Depersonalization/Derealization Disorder
Treatment Plan

Section Details

Patient Information
e Name:

e Date of Birth:

e Diagnosis:
Understanding the [Provide a brief overview of Depersonalization/Derealization
Condition Disorder, its symptoms, and potential triggers.]
Patient Assessment [Summarize the patient's specific symptoms, their severity, and

how the disorder affects their daily life and functioning.]

Treatment Goals [Detail both the short-term and long-term goals for treatment and
the expected outcomes.]

Treatment Strategies
1. Psychotherapy: [Outline the type of therapy to be used (e.g.,

cognitive-behavioral therapy), frequency of sessions, and how
it will help manage symptoms.]



Implementation

Monitoring Progress

Emergency Contacts

2. Medication (if applicable): [Include information about any
prescribed medications, their purpose, dosage, potential side
effects, and administration schedule.]

3. Lifestyle Adjustments: [Provide suggestions for lifestyle
changes that may aid symptom management, such as regular
exercise or mindfulness practices.]

[Specify the schedule for therapy sessions, medication intake (if
applicable), and plan for implementing lifestyle changes.]

[Define methods for tracking progress (e.g., symptom rating
scales, therapy notes), and set dates for regular reviews to
assess progress and adjust the treatment plan as necessary.]

[List the contacts for immediate support during crisis situations,
including hotlines, healthcare providers, and trusted personal
contacts.]



Patient Acknowledgment and Agreement

l, (Patient's name), acknowledge
that | have read and understood the above treatment plan for managing my
Depersonalization/Derealization Disorder. | understand the purpose and nature of the

treatments outlined, and | am aware of the potential benefits and risks.

| agree to participate in this treatment plan and will communicate openly with my healthcare
provider about my symptoms, concerns, and any side effects | may experience. | understand
that this plan is flexible and can be modified based on changes in my condition or response to

treatment.

| understand that it's important for me to maintain regular appointments and follow the
treatment plan to manage my condition effectively. | am aware that | can ask questions and

seek further clarification at any time.

Patient Signature: Date:

Healthcare Provider Signature: Date:
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