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Core Function #11

REPORTS AND
RECORD KEEPING

1

The IC & RC defines REPORTS AND RECORD KEEPING as charting the results 
of the assessment and treatment plan: writing reports, progress notes, 

discharge summaries, and other client-related data. 

TAP 21 includes the core function of REPORTS AND RECORD KEEPING in
Domain VII – DOCUMENTATION

Tap 21 definition of REPORTS AND RECORD KEEPING: The recording of the 
screening and intake process, assessment, treatment plan, clinical reports, 
clinical progress notes, discharge summaries, and other client-related data. 
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REPORTS AND RECORD KEEPING are administrative functions that are considered 
a professional and ethical responsibility.  Reports include such formal items as the 
written assessment, treatment plan and discharge summary. Everything a 
counselor does for and with a client should be documented. 

The start of documentation is with the initial screening process. It continues with 
the administrative paperwork of intake and documenting orientation. 
The assessment process requires a written report and the entire assessment 
should be documented with notes, screening tools, tests, questionnaire results, 
counselor observations. 

The evaluations of other professionals on the treatment team, also should be 
made part of the client record. The end result of the assessment is an assessment 
report. 
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The treatment plan (and its revisions) is a formal document on which the 
treatment process is based. Each and every counseling session requires 
progress notes so that the client’s progress in achieving treatment plan 
objectives is documented. Crisis intervention notes document the nature of 
the crisis and what the counselor did to alleviate the crisis.  Document the 
plan to revise the treatment plan or ways to enhance treatment for the 
client.

All referrals and consultations should be documented with signed forms, 
notes and recommendations. All required authorizations to release 
information should be documented with signed forms, notes and 
recommendations. All required authorizations to release information should 
be part of the client record along with referral letters and other 
correspondence on behalf of the client. 
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Preparing reports and record keeping is 
a frequent function of a substance 
abuse counselor. Although the majority 
of a counselor’s time may be in the 
direct counseling function, all aspects of 
client treatment require some form of a 
report or record to be kept. 

5

One common method of documentation is the (SOAP) case note format. 
(Subjective, Objective, Assessment, and Plan)

• In the SUBJECTIVE section the counselor records what the client said during 
the counseling session and what points are made. Also, naming the specific 
objective that was a focus of the session is an appropriate comment to note 
in the “Subjective” section. The specific activities conducted during the 
session in support of the treatment plan should be included in this section. 
Do not interpret what the client said or evaluate the results of the activity in 
this section. 
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• In the OBJECTIVE section the counselor should record an objective impression of 
the client, for example,  physical appearance, demeanor, and observed behavior 
displayed during the counseling session. 

• In the ASSESSMENT section the counselor should record in behavioral terms his or 
her clinical impressions of the client, for example interpretations of the client’s 
behavior, assessment of progress towards completion of objectives, prognosis, and 
new or continuing diagnostic findings or results. 

• In the PLAN section the counselor should record the plan for the next session or 
client need(s) that should be pursued through case management, referral, or 
consultation activities. This allows the counselor to be forward in thinking in order 
to advance the client’s progress. Also, it will help other members of the treatment 
team and future counselors to quickly see where a client is at a specific point in the 
treatment plan. This is especially important should the primary counselor be 
unavailable and another counselor needs to counsel the client. 
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Reports and Record Keeping are a necessary function of being an alcohol and 
drug abuse counselor. Keeping records facilitates communication among the 
treatment team and is invaluable to other counselors who may see the client 
when the primary counselor is not available, or when the client is referred to 
another treatment service or level of care. 

Without reports and records, a counselor’s certification or license and the 
agency’s license or funding would be in jeopardy. When an audit is performed, 
often by third party insurers, if it isn’t documented, it didn’t happen. 

Documents that reveal the identity, diagnosis, prognosis, or treatment of a client 
must be marked to indicate they are protected and unauthorized disclosure is 
prohibited. In the United States, the following statement may be used: 

“Protected by 42 U.S.C 290dd-3 and 290ee-3; unauthorized disclosure prohibited.” 
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From the Client’s Point of View

The client should see the process of client record keeping with 
each client-counselor interaction. Few clients question the 
need for a counselor to keep a record of what is happening in 
treatment and most expect that an evaluation will be done on 
them. Usually a short comment during the initial assessment 
and again in the counseling session about the counselor’s need 
to make some notes in order to “keep things straight” is all that 
is needed to alleviate a client’s concerns. If a client were 
concerned about the counselor keeping a record, this would 
both be diagnostic and perhaps an issue to pursue in 
treatment. 
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From the Counselor’s Point of View

If there is one function of an alcohol and drug abuse counselor’s job that is 
spoken about with disdain, it’s doing reports and keeping records – the 
paperwork.  It is indeed a rare counselor that “likes” doing this function. 
Nevertheless, it is important for a counselor to demonstrate skill in this core 
function. Being accurate and efficient helps reduce the time it takes to do this 
core function.  Good counselors lose their positions and sometimes 
certification or license because they minimized keeping adequate records. 

