Residential Rehabilitation Plan


PLAN START DATE:________________________     


 PLAN END DATE________________________


	Client Name (First/MI/Last):  
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	Client Strengths & Supports or Natural Community Supports:



	Goal #1: (Long Term):  


	Rehabilitation Interventions
	Modality
	How Often Per Week
	Estimated # of Minutes for each Intervention
	Total Minutes per week for interventions

	Objectives


	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total Minutes
	
	


	Client Name (First/MI/Last):  
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	Client Strengths & Supports or Natural Community Supports:




	Goal #2: (Long Term):  


	Rehabilitation Interventions
	How Often Per Week
	Estimated # of Minutes for each Intervention
	Total Minutes per week for interventions

	Objectives
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	Client Name (First/MI/Last):  
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	Client Strengths & Supports or Natural Community Supports:




	Goal #3: (Long Term):  


	Rehabilitation Interventions
	How Often Per Week
	Estimated # of Minutes for each Intervention
	Total Minutes per week for interventions

	Objectives
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	Client Strengths & Supports or Natural Community Supports:




	Goal #4: (Long Term):  


	Rehabilitation Interventions
	How Often Per Week
	Estimated # of Minutes for each Intervention
	Total Minutes per week for interventions

	Objectives


	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total Minutes
	


	Client Name:  
	Page             Of  

	Total Time 
	Minutes
	Hours/Week

	Page 1
	
	

	Page 2
	
	

	Page 3
	
	

	Page 4
	
	

	Total Hours Per Week
	

	Discharge Criteria:



	

	

	

	

	

	

	Client Signature:                       
	Date:
	Client provided copy of TX Plan?        ( Yes      ( No, Client did not want copy 

	Provider Signature:
	Date:
	Supervisor Signature/Credentials:
	Date:


