	Client:      
	Case #:      
	Program:      

	Date of Service:       
	Unit:                  
	SubUnit:         

	Server ID:       
	Service Time:           
	Travel Time:             
	Documentation Time:      

	Provided To:      
	Place:      
	Outside Facility:       
	Contact Type:       
	Appointment Type:      

	Focus of session Diagnosis:                                                 
	Service:           

	Collateral Server ID:       
	Service Time:       
	Travel Time:       
	Documentation Time:       

	Type of ICC: (specify if CFT Meeting or Care Coordination Activity specifying if a TDM, IEP, Wrap meeting, type of case management or collateral activity)           


	

	Participants: (for CFT Meetings list all participants and role)      

	

	Intervention: (what was done as related to Engagement, Assessment/Evaluation, Plan Development/Revision, Referral/Follow up Activities, Transition)      

	

	Response/Observed Behavior(s): (what are the high risk behaviors that meet medical necessity; response to intervention; how did behaviors/mood change)      

	

	Progress toward Plan Goals/Objectives: (includes permanency & safety goals, transition plan)      

	

	Plan:       

	

	Additional Information:  (when applicable)       

	

	Traveled To:  (when applicable)       

	

	COMPLETE THESE ADDITIONAL FIELDS WHEN USED AS CFT MEETING NOTE

Child Family Team meeting must occur within first 30 days of assignment and at a minimum every 90 days and be captured in CCBH for all program types


	Care Coordinator:  (name of the primary staff that serves as the official CC, include the affiliation/program)      

	CFT Progress Summary and Action Plan Offered to youth, caregiver and PSW on:      

	CFT Meeting Note Offered to Youth, Caregiver, and PSW on:      

	Date of Initial Treatment Session for current treatment episode:      

	Total number of attended tx session(s):          Total number of missed tx session(s):      

	Dates of missed session(s):      

	Reason for missed session(s):      

	Session: a treatment service that is identified as an included service for UM purposes (excludes ICC and IHBS services)

	
	
	     

	Signature/Credential                                              Date
	
	Printed Name/Credential/Server ID#

	

	
	     

	Co-Signature/Credential                                        Date
	
	Printed Name/Credential/Server ID#
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