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Introduction

Services The Outpatient Chart Manual applies to all non-patient services whose medical records are
governed by Medi-Cal requirements. This includes all of the Department’'s outpatient, day
treatment, case management, and medication services.

Manual priority  This manual, rather than the Department’s Standard Practice Manual, governs charting and
record keeping in the Department.

Manual The Department’s Quality Management (QM) division maintains the Manual. Revisions are
Maintenance issued periodically, and it is important to file them appropriately so that your Manual is up-to-
date.

If you find things in the Manual that are not clear, or look for things in the Manual but cannot
find them, please inform QM so that we can improve the Manual.
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Care Necessity Form

Purpose

Procedure for
Completion

OCM

The Care Necessity form provides documentation of the Departmental and
programmatic reasons why an individual qualifies for Department services.

The following procedure is followed when completing this form:

Step Action

1 Complete the form upon admission during the intake period.
Note: As of 4/03 there is no requirement for routine repeated
completion of the form following the initial intake period.

2 Check all boxes that apply to the client, even if the client does not
currently have the type of coverage implied.

3 Update the form as coverages change.

4 The form must be signed by an LPHA:

M.D.

Registered Nurse

Licensed or Waivered Psychologist
Licensed/Registered/Waivered Social Worker
Licensed/Registered/Waivered MFT

Note: The form may be completed by Graduate Student
“Interns”, but requires co-signature of a fully licensed LPHA.

INITIAL ENTRY
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Client Resource Evaluation

Purpose

Form
completion

OCM

The Client Resource Evaluation is completed on the first or the second client
visit to identify basic resource needs, so that efforts can be made
immediately to help clients obtain needed resources.

The following considerations are made when completing the Client
Resource Evaluation:

e The client's sense of what his/her needs are is the basis of the
evaluation (which includes what the client views as appropriate in
his/her culture)

— Staff may, however, identify needs that the client denies due to
fear or psychopathology, even though the client refuses help with
these needs at the time.

¢ In each section check “no need”, or describe how the:

— Need is currently being met;
— Any additional need level, and
— Aninitial plan for how to meet that need better.

e Obtain the client’s signature on the form, if possible. The client may
be given a copy of the completed form

INITIAL ENTRY 1-1-2



Diagnosis

Requirement A complete 5-axis DSM-4 diagnosis is required and must be:
e Written out in full with:

— Code numbers
— Diagnosis names
— All applicable qualifiers

Additionally, the diagnosis must be:

e Consistent with
Supported by
o Descriptive of the history and symptoms detailed in the Clinical

Assessment
Initial Time The following time requirements apply to the diagnosis:
Frame

e No billing can be done without a diagnosis, so a diagnosis must be
made on the first visit (including an initial medications visit), even if it
is provisional

e This diagnosis must be entered on the blue diagnosis page dated
before or on the date of the first billable service

e A physician or clinician may complete the initial diagnosis

Official The official diagnosis of a client is the diagnosis on the diagnosis “blue”
diagnosis sheet, which is the third page of the treatment—related blue pages in the front
of the chart.

e Any clinician or physician wishing to change that diagnosis must
make the change on that page, with appropriate coordination with
other open charts for the client
— (See UNIFORMITY OF DIAGNOSIS IN MULTIPLE OPEN

CHARTS below.)
Important: A diagnosis entered in an ID note without a change of diagnosis
on the diagnosis page is not an operative diagnosis
Axis IV The client’s specific psychosocial and environmental problems are:

o Written out, in descending order of severity

— (The problem categories (e.g. “Problems with Primary Support
Group”) are not used on Axis IV in the chart)

¢ Not given a humerical rating on Axis IV

— (The SIMON entry for Axis IV can be “J” for unknown or “A”
through “I” for the categories of problems listed in DSM-4)

Continued on next page
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Diagnosis, Continued

Axis V The following are requirements for Axis V:

e A current GAF is required on Axis V
e GAF ratings for other time periods may be added, at the clinician’s
discretion

— (The SIMON entry for the second Axis V field is “00” for unknown
or the numerical rating for “highest past year” functioning.)

Provisional and  Any provisional, deferred, or rule-out diagnoses must be clarified within 60

Rule-Out days after they are first given.

