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      Fax completed form with Attached Treatment Plan Metrics to the Minuteman Health, Inc. (MHI) Behavioral                                                     

1. Client’s Name:___________________________________________________ Client’s Date of Birth:____________________________

2. MHI ID #:  ___________________________________________

3. Requested Start Date:____________________________________________ End Date:______________________________________

4. ABA Provider:_______________________Degree/License: ________________________MHI Provider ID #:____________________

5. Telephone #: ____________________________ Fax #:__________________________

6. Business Office Contact __________________________________________Telephone #: ___________________________________

If Provider is a Facility or Group list any changes in the Treatment Team Members 

1. Name: _________________________________Degree/License: ___________________ Other Certification: ____________________

Name: _________________________________Degree/License: ___________________ Other Certification: ____________________

2. BACB Certified Supervisor: _________________________________________________Telephone:____________________________

3. Hours of Supervision provided:    On-site:  ________    In office: _________

Changes of Other Providers and Services, if any

1. School:_________________________________________________________ SPED Contact: _________________________________

2. Psychotherapist:________________________________________________________________________________________________

3. Psychiatrist:____________________________________________________________________________________________________

4. Occupational Therapist:__________________________________________________________________________________________

5. Speech Therapist:_______________________________________________________________________________________________

6. Early Intervention Provider:_______________________________________________________________________________________

Diagnosis Update (Including Chemical Sensitivities and Environmental or Food Allergies and any 
changes in Family, Social and Educational Stressors)

1. Axis I:  Primary ____________________________________________ Secondary___________________________________________

Axis II: Primary ____________________________________________ Secondary___________________________________________

Axis III: __________________________________      ________________________________     ________________________________

Axis IV: ________________________________________________________________________________________________________

Axis V:  _____________

2. Biopsychosocial Summary Update including household members, relevant environmental factors and medical issues, current
educational situation and services and changes related to ABA Interventions.

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Health Department



Treatment Plan Update (Attach Baseline Level and Current Data for each Area of Concern)

Area of Concern  #1:

1. Progress toward Goals:   □ None   □  Limited   □  Moderate   □  Good  (Include any changes in goals and methods)

2. Behavior/Deficit to Decrease: _____________________________________________________________________________

3. Behavior/Skill to Increase:________________________________________________________________________________

4. Method[s]: ____________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

5. Parent Skills[s]: ________________________________________________________________________________________

_____________________________________________________________________________________________________

6. Summary of Gains and Challenges: ________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

7. Objective Criteria for Attainment of Goal:____________________________________________________________________

8. Target Date for Attainment of Goal: ________________

Area of Concern  #2:

1. Progress toward Goals:   □ None     □  Limited     □  Moderate     □  Good

2. Behavior/Deficit to Decrease:_____________________________________________________________________________

3. Behavior/Skill to Increase: _______________________________________________________________________________

4. Method[s]:____________________________________________________________________________________________

_____________________________________________________________________________________________________

5. Parent Skills[s]: ________________________________________________________________________________________

_____________________________________________________________________________________________________

6. Summary of Gains and Challenges:________________________________________________________________________

_____________________________________________________________________________________________________

	7. Objective Criteria for Attainment of Goal:____________________________________________________________________

_____________________________________________________________________________________________________

8. Target Date for Attainment of Goal: ________________

Area of Concern  #3: 

1. Progress toward Goals:   □ None     □  Limited   □  Moderate     □  Good

2. Behavior/Deficit to Decrease:  ____________________________________________________________________________________

3. Behavior/Skill to Increase: _______________________________________________________________________________________
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4. Method[s]: _____________________________________________________________________________________________________

_______________________________________________________________________________________________________________

5. Parent Skills[s]:_________________________________________________________________________________________________

_______________________________________________________________________________________________________________

6. Summary of Gains and Challenges: _______________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

7. Objective Criteria for Attainment of Goal:___________________________________________________________________________

8. Target Date for Attainment of Goal: __________________________________________________________________________

Transition Plans:  (include: skills and interventions being taught / implemented to prepare the 
child and parents for a less intensive level of care, the aftercare services and, if applicable, an 
updated crisis plan)

1. Criteria for Discharge:

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

______________________________________________        _________________
Provider’s  Signature	            Degree/License				 Date

HCPC Code Services Requested Hours per Month

H0031 Code for treatment and planning; 1 hour

H0032 Code for supervision; 1 hour

H2012 Direct Service, 1 hour increment, BCBA

H2019 Direct Service; 15 minute increment, paraprofessional




