	Name (First, MI, Last) 
	Case No.

	Case Worker Name

	Date of Assessment:
	Date of Pre-Planning:
	Date of PCP Meeting:
	Meeting Location:
	|_|INITIAL            |_|ANNUAL 
Start Date:  ________  End Date: ________

	
	
	
	
	

	People who contributed to the development of this Treatment Plan:

	First Name
	Last Name
	Relationship
	Attended Meeting?
	Progress review completed and brought to meeting?

	
	
	
	|_|
	|_|

	
	
	
	|_|
	|_|

	
	
	
	|_|
	|_|

	
	
	
	|_|
	|_|

	
	
	
	|_|
	|_|

	Integrated Treatment and Care Coordination

	Others involved in treatment:
	Method of Communication:
	Frequency of Communication:

	|_| LifeWays Physician’s Unit, Physician Name: 
	|_| Fax
|_| Letter
|_| Telephone Call
	

	|_| Primary Care Physician, Physician Name: 
	|_| Fax
|_| Letter
|_| Telephone Call
	

	|_| Other Service Providers, Please list Name and Service: 
	|_| Fax
|_| Letter
|_| Telephone Call
	

	|_| Other, Please list: 
	|_| Fax
|_| Letter
|_| Telephone Call
	

	Comments: 

	Stage of Treatment
(The degree to which the individual/family/circle has engaged in recovery oriented activities determines your approach for providing supports and services)

	|_|  Engagement – Does not engage in regular contacts with a MH professional.
	|_|  Early Persuasion – Engages in regular contacts with a MH professional at least 1x/month.

	|_|  Late Persuasion – Actively participates in contacts with a MH professional; showing evidence of reduction in their target symptoms and behaviors for at least 1 month.  External motivation may exist.
	|_|  Early Active Treatment – Consistently progressing toward Treatment Plan goals, even though they may still experience symptoms or behaviors.

	|_|  Late Active Treatment - Consistently progressing toward Treatment Plan goals. Achieved reduction in the targeted symptoms and behaviors for less than 6 months.
	|_|  In Remission or Recovery – Has the skills to cope with their illness while engaging in ongoing life goals for over one year.

	|_|  Relapse Prevention - Consistently progressing toward Treatment Plan goals. Achieved reduction in the targeted symptoms and behaviors for less than 1 year but greater than 6 months.  Episodic symptoms or behaviors occur but do not reach the level of crisis contact.

	Preferences and Accommodations

	Preferences as indicated in assessment and/or the person centered planning process (include non-verbal needs):


	Accommodations made to assist with full participation in the person centered planning process and meet preferences (include non-verbal accommodations):


	Health and Safety

	Summary of health and safety risks as indicated in assessment and/or the person centered planning process:


	Supports to address health and safety needs:


	Transportation safeguards:
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	Name (First, MI, Last) 
	Case No.

	Case Worker Name

	Goals and Objectives 

	Individual’s desired outcome/motivation for requesting services:

	[bookmark: Check4]|_| Individual is non-verbal

	Medical Necessity (Specific symptoms and how they prevent individual from achieving their desired outcome):


	GOAL # ______: 


	Level of Readiness specific to this goal: |_|  Pre-Contemplative       |_|  Contemplative       |_|  Preparation         |_|  Action       |_|  Maintenance
|_| Yes, this Goal relates to Recommendation Number ______ from Assessment Dated: ______
|_| Yes, this Goal relates to Individual’s hopes, dreams, and desires.
|_| No, this Goal does not relate to Individual’s desires or recommendations from assessment; Rationale for goal: 

	OBJECTIVE A. (Individual’s agreed upon behavior for achieving goal, is part of the goal, and belongs to the client)
By __________, 

	INTERVENTION 1. (Collaborative activity to assist in completing the objective)
	Service

	Provider


	INTERVENTION 2. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	INTERVENTION 3. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	OBJECTIVE B. (Individual’s agreed upon behavior for achieving goal, is part of the goal, and belongs to the client)
By __________, 

	INTERVENTION 1. (Collaborative activity to assist in completing the objective)
	Service

	Provider


	INTERVENTION 2. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	INTERVENTION 3. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	OBJECTIVE C. (Individual’s agreed upon behavior for achieving goal, is part of the goal, and  belongs to the client) 
By __________, 

	INTERVENTION 1. (Collaborative activity to assist in completing the objective)
	Service

	Provider


	INTERVENTION 2. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	INTERVENTION 3. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	OBJECTIVE D. (Individual’s agreed upon behavior for achieving goal, is part of the goal, and  belongs to the client) 
By __________, 

	INTERVENTION 1. (Collaborative activity to assist in completing the objective)
	Service

	Provider


	INTERVENTION 2. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	INTERVENTION 3. (Collaborative activity to assist in completing the objective)
	Service
	Provider


	Summary of Treatment by Service Type

	Scope
	Amount
	Duration

	Type of Service
	Provider of Service
	Where Provided
	Frequency
	Length of Stay

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Natural and Community Supports 

	Please list supports that may participate in assisting the Individual – even those the individual may want to develop.

