Team Meeting Documentation Form

	Client Name:
	     
	KDOC Number:
	     

	
	(Current Legal First Name/MI/Last Name)
	Date of Team Mtg.
	KDOC Assigned

	
	
	
	


Provider:

	Primary Provider:
	     
	
	Date of Admission:
	     

	
	(2003 SB 123 Provider)

	Check Service(s) Receiving
Rate Level of Participation

	 FORMCHECKBOX 

Intermediate Residential

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Intensive Out-Patient

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Out-Patient

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Reintegration

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Relapse Prevention

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement



	

	Please comment regarding any rating of “Needs Improvement”:

     

	

	Positive Recovery Events to Report:

     

	

	Negative Recovery Events to Report:

     

	

	

	Comments of special consideration:

     


Supervising Community Corrections Agency:

	ISO:
	     
	
	
	

	
	
	
	

	Supervision Level
Rate Level of Performance relative to Supervision Conditions

	 FORMCHECKBOX 

Level I

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Level II

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Level III

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement

 FORMCHECKBOX 

Level IV

-

 FORMCHECKBOX 
  Very Satisfactory
 FORMCHECKBOX 
  Satisfactory
 FORMCHECKBOX 
  Needs Improvement



	

	Please comment regarding any rating of “Needs Improvement”:

     

	

	Positive Events to Report:

     

	

	Negative Events to Report:

     

	

	Comments of special consideration:

     


The SUPERVISING COMMUNITY CORRECTIONS AGENCY and THE PROVIDER AGREE that the date of Next Team Meeting for this Client:         
	Client Signature:


	Date:
	Phone #


	Distribution:

*One copy to Comm. Corr. for inclusion in offender file

*One copy to Tx provider for inclusion in client file

	Authorized Treatment Provider Signature:


	Date:
	Phone #

Fax #
	

	Community Corrections ISO Signature:


	Date:
	Phone #

Fax#
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