
Name (Last, First, MI) Rank/Grade Date of Counseling

Organization Name and Title of Counselor

Purpose of Counseling: (Leader states the reason for the counseling, e.g. Performance/Professional or Event-Oriented counseling, and includes
the leader's facts and observations prior to the counseling.)

Key Points of Discussion:

DEVELOPMENTAL COUNSELING FORM
For use of this form, see ATP 6-22.1; the proponent agency is TRADOC.

DATA REQUIRED BY THE PRIVACY ACT OF 1974
AUTHORITY:
PRINCIPAL PURPOSE:
ROUTINE USES:

DISCLOSURE:

5 USC 301, Departmental Regulations; 10 USC 3013, Secretary of the Army.
To assist leaders in conducting and recording counseling data pertaining to subordinates.
The DoD Blanket Routine Uses set forth at the beginning of the Army's compilation of systems or records notices also 
apply to this system.
Disclosure is voluntary.

PART I - ADMINISTRATIVE DATA

PART II - BACKGROUND INFORMATION

PART III - SUMMARY OF COUNSELING
Complete this section during or immediately subsequent to counseling.

OTHER INSTRUCTIONS
This form will be destroyed upon:  reassignment (other than rehabilitative transfers) , separation at ETS, or upon retirement.  For separation

requirements and notification of loss of benefits/consequences see local directives and AR 635-200.

PREVIOUS EDITIONS ARE OBSOLETE.DA FORM 4856, JUL 2014
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Plan of Action (Outlines actions that the subordinate will do after the counseling session to reach the agreed upon goal(s).  The actions must be
specific enough to modify or maintain the subordinate's behavior and include a specified time line for implementation and assessment (Part IV below)

Individual counseled remarks:

Leader Responsibilities: (Leader's responsibilities in implementing the plan of action.)

Assessment: (Did the plan of action achieve the desired results?  This section is completed by both the leader and the individual counseled
and provides useful information for follow-up counseling.)

REVERSE, DA FORM 4856, JUL 2014

Session Closing:  (The leader summarizes the key points of the session and checks if the subordinate understands the plan of action.  The
subordinate agrees/disagrees and provides remarks if appropriate.)

Individual counseled: I agree disagree with the information above.

Signature of Individual Counseled: Date:

Signature of Counselor: Date:

PART IV - ASSESSMENT OF THE PLAN OF ACTION

Individual Counseled: Date of Assessment:Counselor:

