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Client Case Management Plan

Client Name:	_____________________________________Contact no:   ________________

Address: ___________________________________________________________________

Nationality: ______________________________________Interpreter Needed:   Yes    No							 				 
Nominated Emergency Contact: _____________________Contact no: __________________  

Parent/Guardian Details (for minor):___________________Contact no:__________________

Counsellor: ______________________________________Contact no:   _________________

Presenting issues: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Initial Assessment:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Medical Issues or Barriers:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Counselling Strategies/Interventions:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Action Plan:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referral Options/Other Services Involved in Client Support:

 _________________________________________________________

Length of time Client needs support? Number of sessions?
__________________________________________________________



Commencement and proposed end date:_________________________

Review date for individual case plan: ____________________________


[bookmark: _GoBack]Signatures

Case Management Plan approved by:

_________________________________________	Date: ____________
(Signature of client)

_________________________________________	Date: _____________
(Signature of support person, or Guardian if required)

_________________________________________	Date: _____________
(Signature of Counsellor)
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