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Review of Counselling Report
	
	  D E T A I L S   Please print

	
	Claimant Name
[claimant full name]


	
	Claim Number
[claim number]

Date

/
/







DAY

MONTH

YEAR

	
	Case Manager’s Name



	
	Counsellor’s Name



	
	Total Number of  hours counselling completed


Hours Remaining from current allocation



	
	1.
Please give a detailed review of the gains this claimant has made from the counselling so far, relating these to your treatment plan.





	
	2.
What goals have not been achieved?  Please give reasons.



	
	3.
Please describe any major changes in this client’s life since the last report was completed?  

(e.g. Return to work, marital, change of living situation)




	
	4.
If there have been major changes do you wish to renegotiate our agreed rehabilitation plan?  If so, please 
outline.



	
	Continued over

	
	5. If further counselling is needed please state:

(a)
What expectations do you and your client have of counselling outcomes?  

(Please describe what changes the client expects to make in her/his life as a result of the counselling).
(b)
What are the issues and immediate goals for the next stage of counselling?  

(Please specify how these goals relate to the treatment plan and how you and your client will know that they have been attained).
(c)
Estimate how long you think it may take to reach these goals.  Please indicate the number of hours AND the time frame within which you intend to use these.


Number of Hours


End Date

/
/





DAY
MONTH
YEAR

	
	Counsellor’s Signature


Date

/
/







DAY

MONTH

YEAR

	
	Practice Name

  


IF APPLICABLE

	
	Phone Number






AREA CODE
	Fax Number






AREA CODE

	
	6.
Please have your supervisor comment and endorse your work with this client, and (if necessary) the need for more counselling.  

(Failure to do so will invalidate this form).



	
	Supervisor’s Signature


Date

/
/







DAY

MONTH

YEAR

	
	Supervisor’s Name


Professional Affiliation



	
	  C L A I M A N T   D E C L A R A T I O N   Please sign

	
	7.
I agree to the goals and treatment plan outlined in this document.
Claimant’s Signature


Date

/
/







DAY

MONTH

YEAR


Please return this completed form to: [office name], [office postal address]
ACC�090








