Provider: Client:

Address: DOB:

PROGRESS NOTE

Date of Session: Time session started: am/pm Time session Ended: am/pm
L ength of session: 016-37 min 038-52 min O0>53 min OOther
Medicaid CT Telephone only: 099442 - 11-20 Minutes 099443 - 21-30 Minutes

Type of Session: OIn Person OVideo Session  OTelephone Session ~ OOther:

Modality: Olndividual ~ Olntake Assessment O Couples/Family OCrisis OGroup :
Provider Location: O State: OIn Office OIn Provider Home OlIn Client Home O Other:
Client Location: O State Reported by Client: OIn Provider’s Office OIn Client Home OOther:

Collaterals: 0O None 0O Present:

Employment: OFull-time OPart-time ONot Employed Education: 0 N/A O Full-time OPart-time

Medication: ON/A OCompliant ONon-compliant OCorrective Action

Substance Use: ON/A ODenies OAttending groups OContact w/sponsor OLast use:

BRIEF MENTAL STATUS EXAM

Consciousness: O Alert O Clouded 0O Other: Orientation: O x3 O x4 Other:

Mood: OStable ODepressed OManic OAnxious OOther:

Affect: O Unrestricted O Restricted OOther: Thoughts: OGoal directed OOther:
Psychotic sx: ON/A ODenies  OAud Hallue OCommand Halluc OVisual Halluc O Delusions
Suicidal: ONo current safety concerns ODenies  Oldeation OMeans OPlan Olntent OContracted for safety

Homicidal: ONo current safety concerns ODenies  Oldeation OMeans OPlan Olntent OContracted for safety

Diagnosis:
Summary of Service - Client Reports
Summary of Service - Discussion and Plan
O Discussed current events & stressors O Reviewed coping strategies O Continue med mgt O Call as needed

O Discussed trx goals O Other:

Return: OWeekly OBiweekly OAs scheduled OOther: Signature:

O note continued on other side Provider:




