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Windstone Behavioral Health

 Progress Note Psychotherapy                      Practitioner’s Name and Licensure: ____________________________
  Licensed Psychologist/LCSW/MFT                                      Address: _______________________________________________________

                                                                                         City: ___________________________State: _______ Zip Code: __________
                                                                                         Phone #: ________________________ Fax #: _________________________
PATIENT’S NAME: _______________________________________________________   Date of Service: _____________________
Date of Birth: ____________________ Start Time: ________________ Stop Time: _____________ CPT Code: ________________ 
Medical Group/ IPA: ____________________________ If seen in Patient’s home give address: ____________________________
Type of Therapy provided:  ____________________________________________________________________________________
Patient’s Chief Complaint: _____________________________________________________________________________________   

Presenting Problem (Include the History of present illness): Indicate the frequency, severity, and duration of symptoms and be specific.  Please address if patient has any High Risk Factors such as SI/HI or GD.                                       FORMCHECKBOX 
 Denies Suicidal Ideation     FORMCHECKBOX 
 Denies Homicidal Ideation
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

__________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Changes in Medical history:  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes (if yes please list changes) __________ ____________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
Current Medication: __________________________________________________________________________________________

___________________________________________________________________________________________________________

Current Mental Status Exam:                                                    Check all that apply: 
	Appearance:
	 FORMCHECKBOX 
  Well Groomed
	 FORMCHECKBOX 
 Groomed
	  FORMCHECKBOX 
 Unkept
	  FORMCHECKBOX 
 Very Poor

	Demeanor:
	 FORMCHECKBOX 
 Cooperative
	 FORMCHECKBOX 
 Guarded
	  FORMCHECKBOX 
  Withdrawn
	 _____________________

	Posture:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Limp
	  FORMCHECKBOX 
 Rigid
	 _____________________

	Movement & Behavior:
	 FORMCHECKBOX 
 Alert
	 FORMCHECKBOX 
 Slowed
	  FORMCHECKBOX 
 Agitated
	  FORMCHECKBOX 
 Aggressive

	Mood:
	 FORMCHECKBOX 
 Euthymic
	 FORMCHECKBOX 
 Depressed
	  FORMCHECKBOX 
 Elated
	  FORMCHECKBOX 
 Dysphoric

	Affect:
	 FORMCHECKBOX 
 Appropriate
	 FORMCHECKBOX 
 Flat
	  FORMCHECKBOX 
 Labile
	  FORMCHECKBOX 
 Confused

	Speech:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Slow
	  FORMCHECKBOX 
 Rapid
	  FORMCHECKBOX 
 Pressured

	Thought Content:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Paranoid
	  FORMCHECKBOX 
 Grandiose
	______________________

	Perception:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 A/H
	  FORMCHECKBOX 
 V/H
	 FORMCHECKBOX 
Tactile

	Thought Process:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Circumstantial
	  FORMCHECKBOX 
 Loose Association
	 _____________________

	Orientation:
	 FORMCHECKBOX 
 Person
	 FORMCHECKBOX 
 Place
	  FORMCHECKBOX 
 Time
	  FORMCHECKBOX 
 Purpose

	Cognition:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Impaired
	  FORMCHECKBOX 
 Disorganized
	 ______________________

	Insight:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Fair
	  FORMCHECKBOX 
 Poor
	 ______________________

	Judgment:
	 FORMCHECKBOX 
 Normal 
	 FORMCHECKBOX 
 Fair
	  FORMCHECKBOX 
 Impaired
	  FORMCHECKBOX 
 Questionable
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Windstone Behavioral Health
 Progress note Psychotherapy
Licensed Psychologist/LCSW/MFT                               Practitioner’s Name and Licensure: ______________________________
Patient’s Name: ___________________________________Date of Birth: _______________ Date of Service: ________________
Patient’s compliance since last session:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (if no please explain) __________________________________________

___________________________________________________________________________________________________________
Diagnosis: 
           Axis I:  Numeric Code: ____________________ Disorder: _____________________________________________________
          Axis I:  Numeric Code: ____________________ Disorder: _____________________________________________________
Change in Diagnosis (Axis 1) from prior visit:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Axis II:  Numeric Code: ____________________ Disorder: _________________________________________________________
Axis III Disorder only: ________________________________________________________________________________________
Axis IV check all that apply:   FORMCHECKBOX 
 Access to health Care      FORMCHECKBOX 
 Housing    FORMCHECKBOX 
Primary Support Group     FORMCHECKBOX 
Economic      FORMCHECKBOX 
Education                  FORMCHECKBOX 
Occupational             FORMCHECKBOX 
Social Environment           FORMCHECKBOX 
other psychosocial or Environmental             FORMCHECKBOX 
Legal system/ Crime
Axis V: current GAF: __________ Prior Visit: ____________     Anticipated treatment duration: __________Wks/ Months/Years

Treatment Plan and long term goals: ___________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Patient’s Response to Treatment:                     FORMCHECKBOX 
 Good                       FORMCHECKBOX 
 Fair                              FORMCHECKBOX 
 Poor
Patient’s Prognosis:                                           FORMCHECKBOX 
 Good                        FORMCHECKBOX 
 Fair                              FORMCHECKBOX 
 Poor
Requested Mode of Treatment: (only complete after 5th session and requesting additional care or when required for authorization)
             FORMCHECKBOX 
  (90804) Individual therapy (25-30 Minutes)                                   # Sessions Requested _________ Frequency __________

             FORMCHECKBOX 
  (90806) Individual Psychotherapy (45-50 Minutes)                       # Sessions Requested _________ Frequency __________      

             FORMCHECKBOX 
  (90847) Family Therapy                                                                # Sessions Requested _________ Frequency __________

             FORMCHECKBOX 
  (90853) Group Therapy                                                                # Sessions Requested _________ Frequency __________

             FORMCHECKBOX 
  Other: _______________________________________             # Sessions Requested _________ Frequency __________ 

Next appointment: ________________________       FORMCHECKBOX 
Days/         FORMCHECKBOX 
 Weeks/           FORMCHECKBOX 
Months
Patient has signed release of information to PCP and this form may be forwarded to PCP?       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No                  Practitioner’s initials: ___________
PCP Name: _______________________________________________________________ PCP Fax #: __________________________________
Practitioner’s Signature: _____________________________________________________________   Date: ___________________
Please Fax this form to (714) 384-3875
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