Discharge/Continuing Care Plan
Name:  ____________________________________ Date Received: ____________
One of the most important tasks begins with planning how you will stay clean and sober once you leave treatment. It is extremely important that you put this down on paper and follow through with your plan. Because of post acute withdrawal symptoms of short-term memory loss and becoming overwhelmed when stressed, the continuing care plan is a vital tool to help you stay focused on what your plans are. It helps you to K.I.S.S. (KEEP IT SIMPLE SWEETHEART!!!) So, in filling this out be as thorough and detailed as you can be and also be practical. In other words, don’t put down things you are probably not going to follow through on. You will be working on your plan throughout treatment and using your group and individual sessions to refine your plan.  At the end of this plan your counselor will fill out their discharge recommendations. 
Name 5 people you can count on if you need to talk to someone and list their name and phone numbers and how they can help you:

1.

2. 

3. 

4. 

5. 

List at least 5 activities you can do to relax and de-stress

1.

2.

3. 

4.

5.

What are your top High Risk Situations and/or Triggers and how are you going to intervene on them.

1.

2.

3.

4.

5.

This section is to be put on your refrigerator or any other place you look at daily to remind yourself in tough times (and there will be hard times) why you are staying clean and sober and what you have to loose if you don’t. Sounds simple doesn’t it? But when we are into Stinkin Thinkin we need reminders. 

List 10 reasons why you want to stay clean and sober:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

List 10 consequences that could happen if you don’t stay clean and sober:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

I plan on attending _________ 12-Step/Support meetings weekly at the following places:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I plan to get a sponsor by___________________________________________________. 

If I have a sponsor already I plan to call them __________________________________

. 

My daily program of recovery consists of ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
For fun I plan to ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If I relapse I want ____________________________________to______________________________________________________________________________________________________________________________________________________________________________________________________________________ 

I will be living at the following address with ________________________________________________________________________


I will be working at: ______________________________________________________



My work hours will be: _____________________ and I will be working _________hours a week. I will 
get to work by________________________________________________.

My weekly schedule for my first week out of treatment:

	Monday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	

	Tuesday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	

	Wednesday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	

	Thursday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	

	Friday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	


My first weekend:

	Saturday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	

	Sunday

	8A
	
	2P
	

	9A
	
	3P
	

	10A
	
	4P
	

	11A 
	
	5P
	

	12P
	
	6P
	

	1P
	
	7P
	


This next part is to be done with your counselor and or the nurse. 

I have a doctor’s appointment on 




 at (time) 



with 












.

I have a mental health appointment on 



 at (time) 



with 












.

My appointment for continuing care is on 








with 








  at 



.

My appointment with my PO is on 




 at 



.

Discharge Recommendations: (To be completed by your counselor prior to discharge)

1. ______________________________________________________________________________


2. ______________________________________________________________________________


3. ______________________________________________________________________________


4. ______________________________________________________________________________


5. ______________________________________________________________________________


6. ______________________________________________________________________________

Dates Plan reviewed in Group or individually:
_________________

____________________

_________________

Finalized Plan Dated: 





Client Statement: My signature indicates that I have received a copy of the discharge recommendations contained in this document and participated in the development of my discharge planning.
Client Signature: 











Counselor’s Signature: 










Clinical Supervisor’s Signature: 









