PSYCHIATRIST AND PMHNP
ODS BEHAVIORAL HEALTH TREATMENT PLAN

Please submit prior to treatment plan due date

Client Name: Initial Date of Treatment:
Subscriber ID#: Client D OB: Total Dates of Service:

Type of Service Provided:
[] Medication Evaluation and Management Only (Initial CPT 90801 and subsequent 90862's)
[] Mental Health — Outpatient (All contracted outpa  tient CPT codes)

Diagnosis : (DSM IV)

wer L e UL e DUL L

Axis Il (Medical)

Axis IV (Psychosocial stressors)

Check Symptoms No Some Moderate Much Goal Met
present at onset of Improvement Improvement Improvement Improvem  ent
treatment:
Suicidal Ideation/Impulses............c..ccceveevereennne. [ T [ T [ T [ T ]
Homicidal Ideation/ImpulSes.............ccccevevenene.. [ [ T [ PP [ P ]
Depressed MoOd ..........ccccevevereeeeeeeeeeeeeeeeens [ [ T [ PP [ P ]
Appetite Changes ...........c.coveveeveveeeeeeeeeeeeeeeeenns [ T [ T [ T [ T ]
DiStUrbed SIEEP .......ceoveveeeeeeeeeeee e [ [ T [ PP [ P ]
Poor CONCENLration ..........c..ccovevveveeeeeeeeeeeenanens [ [ PP [ PO [ PP L]
AGILALION ... [ [ [ P [ ]
Mood Elevated............c.coeeveveeveeeieeceeceeeeeeen I [ P I PP [ L]
__Bingeing __Purging __Restricting ................... [ [ [ P [ ]
Alcohol Abuse/Dependency............cccceeveveeeeennns [ [ [ P [ ]
Drug Abuse/Dependency..........c.ccooveveeeeeueenannns [ T [ T [ P [ PP ]
Tense/AnXious/WOITIEd .........c.cccevevevereereennnn. [ [ T [ PP [ P ]
PRODIBS vttt [ T [ T [ T [ T ]
Compulsive BEhaVIOr ..............cccccoeeveeeeieeeeeennnae. [ [ T [ PP [ P ]
PSYCNOSIS .....oveeeeeeeeeceeeeee e [ [ T [ PP [ P ]
Isolation/Social Withdrawal............ccoeeeveeveeeeeeennn [ T [ T [ T [ T ]
Dissociative EPISOAes............ccoveveveeveereenannn [ [ PP [ PO [ PP L]
Authority Conflict BEhavior .............ccceevevevevennans [ [ [ P [ ]
Conduct Problems ...........cccceeveveveeveeeeeeereeeenn. [ [ PP I [ T L]
Self MUtilation ...........c.ccceveevieeeeeeeceeeeeeeeen I [ P I PP [ L]
Health Problems ............cccceveveueeeveeeeceereeeenann [ PP I I T L]
OtNEr o I L, I [ P []
Name of Psychotropic Medications Dosage Start Date Target Symptoms

Are you coordinating care with the client’s counsel or? [JYes [] No If Yes, With Whom

Are you coordinating care with the client's PCP? [ ] Yes [] Nolf Yes, With Whom

Practitioner PRINTED Name:_ Anticipated # of visits: ___ How often?
Signature: Date:
Business Email: Phone No: Fax:

ODS Behavioral Health PO Box 5817 Portland, OR 97228

Phone: 1-800-799-9391 or 503-624-9382 Fax: 503-670-8349



