
470M-17512-C Page 1 or 2 (12/15)

SPEECH THERAPY DAILY NOTE

PT.

MR.#/RM.

DR.

McLaren Flint
FLINT, MICHIGAN 

SPEECH THERAPY DAILY NOTE

Comments:

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

Pain Scale: _____/10    ❏ na

Pain Scale: _____/10    ❏ na

Therapist Signature/Credentials: ___________________________________________________ 

Therapist Signature/Credentials: ___________________________________________________ 

Therapist Signature/Credentials: ___________________________________________________ 

I assessed the need, made the skilled judgement for the treatment provided, participated with the student for the delivery of the service and I was present for the entire 
treatment session on ___________________,    ___________________,   ___________________,
			     Date and Initials                  Date and Initials            Date and Initials

Pain Scale: _____/10    ❏ na

_______________________________________________
Signature/Co-Signature:     Date/Time  

_______________________________________________
Signature/Co-Signature:     Date/Time  

_______________________________________________
Signature/Co-Signature:     Date/Time  



PT.

MR.#/RM.

DR.

McLaren Flint
FLINT, MICHIGAN 

SPEECH THERAPY DAILY NOTE

Comments:

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

	 Date  	 Tx  	 Time

___ /___ /____			 

	 In:________

	Out:________

Timed Codes =

Total Tx Time =

 Medication list updated   No Changes
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Pain Scale: _____/10    ❏ na

Pain Scale: _____/10    ❏ na

Therapist Signature/Credentials: ___________________________________________________ 

Therapist Signature/Credentials: ___________________________________________________ 

Therapist Signature/Credentials: ___________________________________________________ 

I assessed the need, made the skilled judgement for the treatment provided, participated with the student for the delivery of the service and I was present for the entire 
treatment session on ___________________,    ___________________,   ___________________,
			     Date and Initials                  Date and Initials            Date and Initials

Pain Scale: _____/10    ❏ na

_______________________________________________
Signature/Co-Signature:     Date/Time  

_______________________________________________
Signature/Co-Signature:     Date/Time  

_______________________________________________
Signature/Co-Signature:     Date/Time  


