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CONFIDENTIAL PATIENT INFORMATION   

See:  Cal W & I Code, Section 5328

	CONFIDENTIAL PATIENT INFORMATION

See:  Cal W & I Code, Section 5328
	
	Name:       
DOB:       
MRN#:       

	STRTP Name
Address
	
	


	ASSESSMENT SUMMARY
(STRTP) 

	 FORMCHECKBOX 
MediCal/EPSDT    FORMCHECKBOX 
STRTP 
 FORMCHECKBOX 
For further information refer to Assessment Report dated       

 FORMCHECKBOX 
Guide to Medi-Cal Mental Health Services, MHP Provider Directory and Grievance/Appeal procedures provided and reviewed with: 

        FORMCHECKBOX 
client    FORMCHECKBOX 
legal guardian: __________________    (date)         


1. Description of Presenting Problem (Medical Necessity):



a. Presenting problem (Reason for Referral):  

 FORMCHECKBOX 
 see addendum

b. Duration of the problem (precipitating events, when did it start?):

 FORMCHECKBOX 
 see addendum

c. Major symptoms (from DSM/ICD):

 FORMCHECKBOX 
 see addendum

d. Areas of impairment:  FORMCHECKBOX 
Living situation |  FORMCHECKBOX 
Daily activities |  FORMCHECKBOX 
Social network |  FORMCHECKBOX 
School/Vocational |  FORMCHECKBOX 
 Mental Illness Management  

                                        FORMCHECKBOX 
 Physical Health care |  FORMCHECKBOX 
 Finances Mgmt |  FORMCHECKBOX 
Other      .  

e. From the symptoms on item “c”, what is/are the resulting impairment/s

 FORMCHECKBOX 
 see addendum
2. Relevant Mental Health History: (*Explain Yes responses including dates)     |     FORMCHECKBOX 
See Caregiver Questionnaire 

	Previous mental health treatment?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	History of psychological testing?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	History of psychiatric hospitalization?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Previous psychotropic meds?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	History of suicide attempts?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Current psychotropic meds?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	History of assaultive behavior?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Other:
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk


* 

 FORMCHECKBOX 
see addendum
3. Relevant Family History: (including child’s strengths and challenges)|    FORMCHECKBOX 
 See Caregiver Questionnaire
 FORMCHECKBOX 
see addendum

4. Developmental/Childhood History: (prenatal, perinatal, milestones, motor/language/cognitive/self-help skills)
 FORMCHECKBOX 
Within normal limits |  FORMCHECKBOX 
*Significant events/delays |  FORMCHECKBOX 
See Caregiver Questionnaire  |   FORMCHECKBOX 
Info not available
*

 FORMCHECKBOX 
  see addendum

5. Academic and School History: (special ed, peer relations, criminal history, legal status, probation/parole, conservator)
 FORMCHECKBOX 
 see addendum
6. Social History: (including child’s strengths and challenges)
 FORMCHECKBOX 
 see addendum
7. Work History: (if applicable)   FORMCHECKBOX 
  N/A

 FORMCHECKBOX 
 see addendum
8. Relevant Cultural Background: (ethnicity, gender identity, religion, sexual orientation, disability, etc.)
 FORMCHECKBOX 
 see addendum

9. Substance Use (alcohol, tobacco, caffeine, illicit, prescribed, over-the-counter, duration/frequency/amount of use)      FORMCHECKBOX 
 None 

 FORMCHECKBOX 
 see addendum
10. Relevant Medical History: (*Explain Yes responses)  FORMCHECKBOX 
See Caregiver Questionnaire | FORMCHECKBOX 
See Nursing Assessment (CEGU)
	Allergies/Asthma
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Vision/Hearing Impairment?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	Allergic to any medications?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Head injury?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	Seizures/Convulsions
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Loss of consciousness?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	Current serious medical conditions? conditions
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Frequent or severe headaches?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	Any serious injuries/accidents?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Immunizations up to date?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk

	Any operations?
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk
	Other:
	 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes*
	 FORMCHECKBOX 
Unk


MD Name/Group:           Phone:           Date of last exam:     
Dentist Name:                Phone:           Date of last exam:     
*(List All Current Medications – prescribed/non-prescribed and include dates of initial prescription and current dosage): 
 FORMCHECKBOX 
see addendum

