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NOTE:  Training for the Client Plans and Progress Notes in the EHR began in October 

2011.  Training will continue throughout the calendar year 2012.  Programs not yet 

trained to use the EHR to document Client Plans and Progress Notes will continue to use 

paper during the transition and will be held to the same documentation timelines and 

standards as outlined in the following descriptions unless noted otherwise. 



PROGRESS NOTES 
 

Rev. 4/8/15            

2014 

 

 

 

WHEN: As needed to document client care at every service contact where a 

progress notes entry is required. 

 

ON WHOM:   All clients with open cases receiving services. 

 

COMPLETED BY: Staff delivering services within scope of practice.  Co-signatures must be 

completed within timelines.   

 Note:  When more than one staff member provides services, one staff 

member may write the progress note for all staff; but the unique 

role/function/contribution of each staff member participating must be 

documented. 

 

MODE OF     

COMPLETION:  Data must be entered into the Electronic Health Record. 

 

REQUIRED     
ELEMENTS: Content of each progress note must support the service claimed.  When 

using a template all prompts must be addressed.   

 

BILLING: After rendering a service, a progress note is to be completed.  Service 

entry shall be completed as a part of the progress noting process.  

Completion and final approval of the service and the progress note by the 

staff is a certification that the documented services were provided 

personally and that the services were medically necessary. Notes not 

completed within 14 calendar days (Service Date is Day 1) must be 

billed with nonbillable service codes, and are subject to recoupment 

if claimed. 

 

NOTE: Every progress note within the EHR must be completed and final 

approved within 14 calendar days (service date is Day 1).  When it is not 

completed and final approved, the note is at risk for deletion by another 

server. Paper forms are only to be completed when the EHR is not 

accessible and the expectation is that the information on those forms is 

entered into the EHR as promptly as possible.  Progress notes are not 

viewed as complete until they are final approved. 

 

 Paper progress notes are completed only when staff have not yet been 

trained in the EHR, or if the system is down.  In these cases, services will 

be entered manually into the EHR.  Paper progress notes will be 

completed by Day Rehab staff, and Medical staff who do not enter into 

the EHR.   

  

  



 

County of San Diego 

Health and Human Services Agency 

Mental Health Services 

 

INDIVIDUAL  PROGRESS NOTE  

HHSA:MHS-925  (11-14-08) 

Client:       

 

Case #:       

 

Program:       

 

 

 
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: 

      

Focus of session  DSM-IV-TR Diagnosis Code(s):                                                  Service:            

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

      

Current Condition (include complaints, symptoms, appearance, cognitive capacity, changes from previous visits, potential for harm, 

precipitators, strengths): 
      
 

Therapeutic Intervention: 
      
 

Response to Treatment: 
      
 

Progress Toward Measurable Goals/Objectives: 
      
 

Plan of Care  (include indicated client plan changes, next steps, referrals given): 
      
 

Other Information: 
      
 
 
 

  
      

*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# 
 
 



 

County of San Diego 

Health and Human Services Agency 

Mental Health Services 

INDIVIDUAL PROGRESS NOTE (OTHER)  

HHSA:MHS-925  (11-14-08) 

Client:       

 

Case #:       

 

Program:       

 

 

 
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: 

      

Focus of session  DSM-IV-TR Diagnosis Code(s):                                                  Service:            

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

      

 
 
 
 
 
 
 

  

*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# 
 

 



County of San Diego 

Health and Human Services Agency 

Mental Health Services 

 

GROUP PROGRESS NOTE 

 HHSA:MHS-684 (11-14-08) 

 

Client:        
 

Case #:        
 

Program:        

 

Client:        Client #:        Program:        

Date of Service:        Unit:                    SubUnit:          # of Clients:          

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

      

Person Contacted:       Place:       Outside Facility:        
Contact Type:  

      
Appointment Type:       

Overview of Group:(Describe the focus of the group and the intended 

outcome – a global description of the group, not individualized for each 

client.  Justify need for Collateral Server)                                                     

Service:            

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

      

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

      
GROUP PROGRESS NOTE 

CLIENT AFFECT/MOOD:        

 

CLIENT APPEARANCE:        

