
 

 

 
      

 
      

 
      

 
      

 
      

 
      

  
      

 
      

 
      

 
      

  
      

  
      

  
      

  
      

 
      

  
      

 
 

      

 
      

 
      

 
      

 
      

 
      

CSO-1361A (9-17) 
ARIZONA DEPARTMENT  OF CHILD SAFETY  

60 DAY REVIEW OF RESIDENTIAL/PSYCIATRIC TREAMENT SERVICES  

CHILD’S NAME: DOB: COURT CASE NUMBER: 

DATE OF REPORT: FACITLITY NAME: DATE OF PLACEMENT: 

Summary of Referring Problems: 

Psychiatric Treatment Plan Status: 

Medications: Current Diagnosis: 

Axis I: Axis II: 

Axis III: Axis IV: 

Axis IV: Axis V: 

PSYCHOLOGICAL/THERAPY UPDATE 
Individual Therapy: 

Group: 

Family: 

Medical/Dental Update: 

Educational/Vocational Update: 

Family Contact: 



 

   
      

      

       

  
      

 
   

                  
  

      

 
         

    

 

   
    

     
 

 

 

 

 

 

 

 

 

 

 

   
       

    
                 

      
       
       

          
   

    

CSO-1361A (9-17) – PAGE 2 

Clinical Treatment Plan Status (Include recommendation for continued residential treatment services and estimated length of services) 

Projected Discharge Date: 

Recommendation for level of care and potential placement options upon discharge: 

60 DAY REVIEW OF RESIDENTIAL TREATMENT SERVICES 
CHILD’S NAME DOB COURT CASE NUMBER 

STATEMENT FROM MEDICAL DIRECTOR/DESIGNEE 
I am the Medical/Clinical Director or  designee of  (name of residential  
treatment facility)  and have reviewed  the records, staff reports  and recommendations of the clinical  staff.   I have determined that  
residential treatment services  in this  facility continue to be necessary to  meet the child's mental health needs and that it is the least  
restrictive available alternative.  

Medical/Clinical Director/Designee Date 

A.R.S.§ 8-201 (19) defines a "medical director of a mental health agency" as "a psychiatrist, or licensed physician experienced in 
psychiatric matters, who is designated in writing by the governing body of the agency as the person in charge of the medical services of 
the agency, or a psychiatrist designated by such governing body to act for the director" The term includes the superintendent of the state 
hospital. 

Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), 
Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the 
Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, 
genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For 
example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print 
materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making 
reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know 
of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; 
TTY/TDD Services: 7-1-1. • Free language assistance for Department services is available upon request. • Ayuda gratuita con traducciones relacionadas con los servicios 
del DCS está disponible a solicitud del cliente. 
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