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OSU HEALTH PLAN BEHAVIORAL HEALTH SERVICES 

 
IBI TREATMENT PROGRESS RECORD  

 
 

Client Name Member ID # 

Date of Birth: Gender: 
Male____    Female____ 

Client Address: 

Clinician’s Name and Licensure: Tax ID: 

Clinician’s Address, Phone, and Fax Number: 

Requested Date for this Authorization to begin                                                                                                                     Date Treatment Started: 

Diagnosis                                                                        Use DSM-IV Codes; include all Axes 
Axis I -   Primary______________________________ Secondary______________________________________ Axis II______________________________________ 
Axis III  ________________________________________________________________________________________________________________________________ 
Axis IV (Identify Stressors)_________________________________________________________________________________________________________________ 
Axis V (GAF)  Current  Highest in last 12 months  

Current Medication                  None_______     Psychiatric_______     Medical_______     No Information_______ 
Has client had a psychiatric medication evaluation?       Yes_______     No_______ 
Specify (include dosage, frequency) if on meds.                                                                                                                                                          Prescribed by 
             Medication                                                    Dosage                                                   Frequency                                                   Primary Care Dr.      Psychiatrist 

                                                                                                                                                                                                                                  □             □ 

                      □             □ 
                 □             □ 
                 □             □ 
                                                                                                                                                                            
                                                                                                                                                                                                                                   
Is client compliant with medication as prescribed?           Yes_______     No_______ 
 
 
 
                                                                                                                                  

 
 
 
 
 
 
 
 

Other Treatments: Speech □  OT □   PT □ 

Summary of Current Educational and therapeutic services 
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 Treatment Goals: 
 
   

Goal Area 

 
 

Other 

 

Progress Toward Goal 

 
 

Cognitive 

 
 

Language 

 
 

Motor 

 

 

 

 
 

 
 

Self-Help 

 
 

Behavior 

 
 

Academic 

 

 
Clinician’s Signature _____________________________________________________  Date _______________________________ 
 
Team Leader’s Signature __________________________________________________  Date _______________________________ 
 
Please attach any other clinical information that will establish rationale for continued certification that has not been addressd above. 
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