[image: ]
Treatment Planning Tips
*Use the templates available through your notes system
*Can use resources such as: PracticePlanners : Complete Adult Psychotherapy Treatment Planner (5th Edition)
1. Legal and Regulatory Framework in NC
Counselors (LCMHC / LCMHCA)
· In North Carolina, the practice of counseling — including diagnosing, defining goals, and planning action with clients — is part of the counselor’s scope of practice under G.S. § 90-330(a)(3). This statute specifically cites treatment plans as a core part of counseling practice. NCSL
· The North Carolina Board of Licensed Clinical Mental Health Counselors (NCBLCMHC) regulates counselors in NC. Licensing rules emphasize professional disclosure statements and supervision requirements, but the NC administrative code does not define a detailed treatment-planning format or content standard for private practice outside of specific agency or payer requirements. However, treatment planning and documentation are implicit in competent, ethical practice. NC Mental Health Counselors
Marriage and Family Therapists (LMFT / LMFTA)
· Under North Carolina law (Chapter 90, Article 18C), “clinical experience” is defined as face-to-face therapy that is goal-directed, relates to treatment plans, and assists clients in making changes in cognition and behavior. This underscores that treatment planning is a core clinical function in the scope of practice. North Carolina General Assembly
· The North Carolina Marriage and Family Therapy Licensure Board adopts rules and continuing education requirements consistent with professional practice, but similar to counselors, the Board’s statutes do not prescribe a specific treatment-plan template or exact content format. Treatment planning is integrated with clinical work and ethical standards.

2. Ethical & Professional Standards
Even though NC statutes don’t lay out a strict paperwork checklist for all settings, both counselors and MFTs must abide by ethical standards that include:
A. Collaboration & Goal Setting
· Treatment planning should be a collaborative process with the client that identifies goals, methods, and measurable outcomes. This aligns with both NCBLCMHC practice expectations and national professional ethical codes (e.g., ACA, AAMFT, both of which emphasize collaborative treatment planning).
B. Informed Consent
· Before treatment begins, clinicians must provide informed consent, which typically includes explaining treatment planning processes, goals, and how progress will be tracked — this is a common ethical requirement.
C. Progress Monitoring
· Clinicians must document client progress toward goals and revise plans based on clinical presentation.
Note: Although there is no universal NC-state treatment plan format mandated for all private practitioners, the standard of care supported by boards and national ethics is to:
· Identify measurable goals,
· Document interventions,
· Track progress and outcomes,
· Reassess and revise plans regularly,
· Record informed consent and ongoing client feedback.

3. Third-Party Payer and Medicaid Requirements
If you bill Medicaid or other insurers, there are specific treatment-plan requirements:
North Carolina Medicaid:
For outpatient services under NC Medicaid:
· A treatment plan must be written after evaluation and before services begin.
· It should include start/end dates, diagnoses, defined measurable goals, interventions/methods, frequency & duration of services, and the credentialed provider’s signature. Plans must be reviewed and revised at least annually. NC Medicaid+1
⚠️ Other insurers (private/commercial) will have their own documentation expectations (often requiring treatment goals, measurable objectives, and periodic review/updates, commonly every 90 days for some plans).

 4. Best Practices for Treatment Planning in NC
Since NC licensure boards do not mandate a strict state-wide template, clinicians typically follow evidence-based and ethical standards similar to national norms:
Essential Components
✔ Assessment summary & clinical formulation
✔ Treatment goals (SMART: Specific, Measurable, Achievable, Relevant, Time-bound)
✔ Objectives/Subgoals with planned timeframes
✔ Interventions/Methods (modalities, therapeutic techniques)
✔ Client strengths & barriers
✔ How progress will be measured
✔ Frequency & duration of services
✔ Signature & date
Review & Revision
· Regularly review plans with clients and adjust based on progress or change in needs.
· Update whenever clinical needs shift, before major transitions, or at least as required by payers.

 5. Documentation & Recordkeeping
· Maintain copies of treatment plans and client progress in the record.
· Ensure records support clinical decision-making and reimbursement claims.
· For Medicaid and many agencies, plans and progress reviews must be clearly documented and dated.
Good recordkeeping protects clients and clinicians and is part of meeting both ethical obligations and any applicable payer documentation standards.

 Summary
	Context
	Is Treatment Planning Required?
	Specific Format Required?

