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PLAN OF CARE SUMMARY 
 

Name: ________________________________________________  Time Period: _____________________________________________ 

BSU #__________________________________________________  Physician/Licensed Psychologist Name: 

DOB __________________________________________________ 

SS #____________________________________________________  _________________________________________________________ 

MA #___________________________________________________   

County Designee:________________________________________    AXIS I ___________________________________________________ 

Initial_______   Reauthorization________   Extension ________              AXIS II____________________________________________________ 

   AXIS III___________________________________________________ 

  AXIS IV___________________________________________________ 

  AXIS V ___________________________________________________ 

Services Service 
System/ 
Provider 

Responsible  
Person 

Length of 
Service 

Frequency Funding 
Source 

Cost Per  
Unit 

Total Cost* 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 
 
 
 
 

 
 

 
 
 

 
    
 
 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 

 

 
 
 
 
 
 
 

 

          
TIME AND DATE OF NEXT ISPT MEETING:___________________ 
 
TIME AND DATE OF NEXT EVALUATION:____________________       Updated 3/19/08  


