
NEW HORIZONS COUNSELING TREATMENT PLAN REVIEW:              CLIENT NAME:  _____________________________________  DIAGNOSIS:  _________________________ 

PAGE TWO 
 

Reflections on Progress Toward Goals:  _________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________________________________________  
PART II:  TREATMENT PLAN REVIEW – NEW GOALS                        TYPE:   OUTPATIENT THERAPY                         MODALITY:  INDIVIDUAL ___ 

                                                                                                                                                                              LOCATION:    My Office                                                                     Family:                ____                     
                          Group:              ___ 

 

Reasons for new goals:  
________________________________________________________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________________________________________ 

                                                                                              

_____________________________________    CLIENT  : Accepted ____  Declined ____       ___________________________________________ 

CLIENT SIGNATURE                   DATE            INITIAL                                                                         JOAN MCCULLOUGH-CRISSMAN, MA, LPC               DATE                            
 

(This document is not a guaranteed legal contract or a promise of treatment outcome)  3.15                                                                                                                                                                                                                            

NEW TARGET 

CONCERNS/PROBLEMS/ 

SYMPTOMS/BEHAVIORS 

 NEW LONG TERM GOALS  
(Desired changes in the condition  

or status of the problem) 

 NEW SHORT TERM GOALS 

(Changes in knowledge, skill, or attitude 

and the resulting behavior change) 

SPECIFIC INTERVENTIONS 

(Frequency, education, coord. of care, 

auxillary services, activities, experiences, 

incl. responsible party, etc.) 

TARGET 

DATES 

                                                                                                                                                                                            

 

                                                                                                                                                                             ____ Less Restrictive Alternatives   

 ____ Informed Consent 
Frequency: 
___ WEEKLY          ___ BIWEEKLY 
___ WEEKLY/         ___ THREE WEEKS 
       TITRATING      ___ MONTHLY    
_____ Refer for Medication Management 
to Kreinbrook Psychological Services or 
PCP                                                                                                                                                                                                                                  

 



 


