Eating Disorders Progress Note
clinicaldocslibrary.com
Fillable template — replace all [bracketed] text with client-specific information and delete prompts you do not need. Documentation guidance and a worked example: clinicaldocslibrary.com/progress-notes/progress-notes-eating-disorders/
Client / ID: [ ____________________________________ ]
Date of Service: [ ____________________________________ ]
Session Duration / CPT: [ ____________________________________ ]
Diagnosis (ICD-10): [F50.x]
Clinician: [ ____________________________________ ]
S — Subjective
Client report
[Client's stated concerns and relevant events since last session, in their words]
O — Objective
Observations & disorder-specific symptoms
[eating behaviors (restriction/binge/purge), body image, weight/medical status, cognitions]
A — Assessment
Clinical assessment
[Progress toward goals; response to interventions; EDE-Q trend; clinical impressions]
Risk: [SI/HI/self-harm status and action taken]
P — Plan
Plan
[Interventions used, homework, next-session focus, frequency, referrals, coordination of care]
Next appointment: [ ____________________________________ ]
Signature / Credentials / Date: [ ____________________________________ ]
This template is a general documentation aid, not legal or clinical advice. Adapt to your setting, payer, and jurisdiction. Remove this line before clinical use.
