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Catholic Charities

Diocese of Springfield in Illinois

Professional Counseling Solutions
(Student Assistance Program)
File Review
Area Office: _____________________ Worker assigned to case: __________________________
Review Date: _________ Case Name: ________________ Case opening date:_______________




         

        Closing date (if applicable)__________
Circle whether the case is:    Closed    or     Open 











 













YES       NO     N/A
1.  Appropriate Consents 







a. Informed consent


 


____     ____



b. Privacy Agreement 
(HIPPA)



____     ____
2.  Parent Referral form + #





____     ____     ____


3.  Teacher Referral form +





____     ____
    ____
4. SAP Assessment (by the session or 30 days)


____     ____
5. Treatment Plan (15 days after Assessment completion) >^
____
  ____

6. Progress notes







____
  ____

7.  Evidence of case supervision (minimum quarterly)

____     ____     ____
8. Relevant Signatures on all above listed forms


____     ____ 


9. Treatment summary (including Aftercare Plans)


____     ____     ____
^ Quality issues in bold






YES
   NO        N/A








TOTAL
____     ____     ____
· Parent signature is not required on Treatment Plan.
^   Child’s signature is required for children 12 and older.
+   Required children under 12. N/A for first 5 sessions for 12 and older.
#   Required for 12 and older after first 5 sessions. 
Comments_______________________________________________________________________

________________________________________________________________________________

Signature of Reviewer: ___________________________________      Date: __________
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