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Objectives
• Identify documentation best practices at Housing Works.

• Describe the purpose of documenting.

• Identify and use examples to demonstrate the electronic 
medical record program utilize to document client 
encounters.

• Discuss what is documented in client record.

• Identify important elements of a comprehensive intake 
process.

• Identify 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

• Create effective discharge plans to support clients as they 
transition out of therapy



Documentation Best Practices

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

Documentation should be 
completed and locked within 48 
hours after the encounter. 

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

Documentation should be clear, 
concise, and organized 

Good documentation ensures 
accountability, service 
improvement, and reimbursement 
for services rendered.



Electronic Medical Records

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

document scheduling of 
services & billing

Not every program uses 
the same E.H.R.; OMH –
e-icare; CONNECT – e-
icare; OASAS – e-icare; 

Article 28/IOS - ECW



Documentation in the Client Record/EHR



Documentation in 
the Client 

Record/E.H.R

• Documentation should 
address:

• who
• what, 
• when, 
• where, 
• how 
• And next steps



Documentation in 
the Client 

Record/E.H.R

• Who:  client; the social 
worker; any additional 
individuals present

• What/Why: issue/concern, 
reason for visit, task to be 
addressed, purpose



Documentation in 
the Client 

Record/E.H.R

• Where:  location of service, 
client, clinician/provider, esp. 
*telehealth

• When: date of service, time of 
visit, length/duration



Documentation in 
the Client 

Record/E.H.R

• How: intervention, modality 
and frequency

• Next Steps: plan of action 
next visit



Telephone Encounters (TE) in eCW



Telephone Encounters in the E.H.R

Telephone encounters: document communication with patient concerning 
treatment. Can range for a variety of reasons (follow-up, outreach, scheduling, 
information gathering).

Components of a Telephone encounter

Reason: IOS care coordination

Assigned: person for follow-up

Provider line: Change the provider to the behavioral health provider 
(e.g. remove Dr. Vaty and then Put Jeremy Douglas)

Summary of conversation

Next step

Time stamp



Components of a 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 Encounter

• Select New Tel Enc



Documenting a Telephone 
Encounter

• Select patient look up 

• Primary search by last name, 
first name or Secondary 
search by Date of Birth
o If you know Medical Record 

Number (MRN), you can also 
use that to search directly



If TE will be 
shared with 

provider, change 
assigned to and 
replace provider 

name

Document next 
step and 

remember to 
time stamp

Ensure Provider 
is a BH supervis

or



Documenting a Telephone Encounter

• Completed 
Telephone 
Encounter



Documenting The Intake Process



The Intake Process 
• Initiates the treatment 

process

• Connects to your 
treatment plan 

• Connects to progress 
notes



The Intake Process: Setting the Stage

Through the intake and engagement process, 
the social worker 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…
• Provide a short description of your role and function 

within the organization setting
• Share information about confidentiality, the helping 

process, the type of treatment services offered 
and expectations for entering services and the program



The Intake Process: Setting the Stage 
cont’d

The information obtained during the intake process will 
help to formulate the assessment

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

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

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



The Intake Process: Setting the Stage 
cont’d

As part of initiating treatment, you will also want to 
• Review Consents and document in the progress note that 

consents were "reviewed and understood" by the client

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

Remind client that engagement in services is 
voluntary  



The Intake 
Process: 
Consent 

Forms

• Since A28 therapy is part of the medical clinic, there 
are not any additional consents to be completed when 
someone is enrolling therapy

• At the completion of referral from A.28 Primary Care or 
Psychiatric Provider, with prescribed sessions noted, if 
the patient is appropriate for service, they will be 
scheduled for an initial appointment 

• 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/eCW #)

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

o If not signed writer "void" across the consent

o The only additional consent form you may be adding is 
a ROI



Third Party Authorization 
to Disclose PHI form

Also known as:
• Release of Information (ROI)
• Or HIPAA form



Third Party Authorization to 
Disclose PHI form

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

than 10 calendar days.

• Patient must complete the Authorization for ROI 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

• initial 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, or the form is INVALID

• Patient information should only be released by the Patient Care Coordinator, Med Record 

Coord, or Health Center Director by hard copy, PDF file transmittal, or electronic fax, 

adhering to the records request workflow.



The Intake 
Process: 
Content 

Demographics

Reason for Treatment:

History of the Problem:

History of Mental Health Treatment/Hospitalizations

History/Current Substance Use:

Current & History of Medical Issues

Family & Social History:



The Intake 
Process: 
Content

Educational and Occupational History:

Current Living Situation:

Legal/Forensic Hx:

Interests/Hobbies/Strengths:

Mental Status Exam and Risk Assessment:

Screeners:

DSM 5 Diagnosis

Case Summary



The Intake 
Process – 

Best Practices 
for Clinicians

• Intakes must be written up and submitted for 
review to a supervisor within a prescribed 
number days of a client’s initial appointment 
/interview* 

• 2 business days after the intake  interview

• All intakes must be fully completed 
(signed/cosigned, and reviewed by supervisor) 
within

• 5 days of interview

•  Intake must include a DSM5 –TR diagnosis or 
ICD 10 code along with 
recommendations/initial plan for treatment

• Ensure any  authorization forms have been 
completed & added to the chart.



Article 28 Intake Process



Article 28 Intake Process

Client meets criteria for services by:

Receiving Primary Care or Psychiatric Services at 
Housing Works FQHC

Presenting with some Mental Health Issue as 
reported by Primary Care/Psychiatric Provider

Client is referred to treatment often 
by medical/psychiatric provider

Warm Handoff from referring provider – including 
prescribed psychotherapy visit in care plan

Front Desk Scheduling – per directive of provider

Warm Handoffs from care managers – provided the 
above criteria for admission is met

ECW Referral



Article 28 Intake Process Cont’d



Article 28 Intake Process Cont’d

Referrals are scheduled for intakes 
within 2 weeks – 30 days of initial 
contact/referral from provider

If client is deemed High risk 
intakes are scheduled within 5 
business days of screening date*

Intakes can be scheduled as either 
1 60-minute initial visit or 2 
sessions of 30-minute initials. 

If referrals cannot be scheduled 
within 30 days, clients will be 
provided with alternate scheduling 
options – at another site -  or be 
placed on a waitlist



Article 28 Comprehensive Intake Focus Areas

Screening for 
dependence on 
alcohol or other 

substances

Assessment for 
Risk

Presenting 
Problem

Current Family 
and Social 
Situation

Mental Status 
Evaluation Medical History



Article 28 Comprehensive Intake Focus Areas

Screening for 
dependence on 
alcohol or other 

substances

Assessment for 
Risk

Presenting 
Problem

Current Family 
and Social 
Situation

Mental Status 
Evaluation Medical History



Article 28 Comprehensive Intake Focus Areas, 
Cont’d

Psychiatric History

Substance Use 
Screening /Referral to 
Harm Reduction SU 

Focused Program

Screening for Mental 
Health using PHQ-9 

and GAD-7

Collateral 
Information, when 

appropriate

Patient Diagnosis 
following DSM 5 and 

ICD-10 – primary 
diagnosis being a 

mental health 
diagnosis

Legal Forensic 
Involvement/Current 

ACS/APS issues



Article 28 Intake Process, Cont’d

Identify Support and 
Ancillary Providers for 
coordinating collateral 
service

Obtain consent for 
collateral 
communications (this 
includes mandated 
providers along with 
ancillary providers)

Ensure all forms are 
completed and signed by 
client– consent, privacy 
policies etc.

Offer client a copy of the 
intake package and 
document if they accept 
or decline

All intakes are 
submitted for review to 
the Director/Supervisor 
within two business 
days of completion



Diagnoses

• Diagnoses should be consistent across all 
documentation

• At intake, you may still be fully assessing the 
DSM diagnosis and may find it helpful to pull in 
previous diagnoses from current/previous 
psychiatric provider or previous therapist. If you 
pull in a diagnosis from another provider, 
indicate that you have pulled in previous dx and 
from whom next to the diagnosis

• Whenever there is a diagnosis change during a tx 
episode, the content of the progress note must 
include symptomology that supports the change 
and/or addition of the diagnosis



Documenting 
Intake in the 
E.H.R















Risk Assessment



Risk Factors: Suicide
• Distal Risk Factors – Chronic and 

longstanding risk factors
• Demographic factors- death by suicide, 

previous suicide attempts (past year, past 
3 months), psychiatric hospitalizations

• Family hx of suicide or violence
• Adverse childhood experiences 
• HX of Psychiatric Illness & symptoms – 

Major Depressive Disorder, Bipolar 
Disorder, Schizophrenia, Substance Use 
Disorders, Eating Disorders, 
Posttraumatic Stress Disorder, Borderline 
Personality Disorder) (Suicide Prevention 
Resource Center, 2018)

• Chronic Pain

Proximal Risk Factors- acute or 
current factors that identify more 
imminent risk

• Current and active 
psychiatric sxs

• Current substance use
• Stressful life conditions

• COVID -19 Pandemic
• Direct access to lethal 

means
• Exposure to suicide in 

community, social circles or 
the media

• Other Risk factors 
• Some cultural or religious 

beliefs



MH risk factors

Routine Follow-Up to 
continually assess MH Risk 
Factors

Identify any discrepancies in 
assessments , for e.g. PHQ 9- rendorse 
SI but denies in general intake

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

Safety Plan Creation and  
Reassessment

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

See the Behavioral 
Health Orientation 

training for more info on 
Suicide risk & safety 

planning



Warning Signs & Protective Factors

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



Factors 
Contributing to 
Overdose Risk

• Recent Use of Opioids/Other 
substances high potential for 

overdose (Within past 12 
month period)

• Past Hx of overdose
• Health and Life Stressors:

• Any personal factors : explore 
and solicit from the individual

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

See the Behvioral 
Health Orientation 

trainig for more info on 
Harm reduction & 

overdose prevention



Documenting 
Treatment 
Plans



Treatment Planning: The Process

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: The Process

Includes the interventions by clinician, modality of treatment, frequency and duration

Is ongoing/ not static.; allows for adjusting the interventions/objectives etc. 

The initial treatment plan must be completed within 30 days of admission session

Treatment plan reviews are expected to continue to track progress and changes***

Plans are updated: every 90 days, change in diagnosis, increase in frequency, change in 
goals/life events



Writing Effective Treatment plans
• Treatment plan connects to the Intake .
• Use client quotes of what they want to work on for 

their goals.
• Be detailed about the interventions you will use.
• Add a timeframe to the goals stated.
• Have measurable objectives to determine the client's 

progress.
• Periodically review client's  progress and update 

treatment plan as needed.
• Adjust objectives if no progress in treatment
• Use SMART goals to identify the plan to address the 

presenting problem or need. 



Identifying the Problem/Problem statement

Identify the 
problem based on 

information from the 
assessment

Identify the most acute/ 
troubling problem that 

affects the client's level of 
functioning

Identify what is most 
important for the client, 

what  they want to address

The problem statement 
should be related to 

the client's diagnosis or 
their presenting 

concern



Creating a Goal

• 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. 

• If you can see the client do something (i.e.-
complete a journal entry, attend AA, etc.) then 
it is an objective.
• If you can’t see a client do something (i.e.-

reduce anxiety, accept powerlessness) it is a 
goal.



