Time In: ______

Time Out: ______

# of units utilized: ______


DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

Therapeutic Services

CONTACT NOTE
Name of Person Supported:  _____________________________________________________________
Date of Contact:  ____________________________
  Discipline:  ______________________
Goal(s)/interventions addressed during visit, (including any training):  ______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
Objective measurement of individual response to intervention and status in relation to goals addressed:  ___________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

Updated status of any equipment procurement:  _____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
Service Provider’s Signature/Credentials: ____________________________
  Date:____________
Signature of Staff, Family, and/or Person Supported: _________________________  Date:__________
DIDD Contact Note
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