The age of Electronic Health Records (EHR) is upon us. Many agencies already 
have gone to an electronic record keeping system to help providers keep and 
maintain client records.  
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Record Keeping Guidelines

• Good records are the primary proof of quality of care.

• Keeping psychotherapy records is part of the standard of care.

• Assume that no records are immune from disclosure.

• Never alter records.

• Follow state, federal, professional organizations and HIPAA guidelines for record keeping.
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• Store hard copy records in a safe, locked place that is reasonably protected from theft, intrusion, fire, 
earthquake, water damage and unauthorized access.

• Protect your computer records by use of password, virus protection, firewall and access log. Backup regularly 
and store your backup disks off site in a secure location. Print hard copies of very important documents and 
use access log if necessary.

• Enter clinically relevant and meaningful information in the clinical records. Detail clinically meaningful 
contacts, including important phone calls and important or clinically significant collateral contacts. Include in 
records the date and type of services provided, fees, charges, payments, balances and copies of third-party 
billing.

• Make sure that the records include basic demographic information, mental status exam and diagnosis or 
presenting problem (does not need to be DSM diagnosis, can be familial, developmental, etc.), fee 
agreement and treatment plan. If relevant, include risk factors, medical and other issues relevant to 
treatment, collateral information and request for information.

• Before treatment starts present clients with Office Policies and Informed Consent forms, which include 
information on limitation of confidentiality, fees, third party billing, client's rights, cancellation policies, etc.

GUIDELINES
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• Update your treatment plans and report on progress, or lack thereof, as necessary. Treatment plans usually 
include: Presenting problem, Dx or what you are treating, goals of treatment, interventions or means to 
achieve these goals, the theoretical, rational or research base for your interventions, referrals, if applicable.

• Records should reflect your competence, thoughtfulness, decision-making ability, capacity to weigh available 
options, rational for treatment selection and knowledge of clinically, ethically and legally relevant matters.

• Appropriately document special occurrences, important telephone calls, emergency, dangerousness, 
mandated and other reporting, consultations, testing, referrals, contact with family members, etc.

• Make sure that your records include the following forms:
• Office Policies and Agreement for Treatment
• Clients' demographic information, which includes how to reach them in emergencies
• Treatment Plan
• HIPAA forms
• Informed consent in forensic and custody evaluations or any other situation that requires such consent
• When applicable, Consents to release information and Consent to treat a minor, test data, medical or 

educational reports and any relevant collateral data

GUIDELINES CONTINUED
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GUIDELINES CONTINUED
• Retain records as long as it is legally mandated or, when applicable, take into 

consideration institutional requirements, professional organizations' guidelines, 
professional codes of ethics, or other relevant mandates. 

• Generally, there are no legal requirements to maintain any records beyond the 
required time. However, therapists must take into consideration the context of 
therapy and the potential need for records in the future, as well as the potential 
risk of maintaining outdated or obsolete records for long periods of time.

• Because no records are immune from disclosure, be careful in your 
documentation and do not include clinically superfluous details that can cause 
unnecessary harm for clients or others, if they are disclosed or become public.

14



4/4/20

8

• Document, as applicable, give the clinical rational and, when appropriate, ethical considerations for:

• Gifts from clients, therapists or from third party to therapists, loans of books or CDs and 
bartering arrangement

• Extensive use of touch or self-disclosure

• Recording or videotaping of sessions

• E-therapy, phone therapy or any other telehealth practices, including a special disclosure if 
these practices are the basic mode of therapy.

• Dual relationship: The nature, extent, etc.

• Out-of-office experiences, such as home visits, attending weddings or funerals, going on hikes, 
taking a client to a medical appointment, adventure therapy and clinically meaningful incidental 
encounters

GUIDELINES CONTINUED

15

As a reminder, Global Criteria represent the skills considered 
important for a counselor to demonstrate competence in the

12 core functions.

It is important for the Substance Abuse Counselor to
be both knowledgeable AND skillful in their capacity as a

Substance Abuse Counselor. 