Note:  Both the counselor and the individual counseled should retain a record of the counseling.
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Name
(Last, First, MI)
Rank/Grade
Date of Counseling
Organization
Name and Title of Counselor
Purpose of Counseling:
(Leader states the reason for the counseling, e.g. Performance/Professional or Event-Oriented counseling, and includes
the leader's facts and observations prior to the counseling.)
Key Points of Discussion:
DEVELOPMENTAL COUNSELING FORM
For use of this form, see ATP 6-22.1; the proponent agency is TRADOC.
DATA REQUIRED BY THE PRIVACY ACT OF 1974
AUTHORITY:
PRINCIPAL PURPOSE:
ROUTINE USES:
DISCLOSURE:
5 USC 301, Departmental Regulations; 10 USC 3013, Secretary of the Army.
To assist leaders in conducting and recording counseling data pertaining to subordinates.
The DoD Blanket Routine Uses set forth at the beginning of the Army's compilation of systems or records notices also 
apply to this system.
Disclosure is voluntary.
PART I - ADMINISTRATIVE DATA
PART II - BACKGROUND INFORMATION
PART III - SUMMARY OF COUNSELING
Complete this section during or immediately subsequent to counseling.
OTHER INSTRUCTIONS
This form will be destroyed upon:  reassignment (other than rehabilitative transfers) , separation at ETS, or upon retirement.  For separation
requirements and notification of loss of benefits/consequences see local directives and AR 635-200.
PREVIOUS EDITIONS ARE OBSOLETE.
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Plan of Action
(Outlines actions that the subordinate will do after the counseling session to reach the agreed upon goal(s).  The actions must be
specific enough to modify or maintain the subordinate's behavior and include a specified time line for implementation and assessment (Part IV below)
Individual counseled remarks:
Leader Responsibilities:
(Leader's responsibilities in implementing the plan of action.)
Assessment:
(Did the plan of action achieve the desired results?  This section is completed by both the leader and the individual counseled
and provides useful information for follow-up counseling.)
REVERSE, DA FORM 4856, JUL 2014
Session Closing:
 (The leader summarizes the key points of the session and checks if the subordinate understands the plan of action.  The
subordinate agrees/disagrees and provides remarks if appropriate.)
Individual counseled:
I agree
disagree with the information above.
Signature of Individual Counseled:
Date:
Signature of Counselor:
Date:
PART IV - ASSESSMENT OF THE PLAN OF ACTION
Individual Counseled:
Date of Assessment:
Counselor:
Note:  Both the counselor and the individual counseled should retain a record of the counseling.
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DEVELOPMENTAL COUNSELING FORM
APD
	NAME: 
	RANK: 
	DATE: 
	ORGANIZ: 
	TITLE: 
	PURPOSE: The purpose of this command counseling is to inform you of the Department of the Army and Command Policy regarding your responsibilities as a result of testing positive for the Human Immunodeficiency Virus (HIV) antibody.
	POINTS: I have been advised that you were counseled by the preventive medicine personnel concerning your positive HIV test, the risk HIV infection poses to your health and potential for transmitting HIV to others.  You were advised by the preventive medicine personnel of the necessary precautions you must take to minimize the health risk to others as a result of your HIV infection.  While I have great concern for your situation, in my capacity as your commander I must be concerned with, and ensure the health, welfare, and morale of the other Soldiers in my command.  Therefore, I am imposing the following restrictions:(a)  You will verbally advise all prospective sexual partners of your HIV infection prior to engaging in any sexual activity.  You are ordered to use condoms should you engage in oral, vaginal, penile, or anal sexual activity with a partner. (b)  You will not donate blood/blood products, sperm/semen or eggs, breast milk, tissues, and organs and will report previous donations to the HIV PHN.(c)  You will notify medical, dental and emergency health care workers of your HIV infection.(d)  You will comply with the medical management of HIV infection directed by your infectious disease physician, to include medical evaluations every 6 months and as needed.(e)  You are nondeployable and may not go TDY OCONUS.(f)  You will obtain a PHA facilitated by the HIV PHN as soon as possible and annually.(g)  You will out-process and in-process with your preventive medicine HIV PHN as part of ever PCS move.
	PLAN: (a)  Cooperate fully with my HIV program coordinator to confidentially reveal the identity of all persons with whom I have had sex or shared needles for the period starting 3 months prior to my last negative HIV test so contacts may receive counseling and testing to break the chain of transmission.  In addition to revealing their identities, I will personally inform my contacts, including my spouse, and recommend they seek medical consultation.(b)  Understand my status is nondeployable and I may not go TDY OCONUS.(c)  Do not donate blood/blood products, sperm/semen or eggs, breast milk, tissues or organs.(d)  Follow my UCMJ commander’s order by informing all potential sexual partners of my HIV positive status before engaging in intimate sexual contact.  My partner will not be under the influence of alcohol, drugs, or prescription medications that could potentially alter his or her judgment during this discussion.(e)  Practice safer sex using a condom or other barrier method recommended by the CDC with every vaginal, penile, anal and oral sexual encounter.  Safer sex practice will not only protect my partners but will also protect me from exposure to other drug-resistant HIV strains.(f)  Notify medical, dental, and emergency health care workers of my HIV infection by stating, “I am blood donor ineligible” or “I have HIV.”
	REMARKS: 
	LEADER: 
	ASSESS: 
	AGREE: 
	DISAGREE: 
	Type the DATE in Y Y Y Y M M D D format.: 
	Senior Rater digitally signs.: 
	Type the DATE in Y Y Y Y M M D D format.: 
	Senior Rater digitally signs.: 
	Senior Rater digitally signs.: 
	Senior Rater digitally signs.: 
	Type the DATE in Y Y Y Y M M D D format.: 



