Practice/Provider Name

Your name, credentials, contact here (or leave blank)

Progress Note

Name: DOB: Session Date:

Start: Stop: Diagnosis:

Info:

Statos: Response to TX: Suicide: Danger to: Note:

(] No Change [] Engaged (] ldeation ] None

L] Improvement [ ] Uninterested L] Plan [ ] Self

[ ] Setback [] Cooperative L] Intent [] Others

] [] ]

Appearance: Jodgment: Insight: Speech: Thought Content:

L] Appropriate [] Excellent L] Fol L] Appropriate [] Hallucinations

L] Inappropriate ] Good L] Partial (] Slorred [ Delosions

[] Disheveled L] Fair (] Limited [ Rapid [ Paranoid

L] Poor L] Poor L] None [ Pressured [] Dissociation

] [] ] [] []

Thought Process: Mood: Behavior: Affect:

L] lrrelevant Detail [] Depressed L] Appropriate L] Expansive

[ Disorganized [] Anxious [] Poor Eye Contact [] Evthymic

[ Interropted Thinking [ Irritable (] Distant/Distracted (] Constricted

[J Loose [J Angry [J Hostile [ Blont

[] Ilogical Connections [ Elevated [ Agitated L] Flat

[ ] False Beliefs [] Eothymic [] Overly Accommodating ] Dysphoric

[ [] (] ]

Treatment Interventions:

[] Cognitive Restroctoring [1 Psycoeducation [ Crisis Intervention [ ] Systemic Family Therapy
LIDBT (1 Mindfollness Training [ Positive Psychology [ Play or Art Therapy

L] Anger Management [ Problem Solving Skills [] Homanistic Therapy [ Client-Centered Therapy
[ ] Roleplay [] Solution-Focused (] Traoma Focused CBT [ Existential Therapy

L] Coping Skills [] Stress Management ] EMDR L] Commonication Training
(] Sopportive Reflections [ Building Support L] Attachment Therapy [ Grief Processing
[1Other

Notes From Session:

Next Apt:
Therapist/Provider Signatore  Date
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