	NC Counselor/MFT Law
	Expected as part of clinical practice & ethics
	No specific mandated statewide template

	Medicaid
	Required before services begin
	Yes — includes measurable goals, methods, frequency, signature, review cycle

	Private Insurers
	Often required
	Depends on insurer’s rules



 Key Takeaways
· Yes — treatment planning is part of the scope of practice for both counselors and MFTs in NC. NCSL+1
· There’s no single state-mandated treatment plan form for all settings, but treatment planning is expected as part of competent, ethical practice.
· When billing Medicaid or insurers, follow that payer’s specific requirements (including goals, interventions, dates, signatures, and periodic review). NC Medicaid
· Clinicians should always align treatment planning with ethical codes (ACA, AAMFT, etc.), informed consent, and documentation best practices.

1. General Insurer Expectations (Both BCBS & Aetna)
 Medical Necessity
Both BCBS and Aetna determine coverage based on medical necessity, meaning documented treatment must be:
· Appropriate and evidence-based for the diagnosis,
· Clinically appropriate in type, frequency, duration, and intensity,
· Expected to improve functioning/symptoms,
· Supported by clinical documentation. Aetna
Implication: Treatment plans should show why the therapy is necessary and how it addresses the member’s diagnosed condition.
Documentation & Records
For medical necessity reviews and claims audits, insurers typically expect that:
· The diagnosis and presenting problems are clearly documented,
· Goals and methods of therapy are stated with rationale,
· Progress toward goals is described in notes,
· Records can be made available if requested. BCBSM

 2. Aetna – Treatment Plan/Documentation Guidance
Aetna’s documentation guidance (from published clinical policy and provider manuals) underscores the following:
✔ Evidence-based, goal-directed treatment:
Treatment approaches should be based on accepted standards of care with current diagnosis, goals, and clinical rationale documented. Aetna
✔ Comprehensive evaluation before treatment:
A diagnostic evaluation prior to treatment is expected and documentation must support that. Aetna
✔ Follow-up and progress:
Policies and plans (e.g., for cognitive rehabilitation) specify that written plans of care should include short-term and long-term goals, frequency and duration, techniques used, and regular re-evaluation with documentation of progress. Aetna
👉 Aetna generally expects plans of care that:
· Describe diagnosis and onset,
· Define measurable goals,
· Include frequency/duration and interventions,
· Show regular re-evaluation and progress documentation. Aetna
Plan/Review Frequency: Aetna does not publish a universal “90-day rule” for all therapies in their manuals, but updates are implied based on changes in clinical status and documentation supporting ongoing medical necessity (especially for authorization or continued care). Aetna

 3. Blue Cross Blue Shield – Treatment Plan/Documentation Guidance
Blue Cross affiliates do not publish one single national plan document — each BCBS company has its own medical policies and provider manuals — but common expectations include:
✔ Documentation of goals and monitoring outcomes: Medical records “should document target symptoms, goals of therapy, and methods of monitoring outcomes.” BCBSM
✔ Support for medical necessity: Insurers may request medical records to justify treatment claims, and documentation should clearly support the medical necessity of the services billed (diagnosis, treatment rationale, duration, etc.). BCBSM
👉 Many BCBS plans use proprietary criteria or tools (e.g., InterQual or internal medical necessity criteria) to determine whether a treatment plan is sufficient — including the individualized plan of care with goals and timeline. Blue Cross MA Provider
Plan/Review Frequency: Like Aetna, BCBS does not normally mandate a specific fixed update interval in public docs, but timely reviews tied to clinical changes or continued necessity are standard for covered services — especially if a plan requires prior authorization for intermediate or intensive care. Blue Cross MA Provider

4. Common Elements You Should Include in Treatment Plans for BCBS & Aetna
Both insurers rely heavily on your clinical documentation — and for treatment plans, the following elements help support claims and prior authorization:
 Assessment & Diagnosis
· DSM-aligned diagnosis with supporting clinical evidence,
· Presenting problems and symptom description. Aetna
Goals & Objectives
· Measurable, specific goals, including expected timeframe for achieving them,
· Goals linked directly to symptoms or functional impairments. Aetna
Interventions/Methods
· Clearly explain the therapeutic approaches you plan to use (CBT, DBT, etc.),
· Frequency and duration of sessions. Aetna
 Progress Monitoring
· Regular documentation of progress toward each goal,
· Revisions as clinical status changes. Aetna
 Rationale for Continued Care
· Especially for ongoing or high-frequency care, note why ongoing treatment remains necessary (e.g., risk, symptom persistence, functional goals). BCBSM

5. Practical Tips for Private Practice Clinicians
Initial Treatment Plan: Create before or soon after the first few sessions, especially when using insurance billing, to support medical necessity. Aetna
Revisions/Updates: There’s no universal mandate for “every 90 days” in BCBS/Aetna manuals, but clinicians commonly update plans periodically based on client progress or insurer audit expectations. Many practices choose 90–180 days or “as clinically indicated,” which can be documented in notes. Reddit
Authorization Requirements: Some services (e.g., intensive programs) may require prior authorization supported by the treatment plan. Blue Cross MA Provider
Chart Documentation: Ensure progress notes reference goals from the treatment plan and show measurable progress or justifiable changes.

