
Introduction 

An estimated 896,000 children across the country were victims of abuse 
or neglect in 2002 (U.S. Department of Health and Human Services 2004). That 
is almost 1 in every 100 Americans. These numbers imply that most mental 
health professionals have seen several abused children throughout the course of 
their practice. Psychologists, counselors and social workers are in unique 
positions to observe and interact with children and elders. They are often pivotal 
in noticing changes in clients that may indicate abuse or neglect. A client may 
also disclose such abuse. 

Professionals working with children under the age of 18 are considered 
mandated reporters. Simply put, being a mandated reporter means that an 
individual is required to report suspected cases of abuse to their local Child 
Protective Services (CPS) agency. All states have passed some form of 
mandatory child abuse and neglect reporting law in order to qualify for funding 
under the Child Abuse Prevention and Treatment Act (CAPTA). In addition to 
child abuse reporting laws, many states also have laws pertaining to mandatory 
reporting of elder abuse. The laws apply to mental health providers working in 
private practice and institutional settings. 

Mandated reporters make more than half of the reports that CPS receives 
in a given year. In 2005, school-related reporters made about 15% of reports to 
CPS (the largest single source of non-law enforcement related reports). Social 
services workers, including social workers, psychologists and other mental health 
professionals followed closely behind, making 10% of all such reports (US 
Department of Health and Human Services, 2005). 

While it is clear that child abuse cases are identified in large part due to 
mandated reporting laws, the mandated reporting system does have a number of 
criticisms. The primary criticisms are underreporting, overreporting, 
discrimination and violation of confidentiality. 

Many mental health professionals vary in their understanding and opinions 
of mandated reporting laws. Research is unclear, with some studies identifying a 
tendency to underreport, and other studies showing a tendency to overreport. 
For example, Kalichman and Brosig (1993) found a tendency to err on the side of 
overreporting as did Renninger et al. (2002). Renninger et al. (2002) conducted a 
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survey of licensed psychologists. Although they had knowledge of reporting laws, 
their performance on a knowledge measure suggested information deficits and a 
tendency to overreport suspected abuse. Legal considerations were the 
strongest factor that encouraged reporting. Opinions of the mandatory reporting 
laws were generally favorable, with some concerns about child protection 
systems and the impact of reporting on the therapeutic alliance. Other 
researchers have found that mandated reporters underreport suspected child 
abuse. Delaronde, King, Bendel & Reece (2000), for example, administered a 
self-report questionnaire to 382 social workers, pediatricians, and physician 
assistants in Connecticut and Massachusetts. Their findings showed that more 
than half of these clinicians failed to report cases of suspected abuse and 
maltreatment. There are consequences to both the overreporting and 
underreporting of abuse. 

In addition to concerns with overreporting and underreporting, mandated 
reporters often lack certainty of when to report suspected maltreatment. While 
they can certainly identify overt abuse, such as physical or sexual abuse, other 
forms of abuse are harder to identify. Neglect, for instance, is often harder to 
identify and more complex (Alvarez, Kenny, Donohue & Carpin, 2004). 

Another concern with mandated reporting laws involves concerns about 
reporting and discrimination. The question here concerns whether race is a risk 
factor for certain types of abuse. The US Department of Health and Human 
Services releases incidence studies of child maltreatment. Prior to the fourth 
national incidence study (2010), researchers found that child maltreatment did 
not discriminate by race; the 2010 report, however, found race differences in 
maltreatment rates, with Black children experiencing maltreatment at higher rates 
than White children in several categories. While there are several reasons that 
these results could be the case, such as the disparity in income or 
socioeconomic status, there may also be a reporting bias (Lau, Krase & Morse, 
2009).  

Once a mandated reporter files a report of suspected abuse, the family 
often become eligible to receive a variety  of  services  that  will  improve  the  family’s  
ability to care for the child or elder. These services may include parenting 
classes, counseling, treatment for substance abuse, medical services and anger 
management classes.  

This training will provide an overview of issues related to mandated 
reporting and support the mental health professional in fulfilling this important 
role.  



