	PSYCHOLOGICAL THERAPIES INITIAL ASSESSMENT REPORT




	Patient Name:
	
	Our Ref:
	

	Address:
	

	Date of Injury
	
	Date of Initial   Assessment:
	

	Name of Practitioner:
	

	Professional Registration Number(s):
	


	Detail the presenting issues:

	


	Detail any relevant Past  Medical History:

	


	Is treatment required and if so what are the therapeutic goals:

	


	What is the estimated number of sessions required:

	


	Are there any factors that may delay treatment progress?

	


	Any other observations:

	


	Date of completion:
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