Diagnoses

Deferred or The SIMON system will accept a deferred diagnosis (799.90) on either Axis |
V71.09 or Axis Il (but not both) on opening an episode, but will not accept a deferred
Diagnoses diagnosis on closing an episode.

“No diagnosis” (V71.09) will be accepted by SIMON on either Axis | or Axis Il
(but not on both), for opening and closing

If the true diagnosis | Then...

is ...

V71.09 on both Axis | | Enter these true diagnoses in the chart.

and Axis Il,
If... Then enter...
Opening in SIMON Enter 799.9 on
when the true Axis | and V71.09

diagnosis is V71.09 on Axis .
on both Axis | and |
Closing in SIMON Enter V71.9 on
when the true Axis | and V71.09
diagnosis is V71.09 on Axis .

on both Axis | and I,

SIMON staff will convert the V71.9 to V71.09.

Substance Use  The Department will not usually be reimbursed for treatment of persons with

and Mental principal diagnoses of alcohol or drug problems or mental retardation, so

Retardation some other mental disorder should be the principal or billing diagnosis.
Substance use and mental retardation diagnoses can be appropriate
secondary diagnoses.

Continued on next page
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Diagnosis, Continued

Ensuring that
all Secondary
Diagnoses are
made

Organic Mental
Disorders

Co-Signature:
staff authorized
to diagnose

Consistency of
Diagnosis with
medications

OCM

All applicable diagnoses ARE to be made (especially substance diagnoses),
since this is the only way that our management information system can
provide accurate information for program planning. Substance-related and
mental retardation diagnoses should not be primary or billing diagnoses for
mental health billing (although substance-related diagnoses are primary
billing diagnoses for ADS).

The following are considerations when charting the diagnosis of a client with
an organic mental disorder:

e |If organic mental disorders are treated, the treatment must be
recognized and potentially effective mode of treatment for the aspects
or sequelae of the organic disorder that are being treated (such as
depression secondary to cognitive dysfunction)

e Add all appropriate Axis Il entries needed in conjunction with an
Organic Mental Disorder diagnosis

The diagnosis and any changes in diagnosis must be co-signed by a person
qualified to diagnose, if the person completing the assessment is not so
qualified. The following staff are the only ones authorized to co-sign:

Licensed M.D.’s
Clinical Therapists
Clinic Supervisors
Program Managers

Physicians will ensure that the diagnosis on the blue Diagnosis sheet is
consistent with medications being prescribed.

As of 8/21/02, there is no longer a requirement:

e For an Annual M.D. signature on the Diagnosis sheet
e That clients not receiving meds be reviewed annually

Continued on next page
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Diagnosis, Continued

Uniformity of
Diagnosis in

multiple open
charts

Using the form
and changing a
diagnosis

Professional
disagreement
on diagnosis

Explanatory
note

OCM

All service sites must operate under a uniform diagnosis for any given client.
This diagnosis will normally be the diagnosis in the chart that was opened
first among the currently open chart (episodes) for that client. This concept is
demonstrated by the following procedure:

Step Action
1 When other sites open charts on a client, they will:
e Obtain a copy of the Diagnosis sheet from the first opened
chart (if there are other currently open charts), and
e Will either use the diagnosis as is, or confer with the first
opened clinic regarding any changes in diagnosis?
2 Discuss the situation with the first-opened clinic, if staff wishes
later to change the diagnosis.
3 Reach diagnostic consensus with all provider sites so that there is
a consistent diagnosis in all client charts at any given time.
4 Involve treatment teams in diagnostic discussions to reach
consensus, if necessary.

The Diagnosis form is used in the following ways when changing a
diagnosis:

The form contains sections for two complete diagnoses. Any change
in diagnosis requires re-writing the diagnosis in full, using either the
second section on the form, or a new Diagnosis sheet with the same
date and a signature below

A “P” is placed in front of the code number of the principal diagnosis,
if that principal diagnosis is not the first diagnosis on Axis |

Diagnoses may be changed by clinicians or by physicians, however the
following guidelines must be adhered to:

Consultation must occur regarding the most appropriate diagnoses
Neither clinicians nor physicians should by implication invalidate the
treatment that the other is providing by changing a diagnosis without
consultation

DSM-4 criteria will serve as the bases for diagnosis in all cases
Diagnostic disagreements which cannot be resolved may be
appealed in the chain of command, with final decision by the Chief of
Medical services

Changes in Axes | or Il must be explained in a regular session note or in a
separate ID note labeled “Diagnosis Change” on the same date as the
diagnostic change.

