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TTeennnneesssseeee  PPrrooffeessssiioonnaall  AAssssiissttaannccee  PPrrooggrraamm   
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Progress Evaluation 
 
Beginning report date ___________________ Ending report date: _____________________ 

TnPAP Case Manager: _________________________________________ 
 

Instructions:   
• To be completed by continuing treatment provider (psychiatrist, therapist, aftercare counselor, peer support group facilitator, etc.) 
• Complete both page 1 and page 2 in their entirety.   
• Mail or fax to TnPAP case manager. 
 
TnPAP participant’s name ______________________________ SSN ____________________ 
Person completing this evaluation __________________________ Title __________________ 
Phone # + area code _________________ Facility _____________________________________ 
Street address _______________________________________________________________ 
City/State/Zip ________________________________________________________________ 
Service(s) provided to TnPAP participant __________________________________________ 
• Comment on each category listed below.  If space is inadequate, any additional comments can be made in the space 

provided on the back of this form.. 

ABILITY TO PRACTICE SAFELY IN 
PARTICIPANT’S HEALTH CARE FIELD 

COMMENTS 
THIS SECTION IS MANDATORY  

 
Stability in Recovery 

 
 

 
Support Systems 

 
 

 
Problem Solving Ability 

 
 

 
Cognitive Functioning 

 
 

 
Judgment 

 
 

 
Ability to cope with stressful situations 

 
 

 
Decision making ability during a crisis 

 
 

 
 

Complete page 2 ÎÎ 



G/Forms 2008/progressreport           3/08 
 

TnPAP participant’s name __________________________________Date Completed ___________________ 
 

 
Affect/mood 

 
 

 
Client’s understanding and integration of need for 
counseling and rehabilitation 

 
 

 
Attendance at sessions 

 
 

 
Compliance with recommended treatment regimen 

 
 

 
Progress in treatment 

 
 

 
Social skills/Interactions 

 
 

 
ADDITIONAL COMMENTS AND EVALUATION: 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
______________________________________________  _______________________________ 
Signature of Treatment Provider/Title     Date completed 
 
Mail completed form to:  or  Fax to:  615-726-4003  

TnPAP      
545 Mainstream Drive, Suite 414 
Nashville TN 37228 

 
Complete page 1 ÎÎ 


