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Objectives
• Identify documentation best practices at Housing Works
• Describe the purpose of documenting
• Identify & use examples to demonstrate the electronic health 

record(EHR) the program utilizes to document client encounters
• Discuss what is documented in the client record
• Identify important elements of a comprehensive intake process
• Identify essential elements required in a treatment plan & other areas 

of clinical documentation
• Describe the documentation process for effective progress notes
• Discuss creating effective discharge plans to support clients as they 

transition out of outpatient therapy



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

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

All documentation should be 
entered in the 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



Electronic Health 
Records

• IOS uses electronic health records (EHR) e-
clinical works (ECW) to document services 
delivery with clients.

• This is the same EHR where you can find 
documentation for other Article 28 clinic 
services, such as primary care, psychiatry, 
pain mgmt, etc.

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

• All documentation is expected to be 
completed and locked within 48 hours.



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, social worker, 
and any additional individuals 
present

• What/Why: issue/concern, 
reason for visit, task to be 
addressed, purpose; describe 
the service being provided

• Where:  location of service, 
client, clinician/provider, 
modality (telehealth/in 
person)

• 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 
Encounter

• Telephone encounters (TEs) are a 
way to have conversation between 
providers within the EHR & can also 
be used to capture administrative 
info that needs to be documented 
in the client record. 

• You  may also receive TEs from 
other HW providers so be sure to 
check your jellybean daily



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 patient look up 

• Primary search by last name, first name or Secondary 
search by Date of Birth
o If you know the Medical Record Number (MRN) you can also use 

that to search directly



Telephone 
Encounter

• From patient hub, Select "New 
Tel Enc"



If TE will be 
shared with 

provider, change 
assigned to to 
provider name

Document next 
step and 

remember to 
time stamp

Ensure Provider 
is a BH supervisor



Documenting 
The Intake 

Process



The Intake Process: Setting the stage

• 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....
oProvide a short description of your role and function within the organization 

setting
oShare 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

oDiscuss 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 help to 
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 

process and /or help with an identified referral



Intake Process cont.

• As part of initiating treatment, you will also want to 
oReview consents/intake packet & document in the progress note that 

consents were reviewed with the client

oObtain and review Release of Information (ROI) to collaborate with 
collaterals
oParticularly in IOS, collaboration with other treating providers is a focus & 

would be helpful to talk through with client the benefits of having full 
treatment team involved in their care

oRemind client that engagement in services is voluntary  



Intake process cont.
• Intakes are generally scheduled within 2-4 weeks of receiving the 

referral
• Those assessed as high risk must be scheduled within 5 business 

days
• If a client does not show for their intake appointment, outreach 

should still be documented
oBest practice: if referral source is known, referral source should be 

notified of the client not attending & may be able to assist with re-
engaging for a new appt



Consents



Consents
• In the first session,  provide informed consent of treatment, including limitations of confidentiality

• For majority of clients referred to IOS for therapy, they are already seeing another HW medical or psychiatric 
provider, so there are not new consents to complete/review for therapy

• The exception to this is we should be asking clients who they want to authorize disclosure of information to as 
part of their care

• 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 If you do review consents in client's Patient Docs folder, note that it should be absent of any blank/unsigned 
consent forms
o If not signed, please alert the Patient Service Representative &/or Health Center Director for correction

o Intake/consent packets are maintained by the operations staff

o If consents are completed through electronic registration, consents will be automatically added to the 
patient docs in eCW

o Clinician should include a note in the pre-admission note that the consents are in eCW folder



Third Party 
Authorization 
to Disclose 
PHI form

Also known as Release of Information 
(ROI) form



Authorization to Disclose PHI
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.

See HIPAA Disclosures 
training in LMS & Medical 

records release policy 
for more details



What's in the consent packet?

• Client registration form
• Notice of Privacy Practices + 

Consent for treatment form
• Client code of conduct
• Advance directives
• Advanced Beneficiary Notice 

(when applicable)

• Patient's rights/grievance form
• Healthix
• Psyckes consent

oOnly applicable to those who 
have Medicaid, Medicare

• Release of info form
o This is optional but should be 

completed for anyone client 
wants involved in care 



Intake 
Assessment



IOS Intake Process

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 
one 60-minute initial visit or two 
30-minute sessions. 