Continued on next page
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Diagnosis, Continued

Annual update

Principal
diagnoses
which meet
Medi-Cal
medical
necessity rules

Diagnoses from
other facilities

OCM

There is no requirement for a scheduled diagnosis update. The diagnosis will
be updated as needed in conformance with the client’s condition.

Attachment 1 identifies those diagnoses that are acceptable as principal
diagnoses in justifying treatment according to Medi-Cal’'s medical necessity
criteria. (The other, “excluded” diagnoses may still be present as non-treated
secondary diagnoses if an “included” diagnosis is the principal diagnosis.)

If it is necessary for a staff person who is not qualified to determine a
diagnosis to open an episode with only in-the-field contact (no clinic visit), the
episode may be opened using a copy of a written diagnosis made within the
last 45 days by another reputable institution inpatient hospital, clinic, etc. The
DBH Diagnosis sheet must be completed within the intake period by a
person qualified to diagnose.

INITIAL ENTRY 1-1-7



Included and Excluded DSM-4 Diagnoses for Medi-Cal
Specialty Mental Health Services (Adults and Children) 3/98

Accepted/
Included
diagnoses

OCM

The following is a listing of diagnoses accepted/included as principal diagnoses as
the focus of treatment. Note: the listing of a DSM- 4 section below, such as
Elimination Disorders, refers to all diagnoses in that section.

Pervasive Developmental Disorders Except Autistic Disorder
Attention-Deficit and Disruptive Behavior Disorders

Feeding and Eating Disorders of Infancy and Early Childhood
Elimination Disorders

Other Disorders of Infancy, Childhood or Adolescence
Schizophrenia and Other Psychotic Disorders

Mood Disorders

Anxiety Disorders
Somatoform Disorders

Factitious Disorders

Dissociative Disorders

Paraphilias

Gender Identity Disorder

Eating Disorders

Impulse Control Disorders Not Elsewhere Classified
Adjustment Disorders

Personality Disorders (except Antisocial Personality Disorder)

Medication-Induced Movement Disorders (if related to other included
diagnoses)

Continued on next page
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Included and Excluded DSM-4 Diagnoses for Medi-Cal
Specialty Mental Health Services (Adults and Children) 3/98,

Continued

Not Accepted/ The following is a listing of diagnoses not accepted/excluded as principal diagnoses
Excluded as the focus of treatment:

diagnoses
¢ Mental Retardation
e Learning Disorders
e Motor Skills Disorder
e Communication Disorders
e Autistic Disorder
e Tic Disorder
e Delirium, Dementia, and Amnestic and other Cognitive Disorders
e Mental Disorders Due to General Medical Condition Not Elsewhere
Classified
e Substance-Related Disorders
e Sexual Dysfunctions
e Sleep Disorders
e Antisocial Personality Disorder
e Psychological Factors Affecting Medical Condition
e Adverse Effects of Medication NOS
e Relational Problems (V-Codes)
e Problems Related to abuse or Neglect (V-Codes and others)
e Additional Conditions That May be a Focus of Clinical Attention (V-Codes
and others
Note A client who has medical necessity may receive treatment for an included diagnosis

even if the client also has an excluded diagnosis.

OCM INITIAL ENTRY 1-1-9



Initial Contact Form

Policy The current, approved Initial Contact Form will be used by all DBH sties as
the basic tool for gathering information from potential clients upon first
contact.

Note: See the DBH SPM for procedures and all required forms for that initial
contact.

Procedure for The following procedure shall be followed when completing the Initial
completion Contact Form.

If the potential client ... Then the potential client may ...

Is able and cooperative, Be asked to fill out the form on their own.
Clerical staff may assist them in completing
this form.

Unable to complete the Not be required to complete the form. The

form or refuses to do so, client’'s inability or refusal to complete the
form will not be used as a reason not to
evaluate the person.

Staff will gather only information needed for their own tasks, using or not
using the form.

