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RECOVERY SUPPORT SERVICE PLAN 

 
 
 
 
 
 
       

 
Provider Name: ________________________________________  Provider ID: __________ 
 
Client Name: __________________________________________  Client ID: ____________ 

1) Problem/Need/Goal:   
 
 
 
   Action Steps:  
 
 
 

Target Date:  
 

2) Problem/Need/Goal:   
 
 
 
   Action Steps:   
 
 
  

Target Date:  
 

3) Problem/Need/Goal:  
 
 
 
   Action Steps:   
 
 
  

Target Date:  
 

4) Problem/Need/Goal:   
 
 
 
   Action Steps: 
 
 
  

Target Date:  

5) Problem/Need/Goal:   
 
 
 
   Action Steps: 
 
 
 

Target Date:  

 


