Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5th St. Suite D
Moore, OK 73160
Ph: (405) 208-4469   Fax: (405) 208-4472

Addendum to Treatment and Service Plan

Effective Date: ____________________________

Reason for consultation: (check all that apply)
NO CHANGE IN SERVICE 
ADD/CHANGE IN THERAPIST/BHRS/CASE MANAGER: Name________________________________ REASON FOR CHANGE: _________________________________________________________________

CONSUMER INFORMATION:

Client Name: ____________________________           Medicaid Number:____________________________

PROBLEM #1: ____________________________________________________________________________

GOAL #1: ________________________________________________________________________________
	    	(Must be direct client or guardian quote.)


       CURRENT OBJECTIVES: (Must be behaviorally measurable)

1a: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________
1b: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________
1c: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________


        TYPE OF SERVICE                                                                                                                 DATE INITIATED                 TARGET DATE                            

1a: _______________________________________________________________________________________________________	
1b: _______________________________________________________________________________________________________
1c: _______________________________________________________________________________________________________

  Curriculum Documentation Attached (if applicable for BHRS services) 

Client Signature (14 AND OLDER REQUIRED) __________________________       Date_______________

Parent or Guardian Signature (IF APPLICABLE) __________________________       Date_______________

New Provider Signature_______________________________________________      Date_____________
Lead Therapist Signature______________________________________________      Date________________

Addendum to Treatment and Service Plan cont’d.



PROBLEM #2: ___________________________________________________________________________


GOAL #2:  _______________________________________________________________________________
	   	 (Must be direct client or guardian quote.)



       CURRENT OBJECTIVES: (Must be behaviorally measurable)

2a: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________
2b: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________
2c: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________
2d: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________




        TYPE OF SERVICE                                                                                                                 DATE INITIATED                 TARGET DATE                            

2a: _______________________________________________________________________________________________________	
2b: _______________________________________________________________________________________________________
2c: _______________________________________________________________________________________________________
2d: _______________________________________________________________________________________________________








Addend.12.2023	                                       	Client Name: ________________________________  