Summary Comparison
	Aspect
	Aetna
	Blue Cross Blue Shield

	Required Treatment Plan
	Expected for medical necessity; no specific standard form
	Expected through documentation that supports medical necessity

	Goals & Objectives
	Measurable, timed goals recommended
	Goals & monitoring outcomes documented

	Frequency/Review
	Update as clinically indicated; used in medical necessity
	Update as clinically indicated, especially for prior auth

	Documentation Emphasis
	Evidence-based, goal-directed approach
	Clear documentation of why therapy is appropriate/necessary




MENTAL HEALTH TREATMENT PLAN

Client Information
· Client Name:
· DOB:
· Client ID (if applicable):
· Date of Initial Assessment:
· Date Treatment Plan Created:
· Review Date:

Presenting Problems / Clinical Summary
Brief summary of symptoms, functional impairments, and stressors that justify medical necessity.
Example:
Client presents with persistent anxiety, excessive worry, sleep disturbance, and difficulty concentrating, resulting in impaired work performance and interpersonal strain.

Diagnosis
(DSM-5-TR)
· Primary Diagnosis:
· Secondary Diagnosis(es): (if applicable)

Client Strengths / Protective Factors
· Motivation for treatment
· Social supports
· Coping skills
· Insight
· Cultural/spiritual resources

Treatment Goals, Objectives & Interventions
Goal 1
Problem Area:
(e.g., Anxiety, Depression, Relationship distress)
Long-Term Goal:
Describe the desired outcome in functional, measurable terms.
Example:
Reduce anxiety symptoms to improve daily functioning and work performance.

Objectives (Measurable)
1. Client will report a reduction in anxiety symptoms from 7/10 to 3/10 within 12 weeks.
2. Client will identify and challenge at least three maladaptive thought patterns contributing to anxiety.

Interventions / Methods
· Therapist will provide Cognitive Behavioral Therapy (CBT) to address cognitive distortions.
· Therapist will teach relaxation and grounding techniques.
· Therapist will support skill practice and symptom monitoring between sessions.

Frequency & Duration
· Sessions: ___ per week / month
· Length: ___ minutes per session
· Estimated Duration of Treatment: ___ months (to be reassessed as clinically indicated)


Goal 2 (Optional additional goals follow same structure)
Problem Area:
Long-Term Goal:
Objectives:
1.
2.
Interventions / Methods:
Frequency & Duration:

Progress Measurement
Progress will be evaluated through:
· Client self-report
· Symptom rating scales (if used)
· Therapist observation
· Functional improvements (work, relationships, daily living)

Coordination of Care (if applicable)
· PCP
· Psychiatrist
· Other providers

Discharge Criteria
Client may be considered for discharge when:
· Treatment goals are substantially met
· Symptoms no longer meet medical necessity criteria
· Client demonstrates sustained functional improvement
· Client chooses to terminate services

Plan Review
· Treatment plan will be reviewed and updated as clinically indicated or in response to changes in symptoms, goals, or level of care.

Signatures
· Client Signature: ____________________________ Date: ________
· Clinician Signature & Credentials: ____________________________ Date: ________

 Why This Template Works for BCBS & Aetna
✔ Links diagnosis → goals → interventions
✔ Demonstrates medical necessity
✔ Includes measurable objectives
✔ Supports audits and prior authorization
✔ Flexible enough for private practice
✔ Aligns with NC scope of practice for LCMHCs & LMFTs

COUPLES / FAMILY THERAPY TREATMENT PLAN TEMPLATE

Client Information
· Client Names:
· Relationship Type: (Couple / Family)
· DOBs:
· Date of Assessment:
· Treatment Plan Date:
· Review Date:

Presenting Problems / Systemic Clinical Summary
Describe relational patterns, interaction cycles, and functional impairment justifying medical necessity.
Example:
Couple presents with escalating conflict, communication breakdown, and emotional disengagement resulting in significant relationship distress and impaired emotional functioning for both partners.

