
Oregon State University

Counseling and Psychological Services

CASE CLOSING FORM 

Date: 




Client Name: 




Therapist Name: 


Date of Assessment:


Date of Last Contact:


Number of Sessions:


ISSUES ADDRESSED IN TREATMENT: 

SUMMARY OF TREATMENT: 

CLINICAL ASSESSMENT AT TIME OF LAST CONTACT: Assessment only.  

	DIAGNOSIS

(DSM-IV)

	(minimum provide Axis I & Axis II)

	Axis I    

	Axis II   

	Axis III   

	Axis IV   

	Axis V    


REASON FOR CASE CLOSURE AND RECOMMENDATIONS: 

Therapist Signature, Degree, and Date: 

[Name of Therapist, Degree]

Form revised 6/28/04

Case Closing
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