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



• Generally is a 2 Part Intake Process; can be completed in one, if able
o Intake/Comprehensive Assessment completed in first intake/visit and signed and 

submitted for approval by supervisor within 2 business days of appointment
o If it takes 2 sessions, you pull in what was completed in the first intake into the 2nd 

note; submit assessment in eCW to supervisor at once complete
• Client is admitted by the 4th intake appointment or completion of the intake 

assessment, whichever is first
o The completed intake assessment should be submitted to the supervisor within 

2 business days
o While supervisors do not have a specific timeframe for review/approval, supervisors 

should make an effort to provide feedback in a timely manner
o Keep in mind that your supervisor may submit edits for you to make & these must be 

done timely
• Note that due to more flexibility in IOS regulations, clients may or may not be 

admitted for care & may have up to 4 ad hoc therapy sessions

Key dates & factors



Referrals/Priority referral

• Most referrals will come from internal providers, case managers, & other HW 
programs. However, clients can engage in therapy in IOS w/o any connection 
to another HW program or provider

• Calls, walk-ins or referrals for services will be directed to the Operations 
Assistant or assigned supervisor who will screen for risk to assess if referral is 
categorized as a priority referral
o Recipients referred from inpatient, forensic, emergency settings or those at high risk are 

scheduled for an initial assessment within at most 5 business days. 

• For all referrals, an effort will be made to schedule the first intake appt for full 
60 min time slot. If schedule does not allow for that, two 30 min sessions 
will be scheduled, the first initial within a one week period.

• Source of referral should be captured in the progress note/intake 
assessment to document where client was referred from for care.



Priority admissions

• These are persons who are identified as required to be provided an 
intake appointment within 5 business days

• This assessment is determined by the Director and/or Assistant VP
• Priority admission are clients who were referred from...

o Are referred from inpatient hospitalization/treatment
o Are transitioning from an ACT team
o Are enrolled in AOT
o Were recently released from a forensic setting (last 6 mo)
o Are assessed to be at high risk
o Or anyone determined to be in urgent need by the Director and/or Assistant VP

• This should be documented in the intake assessment in history of 
presenting illness (HPI) section



Intake assessment

• You can search for the 
individual patient & find 
your appointment there. Or 
you can go to your panel in 
"Resource Scheduling" in 
eCW to select the 
visit/client that you are 
initiating the intake 
appointment with

• From encounter: right click 
> switch to "Classic" > 
select "View progress note"



Elements assessed at intake
• Presenting problem/history of present illness
• Mental health screening (PHQ9, GAD7) & hx
• Substance use screening (DAST, AUDIT, Fagerstrom) & hx
• Assessment of risk for SU & mental health
• Current Family and Social situation (patient/family current strengths, supports, and stressors; family 

and significant others social function, education history, employment history, finances, housing, 
culture, & language)

• Medical hx
• Family & social hx
• Cultural/religious info
• Justice involvement
• Concrete service needs (unhoused, benefits, food insecurity, case mgmt needs, etc)
• Mental status evaluation
• Collateral Information, when appropriate/available
• Patient DSM-5 diagnosis



Example of an Intake



Referral and Chief Complaint
Chief Complaint

 (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...I wanna see or 
understand what has me going through what I'm 
going through.“

• "Belinda referred me for therapy."

General HPI 
(History of Present Illness)

• Includes a prompt to include the following info in 
a summary statement

• Referral Source: Who referred the client and why.
• High Risk Status
• Demographics & Identification: Age, ethnicity, 

gender identity, pronouns, sexual orientation.
• Presenting Problem: Clinician’s impression of the 

issue.
• Context of Symptoms: Onset, duration, and 

triggers.
• Functioning Impact: How symptoms affect daily 

life, relationships, or health.
• Example of HPI

• Hispanic, 26-year-old cisgender, heterosexual male 
(he/his) who has presented for initial assessment for 
therapy referred by...for....).

• Kelly is a 38 y/o African American cis-gender woman 
(she/her) who identifies as heterosexual and is 
presenting for an initial therapy session after referral by 
their PCP."



Referral and Chief Complaint Cont’d

• Examples of Clinician's Impression of the Problem:
o “Client is a military veteran with a history of depression, anxiety, trauma, 

substance abuse, chronic homelessness, and incarnations . Client 
currently is seeking mental health service for additional support for his 
depression, anxiety, and to work through his past trauma history, and 
addiction. Client demonstrates insight into his mental health. Client is 
motivated for positive change.” 

o "Client demonstrates insight into need for treatment to manage PTSD sxs 
and for additional support in his recovery. Client is motivated to engage in 
ongoing psychotherapy to better cope with mental health sxs."



Documenting an Intake: Screeners
• At intake, you are required to complete a series of screeners to provide a 

snapshot of information that supports your clinical assessment & diagnostic 
considerations based on sx that are reported

• Important to know these are diagnostic tools & are used as supportive 
documentation of clinical assessment of sx that should be included in the 
assessment

• Required screeners:
o PHQ9 (depression)
o GAD7 (anxiety)
o DAST-10 (substance use)
o Fagerstrom (tobacco)

• Additional screeners that you may use:
o Columbia Suicide Severity Scale (CSSRS – suicidality)

 Note this available tool to support your assessment of risk & is not necessarily required
o MDQ (bipolar)



Documenting an Intake: Screeners



Medical history

• This section is exploring client's physical health hx & needs
• Medical conditions (any pertinent details & length of time)
• Prescribed medical medications

o Include dosages & reported adherence

• Are you engaged in primary care (within last 12 months)?
o If client is not engaged with a primary care provider and/or has not 

received a physical evaluation in the last year, want to work with client to 
refer them to a PCP, internally or externally

oRequest an ROI for any provider that is identified & include refusal of ROI 
if client is not willing or able to provide



Medical history



Social & Family History
• This section is exploring historical & current factors in these areas
• How does the client describe their family growing up? How do they describe the familial 

dynamics?
o Put as much or as little as client is able to provide. Want to specifically document any important, key relationships 

such as parents, siblings, etc

• Any known family medical/mental health/substance use diagnosis?
o It is okay to also include informal diagnosis of issues reported

• Describe your current familial relational dynamics (children, partners, etc)
• Any family/relational dynamic issues of concern for therapy (ACS, IPV, ruptures)?
• Educational background & highest level of learning/certification

o Select highest level of education from the list; are able to select more than one option if needed
o May also be a place where you capture goals related to education but there is a prompt for this later

• Any known learning challenges/disability? y/n If yes, expand with provided info
• Does the patient report any challenges with reading and/or writing?

o This question is assessing for any literacy needs that would need to be taken into consideration when providing 
forms/documents & may consider referral to resources to support



Social & Family History continued...
• What is the client's cultural/ethnicity identity? What role does this play in their 

life?
• What is the client's spiritual/religious identity? What role does this play in their 

life?
• Summary of work experience

o Include industries of work, challenges & successes in the work space
• Current voc/educational activities or needs:

o This can include goals they have in this area
• Where is the client currently living?

o Type of lodging, location, etc
• Who is the client living with? This can include any pet(s)
• Current income source(s)
• Client reported strengths & abilities

o May sometimes need additional prompting to support identification. Consider prompting 
with things they like about themselves, things they do well, achievements they have made

• Community resources & needs assessment (Hierarchical needs: food 
stability, housing stability, bills/arrears, safety)



Social & Family History



Behavioral Health Treatment
• Client identification & diagnosis (self reported, provider dx):

o Indicate what source the dx is coming from i.e. "Client was psychiatrically hospitalized in 
2020 & received dx of Bipolar I. Client does not agree with this assessed diagnosis."

• Symptoms as described by client
• History of sx (onset/length of time/frequency/intensity)

o This section may include more of your clinical assessment of sx. If it contradicts client's 
description of sx/presentation, be sure to include rationale/observations that support 
your assessment

o Areas you may want to specifically assess to support differential dx: sleep, appetite, 
energy & concentration levels, mood, interpersonal relationships

• Identify any experience of perceptual disturbances, psychosis, mania 
(past or current experience, onset, length of time)
o This may include info provided by collateral documentation from another provider or 

hospital visit. Be sure to include source document of info and that document is scanned 
into client's record for future reference.



Behavioral Health Treatment continued...
• History of substance use (substances used, route of administration/MAT/MOUD 

current/history)
o No matter the substances or patterns indicated, should specify whether you 

assess or not that the client meets the diagnostic criteria
o e.g. "Client endorses drinking ETOH 2-3x a month but does not endorse any impact on 

function or daily living. Client does endorse periodic use of cocaine which has negatively 
impacted work functioning and relationships and meets diagnostic criteria.

• Currently in any treatment program(s)
o Open text box to identify any outpatient or inpatient treatment client may have been involved 

with over course of their lifetime.
o Prompt for as much detail as possible

• Prescribed psychotropics – may also include previously prescribed rx, challenges 
with side effects, what was not/helpful for prescriptions

• Past BH treatment: Psychiatrist/psychologist/social worker/LMFT/substance use 
counselor

• Did patient consent to ROI for coordination with previous/current provider? y/n 
Include rationale of refusal of ROI if client is not willing or able to provide

Keep in mind that simply because someone endorses 
use of a substance, does not mean that they qualify for 
a diagnosis



Behavioral Health Treatment



Behavioral Health Treatment (Risk 
assessment)
• This section is still within the BH tx hx but the last set of questions 

zeroes in on risk assessment
o If risk is current or in the recent past (w/in 3 -6 months), must complete 

safety plan with client
• History of psychiatric hospitalization
• Any historical experiences of suicidal ideation/attempts 

(dates/frequency/method)? y/n If yes, provide details provided
• Do you have access to lethal means? y/n If yes, provide details & 

depending on risk assessment, may initiate discussion of how client 
can reduce access to lethal means

• Any historical experiences of homicidal ideation/attempts or 
assaultive behavior (dates/frequency/method)? y/n If yes provide 
details
o If client endorses current/active ideations with plan, consult with supervisor



Behavioral Health Treatment (Risk 
assessment)



Trauma History
• This section is structured towards the end of the assessment to have allowed 

for time to develop some level of rapport. However, you are able to assess this 
area (& any others) in any flow that makes sense for you & the client in front of 
you.
o Recommend documenting if client is willing to engage in conversation about trauma hx or 

if they may be more guarded
• This section explicitly prompts for physical, relational, & sexual violence. You 

may also explore any witnessed or experienced trauma in the following 
categories:
o verbal/emotional
o Community
o Immigration
o Elder
o Financial
o Combat/military
o Anything else the client identifies as traumatic for them



Legal involvement

• These are pretty straightforward questions assessing current 
involvement in the justice system

• Legal history (any arrests, charges, periods of incarceration
• Pending charges y/n If yes, provide details on current charges & 

court date. May also want to inquire if reports of their care may be 
required or requested by the Court 

• Current parole/probation y/n If yes, inquire about a ROI
• Current orders of protection y/n

oMay also include info of previous OOP
• Current attorney/public defender y/n If yes, inquire about a ROI



Initial goals for treatment

• Appropriate for admission? y/n
o If you are assessing no, rationale & clinical reasoning should be clearly 

documented
o Strongly recommended to discuss with supervisor before assessing not 

appropriate for tx
o If not appropriate, provide options &/or support for referral to appropriate level of 

care
• Schedule for treatment frequency

o Within IOS, this is typically every 2 weeks. May identify weekly, bi-weekly, once 
monthly

• Identified initial treatment goals
o Think of this as your informal txp outline. What are some initial areas 

client identifies as wanting to address or need support with over course of 
treatment



Example of last sections



Mental Status Exam

• On this page, you are documenting 
your assessment of the client's 
presentation in the pre-admission 
session(s)

• If the client's presentation is different 
across multiple pre-admission 
sessions, indicate the discrepancies 
in the comment box

• This may be a page that you do 
outside of your face-to-face time with 
the client



Mental Status Exam



Diagnoses



Diagnoses documentation example



Clinician Impression
• This is not formally prompted in the template but should be 

entered within the notes box in the MSE
• This is a summation of your key assessment areas/findings from 

the clinical interview
• Summarize any key risk areas, symptomology that supports 

diagnosis(es). This may also include:
oPossible therapeutic interventions client would benefit from in therapy
o If client has active substance use or wants this included, harm reduction 

focused intervention. Indicate if client endorses use and whether they are 
assessed to meet diagnostic criteria

oClient identified housing/social needs



Clinician impression



Required 
Signatures
• The clinician completing the intake 

assessment must electronically sign the 
assessment

• The supervisor will electronically sign 
when the assessment is final approved & 
this officially locks the assessment & 
indicates as completed

• If there is feedback/edits to be made, the 
expectation is that changes are made 
within 2 business days & resent to the 
supervisor review/approval



