Multiple-Diagnosis Progress Note (Problem-Oriented)
clinicaldocslibrary.com
Prefer to fill this in with AI assistance? Open this template pre-loaded in My Clinical Writer →
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-multiple-diagnoses/
One note per session. Write the client's report and your observations once, then assess and plan problem by problem, each tied to a treatment-plan goal. Add or delete problem blocks to match the number of active diagnoses.
Client / ID: [ ____________________________________ ]
Date of Service / Duration: [ ____________________________________ ]
Session type / CPT: [Individual / family / group; in person or telehealth; CPT code]
Clinician: [ ____________________________________ ]
Diagnoses
Problem 1 (treatment-plan numbering): [ICD-10-CM code and title; treatment-plan goal #]
Problem 2 (treatment-plan numbering): [ICD-10-CM code and title; goal #]
Problem 3 (treatment-plan numbering): [ICD-10-CM code and title; goal # — or delete]
Main focus today (chiefly responsible for this service): [P# — the problem this session mainly addressed. Its code goes first on the claim unless an ICD-10-CM sequencing instruction, such as a 'code first' note, puts another code ahead of it (e.g., G30.- Alzheimer's disease before F02.-); if one does, note that code here too]
Not addressed today: [Each remaining active diagnosis with a one-line status, or 'none']
Subjective — Client Report
Client report
[Events since last session, symptoms and functioning in the client's words. Write each report once and tag the problem(s) it bears on, e.g., (P1, P2)]
Objective — Observations and Measures
Observations
[Appearance, behavior, affect, speech, thought process — anything observed in session, tagged by problem]
Measures: [Each measure with today's score, the previous score and its date, tagged by problem]
Interventions
[Each intervention named, with the problem number(s) it targeted]
Assessment by Problem
Problem 1 — [diagnosis] — Goal [#]
[Symptoms this session, response to today's intervention, measure trend; status: improving / unchanged / worsening]
Problem 2 — [diagnosis] — Goal [#]
[Symptoms, response, measure trend, status]
Problem 3 — [diagnosis] — Goal [#]
[Symptoms, response, measure trend, status — or delete]
How the problems interact
[Overlapping symptoms written once, with the problems they bear on and why; say so if the attribution is unclear]
Risk: [One statement for the client: SI/HI, self-harm, substance use changes, anything that shifted; action taken]
Plan by Problem
Plan
[Per problem: next intervention, between-session task, when the measure is repeated. Then coordination of care and next appointment]
Treatment plan update needed (Y/N): [If yes: diagnosis added or resolved, severity changed, goal met]
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.
