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Community Support
Evaluation Tool

Minimum Standards:

1. Exceeds
2. Met

3. Not Met

4. N/A

Agency :

Team Leader Name and Credentials:

Date of visit:

Reviewers:

Site Visit Outcome:
[ ]Certified [ |Not Certified

[ |Provisional

Are there supervision notes or
evaluations signed by a licensed
clinician?

Is there evidence that 50% or more of
the client’s services are received in the
community?

Does the treatment plan reflect the
rehab goals and monitoring established
through a functional assessment and a
biopsychosocial?

Is it clear that the client helped to
develop the treatment plan in a person
centered manner?

Is the focus on rehab and not clinical: a
clear emphasis on restoration or
improvement in function?

Additional Standards:

6.

Does the Team include a Peer
Paraprofessional, or are there agency
goals to hire one?

Are there progress notes to document
how services are delivered in the
community?

Is there a safety plan and does the
safety plan identify triggers and risk
factors agreed to by the individual?

Are there identified strengths, abilities,
assets, resources and interests?

10.

Is there evidence that a natural support
network (if applicable) is included in
the support?

11.

Are there encounter notes reflecting
the goals, interventions and the client’s
response to the interventions?

12.

Do the notes reflect that the individual
is developing self-monitoring and
management skills necessary for
independence?

13.

Do the notes reflect that the individual
is gaining skills at navigating the
medical environment?

14.

Is there evidence that family support is
included in the treatment plan?




15.

Are there monthly progress notes with
an update and a signature of a licensed
supervisor? Do these reflect an
evaluation of the monthly progress
toward the goals?

16.

Do both the encounter notes and the
progress notes reflect the “next steps”
for consumer activities?

17

Is there evidence of concurrent
documentation: provider and client
reviewing goals/activities/next steps?

18

Does the agency have a system for
staff supervision and core internal
controls?




Use Templates

e Develop templates for all core documentation
e elements

e Templates should reflect requirements and
prompt staff to do what is needed.

e Templates should mandate connections
among elements

e Begin Example Logs:

— Good and bad.
- Bad to good
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Concurrent Documentation

e Best practice involves concurrent
documentation —documenting with client

e Because this is rehab, content is especially
transparent.

e Client can contribute and have copies

e Client can keep own records to bring to
sessions to assist with documenting
progress, planning next steps.

o Will require some skill development with
staff & the monitoring of implementation.
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Documentation Narrative

e The narrative of the documentation should tell
you what service is being delivered.

e Interventions in narrative should match up with
those described in service definitions.

e Documentation should clearly spell out that this
is rehabilitation.

e Assessments and treatment plans should
explicitly point to the covered services.

e Supervisor’s job to ensure staff know which
service to do when, and how to write it.
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CSP Supervision

Services are delivered under the supervision of a licensed
pl:ofessmnal who may be the team leader or a member of
the team.

Each team shall have a team leader who provides ongoing
supervision.

The team leader must have the following qualifications:

- A licensed or licensed-eligible mental health
professional (see definitions at end);

- A person with a Master’s degree in a behavioral health
area and two years of mental health experience;

- A person with a Master’s degree in a behavioral health
area and certification for USPRA; OR

- A person with a Master’s degree in a behavioral health
area and a CADC.

Clinical supervision shall occur at least monthly as
evidenced by the supervisor’s signature on a monthly
progress note documenting the individual’s progress
toward meeting treatment plan goals and objectives
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Core Internal Controls

e A note for every encounter
e A note for every billed event
e Know the time from service delivery to billing

e Know the time from service delivery to
documentation done & filed

e Rehabilitation Treatment plans must be current
e Monthly Progress or Status Notes

e Program requirements (Track ratios); community
time, staff to patient ratio etc
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