Withdrawal Management Progress Note (Residential / Inpatient)
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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/withdrawal-management-notes/
Two parts. Withdrawal scale scores are documented by nursing or medical staff, or by other staff the facility protocol authorizes; vital signs, medications and medical precautions by the staff the protocol assigns, usually nursing or medical staff. The counselor documents functioning, behavior, mood and safety, participation, engagement and continuing-care planning. Facility policy, licensure and training decide who completes each part.
Patient / ID: [ ____________________________________ ]
Date / Time of entry: [ ____________________________________ ]
Day of withdrawal management: [Day # since admission; substance(s) involved, per the admission assessment]
Program / unit: [e.g., medically monitored inpatient, clinically managed residential, hospital unit]
Diagnosis (ICD-10-CM): [As documented by the provider]
Scale, Nursing and Medical Entries
Completed, or summarized from the nursing record, by nursing or medical staff, or by other staff for the entries the facility protocol authorizes them to make. A counselor who is not authorized to rate quotes these entries rather than re-rating.
Withdrawal scale: [Scale named in the protocol (e.g., CIWA-Ar or COWS): total score, time, and the band the protocol assigns]
Vital signs: [Per order; within or outside ordered parameters]
Medication per protocol: [See the medication administration record]
Precautions ordered: [e.g., fall, seizure, observation level, unit restriction]
Nursing assessment and notifications
[Changes since the last entry; provider notified (name, time) and orders received]
Entries by / Role and credentials / Date and time: [Whoever rated or summarized this section under the facility protocol, usually nursing or medical staff]
Counselor Section
Current functioning
[Sleep and appetite as reported and observed; self-care; ability to follow conversation and take part in programming]
Behavioral observations
[What you saw and heard, with times — restlessness, irritability, isolating, tearfulness, engagement, statements about leaving]
Withdrawal symptoms — patient report
[The patient's description in their own words; most recent scale score and time quoted from the nursing record]
Cravings and motivation
[Craving intensity (0–10 or in words), triggers, reasons for coming in, goals after discharge, ambivalence]
Mood and safety
[Mood in the patient's words; suicidal and homicidal thoughts asked about and the answer; urges to leave; action taken and who was told]
Precautions in place: [As ordered by medical staff, and how they shaped today's participation]
Participation
[Groups and individual contacts attended or missed, and why]
Interventions and response
[Supportive counseling, what-to-expect education, motivational work, coping skills; the patient's response]
Continuing care and linkage
[Options discussed, the patient's choice, referrals and appointments, consent for outside contacts; for opioids, overdose-risk education and naloxone status per program policy]
Communication with nursing / medical staff: [What was reported, to whom, and when]
Plan
[Next counseling contact; groups; discharge or transfer tasks with owner and date; what to watch for and report to nursing]
Consent for outside contacts: [If a 42 CFR Part 2 program: consent on file that meets Part 2 requirements]
Counselor 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.