OCM INITIAL ENTRY 1-1-10



Medical Necessity

Criteria

Clients not
meeting
medical
necessity

OCM

The Medi-Cal medical necessity criteria are printed in the Care Necessity
form. Each client must be evaluated with regard to medical necessity when
the client is first seen. Changes in medical hecessity must be documented in
the ID notes

See current Department policy regarding whether any services may be
provided to those who do not meet Medi-Cal medical necessity criteria.
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Closing the Chart

Definition

A chart is “closed” when all services at that site are terminated.

Intake period

If a chart is closed within the initial two-month intake period, then the Clinical
Assessment, Client Plan, and Discharge Summary do not need to be

completed. (The Care Necessity form and Diagnosis sheet should be
completed for every client if enough information has been gathered to enable

Treatment delivered without these completed forms must be appropriately
justified by the description in the chart of the client's problems and medical

e Partially completed Clinical Assessment

Charts with a recorded "no-show” after the intake period must have all of the
usual paperwork elements mentioned above completed.

closure
completing these forms.)
necessity in the:
¢ |D notes and/or
Timing of
SIMON
closures

Since open episodes are necessary for billing, episodes should not be closed
in SIMON until all case billing has been completed.

Documentation

In all cases there will be:

e Aclosing ID note, noting the fact of the closure.

intake period,

not used,

If the... And... Then...
Chart is closed | Discharge This ID note will include the:
during the Summary form is | e Reason for the client’s

treatment
e Course of treatment
¢ Reason for discharge

e Client’s condition on discharge

Chart is closed
with only one
service

There is no clinical

discussion of the

closure needed in
the closing ID note

A clerk may write the closing 1D
note, but it must be co-signed by
the Clinic Supervisor

OCM

GENERAL ISSUES
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Schedule of Essential Chart Forms and Due Dates

Introduction

Prior to any
billing

By the end of
the first two
months

In the 30 days
following the
start of a new
service

In the 30 days
before the end
of every
services period

As needed

Charts
including
medication(s)

OCM

The following documents are required in all client charts by the due dates
noted.

Diagnosis sheet completed and dated before or on the date of the first
billable service is required.

The following documents are required:

Clinical Assessment

Care Necessity form

Diagnosis sheet (must be completed at the time of the first visit)
Outpatient Consent form

Advance Directives form

Client Resource Evaluation

Client Recovery Plan

Client Plan for that new service is required

A new (re-written) Client Plan for any continuing services is required.

The following documents are required as needed:

Update of Diagnosis sheet, when changes occur
Update of Clinical Assessment, when appropriate
Update of Care Necessity criteria, when appropriate
Update of Client Plan elements, when appropriate

For charts that include medication(s), include all of the above-mentioned
documents as well as the following.

Continued on next page
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Schedule of Essential Chart Forms and Due Dates, Continued

By the end of Chart must include:
the first two

months e Medications Consent form (when medications are started)
e Physical Assessment form
AIMS form

Annually In the  Chart must include:
first 30 days

before the DOE  ypdate of Physical Assessment and AIMS forms
gnn'versary e New Client Plan for MSS (unless not expiring because already done in
ate
last 12 months)

As needed Chart must include the following as needed:

e Update of Medications Consent form and client signature (when
medications change)

e Update of meds plan as appropriate in Client Plan

o M.D. check diagnosis to ensure consistency with medications given

OCM GENERAL ISSUES 2-1-3



Time Period Definitions

Definitions

OCM

The following chart provides time period definitions used in charting.

Time Period Name

Definition

Date of Entry (DOE)

The date of opening of the episode. This is
sometimes called the “date of registration”

Intake Period

The two-month period starting with the date of
entry.

If the ... Then the...

Client’s date of End of the intake period is
entry is 2/15/95 4/14/95.

(For an entry date of 12/30 or 12/31, the end
of the intake period is the last day of
February)

Annual Period

Exactly twelve (12) complete months, starting
the date of entry:

on

If the date of Then the annual period
entry is... is...
12/13/01 12/13/01 through 12/12/02

Annual Window Period

The twelfth month of the annual period- the
month period prior to the end of the annual
period:

If the annual Then ...
period ...

Started 9/16/00 The window period is
and end 9/15/01 | 8/16/01 through 9/15/01.

Authorization Window
Period

The month period prior to the expiration of an
authorization:

If the Then the window period
authorization for re-authorization is...
period is...

8/2/00 — 11/1/00 | 10/2/00 — 11/1/00

GENERAL ISSUES
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Transfer Paperwork

Transfer When a client transfers from one site to another, a new episode is opened at
episode the new site.
defined

A transfer is considered a transfer under this section if there is a gap of no
more than one month between the closing of the first clinics’ episode and the
opening of the second clinic’s episode.

Documents To facilitate this transfer, the first clinic will send the second clinic copies of
transferred the most recent:
¢ SIMON Registration form
e Outpatient Consent for Treatment
o Diagnosis Sheet
e Clinical Assessment
e Medicare Affirmation and Notice
e CalWORKS check sheet and JESD release (if present)
e Client Plan
e Care Necessity form
e Meds Order sheet
e Client Resource Evaluation
e Discharge Summary
Document Transfer documents are distributed in the following manner:

distribution

e Originals will remain in the first clinic’s chart.
o Copies will be a permanent part of the new chart and will be marked as
follows: COPY STAYS IN [name of clinic] EPISODE.

Second clinic The second clinic does not need to re-do the following forms:
responsibilities

Clerical (blue) Initial Contact form

SIMON registrations

Care Necessity form

Outpatient Consent for Treatment

But will re-do the following forms:

e Episode Opening form (SIMON)
e Meds Consent for Treatment
e Client Plan (if the current Plan is not used)

The second clinic will add new information, if applicable, to the clinical
Assessment (or complete the Clinical Assessment Update).

Continued on next page
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Transfer Paperwork, Continued

Form
completion
schedule

Chart closure

Concurrent
Episodes

Unanticipated
services
provided at
another site

OCM

Forms that are transferred to the new chart by copy will then be on a
completion schedule determined by the new date of registration.

When a chart is closed and episoded, the following steps occur:

Step Who completes Action
1 First clinic Sends the chart itself to Medical Records in
the BHRC.
2 Medical Records | Sends that episode on to the new clinic as
needed.

The same procedures stated above apply when a client starts services at a
new site and the previous clinic continues its services,

When another site (where the client does not have an open episode)
provides an unanticipated service to a client, the clinic with the client’'s
already open episode will provide appropriate paperwork to the second clinic,
by fax if necessary.

In the case of an emergency meds service, this consists of copies of the:

e Client’'s meds order sheet
e Last MD ID note

Note: If a service is provided at a site without an open episode, a copy of a
chart note for that service will be sent to the client’s regular clinic.

GENERAL ISSUES 2-1-6




Transfers

Policy When an episode is to be closed and the client transferred to another DBH or
contract unit, all providers at the current site are consulted before the

decision to close is made.

If...

Then the...

There are questions about the appropriateness of
transfer, or

Providers disagree about closure,

Supervisor or Team is
consulted.

New Site The site of new services consulted. Use the " IF/Then” table for possible
outcomes:
If... Then...
That site does not wish to The respective Program Managers can
accept transfer, be re quested to work out the problem.
Receiving Clinic Supervisor or | An appointment may be made for the
Team agrees to the transfer, client at the receiving clinic.
Discharge The following procedure is followed when the discharge has been approved:
summary
Step Action

site for more than 60 days, and

1 A Discharge Summary is done, if the case has been open at the

2 The chart episode is closed before transfer, and

coordinated with other sites.)

3 The episode is closed in SIMON. (This closure need not be

it on to the receiving clinic.

4 The chart is then sent to Central Medical Records, which will send

OCM GENERAL ISSUES
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Dual-Diagnosis Services in DBH Outpatient Clinics

Definition

Focus of
service

Diagnosis

Dual-Diagnosis
groups

OCM

Dual-diagnosis services may be provided for clients with both mental illness
and substance-related problems.

Dual-diagnosis services provided by the mental health clinics of the
Department of Behavioral Health must focus on the mental/behavioral
health needs of the client. Dealing with mental/behavioral health concepts
and needs is acceptable including how the client:

Recognizes and attempts to meet needs
Deals with emotions

Makes plans

Carries out responsibilities, etc.