11. Desired Result of Mental Health Services: (in client's own words, “I want . . .”)
 FORMCHECKBOX 
 see addendum

12. Criteria for Admission (per California Welfare and Institutions Code Section 11462.01(b)):  (Please check all that apply)       

 FORMCHECKBOX 
 (1) The Child does not require inpatient care in a licensed health facility

 FORMCHECKBOX 
 (2) The child has been assessed as requiring the level of services provided in a short-term residential therapeutic program in order to maintain the safety and 

          well-being of the child or others due to behaviors, including those resulting from traumas, that render the child or those around the child unsafe or at risk of 

          harm, or that prevent the effective delivery of needed services and supports provided in the child’s own home or in other family settings, such as with a 

          relative, guardian, foster family, resource family, or adoptive family.

 FORMCHECKBOX 
 (3) The child meets at least one of the following conditions:  (Please circled which letter applies)
(A) The child has been assessed, pursuant to Section 4096 of the Welfare and Institution Code, as meeting the medical necessity criteria for Medi-Cal specialty mental health services, as provided for in Section 1830.205 or 1830.210 of Title 9 of the California Code of Regulations.
(B) The child has been assessed , pursuant to Section 4096 of the Welfare and Institutions Code, as seriously emotionally disturbed, as defined in subdivision (a) of Section 5600.3 of the Welfare and Institutions Code

(C) The child requires emergency placement pursuant to paragraph (3) of subdivision (h)

(D) The child has been assessed, pursuant to Section 4096 of the Welfare and Institutions Code, as requiring the level of services provided by the short-term residential therapeutic program in order to meet his or her behavioral or therapeutic needs. 


 FORMCHECKBOX 
 see addendum

13. Clinical Summary: (dynamic formulation, need for treatment, importance of family involvement )       

	Name:       
DOB:       
MRN#:       

	


14. Mental Status Examination           

	AREAS OF IMMEDIATE CONCERN       FORMCHECKBOX 
None             If any box is checked, details must be included in the Clinical Summary section
 FORMCHECKBOX 
Suicidal Thoughts

  FORMCHECKBOX 
Suicidal Plans

   FORMCHECKBOX 
Homicidal/Assaultive Thoughts
   FORMCHECKBOX 
Homicidal Plans       FORMCHECKBOX 
Psychosis 

	(*NORMAL = Normal for Culture / Age)

	GENERAL APPEARANCE  
Personal Hygiene:
 FORMCHECKBOX 
*Normal

  FORMCHECKBOX 
Neat



         FORMCHECKBOX 
Poor

 FORMCHECKBOX 
Other       
Manner of Dress:
   FORMCHECKBOX 
*Normal

  FORMCHECKBOX 
Inappropriate
 FORMCHECKBOX 
Seductive

 FORMCHECKBOX 
Other      
Age:




                 FORMCHECKBOX 
Stated age  FORMCHECKBOX 
 Older than stated age


 FORMCHECKBOX 
Younger than stated age

	MOOD / AFFECT / BEHAVIOR 

Mood:
 FORMCHECKBOX 
Euthymic
 FORMCHECKBOX 
Anxious

 FORMCHECKBOX 
Depressed

 FORMCHECKBOX 
Manic

 FORMCHECKBOX 
Irritable
 FORMCHECKBOX 
Other      
Affect:
 FORMCHECKBOX 
*Normal range 
             FORMCHECKBOX 
Angry


        FORMCHECKBOX 
Flat



 FORMCHECKBOX 
Inappropriate

 FORMCHECKBOX 
Labile


 FORMCHECKBOX 
Restricted/Constricted
  FORMCHECKBOX 
Sad



      FORMCHECKBOX 
Other      
Behavior:
 FORMCHECKBOX 
Pleasant/Cooperative 
 FORMCHECKBOX 
Apathetic
 FORMCHECKBOX 
Demanding

 FORMCHECKBOX 
Dependent
    FORMCHECKBOX 
Dramatic 

 FORMCHECKBOX 
Eager to Please

 FORMCHECKBOX 
Evasive
   FORMCHECKBOX 
Hostile

      FORMCHECKBOX 
Impulsive

 FORMCHECKBOX 
Manipulative                         FORMCHECKBOX 
Oppositional                                  FORMCHECKBOX 
Seductive             FORMCHECKBOX 
Poor eye contact

