
            
Child/Adolescent Service  
Proposed Treatment Plan for Initial Requests 
 
Member Name: ___________________________________ MAID #:______________________  Date:____________ 
 

Capital Members: 1-888-722-8646 Franklin/Fulton Members: 1-866-773-7917 
Providers: 1-888-700-7370 Fax: 1-855-707-5823 

Mailing Address: 8040 Carlson Road Harrisburg, PA 17112 
2024             Page 1 of 1 

Proposed plan service type:     ASP    Asst. BC-ABA    BA   BC    BC-ABA     BHT    BHT-ABA                
  CRR-HH     EIBI      EIBS     FBMHS    FFT   IBHS Group      IBHS ABA Group      IDT      MST 
  MT       RTF - accredited      RTF- non-accredited       Stepping Stones     YFACTS   

     
 
This form completed by: _______________________________________________Title: ________________________ 
 
Setting:     H/C   School  
Problem Area: ___________________________________________________________________________________ 
 
Baseline: _______________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
 
Target Date: _________________ 
 
Setting:     H/C     School  
Problem Area: ___________________________________________________________________________________ 
 
Baseline: _______________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
 
Target Date: _________________ 
 
Setting:    H/C    School  
Problem Area: ___________________________________________________________________________________ 
 
Baseline: _______________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
 
Target Date: _________________ 
 
Setting:    H/C     School  
Problem Area: ___________________________________________________________________________________ 
 
Baseline: _______________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
 
Target Date: _________________ 
 
 
 
Family Goals for Treatment: 
 
Proposed Goal: __________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
 
Proposed Goal: __________________________________________________________________________________ 
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