Monthly Narrative Note: Enhanced Supported Employment Pilot Project

	Agency Name:
	
	Service Month/Year
	
	

	
	
	
	
	

	Participant Name:
	
	TABS ID:
	
	Medicaid ID:
	

	Enhanced SEMP Pilot Contract #
	
	Enhanced SEMP Pilot TABS Program Code:
	
	

	Primary Service Location:
	

	Number of days the person worked as recorded on the Enhanced Supported Employment Documentation Record - Individual Summary: 
	____________


	
	

	

	

	

	

	

	

	

	

	

	

	

	(attach additional sheets if needed)

Staff Signature:                                              Staff Title:                                          Date of Staff Signature:



The monthly note should summarize the implementation of the person’s Enhanced Supported Employment Plan, address the participant’s response to services and discuss any issues or concerns, including changes to the plan.
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