THE CHILDREN’S PSYCHOLOGICAL HEALTH CENTER, INC.  2105 Divisadero Street, San Francisco, California 94115

Gilbert Kliman, MD, Medical Director    phone  415 292-7119     fax 415 749-2802     www.cphc-sf.org
MONTHLY STATUS REPORT AND STATISTICAL TRACKING OF REFLECTIVE NETWORK THERAPY
Standardized Report to CPHC Board of Directors

	Cornerstone Service (Name)

	Location
	Date

	
	
	

	Reporter
	Position
	Signature

	
	
	


BASIC STATISTICS REGARDING CHILDREN BEING SERVED

Instructions
ID:  Code each child’s initials as follows: change each initial to the next letter in the alphabet. 

Examples:  Amy Brown’s initials are AB. Coded initials for AB are BC.   Juan Lopez’ initials are JL. Coded initials for JL are KM.

Diagnosis:  List all that apply.            


x/week : Frequency of  in-classroom treatment sessions per week.                    

Start Date:  Date treatment began, mo/day/year   

Discharge Date:  mo/day/year                                                                                  

Reason for discharge:  Describe current status, e.g. successful transition into a public school, dropped out, /other

	#
	ID 
	Diagnosis                                 
	Start 

Date
	x/week
	Discharge Date
	Reason for discharge

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	

	7
	
	
	
	
	
	

	8
	
	
	
	
	
	

	9
	
	
	
	
	
	

	10
	
	
	
	
	
	

	11
	
	
	
	
	
	

	12
	
	
	
	
	
	


Total # currently being served 
______   

Number of school days this month 
______ 
 
Average daily census 


______ 

Number of new patients this month  
______     

Number discharged this month  
______

Number of children per class  

______


Number of Cornerstone classes 
 ______    

PARENT GUIDANCE
Number of Parents who participated in Guidance sessions this month 


____________
Number of Parent Guidance Sessions conducted by in-classroom Therapist 

____________
Number of Parent Guidance Sessions conducted by Teacher(s)



____________
Number of Parent Guidance Sessions conducted by other person*


____________


* Identify other person by title/position ___________________________________
CURRENT STAFFING
	#
	Therapists

(Name/credentials)
	Credentialed Teachers
	Teachers’ Aides
	Currently working with what # of children

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	


Number of teachers per classroom _________
Number of teacher aides per classroom _________
Treatment is supervised by ________________________________________________________________.

COMMENTS 
QUARTERLY REPORTING ON INITIAL AND FOLLOW UP TESTING  
1. Please submit a quarterly report separately charting all of the following for each child for whom testing has been done: WPPSI-R, CGAS, and CARS.
2. If no testing has yet been conducted for a particular child or for a group of children, please note the status of efforts to have testing done.
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