State of Maine
Department of Health and Human Services, Office of Child & Family Services
Section 24: Individual Treatment Plan Face Sheet

Items needed to be included with this Packet:
[ ] Documentation of most current Diagnosis / Diagnoses
[ ] Comprehensive Assessment
[ ] Comprehensive Assessment Summary Sheet
[ ] Individual Treatment Plan

Date: [/ [/

Child/Youth Name: DOB: [/ [/ Age:
Parent(s)/Guardian(s) Name:
Mailing Address:

MaineCare #: SS#: - -
Please indicate: Initial Plan []
Annual Plan []

Change in Hours []
Original Service Start Date: / / Comprehensive Assessment Date: / /

Individual Treatment Plan Date (date signed by legal guardian): [/ /
90-day Review Date: [/ /

Case Management Agency:
Case Manager Name:
Address:

Phone: Fax:

Section 24 Agency:

Section 24 Agency Contact Person:
Address:

Phone: Fax:

Current Diagnoses:

DSM-1V-TR Diagnosis Code DSM-1V-TR Diagnosis Name

AXxis |

Axis |1

Axis 11

Axis 1V

Freguency and Intensity of Service:

Mon - Tues - Wed - Thurs - Fri - Sat
Sun -
Total Hrs. per week:
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State of Maine
Department of Health and Human Services, Office of Child & Family Services

Section 24: Individual Treatment Plan Face Sheet
Child/Youth Name:
MaineCare#:

Other Services Involved with the Child:

FOR DHHS USE ONLY

[ ] Child is eligible for Section 24 of the MaineCare Benefits Manual
[] Treatment Plan is authorized

Plan Start Date- Plan End Date -

Authorized Signature Date Title/District

Comments:

Follow-Up Activities Indicated:
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