CLIENT CONTACT SUMMARY FOR GROUP THERAPY

Client____________________________ Medical Card Number ____________________

Service Date: _______________  Start Time: _______ End Time: _______  Total Units: ____

Type of Contact: ___ Group Therapy    90853                               Service Type: ____ Therapy     

In Attendance___________________________________________________________

Location of Session (be specific): ____________________________________________

Risk: No or Yes & Plan:____________________________________________________

Problem (as stated on Service Plan): ____________________________________________

Goal for this group is:  Group members will work on _________________________________________________________________________________________  This child will learn the identified skills and have an opportunity to practice them during the session.
Group Objectives with individual objectives for this client circled.      Progress is scored from 1-10.

___ Active listening skills



___ manners

___ being a good sport



___ Non-verbal communication

___ Body/ body language



___ Recognizing social cues

___ calling others by name


___ Remaining on current topic

___ Expressing emotions



___ Nurturing/comforting skills

___ eye contact




___ Self monitoring

___ Following directions



___ Sharing

___ Greetings




___ Turn taking

___ How to deal with other’s feelings

___ Verbal-physical boundaries

___ Interrupting others



___ Volume control

___ Respectful communication                                     ___ Asserting self

Observations of clinical data ___________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Therapist Interventions________________________________________________________

________________________________________________________________________________________________________________________________________________

Response / Progress of Client ___________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Risk: Yes or No and Plan ______________________________________________________

Next Appointment _____________________   Plan For Next Session  ____________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

If additional space is needed, please use back side

___________________________________                      ________________________________
Provider Signature & Credentials            Date


Supervisor Signature & Credentials  Date
