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Independent Provider






Client Name:        

Age:                 

Client ID #:      
DOB:      
 

DSM-IV DIAGNOSIS: 

AXIS I:
     
AXIS II:      


AXIS III:      


AXIS IV:      


AXIS V:      


Current GAF:      

Highest GAF Past Year:      
Needs/Concerns:      
TREATMENT GOAL #1:      
Interventions:      
Criteria for Completion:      
Treatment Modality:
 FORMCHECKBOX 
  Individual Therapy (Frequency:      /     



 FORMCHECKBOX 
  Family Therapy with Patient (Frequency:      /     )




 FORMCHECKBOX 
  Family Therapy-Patient Not Present (Frequency:      /     )




 FORMCHECKBOX 
  Group Therapy (Frequency:      /     )




 FORMCHECKBOX 
  Other      
Client Name:      


Age:      


Client ID #:      


DOB:      
Needs/Concerns:      
TREATMENT GOAL #     :      
Interventions:      
Criteria for Completion:      
Treatment Modality:
 FORMCHECKBOX 
  Individual Therapy (Frequency:      /     



 FORMCHECKBOX 
  Family Therapy with Patient (Frequency:      /     )




 FORMCHECKBOX 
  Family Therapy-Patient Not Present (Frequency:      /     )




 FORMCHECKBOX 
  Group Therapy (Frequency:      /     )




 FORMCHECKBOX 
  Other      
Therapist Signature: 
_________________________________________  Date: _________________

Therapist Name (Printed):  ______________________________________  Credentials: ____________

Needs/Concerns:      
TREATMENT GOAL #     :      
Interventions:      
Criteria for Completion:        
Treatment Modality:
 FORMCHECKBOX 
  Individual Psychotherapy (Frequency:      /     



 FORMCHECKBOX 
  Family Therapy with Patient (Frequency:      /     )




 FORMCHECKBOX 
  Family Therapy-Patient Not Present (Frequency:      /     )




 FORMCHECKBOX 
  Group Therapy (Frequency:      /     )

Therapist Signature: 
___________________________________________ Date: _________________

Therapist Name (Printed):  __________________________________  Credentials: _________________
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