If... Then...

Services provided which focus on sobriety | Services will be subject to
or dealing with aspects of the client’'s | audit disallowance.
substance use or dependence (whether to

use, how much to use, how to quite, etc)

Substance-related diagnoses must be secondary diagnoses for these clients.

Billable groups of dual-diagnosis clients must be either:

e Rehab-ADL groups (MHS-rehab/ADL-group)
e Psychotherapy groups (MHS-group)

Only these services may be provided to clients in these groups. Charting and
billing clients in these groups for Collateral or Case Management (instead of
for group) is not allowed.
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AB3632 Clinical Assessment

Purpose An adaptation of the Clinical Assessment has been designed to serve for
AB3632 cases as both a Clinical Assessment and an AB3632 assessment.

Instructions The same instructions as in the Clinical Assessment section apply to filling
out the AB3632 Clinical Assessment. Instructions for the specifically AB3632
section regarding the following topics:

Reports of records
Interviews

Testing

Eligibility

Can be found in the AB3632 manual.

Distribution of ~ The following steps are followed in distributing of the AB3632 Clinical
Assessment Assessment to the school:

Sent to the School Not Sent to School

(Retained at DBH)

e First five pages of the AB3632 e The Mental Status section of the
Clinical Assessment as an AB3632 Clinical Assessment
AB3632 assessment and

e A copy of the MHS Service Plan | e Final page of the intake

OCM CLINICAL ASSESSMENT 2-3-1



Clinical Assessment — Adult and Child/Adolescent

Structure

Time Frame

Use of Previous
Assessments

Additional
information
during an
episode

When the form
is filled up.

OCM

The Clinical Assessment has two sections. The first two pages are the
screening/triage form, and the second part provides additional assessment
information about the client. Each section has certain labeled parts that must
be filled out by an LPHA. Each section may be billed separately (or the two
may be billed as a unit).

There are two versions of the Clinical Assessment--one for adults and one
for children up to 18.

All sections of the Clinical Assessment (intake) are completed during the
initial intake period, before the Client Plan is done, and they are stapled
together and placed under the Assessment tab at the end of the chart. It is
updated at any point if additional significant information becomes available
and if the clinical picture changes significantly enough that the first
assessment is not consistent with current treatment.

If an episode is opened, and the previous Clinical Assessment (or similarly
complete assessment from another facility) is less than two years old, an
update may be done. The previous intake is stapled behind a fresh Clinical
Assessment form. On this fresh Clinical Assessment form, update various
sections as needed, and write, "see previous intake attached" in sections
where information is unchanged. In all cases, the sections for Presenting
Problem and Mental Status must be done completely anew. If an episode is
opened, and the previous Clinical Assessment is more than two years old,
then a new, complete Clinical Assessment is done.

If additional assessment information becomes known during an episode, it is
written on the final page of the Clinical Assessment, which is labeled
Assessment Update, with the writer's signature and date.

If there is not enough room on the form for additional information, insert the
needed single blank page of the Assessment into the page sequence,
immediately in front of the already full page, write "ADDENDUM" beside the
page number at the bottom of the page, and enter any new or changed
information, with the date and the writer's initials, and a signature in the
Assessment signature block with that date. (To add information to the
already-printed on-screen version, type or write it on a blank piece of paper,
labeled with the client's name, chart number, date of birth, and program
name, date and sign it (along with your printed name), and add it to the
Clinical Assessment.

Continued on next page
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Clinical Assessment — Adult and Child/Adolescent, Continued

Completing the ALL sections and items must be completed for the assessment to be

form

OCM

considered adequate. Enter N/A if the item is somehow not applicable, or
"N/AV" if the information is not available (e.g., because the client or collateral
persons cannot give the information). In general, checking "None" or "No
problem” eliminates the need for a written entry for that item, whereas
checking that some aspect of the item is present does require a written
explanation if space for writing is provided. The goal is a Clinical
Assessment that describes the client in depth and comprehensively, that
illustrates any medical necessity present, and that provides a good
symptomatic and historical basis for a DSM-4 diagnosis.

A. MARITAL STATUS: "S M D W Sep" stands for single, married,
divorced, widowed, and separated. Note the client's current status.

