Department of Medical Assistance Services / Local Education Agency Services
Occupational Therapy Progress Notes
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	Medicaid/FAMIS #:
	   
	


	
	
	
	
	

	Therapist/Asst. Therapist  Signature & Title

	Therapist/Asst. Therapist Printed Name
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	Supervising Therapist Signature & Title  (as applicable)
	Supervising Therapist Printed Name
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	Supervision Visit                     

	Completion Date:
	     
	

	 FORMCHECKBOX 
 Reviewed Progress
	 FORMCHECKBOX 
 Reviewed Goals
	 FORMCHECKBOX 
 Continue with Plan Of Care

	Status:
	 FORMCHECKBOX 
  Progressing
	 FORMCHECKBOX 
 Not Progressing
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  Maintaining       

	Comments/Recommendations:  
	     

	Supervising Therapist Signature /Title and Date:                               
	

	Therapy Assistant Signature /Title and Date:
	


* Type of Contact:   I = Individual     G =Group
SA = Student Absent    TA = Therapist Absent     SU = Student Unavailable                  TU= Therapist Unavailable   C = Communication w/ parent or professional (not billable)
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