
 

CREATIVE ARTS COUNSELLING SESSION NOTE 
 

Name:__________________________________________________________________             Date:_______________________ 
Session Format: [ ] Indv, [ ] Family, [ ] Family w/o client, [ ] Other (specify) ___________________________________________________ 
Attended: [ ] client, [ ] parent, [ ] sibling, [ ]  partner [ ] Other (specify) ____________________________________________________ 
Diagnosis: ___________________________________________________________________________________________ 
 
Focal Issues Addressed in Session [   ] Family [   ], Friends [   ], Educational [   ], Parenting [   ], Financial [   ], Legal [   ], Crime [   ], Relationship [   ], Trauma [   ], Spiritual [   ] Stress [   
], Medical Issues  [   ],  Recovery [   ] sad mood  [   ]poor concentration [   ]anger [   ]worry [   ]panic attacks [   ]nightmares [   ]compulsions [   ] distracted attention     [   ] aggression  [   
]unstable mood   [   ]self-injurious behavior[   ]hyperactivity[   ]substance use/abuse [   ]dissociation[   ]oppositional to authority [   ] attachment issues  ​ other:___________ 
 
Therapeutic Intervention: [   ] Talk, [   ] Play Therapy, [   ] Expressive Arts, [   ] Parenting, [   ] Strengths Based, [   ] Consultation [   ] CBT [   ] Mindfulness [   ] Somatic Experiencing [   
] Psychoeducation  [   ] coping skills training  [   ]reflect feelings   [   ] reflect content   [   ]decision making  [   ]enlarging meaning  [   ]facilitating creativity [   ]role play  [   ] problem 
solving [   ] confronting  [   ] Safe Place   [   ] Body scan [   ] ACT [   ] Treatment Planning [   ] Developing Alliance [   ] Increasing Healthy Feelings Expression    ] Support Client [   ] 
Intro/Reinforcing skills/tech. [   ] Gaining Insight [   ] Developing Action Plan [   ] Monitoring Client [   ] Introducing/Reinforcing Parenting Skills [   ]Crisis Intervention [   ]Psychosocial 
Assessment [   ] Development of Skills [   ] Risk Assessment/Mental Status Completed  [   ] Other………………… 
 
Stressor(s)/ Significant Changes in Client’s Condition:  [   ] No Significant Change from Last Visit [   ]  Mood/Affect [   ] Thought Process/Orientation [   ] Behavior/Functioning [   ] 
Substance Use​  
 
Danger to: [   ] None, [   ] Self ,[   ] Others, [   ] Property, [   ] Ideation, [   ] Plan, [   ] Intent, [   ] Attempt      Safety Planning required       Y/N        Actions Taken: 
 
Symptoms Checklist: (Check only those that apply at this point in time):     
Symptom Mild Servere Noted 

by 
client 

Obs 
by 
thera
pist 

Symptom Mild Servere Sever
e 

Obs by 
therapi
st 

Anxiety     Intrusive Memories     
Anger/Rage     Impulse Control     
Concentration/Attention Difficulties     Obsessions/Compulsions     
Conduct Problems     Oppositional/Defiant     
Depression     Panic     
Fatigue/Lethargy     Phobia     
Fearfulness     Sleep Difficulties     
Guilt     Substance Use     
Homicidal Ideation     Suicidal Ideation     
Homicidal Impulses     Suicidal Impulses     
as evidenced by (somatic observations by therapist/signif verbalisation by 
client)__________________________________________________________________________________________________ 
 
Therapeutic Process:  Client engaged: Excellently/Fairly/Poorly/other _________________  in today’s session. Client is progressing well/poorly/other______________ in the therapeutic 
process as evidenced by: ☐ Level of engagement in therapeutic activities ☐ reflective responses present/not present ☐somatic attunement between therapist and client present ☐ client 
reported progress of symptoms. 
  
Session conducted in person/via telehealth/mobile/in school/self paced 
 
Therapist used therapeutic skills of:  ☐unconditional positive regard ☐behavioural reflection ☐ tracking behaviour ☐empathic responses  to support client in helping them process their 
world and emotions ☐limit setting ☐ reframing 
Additionally therapist used the therapeutic techniques of: ☐ sensory regulation  ☐somatic resourcing  ☐ creative arts expression ☐movement/rhythmic regulation  
☐mindfulness/guided imagery ☐play   ☐SBT  ☐CBT   ☐ACT   ☐Other_____________________to help support regulation of the client’s nervous system, support treatment goals  and 
aid improved reflection and integration of their experiences.   
Details of Therapeutic Activities/significant conversations:  
 
 
Session focused on the following client treatment goals: ☐ supporting regulation  ☐ communication and language skills  ☐ building EQ  ☐ pro social skills  ☐ play and creativity skills 
☐cognitive flexibility/adaptability/problem solving ☐ building confidence and self expression  ☐ trauma processing/integration ☐ parenting skills  
 
Treatment to continue weekly/fortnightly/monthly as per treatment plan. 
 
Any follow ups required/Homework Set/Safety Concerns: 
 
 
 
 
…………………………………………………                                 …………………………………………... 
Counselor Signature​                                                               Counsellor Name​ ​ ​
​ ​ ​ ​  
DATE: 
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