Client Name:  _____________________________________________
DOB:  ____________________________   Gender:  ______________	
BHP Authorization #:  ______________________________________
BHP Case Manager:  _______________________________________  
Therapist/ MD: ___________________________ID# ______________
Address:  ________________________________________________
Clinic Name:  _____________________________________________
Phone:  ________________________ Fax: _____________________
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DSM-V Diagnosis
Primary Diagnosis: _______________________________________________ 
Additional Diagnosis: _____________________________________________
Additional Diagnosis: _____________________________________________
Additional Diagnosis: _____________________________________________
Describe current significant symptoms and circumstances that substantiate this patient’s DSM IV diagnosis ____________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Gains made:  ______________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Other providers (If on a medication, please include name and dosage):  ________________________________________________________________

Clinical Data:	Date of Initial service _____/_____/_____	Number of services to date:  _______________
Treatment Plan: Requested service dates:  From ____/____/____ to ____/____/____   # of Services Requested – Current ______ Retro_______
Type of services requested:  (CPT code) ______________________________________ Number of services:  _____________________________                                                                       
	Symptom/Problems
	Measurable, Behavioral Goals
	Interventions
	Resolution Dates

	









	
	
	



Discharge Criteria:  _________________________________________________________________________________________________________


Provider/Supervisor Signature:  ____________________________________________________ License_________________ Date:  ____/____/____

I understand the confidentiality of my records as protected by law.  Information about me cannot be released without my consent.  I understand I may revoke this consent at any time, and it will automatically expire without my revocation after six (6) months from the date of signature.  I do not authorize release of this information by the recipient unless further release is specifically authorized.

[bookmark: _GoBack]I hereby give authorization for ________________________________________________ to contact and inform BHP Intake of all medical information included in this treatment plan, and

I hereby give authorization for ________________________________________________ to contact and inform my Primary Care Physician of all medical information included in this treatment plan, and

I hereby give authorization for BHP Intake to contact and inform my Primary Care Physician of all medical information included in this treatment plan.
	
	Patient Signature/Date Signed:  _______________________________________   _____/_____/_____
A copy of this treatment plan will be sent to:  (1) Primary Care Physician ___Yes ___ No     (2) Other Healthcare Provider ___Yes ___ No___
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