New York City Department of Education Related Services Progress Notes


Student Name: ____________________ OSIS NYCIS #____________Start Date: __________________________
RS Type: OT___ PT____  

       Therapist Name: ______________________________________________
Annual Goals and Objectives:
1._____________________________________________________________________________________________
2._____________________________________________________________________________________________

3._____________________________________________________________________________________________
Treatment Log:

	Date:
	Goal# (s)
	Therapeutic Activity
	Progress Note

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training
□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________ 
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	

	
	
	□ Gross Motor           □ ROM/Stretching  □ Motor Training

□ Balance Training    □ Postural Control  □ Motor Planning

□ Sensory Processing□ Coordination        □ Fine Motor

□ Handwriting           □ Visual Motor       □ Cog./ Perceptual

□ Behavior                 □ Psychosocial        □ Oral/ Feeding

□Self-Care/ADL        □  ___________      □ _____________
	


Code for Contact:  I=Individual   G=Group   A=Student Absent    P=Provider Absent  MU = Make-up
Therapist Signature:___________________________________________________________

