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Counseling Treatment Plan

Problem Area  Goal  Plan/Method

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

This plan will be reviewed and revised at least annually. I support this plan of counseling.

CLIENT SIGNATURE ____________________________________________________________________________________  DATE ______  / ______  /  ________

CLINICIAL NAME/SIGNATURE ___________________________________________________________________________  DDATE ______  / ______  /  ______

Treatment Plan Review

Revised Problem Area  Revised Goal  Plan/Intervention

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

 This plan will be reviewed as needed and at least annually. I support this plan.

CLIENT SIGNATURE ____________________________________________________________________________________  DATE ______  / ______  /  ________

CLINICIAL NAME/SIGNATURE ___________________________________________________________________________  DDATE ______  / ______  /  ______

Discharge Plan

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________  

 I support this discharge plan.

 CLIENT SIGNATURE ____________________________________________________________________________________  DATE ______  / ______  /  _______

CLINICIAL NAME/SIGNATURE ___________________________________________________________________________  DDATE ______  / ______  /  ______

Client name:  _________________________________________________________________________________________________________