- Describe their role as a mandated reporter
- Discuss ethical standards pertaining to confidentiality
- Discuss  the  concept  of  a  “good  faith”  report
- Define child abuse including characteristics that may lead the

practitioner to believe that a child is being abused
- Discuss making a report
- Describe the stages of the investigatory process

Ethical Standards Pertaining to Confidentiality 

Reporting suspected child abuse brings with it some weighty issues. 
Psychologists, social workers and counselors all have ethical guidelines that 
highlight as a key standard that of confidentiality. The APA ethical code, for 
example, states: 

Psychologists have a primary obligation and take reasonable 
precautions to protect confidential information obtained through or 
stored in any medium, recognizing that the extent and limits of 
confidentiality may be regulated by law or established by 
institutional rules or professional or scientific relationship (4.01 
Maintaining Confidentiality).  

Although the need to maintain client confidentiality is an important 
standard, no client can be given the guarantee of complete confidentiality. 
Although child abuse will be defined in more detail in the next section of this text, 
this is clearly an area in which other ethical standards merit consideration. In 
discussing this issue Braebeck (as quoted in Ethics Rounds, 2002) states that 
the principles of nonmaleficence (avoid harm) and beneficence (ensure people's 
well-being) require that psychologists break confidentiality when a client's actions 
pose potential harm to self or others that is, that "Psychologists disclose 
confidential information without the consent...to protect the patient or client or 
others from harm" (Standard 5.05 [a]). Psychologists must be aware of state 
mandated limits and inform their clients of the exceptions to confidentiality 
(Standard 5.02).  

Similarly Lau, Krause and Morse (2009) discuss the role of the social 
worker as a mandated reporter. These authors state that the profession of social 
work encompasses many different professional roles, and that the primary 
mission of  social  work  is  to  “enhance  human  well-being and help meet the needs 
of  all  people  who  are  vulnerable  or  oppressed.”  In  this  role,  social  workers  assist  
families where there are serious domestic consequences, which may involve 
child maltreatment. These authors acknowledge the difficult role of the social 
worker as a mandated reporter, stating that when making a report of suspected 
abuse  “using  their  professional  judgment,  social  workers  must  act  by  limiting  the  
client’s  right  to  self-determination when client actions or potential actions pose a  

Objectives
 After finishing this course, the participant will be able to: 



serious,  foreseeable  and  imminent  risk  to  themselves  or  others.”  (Lau,  Krause  &  
Morse, 2009, p. 17). 

There has been some discussion as to whether mandated reporting laws 
hinder confidentiality (Kalichman, 1993, Locke, 1995). For that reason some 
professionals are reluctant to report suspicions of child abuse. Koocher suggests 
that when faced with the issue of disclosing suspected abuse, one must be fully 
aware of the legal requirements but then also consider what the client wants from 
the  therapist.  He  states:  “Most likely, the client wants to process the long-
concealed distress and address myriad emotions, including anger, shame, 
sadness, guilt and a host of other issues commonly experienced by victims of 
sexual abuse. The client wants and needs to do this in a supportive, safe and 
reassuring context in order to regain a sense of control and mastery over the 
frightening events  of  the  past  that  radiate  into  her  present.”  Although  
professionals are mandated to report abuse, the clinical aspects also need 
careful consideration. 

Defining Child Abuse 

Child  abuse  or  neglect  is  defined  as  “any  recent  act  or  failure  to  act  
resulting in imminent risk of serious harm, death, serious physical or emotional 
harm, sexual abuse, or exploitation of a child (usually a person under the age of 
18, but a younger age may be specified in cases not involving sexual abuse) by a 
parent  or  caretaker  who  is  responsible  for  the  child's  welfare”  (Smith,  2007).  
Although child abuse is divided into the categories of physical abuse, neglect, 
sexual abuse, and emotional abuse, it is important to note that child abuse is 
more typically found in combination than alone. A physically abused child, for 
example, is often emotionally abused as well, and a sexually abused child also 
may be neglected. In many states, the definition of child abuse also includes acts 
or circumstances that threaten the child with harm or create a substantial risk of 
harm  to  the  child’s  health  or  welfare.  For  instance,  a  parent  who allows a child to 
be  exposed  to  a  known  sex  offender  (i.e.,  if  this  person  is  the  mother’s  
boyfriend), may be seen as liable for child abuse even if the offender does not 
harm the child.  