Name of Support(s): 


Roles and responsibilities: 


Frequency Support will report: 
|_| During Contacts, when available  |_| During Formal Review  |_| As Needed |_| Weekly  |_| Monthly  |_| Other:  

Method Support will report:
|_| Via Telephone Call  |_| In Person  |_| During Contacts, when available  |_| Other: 

Name of Support(s): 


Roles and responsibilities: 


Frequency Support will report: 
|_| During Contacts, when available  |_| During Formal Review  |_| As Needed |_| Weekly  |_| Monthly  |_| Other:  

Method Support will report:
[bookmark: Check3]|_| Via Telephone Call  |_| In Person  |_| During Contacts, when available  |_| Other: 


	Formal Review of Effectiveness of the Individual Plan of Service
(A formal review will be conducted at least quarterly.)

	Individual/guardian/family will provide ongoing feedback regarding their plan of service using the following method:
	|_|  Individual self report as needed
|_|  Scheduled face to face contacts
|_|  Telephone calls

	Progress Towards Established Discharge Criteria

	How will progress be determined?


	How will you know when these Goals have been accomplished (discharge indicators)?


	                                                                     Crisis Planning                                             |_| Client Refused
(Offered to Every Client)

	Proactive Crisis Plan

	The Individual Plan of Service that you developed through the person centered planning process is intended to keep you safe and to help you avoid critical situations that would interfere with your ability to live the way you want in the community.  As such, your plan is the best way for you to avoid a crisis.

What activities are written into your plan that you will need to do routinely in order to help you avoid a serious problem?

1.___________________________________________________________________________________________________________________

2.___________________________________________________________________________________________________________________

3.____________________________________________________________________________________________________________

4.___________________________________________________________________________________________________________________
[bookmark: _GoBack]
5.___________________________________________________________________________________________________________________

6.___________________________________________________________________________________________________________________


	Plan for Managing Escalation
(Signs that I am beginning to have difficulty coping and may get into a situation that requires more intensive help than usual)

	What would you identify as a trigger for upset and decreased ability to cope? (Things like Anniversary date of significant event in life, visits by people who cause stress, etc.)

	What would someone see you doing that would help them know you are becoming upset and unable to cope? (Things like, isolation, poor hygiene, loss of appetite, not sleeping, not going to work, or school, etc.)


	What kinds of things do we need to understand that are helpful to you when you are upset and unable to cope? (A place to go that is comforting, a person to talk to, music, lights, etc.)

	What will you want people to do to help you get back on track and avoid a more serious problem?

	Who would be your preference to help you? Are you willing to sign a release of information to enable us to contact the person(s) you would want to help you?

	Name:
	Relation:
	Contact Information:

	Reactive Plan
(In case you are unable to benefit from help to solve a problem and need help outside of your home)

	What Hospital(s) would you choose if you needed to go there?

1st Choice:_______________________________________________________________________________________________

2nd Choice:_______________________________________________________________________________________________

Which Crisis Home would you choose if you needed to go there (if applicable)?

                    |_|  Allegiance Crisis Home                                                 |_|  Tree Lodge

Preferences will be honored based on the availability of the preferred facilities.

	Notification: I would like the following people notified in the event that I need to go to the hospital

	Name:
1.

2.

3.
	Relation: 
1.

2.

3.
	Contact Information
1.

2.

3.

	Treatment that has been helpful in the past

	Medication
	Treatment

	
	

	
	

	
	

	
	



	Name (First, MI, Last) 

	Case No.


	(Initials)
	Treatment Agreement
Individual/guardian, please initial all that apply.

	
	I was given a choice of providers and treatment team members during my pre-planning meeting. 

	
	I was asked if I had any special considerations in order to be successful with my treatment such as cultural, spiritual, physical needs, handicap accessibility, age, gender, sexual orientation, socioeconomic status, language, etc.

	
	I agree to allow the providers involved in my treatment to contact me 30 days following discharge to check on my progress.

	
	I understand that early withdrawal from services could be detrimental to my treatment and it is necessary to attend and participate in services on a regular basis.

	
	A Crisis Plan has been explained to me and has been incorporated into my plan of service

	
	A Crisis Plan has been explained to me. However, I do not wish to develop one at this time.

	
	A Psychiatric Advanced Directive has been explained to me and I participated in completing one. 

	
	A Psychiatric Advanced Directive has been explained to me. However, I do not wish to develop one at this time.

	
	I have been informed of my rights as a recipient of mental health services.  I understand that I can report any concerns I have about violation of my rights to the LifeWays Office of Recipient Rights: (517) 780-3332 or (800) 284-8288 ext 332.  I also understand that I can ask questions or receive information about my rights at any time as a recipient of mental health services.

	
	I would like my Provider to coordinate with my Primary Care Physician, and have signed the appropriate consent to release information.

	
	I do not wish for my Provider to coordinate with my Primary Care Physician.

	
	I am aware that if I am unhappy or have concerns with any portion of my treatment, I may share those concerns through the Informal Complaint Resolution Process with: 
Name:                                                  Phone:     

	Did you receive a copy of your Individualized Plan of Service?
|_|  Yes, I received a copy.    Date Received:  ________________       |_|  No, I Do not want a copy

	Individual Signature

	Date:



	Name (First, MI, Last) 

	Case No.


	TREATMENT TEAM:

	Parent/Guardian Signature (if applicable)
	Date:

	Staff Signature/Credentials
	Date:

	Supervisor Signature/Credentials
	Date:

	Physician Signature/Credentials (Required for Children’s Waiver)
	Date:

	ACT Psychiatrist Signature/Credentials (if applicable)
	Date:

	Residential Provider Signature/Credentials
	Date:

	Other Signature/Credentials
	Date:

	Other Signature/Credentials
	Date:

	Other Signature/Credentials
	Date:

	Other Signature/Credentials
	Date:



