
College Health IPA  Progress Note 

PATIENT NAME: _______________________________________________ ID: __________________ 
 
Date: __________________ Session Number: ____   CPT for billing: __________________ 
 

S Patient’s Subjective Statement: 
 
 
    

O Provider’s Observations: 
 
 
 

A Assessment: 
 
 
 

P Interventions and plan (including referrals, consultations, and homework): 
 
 
 
Additional comments: 
 
 
 
Check any of the following that apply: 
Suicide risk � 
Homicide risk � 
Diminished capacity to conduct activities of daily living � 
 
If any above are checked, describe safety plan initiated: 
 
 
 
 
Clinician’s Signature & Degree ________________________________________Date:______________ 
 