Goals

For A28, must include at 
least one goal around 

behavioral health

Must also include a medical 
goal and social service 

needs goal

If client is not interested in 
addressing either of these in tx right 
now, these can be changed to 
deferred goals until client is ready 
to address

A SU goal may be added if client 
would like to be a part of their tx; 
however, SU cannot be the main 

focus of tx

If SU is a main focus of tx, client 
would benefit from referral to one 
of the other treating programs

Goals should be regularly 
updated/reviewed when 

reviewing objectives at the 
90 day intervals



SMART GOALS
Make objectives

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 Objectives

• Objectives are what the client will do to meet the goals
• Must be stated in behaviorally measurable language
• Objective must be clearly stated
• Objectives are the skills developed by the clients and when 

accomplished will result in achievement of goal(s)
• Each objective should include a target end date for completion



Interventions, Modalities, Frequency

“Interventions are 
actions of the clinician 
designed to help the 
patient complete the 
objectives.” Perkinson, 
R.P., & Jongsma, A.E., 
(1998)

• What you do, as the 
clinician, to help the 
client complete/meet 
the objective. 

Includes the frequency 
of intervention as well

• Should also be written 
in a measurable way 

• Services can be 
considered a form of an 
intervention (IOP, case 
management, 
outpatient, peer 
services, etc.). 



Risk Assessment 
in Treatment Plan

• No risk: have a general risk 
statement

• Client does not currently present with significant 
risk

• No major risk factors observed or reported by 
client

• Risk: Identify level of risk and for 
what and possible factors present

• Client presents with ______ (low/moderate/high) 
for _____________ 
(suicide/homicide/violence/relapse or other –and 
then name this) as evidenced by __________ 
(ideation (passive/active), plan, intent, means 
etc.)

• If risk is present create a safety plan
• Identify that client received a copy or that they 

declined etc.



Understanding the Client

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

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

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

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.



Review The 
Treatment 

Plan

• Is your goal related to your assessment?
• Do you have at least one clinical/ medical/social 

service treatment goal?
• Are your objectives SMART and do they relate to the 

goal?
• Are your time frames reasonable?
• Have you described your interventions in a way that 

accounts for the good work you are doing?
• Do you have more than one goal that accounts for 

the needs of the client (treatment, case 
management, etc.).

• Is the treatment plan signed?



Sample treatment plan
PROBLEM Drug/Substance use has caused problems 

in the client’s life, most notably negatively 
impacting his relationship with his 
children.

“Using drugs has caused too many 
problems in my life and is affecting my 
relationship with my kids”

GOAL To reduce or stop drug use and decrease 
experiences of relapse “

“I want to stop using drugs and figure out 
how to not relapse anymore” 

OBJECTIVE #1 Client will write/outline a detailed substance 
use history

Date established: 3/9/24
Targeted Completion: 6/9/24

OBJECTIVE #2 Client will identify 3 triggers that will lead to 
relapse

Date established: 3/9/24
Targeted Completion: 6/9/24

INTERVENTION Clinician will support client in creating a 
detailed outline of his substance use hx
Clinician will provide psychoeducation on 
triggers and high-risk situations 

Modality: individual sessions (/ group/ 
couple etc.)
Frequency: Weekly ( biweekly, monthly 
etc.)
Duration: 6mths /12mths

MEDICAL NECESSITY & 
REASONS FOR 
DISCHARGE

Treatment is medically necessary to 
decrease the impact of substance use and 
improve daily functioning

Client will be discharged when treatment 
goals are attained or client chooses to 
withdraw from treatment…



Article 
28/IOS ICP



Treatment Plan 
Update: 
Documenting 
Change/Progress

• Important to document 
progress in treatment 
plan updates

• Progress must be clearly 
connected to objectives

• Document progress in 
behavioral terms 

• Article 28 Plans (ICP’s) 
are updated every 90 
days



Article 28 Treatment Plan in ECW- The Integrated Care 
Plan (ICP)



ECW Billing



Billing

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

What's included:

All assessed diagnoses
Telehealth questionnaire for telehealth visits

CPT/billing code
Billing note to "See eiCare for progress note"

Signature of clinician providing services



Example 
of billing

Review further with your 
supervisor



Documenting Progress 
Notes



Progress Notes

• 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.

•  Continues the connection from 
intake and treatment plan



Progress 
Notes Cont’d

• Progress notes must address:

o advancement toward goals, identified barriers to progress

o symptom reduction

o functional improvement

o Identify the services provided (consistent with the 
Individualized Treatment Plan

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

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

o Include duration/time of services rendered
o Dated and signed by a clinical member of the clinical 

program staff

o Dually signed by supervisor



Progress Note Cont’d

A. Progress notes must 
include, at a minimum:

A summary of services received after the last 
progress note;

A description of the progress made toward the 
goals identified in the individualized treatment 
plan subsequent to the last progress note; and

Identification of any necessary changes to the 
treatment plan and services related to such 
changes.

B. Progress notes must be 
completed, at a minimum, 
after engagement with the 
client

C. A progress note must also be 
completed for any significant event 
and/or unexpected incident. ***

Suicide Risk, 
Increased 

frequency of 
session,



Types of 
Progress 

Notes

SOAP 

• Subjective
• Objective
• Assessment
• Plan

DAP
• Data
• Assessment
• Plan

BIRP
• Behavior
• Intervention
• Response
• Plan



Types of Progress Notes - Other Styles

Reflection 
Based

Results 
Based/Goal -

Oriented

Motivation 
Based 

Positivity-
Based Skills based Relationship- 

Based



Group Progress Notes
• Group Summary: Group name + 

purpose/goal; facilitator(s); # of clients; 
themes/topics discussed; outline of session; 
interventions(skills etc.); time started and 
ended

• Individual summary: individual note template 
+ focus on client’s group interaction, client’s 
role as a part of the group dynamic, client’s 
participation in connection to goals and 
objectives

• Signature and Date



Other Notes: 
Collateral 

Contacts/Case 
Conferences

• Best Practice: can be beneficial for 
treatment especially for complex cases

• Provides a more holistic treatment 
process

• Can occur with any other 
treatment/service provider: PCP, Psych 
Provider, Case Manager, Housing 
Specialist etc. 

• Some programs require collaborations 
with specific providers, e.g. OMH – if 
client is on psychiatric medications, 
then collab with Psych provider must 
take place etc. 



Other Notes: Collateral Contacts/Case 
Conferences

• Recorded in E.H.R. – may have specific 
coding/billing depending on program– case 
management, complex care management etc.

• Attendees: Include all attendees and role in client’s 
care; date and time and location

• Content: Focus of the Contact/case conference; 
symptoms or problem areas

• Goals/Objectives of Collateral/Case Conference
• Identify how this connects to client’s 

care/treatment plan

• Plan: Action Items- note if there is follow-up by each 
participant? 



Article 28 
Progress Note

• Any contact with client including 
outreach will be documented in 
the client’s E.H.R.

• All Article 28 case/progress 
notes will be completed and 
signed within 2 days of the client 
contact/session.

• Each progress note should 
address the patient’s treatment 
goals and objectives and 
document clinician intervention. 



Example of 
Article 
28/IOS 
Progress 
Note



Example of 
Article 
28/IOS 
Progress 
Note



Documenting Discharge 



Discharge 
Note/Plan/Summary

A discharge note is provided at the end of a client’s 
treatment process
• Confirms the termination of this specific treatment process
• Important standard of care

Provides a summary of the client’s treatment process

Is given on the conditions outlined at intake among 
other reasons for discharge
• Mutual ending of treatment
• Client termination of treatment
• Client non-return to treatment
• Lack of response to outreach etc.

Helps with the continuity of care (for client, for other 
providers etc.)



Discharge Note/Plan/Summary

• Client Demographic Information
• Date Treatment Began
• Date of last contact: 
• Date of Discharge
• Reason for Discharge:
• Overview of treatment: Reference treatment plan goals and 

objectives
• Client status at discharge:  Include risk status as well
• Follow-Up Recommendations:
• Notification of discharge: 



Discharge Note/Plan/ Summary  
Best Practices 
• Reflects individual strengths and level of social support 

• Addresses psychiatric, substance use disorder, chronic 
medical, and social needs - as well as consider all available 
services in the particular community. 

• The plan should also address relevant concerning information 
obtained from collateral sources of information.

• As a best practice, all clients should have a confirmed, 
scheduled appointment for psychiatric aftercare with an 
identified provider within seven calendar days following 
discharge.  