The National Center on Child Abuse and Neglect defines child physical 
abuse as: "The physical injury or maltreatment of a child under the age of 
eighteen by a person who is responsible for the child's welfare under 
circumstances which indicate that the child's health or welfare is harmed or 
threatened.”  The  parent  or  caretaker need not have intended to hurt the child for 
it to constitute physical abuse. Examples of physical abuse include: beating with 
a belt, shoe, or other object; burning a child with matches or cigarettes; hitting a 
child; shaking, shoving, or slapping a child. It is sometimes difficult to distinguish 
physical abuse from corporal punishment. McClennen (2010) suggests that 
various factors should be taken into account when categorizing whether an act is 



abusive including: 1) age of the child; 2) developmental levels of the child; 3) 
severity  of  the  action;;  4)  frequency  of  the  action,  and  5)  the  “contextual”  
(historical or cultural) perspectives of family and community. Another form of 
child physical abuse is Munchausen syndrome by proxy (MBP). MBP is the 
intentional simulation of physical illness by a parent in his or her child, usually for 
the purpose of attention. This may include fabricating symptoms or actually 
inducing symptoms (such as causing a child to have a fever, feeding the child 
things he or she should not ingest, etc.)  

Child neglect is defined as "failure to provide for the child's basic needs. 
Neglect can be physical, educational, or emotional. Physical neglect includes 
refusal of or delay in seeking health care, abandonment, expulsion from the 
home or refusal to allow a runaway to return home, and inadequate supervision. 
Educational neglect includes the allowance of chronic truancy, failure to enroll a 
child of mandatory school age in school, and failure to attend to a special 
educational need. Emotional neglect includes such actions as marked inattention 
to the child's needs for affection, refusal of or failure to provide needed 
psychological care, spouse abuse in the child's presence, and permission of drug 
or alcohol use by the child. Medical neglect generally encompasses a parent or 
guardian’s  denial  of  or  delay  in  seeking  needed  healthcare  for  children.  Lack  of  
supervision may also fall under neglect laws. Some states specify the amount of 
time children of various ages can be left unsupervised or the age at which they 
can be left alone. The assessment of child neglect requires consideration of 
cultural values and standards of care as well as recognition that the failure to 
provide  the  necessities  of  life  may  be  related  to  poverty.”  (National Center on 
Child Abuse and Neglect.)  

One of the most difficult categories of abuse to prove and quantify is 
emotional abuse. Most US states and territories have mandates that include 
emotional abuse. What unifies these definitions is that they have two provisions 
1) emotional injury and 2) a change in emotional stability of the child. California, 
for  instance,  defines  emotional  abuse  as  “an  injury  to  the  psychological  capacity 
or emotional stability of a child evidenced by observable or substantial change in 
behavior,  emotional  response  or  cognition.”  An  observable  or  substantial  change 
in behavior may include anxiety, depression or aggressive behavior. Examples of 
emotional abuse include making fun of a child, calling a child names, and always 
finding fault are forms of emotional abuse. Emotional abuse is more than just 
verbal abuse. It is an attack on a child's emotional and social development, and 
is a basic threat to healthy human development.

Sexual abuse is defined as employment, use, persuasion, inducement, 
enticement, or coercion of any child to engage in, or assist any other person to 
engage in, any sexually explicit conduct or any simulation of such conduct for the 
purpose of producing any visual depiction of such conduct; or rape, and in cases 
of caretaker or inter-familial relationships, statutory rape, molestation, 
prostitution, or other form of sexual exploitation of children, or incest with 



children”  (Smith,  1997).  All  states  include  sexual  abuse  in  their  definitions  of  child  
abuse. Some states specify specific acts of abuse. Sexual exploitation is defined 
as  “the use of a child for sexual purposes in exchange for cash or in-kind favors 
between a customer, intermediary or agent and others who profit from the trade 
in children for these purposes—parent, family member, procurer, or teacher”  
(Segen's Medical Dictionary, 2012). Some common examples include allowing a 
child to engage in prostitution or in child pornography. 

Risk Factors for Child Maltreatment 

What puts a child at risk for maltreatment? Identification of risk factors is 
an important question, and invaluable in implementing prevention programs. It is 
a question that mental health professionals have looked at for some time. Initial 
schemas of risk used the idea of child vulnerability, and attempted to isolate 
those child risk factors (Action for Child Protection, 2003). These authors 
recommended conducting a family safety assessment to determine whether a 
vulnerable child resides in the household. In a nutshell, vulnerability was equated 
to  a  child’s  ability  to  defend  him  or  herself.  These  “child  risk  factors”  are  still  
utilized today (CDC, n.d.) and include: 

Young age (especially infants and young children). This is due to 
their small physical size, early developmental status, and need for 
constant care are more likely to experience certain forms of 
maltreatment, such as shaken baby syndrome and non-‐organic 
failure to thrive. There also appears to be a connection between 
premature//low birth weight and child abuse.  

Teenagers, are at greater risk for sexual abuse. 

Disabilities – Children with physical, cognitive, and emotional 
disabilities experience higher rates of maltreatment as do children 
with chronic illnesses. These children are highly dependent on 
others to meet their basic needs. They may also be at greater risk 
be due in part of caretaker demands and bonding or attachment 
issues. Children with cognitive disabilities may have difficulty 
recognizing danger, knowing who can be trusted, meeting their 
basic needs and seeking protection. 

“Provocative”  Children  –  A child's emotional, mental health, 
behavioral problems can be such that they irritate and provoke 
others to act out toward them or to avoid them. Emotional issues 
such as attention deficit disorder, disruptive behavior disorders, 
aggression and difficult temperament have thus been found to be 
risk factors. 



Non-Assertive/Powerless Children – Regardless of age, a child who 
is so passive or withdrawn not to be able to make his or her basic 
needs known is vulnerable. A child who cannot or will not seek help 
and protection from others is vulnerable. 

Gender – girls were sexually abused about three times more 
frequently than boys. Boys were at somewhat greater risk of serous 
injury (24% higher) and boys significantly more likely to be 
emotionally neglected. 

Looking at these child factors is important, but it is more likely that a 
combination of factors contribute to the risk of child maltreatment. These include 
individual, parent/caregiver factors, and family characteristics. Risk factors are 
those characteristics associated with child maltreatment—they may or may not 
be direct causes. The following are risk factors for child maltreatment (CDC, n.d.) 

Parent/Caregiver Factors: 
Personality characteristics – Low self esteem, external locus of 
control, poor impulse control, depression, anxiety, antisocial 
behavior

History of abuse or neglect as a child 

Substance abuse, leading to parental instability, diversion of money 
needed  for  child’s  care  to  habit,  inability  to  maintain  employment,  
interference  with  parent’s  need  to  provide  care  and  nurturance 

Younger maternal age (may be connected to lower economic 
status, lack of social support, and high stress levels) as is 
dependency 

Untreated depression 

Family Characteristics: 
Family structure: Single families -‐ primarily with lower income, 
families with few social supports, large family or many household 
members, chaotic homes 

Marital conflict and domestic violence 

Stress – stressful life events, parenting stress 

Parent/Child interaction – lack of parenting skills, harsh discipline, 
lack of recognition of positive behaviors 

Severity of Problems – the  severity  of  a  family’s  problems  may  



predict outcomes 

Environmental Factors (often in combination with parent, family, 
and child factors) 

Unemployment or inability to provide economically 
Poverty 
Social isolation 
Violent communities 

Community Factors 

Community violence 
Neighborhood disadvantage (high poverty/residential instability, 
high unemployment rates, and high density of alcohol outlets), and 
poor social connections 

Recognizing Signs of Child Abuse 

While some communications to mental health providers may be direct, 
unless  there  is  an  obvious  reason  to  doubt  the  veracity  of  the  client’s  report,  such  
disclosures should be considered evidence of child abuse.  In other cases, signs 
may not be so obvious. The presence of a single sign does not prove child 
abuse, but a closer look is warranted when these signs appear repeatedly or in 
combination. 

The Child Welfare Information Gateway (2007) Factsheet: Recognizing 
Child Abuse and Neglect: Signs and Symptoms, lists the following signs that may 
signal the presence of child abuse or neglect. The list below has been adapted 
for use by mental health professionals 

Signs of Physical Abuse 

The Child 

Has unexplained burns, bites, 
bruises, broken bones, or black eyes 
Frequent injuries that are described 
as  “accidental”  or  “unexplained” 
Has fading bruises or other marks 
noticeable after a weekend or 
absence 
Has fractured or displaced teeth 
Human bite marks 
Seems frightened of parents/protests 

The Parent 

Offers conflicting, unconvincing, or 
no explanation for the child's injury 
Describes the child as "evil," or in 
some other very negative way 
Uses harsh physical discipline with 
the child 
Verbalizes unrealistic expectations of 
child 



or cries when it is time to go home 
Shrinks at the approach of adults 
Reports injury by adult caregiver 