                  FORMCHECKBOX 
Passive
  FORMCHECKBOX 
Silly         
   FORMCHECKBOX 
Other      

	MOTOR ACTIVITY 
Psychomotor:
 FORMCHECKBOX 
*Normal


 FORMCHECKBOX 
Agitated


 FORMCHECKBOX 
Hyperactive
   FORMCHECKBOX 
Retarded/Slow
   FORMCHECKBOX 
Other          

Movements:

 FORMCHECKBOX 
*Normal


 FORMCHECKBOX 
Other      

	SENSORIUM 

Impairment in Orientation:

 FORMCHECKBOX 
None

 FORMCHECKBOX 
Date

         FORMCHECKBOX 
Place


       FORMCHECKBOX 
Person
     FORMCHECKBOX 
Situation/Environment       
Impairment in Memory:

   FORMCHECKBOX 
None 
 FORMCHECKBOX 
Immediate   FORMCHECKBOX 
Recent


 FORMCHECKBOX 
Remote
 FORMCHECKBOX 
Other      

	THOUGHT CONTENT AND PERCEPTIONS 

Themes /Preoccupations:
 FORMCHECKBOX 
None
       FORMCHECKBOX 
Depressive

   FORMCHECKBOX 
Magical Thinking
 FORMCHECKBOX 
Phobias
   FORMCHECKBOX 
Sexual 

 FORMCHECKBOX 
Obsessions/Compulsions
 FORMCHECKBOX 
Somatic



      FORMCHECKBOX 
Other      
Delusions:
      FORMCHECKBOX 
None

     FORMCHECKBOX 
Being Controlled

 FORMCHECKBOX 
Ideas of Reference

 FORMCHECKBOX 
Erotomanic

 FORMCHECKBOX 
Jealousy


      FORMCHECKBOX 
Grandeur    FORMCHECKBOX 
Persecutory

              FORMCHECKBOX 
Religiosity



                 FORMCHECKBOX 
Somatic


       FORMCHECKBOX 
Other      
Hallucinations:
 FORMCHECKBOX 
None 
     FORMCHECKBOX 
Auditory
   FORMCHECKBOX 
Visual  FORMCHECKBOX 
Somatic 

 FORMCHECKBOX 
Tactile
 FORMCHECKBOX 
Olfactory         FORMCHECKBOX 
Gustatory

	THOUGHT PROCESS 

 FORMCHECKBOX 
*Normal
   FORMCHECKBOX 
Blocking

 FORMCHECKBOX 
Circumstantial


 FORMCHECKBOX 
Disorganized


    FORMCHECKBOX 
Rambling


 FORMCHECKBOX 
Flight of Ideas/Racing  

 FORMCHECKBOX 
Loose Associations


 FORMCHECKBOX 
Tangential


      FORMCHECKBOX 
Perseveration
    FORMCHECKBOX 
Concrete          FORMCHECKBOX 
Other      

	INTELLECTUAL FUNCTIONING 

 FORMCHECKBOX 
Average

 FORMCHECKBOX 
Above Average
    FORMCHECKBOX 
Below Average
 
 FORMCHECKBOX 
Poor General Fund of Knowledge   FORMCHECKBOX 
Other      

	INSIGHT 

 FORMCHECKBOX 
*Normal

 FORMCHECKBOX 
Poor 



 FORMCHECKBOX 
Limited            FORMCHECKBOX 
Other      

	JUDGMENT 

 FORMCHECKBOX 
*Normal

 FORMCHECKBOX 
Poor 



 FORMCHECKBOX 
Other      

	SPEECH

 FORMCHECKBOX 
*Normal

 FORMCHECKBOX 
Inaudible

 FORMCHECKBOX 
Mute



 FORMCHECKBOX 
Poverty of


 FORMCHECKBOX 
Pressured


 FORMCHECKBOX 
Rapid      FORMCHECKBOX 
Monotone
 FORMCHECKBOX 
Slowed

    FORMCHECKBOX 
Stuttering

 FORMCHECKBOX 
Other      


Additional Comments/Observations/Clarifications:

	Name:       
DOB:       
MRN#:       

	


