
Treatment Plans/Progress Notes
• A valid treatment plan must be in place prior to the 

provision of ongoing services.
• Treatment Plans should include documentation of client 

involvement, including the client’s signature and use of 
the client's own words in the development of the plan. 
Treatment plans not signed by the client are not 
considered valid plans.

• Plans should identify goals with specific objectives, 
services, activities, and time frames for completion. 
Objectives should be specific and measurable, and they 
should match the given time frames.

• Services provided without a valid treatment plan may 
result in financial take-back.

• Progress notes must contain the file number, date/time 
of session, clinicians' signature, and clinician 
credentials. They should also include documentation of 
progress toward goals/objectives.

• Group session notes must include the items listed above 
as well as the number of participants in the group.



Goal/Objective Samples
Example: Goal that is not specific or measurable
Goal: Abstinence.
Objectives:
1-Report no use of substances at each appointment.
2-Report less urges to use.

Example 2: Goal that is specific, measurable, and shows what interventions 
will be provided
Goal: “I want to stay clean”.
Objectives:
1-Client will participate in random UDS with no positives while in treatment.
2-Client will attend weekly groups and actively engage in sessions.
3- Client will develop a pros and cons lists of use.
4- Client will participate in individual sessions where the therapist will utilize 
Motivational Interviewing and Cognitive Behavioral Therapy to explore triggers 
for use and more positive coping techniques.



Change in Level of Care

• If a client presents with a need for a higher 
level of care or additional services such as 
recovery housing a change in level of care 
request should be submitted through 
FOCUS.

• In this form you must provide up to date 
information regarding the clients' current 
stage of change, current medications, 
current participation in treatment, what 
services are being requested and clinical 
justification for those requests.







Recovery Home Referrals

• To ensure clients have safe, secure, sober housing to fully focus 
on treatment, MCCMH-SUD can provide short term funding for 
recovery housing with contracted recovery home providers.

• Individuals should only be referred to a MCCMH-SUD funded 
recovery home if they are highly motivated for recovery, in the 
action stage of change and willing to participate in regular 
treatment.

• Clients must be actively engaged in treatment funded by MCCMH-
SUD to qualify for recovery home funding.

• Inappropriate referrals can threaten the integrity of the homes as 
well as the recovery of the other residents.

• MCCMH-SUD relies on clinicians' judgement to 
ensure appropriate referrals are made to the homes. Once at the 
home, any extension requests would come from the recovery 
home providers.

• MCCMH-SUD had created a flow-chart that staff can use to 
determine if a client is appropriate for funding.

• Clients can also be referred to recovery housing and self-pay if 
they are able.
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Discharges

• Discharges must be entered into FOCUS within 30 days of the last 
session or sooner if the discharge is planned.

• Those clients who drop out of treatment must have outreach 
efforts documented in the chart (letters, phone calls, etc).

• If appropriate, after-care referrals should be provided to all clients 
regardless of the nature of their discharge.

• All aftercare referrals should be documented in the FOCUS 
discharge.

• The discharge date is the last date a billable service was provided.
• Withdrawal Management, IOP, and Residential treatment are not 

considered the last step in a treatment episode. Therefore, any 
client discharging from one of these levels of care should be 
provided with an aftercare referral.