• Offer information about treatment resources significantly 
increases rates of successful care transitions, even among 
clients who decline referral



Discharge Note/Plan/ Summary  
Best Practices 

• Each plan should include the names and phone numbers 
of people that the member can call for help, including 
local crisis services and toll-free hotlines.



Article 28 Discharge Summary/Note in ECW

FOR ARTICLE 28/IOS :  ENTER A 
TELEPHONE ENCOUNTER IN E.H.R. 
DOCUMENTING DISCHARGE

REASON – DISCHARGE 



Example of 
Content for a 

Discharge 
Note

• Client is psychiatrically stable, engaged in psych care, and is low risk for psychiatric hospitalization, self-harm, 
or problematic substance use. Client was referred to OMH at West 48th St Clinic and scheduled for intake with 
Isabel Lodge on 10/7/24.

•

• Discharge Summary:

•

• Behavioral Health:
Improve house cleaning and reduce clutter; reduce anhedonia
Objectives: Increase frequency and time of cleaning from 0 to 2 hours to 2x a week; play bass guitar at least 4x 
per week; increase physical activity with physical health goals; identify at least 3 triggers and coping strategies.
Partially met: Client did well with taking walks as coping strategy but limited insight into other triggers or coping 
strategies. Client did not meet objective with cleaning/decluttering but spent one or two times doing so in course 
of tx. CT went through periods where he had depression and sleep disturbances and some periods where he was 
doing better. Client also was often successful with bass playing but also went through periods where he was 
depressed and did not play at all. Client is now playing bass again.

•

• Medical
Gain 20 pounds
Increase meal intakes from 1-2 to 2-3; 2-3 walks per week for 1 mile.
Goal partially met with weight: Client gained some weight, approximately 6 pounds but continued to eat 1-2 
meals a day.
Goal met with walking.

•

• Maintain stability for housing and food security; explore schooling option
Objective to recertify HRA benefits and SNAP as needed; explore in sessions at least 1x every 3 months 
decisional balancing around schooling
Goal partially met. Client navigated difficulties with care manager with HRA benefits, especially rent, and 
showed good self-efficacy and remained housing and food secure with recertifications as needed. Partially met 
with exploring schooling; writer and client explored this on occasion but not every 3 months due to change in ICP 
review frequency.

• has context menu



Summary



Summary

• Documentation is an ongoing aspect of the 
client’s treatment process

• All aspects of documentation should show a 
connection between each section, intake, 
treatment plan, progress notes, discharge – i.e. 
golden thread

• Documentation (accurate and comprehensive) 
supports the patient’s treatment goals

• Is necessary for billing
• Crucial aspect of ethical practice and rick 

management



Summary 
Cont’d/

• It is mandatory to document all client contacts, assessments, and the 
delivery of services.

• Clear, concise, and organized documentation reflects the hallmark of 
quality social work services and often serves as the mode of 
communication between a social worker, other professionals and clients

• Documentation must reflect an accurate account of services. All 
encounters with clients must be documented in electronic health record 
ECW/Eicare.

• A comprehensive intake process set’s the foundation for the continued 
documentation process. as The information obtained during the 
intake process will help to formulate the assessment

• The goals and objectives identified in the client’s treatment/ service plan 
are connected to the assessment and problem statement

• Progress notes are a key element to recovery. Each individual’s record must 
contain progress notes that are reflective of the individual’s progress 
towards their goals and objectives.

• Provide an ongoing record of the client’s progress toward his or her goals; 
and

• Progress notes must be completed, at most, within 48 hours of engagement 
with the client
 



Summary 
Con't

• Before completing a discharge from the program, ensure 
that there is documented outreach in client’s chart. At 
least 3 outreach notes are recommended.

• A discharge summary is also required within 3 days of 
discharge from the program.

• The discharge plan should reflect individual strengths 
and level of social support  psychosocial 

• Discharge summaries/plan should include information 
about treatment resources even for clients who decline 
a need for it. 
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