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	Therapeutic Mentoring Services Note




	Person’s Name (First, MI, Last):       
	 Record #:      
	 DOB:      

	Organization/Program Name:      

	Contact Type
	 FORMCHECKBOX 
 In-person meeting           FORMCHECKBOX 
 Telephone

	List All Persons Present
	 FORMCHECKBOX 
 Person Present  
 FORMCHECKBOX 
 No Show   FORMCHECKBOX 
 Person Cancelled   FORMCHECKBOX 
 Provider Cancelled  Explanation:        

 FORMCHECKBOX 
 Others Present (identify name(s) and relationship(s) to person):          

	Functioning - Observed or Reported (May include mood, affect, behavior, cognitive functioning, etc.):
     

	New Issue(s) Presented Today:  FORMCHECKBOX 
 None Reported  
       

 FORMCHECKBOX 
 New Issue resolved, no CA Update required    FORMCHECKBOX 
  CA Update Required

	Goal(s)/Objective(s) Addressed as Per (Check appropriate box):  FORMCHECKBOX 
 IAP   FORMCHECKBOX 
 ICP  FORMCHECKBOX 
 BMP  Dated      

	 FORMCHECKBOX 
 Goal          

 FORMCHECKBOX 
 Objective 1    
 FORMCHECKBOX 
 Objective 2    
 FORMCHECKBOX 
 Objective 3    
 FORMCHECKBOX 
 Objective    
	 FORMCHECKBOX 
 Goal       

 FORMCHECKBOX 
 Objective 1    
 FORMCHECKBOX 
 Objective 2    
 FORMCHECKBOX 
 Objective 3    
 FORMCHECKBOX 
 Objective   

	Therapeutic Interventions Provided:

	
	
	Units
	
	
	
	Units

	 FORMCHECKBOX 

	Direct time with Person Served
	     
	
	 FORMCHECKBOX 

	Direct time with providers (includes Team Meeting)
	     

	 FORMCHECKBOX 

	Coaching, supporting, & training
	     
	      
	 FORMCHECKBOX 

	Provide transportation to person
	     

	 FORMCHECKBOX 

	Telephone support for the person served
	     
	
	 FORMCHECKBOX 

	Provide outreach to person
	     

	 FORMCHECKBOX 

	Family contacts
	     
	
	 FORMCHECKBOX 

	Documentation
	     

	 FORMCHECKBOX 

	Collateral contacts
	     
	
	 FORMCHECKBOX 

	Other:       
	     

	 FORMCHECKBOX 

	Skills Specify:      
	     
	
	 FORMCHECKBOX 

	Other:       
	     

	Describe the interventions provided:       


	Person’s Response to Intervention/ Progress Toward Goals and Objectives:        

	Plan / Additional Information (Indicate action plan between sessions):      

	

	Provider – (Print Name/Credential) :
     

	Supervisor - Print Name/Credential (if needed):
     


	Provider Signature:

	Date:

	Supervisor Signature (if needed):

	Date:


	Person’s Signature (Optional, if clinically appropriate):

	Date:

	Next Appointment: 

Date:         /     /         -    Time:             FORMCHECKBOX 
 am      FORMCHECKBOX 
 pm   

	Date of Service
	Provider Number
	Loc. Code
	Prcdr. Code
	Mod 1
	Mod2
	Mod3
	Mod4
	Total Time
	Total Units
	Diagnostic Code
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