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Completion Report
	
	  D E T A I L S   Please print

	
	Counsellor’s Name



	
	Claimant’s Name
[claimant full name]


	
	Claim Number
[claim number]

Date

/
/







DAY

MONTH

YEAR

	
	Case Manager’s Name



	
	1. 
Date of first counselling session

  /
  /




DAY

   MONTH

YEAR

	
	2. 
Date of final counselling session

  /
  /




DAY

   MONTH

YEAR

	
	3. 
Number of sessions used



	
	4.
Please outline progress made from first to last session:

(a)
Original Goals/Expectations?  

(b)
Whether achieved?  

(c)
If not achieved, reasons why.

(d) Were all allocated sessions used?  
Yes  /  No

(e) If no, why?

Continued over


	
	

	
	5.
Please describe the type of counselling interventions and methodology used.  




	
	  C O U N S E L L O R   D E C L A R A T I O N   Please Sign

	
	I certify that the above information is true and correct.

	
	Counsellor’s Signature


Date

/
/







DAY

MONTH

YEAR

	
	Practice Name

  


IF APPLICABLE

	
	Phone Number






AREA CODE
	Fax Number






AREA CODE

	
	  S U P E R V I S O R   D E C L A R A T I O N   Please Sign

	
	I certify that the above information is true and correct.

	
	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

	
	I agree that the treatment is complete as outlined in this document.
Claimant’s Signature


Date

/
/







DAY

MONTH

YEAR


Please return this completed form to: [office name], [office postal address]
ACC�097









