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DOCUMENTATION POLICY

Documentation is required to be completed by administrative and supported living staff for various purposes and at
various times. It consists of the administrative information required by APD and data collected by staff in the course
of working with individuals.  Administrative information includes but is not limited to hiring information, forms,
management plan, and policies.  Data collected by staff includes but is not limited to service logs, notes, other
information as it pertains to an individual.  All information is subject to review by APD, Delmarva, and AHCA and is
ultimately used to assist in providing quality services.

Documentation must be completed promptly, accurately, and turned in on time.  Documentation may NOT contain
scratch outs, scribbles, doodles, white-out, erasures.  Documentation must contain language that is objective, clear,
concise, and accurate.  It should not contain personal opinions.

Documentation begins before a new client starts services.  The Reference Guide contains 1 copy of all the required
materials staff need to work with any client.  Blank forms are also included.  Staff make copies of all the required
paperwork as needed and in some cases 2 copies of completed paperwork are needed, 1 for filing and 1 to give to
the WSC.

Reviews are done quarterly and annually to update information about the client.  During the Intake, Annual, and
Quarterly reviews, The Intake - Annual - Quarterly Checklist is used to ensure all areas are covered.

During Intake, forms are used to assist staff in pinpointing the clients needs, wishes, and goals and also his health
history, strengths, and weaknesses.  Interviews with the client may occur prior to the client starting to ensure there is
a good match between the client and the services provided.  Client demographics, medical information, and a variety
of topics are covered during intake and then annually and/or quarterly thereafter.

The Annual Review covers the previous 9 months of the client’s current support plan year and the last 3 months of
the previous support plan year and provides a comprehensive overview of the client’s goal progress as well as other
information about the client.  This Annual Report is due each year during the 3rd Quarter.  The Annual Report
consists of all of the items shown on the checklist.

The Quarterly Review covers 3 months prior to the actual meeting with the client and WSC.  Each quarter review is
based on the individual client’s Support Plan Effective Date (the month the support plan begins).   The Quarterly
Review includes a summary of activities and progress the client has made on his goals.

Person-Centered Planning is an approach used to assist the client with using his own capacity and potential for
constructive action to realize his goals.  Staff act as facilitators rather than directors, offering respect, acceptance,
and understanding to the client to help empower him to realize his own potential. This approach is used when
working with any client, particularly when planning for annual goals and working on goals from the individual’s
Support Plan.

Staff plan with the client what he wants his goals to be, how he will work on the goals, which staff and how staff will
help, time limits and frequency for each goal, how progress will be assessed, and how the client will know he has
accomplished his goal.  For each goal, a plan of action is developed:
u Performance - what the client will do (activities, tasks, etc) to work on the goal
u Strategies/Assistance - what staff will do to help the client to achieve the goal
u Training Method(s) - most appropriate for the client and the goal (demonstrate, verbal prompts, physical
prompts, repetition, explanation, pictures)
u Frequency - how often staff will provide help/support the client
u Time Limit - how long the client wants to work on the goal/when he should be finished
u Assessment  - how progress will be measured, including how the client will know he is making progress on the
goal, his satisfaction with the goal, and the projected results of the training

When the person-centered planning is complete, the goals are written on the Annual Summary and provided to the
support coordinator to use when writing the Support Plan.  The Person-Centered Planning may then be used to
develop the Implementation Plan once the Support Plan is received.  If the goals on the Support Plan are not the
same as the goals the client decided on during his person-centered planning, a Support Plan Update is provided to
the WSC to ensure the Support Plan reflects a person-centered approach, driven by the client.  This Support Plan
Update is also used throughout the individual’s support plan year to track goal additions, deletions, and completion.
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The Topics/Charts has 3 components: The actual topics for each area covered, a page for signatures, and the
charts for Grievance Procedures and for Rights and Responsibilities.  Copies are provided to the individual and/or
guardian, if requested.  Areas covered include:
* Rights/Responsibilities/Choice * HIPPA * Due Process
* Emergency Procedures * Grievance Procedures * Circle of Support
* Key Authorization * Financial Authorization * Staffing Authorization
* A Functional Community Assessment to determine the individual’s abilities and needs is completed on Intake
and Annually thereafter.

A Reporting Measures Chart and a Rights, