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Objectives

* Understand documentation best practices at Housing Works,
particularly for OASAS programs

* Understand the purpose of documentation

* Familiarize you with the electronic health records (EHR) utilized to
document client encounters

* |dentify and use the essential elements required in a treatment
plan, including client information, goals, interventions, and progress
monitoring

* Describe the documentation process for effective progress notes

* To create effective discharge plans to support clients as they
transition out of therapy

* Review workflows utilized to provide quality clinical care




Documentation is mandatory for
all client contacts, assessments,
and the delivery of services.

All documentation should be
entered in the respective electronic
health record (E.H.R)

Good documentation ensures
accountability, service
improvement, and reimbursement
for services rendered.
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Documentation should be
completed in eiCare and locked in
eCW within 48 hours after the
encounter.

Documentation should be clear,
concise, and organized



E-Clinical Works (ECW)
and E-ICARE used to

document scheduling of
services & billing
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IIIIIIIIIIIIIIIIIIIIIIIII

Not every program uses
the same EHR.; OMH —
e-icare; CONNECT - e-
iIcare; OASAS - e-icare;
Article 28/10S - ECW




Documentation in the Client Record/EHR



Electronic Health
Records

OASAS uses electronic health records (EHR)
e-clinical works (ECW) and ei-Care to
document services delivery with clients.

The program services determine which EHR
progress note is documented.

o Article 28 & I0S documents encountersin
ECW

o OASAS, OMH, RAD, Health Home & other
programs document encounters in ei-Care.

Services can be rendered via in-person,
televisit or telephone (in special
circumstances)

All documentation must be completed and
locked within 48 hours.
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Documentation in the

- Client Record/E.H.R
/ \

* Documentation should address:
 Who,

Why * what,
* when,

* where,

. e
* how
* And next steps

NNNNNNNNNNNNNNNNNNNNNNNNN
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* Who: client; the social
worker; any additional * Where: location of service,
individuals present client, clinician/provider, esp.

*telehealth

* What/Why: issue/concern,
reason for visit, task to be * When: date of service, time of

addressed, purpose; describe Visit, length/duration
the service being provided
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* How: intervention, modality
and frequency

* Next Steps: plan of action
next visit




Telephone
Encounters (TE)

in eCW




Telephone HOUSING WORKS
Encounter
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Componentsofa TE

* Reason: This should be a succinct statement of the purpose/content of

the TE e.g. "IOS care coordination”

High priority: you can select this box, located under reason, if this is an

urgent communication

Assigned: This is selecting the person who will be following-up on the

Identified issue or to whom you are wanting to communicate with

Provider line: Change the provider to the behavioral health supervisor

(e.g. remove the current provider and then add BH "supervisor's name)

* Facility: Best practice is to change this to the facility you are operating in
but is not required for most TEs

* Messages: In this area is where you will have the meat of your message.
Should include summary of conversation/the issue you are addressing

* Action taken: In the initial message, you are simply going to select Time
Stamp to indicate when you are sending this message. Further
conversation between providers would continue within this action taken
section, with a time stamp for each time that you make an entry



Documenting a Telephone HOUS%NGWIORKS
Encounter
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* From the patient hub, select New Tel Enc

* Select patient look up Patient Lookup

N hrnninemants 101 Derl Ao e ceeet o

* Primary search by last name, first name or Secondary
search by Date of Birth

o Ifyou know the Medical Record Number (MRN) you can also use
that to search directly

Primary Search Secondary Search
:es:,sall % |w Mame MM/DDYYYY -~ DOB
[ 1] Pt. Alerts Last Name First Name :1:::;& DoB Sex
[] = za TEST Salina (3aking) 11/22/1991  F
2 TEST salina 05/01/2023 F

3 (i za TES Sally 05/03/2004 F

—



Telephone HOUSING WORKS
Encounter
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Rebecca Smith indicated he is responding well to abilify medication and has shown improvement. if improvement continues he may be discharged within a

week.

Messenger | | Reply to Patient Time Stamp Action Taken

Action Taken

Mejumi, Sakina 06/11/2024 02:37:27 PM EDT > Transition In Care Management appointment will be scheduled within 7-14 days of discharge. Therapist will
coordinate with Ms=. Smith appointment date a time once discharge is confirmed.
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If TE will be
shared with
provider, change
assigned to to
provider name

Document next
step and
remember to
time stamp




Documenting
The Intake

“ Process

-

4
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The Intake Process: Setting the stage  HOUSINGWORKsS

* Through the intake and engagement process, the clinician strives
to develop a rapport with the client that will help to facilitate
the client's commitment to work together on their identified goals

* When first meeting the client....

o Provide a short description of your role and function within the organization
setting

o Share information about confidentiality [including being a mandated
reporter], the helping process, the type of treatment services offered
and expectations for entering services and during treatment

o Discuss release of information for collaterals and treatment providers or a
referral if they don’t meet program requirements or are no longer interested.



Intake Process cont.

* The information obtained during the intake process will helf
formulate the assessment

* The process is a collaborative relationship to engage & build rapport
with the client

* It's important to be respectful, thoughtful, genuine & non-judgmental

* Help the client understand the next step in the overall treatment
orocess and /or help with an identified referral

=y
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Intake Process cont.

 As part of initiating treatment, you will also want to

o Review consents/intake packet & document in the progress note that
consents were "reviewed and understood” by the client

oObtain and review Release of Information (ROI) to collaborate
with collaterals

oRemind client that engagement in services is voluntary

=y

HOUSING WORKS

CLINICAL LEARNING INSTITUTE




"I} Consents




Consents

* |nthe first session, review all consents with client to ensure all forms are correct

* For consents to be valid, the following must be present:
o Client has signed & dated, where indicated
o Staff/witness signature & dated, where indicated

o At least 2 forms of identifying info (combo of name, DOB, or MRN/eiCare #)

o Intake packet should be absent of any blank/unsigned consent forms

o If not signed, clinician should write "void" across the consent & still have it uploaded as
part of the packet

o Intake packet should be uploaded by front desk staff within 24 hours & no more than a week
of submitting



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO
HIPAA

[A litigation version of this form has been approved by the New York State Department of Health)

. Patient Name Date of Birth Social Security Number
John Doe 01/01/1990 NA or MRN
Patient Address
123 ABC Street, New York, NY lOOSd

L, or my authorized representative, request that health information regarding my care and treatment be released as set '

forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), I understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL
HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED
INFORMATION only if T place my initials on the appropriate line in Item 9(a). In the event the health information
described below includes any of these types of information, and I initial the line on the box in Item 9(a), I specifically
authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information,
the recipient is prohibited from redisclosing such information without my authorization unless permitted to do so
under federal or state law. 1 understand that T have the right to request a list of people who may receive or use my
HIV-related information without authorization. IfI experience discrimination because of the release or disclosure of
HIV-related information, I may contact the New York State Division of Human Rights at (212) 480-2493 or the
New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for protecting my
rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I
understand that T may revoke this authorization except to the extent that action has already been taken based on this
authorization.

4. T understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or
eligibility for benefits will not be conditioned upon my authorization of this disclosure.

2 Tnfarmatinn dicslacad sindar thie antharizatinn mioht ha radicslacad har tha raciniant faverant ac natad aloera in Tham

Third Party Authorization
to Disclose PHI form

 Also known as:
* Release of Information (ROI)
e OrHIPAA form

HOUSING WORKS
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Authorization to Disclose PHI

PHI Release of Information (ROI) requests must be responded to within 5and no

more than 10 calendar days.

¢ Patient must complete the Authorization for ROl Form

¢ If authorizing disclosure, EACH section must be completed. The patient must:

* indicate exactly which records are being requested.
* initial the ALCOHOL/DRUG section, as applicable.
* initial the MENTAL HEALTH, as applicable

* |nitial the HIV-RELATED section, as applicable

Redact any Alcohol/Drug, Mental Health, or HIV-Related information if these

boxes are NOT initialed
¢ Expiration (item #11) must be indicated, orthe form is INVALID

¢ Patient information should only be released by the Patient Care Coo

rdinator, Med

Record Coord, or Health Center Director by hard copy, PDF file transmittaf,

electronic fax, adhering to the records request workflow.

T. Mama and address of the provider or entity to releasza this information:

B. Mama and address of parsonis) or category of person to whom this information will be sent:

oa). Specific information to be released:
IMedical Fecord from {msert date) to (inzert date)

[ Emire Medical Fecord, including histories, motes (smcept psvchotierspy notes), test results,
radiolozy smdies, films, refarrals, comsults, billing records, insurance records, and records seat to

vou by other health care providers.

O oOther Inchude: (frdicare by minaling)
AlcoholDirug Treatment
Mental Health Information
HIV-ERelated Information
Information

Aunthorization to Disc

(k)

Wame of individual health care provider
to dizcuss my health information with the persom ar agency listed here:

{Perzom ar Entity Mame)

10. Feason for release of information: 11. Drate ar event an which this authorization will

est of individual EXpiTe:

a At requ
(m] Othar: —_—
Mm name of person signing form: | 1.

Authority to sign on behalt of patient:

ﬂ-@(/ﬁﬂ items on this form have been campleted and mry questions about this form have been answered. In addition, I have

been provided a copy of the form.
Date:

Signanwre of patient or representative authorized by law.



Part 2 Consents

* Clients who are engaged in services under Part 2 (OASAS licensed programs) have
consent forms that are unique

* |t can be helpful to share with clients that though these forms are specific, they are
meant to make sharing of information during an episode of care more manageable
and therefore more beneficial for the client

e Categories of consents:
o Substance use treatment
o SU counseling
o Treatment, payment & healthcare operations (TPO)

o Preventing multiple enrollments
o Civil, criminal, legal, & administrative proceedings

HOUSING WORKS
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Consentfor release of SU information

8. Name or other specific identification of the person(s), or calls of persons, authorized to release this information:

9. Name and address of person(s), or class of persons, to whom this information will be sent:

10(a). Specific information to be released:

|:| Record from (insert date)

|:| Other:

to (insert date)

|:| Entire Record, including histories, notes (except substance use disorder counseling notes), test
results, radiology studies, films, referrals, consults, billing records, insurance records, and records
sent to you by other health care and substance use disorder treatment providers.

Include: (Indicate by Initialing)

Mental Health Information

10(b). Authorization to Discuss Information

[[] By initialing here

HIV-Related Information

I authorize

Name of individual provider

to discuss my information with the person or agency listed here:

(Person or Entity Name)

11. Reason for release of information:
[[] Atrequest of individual
D Other:

12_ Date or event on which this authorization will

expire:

13. If not the patient, name of person signing form:

14. Authority to sign on behalf of patient:




7.

Consent for SU counseling records

WITH ANYONE OTHER THAN THE INDIVIDUAL OR ENTITY SPECIFIED IN ITEM 10(B).

THIS CONSENT DOES NOT AUTHORIZE YOU TO DISCUSS MY INFORMATION OR MEDICAL CARE

7.

Consentfor SU and treatment,
payment, or healthcare operations

THIS CONSENT DOES NOT AUTHORIZE YOU TO DISCUSS MY INFORMATION OR MEDICAL CARE
WITH ANYONE OTHER THAN THE INDIVIDUAL OR ENTITY SPECIFIED IN ITEM 10(B).

8. Name or other specific identification of the person(s), or calls of persons, authorized to release this information:

8. Name or other specific identification of the person(s), or calls of persons, authorized to release this information:

9. Name and address of person(s), or class of persons, to whom this information will be sent:

9. Name and address of person(s), or class of persons, to whom this information will be sent:
[[] My treating providers, health plans, third party payers, and people helping to operate this program
[ other:

10(a). Specific nformation to be released:
O Substance Use Disorder Counseling Records from (insert date) to (insert date)
O Entire Record of Substance Use Disorder Counseling Records.

O Other: Include: (Indicate by Initialing}

Mental Health Information

HIV-Related Information
10(b). Authorization to Discuss Information

[0 By initialing here I authorize

Name of individual provider

to discuss my information with the person or agency listed here:

(Person or Entity Name)

11. Reason for release of information: 12. Date or event on which this authorization will
[ Atrequest of individual

[ oOther:

expire:

10(a). Specific information to be released:

O Record from (insert date) to (mnsert date)

O Entire Record, including lustories, notes (except substance use disorder counseling notes), test
results, radiology studies, films, referrals, consults, billing records, insurance records, and records
sent to you by other health care and substance use disorder treatment providers.

O Other: Include: (Indicate by Initialing)

Mental Health Information

HIV-Related Information
10(b). Authorization to Discuss Information

[0 By initialing here I authorize

Name of individual provider

to discuss my mformation with the person or agency listed here:

{(Person or Entity Name)

13. If not the patient, name of person sigming form: 14. Authority to sign on behalf of patient:

11. Reason for release of information: 12. Date or event on which this authorization will

[[] For treatment, payment, and health care operations expire:

[0 oOther:

13. If not the patient, name of person sigming form: 14. Authority to sign on behalf of patient:




Consent for SU to prevent multiple
enrollments

7

WITH ANYONE OTHER THAN THE INDIVIDUAL OR ENTITY SPECIFIED IN ITEM 10(B).

THIS CONSENT DOES NOT AUTHORIZE YOU TO DISCUSS MY INFORMATION OR MEDICAL CARE

8. Name or other specific identification of the person(s), or calls of persons, authorized to release this information:

9. Name and address of person(s), or class of persons, to whom this information will be sent:
[ To the following central registries and withdrawal management or maintenance treatment programs:
[List name and address of each]
[ To any withdrawal management or maintenance treatment program established within 200 miles of
(name of provider)

[ oOther:

10(a). Specific information to be released:
O Patient identifving information, type and dosage of drug, and relevant dates.
O Other: Include: (Indicate by Initialing)
Mental Health Information

HIV-Related Information
10(b). Authorization to Discuss Information
[l By initialing here 1 authorize

Name of individual provider

to discuss my information with the persons or agencies listed in Section 10(z) above.

11. Reason for release of information: 12. Date or event on which this authorization will
[ To prevent multiple program enrollments expire:
[0 other:

13. Ifnot the patient. name of person signing form: 14. Authority to sign on behalf of patient:

Consentfor SU for legal proceedings

7. THIS CONSENT DOES NOT AUTHORIZE YOU TO DISCUSS MY INFORMATION OR MEDICAL CARE
WITH ANYONE OTHER THAN THE INDIVIDUAL OR ENTITY SPECIFIED IN ITEM 10(B).

8. Name or other specific identification of the person(s). or calls of persons, authorized to release this information:

9. Name and address of person(s), or class of persons, to whom this information will be sent:

10(a). Specific information to be released:
(| Record from (insert date) to (insert date)

(| Entire Record, including histories, notes (except substance use disorder counseling notes), test
results, radiology studies, films, referrals, consults, billing records, insurance records, and records
sent to you by other health care and substance use disorder treatment providers.

(| Testimony relaying information contained in my record from (insert date) to (insert
date)

O Testimony relay information contained in my entire record.
(| Other: Include: (Indicate by Initialing)

Mental Health Information

HIV-Related Information
10(b). Authorization to Discuss Information

[ By initialing here I authorize

Name of individual provider

to discuss my information with the person or agency listed here:

(Person or Eatity Name)

11. Reason for release of information: 12. Date or event on which this authorization will
[0 At request of individual expire:
[0 oOther:

13. If not the patient. name of person signing form: 14. Awthoritv to sien on behalf of patient:




AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL
SUBSTANCE USE DISORDER PATIENT RECORDS

H W OASAS I Jane Doe , authorize Housing Works Health Services III,
[Patient’s Mame|

Inc. to disclose my medical record, as reasonably necessary, for purposes of continuity of care,

treatment (including treatment plans and recommendations), payment activities, and health care
operations (including but not limited to quality assurance activities and audits), to the following

n n t f r I I I (list name of recipient):
JD Mame of Client's insurance comgpany

My Insurance Company:
0 My Pharmacy; MNeeds tobe &s specific as possible (name, address, phone # of pharmacy). but can put NiA if they do not have a pharmacy

! { Other Treatment Providers: these should be providers who client identifies as part of clients OASAS b, separate HIPAA st required to share info

_/ Healthix Health Information Exchange (to opt out, please ask to complete a Healthix

Authorization Form).

I understand that my substance use disorder records are protected under federal law, including the

L] T h i S i saconsen t on ly use d i N OAS AS federal regulations governing the confidentiality of substance use disorder patient records, 42 CFR

Part 2, and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA™), 45 CFR
p rog ra m S . Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided
for by the regulations.

) Any a d d it i O n a l p rovi d e rS Wh O t h e I understand that I may revoke this authorization at any time except to the extent that action has

been taken in reliance on it. Unless I revoke my consent earlier, this consent will expire

clientidentifies on this form, best S b e s i, e -t
p ra Ct i C e to a l_S 0 h a Ve th e C li e nt [Date, event, or condition upon which consent will expire]

I understand that I may be denied services if I refuse to consent to disclosure for purposes of

CO m plete a RO I for th at p rOVi de r treatment, payment, or healthcare operations, if permitted by state law. I will not be denied

services if I refuse to consent to a disclosure for other purposes.

* Staff only sign the bottom if/when a have becn provided a copy of this form.

Jane Doe- anaizz

client revokes consent Signature Date

L Th i S fo rm Wi ll b e p h a Se d O ut Wit h th e Signature of Person Signing Form if Not Patient
n eW TPO Pa rt 2 CO n Se n t Describe Authority to Sign on Behalf of Patient:

Date Revoked: Staff Initials:

HOUSING WORKS
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YORK AL U aLvviniviaaiii anla
g\i&“ﬁ Substance Abuse Services

NYS Office of Alcoholism and Substance Abuse Services
Authorization for Release of Behavioral Health Information

Patient Name Sean Carter Date of Birth 12/4/1980 Patient Identification Number 123456

TRS-61 consent

Patient Address 555 Marcy Ave, Brooklyn, NY 11303

1,
this form. | understand that:

 This consent authorizes client data
to be entered into the OASAS
portal/central registry

or my authorized representative, request that health information regarding my care and treatment may be released and exchanged as set forth on

1. This authorization may include disclosure of all of my health information, including where applicable, my federal social security number (for record

matching purposes only), any and all information relating to ALCOHOL and DRUG TREATMENT and HIV/AIDS-RELATED information. In the event
the health information described below includes any of these types of information | specifically authorize release of such information to the New
York State Office of Alcoholism and Substance Abuse Services (OASAS).

*GC If you initial this line, HIV-AIDS RELATED information can also be released to OASAS. You do not have to initial this line.

GC If you initial this line, your Social Security Number can also be released to OASAS. You do not have to initial this line.

i C l I e ntS a re p rO m pte d tO a ut h O r I Z e 2. With some exceptions, health information once disclosed may be redisclosed by the receiving entity. If | am authorizing the release of my federal

whether they consent to sharing
of info related to HIV status

o If notinitialed, cannot enter

anything related to HIV onthe *

PAS 44, 45 and 26N

social security number, HIV/AIDS-related, alcohol or drug treatment, the receiving entity is prohibited from redisclosing such information or using
the disclosed information for any purpose other than the purpose indicated by this authorization without my further authorization unless
permitted to do so under federal or state law. If | experience discrimination because of the release or disclosure of HIV/AIDS-related information,
| may contact the New York State Division of Human Rights at 1-888-392-3644. This agency is responsible for protecting my rights.

3. | have the right to revoke this authorization at any time by writing to the provider listed below in ltem 5. | understand that | may revoke this

authorization except to the extent that action has already been taken based on this authorization.

Signing this authorization is voluntary. | understand that generally my treatment, payment, enrollment in a health plan, or eligibility for benefits
will not be conditional upon my authorization of this disclosure. However, | do understand that | may be denied treatment in some circumstances
if | do not sign this consent.

5. Name and Address of Provider or Entity Releasing and Exchanging this Information:
Housing Works OASAS East New York, 2640 Pitkin Ave, Brooklyn, NY 11208

6. Name and Address of Entities to whom this Information will be Disclosed and Exchanged:

NYS Office of Alcoholism and Substance Abuse Services, 1450 Western Avenue, Albany, New York 12203

I mithariza tha shaoea lirdband Entiba b infaco tha Bl Wark Cradn AR An Af Alrabhalicos and Coabhrtanecs Ahira Canmdenrs IMACACL Af rns Aaoeallonand




OASAS Intake
Process




Priority admissions

* OASAS has defined subsets of the population who are more at risk 0
overdose & lethal consequences of engagement in use, therefore
benefit from connection with treatment ASAP

* Categories:
o Person who is pregnant & uses substances intravenously
o Person who is pregnant
o Person who uses substances intravenously
o Recently released from incarceration
o Person who is atrisk of/fengaged in ACS

* This information should be documented on referral form & scanned
into the record

* Clients must be admitted within 5-14 business days from date of

referral @

HOUSING WORKS

CLINICAL LEARNING INSTITUTE
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OASAS Intake Procedure HOUSING WORKS

* Intake assessmentis captured in eiCare through the Pre-admission extended assessment &
typically requires at least 2 visits to complete

* For billing purposes note that the 90791 initial assessment code can only be used once

* Note that can be billed for an episode of
treatment

e Services completed by the CRPA do not fall into this pre-admission limit

The purpose of the intake is to identify the individual’s goals, strengths & needs through the
evaluation of their mental, physical, social condition, and history — specifically exploring
substance use patterns & impacts —to guide treatment

This is also a great time to explore what their initial goals of tx are, discuss how they can be
supported within the OASAS program and/or discuss what other supports, referrals may be
beneficial in helping the client to accomplish their stated goals



Key dates & factors

* Generally intakes will take place over 2 sessions; a .
, providing overview of what content

from intake was completed & any other relevant info
o Completed intake assessments to supervisor
o Supervisors have 3 days from submission to review/approve assessment

o Keep in mind that your supervisor may submit edits for you to make & these must be
done timely

* Toxicology testing should be offered to assess baseline use of identified
substance(s) in pre-admission and/or admission note

o If clientis not interested in providing a toxicology, the chart should include it was offered
& any barriers, reasons client did not want to provide. If toxes are mandated, should also
include discussion of risks/challenges for mandating agency.

* Clientis scheduled an after intake assessment s
complete to confirm tx schedule, complete PAS44

* An (found in

progress notes) usually noting reason for admission, diagnosis(es) &
treatment frequency, date of next scheduled session
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Intake Assessment HOUSING WORKS

* Allintake assessments must be comprehensive and include the following information:

Presenting Problem (reason for seeking services), ideally includes quotes from client
Referralinfo (referralform should be uploaded in attachments in eiCare)

Substance use assessment

Criminal justice involvement

Vocation, education, employment history & needs

Risk Assessment based on Housing Works risk categories

Current Family and Social situation (patient/family current strengths, supports, and stressors; family and
significant others social function, housing, culture, and language)

Parenting Needs and ACS/APS issues
Mental Status Evaluation
Brief Medical History

Psychiatric History (including history of past mental health treatment, psychiatric hospitalizations and current
prescribed psychotropic medication)

Collateral Information when appropriate
All assessed DSM-5 substance use diagnosis(es), including Nicotine use disorder, if relevant

= |f aclient endorses substance but does not meet diagnostic criteria, this should be specified within the
assessment.



Intake assessment

 In eiCare > Assessments tab > select ENY-OASAS site > OASAS Pre
Admission Extended v3

Assessment Add/Edit

Assessment Date®

11/4/2024 B

Program™

ENY - OASAS

Assessment Type®

QOASAS Pre Admission Extended (v3)

Save Cancel




Referral and Chief Complaint

* Documentthe in client's own words.
= Ask the client their reason for seeking treatment

* Example:

"I'm looking for consistent mental health treatment and monthly psychiatric medication."

"I'm trying to just get things right...| wanna see or understand what has me going through what I'm going
through."

"Belinda referred me for therapy." Brief description of problem substance use and needs for
treatment
This may also include quotes from the client butis focused on summary of SU and identified issues

Answer all the prompts including whether the client is mandated for tx
If mandated, prompted to ask for ROl for the mandating party the client authorizes you to share info with



OASAS Intake Assessment

Approval History

Basic Information

HOUSING WORKS

CLINICAL LEARNING INSTITUTE

Referral Information

Substance Use

Criminal Justice Involvement

Vocational, Education and Employment
Family and Housing

Ancillary

Modified Mini Screen (MMS)

PTSD Checklist

Mental and Medical Health Service History
Mental Status Exam (MSE)

DSM-5 Diagnosis

Admission Decision

Presenting Problems

Presenting Problems: (Priority Issue(s) and any other patient-identified priority issues
that include any emergencies or issues that may impact the individial's ability to
participate in outpatient treatment)*

Brief description of Substance Use and needs for treatment at this time

Referral Information

Referral source contact information:

Were you ever a Housing Works client before?

Name of referring agency

Name of referring worker

Telephone

Email

Program Referral Source

Mandated "i have to come here - i dont have a problem but | need to work on whatever
i need to do to get my life back in order”

e

| was arredsted for Drinking nad rivking and got in an accidnet; this was in early 2024 january - not the first
itme.that is family culture of gathering and party to celbrate.

OYes @ No

same day walk in self referral

Another HW Client



Substance Use

* Does the client have a history of drug/alcohol use? Y/N
o This should only be no if someone identifies as a SO

* Are you enrollinﬁin tx as a significant other of someone who uses
substances? Y/

o This can be a partner, parent, close family member of someone who uses
substances and seeking tx with stressors related to this person's use

* Add info about the primary drugs of choice
o Specify the substance
o Amount of days of use in the past 30 days
o Lifetime use calculated in years
o Route of administration
o Frequency of use
o Age of firstuse
o Age of lastuse



Substance use

Does client have a history of drug/alcohol use?

Are you enrolling in treatment as a significant other of someone who uses substances?

Enter primary substance below

Primary substance

Substance use In past 30 days(# of days)
Lifetime Years(# of years)

Route of Administration

Frequency of Use

®ves O No
OYes @ No
@ Alcohol

O Barbiturates

O Cannabis

O Hallucinogens

O Inhalants

O Other opiates

O Over the counter drugs

O Sedative/hypnotics (Special K)

25

15

@ Oral O Nasal

O Amphetamines/Crystal meth/Speed
O Benzodiazepine

O Cocaine/crack

O Heroin

O Opioids

O Other sed/hypitrang

O pcpP

O Synthetic cannabis (K2 or Spice)

O Smoking ‘O Non IV/Non injection

O inj

@ None in the past month O 1-3 times/month

O 1-2 times/week O 3.6 times/week

O Every day



Nicotine

* Does the client have a history of nicotine use? Y/N
* Nicotine type: vaping, smoking, chewing

* At what age did you first begin nicotine use?

* Nicotine use in past 30 days

. Ia'requency of use in past month: none, 1-3x/mo, 1-2x/week, 3-6x/week, every
ay

* Lifetime use in number of years
* Have you ever tried to stop nicotine use? Y/N

* What is the longest period that you have gone without nicotine use since you
first started? ldentifying longest period of abstinence

* How interested are you in stopping nicotine use: strongly, very, somewhat, a
little, not at all

* Are you interested in addressing your nicotine use while in the program? Y/N
o Ifyes, should be a goal of the treatment plan & addressed throughout tx



Nicotine

* |f aclientidentifies as an
active smoker, you must
complete a Fagerstrom
screening every 6
months post admission

* Screening located in
eiCare on assessments
tab > "Tobacco
assessment”

* |Include that they include
diagnosis if appropriate

Nicotine

Does client have a history of nicotine use?”

Nicotine type”

At what age did you first began nicotine use?”
Nicotine use In past 30 days(# of days)”

Frequency of Use®

Lifetime Years(# of years)®

Have you ever tried to stop Nicotine Use?*
What is the longest period that you have gone without nicotine use since you first

started”

How interested are you in stopping nicotine use?®

Are you interested in addressing your nicotine use while in the program?*

®ves O No

Vaping UJ Smoking

OJ Chewing

15

25

O None in the past month
O 1-2 times/week

@ Every day
20
OYes @®No

test

O strongly O Very
® somewhat O Alittle

O Not at all

®ves ONo

O 1-3 times/month

O 3.6 times/week



Previous treatment history

* Has the client ever sought treatment for alcohol or drug use in the
past? YI/N

* Lasttreatment episode. Provide the estimated date of most recent
|94

* Program name, if able to recall
* Iype of setting: inpatient detox, rehab, residential tx, outpatient tx
* Complete?Y/N

* Additional tx history. This is an open box to type in any additional
Info related to forms of tx history.



12 Step recovery meetings or other self-help

groups

* Are you attending any self-help groups? Y/N NA, AA, SMART
recovery

* Did you attend any of the above meetings in the last 30 days? Y/N

* Are you interested in attending any self meetings? Y/N



Previous treatment history & peer work

Previous Treatment History: Please update with any information in addition to the admissions assessment

' i ?
Has the client ever sought treatment for alcohol or drug use in the past” OvYes @® No
O NA O Refused
Last treatment episode: ﬁ
Program name:

Type of setting:

2
Complete” Oves O No

Additional treatment history:

12 Step recovery Meetings or other Self help Groups (AJA,N/A,C/A,G/A,Other)

Are you attending any Self Help Groups (NA, AA, SMART Recovery, Etc) ® vYos O

i i i 7
Did you attend any of the above meetings in the last 30 days® ® ves O No

i [ i i ?
Are you interested in attending any self meetings” ®vYes O No



Overdose
screening

* |Inyour lifetime have you
ever overdosed on alcohol
or drugs unintentionally?
Y/N If yes, an overdose
screening will be added

* Past hx of drug overdose,
recent use of specific
substance(s), any
exacerbating stressors,
specifics on patterns of use

Overdose Risk Screening

Past History of Drug Overdose

Recent Use of Opioids or Substances With Increased Risk of Accidental Overdose

Health and Stressors

What, How, and When You Use Substances

For on-site safety
measures & processes,

check out the Drug
Overdose & Prevention
response policy

(J Accidental drug overdose More than one accidental drug overdose

U Intentional use of drugs to overdose
O Non-opioid substances / medications bought illicitly

such as Xanax, cocaine, MONA, etc_, even if
occasionally

Opioids such as pain medication, fentanyl,
methadone or heroin, efc, even if rarely or
prescribed

Life stressors which impact your risk (eg loss of
a loved one, housing, money, relationship,
treatment)

Health issues which increase risk (eg breathing,
liver, immune, or vision)

(J Are there any other factors which you think could
increase your risk of overdose? Please describe
below

i .
u Using different strengths or quality of O [Jsing when rushed, afraid or in unfamiliar places
substances

Using while you are alone O [Jsing while having thoughts of suicide, or not caring if

you wake up

. ) ) Switching how you use substances (eg snorfing,

O Using substances with an IV / needle smoking, swallowing)
O Using more than one substance

lJsing substances while under influence of alcohol
together



Overdose safety plan

* Similar to any type of risk safety plan, you are partnering with the
client to identify triggers, coping strategies & supports that they

can engage with to reduce harm/risk of an overdose

My Safety Plan

Step One:. Things which put me at risk of accidental overdose (Risks are often use of
medications or illicit drugs, methods of use, history, and health factors)

Step Two: Actions | can take to reduce my risk of overdose (Consider steps that
address the risks found in step one, example: Changing method of use)

Step Three: Things | do regularly (or want to do more) to stay well (Consider ways you
take care of your physical and mental health)

Step Four: People who support my wellness and | can ask for help

MName 1
Phone 1
Name 2
Phone 2

Step Five: Professionals and agencies | can call in a crisis

Professional Name

Professional Phone

drinking alcohol, "going to my friend's apt in the Bronx because they like to mix a lot”, having severe asthma

"only drinking one beer when I'm out if | feel | hawve to drink at all™
going to party with his friend in Brooklyn instead of the Bronx
making sure he has inhaler and MNarcan kit when he is planning to use

exercise, make sure attends wvisits to see kids, doing asthma treatments consistently

"my cousin. my girlfriend, my neighbor

Cousin John

Q17-123-4567

Lavyla Ali

347-567-8970

Housing Works therapist
988
Never use alone

T15-277-0386




MAT/MOUD

 Goalis to provide an opportunity  "™®
at intake for psychoed around e e s e Gtk
MAT/MOUD/NRT if clientis Which substance are you prescribed this medication for? *
engaged in use of a substance
that would benefit from these
supports

®ves ONo

O Alconol @ Opiates
O Nicotine O Other
Which medication are you taking?* Naltrexone

. N . — -
Has a consent to coordinate with MAT/MOUD prescriber been obtained OYes ®No

* |f they are already engaged, it's an
Opportur"ty to req ueSt ROI for Has a referral to MAT/MOUD been completad?* document refusal reason here

p FrescCc ri b| N g p rOVi d e I, |f Nnot a l_re a d y Counselor provided education around approved medications for SUD including
. benefits and risks (when appropriate)
obtained

OYes @No
L. . Comments Client already prescribed rx and reports understanding of risks & benefits of the rx
o Note thatitis a requirement
Are you interested in MAT? OYes ®No
for OASAS to attempt to have
(010 l.l.a bo Fa tl onw |th p resc rl b | N g Additional comments and clinical assessment of substance use
p rOV| d er fO rt h eserx Additional comments and clinical assessment of substance use



Criminal Justice involvement

Entering the person's info, including if there are
specific legal stipulations. Should also request an ROl or indicate
reason why if not obtained.

parole, probation, in jail, work release, charges
pending, any treatment or specialty court.

Enter # of arrests at 30 days, last 6 months. # of
days incarcerated in last 6 mo.

