	THERAPY CHART & PROGRESS NOTES
	Week Ending:
	


	Consumer:
	
	Type of Therapy: 
	

	
	Precautions:__________________________
	Billing Type
	Clinic/ CHMS/DDTCS  

	
	DOB:_________________  DOE:__________________
	
	

	Key:
	 N/O
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N/S

C

T/A
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=
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=

=
	Did Not Observe Objective

Consumer Absent

Not Scheduled
Closed Objective

Therapist Absent
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	Frequency:            Criteria:  
	Units
	
	
	
	
	

	Short Term Objectives
	Indicate  with a √   if any portion of therapy was provided in natural environment
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	Date
	Progress Note & Full Signature with Credentials

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	