Signs of Neglect 

The Child 

Persistent diaper rash or failure to 
thrive 
Frequently misses appointments 
Frequently misses school without 
explanations 
States there is no one at home to 
provide care 
Begs or steals food or money 
Consistently dirty or severe body odor 
Frequent absences from school 

The Parent 

x Appears to be indifferent to child 
x Seems apathetic or depressed 
x Behaves irrationally bizarre manner 
x Is abusing alcohol or other drugs 
x Is chronically ill 
x Has low intellectual functioning 

Signs of Sexual Abuse 

The Child 

Reports sexual abuse by a parent or 
other adult caregiver 
Has difficulty walking or sitting 
Torn, stained or bloody underclothing 
Experiences genital pain or  
Suddenly refuses to change for gym 
or to participate in physical activities 
Reports nightmares or bedwetting 
Demonstrates bizarre, sophisticated, 
or unusual sexual knowledge or 
behavior or acts out sexually 
Becomes pregnant or contracts a 
venereal disease, particularly if under 
age 14 

The Parent 

Is sexual with child 
Buys the child inappropriate 
clothing  or  “gifts” 
Comments  on  child’s  body  in  an  
inappropriate way 
Is unduly protective of the child or 
limits  child’s  contact  with  other  
children, especially of the opposite 
sex 
Is secretive and isolated 
Is jealous and controlling with 
family members 

Signs of Emotional Maltreatment 

The Child 

Shows extremes in behavior, such as 

The Parent 

Constantly blames, belittles, or 



overly compliant or demanding, 
extreme passivity, aggression  
Is either inappropriately adult or 
inappropriately infantile 
Is delayed in physical or emotional 
development 
Lack of attachment to the parent 
Reacts oddly to persons in authority 
Is fearful or anxious about doing 
something wrong or making a mistake 
Exhibits delayed physical or emotional 
development; engages in self-soothing 
behaviors, thumb sucking, rocking, 
etc., outgrown by peers 

berates the child 
Is unconcerned about the child and 
refuses to consider offers of help 
for the child's problems 
Overtly rejects the child 
Withholds love 

Good Faith Reporting 

One common question is how certain about clinicians need to be in order 
to make a report of abuse. Although this will vary from situation to situation, Pass 
(2007) provides some guidelines that may be helpful. She states that when the 
professional observes only behavioral symptoms, it is best to document this and 
continue to assess the situation; that when the professional observes physical 
symptoms it is best to consult on the situation and also to speak with a parent or 
guardian; and that when a combination of physical and behavioral symptoms are 
seen a report is indicated. On a therapeutic level it is important to consider the 
potential consequences of reporting, and thoroughly assess the situation. There 
is no timeframe; a 2-3 week assessment is ok if the child is not in immediate 
danger.  Although  the  clinician  should  certainly  err  in  favor  of  the  child’s  safety  it  is  
also important to consider the implications of making a report  

Specific reporting guidelines vary in terms of wording, from state to state. 
For example some statutes call for reporters to have a "reasonable suspicion" of 
abuse,  while  others  the  reporter  to  "know  or  suspect.”   

Professionals who are concerned about their responsibility, whether 
mandatory or voluntary, to report suspected elder abuse often want to know if 
they may face civil or criminal liability for making such a report.  This is often of 
particular concern if the report is not substantiated.  CAPTA requires states to 
enact legislation that provides for immunity from prosecution arising out of the 
reporting abuse or neglect. In most states, a person who reports suspected child 
abuse in "good faith" is immune from criminal and civil liability. There are similar 
statutes that cover reporting of suspected elder abuse. 



How to Report Suspected Abuse

The procedures for reporting child abuse vary from state to state. All 
states have a governmental department that investigates suspected child abuse. 
It is always important for clinicians to be aware of the nuance of state reporting 
laws, as well as the exact reporting procedures (e.g., phone call, written reports, 
etc.) 

