Dr. Catherine Swanson Cain & Associates
103 Hwy 13 South
Waverly TN 37185
(931) 296-9813
FAX: (931) 296-9853
http://www.pediatricbehavior.com
Treatment Plan

Clinician's Name: ____________________________

Date: ______________________
I. IDENTIFYING INFORMATION:

Client Name: ___________________________________ Gender: ______ Birthdate: ____________________
Address: __________________________________________________________________________________

City: ____________________ State: _____ Zip: _________ Phone: ____________________ Cell: ____________
Parent/Guardian Names: _______________________________________________________

PRESENTING PROBLEM (presented by whom, description of behavior, onset, frequency, severity)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
II. DEVELOPMENTAL HISTORY:

PREGNANCY

    
Discomfort/problems:  



( yes   ( no   


Drugs/Alcohol during pregnancy: 

( yes   ( no   


Stressors/Complications 


( yes   ( no


Support System(s)



( yes   ( no


Describe any difficulty listed above: _______________________________________


______________________________________________________________________

LABOR & DELIVERY: WT: _____ APGAR: _____ Length/difficulty: ___________________________
DEVELOPMENTAL MILESTONES MET ON TIME: 

Walk: 


( yes   ( no   

Talk: 


( yes   ( no   
Toilet Trained: 


Bladder

( yes   ( no   

Bowel: 

( yes   ( no   

Problems: _____________________________________________________________

PROBLEMS IN DEVELOPMENTAL FUNCTIONING: 


Cognitive: 
( yes   ( no   Explain any problems: ___________________________________


Language: 
( yes   ( no   _____________________________________________________

Fine Motor: 
( yes   ( no   _____________________________________________________


Gross Motor: 
( yes   ( no   _____________________________________________________

Adaptive: 
( yes   ( no   _____________________________________________________


Physical: 
( yes   ( no   _____________________________________________________
PROBLEMS IN SENSORY FUNCTIONING: 


Auditory: 
( yes   ( no   _______________________________________________________


Visual: 

( yes   ( no   _______________________________________________________

Tactile: 

( yes   ( no   _________________________________________________________


Smell: 

( yes   ( no   _________________________________________________________
HISTORY OF SEXUALLY INAPPROPRIATE BEHAVIOR: ( yes   ( no


Describe: _____________________________________________________________________


______________________________________________________________________________

BIOPSYCHOSOCIAL OBSERVATIONS: Is there problems with?
Appearance:





Posture:

Unkempt, disheveled

( yes   ( no   

Slumped

( yes   ( no   

Clothing dirty, atypical

( yes   ( no   

Rigid, tense

( yes   ( no   

Odd phys. characteristics
( yes   ( no   
Body Movements:




Speech and Language:


Accelerated, quick

( yes   ( no   

Rapid


( yes   ( no   

Decreased, slowed

( yes   ( no   

Slow


( yes   ( no   

Restlessness, fidgety

( yes   ( no   

Loud


( yes   ( no   

Atypical, unusual

( yes   ( no   

Soft


( yes   ( no   
Attitude:






Mute


( yes   ( no   

Domineering, controlling

( yes   ( no   

Atypical


( yes   ( no   

Submissive, dependent

( yes   ( no   

Able to converse
( yes   ( no   

Hostile, challenging

( yes   ( no   
Affect:

Guarded, suspicious

( yes   ( no   

Inappropriate to thought
( yes   ( no   

Uncooperative


( yes   ( no   

Increased lability
( yes   ( no   

Perception:






Blunted, dull, flat
( yes   ( no   

Illusions


( yes   ( no   

Euphoria, elation
( yes   ( no   

Auditory hallucinations

( yes   ( no   

Anger, hostility

( yes   ( no   

Visual hallucinations

( yes   ( no   

Depression, sadness
( yes   ( no   

Other hallucinations

( yes   ( no   

Anxiety


( yes   ( no   
Cognitive:






Irritability

( yes   ( no   

Alert



( yes   ( no   
Judgment:

Attn span, distractibility

( yes   ( no   

Decision making
( yes   ( no   

Short-term memory

( yes   ( no   

Impulsivity

( yes   ( no   

Long-term memory

( yes   ( no
Thought Content:

Concentration


( yes   ( no  

Obsessive, compulsive
( yes   ( no   

Organization


( yes   ( no  

Phobic


( yes   ( no  
Level of Insight:





Depersonalization
( yes   ( no   

Complete denial

( yes   ( no   

Suicidal ideation
( yes   ( no   

Orientation (place, time, person)
( yes   ( no   

Homicidal ideation
( yes   ( no   

Eye contact normal

( yes   ( no   
Trauma Symptoms:   ( yes   ( no  Describe: ___________________________________________

Dangerous Behavior: ( yes  ( no  Describe: ___________________________________________

Self-Injurous Behavior: ( yes  ( no Describe: __________________________________________

Fire Setting: ( yes  ( no  Describe: ___________________________________________________

Aggressive Behavior:  ( yes  ( no 



Target(s):  ( Property  ( Animals  ( Children  ( Adults



Describe: ________________________________________________________________



Family History of Violence: ( yes  ( no



Describe: ________________________________________________________________
III. DYADIC SYSTEM: FIRST THREE YEARS:

PRIMARY CAREGIVER(s): __________________________________________________
Significant Disruption in Primary Relationship: __________________________________________
FIRST YEAR:


Type of Baby: ___________________________________________________________________

SECOND & THIRD YEARS:


Type of Toddler: _____________________________________________________________________

SEPARATIONS/REUNIONS: 


Attends Preschool/Daycare: 

( yes  ( no

Child’s reaction to separation is normal: 
( yes  ( no
IV. FAMILY SYSTEM:

Family Functioning Relationships & Dynamics (life changes, major events, support):

Frequent moves

( yes  ( no
Death

( yes  ( no

Divorce/Separation

( yes  ( no
Great loss
( yes  ( no
Explain: __________________________________________________________________________________

__________________________________________________________________________________________

Extended Family History: ________________________________________________________________


Sibling Sub-Systems Problems:  ( yes  ( no


  Describe: ____________________________________________________________________________


Spousal Problems:  ( yes  ( no


  Describe: ____________________________________________________________________________


Work Problems:  ( yes  ( no


  Describe: ____________________________________________________________________________


Current Custody Proceedings:  ( yes  ( no



Past Custody Proceedings:  ( yes  ( no


  Describe: ____________________________________________________________________________


Foster Placement:  ( yes  ( no


  Describe: ____________________________________________________________________________


Adoption:  ( yes  ( no


  Describe: ____________________________________________________________________________

Alcohol Abuse:  ( yes  ( no Describe: ____________________________________________________________

Drug Abuse: ( yes  ( no Describe: _______________________________________________________________

Ethnic/Cultural Considerations: __________________________________________________________________

V. MEDICAL INFORMATION:

Allergies: ( yes  ( no Describe: _________________________________________________________________
Serious Accident:  ( yes  ( no Describe: __________________________________________________________
Head Injury/Loss of Consciousness:  ( yes  ( no Describe: ___________________________________________
Serious Illness:  ( yes  ( no Describe: ____________________________________________________________
Chronic Illness:  ( yes  ( no Describe: ____________________________________________________________
Hospitalizations:  ( yes  ( no Describe: ___________________________________________________________
Physician (s): ________________________________________________________________________________

Medication (s): _______________________________________________________________________________
Eating Problems: ( yes  ( no Describe:___________________________________________________________
Sleeping Problems: ( yes  ( no Describe:_________________________________________________________
Family History of Medical Problem: ( yes  ( no Describe: _____________________________________________
Other Services Being Received: ( yes  ( no

Whom:_______________________________ __  What: ____________________________________

Whom: ______________________________ ___ What: ____________________________________

Whom: _________________________________  What: ____________________________________
Prior Counseling/Hospitalization: ( yes  ( no

Where___________________________________


When ___________________________________


Outcome __________________________________________________________________________

VII. SOCIAL SYSTEM:

Close Friends:  

( yes  ( no Describe: ________________________________________________________
Problems with Peers:
( yes  ( no ________________________________________________________________
Problems with Adults: 
( yes  ( no ________________________________________________________________
VIII: EDUCATIONAL/LEGAL SYSTEM:

School: __________________________________ Teacher: _______________________________________
Special Education:  ( yes  ( no Describe: ______________________________________________________
________________________________________________________________________________________
Problems: _______________________________________________________________________________
Caseworker: ____________________________________________________________________________
Special Considerations: ___________________________________________________________________
IX. ASSESSMENT INFORMATION:


Tests/Measures Administered: ( yes  ( no List Any:

 ______________________________ 
________________________________   
_______________________________
________________________________
X. DIAGNOSIS:


AXIS I: (Clinical Disorders):


AXIS II: (Personality Disorders/Mental Retardation):


AXIS III: (General Medical Conditions):


AXIS IV: (Psychosocial & Environmental Problems):


AXIS V: Current GAF: _______
XI. CASE FORMULATION/HYPOTHESIS:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

XII. DETAILED TREATMENT PLAN:

Introduction & Exploration: (Anticipated # of sessions) _____

Goal(s): Intake and Establish Rapport

Objective(s) 1) Client will be given confidentiality information and rules of play therapy if applicable.



       2) A detailed developmental history will be taken.



       3) Information assessment and observation will be conducted.



       4) Activities to establish rapport will be utilized.


Goal: __________________________________________________________________________

Objective(s): _____________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Goal: ___________________________________________________________________

Objective(s): ______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Goal: __________________________________________________________________



_________________________________________________________________________

Objective(s): _______________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________
Termination: (Anticipated # of Sessions: _____)


Goal(s): Termination and Review

Objective(s): 1) Objectives will be reviewed.


          2) A contingency plan will be put into place if additional services are needed.

Name: ________________________








Name: ________________________





Name: ________________________
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