Integrated Therapy Solutions of Oklahoma, LLC

620 NW 5th St. Suite D   Moore, Oklahoma 73160
Ph: (405) 208-4469   Fax: (405) 208-4472


Client Name: ________________________________________   Client Age: ______________
Date Completed: ______________________         Start Time: _________  Stop Time: _________
SERVICE PLAN SIGNATURE PAGE

CLIENT ACTIVE PARTICIPATION STATEMENT: I/We (client/guardian) have actively participated in the development of this service plan and understand the treatment goals and objectives listed. I have the following comments/response:

________________________________________________

__________________________________________________
Member Signature, 12 or older 


Date 

Parent/Guardian Signature 


   Date
*Adult members: Has the Treatment Plan Advocate form been completed and signed?   Yes     No
    Has the Advanced Directive/Living Will form been completed and signed?                    Yes     No
  (Attach to signature page and submit together – required by OHCA and ODMHSAS)
If unable to legibly sign, document reason:_________________________________________________________________________
_________________________________________________________________________________

Responsible LBHP Signature, Degree/License/Under Supervision 


Date
_________________________________________________________________________________

Agency Supervising LBHP Signature & Credentials  


                             Date
TREATMENT TEAM:
Service Type               Treatment Methodology           Frequency of Service(Week/Month)             Provider Name & Credentials

Individual Therapy        ____________________
        __________________________               ___________________________
Group Therapy              ____________________
        __________________________               ___________________________
Family Therapy             ____________________
        __________________________               ___________________________
Rehab-Individual          ____________________
        __________________________               ___________________________
Case Management         refer, link, monitor, advocate, follow-up          up to 12 units/mo

   ___________________________
Telehealth                      ____________________
        __________________________              ___________________________
Other                             ____________________
        __________________________               __________________________
                                                                          For Office Use Only:
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