The core function of REPORTS AND RECORD KEEPING is in
Domain VII - DOCUMENTATION
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Global Criteria:

40. Prepare reports and relevant records integrating available information to 
facilitate the continuum of care. 

To be competent in this criterion, a counselor : 

• knows the kinds of reports prepared during the various stages of treatment and know how the reports and 
other available information are integrated into the treatment plan in order to facilitate the client’s care. 

Examples would include the substance use evaluation report, treatment plan, case notes,
and discharge summary. 
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Global Criteria:

41. Chart pertinent ongoing information pertaining to the client. 

To be competent in this criterion, a counselor :

• knows how to chart ongoing information for a client and knows what information is important to document, understands 
how and what is necessary to chart, but also has an understanding of why charting is important to the client and the 
treatment plan. 

This criterion focuses in on the charting of the counseling sessions. SOAP notes were described earlier, but there are a 
number of other formats including other agency generated formats. 

18



4/4/20

10

Global Criteria:

42. Utilize relevant information from written documents for client care. 

To be competent in this criterion, a counselor :

• understands how information from written documents is used to benefit the client.  A counselor understands how a report 
from another professional is used to identify a client’s problem or need. 

A consultation with a psychiatrist, nutritionist, probation officer, other legal documents may be important when addressing 
aspects of the client’s aftercare program. 
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Screening Form 
(Screening is the process by which a prospective client is determined to be appropriate or eligible.) 

 

Client’s Name: ____________________     Phone #___-___-_____   Date: _______________ 

Address: ______________________  City: _______________ ST:______ Zip Code:________ 

Eligibility (18 years of age or older, financial resources): 

Age: 

Ability to Pay: 

Appropriateness: 

Presenting Problem: 

Have you had an evaluation that is current? 

If Yes: Where and What was recommended? 

 

Drug or Alcohol of Choice/ Recent Pattern: 

Co-Existing Conditions: 

Physical/ Medical/ Psychiatric Condition (danger to self or others, withdrawal history, etc): 

External Leverage to Seek TX (legal, school, parents, etc): 

Other Drugs and/or Alcohol Used: 

Past TX Attempt/ Past Counseling: 

Self-Pay? Yes____ No____ 

Insurance 3rd Party Information: 

Insurance Co. or 3rd Party: ________________________ Insurance #_______________ 

Social Security Number: ___________________ Date of Birth: _________________ 

Recommendations (external referral, internal level of care referral, evaluation, etc): 

Appointment Date: ____________ Time___________ Counselor:__________________ 

Information Taken By: ____________________________________________________ 

 
Intake Progress Note 

 
Client Name: _____________________________________ Date: ___________________________ 

                                                                                                             Time In: ________ Time Out:_______ 

Primary Counselor: ________________________________ 

Names of those present: ____________________________________________________________ 

Goals Addressed: Complete required paperwork for admission to the program, complete orientation. 

Check When Completed 

[ ] HIPPA form completed 

[ ] Client Rights form signed 

[ ] Insurance/ Self-pay form signed 

[ ] Payment Agreement completed 

[ ] Authorizations to release/obtain info signed (ROI’s) 

[ ] Orientation to the program 

[ ] What I want from Treatment  

[ ] Other:________________________________________________________ 

 

COMMENTS: 

 

 

Date Signed: ________________________________________________________________ 

Signature of Counselor Providing Service: _________________________________________ 

Next Appt. Date: ______________________________ Time :__________________________ 
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Please provide the following information and answer the questions below. Please note: information you provide here is 
protected as confidential information. 

Client Name:        
(Last) (First) (Middle Initial) 

 
Name of parent/guardian (if under 18 years):   

 

Birth Date: / /   Age:    Gender: ¨ Male  ¨ Female 

 

Marital Status:  ¨ Never Married  ¨Domestic Partnership  ¨Married   ¨ Separated    ¨ Divorced    ¨ Widowed 
 

Please list any children/age:    
 

Address:    
 
 

   

(City) (State) (Zip) 
 

Home Phone:    May we leave a message? ¨ Yes ¨ No 

 

Cell/Other Phone:    May we leave a message? ¨ Yes ¨ No 

 

E-mail:    May we email you? ¨ Yes ¨ No 

 
Emergency Contact:___________________________________ Phone:   

 

How were you referred to us:    
 
 
Is there any additional information Hopedealers Worldwide should know about you: 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________.

 
 

  

GENERAL HEALTH AND MENTAL HEALTH INFORMATION: 
 

Have you previously received any type of mental health services (therapy, psychiatric services, etc.)? ¨ No ¨Yes, 
 

If yes, previous therapist/practitioner(s):    
 

Are you currently taking any prescription medication? □ Yes □ No 
Please list: _ 

 
 

 

Have you ever been prescribed psychiatric medication? □ Yes □ No 
If yes, Please list and provide dates:    

 
 

 

1. How would you rate your current physical health? (please circle) 
Poor Unsatisfactory Satisfactory Good Very good 

Please list any specific health problems you are currently experiencing: 

 
 

 

2. How would you rate your current sleeping habits? (please circle) 
Poor Unsatisfactory Satisfactory Good Very good  

 
 
Please list any specific sleep problems you are currently experiencing: 
 

 

 
 

 

3. How many times per week do you generally exercise?    
 

What types of exercise to you participate in?    
 

4. Please list any difficulties you experience with your appetite or eating patterns: 
 

 

 

5. Are you currently experiencing overwhelming sadness, grief, or depression? ¨No  ¨ Yes 
If yes, for approximately how long?    

 

6. Are you currently experiencing anxiety, panic attacks, or have any phobias? ¨ No ¨ Yes 
If yes, when did you begin experiencing this?    

 

7. Are you currently experiencing any chronic pain? ¨ No  ¨ Yes 
If yes, please describe:    

 

8. Do you drink alcohol more than once a week?  ¨ No ¨ Yes 
 

9. How often do you engage recreational drug use? ¨ Daily ¨ Weekly ¨ Monthly  ¨ Infrequently ¨ Never 
 

10. Are you currently in a romantic relationship? ¨No ¨ Yes   If yes, for how long?     
On a scale of 1-10, how would you rate your relationship? And why?   
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Your signature below also indicates that you have read the Consent for Treatment and HIPPA agreement and agree to 
the terms. 

 

PATIENT (or PARENTS/GUARDIANS, IF PATIENT IS A MINOR) 
 
 
 

  

Signature of Patient or Parent(s)/Guardian(s) Date 
 
 
 
 

  

Name of Patient or Parent(s)/Guardian(s) (Please print) Relationship(s) to Patient  

 
 

  

   
 
 
 

  

   
 
 
 

 

 

 
 

  

11. What significant life changes or stressful events have you experienced recently:     
 

 

 
 

 

FAMILY MENTAL HEALTH HISTORY: 
 

In the section below, identify if there is a family history of any of the following. If yes, please indicate the family 
member’s relationship to you in the space provided (father, grandmother, uncle, etc.). 

 
 Please Circle Family Member 

Alcohol/Substance Abuse yes/no  
Anxiety yes/no  
Depression yes/no  
Domestic Violence yes/no  
Eating Disorders yes/no  
Obesity yes/no  
Obsessive Compulsive Behavior yes/no  
Schizophrenia yes/no  
Suicide Attempts yes/no  

 

ADDITIONAL INFORMATION: 
 

1. Are you currently employed? ¨ No ¨ Yes If yes, what is your current employment situation? 
 

 

 

Do you enjoy your work? Is there anything stressful about your current work? 
 

 

 
 

 

2. Do you consider yourself to be spiritual or religious? ¨ No ¨ Yes 
If yes, describe your faith or belief: 

 
 

 

3. What do you consider to be some of your strengths? 
 

 

 
 

 
 

 
 

 

4. What do you consider to be some of your weaknesses? 
 

 

 
 

 
 

 
 

 

5. What would you like to accomplish out of your time in therapy? 
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NOTICE OF CLIENT CONFIDENTIALITY 
of Behavioral Health, Mental Health and/or 

Substance Abuse Client Records 

 

Federal laws and regulations protect the confidentiality of Behavioral Health, Mental 
Health and/or Substance Abuse Client Records maintained by Hopedealers Worldwide, 
Inc. Generally, Hopedealers Worldwide may not say to a person outside the program 
that a client attends the program, or disclose any information identifying a client as an 
alcohol or drug abuser, unless: 

 

   1. The client consents in writing; 

   2. The disclosure is allowed by a court order; or 

   3. The disclosure is made to medical personnel in a medical emergency or to qualified 
     personnel for research, audit, or program evaluation. 

Violation of the federal law and regulations by a program is a crime. Suspected 
violations may be reported to appropriate authorities in accordance with federal 
regulations. 

Federal laws and regulations do not protect any information about a crime committed by 
a client either at the program or against any person who works for the program or about 
any threat to commit such a crime. 

