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DOCUMENTATION OF SERVICES

POLICY:
All services shall be promptly and completely recorded for purposes of documentation, billing and contract reporting.  The required forms may be completed by various individuals, but the clinician of record is responsible for seeing that the required documentation is present and properly completed.  When cases are transferred, a Chart Transfer Form is completed.  Both the receiving clinician and the referring clinician are responsible for reviewing the record before making the transfer.  When the record is incomplete, the receiving clinician may refuse the transfer until correction has been made.

PROCEDURES:
The following procedures are general in nature.  Specialized services, such as substance abuse services, contracted services, Case Management, etc., may have additional requirements.  These additional requirements are found in the Policy & Procedures for the special programs.  Charting information may be typed or legibly handwritten on the appropriate form, signed (with credentials as appropriate,) and dated.  The consumer shall be identified on each sheet of the clinical record.

The Clinical Assessment initiates at the point a” Request For Services” is returned.  The screening and referral process will be completed within a maximum of 5 days.  The consumer record shall contain copies of all consultation reports concerning the consumer. When psychometric or psychological testing is done, the consumer record shall contain a copy of a written report describing the test results and implications or recommendations for treatment. The consumer record shall contain any additional information relating to the consumer, which has been secured from sources outside the program.
At the time services are performed, the following forms shall be completed:

First Visit:


1.
Request for Services


2.
Client Agreement Form

3. Health History 

4. Psychosocial Assessment  

5. Comprehensive Treatment Plan1   (Initiated at first visit)

6. Client Assessment Record (CAR)


7.
Prior Authorization Form


8.
"Allergic/Sensitive to        " sticker on front of chart, initialed, and dated by clinician.


9.
Client Data Core.

During Treatment:


Activity Log (submit daily).

Comprehensive Treatment Plan and Treatment Plan Updates (completed before subsequent services are provided): All treatment plans shall consist of completion of the Treatment Plan designated “Comprehensive” or “Review”; CAR Assessment; Prior Authorization; and Client Data Core.

1Signed and dated by consumer/guardian, each clinician serving consumer, physician.


Reviews shall be completed every six months or as dictated by the level of care assigned to the consumer based upon the CAR assessment.  Treatment plans also are revised when there is a significant change in the consumer’s plan of care (i.e., inpatient hospitalization).


Regardless of payor source, reviews shall be completed prior to the end date of each authorized treatment period.


Progress Notes:

All Progress Notes should be completed within 24 hours of provision of service, however, due to the fact approximately 75% of services provided are community based, notes must be billed within 3 days of the service and shall address the following:



1.
Service Code, Date of Service, and beginning and ending time of service;



2.
Person(s) to whom services were rendered; 



3.
Activities and services provided as they relate to the goals and objectives of the treatment plan, including on-going reference to the treatment plan; 



4.
Documentation of the consumer’s responses to treatment services, changes in behavior and mood, outcome of treatment or services, and what the clinician did to facilitate services;



5.
Family's response to services provided when applicable.  


At appropriate points in the treatment process, progress notes shall also include:



6.
Documentation of the implementation of the individualized treatment plan, including consumer activities and services and all treatment provided;



7.
The consumer's current status;



8.
Documentation of the progress or lack of progress made in treatment as it relates to the treatment plan;



9.
Plans for continuing therapy or for discharge, whichever is appropriate.


"AIMS" Form and "Consent for Treatment with a Neuroleptic Form" per EFCMHC Policy (V-9 Policy & Procedures Manual).

Annually:  
Client Agreement Form (to reassess fee).

Discharge: 
Client Data Core (Termination).



Discharge Summary.

For consultation, education, training (Programmatic Activities), Activity Log entries shall be supplemented with:




1)
What was done?




2)
With Whom?




3)
Is follow-up planned?
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