CLIENT CONTACT SUMMARY


	Service Date: _____________
	

	Time: _________ am / pm                   End Time: ______ am / pm
	

	
	

	Type of contact :  _ phone  _face to face  _ email  _Collateral Contact
	
	

	Attendance:  _ client   _ mother   _father  _step-mother  _step-father _sibling(s) _ other:

	Specific Location of Session: _ home _ school _community:


	Nature of contact:

 _Assessment _Reassessment

 _Treatment Plan Development/revision , Treatment team meeting with client or guardian in attendance
_ Referral or related activities for needed medical, social, educational, or other services which address identified needs
   to achieve 

_ Goals of the care plan.

_Follow up on referrals and/or monitoring of needed/ongoing services

_Collateral contact directly related to identify the recipient’s needs and care for the purpose of:

          _ Helping the recipient access services

          _ Identifying supports necessary to enable the recipient to obtain services

          _ Providing a case manager with useful input or altering to a change in recipient’s needs.



	Descriptive information on the content of the encounter:    
                   

	Update/outcome of needed services (housing, vocational, medical, social, educational or other community services and supports

To be obtained, if not currently in place).

	Please identify the recipients progress and status of goals on their Treatment plan (including if goals have or have not been

Been achieved and purpose of the current treatment plan). 


	Please note any services in the Treatment Plan the recipient has declined and reason:   _ N/A


	

	

	Next appointment:                                                     Next Treatment Plan evaluation date:




