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Department of Counseling and Higher Education

Counseling Program Clinical Services


Date: ________  Child/Age:_________________________________  Counselor: 





Session #: 
         Time: ______am / pm (___on time;
          late           minutes)
Reason for Counseling/Presenting Concern: 









 
Diagnosis (if applicable): 













I. Data
Intervention: 





Current Concerns:






SIGNIFICANT VERBALIZATION:  
LIMITS SET: 
Protect Child (Physical & Emotional Safety):

Protect Therapist and/or Maintain Therapist Acceptance/Relationship:

Protect Room/Toys:

Structuring:

Reality Testing:

TOYS/PLAY BEHAVIOR:
___hammer/log/woodworking

___sandbox/water/sink

___theater/puppets

___kitchen/cooking/food

___easel/paint/chalkboard

___bean bag/pillows/sheet/blanket

___bop bag/foam bats/etc

___dress up clothes/jewelry/hats/masks/wand

___crafts/clay/markers/etc. 

___doll house/doll family/bottle/pacifier/baby

___cash register/money/phone

___camera/flashlight

___medical kit/bandages

___musical instruments

___games/bowling/ring toss/balls/etc.

___vehicles                                        ___animals: domestic/wild/aggressive ___soldiers/guns/knife/sword/handcuffs/rope

___constructive toys/blocks/barricade

___sandtray/miniatures

___Other: _________________________

DESCRIPTION OF PLAY:  Describe the play behavior, sequence of play and child’s affect during play.

II.  ASSESSMENT
PLAY THEMES:  Circle predominant theme(s). 
EXPLORATORY 

RELATIONSHIP                           HELPLESS

POWER/CONTROL

DEPENDENCY

REVENGE

SAFETY/SECURITY  

MASTERY 

NURTURING

GRIEF & LOSS 

ABANDONMENT 

PROTECTION

SEPARATION

REPARATION

RESILIENCY

CHAOS/INSTABILITY

PERFECTIONISM

INTEGRATION

POWERLESS

HOPELESS

ANXIETY

OTHER: __________

CONCEPTUALIZATION AND PROGRESS:
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III. PLAN/RECOMMENDATIONS: Circle Recommendations
Play Therapy Next Appointment   
   Date/Time: _____________

Parent Consultation Next Appointment   Date/Time: ____________

Family Session

Sibling Play Therapy

Group Play Therapy

Filial Therapy

Parent Counseling

Parent Resources

Medical Evaluation

Psychological Assessment

School Consultation

Professional Consultation

Request Records

__________________________________________/_________
Play Therapist Signature (with credentials)          Date



CHDC  	____


CFRC  	__ __





PLAY THERAPY SESSION SUMMARY
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