Treatment Client Records Checklist 1
                                    OHIO DEPARTMENT OF ALCOHOL AND DRUG ADDICTION SERVICES    #______CLIENTS
Division of Treatment & Recovery/Quality Improvement & Certification

CLIENT RECORDS CHECKLIST
(OUTPATIENT/RESIDENTIAL)

Program Name: __________________________________________________Date: ________________UPI# ________
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	3793:2-1-06

	
	
	
	
	
	(F)(1)
	Client name and/or ID number

	
	
	
	
	
	(F)(3)
	Signed/dated consent for AoD treatment services

	
	
	
	
	
	(F)(4)
	Signed/dated fee agreement

	
	
	                           Signed/Dated Acknowledgement of Receipt of:

	
	
	
	
	
	(F)(5)(a)
	Program rules or expectations

	
	
	
	
	
	(F)(5)(b)
	Client rights and grievance procedure

	
	
	
	
	
	(F)(5)(c)
	Written summary of 42 CFR Part B, paragraph 2.22

	
	
	ASSESSMENT

	
	
	
	
	
	(F)(2)
	Assessment shall include:

	
	3793:2-1-08

	
	
	
	
	
	(K)(3)(a)
	Presenting problem/precipitating factors

	
	
	
	
	
	(K)(3)(b)
	History or AoD use by client/family &/or significant others

	
	
	
	
	
	(K)(3)(c)
	Current OTC/prescription drug use

	
	
	
	
	
	(K)(3)(d)
	History of treatment for AoD abuse

	
	
	
	
	
	(K)(3)(e)
	Medical history

	
	
	
	
	
	(K)(3)(f)
	Allergies, including food/drug reactions

	
	
	
	
	
	(K)(3)(g)
	Employment history

	
	
	
	
	
	(K)(3)(h)
	Educational history

	
	
	
	
	
	(K)(3)(i)
	Legal history, including pending charges and parole/probation status

	
	
	
	
	
	(K)(3)(j)
	Mental status screen, including appearance, attitude, motor activity, affect, mood, speech and thought content

	
	
	
	
	
	(K)(3)(k)
	Psychiatric history

	
	
	ASSESSMENT (CONT.)

	
	
	
	
	
	(K)(3)(l)
	Family history

	
	
	
	
	
	(K)(3)(m)
	Sexual history

	
	
	
	
	
	(K)(3)(n)
	Religion/spiritual orientation

	
	
	
	
	
	(K)(3)(o)
	Strengths/assets

	
	
	
	
	
	(K)(3)(p)
	Weaknesses/limitations

	
	
	
	
	
	(K)(3)(q)
	Degree of severity for LOC dimensions

	
	
	
	
	
	(K)(3)(r)
	Recommendations for treatment

	
	
	3793:2-1-06

	
	
	
	
	
	(E)
	Programs shall maintain documentation for services provided. All documentation, except for case management services and non-treatment services (for example, client returning to program after attending alcoholics anonymous meeting, etc.) completed by registered candidates, chemical dependency counselor assistants and student interns shall be countersigned by an individual qualified to be an alcohol and drug treatment services supervisor pursuant to rule 3793:2-1-08 of the Administrative Code.

	
	
	
	
	
	(F)(6)
	Diagnosis

	
	
	
	
	
	(J)
	Accept Diagnosis within 90 days of admission

	
	
	
	
	
	(I)
	Diagnosis by Licensed Physician, Psychologist, PCC, LISW, LICDC, LPC*, LCDC III*, LSW*, Nurse Practitioner or Nurse Specialist, (*with supervision)



	
	
	                          INDIVIDUALIZED TREATMENT PLAN (ITP)

	
	
	
	
	
	(F)(7)
	Treatment Plans

	
	
	
	
	
	(K)
	Individualized treatment plan written w/in 7 days of completion of assessment or at time of first face-to-face contact following assessment must include:

	
	
	
	
	
	(K)(1)
	Client ID

	
	
	
	
	
	(K)(2)
	LOC to which client is admitted

	
	
	
	
	
	(K)(3)
	Problems to be addressed (including diagnosis)

	
	
	
	
	
	(K)(4)
	Measurable goals

	
	
	
	
	
	(K)(5)
	Measurable objectives with time frames for achievement of each objective

	
	
	
	
	
	(K)(6)
	Frequency/duration/type of treatment services

	
	
	
	
	
	(K)(7)
	Original signature of client

	
	
	
	
	
	(K)(8)
	Date/original signature/credentials of qualified person who completed ITP

	
	
	PROGRESS NOTES

	
	
	
	
	
	(F)(8)
	Progress notes

	
	
	
	
	
	(M)
	Written to reflect implementation/evaluation of ITP and include sufficient content to justify client’s continuing need for services.

	
	
	
	
	
	(M)(1)
	Indicate progress client is making toward achieving goals/objectives in ITP.

	
	
	
	
	
	(M)(2)
	Indicate outcomes of treatment interventions stated in ITP

	
	
	                                                             SERVICE LEVEL PROGRESS NOTES SHALL INCLUDE:

	
	
	
	
	
	(N)(1)
	Client ID

	
	
	
	
	
	(N)(2)
	Date of service contact/delivery

	
	
	
	
	
	(N)(3)
	Length of time of service contact/delivery

	
	
	
	
	
	(N)(4)
	Type of service

	
	
	
	
	
	(N)(5)
	Summary of what occurred

	
	
	
	
	
	(N)(6)
	Date/original signature/credentials of staff member providing the service.

	                                                      DAILY OR WEEKLY PROGRESS NOTES

	
	
	
	
	
	 (P)(1) 
	Client ID.

