COUNSELING SERVICE REVIEW/CLIENT CONTACT SHEET

Client Name: 

Client I.D.: 



	ACTIVITY CODES:

	Individual Advocacy (Medical) 


MA

Individual Advocacy (Criminal Justice) 

CJA
Individual Advocacy (Other) 


OA
Significant Other Consultation


SOC 

Telephone Counseling 



TC
	In-Person Counseling (Individual)


IPC

Family Counseling 



FC
Group Counseling



GC

	
	Cancellation




CAN

Did Not Attend




DNA

	

	ACTIVITY

CODE

(see list above)
	STAFF NAME
	DATE OF

SERVICE
	DIRECT

SERVICE

HOURS(
(.25 hour increments)
	(( Session

Included

Service

Review

with Client

(( if applies)
	
	(( Service

Review

with

Supervisor

(( if applies)
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