CATTARAUGUS COUNTY CHILDREN WITH SPECIAL NEEDS
PRESCHOOL PROGRAM
MONTHLY THERAPY REPORT FORM & DAILY SESSION NOTES
CHILD’S NAME: ​​​​​​​






MONTH/YEAR: 





                                                         (Last)

             (First)

DOB: 



     GENDER:  M  or   F        ICD-9 CODE: ____________________  LOCATION:_______________

SERVICE (circle one):       OT       PT       SLP       SEIT      PSY   Other_____________   FREQUENCY/DURATION (per IEP): 


	Date Circle if Makeup
	Time

In
	Time

Out
	Total Min
	I
	G

# In GR
	PT/OT 1 CPT for each 15 min   

SLP: 1 CPT for each 30 min
	Loc Code: H, D, S
	Room #
	Parent, Teacher, Caregiver SIGNATURE

	     
	
	
	
	
	
	
	     
	
	
	
	                                     
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


LOCATION CODES:  H (Home),   D (Daycare),    S (School) Total 30-min


  Sessions

THERAPIST’S SIGNATURE: __________________________________________________Date: ______________________

THERAPIST’S NAME: ___________________________________ Title: _________ Lic #: ____________NPI# _____________
SUPERVISOR’S SIGNATURE: _______________________________________________Date: ______________________

SUPERVISOR’S NAME: ________________________________ Title: ___________ Lic #: ____________ NPI#____________
I hereby certify the list of services provided on this form are true and accurate for all services performed in compliance with the laws and agreements governing the School Supportive Services Program.  I am aware that deliberate filing of false information may result in criminal penalties.
MONTHLY THERAPY REPORT FORM & DAILY SESSION NOTES

Side 2
	Child’s Name:


	DOB:
	School District:
	Month:
	Service/ICD-9:


LOCATION OF SERVICE: ______________________________________________  ROOM NUMBER: _________________
THERAPIST: ___________________________________ Title: _________ Lic #: __________________ NPI#:____________
SUPERVISOR: __________________________________ Title: _________Lic #: __________________ NPI#_____________
	DATE
	CPT Code(s)
	TIME IN
	TIME OUT
	SESSION NOTES
(Please include credentials and license # with signature)

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________


MONTHLY THERAPY REPORT FORM & DAILY SESSION NOTES

Extra Form
	Child’s Name:


	DOB:
	School District:
	Month:
	Service/ICD-9:


LOCATION OF SERVICE: ___________________________________________________ ROOM NUMBER: _____________
THERAPIST: ___________________________________ Title: _______ Lic #: _______________NPI#:_________________
SUPERVISOR: __________________________________ Title: ______  Lic #: _______________NPI#:_________________

	DATE
	CPT Code(s)
	TIME IN
	TIME OUT
	SESSION NOTES
(Please include credentials and license # with signature)

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________

	
	
	
	
	Therapist Signature:_____________________________________________   Date: ________________
UDO Supervisor Signature:_______________________________________   Date: _________________





Dates and Explanation for Cancelled/Missed Visits:    		




















Check Here If D/C’d    □








