Community Mental Health for Central Michigan
CLS PROGRESS NOTE
     
	 Consumer Name:
	     
	Date of Service:
	     
	Consumer ID:
	     



	 Staff Name (please print):
	     
	Provider:
	     



	START TIME:
	START TIME:
	START TIME:
	START TIME:

	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM

	END TIME:
	END TIME:
	END TIME:
	END TIME:

	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM


	Staff to Consumer Ratio:
	Staff to Consumer Ratio:
	Staff to Consumer Ratio:
	Staff to Consumer Ratio:

	1:1
	1:2
	1:3
	1:1
	1:2
	1:3
	1:1
	1:2
	1:3
	2:1
	Dedicated staffing only as approved by BTC (Ensure both staff sign below)

	1:4
	1:5
	1:6+
	1:4
	1:5
	1:6+
	1:4
	1:5
	1:6+
	
	

		[bookmark: Text1]Location:     
	[bookmark: Text2]Location:     
	[bookmark: Text3]Location:     
	[bookmark: Text4]Location:     




	

	Please provide a narrative on what occurred with this consumer (so if an outsider were reading this, they would be able to reconstruct your shift). If additional space is needed, please use the back of this progress note.

	[bookmark: Text13]



















	Number of Miles
	Location/Purpose

	[bookmark: Text5]     
	[bookmark: Text6]     

	[bookmark: Text7]     
	[bookmark: Text8]     



[bookmark: Text9][bookmark: Text10]                                                                                                                                   
	Staff Signature/Credentials
	
	Date


[bookmark: Text11][bookmark: Text12]                                                                                                 
	*Staff Signature/Credentials
	
	Date


                            
                              *Second staff signature only required when 2:1 staffing is provided as
                                         approved by BTC and indicated in the checkbox above.

[bookmark: Text19][bookmark: _GoBack][bookmark: Text20]    If CLS was provided during a MEDICAL APPOINTMENT: START TIME       am/pm END TIME       am/pm
    (includes Doctor, Psychiatrist, Dentist, Optometrist, OT, PT, Speech Therapy, Medical Specialist)

	If Adult Home Help (AHH) was provided, please include the start and stop time OR total AHH hours for the day:


	   START TIME:
	START TIME:

	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	
	TOTAL HOURS:
	     

	END TIME:
	END TIME:

	     
	☐AM  ☐ PM
	     
	☐AM  ☐ PM
	



CMHCM-736 (Revised 9/26/2023)
