
Changing Times Counseling 

6801 S. Western Avenue, Suite 202
Oklahoma City, OK  73159
__________________________________________________________

Treatment Plan Update Summary
Client name:  _____________________________________   Medicaid #:  ____________________
Counselor Name:  _____________________   Rehab. Specialist Name:  ____________________
Diagnosis:

Primary 
ICD-9 Diagnosis:  Past  __________________   Current  __________________

Axis I      
ICD-9 Diagnosis:  Past  __________________   Current  __________________

Axis II  
ICD-9 Diagnosis:  Past  __________________   Current  __________________

Axis III 
Medical:   _____________________________________________________________

Axis IV    
Psychosocial stressors:  rate all that apply: n/a, mild, moderate, or severe



Primary support group:

________________



Friendship/Social relations:

________________



Legal issues:



________________



School/Work problems:


________________



Custody/Placement issues:

________________



Financial difficulties:


________________



Problems in living situation:

________________



Physical health:


________________



Access to health care services:

________________

Axis V

GAF Score: current_________________​​​​   highest past year​_________________

Current Information: 

(Summarize changes in client’s life since last review) _____________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Recommendations:

Individual Psychotherapy:   
30min     45min     80min     1Xweek     2Xweek


Recommended goal: ____________________________________________________________


_______________________________________________________________________________

Interactive Psychotherapy:  
30min     45min     80min     1Xweek     2Xweek


Recommended goal: ____________________________________________________________


_______________________________________________________________________________

Family Psychotherapy:

with client     without client     1hr week     1.5hr week


Recommended goal: ____________________________________________________________


_______________________________________________________________________________

Individual Psychosocial Rehab:
    1.5hr week     1.5hr 2Xweek


Recommended goal: ____________________________________________________________


_______________________________________________________________________________

Group Psychosocial Rehab:

    4hrs week      4hrs 2Xweek
    


Recommended goal: ____________________________________________________________


_______________________________________________________________________________

CAR Scores:
1. Feeling/Mood/Affect


Past: __________
Current: __________

a. Problem areas: mood liability, coping skills, suicidal ideation, suicidal plan, homicidal ideation, homicidal plan, depression, anger, anxiety, euphoria, changes in appetite, changes in sleep.

b. __________________________________________________________________________________________

__________________________________________________________________________________________
2. Thinking/Mental Processes

Past: __________
Current: __________

a. Problem areas: memory, cognitive process, concentration, judgment, obsessions, delusions, hallucinations, belief system, learning disabilities, impulse control

b. ________________________________________________________________________
________________________________________________________________________
3. Substance Abuse


Past: __________
Current: __________
a. Problem areas: drugs, alcohol, tobacco, current use, past use
b. ________________________________________________________________________
________________________________________________________________________

4. Medical/Physical


Past: __________
Current: __________
a. Problem areas: current medical issue, medication, physical limitations
b. ________________________________________________________________________
________________________________________________________________________

5. Family




Past: __________
Current: __________
a. Problem areas: parenting, conflict, abuse, violence, communication, marital, sibling, parent/child
b. Client presently resides with_____________________________________________ 

________________________________________________________________________
________________________________________________________________________

6. Interpersonal



Past: __________
Current: __________
a. Problem areas: peers, friends, social interaction, withdrawn, make/keep friends, conflict
b. ________________________________________________________________________
________________________________________________________________________

7. Role Performance


Past: __________
Current: __________
a. Problem areas: Employment, volunteer, student, daycare, home management
b. Effectiveness at role:____________________________________________________ 

________________________________________________________________________
________________________________________________________________________

8. Socio-Legal



Past: __________
Current: __________
a. Problem areas: ability to follow rules/laws, authority issues, legal issues, aggression, defiance, antisocial behavior, property destruction
b. ________________________________________________________________________
9. Self Care



Past: __________
Current: __________
a. Problem areas: hygiene, food, clothing, shelter, medical, dental, transportation
b. ________________________________________________________________________
________________________________________________________________________

10. Communication


Past: __________
Current: __________
a. Problem areas: hearing impaired, vision impaired, mobility impaired, language impaired, ESL, uses devices, uses interpreter
b. ________________________________________________________________________
________________________________________________________________________
Staff signature: _________________________________________________
Date/Time: _____________________________________________________
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