When reporting suspected abuse the provider should be able to provide 
the following information: 

x child’s  name,  age,  gender,  and  address 
x parent or guardian’s  name  and  address 
x nature and extent of the injury or condition observed 
x prior injuries and when observed 
x actions taken by the reporter (e.g., talking to the child or parent) 
x where the act allegedly occurred 
x your assessment of current level of safety 
x child’s  siblings  and  any  related  safety  concerns 
x previous situations of Family involvement with the child welfare system 
x reporter’s  name,  location,  and  contact  information 

Making A Report 

One of the reasons that providers sometimes hesitate in making a report 
is that they are fearful that it will damage their relationship with the family they 
need to report. While this is sometimes unavoidable, some guidelines that may 
help include: 

Talk to families about your role as a mandated reporter during the 
informed consent process 

If you do have to report child maltreatment, speak to the parent first 

Reiterate  your  role,  your  intentions  of  ensuring  the  child’s  safety,  
and your ability to provide continued family support 

Let the parent know that you have formally made the report 

Explain the process, including contact you will have with child 
protective services 

Support, support, support 



 Child Protective Services (CPS) is the name of the governmental agency in 
that responds to reports of child abuse or neglect. Some states have opted to 
use other names in an attempt to be more family-centered (as opposed to child-
centered such as "Department of Children  &  Family  Services”. CPS is also 
known by the name of "Department of Social Services" (DSS) or simply "Social 
Services." 

 CPS has the legal authority and obligation to assess, investigate and evaluate 
reports of child abuse and neglect and to provide services when needed. Child 
welfare workers are responsible for determining: 
�  

� Whether abuse or neglect has occurred 
� Whether there is immediate danger or risk to the child 
� What the motivation, and intent of the alleged perpetrator  
� What the ability of a non-offending caregiver to protect child 

Investigatory Stages 

McClennan (2010) identifies the following stages of the CPS process: 

Step 1: Identifying and Reporting: A mandated professional reports 
suspected child maltreatment to reporting hotline 

Step 2: Screening: Caseworkers gather information and determine 
whether report meets guidelines and whether prior reports have 
been made. Calls that do not meet guidelines are screened out or 
referred  to  other  agencies  that  can  better  meet  a  family’s  needs.  If  
a report meets guidelines, it is triaged in terms of response time 
(i.e., within 24 hours) based on severity of abuse/vulnerability of the 
child 

Step 3: Initial Investigation/Family Assessment: CPS conducts an 
initial assessment to determine safety and risk. During this time 
they will generally contact the treatment provider directly, meet with 
family members at the home, meet with the victim in the home or 
school setting, and talk with other involved parties, such as the 
school or agencies. The initial assessment may be extended if 
there is a determination of risk. 

If the initial investigation does not yield safety or risk concerns, the 
case is then closed, but a record of this contact is kept. 

If the child is in immediate danger, the child welfare worker may 
place him or her under emergency protective services, which may 
include in-home support and supervision or the temporary removal 
of the child to a safe alternative environment (e.g., with other family 
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members or in foster care). If the child is removed from the home 
under these circumstances, the court and family must be notified 
and an emergency/temporary custody review hearing must be held, 
typically within 48 to 72 hours. 

Step 4: Planning: If the child welfare worker determines that there 
are safety concerns, but it is safe to leave the child in the home, the 
worker is responsible for creating a plan to keep the child safe in 
that environment and for organizing or providing any needed 
support for the child and the family. Support may come from a 
variety of sources, including extended family, local community 
organizations and child protective services. 

Step 5: Service Provision: CPS or the agencies involved help the 
family to implement the plan. 

Step 6: Evaluation of Family Progress: The CPS worker continues 
to evaluate progress. 

Step 7: Case Closure: Cases can be closed in various ways. If the 
child remains in the home and is considered safe, the case will be 
closed to CPS. If the child was removed from the home and is now 
considered safe, reunification (reuniting the child with the parents) 
can take place.  
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Office Phone:  (509) 420-3442 
Fax:  (858) 521-8173 

I. Clinician's Signature:  Date: 

This is a strictly confidential patient medical record. Re-disclosure or transfer is expressly prohibited by law

Progress/Program Supervision Clinic Note 

A. Patient and meeting information

Patient: Date: Others Present: 

Start  End: No Show     Cancelled/rescheduled: 

Location: Office     School  Patient’s home    Community Location: 

Modality: Individual     Family Training Group   Supervision 

B. Areas Targeted C. Treatments/interventions/techniques

Social Communication Behavioral*  Cognitive/Experiential Teaching* 

Behavioral Problems 

Sensory/Flexibility Issues 

Learning/Attending/Discrimination Issues 

Leisure Development 

Self-Care 

Parenting Parent’s Homework Assignments(other communication) 

