Addendum to Treatment and Service Plan
Effective Date: _____________
Reason for consultation: (check all that apply)
[bookmark: Check2]|X| ADD TESTING PROVIDER: Name: ____________________________________
[bookmark: Check3]|X| REASON FOR CHANGE: Add Psychological Testing 
Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5th St. Suite D
Moore, OK 73160
Ph: (405) 208-4469   Fax: (405) 208-4472



Addend.1.01.2021	                                       	Client Name: ________________________________  
[bookmark: Check1]|X| IMPACTS TO TREATMENT PLAN: The results of this evaluation will impact the goals and objectives of existing service plan. Impacts will be directly related to recommendations made in report. Potential changes may include addition of objectives specific to ADHD symptomology, such as identifying, processing, and exploring appropriate ways to cope with diagnosis, attention problems, or comorbid disorders.
|X| PURPOSE OF TESTING REQUEST: 
Client is experiencing difficulty in functioning. The cause of the listed symptoms has not been determined to be stemming from another diagnosed condition at this time. This test has been requested by a mental health professional or medical physician. The purpose of this evaluation is not solely for academic purposes.


CONSUMER INFORMATION:
Client Name:_____________________________        Medicaid Number:______________ 


PROBLEM #1: ADHD
GOAL #1: __________________________________________________________________________________

	    (Must be direct client or guardian quote.)


       CURRENT OBJECTIVES: (Must be behaviorally measurable)

1a: Professional completing evaluation will administer 1+ psychological assessments over a span of up to 8 hours from potential assessment list on addendum to service plan to better explore symptomology.
1b: Professional completing evaluation will utilize background information and presenting symptomology to determine appropriateness of 1+ standardized tests to assess and identify 1+ needs of client and 1+ potential impacts to treatment. 
1c: Client and lead therapist and/or client and professional completing evaluation will explore 1+ ways to improve functioning by exploration of recommendations in evaluation.
1d: Professional completing evaluation will diagnose client with 1+ approved diagnostic code based on criteria met.

        TYPE OF SERVICE                                                                                DATE INITIATED           TARGET DATE                            
1a: Psychological Testing MH					    _____________           ____________			
        
POTENTIAL TESTS ADMINISTERED: (check only one box)
|_| CHILD (UNDER 18)

WISC-V
	CBRS
	ESQ-Teen Version
	SCARED
	CATS
	CONNERS-4
CPT-3 				CUDOS

|_| ADULT (18+)

CAARS
	WAIS-V
	ESQ- Adult Version
GAD-7
ACE
CSEI

Client Signature (if applicable):  ______________________________ Date: ________________

Parent or Guardian Signature: _______________________________ Date: ________________

Signature of Lead Therapist: _____________________________________ Date: ________________
