4§ BIODATA — Dr. Kavish Pandey

Personal Details
Name: Dr. Kavish Pandey

Date of Birth: 20th November 1991
Mobile: +91 84476 29356

Email: kavish.pandey@gmail.com

Educational Qualifications

MD (Homoeopathy) - Psychiatry, 2019

BHMS - Bakson Homoeopathic Medical College & RI, Greater Noida
- Affiliated to Dr. Bhim Rao Ambedkar University, Agra

Higher Secondary (12th) - ISC, New Delhi, 2009

Secondary (10th) - ICSE, New Delhi, 2007

Current Position

e Designation: Associate Professor
e Department: Human Anatomy

e Institution: Aarihant Homoeopathic Medical College & Research Institute,
Gandhinagar

e Tenure: From 11th March 2024 - Present

Previous Role:
e Assistant Professor, Human Anatomy

e Aarihant Homoeopathic Medical College & RI, Gandhinagar

e Tenure: 29th February 2020 - 10th March 2024

Professional Achievements
CME/Training Workshops (Sponsored by AYUSH/Govt.): 01
Academic Visits / Camps / Awareness Programs Organized: 08
Seminars & Webinars Attended: 08
Events Organized: 01

Research Publications: 01
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BAKSON HOMOEOPATHIC MEDICAL COLLEGE

Plot no. 36 B, Knowledge Park Phase-1, Greater Noida,
Gautam Budh Nagar - 201306 (U.P.)

Sr. No : BHMC/Admin/2017/ _3199
Session: 2015-2018 College Code- 857

Enrolment No.: 0985772

Roll No. : 178577791019 BAKSON

Notification no.: 100/Conf.

Date : 29/01/2019

D PASSING CERTIFICATE ﬁ]

This is to certify that Dr. KAVISH AJIT PANDEY son of Mr. VIJAY
KUMAR PANDEY has passed M.D. (Homoeopathy) Part-2
Examinations-2018 conducted by Dr. B. R. Ambedkar University, Agra in
the month of November’ 2018 in following subjects:

» Specialty Subject ! Psychiatry
» Subsidiary Subject  : Materia Medica
» Optional Subject : Repertory

Topic of Dissertation

“USEFULNESS OF HOMOEOPATHIC MANAGEMENT ON PSYCHOSOMATIC
DISORDERS OF GASTRO INTESTINAL SYSTEM”

He bears a good moral character.

We wish his success in life.

- ——

(Principal)

Greater Noida
Date:01/02/2019
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PROVISIONAL CERTIFICATE

This is to certify that Sri/ Km. / Smt. .b\ar...kﬁv.rjk1...ﬂ.:s.ﬂ..‘z....Pazwh..Lf .....................

S/o/Dlo . Ny Xl Rawehosgon
(Roll No. 177. @‘71}“1\0-)9 Jof..Tdeakes c.«u‘-ng..ea(?q.\, College ... A Retedey. ...

passed the ... 1Y\.. D Cﬁw@u Examination of 20lq........... , with .43, Mok N\r-.y‘

.................................................................................................................................................

as his/her subjects and that he/she was placed IN&.... PO\%E.A.J Division.

His/her also passedin ...... qu@.‘%as an Additional/Extra Optional Subject.

The candidate has done all that is necessary tor the formal presentation for the degree of

......................................

................. ")' E
Q§U\‘(}}\ \‘EN" ,
AMINATI
SEigLiHOUSE """ D{B‘RA 'UNIVERSITY, AGRA

Asstt. / Dy. Register (Exam.)

Dated ?"l}“} 1y
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HOMOFEOPATHIC MEDICAL
COLLEGE & RESEARCH INSTITUTE

(Ministey of AYUSH - Govornment of India & NCH Approved)

AARIHANT HOMOEOPATHI(__Z ~HOSPITAL

Consent Form for Student Counseling Sessions

Section A: Student Information
Name of Student: P ad el 6o I‘H ,(

Age: i gg
Gender: W ~FemaleXl Other A
Class / Course: De ?J\C]T\ SKC/ Ser

Institution Name: DG’ s19n

Contact Number:

Address: ﬁ b m'CCJt’J b a J ; &)Ujﬁu_jﬂ -

Section B: Parent/Guardian Details *(Required if student is under 18)*
Name of Parent/Guardian: _{) ] P/ < ID cdé

Relationship to Student: fajh@?v

Contact Number:

Section C: Purpose of Counseling
I'understand that the purpose of counseling is to provide emotional, psychological, and
lifestyle support related to:

00 Academic Stress

O Exam Anxiety

[0 Emotional Difficulties (e.g., sadness, fear, anger)
\_D)ileep' or Concentration Issues .

O Peer or Social Challenges

O Career or Goal Confusion

DOther:LH'!"cJ ‘\()QD/ IEU ”U;'”L/




HOMOEOPATHIC MEDICAL
COLLEGE & RESEARCH INSTITUTE

(Ministry of AYUSH - Government of India & NCH Approved)

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of
homeopathic mental health support.

Section D: Consent Statement
I voluntarily consent to attend counseling sessions conducted at Aarlhant Homoeopathic
Hospital. I understand that:

1. Confidentiality will be maintained except in cases where:
£ - There is risk of harm to self or others.
- Required by law or court order.

2. Referrals may be made to a clinical psychologist or psychiatrist if needed.

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will
be prescribed.

4.1 have the right to withdraw from counseling at any time.

Section E: Signatures
Signature of Student: jQW-iL‘ Date:t ] | < 18
N Signature of Parent/Guardian: L&W ' Date: ‘ [ ‘Js‘ 0 B

*(Required if student is under 18 years of age)*

Counselor’s Name & Designation: Dn- <0f A 5_17 DU n JQ’:&

Signature of Counselor: ae:)‘/’ Date: {717 (24"




STUDENT COUNSELING CASE TAKING FORMAT

A. GENERAL INFORMATION

1. Full Name of Student: |- kel OOl |
_AgeDateofBith: )7 ]=]2v04
. Gender: M ud ) =

. Class/Grade: A1 SED
. School/Institution Name: _____ L\,_g,'_'_ﬂi w,
_Date of Session: |11 05| DAY
. Counselor's Name: ~D_'i ' l@yﬂh_

. Referral Source: W Teacher / Parent / Peer / Adminisiration)

@ N O, bAsE WwN

9. Presenting Problem (As Reported by Student/Referrer):
A Y\on}g N e a1 S

B. BACKGROUND INFORMATION
1. Family Details: o
- Father's Name / Occupation: D Pe < FS oke)
- Mother's Name / Occupation: FrUQ@um{ Pridel.
- Siblings (Name, Age, Class): (v} |¢9 A
- Family Type: Joint / I\g,elear | Separated / Single Parent
- Relationship with family members:

SO

2. Academic History:
- Previous Academic Performance: C,«OO(& .
- Current Academic Concemns (if any): _Ab sent N")nalg_-:p i
- Favorite / Difficult Subjects: ___¥A\ Shoy
- Attendance and Participation in Class:

hugnuég

3. Behavior at School: .
- Interaction with Peers: ANE B CJ&] e
- Relationship with Teachers: Roo

- Disciplinary History (if any): -,
- Extracurricular Involvement: KOCI!B )

4. Personal-Social History:
- Hobbies/Interests: ___ D 'Y\U"ﬂc_‘ v sle
- Sleep & Appetite Pattern: __i"\ $0™ 'Y Jum et
- Recent changes in behavior/mood: ____ w1tk ]| ; Hy
- History of trauma, loss, bullying, abuse, etc.:

M hopd  bylhyfng
g )

M2 5




5. Medical History: 5
- Current physical/mental health concerns: O_ b_@é]
- Ongoing medication/treatment (if any): =

- Past psychiatric/psychological treatment (if any):

——

C. ASSESSMENT (As Observed by Counselor)
1. Mood/Aflect: G4 xeSSE wld

2. Cognitive Functioning: Avexc e
3. Self-Esteem/Confidence: M1
4. Motivation/Goal Orientation:

5. Communication Skills: AVE’ !Q%e
6. Any Maladaptive Behavior Noted: MM%HM .

7. Risk Assessment (if any):
- Suicidal Ideation / Self-Harm / Aggression / Substance Use
4

/ﬂg%ﬁsmﬂ._’/

D. COUNSELING GOALS AND PLAN
1. Short-term Goals: A\JO\.C! 3c¥ECY) HINC
2. Long-term Goals: mod Pre YA,
3. Plan of Intervention:

- Type: IWinual | Group / Career / Remedial / Behavioral

- Frequency: V [

- Techniques/Tools Used (CBT, Play therapy, etc.):

. ndguedton 0 socle) Fumerov,

E. SUMMARY AND REMARKS
1. Session Summary.
2. Parental Involvement Needed? \JCA
3. Follow-up Date:

4. Counselor's Signature & Date:
1 l Si g
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HOMOEOPATHIC MEDICAL

5\\ AR M
] COLLEGE & RESEARCH INSTITUTE

TARTUP & Ia NOVATEON
UNIVERSITY ‘
(Ministry of AYUSH - Government of India & NCH Approved)

ﬁ/iRIHANT HOMOEOPATHIC HOSPITAL

Consent Form for Student Counseling Sessions

Section A: Student Information
Name of Student: K el Sww'};u— Pﬂﬁ@-&b{p

Age: 2 2 5@(’1)

Gender: @ Male O Female [J Other

Class / Course: BAME

Institution Name: AAMm C

G:aeactNumber: 2t jcuololo
Address: Mag\/ Gwa:ar\a-* .

Section B: Parent/Guardian Details *(Required if student is under 18)*

Name of Parent/Guardian: (2Rt omr o

Relationship to Student: __Fatéf

Contact Number: == -

Section C: Purpose of Counseling
[ understand that the purpose of counseling is to provide emotional, psychological, and

lifestyle support related to:
,Bﬁcademic Stress .
JZE/xam Anxiety

O Emotional Difficulties (e.g., sadness, fear, anger)
ASleep or Concentration Issues ‘

O Peer or Social Challenges

[ Career or Goal Confusion

[ Other:




'» ig
L. W 45

:OPATHIC MEDICAL
tl’ I‘{')I'\g?'l‘ )?E{ éﬁ‘ll-ikll{( "H INSTITUTE

(Minin v of AYUSH - Gavaramant of India & NCH Approved)

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of
homeopathic mental health support.

Section D: Consent Statement

I voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic
Hospital. | understand that:

1. Confidentiality will be maintained except in cases where:
- There is risk of harm to self or others.
- Required by law or court order.
2. Referrals may be made to a clinical psychologist or psychiatrist if needed.

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will
be prescribed.

4.1 have the right to withdraw from counseling at any time.

Section E: Signatures

i o Rostosp— o 13 024
Signature of Student: e Date: _| Feb (2

—

Signature of Parent/Guardian: —— Date:

*(Required if student is under 18 years of age)*

Counselor’s Name & Designation: 0-’\ \'<aL\)-'LYL P&"r\c%}.ut
Signature of Counselor: [Q ot Date: _\ 9—‘ ;LZ 2Zo2Y




\ STUDENT COUNSELING CASE TAKING FORMAT

A. GENERAL INFORMATION

1. Full Name of Student: !‘& olyar u%ﬁ j ’Lwc‘ 2 ”)

2. Age/Date of Birth:

3. Gender: Mol e DU
4. Class/Grade: BAMS

5. School/Institution Name: ApM <

6. Date of Session: \ L:( Fela { L0

7. Counselor's Name: Wn- on A a'@a

8. Referral Source: (Self / Téacher / Parent / Peer/ Administration)

9. Presenting Problem (As Reported by tudent/Referrer):

q v G nae { Lok o Onbinest i Sheduies

B. BACKGROUND INFORMATION
1. Family Details:
- Father's Name / Occupation: |MV\H~AJ\ ‘/ Fa-@m""l

- Mother's Name / Occupation:

- Siblings (Name, Age, Class): — =

- Family Type: Joint / Nuclear | Separated / Single Parent
- Relationship with family members:

Sor

2. Academic History:

- Previous Academic Performance:

- Current Academic Concerns (if any) gp_. gﬁ vCQ_vw?f i Seudiiy,
- Favorite / Difficult Subjects:

- Attendance and Participation in Class:
Auensse

3. Behavior at School:

- Interaction with Peers: Avenenr

- Relationship with Teachers: G‘Lsm&'

- Disciplinary History (if any): =

- Extracurricular Involvement: A S5 __V. 4 :

4. Personal-Social History:

- Hobbies/Interests: {/ O~ ,b.\
- Sleep & Appetite Pattern: B q_A»
- Recent changes in behavior/mood: _ ~Du upl Nv{ Hyternestan U ) 18“

- History of trauma, loss, bullying, abuse, etc.:




r

5. Medical History:
- Current physical/mental health concerns: %ﬁc») /
- Ongoing medication/treatment (if any):
- Past psychiatric/psychological treatment (if any):

C. ASSESSMENT (As Observed by Cqunselor)
1. Mood/Affect: AnX 164
2. Cognitive Functioning: [l L\y'-f;%

3. Self-Esteem/Confidence: Latns-
4. Motivation/Goal Orientation: C@«%W
5. Communication Skills: Goedl

O ‘»Q/.flf.-a

6. Any Maladaptive Behavior Noted: Pc«/ysi\r*— B—O‘We""

7. Risk Assessment (if any):
- Suicidal Ideation / Self-Harm / Aggression / Substance Use

—_—

D. COUNSELING GOALS AND PLAN
1. Short-term Goals:
2. Long-term Goals:

Mok 4atiion

3. Plan of Intervention::
- Type: Indvvjau/al | Group / Career / Remedlal / Behavioral
- Frequency: < \)UV-«
- Techniques/Tools Used (CBT, Play therapy, etc.):

G ID=T o E

E. SUMMARY AND REMARKS

1. Session Summary: | )\Avjuﬂwﬁ I‘Is- MW(
2. Parental Involvement Needed’? N o

3. Follow-up Date: L 0 J 0’)//7—‘!91

4. Counselor's Signature & Date: lﬂ"\r/fﬁ

T eyt he smore o0 Hrocal nle




SWALI \ _ HOMOEOPATHIC MEDICAL
UNTV OIS COLLEGE & RESEARCH INSTITUTE

(Miniitry of AYUSH - Gavernment of India & NCH Approved)

AARIHANT HOMOEOPATHIC HOSPITAL

Consent Form for Student Counseling Sessions

Section A: Student Information

Name of Student: Merad, o Neelfunan Ravrmagh blas

Age: 2 2
Gender: B/Male O Female O] Other
Class / Course: SMmclL A

Institution Name: __ S M\CL A
g\‘\.r_cf’ﬁ
Contaet-Number: _ 2504 02 o (A

Address: At dodpod ‘ G\M(',LW

Section B: Parent/Guardian Details *(Required if student is under 18)*

Name of Parent/Guardian: lluwwdxbﬁ».l
Relationship to Student: FoXboan

Contact Number: =

Section C: Purpose of Counseling

l'understand that the purpose of counseling is to provide emotional, psychological, and
lifestyle support related to:

O Academic Stress

0O Exam Anxiety
[ Emotional Difficulties (e.g., sadness, fear, anger)
\Zﬁeep or Concentration Issues

O Peer or Social Challenges

.

O Career or Goal Confusion

O Other: C&*‘QA,OM:'BA Toravre




SWART TN ' HOMOEOPATHIC MEDICAL
RV v . COLLEGE & RESEARCH INSTITUTE

(Mims try of AYUSH - Government of India & NCH Approved)

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of
homeopathic mental health support.

Section D: Consent Statement

[ voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic
Hospital. I understand that:

1. Confidentiality will be maintained except in cases where:
- There is risk of harm to self or others.
- Required by law or court order.
2. Referrals may be rﬁade to a clinical psychologist or psychiatrist if needed.

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will
be prescribed.

4.1 have the right to withdraw from counseling at any time.

Section E: Signatures

Signature of Student: el — Date: _\\ [ "2/ 27

Signature of Parent/Guardian: — Date:

*(Required if student is under 18 years of age)*

Counselor’s Name & Designation: Rn. \(aud({,« ?U\W"J-Qk&
Signature of Counselor: W Date: | ( Z I'L(ZB




STUDENT COUNSELING CASE TAKING FORMAT

A. GENERAL INFORMATION

"

. Age/Date of Birth:
.Gender: __DL;:Q:;L_# B o
. Class/Grade: g Me LA

. School/Institution Name: il L 1 C LA
. Date of Session: ) \ ‘ ! '),{ s
. Counselor's Name: o

. Referral Source: (Self / Téﬁér | Parent / Peer / Administration)

m\lCDU'I-b(AJI\)—-\

9. Presenting Problem (As Reported by Student/Referrer):

Full Name of Student: (" W_OLLpzy‘&  MellRarrme

0ued Defprorsting o Ermctio=f Distrenm

B. BACKGROUND INFORMATION
1. Family Details:

- Father's Name / Occupation: R or—expboc

- Mother's Name / Occupation: =i

—

- Siblings (Name, Age, Class):
- Family Type: Jm Nuclear / Separated / Single Parent

- Relationship with family members:

S~

2. Academic History:
- Previous Academic Performance: [2'\1-%"-";&-

- Current Academic Concerns (if any): Lot el Aibes

- Favorite / Difficult Subjects:

- Attendance and Participation in Class:

ﬂ\w
3. Behavior at School:
- Interaction with Peers: F} S e Y2
- Relationship with Teachers: At raanc

\v)

- Disciplinary History (if any): —
- Extracurricular Involvement. ’_[)"\?%I

Ld

4. Personal-Social History:
- Hobbies/Interests: __’_,_1_2_—1_@%?,:_&0—‘9&3_
- Sleep & Appetite Pattern:  Peere
- Recent changes in behavior/mood: ’L;Wi—"éﬁ’&(

- History of trauma, loss, bullying, abuse, etc:
: (Flaumria.

-




5. Medical History:
- Current physical/mental health concerns: (& de, b Seteay
- Ongoing medication/treatment (if any): _ —
- Past psychiatric/psychological treatment (if any):

C. ASSESSMENT (As Observed by Counselor)

1. Mood/Affect:

D-cprenyve

2. Cognitive Functioning:
3. Self-Esteem/Confidence:

Lo

4. Motivation/Goal Orientation: (e n/. s e ) .

5. Communication Skills:

\\J

[Avenan e

6. Any Maladaptive Behavior Noted: A veoidande 3——2&&\9&9—‘-&-‘1

7. Risk Assessment (if any):
- Suicidal Ideation / Self-Harm / Aggression / Substance Use

U

D. COUNSELING GOALS AND PLAN |
Fruec) Sceentire | Do ree worle &Besh buey o onig

1. Short-term Goals:
2. Long-term Goals: Mediteti, - 1
3. Plan of Intervention:

- Type: Individual / Group / Career / Remedial / Behavioral

- Freguency: 2 \}w% LseelR
- Techniques/Tools Used (CBT, Play therapy, etc.):
e B,

E. SUMMARY AND REMARKS _ .
1. Session Summary: (o W d.unws A2t

2. Parental Involvement Needed? Ne-
3. Follow-up Date: | & / {12/ 2%

4. Counselor's Signature & Date: e
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SWAR \ HOMOEOPAT HIC MEDICAL
SWAR, Lo : COLLEGE & RESEARCH INSTITUTE
(Mirnstry of AYUSH - Gaverament of India & NGH Approved)

\'H-.url‘rl INNOAATION
UNIVERSITY

AARIHANT HOI\/IOEO_PATI)—IIC“IjQSEITAL

Consent Form for Student Counseling Sessions

Section A: Student Information

Name of Student: G’tgfpaﬂ V ez Mﬁ'
Age: 20933

Gender: E'Male O Female OJ Other ‘

Class / Course: BpA
Institution Name: S-Cmg

—

Contact Number:

Address: _ [Rledoton : (1 JL‘—*}M

ian Details *(Required if student is under 18)*

—

Section 3: Parent/Guard
Name of Parent/Guardian:

—

Relationship to Student:

—_—

Contact Number:

Section C: Purpose of Counseling
I understand that the purpose of counselin
lifestyle support related to:

g is to provide emotional, psychological, and

O Academic Stress
[FExam Anxiety
(] Emotional Difficulties (e.g., sadness, fear, anger)
O Sleep or Concentration Issues
O Peer or Social Challenges

\Zéreer or Goal Confusion

Oother:  Coild bhoedd Quﬁ/,j,.:.;




i ALY &
SWA M HOMOEOPATHIC MEDICAL
Tt . ( OLLEGE & RESEARCH INSTITUTE

(Ministey of AYUSH - Gov wont of Indiz & MCH Approved

Counseling will be conducted by a qualified MD (Hom.) in Psychiatry, within the scope of
homeopathic mental health support.