IOS Compliance Training Part II
Deena Smith, LCSW

Behavioral Health Compliance Manager



High risk admissions



High risk admissions
• For IOS, there are certain clients who may be assessed to qualify for 

priority access to treatment
• These populations are:

o Referred from an inpatient or emergency setting
o Referred by a priority who indicates the person at urgent risk due to SI/HI or may 

be at risk to harm self or others
o Acute psychiatric decompensation

• The initial assessment must be scheduled within 5 business days of 
referral

• Completion of intake in no more than 30 days or the first day that 
comes after the 4th session, whichever comes first

• May review this case with a supervisor & assess a need of referral to a 
higher level of care

• Note that risk is continually assessed throughout treatment



High Risk example



High risk/safety planning



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
• Job loss, etc

• Direct access to lethal 
means

• Exposure to suicide in 
community, social circles or 
the media

• Other Risk factors 
• Some cultural or religious 

beliefs



Mental health 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 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



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 Behavioral 
Health Orientation 

training for more info on 
Harm reduction & 

overdose prevention



Best practices for requesting HIPAAs while 
Safety Planning 
• Risk for harm to self, others and/or overdose
• While making safety plan, also make plan for activation

• “Who can I reach out to if…..I don’t hear from you X times…..If you miss X 
sessions without contact .”

• Obtain HIPPA for safety plan contacts if possible
• Safety plan contact should be relevant to potential scenario
• If client cannot identify emergency contact, discuss potential for wellness 

check

• Telehealth and Risk
• If client typically meets with you over Doxy and is high risk or decompensating, 

consider if client needs to be assessed or seen more regularly in person

9/3/20XX



Safety Plan

• In eCW, there is not a built-in safety plan. You can complete a 
paper version of a safety plan & add it to the "Patient docs" folder 
in the client's chart

• The version we tend to use is the Stanley-Brown
• Safety plans can be completed at any time in treatment & are 

meant to be living documents – meaning it is something you & the 
client can refer back to & make updates/adjustments, as needed

• Best practice is to also offer a copy to the client

http://chrome-extension:/efaidnbmnnnibpcajpcglclefindmkaj/https:/suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
http://chrome-extension:/efaidnbmnnnibpcajpcglclefindmkaj/https:/suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
http://chrome-extension:/efaidnbmnnnibpcajpcglclefindmkaj/https:/suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf


Documenting 
Progress 
Notes



Progress notes
• Your notes are a key element to documenting each individual’s progress, challenges, 

needs, strengths, and clinical necessity that supports continued engagement in 
treatment 

• Notes should be completed for any billable encounter that you have with a client
• Notes should be consistent with the individualized treatment plan & report 

advancement or lack thereof toward goals, symptom reduction & functional 
improvement

• Provide documentation to demonstrate that services are delivered as defined in 
the treatment plan that supports medical necessity & billing, including clinical 
interventions that are used

• Progress notes must be dated & signed by a clinical member of the clinical program 
staff

• Non-LCSW staff will need to have their notes co-signed by supervisor/LCSW
• Notes should be completed in locked in eCW within 2 business days

o Supervisors should make an effort to review & co-sign notes within the same time frame



How to create a progress note

• From resource scheduling view, right click 
on the appt for which you are looking to 
create a progress note 

• Select the "Classic" menu option > select 
view "progress note"

• This will open the progress note for the 
corresponding encounter

See eCW billing 
training resource for 

further details



Content of session
• Notes need to include the type of session (i.e., intake vs follow up) and how it was conducted (in person 

or telehealth)
• If you do the session by telehealth, you need to include:

• The type of telehealth (i.e., doxy, zoom, telephone)
• Where the patient is located for the session (i.e., their specific location and the state they're in)
• If the patient is in a potentially public space (like a park), document the conversation you have 

around potential risks to privacy and patient's consent, if they consent, to proceed with the 
session

• Who was present in the session

• The progress note should overall contain at least 3-5/7 sentences that discuss the overview of main 
content/goals discussed in session. The patient's treatment goal that is being addressed has between 
this session and the next session
• Example: Addressed patient's goal to reduce harm by reducing alcohol use
• Please note that you should periodically circle back to goals 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 strengths and resources that they are 

able to utilize to support them in addressing goals



Content of the session (cont)
• The therapeutic modality 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 patient's perception/response
• Example: Pt reported the deep breathing skill was helpful in 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 pt is activated

