Client Name RMP progress note                                                                                 3/1/15


Agency Name 
Risk Management Plan Progress Notes 
Client Name

Month/year being reviewed:________________      Progress notes are due to the Services Coordinator by the 10th of each month.
	Dynamic Risk / Assessment Recommendations
	Specifically, how was this addressed? 
	What was client name’s progress? 

	1. Lack of cooperation with Supervision
Substance Abuse
A clear and detailed parole plan and behavior support plan is required.  Plans will include services to be provided and what is required of ______.
	
	

	2. Poor problem solving skills/reasoning ability
Poor Judgment
A neuropsychological evaluation will be conducted in order to determine her learning style and how she best processes information.  Skills training tailored to _______’s particular learning style is recommended.
	
	

	3. Easily influenced by others/negative influence
Impulsivity
_______ requires good role models and exposure to people who will not take advantage of her.   She requires close supervision to avoid exploitation from others or relapses to former ways.
	
	

	4.  Sex as a means of relating
________ would benefit from healthy     

            sexuality education as well as   

            relationship training.
	
	

	5.  Stress and anxiety
Loneliness and depression
A comprehensive psychiatric evaluation with a concentration on medication needs will be done as soon as she is released from prison.  A clinical treatment provider who can offer individual therapy will be identified to work with ______ as soon as she is released from prison.
	
	


_______’s staff are trained on her Risk Management Plan that was endorsed by name of agency Risk Management Committee and the NH State Risk Management Committee.  Staff/providers are expected to follow the Risk Management Plan and provide opportunities for learning, positive role modeling and teaching the skills listed above.  This progress note should reflect the activities done to address each dynamic risk factor listed above and indicate specific progress.  It shall be filled out and submitted to client’s agency Coordinator each month.  Progress will be reviewed at each quarterly meeting and the Risk Management Plan will be changed as needed/indicated.  
Clinical Staff Signature/Title:_________________________________________date_______________