* Important to note that there is a comment box at the bottom of the
page that allows for any additional info, context that expands on the
answers provided above and/or info that is relevant to the client's hx or
tx but is not captured by the provided questions



Criminal
justice
Involvement

P.O. phone:

P.O. email:

Lawyer name

Agency name

Agency contact number:

Agency email

Date Parole/Probation Ends?

Lifetime Parole

Mandate Verified?

What legal stipulations were confirmed?*

Was a consent obtained for mandating source?*

Criminal Justice Information

Criminal Justice Status (check all that apply)*

Arrests/Incarceration

Is this admission a result of an alternative to incarceration?*

No. of Arrests in Prior 30 Days*

O

®@Yes ONo
stipulations

OYes @ No

(JNone

Parole

U In Prison/Jail

d Charges Pending

(J other

OYes @No

(JJ Probation
(J work Release
(J In OCFS Facility

@] Any Treatment or Specialty Court



Vocational/Educational

Client responds to 3 statements on a likert scale
that varies based on the question. If needs are assessed here, this may
be a focus of resources/referrals in care.

Select client's highest level of education that was
completed. There is an option for no formal education completed.

Y/N

This includes grades, learning
ability, learning style, and any other relevant barriers.

This is totally up to the client to identify.



Vocational/Educational

On scale of 1 to 5 with 1 being "never” and 5 being "always”, how often do you have
someone help you read important material or documents?

On a scale of 1 to 5 with 1 being "not at all" and 5 being "extremely”, how confident are
you filling out important forms yourself?

On a scale of 1 to 5 with 1 being "never” and 5 being "always”, how often do you have
problem learnig about important information because of difficulty understanding written
material?

Education History: (Check all that apply)

Some high school
High School Diploma
GED

College

Vocational School

Other Education?

Highest Level or # of years Completed

No formal education

Did client have an individualized education plan (IEP) when they were in school?”®

What did you struggle with in school (include grades, learning ability, learning style and
any other relevant barriers)?

What part of your educational experience made you feel good or proud?

O
8
O
e
o

O
3
n
@)
z
=]

O Yes @ No

Client identifies struggling with peers in school - often getting into fights with others that led to suspensions.
Client identifies struggles with grades due to these frequent suspensions.

"l liked the friends who | did have who helped me with school work when | was out. |
liked my history teacher in 10th grade - | felt like they really cared about my learning.”
Client identified feeling proud of being able to reduce number of suspensions for
certain years in school, primarily in 8th grade and last 2 years of high school.



Employment/Military

Answer all provided questions.

o If client is currently engaged in educational programming or employment, a box
will appear to add more details.

Ask client directly
but clinician may also provide any clinical assessment that is identified through
inquiry.

Reminder
these goals should be specified in the initial treatment plan.

Asking if they have ever served in military and if so, were they
iInvolved in direct combat. These are both Y/N questions.

* Reminder that the comment box on this page can provide any
additional context or goals that are not captured above.



Employment/Military

Employment Status

Are you currently employed or in any educational programming?

Please provide detail about current occupation or educational programming

Are you currently on disability?

How has your drug or alcohol use affected your employment?

Does the individual want help with or desire further discussion of the following?

Military
Have you every served in the Military?

Were you ever in direct combat?

Comment

Clinician's findings and patient's identified needs in this functional area and level of
motivation

@®@ves ONo

Client is currently enrolled in the peer training program at Housing Works and hopes to find long-term
employment with completion of the program.

OYes @®No

Client identifies previous issues with job performance and being able to focus due to coming to the job site
under the influence of ETOH. In client’s last job, was referred to inpatient treatment prior to being let go after
returning with job performance issues after treatment.

0 vocational () Educational

Employment

OYes @ No

Oves @ Np



Housing

* How would you describe your living arrangements? Select the
option that best describes who client lives with. There is a details
box that provides space to expand on housing needs, challenges.

* Are you at risk of becoming homeless or currently homeless? Y/N.
If yes, comment box pops up that allows for expand on needs,
challenges, & goal identification related to housing.

Housing

Household Composition (confirm/update/add to information collected previously)

How would you describe your living arrangements? - . . N
y y g 9 O Living with spouse or significant

@ -
Living alone other
O Living with parents (s) O Living with other relative (s)

O Living with non-related, non significant
other (s)

Details Client lives in SRO and has been living there for 5 years. No current challenges with
housing.

A t risk of b ing h | tly h less®? ~
re you at risk of becoming homeless or currently homeless OvYes @ No



Minor children

* Does the client have parenting responsibilites for any children
underthe age of 187 Y/N This does not specify biological children
so keep that in mind when exploring with the client.

* How do you describe the relationship with your children?
* What do you well as a parent?
* What do you struggle with as a parent?

* Will parenting responsiblities impact ability to attend treatment?
Y/N

* |s CPS/ACS invovled? Y/N If yes, a box to expand pops up. Also
prompts to request a consent.

o If client has a hx of CPS/ACS, that is helpful to add in the comment box at
the bottom of the page



Minor children

Minor Children

Does the client have parenting responsibilities for any Children under the age of 18% Oves @ No

How many children who are under 18 are living with you? 0

NMumber of children total g

Number of children living with client 0

NMumber of children in foster care 0

How do you describe the relationship with your children? "Distant, non-existent. Except my step-daughter, me and her are very close."
What do you do well as a parent? "take care of her and my grandkids, be there for moral support, care, and love."
What do you struggle with as a parent? "not being there for my family, losing contact with them"

To the Interviewer

If the client has no minor children and no parenting responsibility for a minor child, Skip to next section.
Is there a need for the following services?

Will parenting responsibilities impact ability to attend treatment?

O Yes @ No

i 9
Is CPS/ACS involved? O Yes @ No

O Not Asked O Refused



Family assessment

* This section focuses on the client's family of origin.

Description box that allows for free
text to provide direct quotes and/or clinical summary of what client
shares.

Select relevant choice. Note that AOD
= Alcohol and drugs

Y/N If
yes, be sure to request ROl & explore with client how they would like
the person to be involved.

explores whether the clientis currently
engaged in a relationship; what role substances have played in the
current relationship and previous relationships?

* This section also assesses if the client has ever been involved in
physical abuse in their relationships — as the victim or the offender



Family assessment

Family of Origin: (please fill in the following information)

Describe growing up in your family

Child of Alcohol/Substance Abuser

Would anyone in your family be interested in participating in your treatment?

Relationship Status (confirm/update/add to information collected previously)

Does the client have a main or primary partner that she/he would call a boyfriend,
girlfriend, lover, or significant other?

What role do drugs or alcohol play in your current relationship? What role did they plan
in your past relationship(s)?

Hawve you ever hit, pushed, kicked or otherwise struck your partner in a relationship?
Hawve you ever been hit, pushed, kicked or otherwise struck your partner in a
relationship?

Are you in need of order of protection

Comment

Clinician's findings and patient’s identified needs in this functional area and level of
motivation

"my family was a good family. | was sexually abused and molested after my mother
was murdered. thats probably what got me in the addiction, trying to numb myself from
all | been through. But | surrendered to God and Im redeemed and delivered. | had to

stop chasing feelings.” y
O No @® Yes to AOD
O Yes to Alchohol only O Yes to Substance only

O Yes @ No

O Yes @ No

O NotAsked O Refused

"a bad part. it didnt work out. you cant be getting high together and stay together.”

@® ves O No
@® ves O No
O Yes @ No

Tx needs will include working through trauma and distress tolerance skills. She states
she is single and celibate." Pt states her IPV incidents were over 20 years ago.



Anciallary

* This section covers an array of areas that impact client's free
time.

* SOGS scale is embedded as the Problem Gambling Severity
index

o Ifclientresponds no to the fist 2 questions, no further
assessmentis needed

o Iftheyrespond yes to one of the first 2, additional questions
will be prompted to assess impact of gambling

o Ifclientscores an 8 or more, you need to pause the intake &
explore referral to an 822 that offers an additional layer of
treatment for gambling services

o This treatment requires a specialty certification from
OASAS.

o Ifa client expresses that they would not engage in care or
are not interested in addressing gambling, move forward
with intake and then discuss with your supervisor on best
next steps.

* Doyouseeyourculture or ethnicity have an impact on your
substance use or tx? Open text box to provide any details the
client provides.




SOGS

If patient answers yes to either of these questions complete SOGS as part of Comprehensive Evaluation

Have you ever felt the need to bet more and more money? OvYes @® No
Have you ever had to lie to people important to you about how much you gambled? ®ves O No

Problem Gambling Treatment History:

IF YES TO EITHER OF THE FIRST TWO QUESTIONS, PLEASE ANSWER THE PROBLEM GAMBLING SEVERITY INDEX

IF THE PATIENT ANSWERED YES TO EITHER OF THE TWO LIE-BET QUESTIONS FROM THE ADMISSIONS ASSESSMENT THEN A SOUTH OAKS GAMBLING SCREEN SHOULD BE GIVEN
TO DETERMINE THE NEED FOR FURTHER PROBLEM GAMBLING TREATMENT SERVICES.

’roblem Gambling Severity Index

Thinking about the last 12 months

2
Have you bet mare than you could really afford to lose? O 0 Never O 1 Sometimes

@® 2 Most of the time O 3 Almost always

Still thinking about the last 12 months, have you needed to gamble with larger

amounts of money to get the same feeling of excitement? © 0 Never © 1 Sometimes

® 2 Most of the time O 3 Almost always

When you gambled, did you go back another day to try to win back the money you

lost? ® 0 Never O 1 Sometimes

O 2 Most of the time O 3 Almost always

i 2
Have you borrowed money or sold anything to get money to gamble” ® 0 Never O 1 Sometimes

O 2 Most of the time O 3 Almost always



Anciallary ctd...

* Assessment of Adult Daily Living Skills (ADLs). Series of 5
questions where client self-reports any challenges in a
range of daily tasks on a likert scale of 1 to 5, 1 being "very
difficult" & 5 being "very easy" & rate how well they
complete the tasks

e Social/leisure activities

o Each question has an open text box to provide
responses from the client.

o What do you for fun & relaxation?

o Which of these activities have involved drugs or
alcohol?

o Who do you go to when you need to talk things
through?

o What would you say are your strengths as a person?
o What would you say are your challenges as a person?




ADLs

Assessment of Adult Daily Living Skills (ADLS)

On a scale of 1 to 5 with 1 being "very difficult" and 5 being "very easy" rate how well you complete the following tasks:

How able are you to manage your finances each month? O1 Oo2
O3 O4
® 5

How easy is it for you to keep you living space clean? O1 O2
O3 O4
® 5

How able are you to get around on transportation? O 1 5
O3 Oa4
® 5

How easy is it for you to take medication as prescribed? O1 O2
O3 O4
® 5

How well are you able to take care of your personal hygiene? (Shower, deodorant, O1 O

brushing teeth, etc). -
O3 O4

@ 5



Social/leisure activities

Social/Leisure Activities

What do you do for fun and relaxation? "listen to gospel music, watch tv, go out to eat, go shopping."
Which of these acfivities have involved drugs or alcohol? "none. Sometimes when | eat |l have a couple mix drinks at the restaurant.”
Who do you go to when you need to talk things through? "my daughter Stacey.”
What would you say are your strengths as a person? "caring, loving, honest, loyal"
What would you say are your challenges as a person? "i have a temper"
Comment
Clinician's findings and patient’s identified needs in this functional area and level of Tx needs may include exploring social supports, but pt reports a rich social life.

motivation



Modified Mini Screen (MMS)

* This is an evidenced-based screening tool that helps to identify a range
of mental health sx including anxiety, depression, trauma, & Sl
o Mood symptoms
o Anxiety symptoms
o Psychotic symptoms

* If aclientindicates yes to question 4 about Sl, the CSSRS is an
embedded suicidality screener that will be added

* [f the client scores a9 or above on the MMS, indicates yes to #4, or yes
to both #14 & #15, a referral for mental health assessment must be
made. This can be accomplished through referral to a psychiatrist
and/or mental health therapy



MMS

Mood symptoms

1. Have you been consistently depressed or down, most of the day, nearly every day,
for the past 2 weeks?”

2_In the past 2 weeks, have you been less interested in most things or less able to
enjoy the things you used to enjoy most of the time?*

3. Have you felt sad, low or depressed most of the time for the last two years?”

4 _In the past month, did you think that you would be better off dead or wish you were
dead?"

COLUMBIA SUICIDE SEVERITY RATING SCALE

These next questions will focus on the last month

A Have you wished you were dead or wished you could go to sleep and not wake up?
B. Have you actually had any thoughts of killing yourself?*

C. Have you been thinking about how you might do this? (E.g. "l thought about taking
an overdose but | never made a specific plan as to when, where or how i would
actually do it.._and | would never go through with it ")*

D. Have you had these thoughts and had some intention of acting on them? (As
opposed to "l have the thoughts but | definitely will not do anything about them_")*

E. Have you started to work out or worked out the details of how to kill yourself? Do
you intend to carry out this plan?*

F. Have you ever done anything, started to do anything, or prepared to do anything to
end your life? (ex: collected pills, obtained a gun, gave away valuables, wrote a will or
suicide note, took out pills but didn't swallow any, held a gun but changed your mind or
it was grabbed from your hand, went to the roof but didn't jJump; or actually took pills,
tried to shoot yourself, cut yourself, tried to hang yourself, etc.)*

5. Have you ever had period of time when you were feeling up, hyper or so full of
energy or full of yourself that you got into trouble or that other people thought that you

woars not vnnr nenal ealf? (Nn nnt concidar fimee whan vwon ware intnvieatead an drone

O Yes

O Yes

O Yes

® Yes

@® Yes

® Yes

O Yes

O Yes

O Yes

O Yes

O Yes

® No

® No

® No

O No

O No

O No

® No

® No

® No

@® No

® No



Risk assessment

* This area assess any current or history of SI/HI

* This is broken down to assess when these thoughts last occurred,
details of the last thought, assessment of any intent & action

* |If client indicates any active intent or planning for either, a safety

plan should be considered
o Stanley Brown safety plan could be uploaded to attachments in eiCare if
completed on paper
o Safety plan is available in assessments under "patient safety plan”



Risk assessment

Hawve you ever thought about killing someone?

VWhen?™
Details of last thought

Assessment of any intent and action

Has client ever had thoughts of hurting herhimself?
Details of last thought

Assessment of any intent and action

Has client ever had thoughts of committing suicide?
Does client have a current plan to hurt her/fhimself?®

Hawve you ever engaged in self harm behaviour? such as cutting

@ ves O No

"a long time ago"

"l just was angry because they hurt one of my friends and i wanted to kill their ass too | didnt want to do 25
so | didnt do it even though | wanted to.”

pt lacks intent/action at this time she states, "God is the one who takes use out, not us.”

@ Yes O No

O Refused

"l just wanted to kill myself because | was in pain and experiencing loss.” "l attempted suicide last month. |
aint doing it again though."

Pt states she has no intention at all of killing or hurting herself at this time. Pt states she got rid of the
medication she took to attempt to kill herself.

® Yes O No

O Refused

O ves @® No

O Refused

(OB E aE NN




PTSD checklist

* This is aversion of the PCL-C and assessing impact of trauma

* |[f someone scores positively on this screener, another trigger for referral to mental
health &/or including trauma care into tx

PTSD Checklist

Instruction to patient: Below is a list of problems and complaints that veterans sometimes have in response to stressful life experiences. Please read each one carefully, check off in the box to indicate
how much you have been bothered by that problem in the last month.

1. Repeated, disturbing memories, thoughts, or images of a stressful experience from

the past? @ Not at all O A little bit

O Moderately O Quite a bit

O Extremely

2. Repeated, disturbing dreams of a stressful experience from the past® @ Not at all O Alittle bit

O Moderately O Quite a bit

O Extremely

3. Suddenly acting or feeling as if a stressful experience were happening again (as if

you were roliving 1)? @ Notatall O Alittle bit

O Moderately O Quite a bit
O Extremely

4. Feeling very upset when something reminded you of a stressful experience from the

past? @ Notatall O Alittle bit

O Moderately O Quite a bit

O Extremely



Mental & Medical health service history

* This section provides an overview of client's history of
engagement in mental health tx & medical hx

* On this page you will have a range of questions that are
identifying...
o Whether the client has ever been in mental health counseling?
o Whether they've been prescribed psychotropics —including adherence

o If they have been engaged, prompts to ask if the client authorizes ROI for
the previous provider

o Note thatif a client is currently engaged with a provider who is
prescribing MAT/MOUD/NRTSs, a consent must be requested & some
collaboration with this provider is required, if authorization is provided

= Refusal should be clearly documented & should be revisited at different points in tx



Mental health section

Mental and Medical Health Service History

Has the client ever received mental health counseling?
When were services received?
Has the client ever been prescribed medication for a psychiatric/emotional condition?

Medication Type
In the last 7 days, how many days did you take this medication as prescribed?

Medication Status

Adherence

Have you been to the ER or hospital in the last 6 months for medical, mental health, or
substance use needs?

Does the client is currently receiving mental health services?

Mame of clinician (List if multiple)

@ Yes O No

O Refused

@ During the last 6 months O Between 6 and 12 months ago

O More than 12 months ago

@ Yes O No

O NotAsked O Refused

abilify

@® Current O Within the last 6 months

O Within the last 12 months

100%
® ves O No
® ves O Mo

Dr. Arty



Medical section

Current/Past Medical

Does the client have an ongoing medical challenges and do they receive treatment for
those challenges? (Ask about HIV, Hep C, STls, Pregnancy, TB, and any other major
medical issues)

Does the patient receive primary care?

Where does the patient receive primary care?

Has the patient been scheduled for an OASAS medical assessment?

Comment

Clinician's findings and patient's identified needs in this functional area and level of
motivation

Information all past hospitalizations for mental health

Pt HIV+

®@ves ONo

Housing Works

OYes @®No

Pt is highly motivated. She is starting mental health therapy soon.

~

"about 30." pt states she was in the state hospital for about a year at one time, which is when she did not
smoke cigarettes.



MSE -

et Mental Status Exam o\

Z;:ar:ie:: Friendly, Irritable, Calm, Angry, %‘B . . |
* On this page, you are documenting
3. SPEECH & LANGUAGE %

S e 88 your assessment of the client's
. moo . presentation in the pre-admission
Arioce, Euporia T sest e €D .

session(s)

5. AFFECT

e 006 * If the client's presentation is different
s G across multiple pre-admission
RIS sessions, indicate the discrepancies
Firgidemicspicnslires i il Sk inthe comment box

e s s e () * This may be a page that you do
outside of your face-to-face time with
the client

10. INSIGHT/JUDGMENT
Examples: Poor, Limited, Fair, Absent, Partial,
Impaired, Inflated

WWW.ICANOTES.COM




DSM-5 Diagnosis

* This page should include all assessed SU diagnhoses, including the
supporting criteria that was assessed
o Mild = 2-3 sx
o Moderate 4-5 sx
o Severe = 6+ sx

* Nicotine is most commonly forgotten — be sure to add thisas a
diagnosis if the client meets diagnositic criteria

* Reminder that just because someone indicates use of a
substance, does not mean that they should automatically receive

a diagnosis for that substance



DSM-5 Diagnosis

Please select all substances of use patient reports and the corresponding symptoms
for each substance of use below.

Amphetamines/Crystal meth/speed (Please select all that apply)

Cocaine/crack (Please select all that apply)

(J Alcohol

[ Barbiturates

Amphetamines/Crystal meth/Speed

[ Benzodiazepines

(J cannabis Cocainelcrack
O Hallucinogens (J Heroin
(J Inhalants [ Opioids

(J Other opiates

(J over the counter drugs O pcpP
O Sedative/hypnotics (Special K)
Nicotine

Continued substance use despite social or

interpersonal problems

(J Desire to control use or unsuccessful attempt
to limit use

Failure to fulfill major role obligations at work,
school or home

Pattern of use in physically hazardous situation

Substance use is continued despite awareness
of problems created by use

Withdrawal symptoms
(J continued substance use despite social or
interpersonal problems

(] Desire to control use or unsuccessful attempt

to limit nica

[ Other sed/hypitranq

O Synthetic cannabis (K2 or Spice)

Craving/extensive thoughts and/or emotions
driving desire to use substance

(] Extensive time spent on getting and using
substance

Loss of control over use after starting
Physiological tolerance

Use interferes with other important activities

Craving/extensive thoughts and/or emotions
driving desire to use substance

Extensive time spent on getting and using

cubhctanra



Treatment modality

* This serves as the initial txp that you are developing with the client

* Clarifying if they are exploring their goal specificially with SU as well as any other life
areas that they would like to be addressed in session

o Physical health

o Vocational/educational
o Social/leisure

o Family

o Daily living skills

o Legal

o Housing

o DV

* Best to capture the identified goals in the client's own words

* |f you do not use quotes, make sure to use language that indicates that the client was
the person who identified the goal
o e.g. "Client expresses desire to find employment before the end of the year"

* The comment box should reaffirm the assessed diagnosis(es) and specify if there were
substances previously identified but client does not meet diagnostic criteria for



Treatment modality

Treatment Modality

Does the client have the ability to develop or assist in the development of the

_
treatment plan? @® ves O No

Is your ultimate substance use goal abstinence?
y g ® ves O No

Initial Treatment Goals (J Physical Health Mental Health

Vocational/Educational O Employment

(] social/leisure (community recovery supports, etc}) [J Daily Living Skills

O Family O Legal
J Problem Gambling Housing
a Spirituality [J Domestic Violence

Substance Use

Mental Health - Goal” Pt wishes to enter mental health therapy and remain current with her appointments with Dr. Arty.
Vocational/Educational - Goal* Pt wishes to "get a career." She wishes to obtain her peer certification or her CASAC.
Substance Use - Goal™ Pt wishes to maintain abstinence from crack and crystal meth.

Housing - Goal® Pt wishes to obtain permanent housing.



Signature of Intake

Clinical Staff Member's Signature and Date

1. I have been provided with a copy of the Patient Handbook which contains Program Rules and Regulations, Patient Rights, a Summary of Federal Confidentiality Laws and Tobacco Policies. | have been given the opportunity to discuss these rules an| ave my
questions answered. By signing this form | am indicating that | understand these rules and rights.

2.l alzo understand that all treatment services are provided on a voluntary basis and that | have the right to discharge myself from treatment at any time.

. Clinician & Clak

LCSW/supervisor =
must electronically =
S ign to b e i n Client collaborated to complete this assessment but is unable to provide physical O

signature.

C O m p li a n C e Clinical stafffQHP eSignature

3. | understand my initial treatment goals

Client Signature

Unlock Electronically signed by Deena Smith, LCSW on 07/08/2024 at 11:53 AM

Admissions Decision
The Patient will be admitted to Outpatient Services based on the following criteria:
The individual is determined to have a substance use diserder based on the criteria in

the most recent version of the Diagnostic and Statistical Manual or the International
Classification of Diseases

@®@ves ONo

The individual is a significant other who manifests psychological, behavioral and/or
emotional affects arising from another individual's chemical abuse or dependence and
has been determined by the provider to be able to actively participate in and benefit
from the freatment process.

®ves O No

QHP Signature and Date

LCSW eSignature
Unlock Electronically signed by Deena Smith, LCSW on 07/08/2024 at 11:53 AM
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OASAS Compliance training
Part I

Deena Smith, LCSW

Behavioral Health Compliance Manager



Documenting the intake

e All intake assessments

o Best practice to submit the intake to your supervisor at least 24 hours
before scheduled admission session

* In addition to completing the intake assessment itself, you will
also need to complete a pre-admission progress note to
document the service encounter
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Sample Pre-admission note

The client met with SW to complete an OASAS intake, He was referred to treatment services by ATI
Program to receive Tx for his alcohol usage. clientis currently mandated to treatment for the next 6
months. He presented as oriented x3, and cooperative. The client and clinician completed the entire
intake assessment, LOCADTR, and consent package. The clinician was able to review and provide
an understanding of consent. The client acknowledged and verbalized understanding of consent
and had no questions regarding any of the consents. the client agreed to the followin§: program
expectations, client code of conduct, client's rights, a notice of privacy practices, TRS-61, TRS

AN, consent forJustice center, consent for LOCADTR, consent for treatment, telehealth consent,
Trs62, outreach agreement, client handbook acknowledged, HW substance use consent, Healthix,
Toxicology FAQ. After signing, A copy of the consent was offered and given to the client, he elected
not to need a copy. The consent was uploaded to the chart in EICARE. the client will provide
documentation for OASAS medical clearance through an external PC. A LOCADTR was completed
and uploaded to the client charts. The client is deemed appropriate for outpatient treatment.

Baseline toxicology was requested from client and completed; results will be reviewed with client
when returned.

The client and SW completed the entire intake assessment.
His goal is to refrain from alcohol usage and comply with and complete the mandate.
The client is scheduled for admission on 8/29/23 at 11 a.m. with the Clinician.



Timeline

* Pre-admission/intake appts may be scheduled for 15, 45, 75
minutes

* You are only able to use the intake assessment billing code once
for each treatment cycle

* Intakes must be completed in no more than 3 sessions

* The intake assessment must be completed within 60 days

o This gives flexibility for a population that we recognize may have difficulty
with initiating & remaining consistent with tx

* Once complete, the assessment must be submitted to supervisor
at least 24 hours prior to the DOA; supervisor must

review/approve prior to DOA @
HOUSING WORKS

CLINICAL LEARNING INSTITUTE




OASAS Intake + Admission

* Allintake assessments will be submitted to the Director,
Assistant Director, or appointed LCSW and must be

reviewed/approved by the supervisor on/or day of the
DOA

* |n addition to the Pre-admission extended assessment, you
must also complete the PAS44/0ASAS admission report

o Should be completed during the admission session with
client

o This form MUST be submitted on DOA

* An admission progress note must be utilized to indicate
client's official enrollmentinto 822 services
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AKA OASAS Admission report

Completed during admission
session with client

All areas with red asteriks are
required fields

Must be submitted on day of
admission

Supervisor approves within 2
business days

These forms are used to enter
client data into the OASAS
central registry

Approval History
Demographics

Basic Information

Admission Details

No. of Assessment Visit/Days

LOCADTR Information

TSR-61- Identifying Information (ID)

TRS-49- Criminal Justice {CJ)

Veteran Status and Military Status

Type of Residence and Living Arrangements
ReferrallEducation/Employment/Criminal Justice/Family History/Gambling Details
Alcohol and Substance Use

Physical Health-Related Conditions and Mental Health-Related Conditions
Gambling

Trauma

Orientation to Change

Admission Details

Provider Number : ENY 48960*

Select Provider Number*

Program Number: ENY 52958
Select Program Number*

Client ID*

Special Project (See instructions)
Sex (at birth)*

Last Name First 2 Letters (Birth Name)*

Last Name First 2 Letters (Current Name)*

First Name®

Medicaid Client ID

Admission date®

<< Save & Previous  Save | Save & Next»»

O PAProvider number: 1738 ® ENY Provider number: 43960

O PA program number: 52933 ® ENY program number: 52958

123456

OMale ®Female

Da
Da

Darth

992024 ]



Admission
note

Must be completed to indicate
enrollment into active treatment

Content should include general
overview of the session, goals for
treatment, & finalized treatment
schedule

Should specify that consents were
reviewed with & understood by the
client

Include whether tox results from
intake being reviewed or baseline
tox being requested

Should indicate discussion of
referral/f/u for medical
assessment

Add/Update Note

Program*

PA - OASAS - ®0asSAS O OASASIATI
Note Type* Interventions

Admission - -None--

Mandated Change in Level of Use

OYes @ Np OYes @ No

MAT Medical

®vYes (O No | Suboxone v Diabetes X

DSM-5 Diagnoses and 1CD-10-CM Codes

F10.20 Alcohol use disorder, moderate 3 | F11.20 Opioid use disorder, severe X

Content of the Session™

General overview of the session
Should also indicate solidified treatment schedule, including any identified groups

Rasult of the Service*

next appt date and any other identified next steps |

=y
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Date Duration
9/9/2024 = 30 Mins

Change in Level of Functioning
OYes ®No

e

Save Close




HOUSING WORKS

Sample Admission note

The client met with SW for an admission session. The client presented as well-
dressed and alert, with normal affect. The client is currently presenting with an
alcohol, marijuana, and nicotine Dx. He is mandated to TX by ATl to receive support
around his alcohol consumption.

His goals are to comply with the program rules and protocols, comply with ATl for the
next six months, and be sober from alcohol.

He is deemed appropriate for admission into the OASAS program. He is mandated to
attend the Stages of Change group and IC with the Clinician on Fridays as well as
provided weekly urine screening.

A PAS44 admission report was completed with the client.
The client was officially admitted into the HW ENY OASAS program on 8/29/23
Next IC Friday, 9/8/23 at 12:00pm



Office of Alcoholism and
Substance Abuse Services

LOCADTR LS

LOCADTR

* Level of Care for Alcohol and Drug Treatment Referral (LOCADTR) is a specific assessment tool
developed by OASAS to assess the appropriate level of care that matches the client's assessed
needs based on a set of questions

* This must be completed priorto or on DOA

* Forpoly substance users, the substance that has the potential to cause the most harm should
be utilized for the assessment

* Ifthe LOCADTR identifies anything other than "outpatient services," the clinician mustdiscuss
further with the supervisor before admitting into the 822

* |f supervisor agrees/supports admission, justification for clinical override of the determinati
must be added to the LOCADTR

o See next slide for more info
e LOCADTR s scanned & added to attachments in eiCare




LOCADTR Overrides

If LOCADTR identifies any LOC other than "outpatient services" before moving forward with
admission, clinician must discuss with supervisor if 822 is the appropriate LOC

After discussion with the supervisor, the staff or supervisor should indicate in the LOCADTR which
of the options follows the need to have an override to admit the client at this level of care.

Options are:
o The recommended level of care is not available
o There are additional clinical factors documented below
o There is an external mandate documented below

No matter which option is selected, there should be a clear rationale that states the decision to
override and that a supervisor was consulted if being documented by the therapist

There has to be a specific reason to support the override. Some examples of how it could be
documented:
o They are mandated to our clinic by parole

o Client refuses to engage in the recommended level of care and these are the additional support services that will be
offered towards having a higher level of support...

o Clientis able to engage with MOUD treatment options with clinic provider and has appointment on X date



Medical assessment

* To support overall wellness & to comply with regulations, physical health info is
equally important as part of the assessment process

* Allincoming OASAS clients should be offered linkage to a Primary Care Provider, if
they are not already engaged with one
o This is verified at intake by providing the client a copy of the medical clearance form

o If necessary, the relevant health information will be provided to HW from an external provider
by the client. If an individual refuses to provide access to such information about their health
assessments conducted by outside providers, it must be documented in the case record.

* OASAS requires that we request their most re al e
, with Tuberculosis (TB) screening included
o Ifclientis going to participate in groups in person, TB clearance is a requirement
* Discussion of medical clearance

. If follow up is required, should be captured in ongoing
progress notes.

* Those clients with chronic illness(es) or who identify a physical health need will be
offered frequent monitoring of their conditions as defined in their treatment plan.



Medical
clearance form

This is a form within the intake
packet.

If completing form in person, the
clinician should sign the top
right of the form as verification
that this requested of and
provided to the client.

If completing electronically, the
electronic time stamp of the
consents will serve as
verification
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LoDV proviged 1o Cilenn on

(date)
Clinician signature
B HOUSING WORKS
B COMMUNITY
BN HEALTHCARE
East New York Health Center » Ph#: 718-277-0838 « Fax: 929-480-8138
Medical Clearance Form
Dear Primary Care Provider:
I am referring_ /DOB:_ to Housing Works’

OASAS Program. I believe my patient can benefit from the program m one or more of the areas outlined below, which
will enhance the quality of my patient's life.

Please check services that apply to vour patient:
O  Case Management O Mental Health Services O Substance Use Harm Reduction Services

Please list medical condition (s) / History: (*Please attach all recent labs for patient as may pertain
to treatment)



RISK

Al ShMENT

Risk
Assessment




Risk Factors: Suicide

* Distal Risk Factors — Chronic and Proximal Risk Factors- acute or
longstanding risk factors current factors that identify more
* Demographic factors- death by suicide, imminent risk .
previous suicide attempts (past year, past * Current a.nd active
3 months), psychiatric hospitalizations psychiatric sxs

e Current substance use

* Family hx of suicide or violence . Stressful life conditions

gg68385873 www.gograph.com

* Adverse childhood experiences « COVID -19 Pandemic

* HX of Psychiatric Illness & symptoms - * Job loss, etc
Major Depressive Disorder, Bipolar * Direct access to lethal
Disorder, Schizophrenia, Substance Use means
Disorders, Eating Disorders, * Exposure to suicide in
Posttraumatic Stress Disorder, Borderline community, social circles or
Personality Disorder) (Suicide Prevention the media

Resource Center, 2018)

e Chronic Pain * Other Risk factors
 Some cultural or religious

beliefs



Mental health risk factors

v/

Routine Follow-Up to
continually assess MH Risk

Factors

Identify any discrepancies in
assessments, for e.g. PHQ 9- rendorse
Sl butdenies in generalintake

Risk Areas should include
NSSI, Si, HI, IPV/DV

Safety Plan Creation and
Reassessment

See the Behavioral
Health Orientation

training for more info on
Suicide risk & safety
planning

m

Documentation in EHR and
also shared with patient (i.e.
also note in documentation if
patient declined copy)



Warning Signs & Protective Factors

* Warning Signs — changes in behavior and new
behavior that highlight imminent risk

Threatening to hurt or kill self or talking
of/wanting to kill oneself

Recent increase in suicidal
thinking/planning

Making preparations
Feeling burdensome

Hopelessness, no reason to live, feeling
trapped or being in unbearable pain

Increase in social isolation/social
withdrawal

Increase in substance use or differing
behaviors as it relates to substance(s) and
types of use

Insomnia/sleep disturbance
Rage/revenge seeking behavior
Verbalizing “not being around”

Recent and intensive changes in mood

Protective Factors
Coping strategies
Problem Solving skills

Help-seeking behavior

Family (close, supportive, sense of responsibility)

Spirituality

Fear of consequences

Fear of death

Minimize access to Lethal Means

Social Support/Sense of Belonging

Strong therapeutic relationship with a trusted provider




* RecentUse of Opioids/Other
substances high potential for
overdose (Within past 12
month period)

e Past Hx of overdose
e Health and Life Stressors:

* Any personal factors : explore
and solicit from the individual

e Process of Substance use:
(the what, how and when)

See the Behavioral
Health Orientation

training for more info on
Harm reduction &
overdose prevention




Billing in eCW




Billing

* Billing is captured in a separate EHR than the clinical
documentation: eCW

* What's included:

o All assessed SU diagnhoses

o Telehealth questionnaire for telehealth visits
o CPT/billing code

o Additional modifiers

o Billing note to "See eiCare for progress note"
o Signature of clinician providing services



Billing TEST, Cady sk Jun6,1986(38yo F) sl Acc No. 102167  [EI43%)

Pt.Info Encounter Physical Hub
& B

0% v ¢t FESINRSRELGEIGR 8 & & &
x| C. Description |M| Auto Map to ICD10
P Code Diagnosis Specifyi Notes
(1 ] x F41.0 Panic disorder
9 F32.1 Moderate major depression

DPop Up

® @
I1 cPT x| Q. Description Add E&M | Add CPT | EMCoder | Medicare Edits |
O I I CPT Name Units M1 Mz M3 M4 1cD1 Icb2 ICD3 ICD4
90837 Psychotherapy, Individual 60 (53+) min. 1.00 @ o (] (] q

s|[-]|| cir

~

Billing Notes g Cr Follow Up

ee eicare for progress note{

23Ds|TW|2ZW|3W|4W|6W
2M [3M|4M|6M| 1Y |prn

Review further with your
supervisor




Progress
Notes
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Progress notes HOUSING WORKS

Progress notes are a key element to recovery. Each individual’'s record must contain progress

notes that are reflective of the individual’s progress and provide an overview of what is covered in
each session.

O

o O O O

Progress notes must:

Report advancement toward goals, identified barriers to progress

symptom reduction

functional improvement

|ldentify the services provided (consistent with the Individualized Treatment Plan

Create the informational framework for the program and the individual to review and update the
assessments and especially the Individualized Treatment Plan

Provide documentation to demonstrate that services are delivered as defined in the treatment plan, so
that Medicaid billing is supported.

Include duration/time of services rendered
Dated and signed by a clinical member of the clinical program staff
Dually signed by supervisor
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Progress note HOUSING WORKS
documentation con't

* Progress notes should also include identification of any necessary changes to
the treatment plan and services related to such changes.

o Goals should be captured in a manner that reflects a person-centered perspective
and the SMART goal framework

* If other people are present in the session, this should be documented in the
note (i.e. case manager is present or interpreter)

* Interventions thatyou are using in session should be captured in the progress
note

* The assessed Stage of Change (SOC) should be assessed & captured at each
visit
* Progress notes are expected to be completed within 48 hours of the DOS

* Note that encounters should not be locked in eCW for billing until a
progress note capturing the content of the session is completed in eiCare



How to create a progress note

* Intop right, select New OASAS note > Select type of note > Enter all
header info

* Note that required fields must be entered before a note can be saved

* [tisrecommendedto as you enter the data
so as to not lose information

Regular Note New OASAS Note

Created By Y Created At ¥ M



Content of the note

Every check box in the header (i.e .note type, date of service, duration, modality, mandated, MAT,
medical goals/needs, assessed stage of change, diagnosis) should be filled in at the top of the note

Notes need to include the (i.e., intake vs follow up) and (in person or
telehealth)
* |fyoudothe session by , you need to include:

* The of telehealth (i.e., doxy, zoom, telephone)

* Where the for the session (i.e., their specific location and the state they're in)

* |Ifthe patientis in a potentially public space (like a park), document the conversation you have around
and patient's consent, if they consent, to proceed with the session

Who was present in the session

The progress note should overall contain 3-5/7 sentences that discuss the overview of main content/goals

discussed in session. The patient's and any progress or barriers that

have contributed

* Example: Addressed patient's goal to reduce harm by reducing alcohol use

* Please note that you should in the following domains: substance use,
medical, mental health, areas of assessed risk, as well as any other client-identified goals

* This should also include identification, incorporation of client’s thatthey are able
to utilize to support them in addressing goals



Content of the session (cont)

* The you're using and what you're using it to address

« Example: Writer used CBT to assess triggers for substance use and coping skills to
address triggers. Writer introduced the ABC model to assist pt in identifying
situational and emotional triggers; pt reported triggers are getting into arguments
with others and feeling disrespected. Writer and pt practiced deep breathing coping

skill in session.

* The

« Example: Pt reported the deep breathing skill was helpfulin this moment and
expressed concerns about utilizing it in the moment. Writer and pt discussed
practicing skill when pt feels calm so that it is easier to use when ptis activated

* Plan: Their and any other next steps that may need follow up
on



Add/Update Note

Program* Date Duration
PA- OASAS ®0ASAS O OASASIATI 8182024 45 Mins ~
MNote Type ™ Interventions
I O I e S S Individual Coping Skills
Mandated Change in Level of Use Change in Level of Functioning

OYes @ No OYes @®MNo OYes @ No

MAT Meadical
@®Yes O MNo Naltrexone Diabetas X

DSM-5 Diagnoses and ICD-10-CM Codes
F10.20 Alcohol use disorder, moderate ¥ | F11.20 Opioid use disorder, severe X

Content of the Session”
This is where you would provide an overview of the content of the session. Must include discussion of client's self-identified goals and speak to progress or lack thereof

that is being reported/observed.

Result of the Samvice ™

Client indicates progress in ability to take Naltrexone oral pill more consistently and has noticed a decrease in eTOH consumption. |
Mext appt is 8/15/24 9:00am

Save Close

HOUSING WORKS
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Note example

Add/Update Note

Program* Date Duration

ENY - OASAS - OASAS OASASIAT 11/13/2024 = 30 Mins ~
Mote Type ™ Interventions

Individual A -—-None-- ~

Mandated Change in Level of Use Change in Level of Functioning

O Yes ®No O Other OYes @ No OvYes @ No

VAT Medical Assessed Stage of Change
OYes @ No Lapse ~

DSM-5 Diagnoses and 1CD-10-Ch Codes

F10.20 Alcohol use disorder, moderate X | F17.21 Nicotine use disorder, in early remission X | F12.20 Cannabis use disorder, moderate X

Content of the Session*

Client was present, and on time for his session via phone call, and presented in a calm and cooperative mood. The client started the session stating, “I'm having a lot of
pain this morning.” The client then added that he did receive the DOXY link but had no phone data to log on to the link, so he decided to stop by the office. Clinician
reminded the client that today was a remote day. The client then requested to engage in the session over the phone and would make efforts to engage via telehealth next
week. As the session continued the client engaged in a conversation regarding his use of alcohol and marijuana stating, | use alcohol and marijuana as a way of helping
me with the pain and sleeping issues. | have nightmares and occcurrences fram my previous job. | use it to calm myself down ™ The client continued by stating, “I don't
think | have an alcchol issue. | am seeking advice and help with the decisions regarding my current life circumstances. I'm not seeking help with alcohol use.” The client
continued and reported no plans of quitting. The client then reiterated, | want solutions with my pain and the psychological issues regarding my situation with the shelter.”

~
Result of the Service”

As a result of the service the clinician was able to utilize open-ended questions, reflective listening, affirmation, and rapport building for supportive counseling. As the
session proceeded the client shared an update after calling 311 stating, “l received a number to contact a Legal Aid lawyer.” For further assistance the client was

provided with the contact infarmation for the office of the Ombudsman (200-994-6494 and ombudsman@dss.nyc.gov) to report his complaints. The clinician commendad
the client for his efforts in attending today’s session.



Admin notes

Similar to telephone encounters (TEs) in eCW

These notes are meantto capture any non-billable encounter or important information
or event thatis relevant to client's care and/or goals

This may include:
o Outreach for a missed session
o Outreach to a collateral
o Compliance issues that have been identified and indicated to include a note in the
record
= This is typically completed by the supervisor

It is best practice to document any time you review records in eCW for a psych or
medical provider- could be added as a care coordination note (selected under Note

type) or integrated into the next progress note with client

Though not billable, these notes should still be completed in atimely manner, signed, &
locked by the writer



Admin note for outreach

Program™ Date Duration
ENY - OASAS v ® oasAs O OASAS/ATI 11/22/2024 g OMin v
Note Type™* Interventions
Administrative v —None-- v

D5M-5 Diagnoses and ICD-10-CM Codes
F10.10 Alcohol use disorder, mild ¥ | F12.10 Cannabis use disorder, mild ¥ | F14.10 Cocaine use disorder, mild

F17.21 Nicotine use disorder, in early remission X

Service Type *

Qutreach due to no show.

Detail Description”®

Client had a scheduled appointment today at 10 am and was a no show. Clinician made an attempt to outreach the client via the number on file, with no success.
Clinician was able to leave a voice message and await the client's response.
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Treatment Planning: The Process  HousinGg works
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A collaborative process between therapist and the client and includes client
feedback

Addresses the client’s presenting problems via goals and actionable
objectives.

The treatment plan includes a statement of the clinical problem, the
interventions and room to measure client’s progress.

Considers the client’s strengths and barriers along with their circumstances



Treatment planning

* This is captured uniquely in OASAS, as there are no formal txps

* The initial txp is captured within the intake assessment on the DSM5
diagnosis page. This sets the foundation for tx & identifying initial goals
the client would like to address

* Subsequent reviews/updates for these goals should be captured within
progress notes throughout treatment

* Goals should be person-centered & directed by the client
o Goals can be captured by using direct quotes from clients

* New goals can also be added as a focus of tx as you progress. These
are also captured within progress notes

 Goals should be written in a clear, concise manner
* Goals should still follow SMART goal framework



SMART GOALS: =

HOUSING WORKS
Use SMART goals to identify the plan to address the presenting problem or need. SMART stands for Specific, Measurable, CLINICAL LEARNING INSTITUTE
Attainable, Realistic, and Time

Specific Goals and objectives are more easily accomplished when they
are clearly stated. Answering the 5 “W” questions (who, what,
when, where, and why) is helpful in setting specific goals

Measurable Establishing concrete criteria for measuring progress can help
motivate continued effort to achieving the goal. How will we
know when the goal is accomplished?

Attainable Goals should be reasonable and achievable. Trying to do too
much in too little time is not the best way to succeed.

Realistic A goals is probably realistic if the person believes that it can be

accomplished. To be realistic, a goal must represent something
a person is willing and able to do.

Timely Goals are more grounded when there is a time frame attached
to them. Identifying short-term steps within a longer term goal
can help to create hope and momentum.



Creating a goal @
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* Clinical statement of the condition you expect to change
* The goal is tied to the assessment and problem statement
* The goals are reasonable and achievable

 Goals and objectives are often confused in treatment plans so
keep in mind there is a difference.

