SAMPLE


Individualized Treatment Plan

Patient Name  _________________________________________ Patient  #_________________
ASAM PPC Dimension  ____________ Level of Care  __________ Date  _____________________
Problem Statement:  (From CD Assessment Summary)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Long Range Goal:



Estimated Completion Date_________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Short Range Goals – Approaches / Interventions / Assignments to resolve problem:
1___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Estimated Completion Date  _________________
Actual Completion Date  _________________
2___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Estimated Completion Date  _________________
Actual Completion Date  _________________
3___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Estimated Completion Date  _________________
Actual Completion Date  _________________
4___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Estimated Completion Date  _________________
Actual Completion Date  _________________
CDP Signature  ___________________________________________________
Patient Signature  _________________________________________________

Page # __________
