
Weekly Update Parent Report 
Your feedback is valuable and essential to successful counseling outcomes. Please complete weekly.
Child’s Name/Age: ________________________Parent’s Name: _________________________Date_____________
Please list 2 specific behaviors/issues that concern you the most about your child: (write the 2 behaviors in Weekly Assessment Ratings B and C)
1.____________________________________________________________________________________________________________________ 

2.____________________________________________________________________________________________________________________

Please note significant and/or new happenings in your child’s life since last session (positive and negative).
   At School: e.g., new teacher, received honor, good/low grades, behavior problems or improvement, fight with friend, friend moved
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
At Home: e.g. birthday, shared toys, completed chores, friend moving away, death in family, pet dying, stress in marriage, parent worked extra-long hours, parent separation
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Environmental Changes:  e.g., sleep patterns, appetite, changes in support system, moved to new home, grandma visiting, etc.

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Physical Changes—e.g., health complaints/aches, loss/gain of weight, signs of puberty, etc.

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Medication: New: _________________________         Discontinued: ___________________________

Weekly Assessment Ratings: Specific behavior concerns are re-evaluated during ongoing parent consultations 
A. Child’s overall behavior this week, compared to last week:
     1
     2
          3
             4
         5         
     6
         7
         8
            9
 10 

   not as good




 same     



     better
B.  Child’s specific behavior of concern #1 [ _________                 ______ ____] compared to last week:
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 C. Child’s specific behavior of concern #2 [_____________________________] compared to last week:
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D. Child’s overall mood/attitude toward life, compared to last week:
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E.  My overall parental self-confidence in parenting my child, compared to last week:
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Add additional comments or concerns on back of form:

Very Important that I talk with you—today if possible.


I need to talk with you before next session; best day/time/phone to call ______________________________________


I’d like to schedule an appointment outside of my child’s play therapy time


I’d like to schedule a time to talk to you next week during this time. 





Issue of concern:_______________________________________________________________________________________








Developed by Sue Bratton, PhD, LPC-S, RPT-S and Kay Trotter, Phd, LPC-S, RPT-S


