Opioid Agonist Client Record Checklist

OHIO DEPARTMENT OF ALCOHOL AND DRUG ADDICTION SERVICES
DIVISION OF TREATMENT & RECOVERY/QUALITY IMPROVEMENT& CERTIFICATION

OPIOID AGONIST CLIENT RECORD CHECKLIST

Program Name: _______________________________________________ 		Date: ___________________

UPI#: _________________________________

ID: 	_________________________________          Number of clients being dosed:   _________________________
	_________________________________
	_________________________________          Number of clients on waiting list:  _________________________
	
	
	OAC 3793:2-3-01
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	2
	3
	
	 3793:2-3-01

	 
	 
	 
	(O) 
	Physicians order for opioid agonist medication - signed/dated by physician who is a staff member or contract employee.

	 
	 
	 
	(R)(1)(a)
	DSM-IV opioid drug dependency diagnosis

	 
	 
	 
	(R)(1)(b) 
	Dependent on an opioid drug 12 months before admission to program or waiver by medical director/other physician if released from penal institution within last 6 months, pregnant or discharged from opioid agonist program within last two years.

	 
	 
	 
	(R)(1)(c) 
	Client under 18 shall have a minimum of 2 documented unsuccessful attempts at short term detox or AoD treatment in past 12 months and parent/legal guardian consent for maintenance opioid agonist treatment.

	 
	 
	 
	(Z)(1) 
	Short term detox did not exceed 30 days

	 
	 
	 
	(Z)(2) 
	Long term detox did not exceed 180 days

	 
	 
	 
	(Z)(3) 
	No take-home doses for short-term detox clients
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	2
	3
	 
	 

	 
	 
	 
	(BB)(1) 
	Physician's order for opioid agonist medication does not exceed 90 days.

	 
	 
	 
	(BB)(2) 
	Physician's order for opioid agonist medication has been reviewed every 90 days - adjusted, reordered, or notation made to discontinue

	 
	 
	 
	(DD) 
	Max take-home dose for the 1st 90 days - 1 per week plus 1 extra for holiday if holiday occurs during the week

	 
	 
	 
	(EE) 
	Max take-home dose for the 2nd 90 days - 2 per week including holidays.

	 
	 
	 
	(FF) 
	Max take-home dose for the 3rd 90 days - 3 per week including holidays

	 
	 
	 
	(GG) 
	Max take-home dose for the 91-365 days - 6 per week including holidays

	 
	 
	 
	(HH) 
	Max take-home dose after 1 year - 2 week supply including holidays.

	

	Rationale for take-home doses including at a minimum:

	 
	 
	 
	(JJ)(4)(a) 
	No recent use of opioid or other AoD's

	 
	 
	 
	(JJ)(4)(b) 
	Regular clinic attendance.

	 
	 
	 
	(JJ)(4)(c) 
	Regular attendance for counseling sessions.

	 
	 
	 
	(JJ)(4)(d) 
	Absence of serious behavioral problems at the clinic.

	 
	 
	 
	(JJ)(4)(e)
	Absence of known recent criminal activity.

	 
	 
	 
	(JJ)(4)(f) 
	Stability of client's home environment.

	
	
	
	(JJ)(4)(g)
	Stability of client's social relationships

	 
	 
	 
	(JJ)(4)(h) 
	Length of time in comprehensive maintenance treatment.

	 
	 
	 
	(JJ)(4)(i) 
	Assurance that take-home doses can be safely stored within client's home.

	 
	 
	 
	(JJ)(4)(j) 
	Rehabilitation benefit outweighs risks of diversion.

	 
	 
	 
	(JJ)(4)(k)
	Employment status.

	 
	 
	 
	(KK)(1) 
	Urinalysis performed before admission/results received within 14 days after admission.

	 
	 
	 
	(KK)(2) 
	Urinalysis performed monthly.

	 
	 
	 
	(KK)(3) 
	Standing physician's order for urinalysis.

	 
	 
	 
	(KK)(7)
	Each urinalysis includes testing for the following at a minimum: opiates, methadone, amphetamines, cocaine, barbiturates, and marijuana.

	 
	 
	 
	(KK)(8) 
	Results of urinalysis reviewed with client by staff/copy of results in record.

	 
	 
	 
	(KK)(10) 
	If opioid agonist maintenance discontinued due to continued drug use, did agency continue to provide counseling and other rehabilitation services.
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	(LL)(1) 
	Pregnant women informed of the possible risks from the use of opioid agonist medication.

	 
	 
	 
	(LL)(2) 
	For pregnant women, authorized program physician approves admission to the opioid agonist program prior to admission.

	 
	 
	 
	(LL)(3)(a) 
	Prenatal care is provided by agency or referred to outside provider.

