Progress Notes
Purpose:
The intent of the following policy is to ensure that documentation of participant activities and events is properly recorded in compliance with requirements outlined in funding sources, licensure requirements, Federal and State laws and accreditation requirements applicable to CDS programs.

Policy:
Progress notes should provide a record of participant interactions and be documented within one workday, but no later than two workdays after the time service was rendered and maintained in the participant file.  

Progress notes document the following:

a) A participant’s progress or lack of progress towards achievement of goals and objectives identified in the Individual Plan.

b) Completion of portions of the Individual Plan, significant events, or changes in the life of the participant served. 
c) The delivery of services that support the Individual Plan.  
d) The progress notes are signed and dated by each individual making an entry into the record.  The use of initials does not meet the intent of this policy. 
e) A reviewer of the progress notes should be able to readily identify the goals and objectives that were achieved or revised during the reporting period, occurrences in the life of the participant served that may impact the course of service, and the specific services that the organization has provided.
f) Changes in the Individual Plan must parallel information included in the progress notes.

g) Data submission must comply with the data entry requirements for the applicable program.
Procedure and/or Process:

All services and case related activities must be documented in progress notes and retained in the participants file. 

When billing for services is rendered through a unit of service system, participant contact time must be supported in the participant file by a progress note, and the note must match the service date and time recorded on the Services Tracking Form or the Unscheduled Services Log.

Progress Note documentation must consist of the following: 

1. Date the service was delivered. Actual time the service was rendered — enter time (time in and time out). Time In and Out should be part of the documentation as it relates to the event being discussed.
2. SAMH program progress notes must be recorded in military time. 

3. Description of service delivered.

4. Who provided the service.

5. Recorders full signature and credential/title and date.  Individuals who are Licensed, Certified, or Registered Interns do not need to record their title. 

Case Management 

· Case Management documentation should include all case management related activities provided directly to or on behalf of the participant.

· ‘Who’, ‘what’, ‘why’, and ‘when’ questions should be addressed as they relate to the provision of these services.

· Missed appointments as well as deliberate and active follow-up attempts, either by phone or letter should be documented.

· Progress notes shall document significant events and/or outcomes of the contact and impact on the specific intervention/ treatment. 

Residential Programs

· An entry regarding the participant’s activities and cooperation working within the program structure should be recorded in the participants file each shift. 
· Time In and Out should be part of the documentation as it relates to the event being discussed. However, in the case of a residential program when staff is writing a summation of the shift, to minimize confusion from a chronological entry stand point an example entry is provided below:

Time In 7:45 a.m. Time Out 7:50 a.m. During the awake hours of the Midnight shift the px was consistently cooperative with the exception of having a hard time settling down to go to sleep. Once asleep the px slept soundly through the night. Px woke up, prepared for school, did chores and had breakfast without incident. ( In this case the entry is when staff wrote it, but in the note they identify the broad period of time being referenced.)
Counseling Services

· All counseling related activities should be documented using the B.I.R.P. format.

· B  Behavior- Counselor observation and participant statement.

Examples:  Who was present in the session. Document demeanor and affect.
· I  Intervention- Counselor’s methods used to address goals and objectives, observation, participant statement.
Examples:  Identify the delivery of services and specific interventions that support the individual’s plan including a brief summary of the session noting the progress related to the participant’s goals and objectives  and significant events or changes in the life of the participant served. Any directives/homework given to the participant at the close of the session.

· R  Response- Participant’s response to intervention and progress made toward Individual Plan goals and objectives.
Examples:  Document the participant's strengths, needs, abilities and preferences and the problem addressed during the session noting specifically the goal/objective from the Individual Plan, and the outcome of the session.

· P  Plan- Document what is going to happen next.

Examples:  When the next appointment is scheduled including plans for subsequent sessions.

· Document any referral/transfer to another counselor, and the nature and purpose of this action, upon approval of the Program Director or Supervisor.
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