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Substance Abuse Rehabilitation Program 

Peer Support Group 
 

Please complete this Report on a regular basis, as stipulated in the Consent Agreement for 

SARP Participation (CASP) and return it directly to the SARP Coordinator during each 

scheduled monitoring meeting. 

 
Name of Nurse in SARP (please print) _________________________________________________ 
 
Date of Report: __________________________ Report due: _____________________________ 
 
Date joined group:___________________ 
 
Frequency of therapy:   [   ]  Weekly      [   ]  Bi-weekly     [   ]  Monthly      [   ] Other _____________ 
 
_______________________________________________________________________________ 
 
Have you read the Consent Agreement for SARP Participation between the SARP Participant and 

SARP?  [  ] Yes   [  ] No   Comments: ________________________________________________ 

 

Do you have any questions regarding this Consent Agreement for SARP Participation?    

[  ] Yes   [  ] No   Comments: ________________________________________________________ 

 
Dates of sessions attended since last Report:   

         Dates 

        

        

 

Dates of sessions missed since last Report:   

            Date             Reason for Absence 

  

  

  

                     

 

 

 

The Commonwealth of Massachusetts 
   Department of Public Health 

Bureau of Health Professions Licensure 
 

            Board of Registration in Nursing 
        239 Causeway Street  Boston, Massachusetts 02114 
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Treatment Plan: 

 Therapy goals and objectives:  ______________________________________________________ 

 

 

Level of participation and progress in Group: 

Participation:     [  ] Satisfactory   [  ] Minimal    [  ] Unsatisfactory     

Progress:            [  ] Satisfactory   [  ] Minimal    [  ] Unsatisfactory     

 

Comments: _____________________________________________________________________ 

 

 

To the best of your knowledge, do you believe the SARP Participant named in this Report is 

maintaining abstinence from alcohol, drugs and/or chemicals of abuse?   [  ] Yes  [  ] No  [  ] Unsure      

 

Comments: _____________________________________________________________________ 

 

 

 

Recommendations:_______________________________________________________________ 

 

 

 

 

Name of Therapist/Counselor (please print)         Agency 

 

License # / Registration # / Certification #        Telephone 

 

Address: _______________________________________________________________________ 

Type(s) of Degree(s) : _______________________________Date(s) received: ________________ 

Length of time in practice: __________________________________________________________ 

Are you a Certified Chemical Dependency Counselor    [  ] Yes     [  ]  No      

Type of Certification : ________________________________Date received: _________________ 

 

How long have you been working with the SARP Participant? ______________________________ 

 

Signature of Therapist/Counselor                                                      Date of Report 


