

	Client:  
	Case #:  
	Program:  

	Date of Service:       
	Unit:                   
	SubUnit:         

	Server ID:       
	Service Time:           
	Travel Time:             
	Documentation Time:      

	Person Contacted:      
	Place:      
	Outside Facility:       
	Contact Type:       
	Appointment Type:      

	Billing Type (Language Service  

 Provided In):         
	Intensity Type (Interpreter Utilized): 
     

	Diagnosis At Service:  ICD-10 Code(s):                                                 
	Service:           

	WALK-IN ASSESSMENT PROGRESS NOTE
Current Presentation and Symptoms (orientation, eye contact, appearance, affect, reported mood, appetite, sleep, energy level): 

	     

	

	Presenting Concerns/Reason for Visit (medication refill, medication review, on-going symptoms, new symptoms, psychosocial factors, impairments): 
     
Current or Recent Physical Health Issues (last visit to PCP, new or existing medical conditions):
     
Intervention (Teaching/education/referrals related to assessed/reported concerns such as safety, sleep, diet, weight, smoking cessation, substance use, medical conditions, educating clients on medications and dosing times, etc. Vital signs as needed. Psychoeducation, linkage and referrals):

	     

	Response to Treatment (medication adherence or non-adherence, reported side effects, demonstrated level of understanding, preparation of medications to be dispensed, medication schedules, agreement to plan): 
     
Plan of Care (Medication delivery, pharmacy information, coordination with PCP, continued monitoring of issues such as safety, adherence to medication regimen, substance use, mental health symptoms, next steps):
     
Overall Risk (Based on current service, including mitigating factors, evaluate and determine if the client is at an elevated risk for):
     Danger to Self:      
     Danger to Others:      

	

	
	     

	*Signature/Title/Credential                                              Date
	
	Printed Name/Credential/Server ID#

	* I certify that the service/s shown on this sheet was provided by me personally and the service/s were medically necessary.

	
	
	     

	Co-Signature/Title/Credential                                        Date
	
	Printed Name/Credential/Server ID#
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