Member Name

Member Date of Birth


BHRS Ongoing ISPT Summary Form
	Identifying Information

	Date:


	Member Name:
	MA #:

	Date of Birth:


	Age:
	Change in Demographics?

	Provider:


	County:

	SPECIFIC STRENGTHS OF CLIENT AND FAMILY INCORPORATED IN TREATMENT PLAN

	

	

	

	

	LIST ALL MENTAL HEALTH SERVICES BEING RECEIVED IN THE HOME

	

	

	

	

	ONGOING SYMPTOMS (TYPE, FREQUENCY, INTENSITY, DURATION)

	

	

	Antecedents/Precipitants:

	

	

	Changes in symptoms during review period:
	

	

	INTERVENTIONS UTILIZED (TYPE, FREQUENCY, INTENSITY, DURATION)

	

	

	Changes in medications:

	

	

	Collateral contacts with all system services (i.e. providers, school, etc.):
	

	
	

	
	

	
	


	PROGRESS GAINED, OBJECTIVES ACHIEVED OR MODIFIED AND/OR REGRESSION IDENTIFIED DURING TX PERIOD

FOR EACH SPECIFIC OBJECTIVE

	Specific Life Domains

	Home
	

	
	

	School
	

	
	

	Community
	

	
	

	Peer
	

	
	

	Recreational/Physical Environment
	

	
	

	Psychological/Psychiatric
	

	
	

	SKILL TRANSFER TO FAMILY AND/OR COMMUNITY SUPPORT PERSON

	

	

	

	

	DISCHARGE PLAN TOWARDS FUNCTIONAL INDEPENDENCE(PARENTING SKILLS TRAINING IF NEEDED)

	

	

	Community Supports/Resources:
	

	

	Aftercare Planning/Recommendations:


	

	

	RE-VISIT CRISIS/SAFETY PLAN (HOW MANY TIMES UTILIZED IN LAST TX PERIOD)

	

	

	

	Provider Signature:
	
	Date:
	


FOR TEAM USE ONLY

	Summary of the ispt



	

	

	

	

	

	See Attached ISPT Sign-in-Concurrence Sheet for Signatures


FOR PRESCRIBER USE ONLY

	COMMUNICATION AND COLLABORATION WITH THE PRESCRIBER

	Final Recommendations and Prescriptions for Services to be Completed by Prescriber

	 FORMCHECKBOX 
  Same as reported on the psychiatric/psychological evaluation 

 FORMCHECKBOX 
  Revised after consideration of the information/summary presented by the ISPT.  The final prescription for service is as follows:

Prescriber Signature      ____________________________________________                                        Date  ______________                                                                                                                                                                                                 


	For County/VBH-PA Use ONLY

Authorization Information

County Notified?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No             If Yes, Date: ________________

Provider Notified?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No             If Yes, Date: ________________



Please attach any additional behavioral data (charts, graphs, etc.)
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