Recovery/Treatment Plan
Client Name:      




Primary Counselor:      

Client ID#      




Admission Date:       
	PROBLEM
	GOAL
	S=Short Term
L=Long Term
	ACTION PLAN
	RESPONSIBLE
C=Client

      P=Program
	TARGET DATE

	RESOLUTION DATE
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Client Signature:  ________________________________   Date: _________________  Counselor Signature: _____________________  Date: ________________
Chemical dependency & significant associated diagnosis codes:      



M.D. REVIEW SIGNATURE (Required for Medi-Cal billing):  ______________________________________________________
Date: __________________________






                 (within 15 days of Counselor’s signature & date)
Program Manager Signature: ______________________________________
Date: ___________________________
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