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	Therapy Progress Report
	

	Client: 
DOB:

C.A.:

Dates of Service:

Responsible Party:

Address:

Phone No.:

Diagnosis:

Initial Evaluation:

Type of Service and Schedule:

Sessions Attended:



	Functional Outcome Goal:

	Semester Goals
	Initial Data
	 Date:
	Ending Data
	  Date:

	1) 
	
	
	
	

	2)
	
	
	
	

	3)
	
	
	
	

	4)
	
	
	
	

	5)
	
	
	
	

	6)
	
	
	
	


Summary:   
Brief Background

Intervention Approach

Level of Participation

Progress Analysis  
Prognosis: 
Recommendations:

Status:   Continue  ________   Type of Service:                           Frequency of Service:                   Projected Duration of Service:
              Discharge ________   Reason:
Supervising Speech-Language Pathologist                           Date                                        Graduate Student Clinician                             Date
 Graduate Education in Speech Pathology accredited by the Council of Academic Accreditation (CAA) of the American Speech-Language-Hearing Association