	
	
	
	
	
	 (P)(2)
	For daily progress notes, the calendar day the note is applicable to:

	
	
	
	
	
	 (P)(3)
	For weekly progress notes, the weekly period the note is applicable to:         (continuous 7 day period)

	
	
	
	
	
	 (P)(4)
	Overall summary of treatment progress during note period.

	
	
	
	
	
	 (P)(5)
	Date, original signature, credential of staff member writing the daily/weekly note. (Must be qualified to provide all services documented)

	                                                                 SERVICE LOG

	
	
	
	
	
	 (Q)(1)
	Date of service for each service provided during the day or week

	
	
	
	
	
	 (Q)(2)
	Type of services

	
	
	
	
	
	 (Q)(3)
	Length of time of each service contact or service delivery

	
	
	
	
	
	 (Q)(4)
	Signature and license/credential of each clinician who provided services during the day or week

	
	
	
	
	
	(O)
	Client to Counselor ratio shall not exceed 12:1

	
	
	
3793:2-1-06

	
	
	
	
	
	(F)(9)
	Disclosure of information forms, when applicable.

	
	
	
	
	
	(G)(1)
	Name of the program.

	
	
	
	
	
	(G)(2)
	Name/title of the individual/organization to which the disclosure is to be made.

	
	
	
	
	
	(G)(3)
	Name of client.

	
	
	
	
	
	(G)(4)
	Purpose of the disclosure.

	
	
	
	
	
	(G)(5)
	Type/amount of information to be disclosed.

	
	
	
	
	
	(G)(6)
	Original signature of client/person authorized to give consent.

	
	
	
	
	
	(G)(7)
	Date client/authorized person signed the form.

	
	
	
	
	
	(G)(8)
	Statement that consent is subject to revocation at any time except to the extent the program has already acted in reliance on it.

	
	
	
	
	
	(G)(9)
	Date/event/condition upon which the consent will expire, unless revoked before that specified time.

	
	
	
	
	
	(H)
	Must include verbatim the statement re: prohibition of redisclosure.





	
	
	URINALYSIS

	
	
	3793:2-1-08

	
	
	
	
	
	(R)(1)(b)
	Standing physicians/clinical nurse specialist/certified nurse practitioner order

	
	
	
	
	
	(R)(1)(g)
	Positive results reviewed/shared with client, all results placed in client record

	
	
	
	
	
	(R)(2)(d)
	Positive DIP screens results reviewed/shared with client,  all results placed in client record









	
	
	TERMINATION SUMMARY

	
	
	3793:2-1-06

	
	
	
	
	
	(F)(10)
	Termination summary

	
	
	
	
	
	(R)
	Prepared when no services have been provided for 30 calendar days

	
	
	
	
	
	(R)(1)
	Client ID

	
	
	
	
	
	(R)(2)
	Date of admission

	
	
	
	
	
	(R)(3)
	Date of discharge

	
	
	
	
	
	(R)(4)
	Diagnosis

	
	
	
	
	
	(R)(5)
	Degree of severity at admission/discharge re: protocol dimensions

	
	
	
	
	
	(R)(6)
	LOC and services provided during the course of tx

	
	
	
	
	
	(R)(7)
	Clients response to tx

	
	
	
	
	
	(R)(8)
	Recommendations and/or referrals

	
	
	
	
	
	(R)(9)
	Date/original signature/credentials of qualified person providing service

	
	
	
	
	
	(S)
	Documentation detailing the extenuating circumstances that support the termination summary extension.  It shall not exceed a period of 60 calendar days (if applicable).


	
	
	CLIENT EDUCATION

	
	
	3793:2-1-05

	
	
	
	
	
	(G)(14)
	Education re: exposure to and transmission of TB, Hepatitis B&C and HIV

	
	
	                PROTOCOLS FOR LEVELS OF CARE

	
	
	3793:2-1-05

	
	
	
	
	
	(E)
	Admission/continued stay/discharge/referral to each LOC based on ODADAS Protocol for publicly funded clients

	
	
	
	
	
	(E)(2)
	Degree of severity for each dimension

	
	
	
	
	
	(E)(2)(a)
	Intoxication or withdrawal potential

	
	
	
	
	
	(E)(2)(b)
	Biomedical conditions and complications

	
	
	
	
	
	(E)(2)(c)
	Emotional/behavioral/cognitive conditions and complications

	
	
	
	
	
	(E)(2)(d)
	Treatment acceptance/resistance

	
	
	
	
	
	(E)(2)(e)
	Relapse potential

	
	
	
	
	
	(E)(2)(f)
	Recovery environment

	
	
	
	
	
	(E)(2)(g)
	Family or care giver functioning (for youth)

	
	
	
	
	
	(F)
	Admission/continued stay/discharge/referral to each LOC based on ODADAS Protocol or other objective placement criteria for non-publicly funded clients




	
	
	RESIDENTIAL/HALFWAY HOUSE TREATMENT PROGRAMS

	
	
	3793:2-5-01

	
	
	
	
	
	(K)
	Medical history, including food allergies/drug reactions completed on or before admission.

	
	
	
	
	
	(K)(1)
	Physical exam shall be obtained within 21 calendar days of admission by a physician, clinical nurse specialist or certified nurse practitioner.

	
	
	
	
	
	(K)(2)
	Physical exam that has been done within 90 days of admission may be accepted by a physician, clinical nurse specialist or certified nurse practitioner, signed and dated and filed in client record.

	
	
	
	
	
	(K)(5)
	Program shall assist pregnant clients in receiving prenatal healthcare and document who is providing prenatal care.

	
	
	
	
	
	(K)(5)(b)
	If client refuses prenatal care, the program shall document that prenatal care was offered.
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