New Jersey Special Education Medicaid Initiative (SEMI)

Related Service Documentation Form

	School District Name


	Service Month/Year

	Student Name (Last, First, Middle Initial)


	Date of Birth

	Related Service


	Student ID or Social Security Number


	PROFESSIONAL SERVICE LOG
	PROGRESS INDICATOR
	SERVICE 

	
	
	TIME - MEETING
	TYPE

	Date


	Activities / Encounter Note


	Progressed
	Maintained 
	Regressed
	Hours
	Minutes
	Meeting
	Individual
	Group

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


	MONTHLY PROGRESS SUMMARY
	SIGNATURES

	
	Provider’s Signature: ______________________________________________________

Print Provider Name:  ______________________________________________________  

Title & Degree: _________________________________ Date: _____________________

Signature  - “Under the Direction”:*____________________________________________

Name/Title:____________________________________ Date ______________________

* Signature is required when services are provided by a non-Medicaid qualified practitioner  – “Under the Direction”.    


