CLIENT CONTACT SUMMARY

	Client: __________________________________
    Medical Card Number: ____________________________

Client Birthdate: __________________                               Insurance Card Number: ___________________________



	Service Date:  ___________  Start Time: ______ am / pm    End Time: _____ am / pm             

	Total minutes:



	Non-Billable Service:                     Start Time: ______ am / pm    End Time: _____ am / pm
	- Non-billable minutes:

	
	= Billable Minutes:



	H2021 Comprehensive Community Support Associate Services


	

	Diagnosis Code:


	
	Authorization Number: 

	Person in Attendance:

	

	Specific Location of Session:
	

	

	Risk: No / Yes and Plan:


	Problem (as stated on Service Plan):  



	Treatment Goal (as stated on Service Plan): 


Goal for Today’s Session:


	Intervention: 



	Response:  



	Next appointment: 

Plan:




_________________________________________________________________________
Provider Signature & Credentials                          NPI #                                            Date

__________________________________________________________________________

Supervisor Signature & Credentials       

 NPI#



  Date

