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Substance Use Disorders 

Case Management

Comprehensive Service Plan

Client Name      

Client ID#      

Date      
Date of GAIN-I:      
Copy of GAIN-I in Client File:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
Requested
Updated      
Date of Treatment Plan:      
Copy of Treatment Plan in Client File:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
Requested Date Treatment Plan Updated      
CLINICAL INFORMATION
(ASAM PPC-2R dimensional needs as identified in GAIN-I)

Dimension 1: Acute Intoxication and/or Withdrawal Potential
     
Dimension 2: Biomedical Conditions and Complications

     
Dimension 3: Emotional, Behavioral or Cognitive Conditions and Complications

     
Dimension 4: Readiness to Change 

     
Dimension 5: Relapse, Continued Use or Continued Problem Potential
     
Dimension 6: Recovery/Living Environment 
     
Substance Use Disorders Comprehensive Service Plan

Client Name       

        
Client ID#      

Plan Date:         


Plan Review Due:      




CASE MANAGEMENT GOALS and SERVICES

1. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):      
GOAL:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


 *Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other

Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):      
Projected date for review of outcome measure:      
2. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):      
GOAL:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


*Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other

Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):      
Projected date for review of outcome measure:      
3. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):     
Goal:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


 *Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other

Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):     
Projected date for review of outcome measure:      
4. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):      
GOAL:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


 *Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other
Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):      
Projected date for review of outcome measure:      
5. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):      
GOAL:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


 *Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other

Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):      
Projected date for review of outcome measure:      
6. SERVICE NEED TO BE ADDRESSED (must be related to assessment dimensions):      
GOAL:      
	Objective
	Service
	Frequency of Service*
	Resource/

Referral
	Service Duration 
	Monitoring Method
	Monitoring Frequency*

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


 *Frequency: Daily, Weekly, Bi-Weekly, Monthly, Quarterly, Annually, Other

Strengths/informal supports to be used:      
Outcome Measure for goal achievement (How you will know when the client has met this goal):      
Projected date for review of outcome measure:      
Substance Use Disorders Comprehensive Service Plan

Client Name       Client ID#      
Date:      
UNMET NEEDS – ADVOCACY NEEDS
	Unmet Need
	Reason Need Unmet*
	Comments (include the date and initial each entry)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


 *Reason Need Unmet: Not available, not affordable, waiting list, refused, other
DISCHARGE PLAN 




Projected discharge date:      
Indicators that client is ready for discharge from case management:      
Goal for support at discharge:      
SERVICE COORDINATION CONTACTS [specify if they are to be used as a crisis contact] 
(name, phone number, alternate contact information if available):
	Contact
	Contact Information
	Release of Information on File (Yes or No)
	Crisis 

Contact

(Yes or No)

	Parent/Guardian
	     
	     
	     

	Spouse/Significant Other
	     
	     
	     

	Family Member
	     
	     
	     

	Medical Provider
	     
	     
	     

	Dental Provider
	     
	     
	     

	AOD Treatment Provider
	     
	     
	     

	Mental Health Clinician
	     
	     
	     

	Pastor/ Clergy
	     
	     
	     

	Probation/Parole Officer
	     
	     
	     

	CPS
	     
	     
	     

	Other      
	     
	     
	     

	Other      
	     
	     
	     

	Other      
	     
	     
	     

	Other      
	     
	     
	     

	Other      
	     
	     
	     

	Other      
	     
	     
	     


TEAM MEMBERS’ SIGNATURES

I, ____________________________, the client for whom this care plan was developed, agree with the care plan and I am aware that I have the right to freedom of choice among qualified case managers and among any qualified providers of services that I may receive as a consequence of this service plan.

_____________________________________




     
Client










Date
I, ____________________________, the Parent/Legal Guardian of the child named on this care plan, agree with the care plan and I am aware that we have the right to freedom of choice among qualified case managers and among any qualified providers of services that he/she may receive as a consequence of this service plan.

__________________________________________  ______________________________        
Parent/Guardian (Required if child is under 16) 

Child/Youth (Not Required)
     Date
_____________________________ ________________________________________               
Case Manager (Required)  

 

Agency



     Date

(Name and credentials)
_______________________________ ______________________________________                
Clinical Supervisor (Required)

            Agency



     Date

(Name and credentials)