      

LEVEL OF ORIENTATION(person, place, time, day, month, year, current situation):         

 

PRECIPITATORS/RECENT STRESSORS:          : 

  

SAFETY ISSUES:                (include client’s complaints/symptoms/focus of group/interventions): 

  

PARTICIPATION IN GROUP (complaints/symptoms/interventions):         

 

PROGRESS TOWARDS  GOALS/OBJECTIVES:          

  

PLAN:   

  

 

___________________________________________________ 

Signature/Title/Credential                                   Date 

 

___________________________________________________ 

Co-Signature/Title/Credential                                Date 

 

      

Printed Name/Credential/Server ID# 

 

      

Printed Name/Credential/Server ID# 

 



County of San Diego 

Health and Human Services Agency 

Mental Health Services 

 

 MEDICATIONS PROGRESS NOTE 

HHSA:MHS-125 (11-14-08) 

Client:       

 

Case #:       

 

Program:                         Phone:        

Address:        
 

 FOR EACH CHART ENTRY, PLEASE INCLUDE THE FOLLOWING: 
Client:        Case #:        Program:        

Address:       
Phone:        

Date of Service:        Unit:                    SubUnit:          

A.    Vital Signs: (if needed) Blood Pressure          Pulse         Temp          Weight         Girth          Height          

BMI        

Comments:                                                                                          

Has client taken medication as prescribed? Yes No        

Any changes of other medications since last visit? (include over the counter)    NO 

Substance use?  Yes No    If yes, specify substance:        

 

Service:        Service Time:            Travel Time:        
Documentation Time: 
      

Person Contacted:       Place:       
Outside Facility:  
      

Contact Type:        Appointment Type:       

 
                            

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

 
        B.   Algorithm Rating Scales 

Patient Global Self Report (0 - 10) 0=no symptoms, 5=moderate, 10=extreme 

Symptom Severity:        Side Effects:       

Participation in Road Map to Recovery groups Yes No      Number of Sessions Attended:       
 

Clinical Rating Scale:                          QIDS-SR        QIDS-C       

Positive Symptoms (PSRS)       Negative Symptoms (BNSA)        BDSS       

 

CURRENT ALGO:            SCHIZ          MDDNP         MDDP        BPD 

STAGE:       ; WEEKS IN THIS STAGE:      ; 

 

Service:        Service Time:            Travel Time:        
Documentation Time: 
      

Person Contacted:       Place:       
Outside Facility:  
      

Contact Type:        Appointment Type:       

 

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

 
   C.  CLINICIAN INFORMATION   

Use for all clinicians’ rating below:  (0-10; 0=No Symptoms; 5=Medium and 10=Extreme) 

Core Symptoms:        Manic          Depression          Psychosis Positive Symptoms        Negative Symptoms   

Other Symptoms:        Irritability        Mood Lability        Agitated      Anxiety         Level of Interest  

       Appetite         Energy Level          Insomnia         Impulse Control      Interpersonal Relationships 

       Sexual Functioning   Side Effects       
 
CURRENT POTENTIAL FOR HARM:            Homicidal?  Yes      No  Suicidal?   Yes No  

Comments:        

 



County of San Diego 

Health and Human Services Agency 

Mental Health Services 

 

 MEDICATIONS PROGRESS NOTE 

HHSA:MHS-125 (11-14-08) 

Client:       

 

Case #:       

 

Program:                         Phone:        

Address:        
 

SYMPTOMATIC RESPONSE TO MEDICATION: Full Remission  Partial     No Change   Worsening  
  

If medication type or dose is being changed at this visit, indicate reasons for change. 

** Critical Decision Points Indicates Change     Diagnosis Change     Insufficient Improvements    Client Preference   

    Side Effects Intolerable    Symptoms Worsening      Other (specify)        
 

Comments:       
 

 
D. MENTAL STATUS EXAM: 

Note: A narrative mental status exam  may be done on a progress note, in lieu of above. 
 

