Therapeutic Mentoring Service Note 


	Youth:      
	Record Number:       
	Medicaid Number:       

	Date
	Location
	Type of Activity
	
	Total Time: 

	
	
	Office
	
	Treatment Team Meeting
	
	Type of Contact:

 FORMCHECKBOX 
 face-to-face 

 FORMCHECKBOX 
  phone call 

 FORMCHECKBOX 
  collateral

	
	
	Home
	
	Coordination and Collateral Contacts
	
	

	
	
	School
	
	Skill Building Activities
	
	

	
	
	Community
	
	Linking, Referring for Natural Supports
	
	

	
	
	Other (specify)
	
	Other (specify)
	
	

	
	
	
	
	
	
	
	

	Purpose of Contact/Goals #: 

Description of Intervention/Skill building Activity:
Assessment of Progress Toward Goals: 



	Purpose of Contact/ Goals #:   

Description of Intervention/Skill building Activity: 
Assessment of Progress Toward Goals: 



Signature & Credentials, Degree/Licensure of Staff: _______________________________________
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