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ASSESSMENT & CLINICAL TREATMENT PLAN
	Child and Family Information 

	First and Last Name:      
	DOB:      
	Age:     
	Medicaid ID #:     


	[bookmark: Text220]Child Lives with:      
	Parent/Legal Guardian Name:      


	Residential Address, City State, Zip Code:      
	Mailing Address, City, State, ZIP Code (if different):      


	Parent/Legal Guardian Phone Number:        

	Parent/Legal Guardian Preferred Method of Contact:
      

	Parent/Legal Guardian Email:      
 
	Diagnosis (if applicable):     

	Name of School & Grade (if applicable):       

	Name of Primary Care Physician:      

	Provider Information

	Provider Name: 
	Phone Number:

	Email Address:
	NPI or PRZ Number: 

	Medications
(Prescription and natural/other)
	Dosage
	Purpose and Side Effects That Could Impact Services

	
	
	

	
	
	

	*If additional spaces are needed, copy and paste below. 
	
	

	Family History (optional):	


	Strengths (what is the child good at): 


	Strategies for Success (optional): 


	Routines/Activities that the child/youth engages in (optional): 

	Other Information (e.g., things to know about child, family supports, things to do/not do with child, etc) (optional): 

	Other Services
 1915(i) Services, SLP, OT, PT, IEP
	Hours Per Week
	Provider

	
	
	

	*If additional spaces are needed, copy and paste below. 
	
	



REVIEW OF ASSESSMENTS/REPORTS/RELEVANT HISTORIES 
	The review of assessments/reports/relevant histories should include information obtained from the record that corresponds to the request for intervention services. This includes any information that the provider identifies in the record that may impact intervention service delivery.

	Person Centered Plan: if applicable
Children’s 1915i Supports Plan, Children’s Family Directed Support and Spending Plan, Adult Plan of Service 
	Date of Person Centered Plan:

	
	Date of Review: 

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	Screening Tool-if initial request
	Date Screening Completed:

	
	Date of Review:

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery 

	Or identification of why it was not reviewed:

	Medical
Specialized Medical Records: if applicable
	Date of Record:

	
	Date of Review:

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	Psychological/NeuroPsyc Evaluation: if applicable
	Date or Record:

	
	Date of Review: 

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	Medical, Social & Developmental Assessment Summary: if applicable
	Date of Record:

	
	Date of Review: 

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	Mental Health: if applicable 
Clinical Diagnostic Assessment-CDA, Treatment Plan-Counseling/Respite/CBRS, CANS Assessment, Family Support Assessment and/or Treatment Plan, Behavioral Health Treatment Plan
	Date or Record:

	
	Date of Review

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	Ancillary Service Reports: if applicable  
SLP, OT, PT
	Date or Record:

	
	Date of Review: 

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:

	School Documentation: if applicable 
Individualized Education Plan (IEP), Eligibility Report (Assessments), Behavior Intervention Plan (BIP), Functional Behavior Assessment (FBA), Section 504 Plan, Health Plan
	Date of Record:

	
	Date of Review:

	Information from record: 

☐  I have reviewed this record and did not identify any information that would impact service delivery

	Or identification of why it was not reviewed:



	Other Documentation: if applicable 

	Date of Record:

	
	Date of Review: 

	

	Other Documentation: if applicable 

	Date of Record:

	
	Date of Review: 

	


*If other reports or assessments are going to be reviewed, please copy the Other Documentation box and paste it below. 



[bookmark: _Hlk264493]ASSESSMENT
	[bookmark: _Hlk522605466]Specific Skills Assessment or Comprehensive Developmental Assessment: (this would include current functional skills, social/relationship, communication, learning, etc.). This Assessment can be administered by the Provider or obtained by the Provider. 

	Date Completed: 
	Tool Utilized:

	Name of Person Completing the Assessment:

	Provider Qualification (when the Provider administers the tool):

	☐ I acknowledge that the tool was implemented in accordance with the protocol (when the Provider administers the tool)

	Information from the Skills Assessment/Developmental Assessment that will be utilized to lead the development of the child’s implementation plans:


	☐  I have attached the tool/Interpretation Report/Summary 


*If additional Specific Skills Assessment or Comprehensive Developmental Assessment are completed, please copy the box above and paste it here. 

	Preference Assessment or Reinforcement Inventory

	Date Completed: 
	Tool Utilized: 

	Name of Person Completing and Provider Qualification: 

	Summary:



	Interview #1: Parent/Legal Guardian

	Date: 
	Respondent Name and Relationship to the child/youth: 

	Name of Person Completing the Interview and Provider Qualification: 

	Summary: 





	Interview #2:(optional):

	Date: 
	Respondent Name and Relationship to the child/youth: 

	Name of Person Completing the Interview and Provider Qualification:

	Summary: 




*If additional interviews are completed, please copy the Interview box and paste it here. 

	Observation #1: (can include ABC data collection)


	Date: 
	Setting/Location:

	Name of Person Completing the Observation and Provider Qualification:

	Summary (identified antecedent and consequences to behavior)/Impression based on Observation:


	Observation #2 (optional): 


	Date: 
	Setting/Location:

	Name of Person Completing the Observation and Provider Qualification:

	Summary (identified antecedent and consequences to behavior)/Impression based on Observation:



*If additional observations are completed, please copy the Observation box and paste it here. 
	Parent Feedback/Additional Parent Input: (optional)

	




	Other: if applicable

	



Coordination of Care 
	*Required if requesting Interdisciplinary Training.
When Interdisciplinary Training is delivered, who will the provider be coordinating with and how will the coordination occur?

	





Transition Plan 
	The transition plan should include any anticipated changes that may occur during the plan year and how the provider can assist or support the family or child with the transition.

	







Clinical Recommendations & Request For Hours
Clinical Summary and Recommendations: 
	Service

(ex: Screening, ACTP, Habilitative Skill, Behavioral Intervention, Interdisciplinary Training)  
	Units Requested

(Hab. Skill & BI requested weekly 
IDT can be requested monthly)
	Dates of Request
	Setting Where the Service Will Be Delivered

(Home, Community, DDA)
	Staff Qualification(s) To Provide Service

(ex: Habilitative Skills Technician, Intervention Specialist, Independent Intervention Specialist, EBM Intervention Professional)
	Provider NPI or PRZ 

(For DDA’s: this will be the Agencies number, for Independent Providers: this will be the Indep. Provider’s number)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



[bookmark: _Hlk511643898]Signatures 
	[bookmark: _Hlk511644323]Individual Completing Assessment Name Printed:
	Date:	

	Signature and Credential:


	Individual Completing Assessment Name Printed (if applicable):
	Date:

	Signature and Credential:



*If additional spaces are needed, copy and paste below.
	If multiple providers are delivering children’s habilitation intervention services, for the additional provider (if applicable)

	☐ I have read and reviewed the Assessment & Clinical Treatment Plan and agree with the Clinical Summary and Recommendation for Hours.

	Additional Provider Name Printed:                                                   

	Signature and Credential:




	Parent/Legal Guardian Signature:

	Date:

	I have been offered as the Parent/Legal Guardian a copy of this Assessment and Clinical Treatment Plan and: 
I have accepted and been given a copy:  ________________ (parent’s initial), or       
I am declining ________________ (parent’s initial)      
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