CLINICAL RECORD REVIEW
Attach A

DOB: ______________  Male   FORMCHECKBOX 
 Female  FORMCHECKBOX 
  Case No.: __________________ Name: ______________________________________

Legal Guardianship:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
 Court Papers:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 NA  FORMCHECKBOX 

Diagnosis (Axis I): _________________________ (Axis II): ________________________ (AXIS III): ________________________
PIHP: __________________ CMH/Provider: ___________________ Sub-Contractor: _______________ Program: ______________

Child/Hab-Waiver Cert: ___________ QMRP: ____________ Sec 37: ___________ DHS49: __________ COC/Process: __________

Current Budget: _________ Liv. Arrangement:  FORMCHECKBOX 
 w/Family  FORMCHECKBOX 
 Independent  FORMCHECKBOX 
 Semi-independent (SIP)  FORMCHECKBOX 
 AFC  FORMCHECKBOX 
 Other:  _________
Consumer Verbal Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Medicaid  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Other  FORMCHECKBOX 
          Site Reviewer: ____________________ Date: _______________
ASSESSMENT AND PRE-PLANNING:

Psy/Soc: __________________ CM/SC: ___________________ Psychiatric: __________________ Psychol.: __________________
OT: ____________ Rx  FORMCHECKBOX 
 
         RN: _______________ PT: ________________ Rx  FORMCHECKBOX 
  

Speech: ____________

Nutrition: ________________ CAFAS (Ages 7-17): ________________ CAFAS (Ages 0-6): ________________  Equip  FORMCHECKBOX 
 Rx  FORMCHECKBOX 

Health Screen/AFC Appraisal: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Date Reviewed: ________________ By MD  FORMCHECKBOX 
 DO  FORMCHECKBOX 
 RN  FORMCHECKBOX 
 PA  FORMCHECKBOX 
 or N/A  FORMCHECKBOX 

Pre-Plan: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Date: ________________ If Not, reason: ____________________________________ IPOS: _____________

Personal Preferences/Desires: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Met ____________________________________________________________________

Chose Location/Time/Date: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 
       Participants: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Independent Facilitator: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Conflict Resolution: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     Grievance/Appeal: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 ________________ *Timely? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 _______________
	
	Assessed
	Need Identified
	Actions Taken
	Comments

	Natural Supports/Role
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	

	Community Inclusion & Meaningful Day Activities
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	

	Health
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	

	Safety/At Risk Behaviors
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	

	Co-occurring
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	

	Crisis Plan (offered) (declined)
	Y  N  N/A
	Y  N  N/A
	Y  N  N/A
	


MEDICATION CONSENT:  PHP  FORMCHECKBOX 
 CMH  FORMCHECKBOX 
 Primary Care Physician  FORMCHECKBOX 
 Private Psychiatrist  FORMCHECKBOX 
 NO PSYCH MEDS  FORMCHECKBOX 

Name of Medications:

_____________________ Date: _________  _____________________ Date: _________  _____________________ Date: _________  

_____________________ Date: _________  _____________________ Date: _________  _____________________ Date: _________  

_____________________ Date: _________  _____________________ Date: _________  _____________________ Date: _________  

Psychiatrist Name: ____________________________________________________________________________________________

Purpose and Side Effect: (Copy)  Y  N  N/A   Withdrawal of Consent:  Y  N  N/A  Consumer/Guardian Signature:  Y  N  N/A Date:________
AIMS/Discus Testing:
        Y  N  N/A    Identified Specific Medication:  Y  N  N/A ____________________________  Date:________
EKG:  Y  N  N/A  Date: _________   Lab Work:  Y  N  N/A  Date: ________   Therapeutic Dosage**: ______ Y  N  N/A  Date: __________

Signature of MD/DO, RN, or PA:
Y  N  N/A  Date: ___________

Psychiatric Med. Reviews and Content:  ________________________________________________________________________________
_________________________________________________________________________________________________________________
*Category of care for Children’s Waiver only
**Dosage Range Recommended but not Required

____

PLAN OF SERVICE:  Date of IPOS/PCP: _______________  Plan Current:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Ongoing Satisfaction:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Addendum:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Date: _______________  Adequate Notice: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Date: _______________
Copy of IPOS within 15 business days: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Date: _______________
CHILDREN CASES: Family Focused IPOS  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 (For minors only)   Home based: 2hr. contact/wk met  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Contact in home or community: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Assistant: Goal(s) in IPOS Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Trained: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Attended IPOS: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

	GOALS/OBJECTIVES

CSM/SC:                                Therapist:
	DISCIPLINE/

MONITORING
	OUTCOME

(Documented progress)

	
	Who?

Freq?
	Dates:

Evidence:



	
	Who?

Freq?
	Dates:

Evidence:



	
	Who?

Freq?
	Dates:

Evidence:



	
	Who?

Freq?
	Dates:

Evidence:




Professional Recommendations addressed in Planning:  OT  FORMCHECKBOX 
 PT  FORMCHECKBOX 
 RN  FORMCHECKBOX 
 PCP  FORMCHECKBOX 
 PSS  FORMCHECKBOX 
 MD  FORMCHECKBOX 
 RD  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

ACT: All members sign plan: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Mobile unit: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Visits home and community: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 (TEAM/RN)

Personal Care Hours: ______ Per day  FORMCHECKBOX 
 Per week  FORMCHECKBOX 
 Per month  FORMCHECKBOX 

Services are consistent with IPOS:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

CLS Hours:      _______ Per day  FORMCHECKBOX 
 Per week  FORMCHECKBOX 
 Per month  FORMCHECKBOX 

               Services are consistent with IPOS:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Respite Hours: _______ Per day  FORMCHECKBOX 
 Per week  FORMCHECKBOX 
 Per month  FORMCHECKBOX 
    Services are consistent with IPOS:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Provided by: ___________

Plan of service implemented as identified in the IPOS?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Signed by Licensed Practitioner:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Date: ________________ Signed by Consumer/Guardian:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Date: ______________
Goals in IPOS Match Personal Desires?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
    Progress Notes?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
      Periodic Reviews?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Not Due  FORMCHECKBOX 

Frequency of periodic reviews noted?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
____________________________  Occurring at that frequency?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 Not Due  FORMCHECKBOX 

Frequency of face-to-face contacts noted?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
_________________________ Occurring at that frequency?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

IPOS includes; Amounts (units)?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

    Scope (who, How, Where): Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

    Duration of Services: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Advance Notice:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
   Dated: __________ *Timely? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
  _____________________________________________________

ADDITIONAL INFORMATION:

Signed Release of Information for coordination w/Primary Care Physician?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 Refused  FORMCHECKBOX 

Name: __________________________________________________________ Date: ____________________________________________

Evidence of coordination with primary care physician?  Date: ______________ How: ____________________________________________

Substance Abuse Notice of Confidentiality:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 


Evidence of that after care and referrals are followed up on following cessation of treatment? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Evidence that the organization makes efforts to re-engage non-compliant consumers prior to un-planned discharge? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Evidence provider cooperates with other network providers to coordinate the delivery of service?  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Other Releases?  (Medical Specialist, Schools, DHS, Social Security, Family) Evidence of Coordination:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

Incident report filed in record:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

Follow up action taken:  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

    Comments: _________________________________

Behavior Management Plan: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 Assessment: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 Consent: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 BMC Reviews: Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 N/A  FORMCHECKBOX 

