
	Therapeutic Mentoring Service Note
	Pa

	Youth Name:
	 
	Date:
	
	Type of Contact (check one)

 FORMCHECKBOX 
  face-to-face     FORMCHECKBOX 
  phone contact    FORMCHECKBOX 
  collateral

	Medicaid #:
	
	Record #: 
	
	Location of Service (check one)

 FORMCHECKBOX 
  Community   FORMCHECKBOX 
  School   FORMCHECKBOX 
  Office   FORMCHECKBOX 
  Home  

 FORMCHECKBOX 
  Other:_______________

	List of skill- building

interventions
	
	Complete the information below.  Be certain to reference at least one

skill-building intervention (from left) in each entry

	
	Purpose of Contact/Goal #: 

	* Socialization Skills

* Daily living skills

* Problem- Solving Skills

* Conflict- Resolution Skills 

* Anger Management Skills


	Description of Intervention/Skill Building Activity:



	* Behavior Management Skills
	Assessment of Progress Towards Goals:

	* Self-Management Skills
	Purpose of Contact/Goal #:

	
	Description of Intervention/Skill Building Activity:

	
	Assessment of Progress Towards Goals:

	Total Duration:__________________Minutes
	

	Signature and Title/Credentials of Staff:___________________________________________________________