Other 

D. Assessments *Specify Programs

1.Treatment
participation/Compliance

Active/Eager Responsive Variable Minimal Resistant None

2. Response to Treatment As expected Better than 
expected

Much better Poorer Very Poor Did not 
respond

E. Symptoms Change since last evaluation (enter a ) 

Target symptoms/concerns/complaint Current 
severity rating 

Much 
worse 

More 
severe 

No 
change 

Less 
severe 

Much 
improved 

*Rate from 0-10 as follows:  0=resolved problem  5=distressing/limiting   10=disrupting, harm/risk

3. Other observations/evaluations
4. Crisis Issues (attached additional information): Yes No     5. Medication Change: No  Yes: 
6. Major Changes (health, family, etc.)

7. Major changes or issues addressed by:
F. Changes to treatment plan:  None or: 

G. Follow-up:

H. Progress towards goals & objective:

This is a CEC Session Summary Form.
We use this form to document briefly 
what happened during as session with a 
client.   See below the notes for each 
section of this form. 

.

sarah
Sticky Note
Unmarked set by sarah

sarah
Text Box
We check the areas we targeted during the session.  Our raw data for each program, procedure, or protocol is kept on a separate sheet or electronic data system. 

sarah
Text Box
We state or list the procedures, programs, protocol, or interventions used.  (e.g., token system, visual schedule...etc.)

sarah
Text Box
We indicate the response of the client to programs or interventions both behavior reduction and skill acquisition.

sarah
Text Box
We indicate the variables or changes that may have effected the client's response to treatment.

sarah
Text Box
We indicate the changes made to the programs or treatment under the direction of the supervisor for the client. 

sarah
Text Box
A simple statement indicate overall progress or regression towards goals. 



  
www.childenrichmentcenter.org 

Email:  childenrichmentcenter@gmail.com 
Fax: (858) 521-8173 

 

 
 Incident Report Form  

 
Location of Incident: ________________________________________________ 
 
Date & Time of Incident:  _____________________________________________ 
 
Was illness or injury involved (if yes, describe below)?  ____________________ 
 
Description of Incident  (Please include names of individuals involved, nature of the 
incident, if injury or illness give name of physician/hospital used names and address of 
witnesses, and narrative of what occurred) 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
Final Disposition (how you intend to handle the incident, any next steps required, or 
likely outcomes) 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
 
_________________________________________________________________________________ 
Signature of Person Reporting Incident                                       Date 
 
_________________________________________________________________________________ 
Signature of Supervisor                                                               Date 

sarah
Text Box
we use this form to report and incident where a client, staff or other therapy participants have been injured during a session. 

sarah
Text Box
The staff person will describe the situation in full. including a sequence of events of what happened prior, during and after the event.  



           
 
 

Fax: (858)521-8173                                                                                                                     
                                                                         Email:  childenrichmentcenter@gmail.com  

www.childenrichmentcenter.org 
 
 

Sentinel Event Reporting Form Instructions 
 
Unexpected occurrence involving death or serious physical or psychological injury that occurs in the course of a patient 
receiving behavioral health treatment.  

 
1. Fill out child information completely.  Demographics, Address, Date of Birth, person’s 

name reporting and dates, Diagnosis and medical condition,….etc.  
 

2. List all services child was receiving from Child Enrichment Center LLC including the list 
of therapist/tutors working with the child on a consistent bases. 

 
3. Describe the event.  Provide detailed information about the sentinel event:  What 

happened, when it happened, and how it happened. 
 

4. Witnesses to the sentinel event:  Provide a full name and phone number  of all the 
known witnesses to the sentinel event. 

 
5. Provide the date of the scheduled Sentinel Event Review 

 
6. Outline the action plan  

 
7. Signatures of Reporting Person(s), Supervisor, Parent or Legal Guardian of child.  

 
  



 
 
           

Fax: (858)521-8173                                                                                                                     
                                                                         Email:  childenrichmentcenter@gmail.com  

www.childenrichmentcenter.org 
Sentinel Event Reporting Form 

 
 

Date:  _____________________   Time:  _______________________  Date Reporting:  _________________ 
   

Date of Sentinel Event:  ______________Reported by:  __________________ Relationship:  _____________ 
 

Name of Child:  ________________________  DOB:  __________      Location:  _____________________ 
 

