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TREATMENT FORM

INSTRUCTIONS \

Instructions to evaluator: Please complete this form to assist the Board of Nursing in monitoring this nurse. This nurse is required to
provide you with a copy of the Board of Nursing’s official discipline document that includes why this nurse is being monitored and
those terms. One of the terms is a quarterly evaluation submitted by the substance use disorder or mental health professional. This
nurse will provide you with due dates. This form must be completed by the substance use disorder or mental health professional.
The completed form may be mailed, faxed or emailed to the Board office at the address, email or fax number listed above.

Nurse’s Name License number Today’s Date
Date Treatment Began Number of Sessions Attended Since Last Report
Number of Sessions Missed/Cancelled Since Last Report Reason for Absence (Brief Description)

Current Diagnosis

Current Treatment Recommendations

PLEASE RATE THE PARTICIPANT USING THE SCALE INDICATED BELOW (5=EXCELLENT AND 1=POOR) ‘

Rating Comments
Participation at Sessions 5 4 3 2 1
Problem Solving Ability 5 4 3 2 1
Support Systems 5 4 3 2 1
Compliance with Treatment Plan 5 4 3 2 1
Understanding and Integration of Treatment Plan | 5 4 3 2 1
Progress in Treatment 5 4 3 2 1
Stability in Recovery 5 4 3 2 1
Did the nurse report a relapse? [0 No 0 Yes If yes, when?
Is continued treatment recommended? [1 No 7 Yes
Is attendance at support group required? O No J  Yes If yes, frequency?

Please fill out the Prescription Identification Form if any medications were prescribed, adjusted, or discontinued.

Signature and Credentials of Evaluator

Name and Address of Agency/Institution Phone Number of Agency/Institution




