
spectrum | Psychiatry Progress Note 

Client Name: ________________________________________  Date: ____________________ 

Provider Reporting: ____________________________________________________________________ 

Psychiatrist/Nurse: ____________________________________  Phone: ___________________ 

Address: ____________________________________________  Fax: _____________________ 

– Medical Professional Only – 

 

Diagnosis:   Psychiatric Medications: 

1)   > 

2) > 

3) > 

4) > 

5) > 

AIMS COMPLETED? Y/N Results of AIMS:  

 

Changes:_____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Notes:_______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Return Appointment: ___________________________________________________________________ 

________________________________________ _______________________________________ 
Psychiatrist    Date  Agency Nurse    Date 