• Plan: Their next appointment date and any other next steps that may need follow up 
on



Example



Key areas to enter progress note data

• Reason for appointment should capture a quote from client that 
demonstrates chief complaint for the encounter
o You may also include a note about what the type of encounter it is i.e. "therapy f/u"

• General HPI 
• Mental status exam

o In the open text box under this section, this is where you type your main body of your 
progress note summarizing the context of the session

• Assessment – diagnosis(es)
• Treatment - diagnosis & ICP/Txp
• Telehealth questionnaire – must be completed only for telehealth sessions
• Note that medications are incl



Example Progress Note part I



Example Progress Note part II



Admin notes
• There is no formal administrative note in eCW. Admin notes are to be captured in 

telephone encounters (TEs) in eCW
• These notes are meant to capture any non-billable encounter or important information 

or event that is 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 part of a collaborative note or integrated into the 
next progress note with client

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



Admin note for outreach



Billing in eCW



Billing

• Billing is captured in the same EHR as the clinical documentation: 
eCW

• What's included:
oAll assessed diagnoses – both MH & SU
o Telehealth questionnaire for telehealth visits
oCPT/billing code
oAdditional modifiers
oSignature of clinician providing services
oFor non-LCSWs, a co-signature by an LCSW must also be obtained



Example 
of billing

Review further with your 
supervisor



Documenting Treatment Plans



Treatment Planning

Treatment planning is a collaborative process between clinician and the client: how they will work to develop a plan to 
address an issue or meet a need. The plan outlines a roadmap of how they will work together to help the client achieve their 
goals and objectives. The treatment plan includes a statement of the clinical problem, the interventions and room to 
measure client’s progress.

When developing a treatment plan it is important to consider the client’s strengths, their circumstances, and what they 
hope to achieve. It’s important to set goals using patient centered statements/goals that are measurable and adjusted as 
the client progresses in treatment.

Periodic review of the treatment plan keeps the plan accurate and up-to-date;  allows for adjusting the interventions by 
determining what is working ; the review may highlight areas of strength that can be used to increase positive outcomes in 
other less successful area; May uncover other barriers to treatment success that may not have been identified; offers 
opportunities to brainstorm areas that are a concern and create a plan for next steps.

Treatment plans are reviewed and updated every 90 days or the first encounter after, unless indicated for a sooner review.



Writing Effective Treatment plans

• In addition to what the client identifies, you may also consider incorporating  information from the 
intake assessment. Assesses the client's needs, set goals, and determines the most effective 
treatment methods.
o If the client is not able to participate in the development of the initial txp, you should use the 

intake to develop or recent progress notes for txp reviews
• Use client quotes of what they want to work on for their goals
• Important to also consider client's strengths & explore how those can be utilized in goal 

development
• Have measurable objectives to assess the client's progress. Use SMART goals to identify the plan to 

address the presenting problem or need. 
• Periodically review client's  progress and update the treatment plan as needed. This allows you to 

track progress, make changes to the plan as needed, and ensure that you are on track to meet your 
objectives. The review may offer an opportunity to brainstorm problematic area and 
make determinations for next steps.

• Adjust objectives if no progress in treatment



Treatment plans should include...
• A behavioral health, medical, & social service needs goal are the minimum goals that must be identified

o If client is not engaged with a primary care provider, part of treatment may include focusing on linkage to PCP
• Additional goals could be identified under each area. If identified, this goal must be explored over course of treatment

o Substance use may be an additional goal area
• Goals can also be deferred. A client may identify a goal they are interested in achieving but not willing or ready to work 

on it at this point in tx. If so, this can be a good opportunity to defer a goal. Reason for deferrment should be captured in 
the note and/or txp

• Objectives should be SMART and not continuously carried over
o Should not be carried over more than 1 review

• Goals & objectives should also include target dates & frequency of services (treatment schedule)
• Additional services, such as groups, should also be captured within txp
• Measurable discharge criteria
• Signature of client, if able to obtain

o If client is not able to sign, a note should be indicated in the progress note to specify why
o i.e. "Client participated in txp development via telehealth session on 8/21/24 and therefore unable to provide 

signature." 
• Signature of clinician
• Signature of supervisor



Creating a Goal Statement
• Clinical statement of the condition you expect to change
• The goal is tied to the assessment and presenting problem/issue
• The goals are written in a way that they are reasonable and achievable
• When reviewing goals, it may be helpful to explore the client's perception on progress or lack thereof on 

stated goals; explore if current goal could benefit from a slight adjustment to better setup the client for 
success in achieving the goal

