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Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5" St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472
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How will you know that you are nearing completion of services and ready to transition into your

community? (to be asked of client at assessment- direct quote required):
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Below this line to be completed at Discharge:

Progress (In client’s own words): WL Ieed iKe | have CO{VMal__
90&[.( WY, Collaboztek on."

f$ Gains (In client’s own words)(:(\ Ere l(‘({, IMQCQ_CMI_Q&C__

MU Trauma ’(’h‘fﬂr T

Ste;‘;ths/abilities MMrenatn( incude Se LY uneeai
MU, oNor TVekipy AN e, 10UEAsd £pohaad (NS iGNy

AL ocutased  reachuty Yo triggar,
foanTaVElavz il L o)

Presenting problem (from intake) DyY ,(»(,h’hr\a

InNONG_, and_ Ald sl oKl ~ s
— kv \naE

The following care services have been developed with my knowledge and cooperation.

My response
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Referral Source: (Name, contact information, agency, hours available)
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