SAMPLE


Treatment Plan Review / Continued Service Review

Date of Review __________ Patient Name _______________________________________________

CDP summary report of patient progress toward meeting short and long range treatment goals for each Dimension listed on the individual treatment plan, based on the Chemical Dependency assessment:
DIMENSION _____ Present ASAM Level of Care _________

As evidenced by:_____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ FORMCHECKBOX 

The patient continues to meet criteria for the present Level of Care for this Dimension.

 FORMCHECKBOX 

The patient no longer meets criteria for the present Level of Care for this Dimension.

The patient now meets admission criteria for treatment in Level ____ for this Dimension.

 FORMCHECKBOX 

The patient achieved the treatment goals and no longer needs treatment in this Dimension.

DIMENSION _____ Present ASAM Level of Care _________

As evidenced by:_____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ FORMCHECKBOX 

The patient continues to meet criteria for the present Level of Care for this Dimension.

 FORMCHECKBOX 

The patient no longer meets criteria for the present Level of Care for this Dimension. FORMCHECKBOX 

The patient now meets criteria for treatment in Level ____ for this Dimension.

 FORMCHECKBOX 

The patient achieved the treatment goals and no longer needs treatment in this Dimension.

DIMENSION _____ Present ASAM Level of Care _________

As evidenced by:_____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ FORMCHECKBOX 

The patient continues to meet criteria for the present Level of Care for this Dimension.

 FORMCHECKBOX 

The patient no longer meets criteria for the present Level of Care for this Dimension.

The patient now meets criteria for treatment in Level ____ for this Dimension. 

 FORMCHECKBOX 

The patient achieved the treatment goals and no longer needs treatment in this Dimension.



 FORMCHECKBOX 

The patient presently meets the criteria for treatment in Level _________________.

CDP Signature ______________________________________________

Patient Signature ____________________________________________

Page # __________

