
PHONE CONTACT 
 
Child’s Name:  ___________________________________  Therapist: ______________________ 
 
Date Effective:  __________________________ 
 
ACCEPTABLE Unsupervised Phone Calls (Calls may be made or received at any time) 
Contact Name Phone Numbers 
  

 
  

 
  

 
  

 
  

 
  

 
 
RESTRICTED (Calls must be made/received in the presence of the child’s therapist) 
Contact Name Phone Numbers 
  

 
  

 
  

 
  

 
  

 
 
NO CONTACT (Note:  Therapist is also to document restrictions with additional form in file.) 
Name Phone Numbers 
  

 
  

 
  

 
 