MASTER TREATMENT PLAN      

15. ICD 10 Diagnosis (code # and narrative)       

	INITIAL

(Pri.)   Code#     Narrative
(Sec.)                 
(Tert.)                  
                            
                            
Gen. Med. Cond.:      
 FORMCHECKBOX 
 See addendum                                
	90 Day Review: (See Update Progress Note date      ) 

                                            FORMCHECKBOX 
 Dx unchanged |  FORMCHECKBOX 
 Dx changed

(Pri.)                    
(Sec.)                  
(Tert.)                  
                            
                            
Gen. Med. Cond.:      



16. Referrals/Coordination with Other Services 

	INITIAL  
	90 Day Review    FORMCHECKBOX 
No changes

	Referrals (within CYBH):  FORMCHECKBOX 
None  FORMCHECKBOX 
Medication Support   

 FORMCHECKBOX 
TBS  FORMCHECKBOX 
Psych Testing  FORMCHECKBOX 
Project Together  FORMCHECKBOX 
Other      
_______________________________________________

Referrals (outside of CYBH):  FORMCHECKBOX 
None  FORMCHECKBOX 
SUD
 FORMCHECKBOX 
Vocational  FORMCHECKBOX 
Other      
	Referrals (within CYBH):  FORMCHECKBOX 
None  FORMCHECKBOX 
Medication Support       FORMCHECKBOX 
TBS  FORMCHECKBOX 
Psych Testing  FORMCHECKBOX 
Project Together  FORMCHECKBOX 
Other     
_______________________________________________
Referrals (outside of CYBH):  FORMCHECKBOX 
None  FORMCHECKBOX 
SUD

 FORMCHECKBOX 
Vocational  FORMCHECKBOX 
Other      


17. Treatment Recommendations


Services provided in: Client:  FORMCHECKBOX 
English  FORMCHECKBOX 
Spanish FORMCHECKBOX 
Vietnamese  FORMCHECKBOX 
Other      Parent/Guardian:  FORMCHECKBOX 
English  FORMCHECKBOX 
Spanish  FORMCHECKBOX 
Vietnamese  FORMCHECKBOX 
Other     
	TYPE OF SERVICE PROVIDED
	FROM
	TO (Anticip. LOS)
	PROVIDER/AGENCY
	CONTACT PERSON

	 FORMCHECKBOX 
Mental Health Services
	     
	     
	     
	     

	 FORMCHECKBOX 
Medication Support Services
	     
	     
	     
	     

	 FORMCHECKBOX 
Case Management/ICC 
	     
	     
	     
	     

	 FORMCHECKBOX 
Rehab/IHBS  
	     
	     
	     
	     

	 FORMCHECKBOX 
 TBS
	     
	     
	     
	     

	 FORMCHECKBOX 
      
	     
	     
	     
	     

	 FORMCHECKBOX 
      
	     
	     
	     
	     

	 FORMCHECKBOX 
      
	     
	     
	     
	     


Provider Signature/Title
Date
Provider Signature/Title
Date
	Initial Review:                                                                         Date: _____________ 
*See Progress Note:  Dated______________                                              
	90 Day Review:                                                                       Date: _____________ 
*See Progress Note:  Dated______________                       


	CONFIDENTIAL PATIENT INFORMATION

See: Cal W & I Code, Section 5328 
	SERVICE/CARE PLAN (S/CP)

Clinic Name
Address
	Name:      
DOB:       
MRN#:      

	(Problems are related to the diagnosis.

(Goals and objectives are observable,   

   time-framed and related to the  

   presenting problem(s).

(Baselines must be present.

(Include transitional goal(s).
	
	
	

	
	S/CP Page    of    
	

	
	(PLEASE CHECK ONE:  FORMCHECKBOX 
INITIAL (within 10 days)    FORMCHECKBOX 
30-Day    FORMCHECKBOX 
60-Day   FORMCHECKBOX 
90-Day  FORMCHECKBOX 
120-Day   FORMCHECKBOX 
150-Day See PNOTE:  Dated________                    


	SYMPTOMS/BEHAVIORS AND  THE RESULTING  IMPAIRMENT/S:
	

	TREATMENT GOAL:
	

	Obj. #______  
	Reference Obj. #, Modality & Intervention
	Frequency
	Amount

	DURATION & SHORT-TERM OBJECTIVE (MILESTONE) with BASELINE:  

