Progress Note

	Last Name:
	     
	First Name:
	     


	Type of Service:
	     
	Group Size:  (Limit 6 Youth)
	     


	Date of Service:
	     
	Start Time:
	     
	End Time:
	     
	Total Minutes:
	     


From Comprehensive Individualized Treatment Plan

	Goal #1:       

	 Obj. 1:  
	     

	 Obj. 2:  
	     

	 Obj. 3:  
	     

	 Obj. 4:  
	     


	☐ Develop/Review Treatment Plan  


	Methods used to Address Problems: 

	     



	Progress Made Toward Goals:     None      Minimal       Average       Significant     As Evidence By:   

	     



	Client Response to session:

	     



	New Problems Identified During Session:           No             Yes     If Yes, Describe Below

	     



	Plan for Continued Treatment:

	     



	Family Response to Treatment (when applicable):

	     



______________________________________________________________   ______________________

   Provider Signature/Credentials                                                                                    Date
