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This plan is:
Plan is original or update
Section I: Demographic Information
Youth Information
Parent/Legal Guardian Information
Remove parent/legal guardian
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Education Information
IEP
IEP
Vocational Information
Insurance Information
Section II: Diagnostic Assessment, Medications, Functional Assessments and Statement of Need
Current Diagnosis
Medical
Primary Care Provider (PCP) Information
Allergies
MEDICATION
DOSAGE
Remove medication
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Problem Areas/Specialists/Specialty
PROBLEM AREA
SPECIALIST
SPECIALTY
PHONE NUMBER
FAX NUMBER
EMAIL ADDRESS
Remove problem area
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Hospitalizations/Surgery
DIAGNOSIS
DATE
HOSPITAL
REASON    
Remove diagnosis
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Immunizations
DTaP
Polio
Prevnar
Hib
Hep B
Hep A
MMR
Varicella
Pneumovax
Other
Functional Assessments (most current)
SDQ (P/T/S)
CURRENT
PREVIOUS
Date of assessment
Total score
Subscales    
Emotional symptoms
Conduct problems
Hyperactivity
Peer problems
Prosocial behavior
CASII
CURRENT
PREVIOUS
Date of assessment
Total score
Subscales        
Risk of harm
Functional status
Co-Morbidity
Environmental stress
Environmental support
Resiliency
Acceptance and engagement
Statement of Medical Necessity
Based on the Diagnostic, Functional and Case Management Assessment, 
and/or family has service needs in the following areas:
Section III:  Functional Assessment Domains
Describe in a narrative manner the youth's status; functional description (strengths of functions and/or impairments of functions); and the link (if there is one) to the mental illness for each domain of the functional assessment. For further information on the Functional Assessment process please see the MHCP Manual.
Section IV:  Mental Health Rehabilitative Services
GOAL
GOAL STATUS
ACTIVITIES & SERVICES/FREQUENCY/PROVIDERS
EVALUATION OF SERVICES
Remove goal
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Section V:  Chemical Dependency Treatment Plan
Dimension 1: Acute intoxication/withdrawal potential 
The youth's ability to cope with withdrawal symptoms and current state of intoxication.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Dimension 2: Biomedical conditions and complications
The degree to which any physical disorder would interfere with treatment for substance abuse, and the youth's ability to tolerate any related discomfort.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Dimension 3: Emotional/behavioral/cognitive
The degree to which any condition or complications are likely to interfere with treatment for substance abuse or with functioning in significant life areas and the likelihood of risk of harm to self or others.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Dimension 4: Readiness for change
Consider the amount of support and encouragement necessary to keep the youth involved in treatment.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Dimension 5: Relapse/continued use/problem potential
Consider the degree to which the youth recognizes relapse issues and has the skills to prevent relapse of either substance use or mental health problems.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Dimension 6: Recovery environment
Consider the degree to which key areas of the youth's life are supportive of or antagonistic to treatment participation and recovery.
MUST BE REACHED TO HAVE SERVICES TERMINATED?
IEP
METHOD
AMOUNT
FREQUENCY
TARGET DATE
COMPLETION DATE  
Remove method
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Section VI: Culturally Specific Services
Activities/Services
ACTIVITY/SERVICE
WHO IS RESPONSIBLE
WHO PAYS
START DATE
END DATE  
Remove activity/service
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Section VII:  Employment Plan
I WILL NEED HELP TO KEEP MY JOB
Gender
(If yes, complete Supported Employment Supplement)
Activities/Services
ACTIVITY/SERVICE
WHO IS RESPONSIBLE
WHO PAYS
START DATE
END DATE  
Remove activity/service
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Section VIII:  Responsibilities/Dual Case Management
Youth ACT Team
Complete a written functional assessment and develop the youth's Youth ACT treatment plan based on the youth's diagnostic assessment and functional assessment 10 days of the first meeting with the youthReview and update Youth ACT treatment plan at least every 180 daysCoordinate all medically necessary services including: individual, family and group psychotherapy; individual, family and group skills training; crisis assistance; medication management; mental health case management; medication education services; care coordination; psychoeducation of and consultation and coordination with the youth's familial and nonfamilial support network; clinical consultation to a youth's employer or school; coordination with or performance of, crisis intervention and stabilization services; assessment of youth's treatment progress and effectiveness; transition services; integrated dual disorders treatment; and housing access support.The team will connect the youth with their primary care physician (new or established), coordinate appointments, coordinate medical care with the clinic, and ensure that follow up appointments and tests are completed in a timely manner.Have face to face interactions with the youth 3 times per week.Be available to meet with the youth's parent or legal representative upon the request of the parent or representative.Will provide transition services from different levels of care of treatment or to the adult mental health system. 
Youth and Family
Parents, youth and family will cooperate in completing requested functional and diagnostic assessments.Parents, youth and family will cooperate in developing the Youth ACT treatment Plan.Parents, youth and family will provide opportunities for the Youth ACT team to meet face to face with them at a minimum of three times per week.Parents, youth and family will communicate with the Youth ACT team as changes in their family's structure, level of functioning and needs change.Parents, youth and family will participate in the activities identified in this plan. Acknowledgments and UnderstandingsThe youth and family have the following rights and responsibilities:
The right and responsibility to accept or refuse Youth ACT services.The right and responsibility to accept services as specified in this plan.The right to have this plan formally reviewed every 90 days, if requested and minimally every 180 days.The right to be referred to the appropriate services as specified in this plan.The right to appeal under MN Statutes 245.4887.  I acknowledge that the appeals process has been explained and reviewed annually or as requested and I have received a copy of the appeals process.The rights to protected data under the Minnesota Government Data Practices Act, Minnesota Statute, Chapter 13.The right to know the Youth ACT team's responsibilities.The right to receive notice of Privacy Practice both verbally and in writing and signed by the recipient of service or legally authorized representative.
