Provider Name:

Case Name:

Placer/Sierra County Systems of Care

Network Provider Behavioral Health Audit Tool

Required Documentation

A. Documentsfor Review Period

1. Network Provider Initial Authorization in file?.............ccocevieviivievieieieieeeeceeee
2.  Request for Reauthorization/Treatment Plan Report (CARE—009) in file? ............

B. Assessment [Biopsychosocial Assessment (CARE-015), Psychological Evaluation]
[]

1. Is assessment dated within last three years?

2. Are the following required elements documented:

PR om0 a0 o

— A e

5

Presenting problem.. ... .. ..o
Developmental history, including pre-natal and perinatal events.................
Relevant family history...........oooviiiiiiii e
SOCIAL SUPPOTLS. .. v ettt ettt ettt ettt et et e e e e e eaeaaeas
Substance abuse hiStory........o.oiiriiiiii e
Mental health services hiStory............oovvriiiiiiiiiii e,
Medical history, including allergies.............c.oeiiiiiiiiiiiiiiiee e
Medication history, including medication allergies, adverse reactions to ......

medications, or lack of known allergies/sensitivities

Mental StAtUS. ... ...
Assessment of TiSK..... ...,
Client strengths. ... ..o
Signature [_] Licensure [_]...........coooiiiiiiiiiiiiie e,

DSM IV-TR 5 axis dia@noSis........ooveriiritiiititeiieteteienteieeenreeaaneans

If the assessment was completed by a registered intern is there a licensed

SUPEIVISOT CO-SIZNALUTE?......etiiiiiiiiietieiientcete ettt ettt sttt sb et e ens
Changes/corrections have been initialed by worker................................

(no sticky notes or white-out used)

Auditor Feedback:

Review Period:

to
DOB:
Ly LIN
Y LIN
L]y LIN [ Incomplete
]y LIN [ Incomplete
R LIN [ Incomplete
L]y [IN  [] Incomplete
L]y [IN  [] Incomplete
1Yy LIN [ Incomplete
L]y LIN  [] Incomplete
Oy LIN [ Incomplete
]y LIN [ Incomplete
]y LIN [ Incomplete
L]y LIN [ Incomplete
Ly LIN
Oy LIN
L]y LIN [INA
Oy LIN  []Incomplete

Network Provider—Please identify corrections made:

[1 Copiesof the completed corrections have been attached for review (REQUIRED)

Signature:

Revised 1-31-2013




C. Treatment Plan [Unified Service Plan (CARE-008) or other format]

Is there a Treatment Plan for this entire review period?.........................ceee... ]y [N
2. Are the following required elements documented:
a.  Specific, observable, and/or quantifiable goals....................ooiiii Oy CIN
b.  Proposed type(s) of intervention(s)................couveeeueeeeeieaeiiieeiieeeel 0y LIN
c.  Proposed duration of intervention(s)..................c..oeeeeeueeeeiiiiieaeean, 0y LIN
d.  Focus of intervention consistent with client plan goals............................ Oy CIN
e.  Plan consistent with diagnosis(€s).............c.ueeruneiieneiineieieiiiieeeeeeeann Ly LIN
. Signed by appropriate provider.................cceouiiiiii i [y LIN
g.  Signed by client or parent/guardian.......................ccooiiiiiiiiiiiii Ly LIN
Auditor Feedback:

[] Incomplete
L] Incomplete
] Incomplete
] Incomplete
L] Incomplete
L] Incomplete
L] Incomplete

Network Provider—Please identify corrections made:

[] Copiesof the completed corrections have been attached for review (REQUIRED)

Signature

Revised 1-31-2013



D.  Other required documents
1. Consent for treatment of minor

A. Progress Notes:

1. Are the following required elements documented in all notes:

a.  Are the CAREO41 and CAREO41g Progress Notes being used
b.  Actual date service was provided
C. Location Of SEIVICE .....cueuuiuitiiiiit ittt
d.  Time units (in minutes) recorded in progress notes as reflected in billing

STATEIMEIILS. ....eviiiiiiiiiiiiiiii e
TYPE OF SEIVICE. ..ttt
f. Name of Clent. ... oui e

A clear but brief synopsis of services and specific intervention (i.e. problem

o

g.  solving)

h.  Signature of service provider and their degree, license, or job title.................

i.  Changes/corrections have been initialed by worker.................
(no sticky notes or white-out used)

j-  For Group services, the group billing formula has been completed correctly.....

Auditor Feedback:

[IN/A

Network Provider—Please identify corrections made:

[ ] Copiesof the completed corrections or missing notes have been attached for review (REQUIRED)

Signature:
A. Posted Materials. English & Spanish B. Appropriateness of Space
1.  Guide to Medi-Cal MH Poster..... ]y [N 1. Confidentiality.................... (1Y [IN
2. Grievance Appeal Forms & ]y [N 2. Cleanliness..........ccovvuven.... (1Y [IN
Envelopes on display................
3. Grievance/Appeal Poster............ ]y [N 3. Safety.........ccocoeeiiiiieiiiiinn. (1Y [N
4. Patients’ Rights Poster.............. ]y [N 4. Handicapped Access............. (1Y [N

Auditor Feedback:

Network Provider—Please identify corrections made:

Signature:

Reviewed by:

[ 1 Michelle Johnson (530) 886-5463

[0 Wally Keller (530) 886-5410
[] Jeff Steer (530) 886-6716

Revised 1-31-2013

[] Marie Osborne (530) 886-2937

[] Derek Holley (530) 886-5407
[

Review Date:

[] RichHill (530) 889-7272

[] Janet Muehe-Hayward (530) 886-5435

[


pknutty
Typewritten Text

pknutty
Typewritten Text

pknutty
Typewritten Text

pknutty
Typewritten Text

pknutty
Typewritten Text




