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221 Laurel Road Suite 300

Voorhees, NJ  08043

TREATMENT PLAN/ INITIAL EVALUATION
SECTION 1: IDENTIFYING INFORMATION

CLIENT NAME:      






GENDER:  FORMCHECKBOX 
M /  FORMCHECKBOX 
F
D.O.B.:     

AGE:     

REFERRAL SOURCE:       
DATE OF CURRENT PLAN:          
DSM DIAGNOSIS: 
AXIS I:          



AXIS II:         



AXIS III:       



AXIS IV:       



AXIS V:         

PARENTS/GUARDIANS:      
ADDRESS:        






PHONE:  H:      

              







    W:      


               







     C:       

ANY DYFS INVOLVEMENT?   FORMCHECKBOX 
Y /  FORMCHECKBOX 
N



IF YES, WHICH COUNTY?      


DYFS WORKER NAME:      



PHONE:      
WHO HAS LEGAL CUSTODY?      
OTHER AGENCIES INVOLVED (WITH CONTACT INFORMATION):      
SECTION 2: PSYCHOSOCIAL INFORMATION
1. CURRENT LIVING ARRANGEMENTS: (check one)

 FORMCHECKBOX 
  Private residence with parents/legal guardians

 FORMCHECKBOX 
  Living with relatives

 FORMCHECKBOX 
  Foster family

 FORMCHECKBOX 
  Group home, Residential Treatment Facility

 FORMCHECKBOX 
  Other      
2. FAMILY RELATIONS:

Please list current members of the family and describe relationship.

A. Name:      
Relationship:       


B. Name:      
Relationship:      


C. Name:      
Relationship:      


D. Name:      
Relationship:      


E. Name:      
Relationship:      


F. Name:      
Relationship:      


3. EDUCATION:

Name of School:      
Grade:      
Special Education?  FORMCHECKBOX 
Y /  FORMCHECKBOX 
N

Any difficulties or concerns in regard to education?  FORMCHECKBOX 
Y /  FORMCHECKBOX 
N

If yes, please describe:      


4. LEGAL:

Any legal involvement (civil or criminal)?  FORMCHECKBOX 
Y /  FORMCHECKBOX 
N

If yes, please describe:      
5. SOCIAL FUNCTIONING:
Any past or current drug/alcohol use?  FORMCHECKBOX 
Y /  FORMCHECKBOX 
N

If yes, please describe (including date of first use, amount, and type of drug): 

     
Describe any recreational activities:      
List any present medical conditions currently being treated:      
SECTION 3: CHILD HEALTH INFORMATION
List all current medications.
	Name of medication:
	Dose:
	When taken:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



      List any allergies (food, drugs, seasonal, etc.):      

      List any other pertinent information (including any delays in meeting developmental milestones):


           

     

     

SECTION 4: PRESENTING PROBLEMS

 FORMCHECKBOX 
Physical Aggression

 FORMCHECKBOX 
Very Unhappy

 FORMCHECKBOX 
Drug Use
 FORMCHECKBOX 
Verbal Aggression

 FORMCHECKBOX 
Irritable


 FORMCHECKBOX 
Alcohol Use
 FORMCHECKBOX 
Eating Problems

 FORMCHECKBOX 
Temper Outbursts

 FORMCHECKBOX 
Trouble with the Law
 FORMCHECKBOX 
Self-Injury


 FORMCHECKBOX 
Fearful


 FORMCHECKBOX 
Running Away
 FORMCHECKBOX 
Suicidal behavior

 FORMCHECKBOX 
Phobic


 FORMCHECKBOX 
Fire Setting
 FORMCHECKBOX 
Suicide Talk


 FORMCHECKBOX 
Anxious


 FORMCHECKBOX 
Bullying, Threatening, etc.
 FORMCHECKBOX 
Paranoid


 FORMCHECKBOX 
Low Self-Esteem

 FORMCHECKBOX 
Sexual Trouble
 FORMCHECKBOX 
Hallucinations


 FORMCHECKBOX 
Mistrust


 FORMCHECKBOX 
Peer Conflict
 FORMCHECKBOX 
Delusions


 FORMCHECKBOX 
Stubborn


 FORMCHECKBOX 
Family Conflict
 FORMCHECKBOX 
Obsessions


 FORMCHECKBOX 
Truancy


 FORMCHECKBOX 
Lacks Initiative
 FORMCHECKBOX 
Impulsive


 FORMCHECKBOX 
School Performance

 FORMCHECKBOX 
Withdrawn
 FORMCHECKBOX 
Destructive


 FORMCHECKBOX 
Learning Disability

 FORMCHECKBOX 
Repetitive Behaviors
 FORMCHECKBOX 
Short Attention Span

 FORMCHECKBOX 
Lying


     
 FORMCHECKBOX 
Distractible


 FORMCHECKBOX 
Clumsy


     
 FORMCHECKBOX 
Daydreaming


 FORMCHECKBOX 
Overactive


     
 FORMCHECKBOX 
Disobedient


 FORMCHECKBOX 
Shy



      
Please explain any boxes checked above:  FORMCHECKBOX 

SECTION 5: STRENGTHS

 FORMCHECKBOX 
Cooperation


 FORMCHECKBOX 
Motivated for School
 FORMCHECKBOX 
Flexible
 FORMCHECKBOX 
Motivated for Treatment
 FORMCHECKBOX 
Problem Solving Skills
 FORMCHECKBOX 
Has Academic/Career Goals
 FORMCHECKBOX 
Verbal



 FORMCHECKBOX 
Has Insight into Difficulties
 FORMCHECKBOX 
Agency Support
 FORMCHECKBOX 
Able to Establish Rapport
 FORMCHECKBOX 
Sense of Humor

 FORMCHECKBOX 
Family Support
 FORMCHECKBOX 
Medication Compliant

 FORMCHECKBOX 
Good Social Skills

     
 FORMCHECKBOX 
Has Hobbies/Interests

 FORMCHECKBOX 
Intelligent


     
 FORMCHECKBOX 
Independent Self-Care Skills
 FORMCHECKBOX 
Helpful


     
 FORMCHECKBOX 
Good Hygiene


 FORMCHECKBOX 
Follows Rules

     
Comments:      
Client Name:      
Treatment Goals: 

1.       
2.       
3.       
	Goal
	INTERVENTIONS USED (LIST 3)
	DESIRED OUTCOMES
	TARGET DATE

	1
	     
	     
	     

	2
	     
	     
	     

	3
	     
	     
	     


* PLEASE IDENTIFY SPECIFIC GOALS AND INTERVENTIONS. *
* OUTCOMES SHOULD BE STATED IN MEASUREABLE TERMS. *
* MUST STATE OF MINIMUM OF 2 GOALS. *

Client Name:      
SIGNATURE SHEET

	PRINT NAME
	TITLE/AGENCY
	SIGNATURE
	DATE

	     
	Client
	
	

	     
	Parent/Guardian
	
	

	     
	Parent/Guardian
	
	

	     
	IICS Worker, TFS
	
	

	
	
	
	

	
	
	
	

	
	
	
	


By signing this page, I acknowledge that I have read and understand the treatment goals as described in this INDIDUALIZED PLAN OF CARE. I also understand my role as an active participant in treatment planning and understand my responsibility to contribute to the plan as outlined in the objective sections of each goal.












Phone #: 856-772-5809


    Fax #: 856-772-5852











           Updated 6/12/09
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