 Address:  _____________________________________________________________________________ 
 
    Diagnosis:  ________________________   Medical Condition:   __________________________________ 
 
  
Services:  (list all of the services the child was or is receiving, if case is recently closed) 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
Describe the Event:  
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
Witnesses to Sentinel Event and Phone Number(s):  
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
 
Date of Review:  __________________________   
 
Action Plan:   
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
 
_____________________________________________  __________________________ 
Reporting Person’s  Signatures     Date 
 
_____________________________________________  __________________________ 
Supervisor Signature              Date 
 
_____________________________________________  __________________________ 
Parent/Legal Guardian’s Signature     Date 
Please write additional information about sentinel event on the back of the form and return within 24 hours to BCBA Supervisor.  



Instructions for providers:  

 Create a new document on your own letterhead  

 Retitle your document  

 Determine your own bulleted list based upon the needs of your practice, using this statement as a starting point 

 Remove the disclaimer below before distributing to patients 

 Communicate your revised statement of rights and responsibilities to your patients, and document in their medical 

records that you have done so 

 
Disclaimer: this Suggested Provider Statement of Patient/Client Rights and Responsibilities serves as an example, not as a recommended template for your specific 

situation.  Please consult with your own advisors, including legal counsel, for assistance in creating your own Rights and Responsibilities Statement. 

 

02242 

 

Suggested Provider Statement of Patient/Client Rights and Responsibilities 

• Patients/Clients have the right to be treated with 

dignity and respect.  

• Patients/Clients have the right to fair treatment, 

regardless of race, ethnicity, creed, religious belief, 

sexual orientation, gender, age, health status, or source 

of payment for care. 

• Patients/Clients have the right to have their treatment 

and other patient information kept private. Only by law 

may records be released without patient permission.  

• Patients/Clients have the right to access care easily and 

in a timely fashion. 

• Patients/Clients have the right to a candid discussion 

about all their treatment choices, regardless of cost or 

coverage by their benefit plan.  

• Patients/Clients have the right to share in developing 

their plan of care.  

• Patients/Clients have the right to the delivery of 

services in a culturally competent manner.   

• Patients/Clients have the right to information about the 

organization, its providers, services, and role in the 

treatment process.  

• Patients/Clients have the right to information about 

provider work history and training. 

• Patients/Clients have the right to information about 

clinical guidelines used in providing and managing their 

care. 

• Patients/Clients have a right to know about advocacy 

and community groups and prevention services. 

• Patients/Clients have a right to freely file a complaint, 

grievance, or appeal, and to learn how to do so. 

• Patients/Clients have the right to know about laws that 

relate to their rights and responsibilities. 

• Patients/Clients have the right to know of their rights 

and responsibilities in the treatment process, and to 

make recommendations regarding the organization’s 

rights and responsibilities policy.  

 

• Patients/Clients have the responsibility to treat those 

giving them care with dignity and respect. 

• Patients/Clients have the responsibility to give 

providers the information they need, in order to provide 

the best possible care.  

• Patients/Clients have the responsibility to ask their 

providers questions about their care.  

• Patients/Clients have the responsibility to help 

develop and follow the agreed-upon treatment plans for 

their care, including the agreed-upon medication plan. 

• Patients/Clients have the responsibility to let their 

provider know when the treatment plan no longer works 

for them. 

• Patients/Clients have the responsibility to tell their 

provider about medication changes, including 

medications given to them by others. 

• Patients/Clients have the responsibility to keep their 

appointments. Patients should call their providers as 

soon as possible if they need to cancel visits. 

• Patients/Clients have the responsibility to let their 

provider know about their insurance coverage, and any 

changes to it. 

• Patients/Clients have the responsibility to let their 

provider know about problems with paying fees. 

• Patients/Clients have the responsibility not to take 

actions that could harm others. 

• Patients/Clients have the responsibility to report fraud 

and abuse. 

• Patients/Clients have the responsibility to openly 

report concerns about quality of care. 

• Patients/Clients have the responsibility to let their 

provider know about any changes to their contact 

information (name, address, phone, etc). 

• Patients/Clients have the right and the responsibility 

to understand and help develop plans and goals to 

improve their health.  

 

 

I have read and understood my rights and responsibilities. 

 

_______________________________________________________________________ 

Patient/Client Signature                         Date  
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