B. "Lives In/With" refers to the client's living arrangement.

C. PRESENTING PROBLEM: Include when the presenting problems
began and what behaviors or circumstances led to the need for the
present assessment. Describe problems in daily functioning, such as
with responsibilities, social relations, living arrangement, and health.

D. SUBSTANCE USE: Ask initial questions assuming that the client has
used substances ("When was the last time...?" rather than "Have you
ever...?"), since that is more likely to produce important information.
If the client consistently indicates not using a substance, then later
guestions in the sequence become less relevant for that substance.

E. MOTIVATION AND REASONS FOR TREATMENT: These questions
are intended to help the treatment teams assess what the client is
adequately motivated to do in treatment.

F. CULTURAL ISSUES: Follow the instructions regarding the screen
guestions. If a more thorough assessment for cultural or sexual
orientation issues is indicated, there are guideline questions
available. 1t is assumed that understanding every client's cultural
background and other diversity issues is necessary in order to
provide effective care, so cultural/diversity information relevant to
treatment should always be entered if known. If a more thorough
assessment is done, it is written on pink ID note pages or typed on
white paper and inserted after page 2.

G. FAMILY SUPPORT: Determine from the two questions whether the
family's support and involvement are important (or necessary) to the
client, and whether the client would like to have family involved in
some way in his/her treatment.

Continued on next page
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Clinical Assessment — Adult and Child/Adolescent, Continued

Completing the
form (continued)

Billing

Clinical
assessment
update
(“Re-intake™)

OCM

H. MENTAL STATUS:

1. THOUGHT PROCESS means the general quality and adequacy of
understanding, reasoning, planning, and other cognitive processes.

2. DELUSIONS. Troublesome thought content, including delusions, is
described under Thought Content/Delusions.

3. HALLUCINATIONS. Perceptual problems and hallucinations are
described in Perceptual Processes/Hallucinations.

4. MOOD. Mood is usually a longer-lasting emotional state, while affect
is the instantaneous emotional "feel" or "coloring" of what is
expressed. Be sure to differentiate appropriately between mania and
hypomania.

I. "Current Health Conditions Placing Client At Special Risk" are health
problems of which all providers should be aware, such as a serious heart
condition, diabetes, aneurysm, HIV/AIDS, cancer, etc.

J. "Client Strengths" should be personal strengths, abilities, etc., (e.g.,
highly motivated to improve) rather than circumstantial or environmental
advantages (e.g., has SSlI, can always turn to mother when in trouble).

K. DYSFUNCTION: Explain clearly in this section the daily dysfunction that
justifies services for the client.

L. "Formulation/Explanation of Problems" is an optional area, which may be
used to summarize the assessment data and/or put it in a theoretical
context.

M. In "DISPOSITION," document any dispositional actions taken (referral to
another clinic or to individual or group therapy, day treatment, medication
evaluation, ARMC-BH; mandated reports filed; etc.), and any
recommendations and other community referrals given to the client or
family.

N. SIGNATURES: Each person completing a part of the form will sign at the
bottom of the form.

Both assessment forms stand alone for billing purposes, as long as the top
line is completed (date, billing time, location, and service type which is
ASSESSMENT). No separate ID note is required; although it is sometimes
useful for auditors if a note is entered indicating simply that the Assessment
was completed as of the current date. (If a billing time is entered on that ID
note, place the time in parentheses, indicating that it is not a separate billing.)

(As of 9-6-05, the two-page Clinical Assessment Update is no longer used.)
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Psychiatric Evaluation For Children and For Adults

Psychiatric
Evaluation form

Completing the
form

Diagnostic

Impression

Management

Billing

OCM

The appropriate Psychiatric Evaluation form (for children or for adults) will be
used for the required psychiatric evaluation for all clients receiving
medication services. It will be completed before medications are prescribed
(except in some exceptional or emergency situations) and will be filed in the
chart in the back section under the Evaluation/Admission tab.

(See Clinical Assessment section for general instructions for all
assessments.) Every blank must be completed, if only with N/A or N/Av (not
available).

Note that the official diagnosis for the client is the one written on the blue
Diagnosis form. All staff involved in diagnosing a client should meet to
resolve differences in diagnostic impression.

Note that recommendations in "Management