Proposed Individualized Treatment Plan for

Involuntary Outpatient Placement and Continued Involuntary Outpatient Placement

Pursuant to chapter 394.4655, Florida Statutes, a petition for Involuntary Outpatient Placement has been filed to require 

____________________________________________________ to comply with a treatment plan approved by the court.

The following proposed treatment plan has been developed in consultation with the above named person (or his/her legally authorized substitute decision-maker, if appointed) for the court’s consideration by the following service provider designated by 

 FORMCHECKBOX 
 the Department of Children and Families          or        FORMCHECKBOX 
  a designated receiving facility.

	Name of Assigned Service Provider:
	

	Name & Credentials of Person Developing the Treatment Plan:
	

	Address:
	

	Phone Number:
	


The nature and extent of the person's mental illness is as follows: 

	

	

	

	

	


The following specific services are proposed in this treatment plan, including the specific service to be provided, the organization to provide each service, the licensure or other credentials of the organization or professional to provide each service, and the frequency and duration of each service:

1.  Services that will reduce symptoms that necessitate involuntary outpatient placement, including measurable goals and objectives for the services and treatment that will be provided to treat the person's mental illness:
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2.  Services that will reduce symptoms, including measurable goals and objectives for the services and treatment, that are provided to assist the person in living and functioning in the community.  

	

	

	

	

	

	

	

	

	

	


3.  Services that will reduce symptoms, including measurable goals and objectives, for the services and treatment that are provided to attempt to prevent a relapse or deterioration: 

	

	

	

	

	

	

	

	


Service providers may select and provide supervision to other individuals to implement specific aspects of the treatment plan.   Other individuals than those employed by the above named service provider, and their credentials, who are expected to assist in providing the services described in this proposed treatment plan are: 
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I am a  FORMCHECKBOX 
physician,  FORMCHECKBOX 
clinical psychologist,  FORMCHECKBOX 
psychiatric nurse,  FORMCHECKBOX 
mental health counselor,  FORMCHECKBOX 
marriage and family therapist, or   FORMCHECKBOX 
clinical social worker, as defined in s. 394.455, F.S.  I consult with, or am employed or contracted by, the service provider and I have determined that the services, personnel, and organizations described in this proposed treatment plan are clinically appropriate. 

________________________________________
____________________________________

_______________

Signature of Clinical Professional


Printed Name of Clinical Professional


Date

The service provider certifies to the court that all services described in the proposed treatment plan for person’s improvement and stabilization are:

 FORMCHECKBOX 
  Currently available in the local community

 FORMCHECKBOX 
  There is space available to serve this person

 FORMCHECKBOX 
  Funding is available to finance the care, and 

 FORMCHECKBOX 
  The service provider agrees to provide those services. 

The nature and extent of the person’s involvement in the preparation of this proposed treatment plan is as follows: 

	

	

	

	


Comments about the proposed treatment plan by the person are as follows: 

	

	

	

	


________________________________
______________________________

____________________

Signature of Preparer of Plan


Printed Name of Preparer of Plan

Date

	The service provider shall also provide a copy of the proposed treatment plan to the person and the administrator of the receiving facility. For persons in state treatment facilities who are ordered to involuntary outpatient treatment, a copy of the state mental health discharge form must be sent by the treatment facility to a department representative in the county where the person will be residing, which is the county where the petition must be filed.




See s. 394.467(6)(c), Florida Statutes
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