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Termination Report 
 
 
Patient ____________________________________________ Fee __________________ 
 
Address ___________________________________________ Phone _______________ 
 
City ________________ State ______ Zip _________ Referral Source ______________ 
 
Therapist _________________________ Supervisor(s) ___________________________ 
 
Date Treatment Began _______________ Terminated _____________ # of hours ______ 
 
Treatment terminated because: 
 
 
 
 
 
 
 
 
With supervision, I am maintaining contact with the patient:   Yes ______   No ______ 
 
Patient is referred back to the Center for follow up:     Yes ______   No ______  
 
Signature _________________________________________ Date __________________ 