 

Federal laws and regulations do not protect any information about suspected child 
abuse or neglect from being reported under state law to appropriate state or local 
authorities. 

 

(See 42 U.S.C. 290dd-3 and 42 U.S.C. 290ee-3 for Federal laws and 42 CFR part 2 for 
regulations) 

  

AGREEMENT AND RELEASE

The undersigned hereby acknowledges having read, understands, and received a copy of 
the Client Rights and Responsibilities, and agrees to meet those responsibilities.

The undersigned also agrees to release and hold harmless Hopedealers Worldwide, its 
agents and employees, from any and all liability for injuries sustained by me while on the 
premises or participating in any program or activity of Hopedealers Worldwide, or 
resulting from any actions of Hopedealers Worldwide, its agents or employees. 

I understand that my violation of this agreement or the program’s rules may result in my 
discharge from the program or other disciplinary action.

Client Signature:

______________________________________ Date: ________________________

Parent or Legal Guardian Signature:

______________________________________ Date: _________________________

Witness:

______________________________________ Date: _________________________
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CONSENT FOR TREATMENT 
 
I voluntarily agree to receive a mental health, behavioral health, and/or substance 
abuse assessment, whichever is deemed appropriate to the presenting problem. 
I also voluntarily agree to participate in substance use disorder treatment, co-occurring 
disorders treatment, and/or mental/behavioral health treatment or therapies, and for 
discharge/aftercare planning by the staff of Hopedealers Worldwide, Inc., to take place 
primarily on the grounds of the facility located at: 
 
Hopedealers Worldwide, Inc.  
1558 Marietta Hwy, Suite 200 
Canton, GA 30114 
 
I understand and agree that I will participate in my treatment plan, and that I may 
discontinue treatment and/or withdraw my consent for treatment at any time. 
 
 
Client Signature: 
 
Staff Signature: 
 
 
 
NOTE: All information developed during the course of my treatment is Protected Health 
Information as defined by Health Insurance Portability and Accountability Act of 1996 
(HIPAA) Privacy Rule and Hopedealers Worldwide, Inc. is a covered entity of this rule. 
 

 
 

PAYMENT IS REQUIRED AT TIME OF SERVICE UNLESS OTHER ARRANGEMENTS 
ARE MADE BETWEEN YOU AND HOPEDEALERS WORLDWIDE 

Insurance and Other Third Party Release 
AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize Hopedealers Worldwide to release 

information acquired in the course of my evaluation or treatment to any pertinent insurance company 

or other third party payer. 

AUTHORIZATION TO PAY BENEFITS DIRECTLY TO HOPEDEALERS WORLDWIDE: I hereby authorize 

payment directly to Hopedealers Worldwide, of any or all benefits due under the terms of my insurance 

policy or other third party payer for services rendered. 

ADDITIONAL FINANCAL INFORMATION 
I understand that I am financially responsible for any charges not paid by my insurance company or 

other third party payer, including co-payments, co-insurance, and deductible amounts. Billing insurance 

or another third party does not guarantee payment.  

If I choose to not use my insurance or do not have insurance, by my signature, I agree to pay for all 

services provided by Hopedealers Worldwide.  

 

 

Client Signature                                                            Date                           Witness Signature                                       Date 

 

Parent or Guardian Signature                                    Date                          Witness Signature                                        Date 
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Referral Note 

 
Client Name: 
 
Primary Counselor: 
 
Date: 
 
 

Client Need: 
 
 
 
 

Match Client Need to Appropriate Resource: 
 
 
 
 
 

What can I or did I do to assist the client?: 
 
 
 
 
 

 
 
Signature of Counselor Providing Service:____________________________________ 
 

 

 

 
General Consent – ROI  

Release To, Receive From, or Exchange With 
(circle one) 

 
I, ___________________________________________________, authorize Hopedealers Worldwide, Inc. to 
Release to, Receive from, or Exchange with: 
Designee:   
 

 
 
I understand that my mental health/ behavioral health, and/or alcohol and/or drug treatment records are protected under the Federal 
regulations governing Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and 
Accountability Act of 1996 (“HIPAA”), 45 C.F.R. pts 160 & 164, and cannot be disclosed without my written consent unless otherwise 
provided for by the regulations.  I also understand that I may revoke this consent at any time, in writing, except to the extent that action has 
been taken in reliance on it, and that in any event this consent expires automatically on: 
__________________________________________________________________ 
(fill in date or specific event or condition upon which this consent expires). 
 
