90 Day Review Form
Client Name:  ____________________________________________________________________________
CLIENT’S RESPONSE TO THERAPY

General Progress to Date: 
excellent

 satisfactory


  poor


Appointments:


on time 
   early
               late
                  frequent no shows


Ability to Relate to Therapist:
satisfactory
     responds only to questions     
hostile





mostly silent
     over-productive speech

 other


Resistance:

            none

 low

 fair amount

 very resistant


Compliance with Treatment:
none 

 low

 fair amount
             very compliant


Thought/Behavior Change:     excellent

 satisfactory

 poor


Status of Symptoms:

 improved            
 same


 worsening


New Symptoms:



Current Symptoms:

	 acting out
 anxiety

 delusions/hallucinations

 depression

 destructive tendencies

 drugs/alcohol

 eating problems
	 family conflict
 financial

 hyperactivity

 physical problems

 relationships

 sexual problems

 sleep problems
	 social skill deficiency
 suicidal/homicidal

 work/school problem

 other ______________________

 other ______________________

 other ______________________

 other ______________________


TREATMENT PLAN REVIEW

Master Treatment Plan Amended:
yes 
no
New Target Dates Needed: 
yes 
no

Achievement of Treatment Plan Goals/Objectives:
Goal # ____  Objective # ____  Achieved?   no    partial    yes         

Goal # ____  Objective # ____  Achieved?   no    partial    yes

Goal # ____  Objective # ____  Achieved?   no    partial    yes         

Goal # ____  Objective # ____  Achieved?   no    partial    yes

Goal # ____  Objective # ____  Achieved?   no    partial    yes         

Goal # ____  Objective # ____  Achieved?   no    partial    yes

Continuing Measurable Goals/Objectives:  all or note specific goals/objectives below
Goal # ____  Objective # ____

Goal # ____  Objective # ____
            

Goal # ____  Objective # ____

Goal # ____  Objective # ____



Goal # ____  Objective # ____
            Goal # ____  Objective # ____

New or Revised Measurable Goals/Objectives:

Goal # ____  Objective # ____  details: ________________________________________________________________________

Goal # ____  Objective # ____  details: ________________________________________________________________________

Goal # ____  Objective # ____  details: ________________________________________________________________________
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