
Joanne Norman 
Individual Service Plan    
                           
Name: ____________________________________________ 
 

Diagnosis: _________________________________________ 
                  

Treatment Goals:                        Date 1st Appointment: ________ 
1. __________________________________________________ 
2. __________________________________________________ 
3. __________________________________________________ 

 
Date 
 

Goal 
 # 

Challenge 
What are the priorities 

for our work 
together? 

Severity 
Rating 

1=no problem 
10=severe 
problem 

Objective 
Outcome/Change 

What will be different if services are 
successful? (objective, measurable 

goals) 

Modality & 
Frequency 

What will we do to 
create the change 

you want? 
(interventions) 

180 Day 
Outcome 
Due date: 

Degree of 
change 

 

 
 

  1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5 
6 7 8 9 10 

 
   

 
 

1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5                                                               
6 7 8 9 10 

   1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5                                                            
6 7 8 9 10 

   
Emotions/ 

Behavior issue 
� Yes    � No 

1 2 3 4 5 
6 7 8 9 10 

  1 2 3 4  5 
6 7 8 9 10 

   
Medication Needs 

�Yes � No 

1 2 3 4 5 
6 7 8 9 10 

  1 2 3 4 5                                                               
6 7 8 9 10 

 
 

 
 
 

 
Safety Issues 
�Yes � No 

1 2 3 4 5 
6 7 8 9 10 

  1 2 3 4 5                                                               
6 7 8 9 10 

   
Substance Abuse 

�Yes � No 

1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5                                                               
6 7 8 9 10 

  Work/School 
�Yes � No 

1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5                                                               
6 7 8 9 10 

  Transportation 
Problems 
�Yes � No 

1 2 3 4 5 
6 7 8 9 10 

 

  1 2 3 4 5                                                               
6 7 8 9 10 

 

Client signature: ______________________     Date:________      

Counselor signature: _____________________Date ________ 

 

 

 

 

 
 

Strengths in their words 

Challenges in their words 