Your records, which are the property of Hopedealers Worldwide, Inc., are privileged and confidential.  When exchanging information in cases where 
the client is involved in treatment with other agencies/professionals to assist in coordinating treatment, this authorization may include verbal as well 
as written communication.  Your records will not be released without this Consent except under circumstances that fall into these categories:  a valid 
medical emergency, receipt of a Court Order, receipt of a request which is governed by GEORGIA Statutes, internal communications, no-patient 
identifying information, research, audit and evaluation, crime at program/against program personnel, and child abuse. 

 
Description of Information to Be Released & Purpose  
(Client must select & initial each item to be released and the purpose. 
 
The following information:      For the purpose of : 
_____ Enrollment as a client      _____ Information for Physician 
_____ Assessment Summary      _____ Information for Attorney 

_____ Discharge Summary      _____ Treatment Planning 
_____ Lab and Drug Screens      _____ Continuity of Care 

_____ Alcohol and Drug Abuse Records     _____ Emergency information 
_____ Daily Behavior and Treatment Planning Information   _____ JPO/PO 

_____ HIV Records       _____ Criminal Justice, including Drug Court 
_____ Financial Records       _____  Emergency 

_____ Other – Describe _______________________________ 
 

I have given my consent freely, voluntarily, and without coercion.  I have been offered a copy of this form. 
 

Client Signature: _____________________________________________________________Date:_____________________ 
 

Signature of person signing form if not client______________________________________________Date:_____________________ 
 

Describe authority to sign on behalf of client: _____________________________________________ 
 

Witness Signature:  ____________________________________________________________Date:_____________________ 

 
Revocation of Consent 

 
I, ___________________________________, Hereby revoke the Release of Information Consent. 
  
Client Signature: ________________________________________________________Date/Time:_____________________ 
 

Witness Signature:________________________________________________________Date/Time:_____________________ 
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Individual 
Progress Note 

Name:  Date:  

Fee/Payment:   Time In:   

Topic/Plan/Session:  Time Out:  

[ ] Present    [ ] Excused    [ ] Cancelled    [ ] No Show/No Call 
 

 

Presenting Problem:   

  

  

  

Goal(s) Addressed:   

  

  

  

Objective(s) Addressed:   

  

  

Subjective:   

  

Oblective:   

  

Assessment:   

  

Plan:   

  

Signature of Counselor Providing Service:   

 
Treatment Plan 

 

Client: 
 

TX Date: 

Admission Date: Counselor: 
 

Case ID: Primary Problem: 
 

DOB: 
 

Second Problem: 

Program: Case Manager: 
 

 
 

Date 
Identified 

# Problem Goal Term Objectives Target 
Date 

       

       

       

       

       

       

       

       
 
Counselor Signature: __________________________________________ 
 
Client Signature: ______________________________________________ 
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Group Note 

 
[ ] Present  [ ] Excused  [ ] Cancelled  [ ] No Show/No Call 
 
Client Name: 
Counselor: 
Date: 
Time In: 
Time Out: 
 
Self Report: 

The most important thing I learned from this group session was: 
 
 

One change I plan to make as the result of what I have learned: 
 

My treatment plan objective I worked on this session was: 
 

Plan: 
 

 
 

Client Evaluation: Very 
poor 

Poor Okay Good Very 
Good 

My group participation:      

Shared previous and/or 
current behavior openly: 

     

Active 
listening/attentiveness to 
group process: 

     

Eye contact/nonverbal 
behaviors: 
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Georgia Law for Alcohol & Drug Counselors

• Certified Alcohol Drug Counselor I (CADC-I) – High School or GED-6000 hours

• Certified Alcohol Drug Counselor II (CADC-II) – Bachelor-4000 hours

• Certified Advanced Alcohol Drug Counselor (CAADC) – Masters and higher-
4000 hours

Education– 300 hours
(Must include 12 core functions and 4 specialties – 6 hours minimum of each) 

Supervision – 300 hours (CADC-I) and 200 hours (CADC-II and CAADC)
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International Certification & Reciprocity Consortium (IC&RC)
International Recognized Credentials

12 Core Functions of Alcohol and Drug Counseling:

1. Screening
2. Intake
3. Orientation
4. Assessment
5. Treatment Planning
6. Counseling
7. Case Management
8. Crisis Management
9. Education
10. Referral
11. Reports and Record Keeping
12. Consultation

4 SPECIALTIES: 

1. Ethics
2. HIV/AIDS
3. Telemental Health
4. Trauma Informed Care
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