Newlife Counseling Services, LLC                                                                 

[bookmark: _GoBack]                                                                         Service Plan
Client’s name: ___________________________ Client’s D.O.B._________  Date: ______ Start/End Time_____/_____
Diagnosis: ________________________________  Current Psych Medication: ____________________________
Presenting Problems/DSM IV Criteria: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Barriers: The bio/psycho/social stressors. What is happening in the client’s life that makes it difficult to achieve the goals?________________________________________________________________________________________
Treatment Goals:                                                        1.____________________________________________________________________________________________2.____________________________________________________________________________________________3.____________________________________________________________________________________________4.____________________________________________________________________________________________
Medical Necessity: ___Address Symptoms   ___Improve functioning   ___ Stabilize Symptoms ___ Maintain Gains  ___ Prevent Decompensation ___ Prevent Higher Level of Care
Service Type: __ Individual  __Group __ Family __ Case Management __ Life Skills __ Day Prog __ Other_____            Frequency: ____to___ Hours   ____to____ Times Per week/Month,   Day Program #of Days:____to______

Treatment Planned Interventions: 
__ Anger Management   __ Problem Solving Skills Training      __ Positive Reframing __Cognitive Restructuring   __Motivational Interviewing   __ Modeling   __ Role Playing__ Grief Therapy  __ Stress Management   __ Play Therapy __ EMDR  __   Person Centered   __ Relaxation Training/Imagery   __ Miracle Question __ Substance Abuse__ Active Listening__ Solution Focused Techniques   __ Parenting __ Other: _________________________
__ Behavioral Health Residential Facility: __________________________________________________________
Objectives:						         Frequency (x per: day/wk/month) / Measures
1._________________________________________________________________________     ____________/____ 2._________________________________________________________________________     ____________/____ 3._________________________________________________________________________     ____________/____ 4._________________________________________________________________________     ____________/____ 5._________________________________________________________________________     ____________/____
Measures: A-Likert Scale, B-Client Report, C-Parent Report, D-Agency Report, E-Other___________

My therapist and I have developed this plan together and, I am in agreement to working on these goals and issues.  I understand the treatment goals that were developed for my treatment.
Client/Guardian Signature:_____________________________________________________Date:____________
Clinician Signature: ____________________________________________________________Date:____________
Supervisor Signature: ___________________________________________________________Date: ___________
Service Plan Review Date: ______________
