DAP Progress Note Template

Patient information

Name: Gender:
Date of Birth: Date of Session:
Clinician: Session:

Service: [ Individual UJ Group UJ Family L] Telehealth | Start/ stop Time:

CPT /1CD-10:

Data

What happened in session.

Client report and presentation:

Observations and scores (PHQ-9, GAD-7, etc.):
Interventions used:

Client response:

Assessment

Your clinical interpretation. Link it to the Data above.

Progress toward goal: [1 Improving [] Stable [] Worsening
Clinical impression and medical necessity:

Suicidal ideation: [1 Denied [ Present:

Self-harm: [ Denied [ Present:

Homicidal ideation: [1 Denied ] Present:

Overall risk: [1 Low [1 Moderate [1 High

Plan
Next steps before the next session.
Next session focus and homework:

Referrals or treatment plan changes:
Next appointment (date, time, format):

Clinician signature and credentials:
Date signed:
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