<FACILITY NAME>

POST-DISPOSITIONAL PROGRAM

STANDARDIZED INITIAL OBJECTIVES AND STRATEGIES (3/5 Day Plan)
Date of Acceptance into the Post-D Program: ________________________     Juvenile Name: _________________________________________________

Assigned Staff/Counselor/Case Manager:_________________________________________________________________________________________  

Reason for Admission: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________
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The following persons have participated in the development of this treatment plan, fully understand the plan, agree to its terms and have received a copy as written.  

In addition, “The signatures below represent the agreement between the detention center and court service unit to allow the above mentioned juvenile to be released from the secure facility to access programs or services in the community as deemed, suitable by the treatment team.”
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