	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	30   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
60   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
90   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
120 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
150 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________


	 FORMCHECKBOX 
 Copy of plan offered to the consumer/legal guardian                                                                                        FORMCHECKBOX 
 Copy of plan given to consumer/legal guardian ______ (consumer/legal guardian’s initials)
	Prefer a language other than English    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No.  This form was translated into: Enter Language
by Enter name of translator

	________________________________________________________    ___________________

*Client Signature                                                                                         Date
	________________________________________________________    ___________________

*Legal Guardian                                                                                          Date

	________________________________________________________    ___________________

  Provider Signature/Title                                                                             Date
	________________________________________________________    ___________________
  Licensed Supervisor Signature/Title (if applicable)                                   Date

	________________________________________________________    ___________________

  New Provider Signature/Title                                                                     Date 
	________________________________________________________    ___________________

  MD Signature/Title (applicable for MEDICARE CASES ONLY)             Date


*Signature indicates client has agreed to the above CP and to participate in the treatment process. 

    ** If signature is not obtained or if verbal approval is given, see progress note dated: ____/____/____

	CONFIDENTIAL PATIENT INFORMATION

See: Cal W & I Code, Section 5328 
	SERVICE/CARE PLAN (S/CP)

Clinic Name
Address
	Name:      
DOB:       
MRN #:       

	(Problems are related to the diagnosis.

(Goals and objectives are observable,   

   time-framed and related to the  

   presenting problem.

(Baselines must be present.

( Include transitional goal(s).
	
	
	

	
	S/CP Page    of    
	

	
	


(PLEASE CHECK ONE:  FORMCHECKBOX 
INITIAL (within 10 days)    FORMCHECKBOX 
30-Day    FORMCHECKBOX 
60-Day   FORMCHECKBOX 
90-Day  FORMCHECKBOX 
120-Day   FORMCHECKBOX 
150-Day See PNOTE:  Dated________

	SYMPTOMS/BEHAVIORS AND  THE RESULTING  IMPAIRMENT/S:
	

	TREATMENT GOAL:
	

	Obj. #_____  
	Reference Obj. #, Modality & Intervention
	Frequency
	Amount

	DURATION & SHORT-TERM OBJECTIVE (MILESTONE) with BASELINE:  


	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	30   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
60   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
90   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
120 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
150 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________


	CONFIDENTIAL PATIENT INFORMATION

See: Cal W & I Code, Section 5328 
	SERVICE/CARE PLAN (S/CP)

Clinic Name
Address
	Name:      
DOB:       
MRN #:       

	(Problems are related to the diagnosis.

(Goals and objectives are observable,   

   time-framed and related to the  

   presenting problem.

(Baselines must be present.

( Include transitional goal(s).
	
	
	

	
	S/CP Page    of    
	

	
	


(PLEASE CHECK ONE:  FORMCHECKBOX 
INITIAL (within 10 days)    FORMCHECKBOX 
30-Day    FORMCHECKBOX 
60-Day   FORMCHECKBOX 
90-Day  FORMCHECKBOX 
120-Day   FORMCHECKBOX 
150-Day See PNOTE:  Dated________

	SYMPTOMS/BEHAVIORS AND  THE RESULTING  IMPAIRMENT/S:
	

	TREATMENT GOAL:
	

	Obj. #_____  
	Reference Obj. #, Modality & Intervention
	Frequency
	Amount

	DURATION & SHORT-TERM OBJECTIVE (MILESTONE) with BASELINE:  


	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	30   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
60   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
90   Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
120 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________
150 Day Review:  Obj. #               FORMCHECKBOX 
 Met; Obj. #               FORMCHECKBOX 
 Not met;  Obj. #               FORMCHECKBOX 
 In Progress   See PNOTE:  Dated________


	
	
	Name:       
DOB:       
MRN#:       

	Clinic Name
Address
	
	


Addendum:

Provider Signature/Title

Date

Head of Service/LPHA (if applicable)

Date

Head of Service/LPHA





Head of Service/LPHA








STRTP Contract Assessment Summary/S-CP                 Draft Version 1.0 (8/1/17)                              Provider’s Initials _________  Date __________



                          

STRTP Contract Assessment Summary/S-CP
             Draft Version 1.0 (8/1/17)                                                Provider’s Initials _________  Date _________