Identified Client(s) & Diagnosis
(Insurance typically requires at least one identified patient)
· Identified Patient:
· DSM-5-TR Diagnosis:
· Relational Diagnosis (Z-codes, if used):

Family/Couple Strengths
· Commitment to treatment
· Willingness to engage
· Emotional bonds
· Parenting strengths
· Cultural/spiritual values

Treatment Goals, Objectives & Interventions
Goal 1: Improve Communication & Emotional Regulation
Long-Term Goal:
Increase effective communication and emotional responsiveness to reduce conflict and improve relational functioning.

Objectives (Measurable)
1. Partners will demonstrate use of at least two effective communication skills (e.g., reflective listening, “I-statements”) in session within 8–12 weeks.
2. Frequency of conflict escalation will decrease from ___ times per week to ___ times per week within 3 months.

Interventions / Methods
· Therapist will utilize evidence-based couples/family therapy approaches (e.g., EFT, Gottman, Structural, or CBT-based interventions).
· Therapist will facilitate structured communication exercises.
· Therapist will support development of emotion regulation and conflict-management skills.

Frequency & Duration
· Sessions: ___ per week / month
· Length: ___ minutes
· Estimated Duration: ___ months (to be reassessed)


Goal 2: Strengthen Relationship Safety & Trust (Optional)
Long-Term Goal:
Enhance emotional safety and trust within the relationship.
Objectives:
1.
2.
Interventions:

Progress Measurement
Progress will be monitored through:
· Partner/family self-report
· Observation of interaction patterns in session
· Reduction in conflict frequency/intensity
· Improved emotional attunement and cooperation

Coordination of Care (if applicable)
· Individual therapists
· Child’s therapist
· Psychiatrist
· PCP

Discharge Criteria
· Relationship goals substantially met
· Improved communication and reduced distress
· No longer meets medical necessity
· Client(s) elect to end therapy

Signatures
· Client(s): ____________________________ Date: ________
· Clinician & Credentials: ____________________________ Date: ________


CHILD / ADOLESCENT TREATMENT PLAN TEMPLATE

Client Information
· Child/Adolescent Name:
· DOB:
· Parent/Guardian Name(s):
· Date of Assessment:
· Treatment Plan Date:
· Review Date:

Presenting Problems / Developmental Clinical Summary
Describe symptoms, behaviors, developmental concerns, and functional impairments across settings (home, school, peers).
Example:
Child presents with frequent emotional outbursts, difficulty following rules, and impaired peer relationships, resulting in academic and family stress.

Diagnosis
(DSM-5-TR)
· Primary Diagnosis:
· Secondary Diagnosis(es):

Child & Family Strengths
· Caregiver involvement
· School support
· Emotional insight
· Interests/talents
· Cultural/family resources

Treatment Goals, Objectives & Interventions
Goal 1: Improve Emotional Regulation & Behavior
Long-Term Goal:
Increase age-appropriate emotional regulation and reduce disruptive behaviors across settings.

Objectives (Measurable)
1. Child will reduce emotional outbursts from ___ times per week to ___ times per week within 12 weeks.
2. Child will identify and practice at least three coping strategies to manage strong emotions.

Interventions / Methods
· Therapist will provide developmentally appropriate interventions (e.g., CBT, play therapy, skill-based interventions).
· Therapist will teach coping and emotion-regulation skills.
· Therapist will involve caregivers in skill reinforcement and behavior support strategies.

Frequency & Duration
· Sessions: ___ per week / month
· Length: ___ minutes
· Estimated Duration: ___ months (to be reassessed)


Goal 2: Strengthen Family Functioning & Support (Optional)
Long-Term Goal:
Improve caregiver consistency and family communication to support child’s progress.
Objectives:
1. Caregivers will demonstrate use of at least two behavior-support strategies at home within 8 weeks.
2. Family communication will improve as evidenced by reduced conflict or improved routines.
Interventions:
· Parent coaching
· Family sessions
· Psychoeducation regarding diagnosis and development

Progress Measurement
Progress will be assessed through:
· Caregiver report
· Child self-report (as developmentally appropriate)
· School feedback (if available)
· Therapist observation

Coordination of Care
· School personnel (with consent)
· Pediatrician
· Psychiatrist
· Other providers

Discharge Criteria
· Treatment goals substantially met
· Improved functioning across settings
· Symptoms no longer meet medical necessity
· Family elects to terminate services

Consent & Participation
· Parent/guardian consent obtained
· Child/adolescent assent obtained as developmentally appropriate

