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	PROGRESS  NOTE
Client Name:                                                                           Date of Visit:                 	           Page 1 of 1      
Length of Visit: (in decimals, 15 min intervals) ______________________
[bookmark: _GoBack]Therapist’s Name and Diagnosis:  ____________________________________________
How to Reach Therapist: ___________________________________________________ 
Next Visit Planned: ______________

Summary of Visit and Homework:





THERAPY IN YOUR HOME – OT, PT, ST
   OUT PATIENT OCCUPATIONAL, PHYSICAL, AND SPEECH THERAPY
147 Vista Del Monte, Los Gatos, CA 95030    Phone (408) 358-0201   Fax (877) 334-0714
        www.TherapyInYourHome.net       Office@TherapyInYourHome.net
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