	 
	 
	 
	(LL)(3)(b)
	If prenatal care provided outside the agency, name/address/telephone number recorded.

	 
	 
	 
	(LL)(3)(c) 
	Documentation of services provided, if prenatal services provided by the agency.

	 
	 
	 
	(LL)(3)(d) 
	Notification to outside prenatal health care provider that client is receiving opioid agonist treatment/release of information signed by client.

	 
	 
	 
	(LL)(4)(a) 
	Documentation by program physician if client refuses prenatal service by agency or outside provider.

	 
	 
	 
	(LL)(4)(b) 
	Refusal of prenatal services statement signed by client or physician if client refuses. “I have been offered the opportunity for prenatal care by the opioid agonist program or by a referral to a prenatal clinic or by a referral to the physician of my choice. I refuse prenatal counseling by the opioid agonist program. I refuse to permit the opioid agonist program to refer me to a physician or prenatal clinic for prenatal services.”

	 
	 
	 
	(MM)(1) 
	Date of each visit to the program is documented.

	 
	 
	 
	(MM)(3) 
	Completed medical history.

	 
	 
	 
	(MM)(4) 
	Documentation of physical exam and results.

	 
	 
	 
	(MM)(5) 
	Results of serological tests for syphilis

	 
	 
	 
	(MM)(6) 
	Results of tubercular skin test.

	 
	 
	 
	(MM)(7)
	Results of urinalysis before admission and thereafter.

	 
	 
	 
	(MM)(8) 
	Documentation of any significant psychological or physical disability.

	 
	 
	 
	(MM)(11)
	Documentation of counseling on preventing exposure to and the transmission of tuberculosis, hepatitis B&C, and HIV disease.

	 
	 
	 
	(MM)(12)(a) 
	Documentation of vocational rehabilitation services provided or referred to outside provider.

	 
	 
	 
	(MM)(12)(b) 
	Documentation of employment services provided or referred to outside provider.

	 
	 
	 
	(MM)(12)(c) 
	Documentation of education services provided or referred to outside provider.

	
	
	
	(MM)(13) 
	Documentation that program has attempted to determine if client is enrolled in another opioid agonist program.
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	 3793:2-1-06

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

	 
	 
	 
	(F)(3) 
	Signed/dated AoD treatment consent form

	 
	 
	 
	(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:
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	 3793:2-1-08

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

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

	 
	 
	 
	(K)(3)(c) 
	Current over the counter/prescription drugs.

	 
	 
	 
	(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.

	 
	 
	 
	(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 Level of Care (LOC) dimensions.

	 
	 
	 
	(K)(3)(r) 
	Recommendations for treatment.
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	 3793:2-1-06

	 
	 
	 
	(F)(6) 
	Diagnosis.

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

	 
	 
	 
	
	

	
	 
	 
	
	

	

	Individualized Treatment Plan

	1
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	3
	
	3793:2-3-01         

	 
	 
	 
	(MM)(9)
	Individualized treatment plan completed 7 days after assessment or 1st face-to-face contact, reviewed, and updated within program time frames indicated in policies, reviewed and counter-signed by a program physician at least once per year.
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	 3793:2-1-06

	 
	 
	 
	(F)(7) 
	Treatment plans.

	 
	 
	 
	(K)(1)
	Client ID.

	 
	 
	 
	(K)(2)
	Level of Care (LOC) to which client 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

	 
	 
	 
	(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

	1
	2
	3
	
	

	 
	 
	 
	(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.

	
	 3793:2-1-08

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

	
	
	
	
	

	Daily or Weekly Progress Notes

	1
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	 3793:2-1-06

	 
	 
	 
	(P)(1) 
	Client ID.

	 
	 
	 
	(P)(2) 
	For daily progress note, 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/credentials of staff member writing the daily/weekly note. (Must be qualified to provide all services documented)

	

	Service Log

	 1
	 2
	 3
	
	3793:2-1-06

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

	
	
	
	(Q)(2)
	Type of services

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

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




	Disclosure of Client Information

	1
	
	3
	
	 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 the 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.

	

	Termination Summary

	1
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	 3793:2-1-06

	 
	 
	 
	(F)(10) 
	Termination summary

	 
	 
	 
	(R) 
	Prepared within 30 days of treatment termination and shall include:

	 
	 
	 
	(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) 
	Level of Care (LOC) and services provided during course of treatment.

	 
	 
	 
	(R)(7) 
	Client’s response to treatment.

	 
	 
	 
	(R)(8) 
	Recommendations and/or referrals.

	 
	 
	 
	[bookmark: _GoBack](R)(9) 
	Date/original signature/credentials of qualified person providing service.
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