
Level II Therapy 
WHAT CAN I EXPECT? 

1. Describe what you expect therapy to be like:

2. What do you hope to get out of therapy?

3. Describe some of your thoughts and feeling about being in this program:

4. What are 3 ways you might sabotage your therapy?
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Name: _________________________________________ 

Date: __________________________________________ 

During your enrollment in Level 2 Therapy we will ask you to pick 1 specific goal 
to work on during your enrollment. You can choose to work on any goal of your 
choice. 
When you arrive for your 1st group please be prepared to select your goal. 

Here are a list of suggestions for you:

______ Chemical Use: develop a better understanding of your relationship with alcohol/drugs; explore the impact of 
alcohol and other drugs on your body. 

______ Feelings: Explore the relationship between your feelings & your use of alcohol/drugs; identify ways you can  
cope with negative feelings. 

______ Relationships/Communication: Explore how your alcohol/drug use affects the foundation of your 
relationships; learn how to express yourself more effectively; learn how to improve the most important 
relationships in your life. 

Coping Skills: Explore areas of your life that may require some special attention 

______ Stress Reduction and Management 

______ Giving and Receiving Feedback 

______ Decision Making 

______ Anger Management 

______ Thinking Errors 

______Values & Beliefs 

______ Other __________________________________________________________ 

Additional Comments: 
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ADDICTION TREATMENT OUTPATIENT SERVICES

CHERRY CREEK 

2755 S. Locust Street #132 

Denver, CO 80222 

Ph: (303)329-3105 

Fax:(303)600-6645 

HIGHLANDS RANCH 

7120 E. County Line Rd #200 

Highlands Ranch, CO 80126 

Ph:(303)721-0797 

Fax:(303)600-6645 

PARKER 

11027 S. Pikes Peak Dr #204 

Parker, CO 80138 

Ph:(303)841-0186 

Fax:(303)600-6645 

LEVEL II THERAPY SERVICE PLAN 

Name:______________________________ Date:_____________________ 

Please pick 1 goal you would like to focus on during your enrollment in Level 2 
Therapy. 

Please describe your goal in detail, as well as, your plan for accomplishing your 

goal. We will check back with you in 6 months to see what progress you’ve 

made. 

Please describe your treatment goal: 

Why this goal is important to you: 

How will you accomplish your goal? 
Please describe the specific steps will you take in order to accomplish your goal: 

1.___________________________________________________ 

2. ___________________________________________________

3. ___________________________________________________

 Client’s Signature: _________________________________  

Therapist’s Signature: _________________________________ 

EXPECTED REVIEW DATE_____________________________ 

Once you accomplish your goal how will you maintain your goal?
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GLOBAL ASSESSMENT OF FUNCTIONING 
*Please only select one*

______ I believe I have superior functioning in a wide range of activities; life’s problems never seem to get out of hand. I am 
sought out by others because of my many qualities (100-91) 

______ I believe I have good functioning in all areas. I am interested and involved in a wide range of activities. I am socially 
effective. I am generally satisfied with life. I experience no more than everyday problems of concerns. (90-81) 

______ I may experience some symptoms to psychological stresses. I experience no more than a slight impairment in social, 
occupational or school functioning. Any symptoms that I experience are short-term and expectable reactions to the 
situation. (80-71) 

______ I experience some difficulty in social, occupational, or school functioning but generally I function pretty well. I have 
some meaningful interpersonal relationships (70-61) 

______ I experience moderate OR moderate difficulty in social, occupational, or school functioning (60-51) 

______ I experience serious symptoms OR serious impairment in social, occupational, or school functioning (50-41) 

______ I experience some impairment in reality testing or communication OR major impairment in several areas, such as 
work or school, family relations, judgment, thinking, or mood (40-31) 

______ My behavior is considered to be influenced by delusions or hallucinations OR serious impairment in communications 
or judgement OR inability to function in all areas (30-21) 

______ I believe I am in danger of hurting myself or others. I occasionally fail to maintain minimal personal hygiene. I 
occasionally experience gross impairment in communication (20-11) 

______ I experience a persistent danger to hurt myself or others. I experience a persistent inability to maintain minimum 
personal hygiene. I have experienced a serious suicidal act with the clear expectation of my death (10-1) 

Name: ____________________________ 

Date: _____________________________ 
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Beck Depression Inventory – II 

Name:__________________________________  DOB:_________________ Date_______________________ 

This questionnaire consists of 21 groups of statements. After reading each group of statements carefully, please select 
the number 0, 1, 2, or 3 next to the one statement in each group which best describes the way you have been feeling 
in the past week, including today. If several statements within a group seem to apply equally well, circle the highest 
number of those involved. Be sure to read all the statements in each group before making your choice. 