DSM IV-TR DIAGNOSIS:       .      ;       .      ;       .      ;       .      ; GAF:       

         
E. Psychotherapeutic interventions:  Return visit, discharge planning. 

      
 
F. Plan/Order/SNP: Psychotherapeutic Interventions:  Return visit, discharge planning.  Medication Levels. Lab Work.  

      
 

Service:        Service Time:            Travel Time:        Documentation Time:       

Person Contacted:       Place:       
Outside Facility:  
      

Contact Type:  
      

Appointment Type:       

 
 
                                  

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

Comments:        

                              
Signature /Title   Printed Name/Title/Credential    Date             

 

Level of 
Consciousness: 

Alert Lethargic Stuporous 

Orientation: Person Place 
Time   Day     Month      
Year 

Current Situation  All Normal  

Appearance: Clean Disheveled 
 

Malodorous 
Well-Nourished Malnourished 

Obesity 
 Reddened Eyes 

Speech: 
Normal Slurred Loud Pressured Slow Mute 

Thought Process: Coherent Tangential Circumstantial Incoherent Loose Association 

Thought Content 
Auditory 

Hallucinations 
Visual 

Hallucinations 
Delusions Ideas of Reference Paranoia 

Behavior: 
Cooperative Evasive Uncooperative Threatening Agitated Combative 

Affect: Appropriate Blunted Flat Restricted Labile Other 

Intellect: Normal 
Below 

Normal 
Paucity of 

Knowledge 
Vocabulary Poor Poor Abstraction 

 
Uncooperative 

Mood: Euthymic Elevated Euphoric Depressed Anxious Irritable 

Memory: 
Normal 

 Poor Recent  Poor Remote  Inability to Concentrate  Confabulation Amnesia 

Insight 
Normal 

Adequate Marginal Poor 

Judgment:  Normal Poor Unrealistic 
Unmotivated 

Uncertain 

Motor:  Normal Decreased Agitated Tremors Tics 
Repetitive 

Motions 

Psycho-
Motor 
Retardation 

Global AIMS: 0 1 2 3 4 



County of San Diego 

Health and Human Services Agency 

Behavioral Health Services 
 

DAY PROGRAM  – WEEKLY SUMMARY NOTE 

Revised (09-01-14) 

  

 

 

Youth Name:         Case #:       Program:         

Service Code: 
 

DRF 
 
 

Unit:       
 

WEEKLY SUMMARY 

DSM-IV-TR Diagnosis Code(s): 
      

ICD-9-CM Billing Code(s): 
      

SubUnit:       
 

Location of Services: All services were offered on site, unless otherwise specified. 

Service 
Components 

Monday 
Date:       

Tuesday 
Date:       

Wednesday 
Date:       

Thursday 
Date:       

Friday 
Date:       

Individual Therapy      

Family Therapy      

Group Therapy      

Therapeutic Milieu      

Community 
Meeting 

     

Attendance Time 
Hrs:  
      

Min:   
    

Hrs:   
             

Min:   
    

Hrs:   
             

Min:    
   

Hrs:   
             

Min:   
    

Hrs:  
              

Min:    
   

Absences  Unavoidable  Unavoidable  Unavoidable  Unavoidable  Unavoidable 

Reason for 
Absence 

                              

Absence Time Out 
and Time In 

Time 
out: 
      

Time in: 
      

Time 
out: 
      

Time in: 
      

Time 
out: 
      

Time in: 
      

Time 
out: 
      

Time in: 
      

Time 
out: 
      

Time 
in: 
      

Youth has been present for at least 50% of the hours of the scheduled hours of the day.  Yes    No   Explain:       

OVERALL PROGRESS TOWARDS GOALS AND OBJECTIVES 

Significant Weekly Information:       

Goal #1:       

Interventions and Progress Towards Client Plan Goal:       

 

Goal #2:       

Interventions and Progress Towards Client Plan Goal:       

      

Family Therapy:       

Summary of Other Interventions:       

Summary of Treatment Team Review (Medication Changes, Progress/Strengths, Concerns, etc.):       

Has a pattern of absences emerged? Yes    No            If so, what actions have been taken to mitigate?       

        

Signature/Credential                                           Date 
 

Printed Name/Credential/Server ID# 
      

Co-Signature/Credential                                     Date 

 

Printed Name/Credential/Server ID# 
 
 
 

 