• 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.
• Examples:

o Client will reframe negative self-talk and feelings of worthlessness as demonstrated in at least 3 consecutive 
sessions

o Client will remain abstinent from alcohol for 6 months
o Client wants to maintain medication (Wellbutrin 300mg, Vyvanse 30 mg, Naltrexone 50mg) to reduce cravings for 

methamphetamine so he can stay abstinent
o Client will identify 3 persons that they can outreach for additional suport during times of increased depression 

symptoms



SMART GOALS: 
Use SMART goals to identify the plan to address the presenting problem or need. SMART stands for Specific, Measurable, 
Attainable, Realistic, and Time

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 and must be clearly stated
• Objectives are the skills developed by the clients and when 

accomplished will result in achievement of long-term goal
• If a client has had an objective that has recurred for more than one review, it is 

recommended to adjust this objective to better capture where the client is in 
relation to that goal or readjusting the goal, if needed

• Examples of objectives:
o Client will identify 3 persons that the client can outreach for additional support during times 

of increased depression sx
o Client will identify at least 2 pros and cons of engaging in cannabis and its impact on the 

client's mental health
o Client will report adherence to psychotropic medications at least 4 days out of the week for at 

least one month



Discharge criteria • This should capture what the client will see/feel that 
indicates that treatment has been successful and they 
are ready for discharge

• Must be measurable
o Consider metrics that you and the client would easily be able to 

track and monitor over the course of treatment
o For example, if you are using percentages in your 

measurement, keep in mind how to track/monitor this 
progress, change

• This can be updated as you complete reviews if client 
identifies new parameters or adjustment to previously 
identified criteria

• Example: 
o "Client will be able to identify 3 coping mechanism to 

manage depression and consistently engage with them 
over a 3 month period."

o "Client will demonstrate adherence to psychotropic 
regiment 6 out of 7 days for a 6 month period."



Check your work
• Check your work before you have the client sign…

• Is your goal related to your assessment?

• Do you have at least one clinical treatment goal?

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

• Are your time frames reasonable and not just matching your authorization?

• 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?



Initial Treatment Plan

• Initial txp must be completed within 30 days of admission.
o Best practice is for the initial txp to be completed within the admission session or the first session after admission.
o Any client who transfers services from an internal sister clinic must also complete a new initial txp under the new 

clinic where they are engaging in services 

• Treatment plans can be submitted up to 30 days in advance of the txp due date. 
o  Treatment plans must be submitted to supervisor and supervising psychiatrist to review prior to or on due date to 

meet compliance standards.

• These goal(s) should be person-centered & connect to what is being addressed in sessions



Txp Reviews
• Must be minimally reviewed every 90 days or at the next 

encounter, whichever comes first
o This date is calculated from the date of the most recent txp 

that was completed

• Goals and objectives should be reviewed & updated at 
each txp review 
o If a client has had an objective that has recurred for more than 

one review, it is recommended to adjust this objective to better 
capture where the client is in relation to that goal or 
readjusting goal if needed.

• When reviewing goals with client, it may be helpful to 
explore the client's perception on progress or lack thereof 
on stated goals; explore if the current goal could benefit 
from a slight adjustment to better setup client for success 
in achieving the goal.

• Goals ideally are written in a way that are attainable for 
client to achieve some progress within the review period. 
This may mean that goals are written in small clear steps. 



Txp review example



Transfers between clinics



Transferring between 
our clinics
• Although HW has several types 

of mental health programs, they 
all operate as different programs

• If a client would like to transfer 
their care between either of 
these clinics, there is a slightly 
different workflow than the 
typical admission process



Transfers workflow
• No matter which program the client is being transferred to, the client record should include 

clinical justification for the transfer in a progress note or telephone encounter
• If you are transferring between A28 and IOS sites, the existing treatment plan may be used if 

there is documentation that it has been reviewed & updated, as necessary, within 14 days of 
transfer. You may want to update an intake assessment if it has been more than 12 months 
and/or if the client identifies significant changes in hx or sx since previous intake was 
completed

• Note that if the transfer is to an A28 site, there are additional requirements (referral, have a treating HW 
provider)

• If the transfer is from IOS to OMH/OASAS, the client will need to complete a new enrollment for 
the program they are being referred to (consents, txp, etc) 

• Note that someone cannot be in both IOS and OASAS & SU cannot be the primary dx in IOS
• The record should include documentation of communication with other consented 

service providers & other collaterals, if applicable; can be captured in an admin note (TE) 
or within documentation of conversation with client in a progress note

• Discharge summary - this currently looks like typing up the referring program, intake appt, 
summary of goals in tx in a TE 



Outreach & 
Collaboration



Outreach

• It's important that we support clients who may 
have difficulty with consistent engagement

• If a client is 5-10 minutes late for a 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

• If arriving late or missing appts appears to be a 
pattern, discuss & document addressing barriers 
to consistent engagement in tx



Best practices for requesting HIPAAs at intake
• WHEN do you ask?
• Explain WHY we ask for consent
• Explain WHAT the consent is for
• WHO is important in client's life/ 

healthcare?

• Remember, HOW we ask matters!
• Considerations with mandated clients
• Document when client refuses consent

9/3/20XX



Best practices for requesting HIPAAs at intake
• Is client enrolled in internal programs?

• Before creating assessment, check programs tab in eiCare

9/3/20XX HIPAA training 102



Best practices for requesting HIPAAs at intake
• Opportunities from assessment

• Have extra blank HIPAA’s on hand during assessment

9/3/20XX HIPAA training 103

Section Consider:

Referral/Chief Complaint Is client still involved with referral source?

Mental Health Tx History Collateral information, External Psych, other programs

Substance Use Tx History OTP/MTTP*, collateral info, if client is still enrolled

Criminal Justice Involvement PO, ATI, ACS, Lawyer

Family and Housing Shelter, emergency contact*, safety plan contact Housing CM, 
Health Home, HASA, supportive housing,



Documenting 
Discharge 



Discharge planning

o Discussion of discharge and discharge planning starts at intake and is an ongoing process

o Intake should document assessment for level of services and criteria for determining when the 
recipient may be ready for discharged from the program. 

o Across documentation starting from the initial treatment plan, ongoing progress notes, and 
treatment plan reviews, where appropriate, ongoing discussion determining when the client's 
goals have been met to the extent possible in the context of the program, and planning for the 
appropriate discharge of the individual from the clinic. 

o The discharge plan should reflect individual strengths and level of social support and address 
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



Potentially Ready for Discharge: 

Completion of Goals: The client has completed treatment goals.

Reduction of Symptoms: There has been a substantial reduction in the symptoms recorded in the client’s treatment plan and no significant hidden or new symptoms come to the fore. 

No longer benefit from treatment: The provider and client agree that continuation of treatment would not likely result in further improvement in functioning. 

AOT: Prior to discharge of service of an individual who is also enrolled in an AOT program, the provider notify the individual's case manager and/or relevant director/supervisor. 

High-Risk Requirements: Any client determined to be high risk will only be discharged after mobile crisis has been involved and/or other treatment providers involved in the care. 

Attendance: The client is not currently meeting the clinic’s criteria for continued care due to their level of engagement/attendance. Before discharge, the clinician or support staff will make 
at least three documented outreach attempts.

Alternative Care: It has been determined by provider and supervisor that alternative care is require. The client is referred to the appropriate level of care setting by the provider and 
discharged from the clinic. 



Documenting discharges

• Planned discharges: Summary is completed in the final session progress 
note by the treating clinician, including reasons for discharge, treatment 
course, risk level, and referrals.

• Unplanned discharges: Documented via telephone encounter by the 
treating clinician including same info specified above.

• Clients continuing with other FQHC services but ending 
psychotherapy: Discharge/referral should be documented in a telephone 
encounter.



Types Discharge
• Unplanned Discharge: If client is discharged 

due to lack of follow up or attendance. Clinician 
must ensure that there is documented 
outreach in client’s chart. At least 3 outreach 
notes are needed.

Planned discharge: I f  cl ient is  being discharged for 

any reason outside of being lost to follow up, a 

discharge plan/discussion should be documented 

within client’s chart.

~Best Practice:  Would be for cl ient’s  who are discharged 

due to loss of  contact,  a  discharge letter be mailed to 

cl ient informing them of their  discharge,  the process to 

re-engagin g in ser vices,  and referrals provided.
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