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Community Partners in Care

CBT Session Record

(Fill out one for each patient for each session)

Patient Name: 

Study ID: 

Therapist Name: 

Study ID: 

Patient Participation
Patient attended?
( Yes     ( No

If NO, was patient contacted?
( Yes     ( No

Reason for absence: 



Patient participated:
( Fully
( Partially
( Not at all
Completed homework?
( Yes 
( No
( Not applicable
Module/Session Information
	Type of therapy:
( Individual 
( Group
No of patients attending this session _____


	This session was:   (check one)

	
	Full CBT
	

	
	Thoughts
	Activities
	People
	

	
	1st (
	1st (
	1st (
	

	
	2nd (
	2nd (
	2nd (
	

	
	3rd (
	3rd (
	3rd (
	

	
	4th (
	4th (
	4th (
	


Treatment Progress
PHQ-9 score:
_______

Treatment plan:



Comments: 




Date: ___/___/___


Signature of Therapist
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