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Juvenile Assessment Center
Therapeutic Services Treatment Plan

For

Child Welfare Cases

I.  Identifying Information

Last Name:

First Name:
     
DOB:
     

Case Opened:
     
SSN:
     
Court Case/File#:
     

Court ID #:
     
FIA Case #:
     
FIA Worker Load #:
     

 FIA Worker Last Name:
     
FIA Worker First Name:
     
FIA Worker Phone #:
     

Date of Review
     
Therapist Last:
     
Therapist First:


(All of the above information will be propagated from the system, except for FIA Worker Phone#,  Date of Review, and Therapist Name)

(There would be as many or few problem areas as the therapist wishes to address below.  There will be multiple Quarterly Reviews)

Problem #:  1 






Date Defined:        

Problem Description:        

Date to be Worked On:        

Goal:         



Diagnosis: (if applicable):        


Treatment Intervention Plan:        

Changes in Treatment Plan/Comments:        

JAC Utilization Reviewer: 
:       

Quarterly Review Date:       
JAC Utilization Review Comments:       
Problem #:  2 






Date Defined:        

Problem Description:        

Date to be Worked On:        


Goal:         



Diagnosis: (if applicable) :        


Treatment Intervention Plan:        

Changes in Treatment Plan/Comments:        

JAC Utilization Reviewer: 
:       

Quarterly Review Date:       
JAC Utilization Review Comments:       
Problem #:  3 






Date Defined:        

Problem Description:        

Date to be Worked On:        

Goal:         



Diagnosis: (if applicable) :        


Treatment Intervention Plan:        

Changes in Treatment Plan/Comments:        

JAC Utilization Reviewer: 
:       

Quarterly Review Date:       
JAC Utilization Review Comments:       
Problem #:  4 






Date Defined:        

Problem Description:        

Date to be Worked On:        

Goal:         



Diagnosis: (if applicable) :        


Treatment Intervention Plan:        

Changes in Treatment Plan/Comments:        

JAC Utilization Reviewer: 
:       

Quarterly Review Date:       
JAC Utilization Review Comments:       
___________________________________


_____________________

Case Manager/Therapist Signature (credentials)




Date

�











