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Optum  -  Behavioral Netw ork Services

TREATMENT RECORD REVI EW  FORM
Clinician/ Facility Nam e:

Chart  I D:

Review er Nam e:

Pat ient  Gender:

Pat ient  Age:

Axis I :

Axis I I I :

Date of Review :

                                                     Rat ing Scale:  NA =  Not  Applicable  Y =  Yes  N  =  No Y N NA

Assessm ent

1 Each pat ient  has a separate t reatment  record.

Com m ents:

2

Each record includes the pat ient 's address, employer or school, home and work telephone numbers including emergency 

contacts, relat ionship or legal status, and guardianship informat ion if relevant .

Com m ents:

3

All ent r ies in the t reatment  record include the responsible clinician's name, professional degree and relevant  ident if icat ion 

number, if applicable, and dated and signed where appropr iate.

Com m ents:

4 An init ial pr imary t reatment  diagnosis is present  in the record.

Com m ents:

5 All f ive DSM I V-TR axes are used for diagnoses and signed by a licensed clinician.

Com m ents:

6 The reasons for adm ission or init iat ion of t reatment  are indicated.

Com m ents:



7 A behavioral health history is in the record.

Com m ents:

8 A medical history and/ or physical exam (appropr iate to the level of care)  is in the record.  

Com m ents:

9 Was a current  medical condit ion ident if ied?  This is a  non- scored quest ion. ( I f # 8  is N , then # 9  is N / A)

Com m ents:

1 0

I f a medical condit ion was ident if ied, there is documentat ion that  communicat ion/ collaborat ion with the t reat ing medical 

clinician occurred.  This is a  non- scored quest ion.

Com m ents:

1 1

I f a medical condit ion was ident if ied, there is documentat ion that  the pat ient / guardian refused consent  for  the release of 

informat ion to the t reat ing medical clinician.  This is a  non- scored quest ion.

Com m ents:

1 2

A complete mental status exam is in the record, document ing the pat ient 's affect , speech, mood, thought  content , judgment , 

insight , at tent ion or concentrat ion, memory, and impulse control.

Com m ents:

1 3

The behavioral health t reatment  history includes the following informat ion:  dates and providers of previous t reatment , and 

therapeut ic intervent ions and responses.  

Com m ents:

1 4 The behavioral health t reatment  history includes fam ily history informat ion.  

Com m ents:

1 5

The medical t reatment  history includes the following informat ion:  known medical condit ions, dates and providers of previous 

t reatment , current  t reat ing clinicians, and current  therapeut ic intervent ions and responses.

Com m ents:

1 6 The medical t reatment  history includes fam ily history informat ion.  

Com m ents:

1 7

The record documents a r isk assessment  appropr iate to the level of care and populat ion served which may include the 

presence or absence of suicidal or  hom icidal r isk, danger toward self or  others.



Com m ents:

1 8 The record includes documentat ion of previous suicidal or  hom icidal behaviors, including dates, method, and lethality.

Com m ents:

1 9

The behavioral health history includes an assessment  of any abuse the member has exper ienced or if the member has been 

the perpetrator of abuse.

Com m ents:

2 0 For Adolescents:  The assessment  documents a sexual behavior history.

Com m ents:

2 1

For facilit ies ( inpat ient  and resident ia l) ,  the record documents funct ional impairments prevent ing complet ion of act iv it ies 

of daily liv ing, assessment  of fall r isk, and elopement  r isk.

Com m ents:

2 2

For children and adolescents, prenatal and per inatal events, along with a complete developmental history (physical, 

psychological, social, intellectual and academ ic) , are documented.

Com m ents:

2 3

The init ial screen includes an assessment  for  depression. Should be scored Yes or No except  for  providers who offer  ABA 

services. For ABA providers, it  may be scored NA.  This is a  non- scored quest ion. 

Com m ents:

2 4

For pat ients 12 and older, a substance abuse screening occurs.  Documentat ion includes past  and present  use of alcohol 

and/ or illicit  drugs as well as prescr ipt ion and over- the-counter medicat ions.

Com m ents:

2 5 For pat ients 12 and older, the substance abuse screening includes documentat ion of past  and present  use of nicot ine.

Com m ents:

2 6

I f the screening indicates an act ive  alcohol or  substance use problem, there is documentat ion that  an intervent ion for  

substance abuse/ dependence occurred.

Com m ents:

2 7 The substance ident if ied as being m isused was alcohol.  This is a  non- scored quest ion.



Com m ents:

2 8 The substance(s)  ident if ied as being m isused were substance(s)  other than alcohol.  This is a  non- scored quest ion.

