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Frish Stith
Traasfornytions
4010 Dupont Cldle
Loulsville, KY 40207

Jusg i, 2018

Lear Pravider,

Ploase contact Sarah Kremer, Glinieian on e Quipatiant Team, fo arrange a wiatually
_ agresabls thng fm ynur 35’&& vtmﬁ; You can ysach ber by phang ab 5028828800, or emalt ot
.:j\‘.: :.‘:g':.:. :..:: :. 3 3 G

\'\;;_'-'? . T o
Elizabeth W McKune, BB,
Diractor; Bebavioral Health
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3/004
Member Name:
DOB: Member |D#:
Age at Intake: LOB:

Is there documentation that the member received a copy of
his or her rights?

Signed Receipt, Intake Packet, Note

If the rights are there but receipt not
documented, score NC.

2. Are medication allergies & adverse reactions prominently
noted in the record? If the member has no known allergies or
adverse reactions, are these noted?

Assessment

Easily identified.

3. |s past medical history easily identified? If no significant
medical histery, is this noted?

Assessment, Progress Notes

1. lIsthere evidence in the chart that at least one Release of
Information, Authorization, or Consent was obtained to
speak with at least one other Cutpatient [CP] mental health
or OP substance abuse treatment provider?

Release of Information,
Consent to Obtain Information

Six menth lock back. |If there has not
been OP treatment in past 8 months,
score NA.

2. |sthere evidence that the OP treatment provider contacted,
collaborated, received clinical information from or
communicated in any way with another GP provider
regarding the member’s clinical care?

Contact Note, Discharge Summary,
Treatment Summary, Treatment Plan, Case
Consultation Note, Progress Note, Evidence
of Sent Release

Any documentation related to treatment
from another BH provider, score YES
regardless of response from other
provider.

3. Isthere evidence that the OP treatment provider contacted,
collaborated, received clinical information from or
communicated in any way with any state agencies or
schools, community cutlets, etc.?

Releases to other entities, DCF, Teachers,
Mentors, Day Treatment, School, CBHI,
CSP, DCF, DFPS, DADS

Clinical judgment. YES if any evidence in
chart. NA if no evidence. Thisis nota
required element.

1. lIsthere evidence in the chart that a Release of Information
was cbtained to communicate with the PCP? {(PCP must be
identifiable)

Release of Information, Authorization
to Release Infermation

If provider is a part of an integrated health
systemn, score YES.

2. lsthere evidence that the OP treatment provider contacted,
collaborated, received clinical information from or
communicated in any way with the PCP?

Contact Note, Discharge Summary,
Treatment Plan, Gase Consultation Note

Standardized PCP/BH form sent.

Needs tc be evidence of communication
and when it was mailed/faxed, etc. Score
YES if using an integrated medical record
that can be seen by multiple providers
within the system.

3. Isthere evidence in the chart that a standardized PCP/BH
communication form was used?

Any standard form exists in chart with BH
info completed

Score YES if using an integrated medical
record

1. Is there documentation that the member was screened for
alcohol or other substance use? (13 yo+)

Assessment, Intake, Screening Section

Needs assessment, tool or socme early
progress note.

2. If the member screened positive for use, was this included in
the diagnosis and/or treatment plan OR addressed on an on-
going basis as part of treatment? (13 yo+)

Assessment/Intake, Screening Section,
Treatment Plan, Progress Notes

Score NA if question 1is NC. Screened
positive = diagnosed with.

3. If the member screened positive for alcohol or other
substance use was there family involvement in treatment?
(13 yo+)

Progress Notes, Documented family therapy
session, Family consultation, Mention of
family involvement

Score NA if member refuses, not clinically
indicated, or no identifiable support.
Score NA if question 1is NO.

4. If the member is age 13-18, was the member assessed for
depression?

Assessment, Intake, Tool

5. If the member is age 13-18 and screened positive for
depression, was a suicide risk assessment conducted?

Assessment, Intake

Score NA if question 4 is NOG. Screened
positive = diagnosed with.

&. If the member is age 13-18 and screened positive for
depression, was there family involvement in treatment?

Progress notes, Documented family therapy
session, family consultation, mention of
family involvement

Score NA if question 4 is NO. Screened
positive = diagnosed with.

7. Ifthe member is age 13-18 and screened positive for
depression, is there evidence that he or she was referred to
or participated in a medicatien evaluation for an
antidepressant?

Progress notes, Indication of communication
with or referral to a prescribing provider

Score YES If itis documented that
psychopharm has been discussed &
family has refused. Score NA if question
4 is NG. Screened positive = diagnosed
with.

8. If the member is age 13-18 and screened positive for
depression and was prescribed medication, is there
evidence the OP provider is monitoring for medication(s)
compliance?

Progress notes, Documentation of
questioning patient about medication
compliance

Score NA if question 4 is NO. Screened
positive = diagnosed with.
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9. If the member is age 8-12, was the member assessed for Assessment, Intake, Tool, Mental Status
ADHD? Exam
10. If the member is age 6-12 and screened positive for ADHD, Progress notes, Documented family therapy |[Score NA T question 9 is NG. Screened
was there family involvement in treatment? session, family consultation, mention of positive = diagnosed with.
family involvement
11. If the member is age 6-12 and screened positive for ADHD, Progress notes, Assessment, Intake, Score YES If it is documented that

is there evidence that he or she was referred to or
participated in a medication evaluation?

Indication of communication with or referral
to a prescribing provider

psychopharm has been discussed &
family has refused. Score NA if question
9 is NG. Screened positive = diagnosed
with.

Is the DSM or ICD diagnosis consistent with presenting
preblems, history, mental status exam and treatment plan?

.

Assessment, Treatment Plan, Mental Status
Exam

Based on clinical judgment.

2. Does the treatment plan include objective and measurable Treatment Plan, Updates Clinical judgment. YES if any evidence.
goals? NA if psych testing or meds only.
3. Does the treatment plan include short-term timeframes for Treatment Plan, Updates Short term defined as 6 months or less.
goal/objective attainment or problem resolution?
4. s the frequency of treatment greater than clinically Treatment Plan, Progress Notes Clinical judgment. Cancels or no-shows
indicated? should not impact determination.
5. Are progress notes goal directed & focused on treatment Progress Notes Clinical judgment.
objectives?
6. |sthere any indication that provider is misrepresenting any Assessment, Treatment Plan, Progress Up-billing, Incorrect dates, etc.
services provided, i.e. patterns of duplicate billing? Notes
7. Are there treatment notes to match the claims submitted? Progress Notes Score YES if claims have matching
treatment notes, date of service matching
within one day.
8. s there evidence that an outcomes tool was used in Completed Outcomes Tool Score YES if the chart contains a
determining the member’s treatment plan? completed outcomes tool. NA if member
refuses. Only YES or NA for non-MA
plans {nct mandatory).
9. Name of cutcomes tool: If YES on question 8, must specify tool

used. List all tools used.

1. For members age 18 or clder diagnosed with depression or PHQ-9 Tool YES: Tool was used more than once to
dysthymia: Was the PHQ-9 tool used 1o monitor progress monitor progress.
of treatment? NO: There is not evidence of the PHQ-9
being used to monitoer progress.
NA: The tool was used once and audit
was performed before 4 months of
treatment.
2. If question 1 was YES, was the tool used once every four PHQ-9 Tool
months to monitor progress?
3. If question 1 was NA, select reason:

L Member not diagnosed with depressien/dysthymia or the member was under the age of 18.

[]  The tool was used once, but the chart audit took place prior to the member's next appeintment with the provider/physician.

[l Giher:

Comments:




