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Client Name /ID #: 

D.O.B:

STAFF USE ONLY Practitioner Name:  Position:  Date: 

Case Management in Non-Government AOD Services
Planning

Individual Treatment Planning
Purpose
To identify client’s needs and goals (immediate and long-term) in addressing the harms 
associated with their problematic substance use or mental health concerns and determine 
the required actions, interventions and support.

Instructions
•  Make the Individual Treatment Plan personal for your client- make sure it is documented 

in a language that he/she can understand.
•  Explain the purpose (in your own terms) and proceedings of Individual Treatment 

Planning including confidentiality and mandated responsibilities, as well as roles and 
responsibilities of each party involved to the client before commencing.

•  Write legibly – other case workers might need to reference information gathered in the 
Individual Treatment Plan.

•  Ensure that your name, signature and date are recorded on each page of the Individual 
Treatment Plan.

Conducted by 

Position/Designation 

Date 
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Case Notes
•  Most recent case notes on top
•  When preparing your case notes, always complete your case notes as if they are 

subject to review, FOI or subpoenaed to a court of law.
•  Include the date, time and the practitioner’s name which should be printed and 

signed and not on behalf of another practitioner.
•  Ensure they are legible, brief and accurate and complete whilst avoiding value 

judgements and conclusions
•  Avoid abbreviations where possible
•  Any alterations should be made neatly and preferably signed when amended

Date Details of Engagement
 (E.g. Record of intervention or action, discussion, observations etc.)
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Date Details of Engagement
 (E.g. Record of intervention or action, discussion, observations etc.)
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STAFF USE ONLY Practitioner Name:  Position:  Date: 

Client Name /ID #: 

D.O.B:

Referral & Acknowledgement 
Cover Sheet

To be attached to Client Information; Personal Details Form AND Outcome of Initial 
Screen or Case Formulation when making a referral to an external service provider.

Details of organisation making referral (your organisation)

Name 

Position  Organisation 

Email  Phone 

Fax 

Details of organisation to receive referral (the external organisation)

Name 

Position  Organisation 

Email  Phone 

Fax  Date of referral 

Reason for referral/type of referral requested 

Priority referral? Yes No

If yes, provide detail 

The following are attached:

Client Information; Personal Details Form Outcome of Initial Screen

Case Formulation Individual Treatment Plan

Other 

Case Management in Non-Government AOD Services
Planning
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Case Management in Non-Government AOD Services
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Acknowledgement of referral
(Complete if a referral has been received and provide back to referring organisation)

Details of organisation receiving referral

Organisation  Program 

Location/Service Region 

Primary Contact person name 

Email  Phone 

Fax 

Date referral received 

Status of referral Accepted

Wait-listed Rejected

Details of referral outcome 

Date of proposed assessment 

Request for further client information

Details of types/specific information required 



0470

04

STAFF USE ONLY Practitioner Name:  Position:  Date: 

C
lie

nt
 N

am
e 

/I
D

 #
: 

D
.O

.B
:

In
di

vi
du

al
 Tr

ea
tm

en
t P

la
n 

(IT
P)

I 
 (

cl
ie

nt
 n

am
e)

 u
nd

er
st

an
d 

an
d 

ag
re

e 
to

 th
is

 p
la

n.

Si
gn

ed
 

 D
at

e 

Tr
ea

tm
en

t G
oa

l o
r 

O
ut

co
m

e

B
as

ed
 o

n 
as

se
ss

ed
 n

ee
ds

 a
nd

 ri
sk

s

S
tr

at
eg

ie
s

R
eq

ui
re

d 
In

te
rv

en
tio

n(
s)

, 
Tr

ea
tm

en
t-

ty
pe

 
or

 S
er

vi
ce

s

B
y 

w
ho

?
B

y 
w

he
n

R
ev

ie
w

 D
at

e 
fo

r t
hi

s 
go

al
/

ou
tc

om
e

M
od

ifi
ca

tio
ns

 to
 p

la
n

Case Management in Non-Government AOD Services
Planning



0471/ Case Management

04
S

TA
FF

 U
S

E
 O

N
LY

 P
ra

ct
iti

on
er

 N
am

e:
 

 P
os

iti
on

: 

D
at

e:
 

Case Management in Non-Government AOD Services
Planning

C
lie

nt
 N

am
e 

/I
D

 #
: 

D
.O

.B
:

Re
vi

ew
 &

 E
va

lu
at

io
n 

of
 In

di
vi

du
al

 Tr
ea

tm
en

t P
la

n
Tr

ea
tm

en
t G

oa
l/

O
ut

co
m

e
M

et
ho

ds
 o

f e
va

lu
at

io
n

(E
.g

. d
is

cu
ss

io
n 

&
 fe

ed
ba

ck
 fr

om
 c

lie
nt

, m
in

ut
es

 
fr

om
 c

as
e-

co
nf

er
en

ce
 e

tc
.)

E
va

lu
at

io
n 

of
 e

ff
ec

ti
ve

ne
ss

 o
f 

st
ra

te
gi

es
 a

nd
 in

te
rv

en
tio

ns

(in
cl

ud
e 

su
pp

or
tin

g 
ev

id
en

ce
)

Id
en

tifi
ca

tio
n 

of
 s

er
vi

ce
 g

ap
s 

an
d/

or
 

ne
ed

 fo
r d

ev
el

op
m

en
t o

f r
es

ou
rc

es



0472

04
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Case Management in Non-Government AOD Services
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Relapse Prevention Plan
•  It is recommended that you complete Brief Intervention using Remote Alcohol 

and Other Drugs Workforce Intervention Tools (E.g. Yarning about Relapse)

• Ensure you discuss the fact that relapse isn’t considered a failure. 

•  Emphasis that the most important aspect of relapse is the ability to recognise 
why it happened.

My Cravings Plan
(Adapted from Copeland et al. 2009)

When I’m having a craving, I feel like 

When I’m having a craving I act 

When I’m having a craving I think 

High risk situations 
(When am I more likely to want to drink/use?)

My coping plan 
(To help me to manage my cravings, I will…)

(Adapted from Insight Alcohol and Other Drug Training Unit, 2013)
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STAFF USE ONLY Practitioner Name:  Position:  Date: 

Client Name /ID #: 

D.O.B:

Our 5-step Plan to ‘Getting back on Track’ 
(for just in case)

Who can help me with this?

Step 1

Step 2

Step 3

Step 4

Step 5
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Details of agreed aftercare engagement
(to be negotiated with client including frequency, duration, 
method and purpose of engagements)

Summary of Actions Taken for Referral (either for active or self-referral)

Date Details Signed
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Record of Aftercare Actions and Engagements
Date Details of actions, outcomes etc. Signed
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