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DOB

Client Record CSP Date

Current School Program

IDEA/504

Parent Name/Names

FGC Office

CSP Facilitator

CAFAS: Date: Achenbach Date:

CALOCUS: Date:

Youth/Family/Community Strengths and Resources:

potential reinforcers

Current Situation: Give pertinent information regarding child’s age, grade,
family composition, ethnicity, etc.

Treatment:

Home:

School:

Community:

Dx:

Meds:

Other agency involvement:
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Desired Outcomes

Needs

Strength-Based Strategies/Interventions/Tasks

By Whom

1Start
Date

Targeted

2End
Date
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Crisis Plan Discharge/Transition Plan

Crisis situation: Transition plans should address both immediate discharge/step-down
approaches, where applicable, and anticipated movement toward normative,
long-term goals overtime.

Preventive Interventions:

Discharge criteria:

Reactive Interventions: Step Down Plan:

Long Term Plan (5 years):

CSP MONITOR: NEXT CSP TEAM MEETING PLACE, TIME, DATE:
CSP TEAM COMMUNICATION PLAN:

OTHER OUTCOMES TO ADDRESS IN THE FUTURE: Any goals the team did not have time to plan for, or concern to be address in the next level of treatment.

The MHCC is responsible for monitoring the quality and effectiveness of services and other strategies provided. They are to ensure that strategies are
occurring as the team planned. In monitoring the effectiveness of strategies and current client status, the administration of monitoring tools such as
CAFAS, CALOCUS and Achenbach will be used.
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TEAM MEMBERS

Your signature denotes your attendance and participation in the development of this CSP only. If you have questions or concerns about the contents once you
receive the finished plan from the MHCC (within 5 working days of the CSP meeting), please follow up directly with the MHCC.

Printed Name Signature Date Position/Agency Phone Fax

Client

Mother

Father

Family Support

Probation Officer

GAL

DOH/MHCC

CC/TFH Parent

DOH/Clinical Director

DOE/SBBH and/or TLC Representative

CC/Parent Consultant

CC/Therapist
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