 [f you can see the client do something (i.e.-complete a journal
entry, attend AA, etc.) then it is an objective.

e [f you can’t see a client do something (i.e.-reduce anxiety, accept
powerlessness) itis a goal.



Understanding the Client

A=

®@

Consider the client's strengths,
emotional and physical circumstances,
and what they're trying to achieve.

Create measurable goals: Set goals that
can be measured as the client
progresses.

C.

HOUSING WORKS

CLINICAL LEARNING INSTITUTE

Select services: Use the client's
strengths when choosing services.

Choose interventions: Interventions are
techniques, tools, and exercises that
help the client meet their goals. Some
examples include counseling, crisis
intervention, advocacy, safety plans,
behavior plans, and crisis plans.
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Toxicologies
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Toxicology

* Toxicologies are ALWAYS voluntary
* Even if someone is involved with a 3rd party who is mandating

* Requested at intake & toxicologies conducted throughout treatment as a clinical tool

o Ifclientis not interested in providing a toxicology, the chart should include it was offered & any barriers,
reasons client did not want to provide. If toxes are mandated, should also include discussion of
risks/challenges for mandating agency.

* Should never be used as a punitive tool & instead should be used as a tool to assist clients &
their stated goals, not as a punitive, judgmental or stigmatizing aspect of care

e These should be conducted in a trauma-informed manner

* At the State level still requires request of 8 toxicology screenings at minimum every year and
these screening and information about them are noted in the intake package and consents
for client awareness

* Any substance that shows up on the tox but was not identified should be discussed with
crgient — can also speak with them prior to results for them to self-disclose what may show on
the tox

* Results should always be reviewed with client once available & documented in the progress
note

* Any results that are unexpected and/or high risk should be discussed with the supervisor and
Medical Director for review
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Criteria to request toxicology

e Criteria to consider

1. upon observation of the signhs & symptoms of acute intoxication or
clinically significant changes in behavior; or

2. on arandom basis, administered at the discretion of clinical staff;
3. orin alignment of request of an outside mandating agency.

4. Drug and alcohol screens are incorporated into the intake and
assessment process and each patient’s individual treatment plan
according to clinical necessity.

* Drug testing is not used as a punitive tool & should be used to
support client awareness & to make informed decisions around
their treatment goals, harm reduction, or recovery efforts



=y

HOUSING WORKS

CLINICAL LEARNING INSTITUTE

How to order toxicology tests

* Are completed within eCW

* Can be captured within billable encounter or not connected to a
Visit

* Only identifying substances that are endorsed by the client

Plan:
Treatment: g

Procedures: <

Immunizations:
Therapeutic Injections:
Diagnostic Imgffing:
Lab Reports:
Procedure Orders:™-

Next Appointment: < =3

Billing Information:
Visit Code: < |=g

Procedure Codes: < =g



Outreach & ‘ C
Collaboratlon




* [t's important that we support clients who
may have difficulty with consistent
engagement

* [f aclientis 5-10 minutes late for scheduled
appointment time, it's best practice to
outreach the client. Appointment can be
rescheduled, if needed, or converted to a
telehealth session if client is not able to
attend in person but can participate remotely

* For each scheduled encounter, there should

be documentation in the record '
* Support staff may also engage in outreach for
missed appointments /
P 4




Collaboration with Collaterals @
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* The state agency and insurance providers are looking for collaboration with other
providers, specifically medical and mental health professionals

o It's best practice to have at least one conference/collaboration per treatment window/year

* OASAS has a specific regulation that persons who are engaged with MAT/MOUD
should have collaboration with the prescribing provider, if authorization is provided

o The record should reflect that this was requested if client denies authorization

* These can often be billed as Complex Care Management (CCM) services

o CCM may involve coordination with any service provider or housing, employment or
government entity

o Can be billed in 5 min increments with a max unit of 4 per day (20 minutes); max units in a
week 12 (60 mins)

o The collaboration must be "non-routine,” with "routine" defined as any specific activty that
applies to the majority of clinic patients or majority of circumstances



DISCHARGE PLANNING

Discharges
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Discharge summary

* Before completing a discharge from the program, ensure that there is documented outreach in
client’s chart. At least 3 outreach notes are expected for someone who is seen weekly or bi-
weekly.

 Adischarge summaryisrequired to be completed & submitted to supervisor within 10 days of
discharge from the program

 Complete discharge summary including the following:

a) Client’s progress or barriers towards progress of identified goals
b) Client’s updated prescriptions (if any) and reported adherence
c) Client’s referrals including appointment dates (if applicable) to any internal or external referrals

d) Whether overdose prevention training was offered at discharge
= |f offered, comment box should specify if client completed training

= |f not offered, must provide reason as this is a state requirement

* You must electronically sign & submit to supervisor for review/approval
o Supervisors have 3 business days to approve



OASAS CDOS Discharge Summary

Discharge date 9/13/2024 ﬁ
Treatment Plan Goals Addressed Chemical Abuse/Dependence |
Physical Health

Mental Health
Vocational/Educational/Employment

Summary of patient's course of treatment that addresses and measures patient provide succinct overview of progress or lack thereof over course of tx
progress towards attainment of treatment goals

Il Discharge
summary

Medications at discharge

External Referrals at discharge

External Referrals at discharge specify

Internal Referrals at discharge

Internal Referrals at discharge specify

Narcan training offered at discharge

Comments:

Counselor eSignature

Supervisor eSignature

be sure to include reported adherence

@Yes ONo

indicate appt times if known

@Yes ONo

O Continuing Care (J Health Home

JomH (J other

@Yes ONo

if offered, indicate if client completed
if not offered, provide why

Unlock Electronically signed by Deena Smith, LCSW on 09/13/2024 at 11:01 AM

Unlock Electronically signed by Deena Smith, LCSW on 09/13/2024 at 11:01 AM




=y

HOUSING WORKS

Discharge Plans

* If clientis being discharged for any reason outside of being lost to follow up, a discharge
plan/discussion should be completed with the client & documented within their chart

* Can be helpful to also include the names & phone numbers of people that the member can
call for help, including local crisis services & toll-free hotlines

* If DC planis completed, MUST be reviewed & signed by supervisor prior to client's discharge
date

 Acopyshould be provided to client

o Best practiceisto complete DC plan with clientin session & then ask them to return for one
additional close out session & provide copy then

* Adischarge summaryis also required within 10 days of discharge from the program



Il Discharge
plan

Approval History

Basic Information

Individualized Relapse Prevention Plan

Provider(s) Need and Initial Appointments

Individualized Relapse Prevention Plan

Client's self-identified Relapse issues: (e.g. triggers, stressors, emotional state, situations)

Client's self-identified plan to address Relapse Issues




PAS 45

* AKA OASAS Discharge report

e Completed to indicate
disenrollment of clientin 822,
regardless of type of discharge

 All areas with red asteriks are
required fields

* Supervisor approves within 2
business days

Approval History

Basic Information

Admission Details

Mental Health, Gambling & Nicotine Goal Achisvements

Total Treatment Visits and Recent History

Status of Alcohol and Other Drug Use at Discharge

Status of Different Problem Substances Used and Not Reported at Admission (if any)

Tobacco and Physical Health-Related Conditions

HOUSING WORKS

CLINICAL LEARNING INSTITUTE

Discharge Reason & Referral Information

Evaluation of Client's Goal Achievement
Medication Assisted for Addiction Treatment (MAT) 9
Addiction Medications Used During Treatment and Trauma

Provider Signature

Discharge Status

Note: Completed Treatment: half or more can ONLY be selected if 4+ goals are completely achieved. 'Completed Treatment' cannot

be selected if there are any goals noted as partially achieved

*PLEASE SELECT AT LEASE ONE*
Completed Treatment All Goals Mat

Completed Treatment: Half or More Goals Met

Treatment Not Completed: Maximum Benefit/Clinical Discharge

Treatment Not Completed: Some Goals Met

Treatment Not Completed: No Goals Met

Discharge Disposition

8 O

O o o

Please Note: 'Additional treatment at this level of care no longer necessary' can ONLY be selected if Achieved or Not applicable are selected in the Goal

Achievement section

Discharge Disposition®

(O Additional treatment at
this level of care no longer
necessary

O Left against clinical
advice: Formal referral
madeloffered

O Left against clinical
advice: Termination of third
party funds

O Discharged due to non-
compliance: violence

(O Discharged due to non-
compliance: possession of
contraband

O Further treatment at this level
unlikely to yield added clinical
gains

® Left against clinical advice

Lost to contact (no referral
possible)

O Discharged dus to non-
compliance: program rules

0 Discharged due to non-
compliance: substance use

O Client arrested/incarcerated



PAS 26N OASAS Annual Reassessment

* Thisis a new requirement under OASAS as of August 2024

* To access: go to reassessment tab > enter date range of year being
reviewed > ENY OASAS program > select OASAS Annual
Reassessment

Assessment Add/Edit

From™ To*

11/29/23 = 11/29/24

Program*

ENY - OASAS




OASAS annual reassessment

* This is completed annually as clientis enrolled in care& is
requesting updates on most areas that are identified at intake

Approval Histo
PP Y Basic Information

Basic Information

— . Assessment From Date 11/29/2023 £
Admission Details

TSR-61 Identifying Information Assessment To Date 11/29/2024 N
Type of Residence and Living Arrangements

Education/Employment/Criminal Justice <= Save & Previous | Save  Save & Next ==

Medication for Addiction Treatment

Physical Health-Related Conditions

Alcohol and Substance Use

For Provider Use



Continuing
Care




Continuing care

* Continuing care is an opportunity to provide additional support outside of active treatment.
l.e. someone who has graduated/completed tx; someone who is struggling with consistent
engagement in active tx

* This should be indicated when completing the PAS45 when discharging client from active tx.

* Mustidentify goals of continuing care & expected frequency of visits

o Recommended treatment schedule is 1x month
o Peer services & groups can also be a part of continuing care & provided in the same month as counseling

* If tx schedule starts to mirror active treatment, consider re-enrolling into active care

* There is no time limit on continuing care; however, the plan should be reviewed annually and
updated, as needed

* Cases will be administratively closed after 3 months of no contact with a minimum of 3
diligent outreach efforts documented

o This review can be captured in the progress note

e Clients canreturn to re-engage in continuing care if at any point they have been an active tx
client



PAS 126

* |In addition to the progress note for
the session, this assessment must be
completed after each encounter with
a clientwho is enrolled in Continuing
Care

* Once approved, sent to the data
coordinator to be entered into the
OASAS central registry/portal

Approval History

Basic Information

CONTINUING CARE Per Service Report

CONTINUING CARE Per Service Report

Misuse of substance since last contact”

Frequency of Use in last 30 days*

Disposition”

Service (Check all that apply)*

Save

@ves ONo

O No use in last 30 days O 1-3 times last 30 days
® 1.2 imes per week 0 36 times per week

O Daily
® Continuing Care O Refer o Active Treatment

Individual Counseling Brief (G0396/90832) O ndividual Counseling Normative (G0397/90834)
0 Group Counseling Normative (H0005/90853) 0 Peer Advocats Service (H0038)
([ Medication Administrafion Obssrvation (H0033) [ Medication Management (99211-99215)

(J Addiction Medication Induction/Withdrawal (H0014) (] Brief Visit (H0004)
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