Assessment and Treatment plan 

Client Name ____________________          Medicaid#_____________________  

Date of Birth ___________________             Insurance # _________________________                                                                                  


date: ___________   site: ______________   clinician:  _______________________
age__________    male/female  _________      marital status______________________ 
persons and resources utilized in this assessment: _____________________________    

household members and other significant family:

name                                              relationship         age       type of contact/quality  
presenting problem ___________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

other life stressors _______________________________________________________

________________________________________________________________________

previous attempts to solve problems and their results:      yes      no

________________________________________________________________________

________________________________________________________________________

desired results of treatment and client’s readiness for change______________

________________________________________________________________________

risk:  no     yes   action:____________________________________________________                                              

risk assessment                                                                

suicidal: yes/no    ideation    plan      gesture    attempts     previous acts   intoxication
harm to others:  yes/no  ideation   plan/impulsive threats acts   previous  intoxication
self-abuse: yes/no  type _________________ onset_____________ last act _________
functional status
Appearance, hygiene and self-care_______________________________________________

Behavior disturbances __________________________________ ______________________

Sleep appetite and activity level_________________________________________________

Ability to meet role expectations _________________________________________________
psychosocial: stressors verses strengths and supports 
family of origin ____________________________________________________

family psych/cd _________________________________________________________

relational bonds________________________________________________________

addictive behaviors _________________________________________________

trauma/abuse: ___________________________________________________________
sexuality ___________________________________________________________

medical and health______________________________________________________

vocational/educ. _________________________________________________________

legal___________________________________________________________________

financial________________________________________________________________

culture and ethnicity______________________________________________________

religion ________________________________________________________________

social supports___________________________________________________________

leisure and interests______________________________________________________
diagnosis_____________________________________________________________

locus assessment and scoring grid

	
	Client Score



	Level 1

Recovery Maintenance health management
	Level 2

Low Intensity Community Based Services
	Level 3

High Intensity Community Based Services
	Level 4

Medically Monitored Non-residential Services
	Level  5

Medically Monitored Residential Services
	Level  6

Medically Managed Residential Services

	Risk of Harm
	
	 2 or less
	2 or less
	3 or less
	3 or less
	4 required admission
	5 required admission

	Functional status
	
	2 or less
	2 or less
	3 or less
	3 or less
	4 required*
	5 required

	Co-Morbidity
	
	2 or less
	2 or less
	3or less
	3 or less
	4 required*
	5 required

	Recovery Environment-Level of Stress
	
	Sum of Level of Stress and Sum of Level  
	Sum of Level of Stress and Sum of Level 
	Sum of Level of Stress and Sum of Level 
	3 or 4
	4 or more
	4 or more

	Recovery Environment –Level of support
	
	of Support is Equal to 4 or less
	of Support is Equal to 5 or less
	of Support is Equal to 5 or less
	3 or less
	4 or more
	4 or more

	Treatment and Recovery History
	
	2 or less
	2 or less
	3 or less
	3 or 4
	3 or more
	 4 or more

	Engagement and recovery Status
	
	2 or less
	2 or less
	3 or less
	3 or 4
	3 or more
	4 or more

	Composite Rating
	
	10 to 13
	14 to 16
	17 to 19
	20 to 22
	23 to 27
	28 or more

	Level of Care Indicated
	
	
	
	
	
	
	


*unless sum of level of stress and level of support equals 2
treatment plan                      Does client meet SMI criteria? ___________________

	             problem
	                 goal
	               plan


	
	
	

	
	
	

	
	
	


  _______________________________________________________________________ttherapist  signature, credentials                    NPI#                                                date

