Speech-Language Therapy Progress Notes

	Student Name:      
	Medicaid #:       
	Month / Year:      



Short-Term Goals/Objectives (ST G/O)
	1. The student will      

	2. The student will      

	3. The student will      

	4. The student will      

	5. The student will      

	6. The student will      

	7. The student will      

	8. The student will      


Type of Contact

	I =
	Individual session
	SA =
	Student absent

	G =
	Group session
	SU =
	Student unavailable

	C =
	Communication with parent or professional
	TA =
	Therapist absent

	O =
	Other
	TU =
	Therapist unavailable


Treatment Log

	Date
	Type of  Contact
	ST G/O Addressed
	Therapeutic Area(s)
	Student Response to Treatment
(must be measurable)
	Initials

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	


Treatment Log (continued)
	Student Name:      
	Medicaid #:       
	Month / Year:      



	Date
	Type of  Contact
	ST G/O Addressed
	Therapeutic Area(s)
	Student Response to Treatment
(must be measurable)
	Initials

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	

	     
	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
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 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
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 FORMCHECKBOX 
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	 FORMDROPDOWN 

	#     
	 FORMCHECKBOX 
Fluency
 FORMCHECKBOX 
Oral Motor
 FORMCHECKBOX 
Articulation
 FORMCHECKBOX 
Voice 

 FORMCHECKBOX 
Language
 FORMCHECKBOX 
Aural rehab

 FORMCHECKBOX 
APD/CAPD           FORMCHECKBOX 
AAC


 FORMCHECKBOX 
PA/Literacy           FORMCHECKBOX 
Other

 FORMCHECKBOX 
Staff/Caregiver Instruction
	     
	


Status/Concerns:

     
Comments/Recommendations:

     
______________________________

________________________________

_________________

Therapist / Asst. Signature & Title

Printed Name and Title



             Initials

______________________________

________________________________

_________________

Supervising Therapist Signature & Title

Supervising Therapist Printed Name & Title

Initials

