
 

 
  

Mentor/Mentee Quarterly Report 
 

Note: Mentors are family caregivers who have a loved one with mental illness or they can 

be persons with lived experience (peers) who are in recovery.  

Mentees are also family caregivers, or they can be persons with lived experience who 

want a mentor. 

Date: _______________ 

Mentor’s Names  ________________________________________________ 

Please check only one: Family caregiver  or Peer  

Mentee’s Name _________________________________________________ 

Dates of Mentor/Mentee or Peer Commitment: ___________ to ___________  

Still ongoing?   Y     N 

 

How’s it going? 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

Please describe positive outcomes. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

Please describe any roadblocks you encountered. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 



 

 

 

 

We welcome your comments or suggestions about the Mentoring Program.  

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 
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Date received ____________ Staff__________ 

 