1. 
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7. 

8. 
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I do not feel sad 
I feel sad much of the time 
I am sad all the time 
I am so sad or unhappy I  can’t stand it 

I am not discouraged about my future 
I feel more discouraged about my future than I used 
to be 
I do not expect things to work out for me 
I feel my future is hopeless and will only get worse 

I do not feel like a failure 
I have failed more than I should have 
As I look back, I see a lot of failures 
I feel I am a total failure as a person 

I get as much pleasure as I ever did from the things I 
enjoy 
I don’t enjoy things as much as I used to 
I get very little pleasure from the things I used to 
enjoy 
I can’t get any pleasure from the things I used to 
enjoy 

I don’t feel particularly guilty 
I feel guilty over many things I have done or should 
have done 
I feel quite guilty most of the time 
I feel guilty all of the time 

I don’t feel I am being punished 
I feel I may be punished 
I expect to be punished 
I feel I am being punished 

I feel the same about myself as ever 
I have lost confidence in myself 
I am disappointed in myself 
I dislike myself 

I don’t criticize or blame myself more than usual 
I am more critical of myself than I used to be 
I criticize myself for all of my faults 
I blame myself for everything bad that happens 
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I don’t have any thoughts of killing myself 
I have thoughts of killing myself, but would not 
carry them out 
I would like to kill myself 
I would kill myself if I had the chance 

I don’t cry any more than I used to 
I cry more than I used to 
I cry over every little thing 
I feel like crying but I can’t 

I am no more restless or wound up than usual 
I feel more restless or wound up than usual 
I am so restless or agitated that it’s hard to 
stay still 
I am so restless or agitated that I have to keep 
moving or doing something 

I have not lost interest in other people or 
activates 
I am less interested in other people or things 
than before 
I have lost most of my interest in other people 
or things 
It’s hard to get interested in anything 

I make decisions about as well as ever 
I find it more difficult to make decisions than 
usual 
I have much greater difficulty making 
decisions than I used to 
I have trouble making any decisions 

I do not feel that I am worthless 
I don’t consider myself as worthwhile and 
useful as I used too 
I feel more worthless as compared to other 
people 
I feel utterly worthless 

Subtotal page 1: __________ 

4 



15. 

16. 

17. 

18. 

0 
1 
2 
3 

0 

1a 
1b 
2a 
2b 
3a 
3b 

0 
1 
2 
3 

0 
1a 
1b 
2a 
2b 
3a 
3b 

I have as much energy as ever 
I have less energy than I used to have 
I don’t have enough energy to do very much 
I don’t have enough energy to do anything 

I have not experienced any changes in my sleeping 
patter 
I sleep somewhat more than usual 
I sleep somewhat less than usual 
I sleep a lot more than usual 
I sleep a lot less than usual 
I sleep most of the day 
I wake up 1-2 hours early and can’t get back to sleep 

I am no more irritable than usual 
I am more irritable than usual 
I am much more irritable than usual 
I am irritable all the time 

I have not experienced any changes in my appetite 
My appetite is somewhat less than usual 
My appetite is somewhat greater than usual 
My appetite is much less than before 
My appetite is much greater than usual 
I have no appetite at all 
I crave food all the time 
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I can concentrate as well as ever 
I can’t concentrate as well as usual 
It’s hard to keep my mind on anything for 
very long 
I find I can’t concentrate on anything 

I am no more tired or fatigued than usual 
I get more tired or fatigued more easily than 
usual 
I am too tired or fatigued to do a lot of the 
things I used to do 
I am too tired or fatigued to do most of the 
things I used to do 

I have not noticed any recent change in my 
interest in sex 
I am less interested in sex than I used to be 
I am much less interested in sex now 
I have lost interest in sex completely 

Subtotal page 2: __________ 

Subtotal page 1: __________ 

Subtotal page 2: __________ 

        Total score: __________ 

This inventory list all the symptoms of depression. Add up the score you obtain in each section. A guide to assess how 
depressed you are and how well you are doing in treatment is: 

0-9  No depression 
10-14 Borderline depression 
15-20 Mild depression 
21-30  Moderate depression 
31-40  Severe depression 
41-63  Very severe depression 

If you score 15 and over, it may be advisable to consult your doctor, especially if you score on items 2, 9, 16, 17, 18, 19, 
and 20. However, low mood affects all of us from time to time. You may find that you score 15 or over one week, but 
this state does not last. You may feel much better after a few days. Real depression last for at least two weeks. 
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*If completing on-line please use check boxes to make your selection*
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