Is there dual case management involved?
Plan is original or update
Section IX:  Plan Development
to jointly make this plan.
Section X:  Signatures
Section XI:  Treatment Team Members
Providers
Remove provider
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Section XII:  Crisis Plan
Youth Information
GENDER
Gender
ICWA
Gender
Remember whenever there is imminent danger to self or others, especially if weapons are involved, call 911 or go to the hospital emergency room recommended by insurance. 
How does each of us react to make things worse?
What works for family members to reduce tension or avoid a conflict in the first place?  (e.g. walks, time apart, music, etc.)
Prevention Plan (Plan A)
When the crisis starts what steps will we take to keep everyone safe and calm? Address for each family member. 
Informal Supports (Plan A)
List friends, relatives, etc who have agreed to provide support and assistance in the event of a crisis or to help calm the situation. 
NAME
RELATIONSHIP
PHONE NUMBER
Remove support name
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Formal Supports (Plan B)
List professional agencies that family can contact for support and assistance.
NAME
CONTACT INFORMATION
Remove support name
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In the event of a mental health crisis parents/legal guardian will call Youth ACT team to report crisis immediately.
This information is for the sole purpose of crisis prevention and intervention and to provide emergency support. I authorize the sharing of information listed in this plan with emergency professional staff and with the crisis programs named above. I understand that my records are protected under State and/or Federal privacy laws and cannot be disclosed without my written consent unless otherwise provided for by law. This consent remains in effect until I revoke it in writing or until the date specified herein. If no date is noted this consent expires one year from the date of signature.
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Attention. If you need free help interpreting this document, as your worker or call the number below for your language.
ADA5 (12-12)
This information is available in accessible formats for individuals with disabilities by contacting your county worker. For other information on disability rights and protections to access human services programs, contact the agency's ADA coordinator.
11.0.0.20130303.1.892433.887364
Minnesota Department of Human Services
8-14
DHS-6999 (Youth Act Treatment Plan)
8-14
Form for Youth ACT (Assertive Community Treatment) Treatment Plan.
	Clear Form: 
	Barcode: 
	Current page: 
	Total pages: 
	Date plan starts: 
	original: 
	update: 
	Name: 
	Date of birth (M/D/YYYY): 
	Address: 
	City: 
	State: 
	Zip code: 
	Cell phone number: 
	Work phone number: 
	Home phone number: 
	Remove support name: 
	Add support name: 
	School name: 
	Male: 
	Female: 
	Alternate provider: 
	Place of employment: 
	Length of time employed: 
	Primary insurance provider: 
	Policy number: 
	Group number: 
	Contact phone number: 
	Secondary insurance provider: 
	Policy number: 
	Group number: 
	Contact phone number: 
	Axis V: 
	Phone number: 
	Fax number: 
	Contact information: 
	Type of dual case management: 
	Dosage: 
	Adaptive equipment: 
	Problem area: 
	Specialist: 
	Specialty: 
	Email address: 
	Diagnosis: 
	Date you will reach the job goal (M/D/YYYY): 
	Hospital: 
	Reasons for dual case management: 
	Current Acceptance and engagement: 
	Previous Acceptance and engagement: 
	Client's name: 
	Individual, Family and/or Group Psychotherapy: 
	Individual, Family and/or Group Skills Training: 
	Crisis Assistance: 
	Medication Management: 
	Psychoeducation and consultation with family and nonfamilial support network: 
	Educational/Vocational/Recreational: 
	Care Coordination with Physical Health Provider(s): 
	Coordination/consultation with school or employer: 
	Crisis Intervention Services: 
	IDDT: 
	Housing Access Support: 
	Unmet Service Needs: 
	When applicable, state the frequency with which contact between the Youth ACT team and other case management will occur for the purpose of coordinating services.: 
	Name: 
	Who is responsible: 
	Who pays: 
	Who pays: 
	Problem: 
	Activity/service: 
	Who is responsible: 
	Who pays: 
	Start date: 
	End date: 
	Activity/service: 
	Who is responsible: 
	Who pays: 
	Start date: 
	End date: 
	Services or benefits from other programs that will help reach job goal: 
	We will know I have met my job goal when: 
	Service: 
	This plan will be reviewed on: (180 days from the date of the plan) (M/D/YYYY): 
	Name of person Youth ACT team representative met with: 
	Date Youth ACT team representative met with person (M/D/YYYY): 
	Name person Youth ACT team representative coordinated with: 
	If either the identified client or parents/legal guardians were not involved in the development of this plan, please explain:: 
	Youth Signature : 
	Date (M/D/YYYY): 
	This plan was explained to me: 
	I received a copy of this plan: 
	Parent/Guardian Signature : 
	Date (M/D/YYYY): 
	Parent/Guardian Signature : 
	Date (M/D/YYYY): 
	Youth ACT Team Representative Signature : 
	Date (M/D/YYYY): 
	Clinical Supervisor Signature : 
	Date (M/D/YYYY): 
	Agency: 
	Start date (M/D/YYYY): 
	End date (M/D/YYYY): 
	Male: 
	Female: 
	Race: 
	Treatment History/Prior Placement/Hospitalizations: (Be Specific about things that are relevant to list here): 
	Current risk of harm to self/others: 
	Situations that have led to crises in the past: 
	Parents/caregivers: 
	Youth: 
	Siblings/others: 
	Step 4: 
	Relationship: 
	My consent for disclosure shall expire on: 
	Youth ACT Team Representative Signature : 
	Date (M/D/YYYY): 
	This Emergency Plan has been shared with: 



