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Proposed Treatment Plan for Initial Requests 

  
If this is an Out of Network request, please submit via Fax: 1- 844-329-9100. In network providers submit via 
NaviNet. 
Enrollee Name: ___________________________________ MAID #:_____________________  Date:____________  
  

 Proposed plan service type:    Asst. BC-ABA     BA    BC-ABA     BHT-ABA    IBHS ABA Group  
    
This form completed by: _______________________________________________Title: ________________________  
  

 Setting:      H/C    School   
Problem Area: ___________________________________________________________________________________  
  
Baseline: _______________________________________________________________________________________  
  
Proposed Goal: __________________________________________________________________________________  
  
Target Date: _________________  
  
Setting:     H/C     School   
Problem Area: ___________________________________________________________________________________  
  
Baseline: _______________________________________________________________________________________  
  
Proposed Goal: __________________________________________________________________________________  
  
Target Date: _________________  
  

 Setting:     H/C     School   
Problem Area: ___________________________________________________________________________________  
  
Baseline: _______________________________________________________________________________________  
  
Proposed Goal: __________________________________________________________________________________  
  
Target Date: _________________  
  

 Setting:     H/C      School   
Problem Area: ___________________________________________________________________________________  
  
Baseline: _______________________________________________________________________________________  
  
Proposed Goal: __________________________________________________________________________________  
  
Target Date: _________________  
  
Family Goals for Treatment:  
  
Proposed Goal: __________________________________________________________________________________  
 
Proposed Goal: __________________________________________________________________________________  
 
Proposed Goal: __________________________________________________________________________________    
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