Com m ents:

2 9 The substance(s)  ident if ied as being m isused were alcohol and other substance(s) .  This is a  non- scored quest ion.

Com m ents:

3 0 The assessment  documents the spir itual var iables that  may impact  t reatment

Com m ents:

3 1 The assessment  documents the cultural var iables that  may impact  t reatment

Com m ents:

3 2

An init ial t reatment  plan  is established at  each level of care with goals, t reatment  pr ior it ies, and m ilestones for progress is in 

the record.

Com m ents:

3 3 An educat ional assessment  appropr iate to the age and level of care is documented.

Com m ents:

3 4 The record documents the presence or absence of relevant  legal issues of the pat ient  and/ or fam ily.

Com m ents:

3 5

There is documentat ion that  the pat ient  was asked about  community resources (support  groups, social services, school based 

services, other social supports)  that  they are current ly ut ilizing.

Com m ents:

3 6 There is documentat ion that  indicates the pat ient  understands and consents to the medicat ion used in t reatment .

Com m ents:

3 7

For children and adolescents documentat ion indicates the responsible fam ily member or guardian understands and consents to 

the medicat ion used in t reatment .

Com m ents:



3 8

Each record indicates what  medicat ions have been prescr ibed, the dosages of each, and the dates of init ial prescr ipt ion or 

refills.

Com m ents:

3 9 The presence or absence of drug allergies and food allergies, including adverse react ions, is clear ly documented.

Com m ents:  

4 0

The clinician uses a Consent  for  Treatment  or I nformed Consent  form  with all pat ients;  this document  should be signed by the 

pat ient  and/ or legal guardian.

Com m ents:

4 1 There is evidence that  the assessment  is used in developing the t reatment  plan and goals.

Com m ents:

Coordinat ion of Care

4 2 Does the pat ient  have a medical physician (PCP)?  This is a  non- scored quest ion.

Com m ents:

4 3 The record documents that  the pat ient  was asked whether they have a PCP.  Y or N  Only

Com m ents:

4 4 I f the pat ient  has a PCP there is documentat ion that  communicat ion/ collaborat ion occurred.  

Com m ents:

4 5

I f the pat ient  has a PCP, there is documentat ion that  the pat ient / guardian refused consent  for  the release of informat ion to the 

PCP.

Com m ents:

4 6

I s the pat ient   being seen by another behavioral health clinician (e.g. psychiat r ist  and social worker, psychologist  and 

substance abuse counselor) .  This is a  non- scored quest ion.

Com m ents:

4 7

The record documents that  the pat ient  was asked whether they are being seen by another behavioral health clinician.  Y or N  

Only

Com m ents:



4 8

I f the pat ient  is being seen by another behavioral health clinician, there is documentat ion that  communicat ion/ collaborat ion 

occurred.

Com m ents:

4 9

I f the pat ient  is being seen by another behavioral health clinician, there is documentat ion that  the pat ient / guardian refused 

consent  for  the release of informat ion to the behavioral health clinician.

Com m ents:

Docum entat ion Related to the Treatm ent  Plan

5 0

There is documentat ion (a signed form  or in progress note)  that  the pat ient  or  legal guardian (based on each state's age of 

consent)  has agreed to the t reatment  plan.

Com m ents:

5 1 The t reatment  plan is consistent  with diagnosis and has object ive and measurable short  and long term  goals.

Com m ents:

5 2 The t reatment  plan has est imated t ime frames for goal at tainment .

Com m ents:

5 3 The t reatment  plan includes a safety plan when act ive r isk issues are ident if ied.

Com m ents:

5 4 The t reatment  plan is updated whenever goals are achieved or new problems are ident if ied.

Com m ents:

5 5 The t reatment  plan is reviewed and updated with the pat ient  at  regular intervals.

Com m ents:

5 6 When applicable, the t reatment  record, including the t reatm ent  plan,  reflects discharge planning.

Com m ents:

5 7

I f a pat ient  is receiving group therapy, there is evidence of an individualized assessment , t reatment  planning, and progress 

notes in response to ident if ied pat ient  needs.

Com m ents:



5 8 The t reatment  record documents and addresses biopsychosocial needs. 

Com m ents:

5 9 The t reatment  record indicates the pat ient 's involvement  in care and service.

Com m ents:

6 0 When appropr iate, the t reatment  record indicates the fam ily 's involvement  in the t reatment  process, including care decisions.

Com m ents:

Progress Notes

6 1

For a ll outpat ient  services except  ABA: All progress notes document  the start  and stop t imes for each session when a 

t imed CPT Code is used.

