 Therapeutic Mentoring

Weekly Planning Service Note 


	Youth’s Name:      
	Total Planning Time
	Total Document Prep Time:        

	
	Location (home/school/office,etc)
	Type of Activity
	Date Of Meeting:

	
	
	On-Going Assessment and Planning
	Type of Contact:   

	Purpose of Contact/Goals #:  (write entire goal or relevant portion)
Description of Intervention/Skill building Activity: 

Curriculum Progress Assessment - (skill lesson progress and skill mastery)
---------------------------------------------------------------------------------DO NOT TYPE IN THIS SPACE--------------------------------------------------------------------------------

Curriculum Used

Lessons Used/Attempted

Y

N

Completed?  If “no”, reason:

LOM

Title of Curriculum

  # 

Lesson Name

1

2

3

Level of Mastery (LOM) – 1 = low, 2 = medium, 3 = high – assign # for each lesson completed
Narrative Summary/Comments - (related to previous week’s skill lesson progress and level of mastery):


	Follow-up: -  (Issues or concerns that are not directly related curriculum-based skill building assessment and progress”)

.  



Signature & Credentials, Degree/Licensure of Staff: _______________________________________

  Utilization Review _____________.               Next Appointment Date:        /        /          -Time:             ⁭AM  ⁭PM

                                 (Init./Date)

                                           Revised 4/8/2010

