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Mock Internal Audit Form for Psychotherapy
	Program:  ☐ A28 ☐ IOS
Location: ☐DBHC ☐ENY ☐WSHC
	Date of Utilization Review:
 
	Type of Utilization Review 
☐New Admit ☐Continued Stay

	Client Name:
 
	Client Identifier:
 
	Date of Admission:
 

	
	Is Client Priority Admission: ☐ Y   ☐ N
	Assigned Clinician/Therapist:



SCORING TABLE: If any question is not applicable, enter N/A in the SCORE column. 100% = 4 90% - 99% = 3 80% - 89% = 2 60% - 79% = 1 less than 60% = 0
[image: ]
Insurance Audit Tool: Numbered Elements Overview
 
	Standards of Care: Assessment Procedures                        Score:_____________________

	Category correlated on A28 insurance audit clinic standards tool
	Charts scoring and identified comments

	Rights Responsibilities, and Ethics
(14/15/21) Clients are informed they have a right to refuse to participate in treatment and that their information will be kept confidential and protected. 
There is a process in place to provide clients with information about their rights at time of admission. 
	[Not scored since this is the support staff’s responsibility]

	Referral for treatment*
Chart includes referral from a treating HW psychiatric or medical provider that prescribes a set number of sessions. 
	

	Admission and Assessment
(42) The assessment includes presenting problem(s), along with relevant psychological and social conditions affecting the client’s psychiatric and medical status.
(43) the assessment includes reason(s) for admission or treatment. 
(29) The initial assessment includes screening for infectious diseases.
(41) The assessment includes current behavioral/emotional functioning (hx of emotional, behavioral, & SU), use of substances by family members, and the client’s problem behaviors they’d like to address in treatment.  
(44) The assessment includes documentation of the psychiatric and medical history (previous tx dates, clinician identification, therapeutic interventions & responses, sources of clinical data, relevant family info, etc.)
(45) The assessment includes evaluation of learning needs and barriers to learning, as well as the level of functioning  or functional impairment.
(46) The assessment includes the mental status exam.
	

	Admission and assessment continued
(48) Assessment includes identification of community resources used by members.
(51) Assessment includes vocational, spiritual, cultural, educational, and legal assessments and services.
(57) The assessment includes assessment and treatment of substance use problems, including tobacco/nicotine use. 
The clinic provides info on tobacco tx options, including NRTs, counseling options, and referrals.
If substance use need is assessed, chart includes discussion of referral for specified SU treatment. 
(58) The assessment includes use of a diagnostic, integrated assessment to develop a treatment plan. 
	

	Risk assessment
(47) Assessment includes risk assessments.
Screening initial risk of harm:
Initial self-harm risk screening for all clients, including suicidal and self-injurious behaviors
A positive screen results in further assessment, including supports and protective factors, access/means to weapons
The assessment of risk includes risk of others, including a screening that assessed hx, current thoughts/events of hurting others
Risk assessment is utilized to inform txp
	

	Timeliness of assessment
Intake assessment has been completed within 6 months of originating the intake assessment. 
Intake assessment does not surpass 4 sessions/ad hoc sessions for assessment into care. 
If client is dis-engaged for 6 months or more, a new intake assessment is conducted to re-admit into care. 
	



	Standards of Care: Ongoing treatment                                 Score:_____________________

	Treatment planning
Treatment plans are submitted on time (30 days from admission annually).
Treatment plans are signed by the clinician, supervisor, treating provider, and client, when able to obtain. 
Objectives reflect SMART framework, including specific interventions, frequency, and duration of services.
Treatment plan includes at least one goal for each area: behavioral health, physical health/medical, and social service needs. 
Note: that the medical and social service need goals could be deferred.
Reviews include modifications to goals/objectives to address progress/lack thereof
(81) Treatment plans include discharge criteria. 
	



	Standards of Care: Ongoing treatment                                 Score:_____________________

	Documentation is present to correspond with all billable services. Progress notes meet quality standards, including discussion of progress towards stated goals, clinical interventions, and changes of goals are captured. 
Any contact with collaterals is also documented in the EHR.
	

	Continuum of care
(79) The chart demonstrates some collaboration and/or coordination of care with medical and other behavioral health treating providers.
	

	If a current risk area is assessed, a safety plan is collaboratively completed with client and includes discussion of triggers, warning signs of increased sx, mgmt. techniques, contact info for supportive persons, plan to get emergency help if needed
Safety plans are periodically reviewed in session, with revisions made as needed
A copy of the safety plan is provided to the client
	

	Chart indicates that a primary clinician was assigned and has been working with client during course of tx, with requests made by client taken into consideration when assigning a clinician. When changes with primary clinician occur, clients are provided an opportunity to process changes with clinician whenever possible
If client is transferred to another program, a telephone encounter is entered into the record to demonstrate transfer of care/discharge
	

	Engagement and retention
Barriers for engagement in tx are identified and addressed at intake and throughout tx
Service delivery reflects an understanding of the cultural perspective of the client and/or family
Staff are trained about engagement strategies including MI, shared decision-making, collaborative documentation, etc.
	

	Chart contains consistent outreach notes for missed sessions.
	[Not scored since this is the support staff’s responsibility]


	Persons that the client identifies as part of treatment/treatment plan (collaterals) are involved in client care and there is supporting documentation that demonstrates efforts to communicate/involve these persons in client tx as needed/appropriate and as authorized by the client.  
	

	**Clinicians are also providing tx to clients assessed to have a co-occurring substance use dx
Tx planning and interventions are consistent with and determined by client’s assessed stage of change
	

	When client is disengaged in tx, current circumstances and degree of risk are used as factors in assessment and method of re-engagement strategies. 
If client is discharged due to lack of engagement, a telephone encounter is entered into the record to demonstrate discharge.
	



Quality Cumulative Score:____________	        Cumulative Regulatory Score:______________

RECOMMENDATIONS
	Based on client’s diagnosis, documentation, and progress (or lack thereof), choose one of the following:

	☐ Client meets criteria for continued stay and would benefit from services at current level

	☐ Client meets criteria for continued stay at current level with recommendations

	☐ Client’s treatment should be changed to ________________ times per month

	☐ Client would benefit from alternate care/referral, such as ________________________________

	☐ Client is in need of alternate care but isn’t interested in receiving this recommended level of care

	☐ Client is no longer in need of care and should work towards termination/discharge

	☐ Client is eligible for discharge 

	COMMENTS:

REQUIRED CHANGES:

CLINICAL RECOMMENDATIONS:
 

Quality Cumulative Score:	        Cumulative Regulatory Score:



	QHP Completing Utilization Review

	Name: Anna Baker
	Title: Quality Assurance Specialist

	Signature: Anna Baker, LCSW
	Date:
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