
 



Treatment Plan 
 

Domain  Problem Statement Goal/Objective Target Date Intervention/Methods Completion Date 

Gambling         

Financial Status         

Mental/Emotional health         

Chemical Use/Abuse/Dependency         

Medical/Dental         

Vocational/Educational         

Legal Involvement         

Family         

Housing         

Social/Cultural/Spiritual         

Activities of Daily Living          
 



Progress Notes 
 

Date  Duration  
Content of counseling & other 

treatment sessions 
Method/approach to 

problem  

Ongoing assessment of client 
participation in response to 

treatment and other activities Counselor  

            

            

            

            

            

            

            

            

            

            

            
 



CONTINUING CARE PLAN 

Client Identifier: 

Projected Discharge Date: 

Client Treatment Objectives Completed: (cite objectives from individual service plan and progress notes) Date Completed 

  

  

  

 

Client Treatment Objectives to be 
Addressed: (cite objectives from individual 

service plan and progress notes) 

By Whom? By What Method? Referral to Whom? ROI Signed, as 
needed 

     

     

     

     

 

Signature of Client: __________________________________ 

Signature of Counselor: _______________________________ 

Copy given to Client?     Yes     or      No   (If no, state why:_____________________________.) 

For Counselor: 

 Discharge summary completed? Yes or No 

 



DISCHARGE SUMMARY 

 
Client identifier: 

Admission Date: 

Discharge Date: 

Type of Discharge: 

 

Include a short summary of the client’s course of treatment and client objectives met through 
treatment: 

 

 

Continuing care plan completed?   Yes   or    No 

Client was included in the discharge plan?   Yes   or    No 

 If no, why not? 

 

Client has received a signed copy of this discharge plan:    Yes   or    No 

 

Client Signature: ____________________________________________  Date: ______________ 

Client received a signed copy of this discharge plan:  _________ (client initials) 

Counselor’s Name and Credential: ______________________________  Date: ______________ 

 

 

 


