Treatment Plan — Comorbid Anxiety and Depression (GAD + MDD)
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Fillable template — replace all [bracketed] text with client-specific information and delete prompts you do not need. Documentation guidance and a worked example: clinicaldocslibrary.com/treatment-plans/anxiety-and-depression/
Client / ID: [ ____________________________________ ]
Date of plan: [ ____________________________________ ]
Target review date: [Set by your payer, state and setting; sooner if risk, diagnosis or level of care changes]
Diagnoses
Lead condition (listed first on the plan): [The condition treatment addresses first, with its ICD-10-CM code: F41.1 Generalized anxiety disorder, or the F32.x / F33.x major depressive disorder code. Claims are coded visit by visit]
Coexisting diagnosis (ICD-10-CM): [The other condition and its code]
Baseline GAD-7: [Total ___ of 21, band, date]
Baseline PHQ-9: [Total ___ of 27, band, date]
Risk: [Direct suicide risk assessment at intake and any safety plan; a questionnaire total does not replace it]
Presenting problem & medical necessity
[Anxiety symptoms, depressive symptoms, and the functional impairment each one causes, in concrete terms]
How the two conditions interact
[This client's links between them, e.g. worry and rumination, avoidance and withdrawal, disrupted sleep, lost routine]
Order of Treatment
Lead condition and reason
[Which condition treatment addresses first and why (severity, risk, impact on functioning, client preference); when the second set of goals becomes active; what would change the order]
Goal 1 — Lead Condition
Condition and code: [The diagnosis treatment addresses first: F41.1 Generalized anxiety disorder, or the F32.x / F33.x major depressive disorder code]
Goal statement
[Client will ... — written in plain language]
1. Objective 1.1 — [GAD-7 or PHQ-9 total from ___ (band) to below ___ within ___ weeks]
1. Objective 1.2 — [Behavioral target for this condition, e.g. activities per week or reassurance requests per day, from ___ to ___ within ___ weeks]
Interventions
[Interventions specific to this condition]
Goal 2 — Second Condition
Condition and code: [The other diagnosis]
Start date or trigger: [When work on this goal begins, e.g. week 4, or when the lead condition's total falls below ___]
Goal statement
[Client will ... — written in plain language]
1. Objective 2.1 — [GAD-7 or PHQ-9 total from ___ (band) to below ___ within ___ weeks]
1. Objective 2.2 — [Behavioral target for this condition from ___ to ___ within ___ weeks]
Interventions
[Interventions specific to this condition]
Goal 3 — Shared Target
Goal statement
[A problem both conditions feed, e.g. sleep, daily routine, work or school functioning]
1. Objective 3.1 — [Measurable target with baseline, target and timeframe]
Shared Interventions
Interventions serving more than one goal
[Each one once, with the goals it serves, e.g. behavioral activation (Goals 2 and 3); cognitive restructuring (Goals 1 and 2)]
Measurement and Progress
Measurement schedule: [When the GAD-7 and PHQ-9 are given (the same schedule for both), and which logs or diaries are reviewed]
1. [Date — GAD-7 ___ (band) — PHQ-9 ___ (band) — functional marker — note]
1. [Date — GAD-7 ___ (band) — PHQ-9 ___ (band) — functional marker — note]
1. [Date — GAD-7 ___ (band) — PHQ-9 ___ (band) — functional marker — note]
Coordination of care: [Prescriber or primary care provider; release of information on file (Y/N); medication evaluation referral]
Modality / Session frequency / Estimated duration: [ ____________________________________ ]
Discharge or step-down criteria: [Score bands and functional markers to be sustained, and for how long]
Client participated in planning (Y/N): [ ____________________________________ ]
Signature / Credentials / Date: [ ____________________________________ ]
This template is a general documentation aid, not legal or clinical advice. Adapt to your setting, payer, and jurisdiction. Remove this line before clinical use.