Section D: Consent Statement

I voluntarily consent to attend counseling sessions conducted at Aarihant Homoeopathic
Hospital. | understand that:

1. Confidentiality will be maintained except in cases where:
- There is risk of harm to self or others.
- Required by law or court order.
2. Referrals may be r;made to a clinical psychologist or psychiatrist if needed.

3. The sessions are non-pharmacological, and no psychotherapy or psychiatric medicine will
be prescribed.

4.1 have the right to withdraw from counseling at any time.

Section E: Signatures -

Signature of Student: W Date: __ 9 g a o(" 2023
b

Signature of Parent/Guardian: S Date: _ —

*(Required if student is under 18 years of age)*

Counselor’'s Name & Designation: Do Kw-ﬁfa Pc»n-ﬁﬁ'a,
Signature of Counselor: o— Date: 3 [OA[20273




STUDENT COUNSELING CASE TAKING FORMAT

A. GENERAL INFORMATION

1. Full Name of Student: "\:\1@}()0 Q UL'?‘N\U o> (e~ ‘a.—'(o
2. Age/Date of Birth: .

3. Gender: Mokle

4 Class/Grade: , u‘_b,gfl

5. School/Institution Name: B3 A
6. Date of Session: =, /\ Og 2 023
7 Counselor's Name: 1 - &écx_u:ﬁ EO*)“_@.‘L‘L—%

8. Referral Source: (Self / Thacher / Parent / Peer / Administration)

9. Presenting Problem (As Reported by Student/Referrer):

g;z_g‘gw e A Ceﬂvffuw

8. BACKGROUND INFORMATION

1. Family Details: .
- Father's Name / Occupation: Verhwoen Gauteto- / Lenvies

—_—

- Mother's Name / Occupation:
- Siblings (Name, Age, Class):
- Family Type: J\jm/tl Nuclear / Separated / Single Parent
- Relationship with family members:

Ceo

—

2. Academic History:
- Previous Academic Performance: F&@"L »
- Current Academic Concerns (if any): oy M’j ’ l!)lesluv?
- Favorite / Difficult Subjects: .
- Attendance and Participation.in Class:

O

3. Behavior at School:

- Interaction with Peers: Dul0

- Relationship with Teachers: Avenesg2
- Disciplinary History (if any): ==

- Extracurricular Involvement: Avtrneagr

4. Personal-Social History:
- Hobbies/Interests: {JLA—\)&M» ok
- Sleep & Appetite Pattern: Ao &Ug af Qod« \m.f.ﬁ{»'{g)
- Recent changes in behavior/mood: N sk ln;{gw—'b \ V\Qn.luuff s QW (fﬂ '6

- History of trauma, loss, bullying, abuse, etc.:

4 i kntion / Ch0  od ol »




5. Medical History:

- Current physical/mental health concerns: ﬂ\l\é-lté ) p et na Ao g‘(«“’—‘ ’

- Ongoing medication/treatment (if any):

- Past psychiatric/psychological treatment (if any):

C. ASSESSMENT (As Observed by Counselor)

'

1. Mood/Affect: StoadunCl A pox 16w

2. Cognitive Functioning: Slopf~tey Jsacﬂﬂfv\ca
- U

3. Self-Esteem/Confidence: /Q,e‘r.ov

4. Motivation/Goal Orientation: Cooved inidl

5. Communication Skills: P( Wg

[4) .
6. Any Maladaptive Behavior Noted: N Q b\.&.»-'b

7. Risk Assessment (if any):
- Suicidal Ideation / Self-Harm / Aggression / Substance Use .

e

D. COUNSELING GOALS AND PLAN
1. Short-term Goals: PS\HS-J Sc.’u:uz'n ’er—t
2. Long-term Goals: Melitctior
3. Plan of Intervention:
- Type: Individual / Group | Career / Remedial / Behavioral

- Frequency: Gagen,
- Techniques/Tools Used (CBT, Play therapy, etc.):

Commee 2ie (CRT)
U == o2

E. SUMMARY AND REMARKS
1. Session Summary: (o /Wv'-'- AM e Lo~

_

2. Parental Involvement Needed? —
3. Follow-up Date: 1 LFe 0. 2

4. Counselor's Signature & Date: lﬁg-——'\‘&'
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