


Alcohol Withdrawal Treatment Plan 
 
Name: ______________________________  DOB: ___________________ 
 
Clinic Contact: ___________________________________ 

My treatment goals:  

 
Day 1 

Date: _______________ 
 

Medication  
Behavioral Support  
Appointment Time  

Day 2 
Date: _______________ 
 

Medication  
Behavioral Support  
Appointment Time  

Day 3 
Date: _______________ 
 

Medication  
Behavioral Support  
Appointment Time  

Day 4 
Date: _______________ 
 

Medication  
Behavioral Support  
Appointment Time  

Day 5 
Date: _______________ 
 

Medication  
Behavioral Support  
Appointment Time  

 


