{Agency Name}
Independent Living Progress Note
Individual Name:_______________________________________
Funding Source:

 FORMCHECKBOX 
 State General Fund- Residential


 FORMCHECKBOX 
 Medicaid Waiver


	Date: 
	Start Time: 
	End Time: 
	Total Time: 

	NARRATIVE

	Include description of activity, staff assistance/prompting needed, & client reaction/response:

	 FORMCHECKBOX 
 Meal Planning/Prep 

	 FORMCHECKBOX 
 Household Care 

	 FORMCHECKBOX 
Money Management

	 FORMCHECKBOX 
 Medication

	 FORMCHECKBOX 
 Medical Appointments/Therapy Plan Implementation  

	 FORMCHECKBOX 
 Community Outing

	 FORMCHECKBOX 
 Outcome/Action Plan Implementation

	Other comments – what stood out today, what person liked/disliked today, visitors, behavioral or health related issues, unusual events, etc.:

	

	Initial if Outcome Tracking sheets have been completed: 

	Staff Signature & Title: 


Prompting Legend:      I = Independent,     G = Gestures,     V = Verbal,     M = Modeling,     P = Physical,    H = Hand over Hand,     T = Total Assistance Required,      R = Refusal

Reviewed by: 

Review Date: 



Service Coordinator Signature

DDSD sample form for 

Independent Living

