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BHP OUTPATIENT TREATMENT PLAN SUMMARY
Effective: January 2017

	Client Name:      
	DOB:      

	BHP Certification # (if known):      
	Client Insurance ID#:       


	Clinician Name:       
	License:       

	Clinic Name:      
	Clinic Address:      

	Phone #:      
	Fax #:      


	Request Details:

	Date of initial service              Number of services to date:    

	Treatment Plan: Requested services dates: From:             To:      

	# of services requested: Current:         Retro:      

	Type of services requested: 

(CPT of HCPS Code)
	CPT1:      
	Quantity of CPT 1:      
	Frequency of CPT 1:      

	
	CPT2:      
	Quantity of CPT 2:      
	Frequency of CPT 2:      

	
	CPT3:      
	Quantity of CPT 3:      
	Frequency of CPT 3:      

	
	CPT4:      
	Quantity of CPT 4:      
	Frequency of CPT 4:      


	Clinical Data:  

	DSM-V / ICD-10 Diagnoses:

Primary:      
Additional Diagnosis:              Additional Diagnosis:               Additional Diagnosis:      

	Other Providers (if on psychotropic medication, please include prescriber name):       

	Will a copy of this BHP form and/or a copy of your treatment plan be sent to the following providers?
(1) Primary Care Physician:          FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A
(2) Other Healthcare Provider:     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A

	Gains made:      

	

	

	Current Symptoms/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 one (1) year from the date of signature. I do not authorize release of this information by the recipient unless further release is specifically authorized,
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 BHP Intake to contact and inform my Primary Care Physician of all medical information included in this treatment plan.

Patient signature:                         Date signed:      

	Care Coordination:

	A copy of this treatment plan will be sent to: (1) Primary Care Physician    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A
(2) Other Healthcare Provider     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A


Notice to Provider: Authorization does not guarantee payment; benefits are subject to eligibility at the time service is rendered. 
BHP Care Management

Toll free: 1 (866) 604-2739 
1405 North Lilac Drive, Ste. 151 

Local (763) 486 4445

Golden Valley, MN 55422

Fax (763) 486 4437

www.bhpcare.com 

cmmail@bhpnet.com 
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