NorthSTAR Uniform Assessment Attachment Form
	
	Outlier Request
	
	High Level SP Request

	
	Early Request
	
	ACT Request


Consumer’s Name: ___________________________________      NS#________________________



    (last)

        (first)
Date of Plan:
_____/_____/_____      

 Provider Number:___________________________



  (mm)    (dd)     (yy)

Completed by:
_____________________

______________ 
_________



    (last)


            
(first)


(Credentials)

Current medications:_______________________________________________________________________ _
___________________________________________________________________________________________
Symptoms/stressors that are a current focus of treatment including mental health, TRAG scores of 3 or higher, substance abuse, and medical:   _________________________________________________________                                                                                                                                               ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                
Strengths:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Barriers:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Treatment history including hospitalizations and services provided (during last service period and overall history): ___________________________________________________________________________________                                                                                                                                                                        ___________________________________________________________________________________________                                                                                    __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________          
___________________________________________________________________________________________
Overall goals including estimated discharge/step-down plan and planned interventions: ________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________
Rationale for current service package request including progress and strategies to address any lack of progress:  __________________________________________________________________________________                                                                            _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Member’s Real Life Goal: 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The Treatment Plan Objectives and Interventions is a list of the expected objectives/outcomes and interventions for the current treatment plan that should all be pursuant to the Real Life Goal. The objectives should be measurable. It is updated as issues are resolved or new issues are identified. The consumer or legally authorized representative is given a copy of this treatment plan.
1. _________________________________________________________________________________________

As measured by: _____________________________________________________________________________

Estimated time needed for achieving objective: ______Intervention:_________________________________

Was this objective a goal on the prior treatment plan:  YES / NO (If Yes Describe need for continued objective)

___________________________________________________________________________________________

___________________________________________________________________________________________

2. _________________________________________________________________________________________

As measured by: _____________________________________________________________________________

Estimated time needed for achieving objective: ______Intervention:_________________________________

Was this objective a goal on the prior treatment plan:  YES / NO (If Yes Describe need for continued objective)

___________________________________________________________________________________________

___________________________________________________________________________________________

3. _________________________________________________________________________________________

As measured by: _____________________________________________________________________________

Estimated time needed for achieving objective: ______Intervention:_________________________________

Was this objective a goal on the prior treatment plan:  YES / NO (If Yes Describe need for continued objective)

___________________________________________________________________________________________

___________________________________________________________________________________________

4. _________________________________________________________________________________________

As measured by: _____________________________________________________________________________

Estimated time needed for achieving objective: ______Intervention:_________________________________

Was this objective a goal on the prior treatment plan:  YES / NO (If Yes Describe need for continued objective)

___________________________________________________________________________________________

___________________________________________________________________________________________
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