Signatures
· Parent/Guardian: ____________________________ Date: ________
· Clinician & Credentials: ____________________________ Date: ________

Insurance & Audit Tips
· Always identify one primary diagnosed client for insurance
· Tie goals directly to functional impairment
· Reference goals consistently in progress notes
· Update plans as clinically indicated

PSYCHODYNAMIC THERAPY TREATMENT PLAN TEMPLATE

Client Information
· Client Name:
· DOB:
· Client ID (if applicable):
· Date of Diagnostic Assessment:
· Treatment Plan Date:
· Review Date:

Presenting Problems / Psychodynamic Clinical Summary
Describe symptoms, relational patterns, and internal conflicts contributing to impairment.
Example:
Client presents with chronic anxiety, relational instability, and low self-esteem, associated with longstanding interpersonal patterns and unresolved emotional conflicts, resulting in impaired occupational and relational functioning.

Diagnosis
(DSM-5-TR)
· Primary Diagnosis:
· Secondary Diagnosis(es):

Psychodynamic Formulation
Brief formulation integrating developmental history, attachment patterns, defenses, affect regulation, and relational dynamics.
Example:
Client demonstrates anxious attachment and reliance on intellectualization and avoidance as defenses against affect related to early relational disruptions. These patterns contribute to current relationship difficulties and symptom persistence.

Client Strengths / Capacities
· Psychological mindedness
· Motivation for insight
· Capacity for reflection
· Relational engagement
· Ego strengths / resilience

Treatment Goals, Objectives & Interventions
Goal 1: Increase Insight & Emotional Awareness
Long-Term Goal:
Increase awareness of unconscious patterns, emotions, and relational dynamics contributing to symptoms and impaired functioning.

Objectives (Measurable / Observable)
1. Client will demonstrate increased ability to identify and verbalize affective states during sessions.
2. Client will recognize recurring interpersonal patterns and their emotional meanings within and outside of therapy.

Interventions / Methods
· Therapist will utilize psychodynamic interventions including clarification, confrontation, and interpretation.
· Therapist will explore emotional experiences, defenses, and relational themes as they emerge in session.
· Therapist will attend to transference and countertransference to deepen insight.

Frequency & Duration
· Sessions: ___ per week / month
· Length: ___ minutes
· Estimated Duration of Treatment: ___ months (to be reassessed as clinically indicated)


Goal 2: Improve Relational Functioning & Affect Regulation
Long-Term Goal:
Enhance capacity for affect regulation and healthier interpersonal relationships.

Objectives
1. Client will demonstrate improved tolerance of difficult emotions without avoidance or symptom escalation.
2. Client will engage in relationships with increased awareness of needs, boundaries, and emotional responses.

Interventions / Methods
· Exploration of relational experiences within and outside therapy.
· Use of the therapeutic relationship to model and examine attachment dynamics.
· Support development of reflective functioning and emotional integration.


Goal 3: Reduce Symptom Distress & Improve Functioning (Optional)
Long-Term Goal:
Decrease symptom severity and improve functioning in daily life.
Objectives:
1. Client will report reduced intensity and frequency of symptoms (e.g., anxiety, depression).
2. Client will demonstrate improved functioning in work, social, or family roles.
Interventions:
· Ongoing psychodynamic exploration of symptom meaning and emotional context.
· Support integration of insight into daily functioning.

Progress Measurement
Progress will be evaluated through:
· Client self-report of symptom relief and insight
· Therapist observation of affect tolerance and relational patterns
· Improved functioning in work, relationships, and daily activities
· Increased capacity for reflection and emotional expression

Coordination of Care (if applicable)
· Psychiatrist
· PCP
· Other treating providers

Discharge Criteria
Client may be considered for discharge when:
· Treatment goals are substantially met
· Symptoms no longer meet medical necessity criteria
· Client demonstrates sustained emotional insight and improved functioning
· Client elects to terminate treatment

Plan Review
· Treatment plan will be reviewed and updated as clinically indicated, particularly in response to symptom changes, treatment phase shifts, or evolving therapeutic focus.

Signatures
· Client Signature: ____________________________ Date: ________
· Clinician Signature & Credentials: ____________________________ Date: ________

Why This Works for Insurance
✔ Uses psychodynamic language without vague phrasing
✔ Clearly links diagnosis → impairment → treatment goals
✔ Includes observable indicators of progress
✔ Supports long-term, insight-oriented treatment
✔ Avoids CBT-only terminology while meeting medical necessity standards
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