Com m ents:

6 2 For a ll outpat ient  services except  ABA: All progress notes document  clearly  who is in at tendance dur ing each session.

Com m ents:

6 3

For outpat ient  services except  ABA: All progress notes include documentat ion of the billing code that  was subm it ted for the 

session.

Com m ents:

6 4 The progress notes reflect  reassessments when necessary.

Com m ents:

6 5

The progress notes reflect  on-going r isk assessments ( including but  not  lim ited to suicide and hom icide)  and monitor ing of any 

at  r isk situat ions. 

Com m ents:

6 6 The progress notes descr ibe/ list  pat ient  st rengths and lim itat ions and how those impact  t reatment .

Com m ents:

6 7 The progress notes descr ibe progress or lack of progress towards t reatment  plan goals.

Com m ents:



6 8 The progress notes document  any referrals made to other clinicians, agencies, and/ or therapeut ic services when indicated.

Com m ents:

6 9 I f the pat ient  is on medicat ion, there is evidence of medicat ion monitor ing in the t reatment  record. (physicians and nurses)

Com m ents:

7 0 When lab work is ordered, there is evidence the lab results were received and reviewed by the clinician.

Com m ents:

Cont inuum  of Care

7 1 Was the pat ient  t ransferred/ discharged to another clinician or program?  This is a  non- scored quest ion.

Com m ents:

7 2

I f the pat ient  was t ransferred/ discharged to another clinician or program, there is documentat ion that  

communicat ion/ collaborat ion occurred with the receiving clinician/ program.

Com m ents:

7 3

I f the pat ient  was t ransferred/ discharged to another clinician or program, there is documentat ion that  the pat ient / guardian 

refused consent  for  release of informat ion to the receiving clinician/ program.

Com m ents:

7 4

Prompt  referrals to the appropr iate level of care are documented when pat ients cannot  be safely t reated at  their  current  level 

of care secondary to hom icidal or  suicidal r isk or an inability to conduct  act iv it ies of daily liv ing.

Com m ents:

7 5 The discharge plan summarizes the reason(s)  for  t reatment  and the extent  to which t reatment  goals were met .

Com m ents:

7 6 The discharge/ aftercare/ safety plan descr ibes specific follow up act iv it ies.

Com m ents:

Clinical Records 

7 7 Clinical records are completed within 30 days following discharge.



Com m ents:

7 8 The progress notes document  the dates of follow up appointments.

Com m ents:

7 9 The progress notes document  when pat ients m iss appointments.

Com m ents:

8 0 The record is clear ly legible to someone other than the wr iter .

Com m ents:

8 1

When appropr iate there is evidence of supervisory oversight  of the t reatment  record. (Records are reviewed on a regular basis 

with appropr iate act ions taken.)

Com m ents:

Educat ion

8 2

There is documentat ion that  the clinician provides educat ion to pat ients/ fam ilies about  t reatment  planning, discharge planning, 

support ive community services, behavioral health problems, and care opt ions.  

Com m ents:

8 3

When the pat ient  is on medicat ions, the prescr ibing clinician documents that  the pat ient  was provided with educat ion about  the 

r isks, benefits, side effects, and alternat ives of each medicat ion.

Com m ents:

8 4 There is documentat ion that  the r isks of noncompliance with t reatment  recommendat ions are discussed with the pat ient .

Com m ents:

ALERT

8 5

FOR OUTPATI ENT SERVI CES ONLY: There is a completed wellness assessment  (or documentat ion that  the pat ient  refused 

to complete a wellness assessment)  in the record for  all master 's and PhD level clinicians. I f a physician or APRN completes a 

wellness assessment , score this as "Y" . 

Com m ents:

Language Assistance Program  ( California Only)



8 6 For California Only:  I f the pat ient  has lim ited English proficiency, there is documentat ion that  interpreter services were offered.

Com m ents:

8 7

For California Only:  I f interpreter services were offered, there is documentat ion indicat ing whether the pat ient  accepted or 

declined the services.

Com m ents:

Recovery and Resiliency ( Public Sector Only)

8 8 The pat ient  is given informat ion to create psychiat r ic advance direct ives. This is a  non- scored quest ion.

Com m ents:

8 9 The pat ient  is provided with referrals to peer support  services. This is a  non- scored quest ion.

Com m ents:

Texas STAR, STAR+ PLUS, and CHI P Only ( Outpat ient  Services)

 9 0

For Texas STAR, STAR+ PLUS, and CHI P Members:  I f the pat ient  fails to keep their  Follow Up after  Hospitalizat ion (FUH) 

appointment , the provider contacts the pat ient  to reschedule the appointment  within 24 hours of the no-show. 

Com m ents:


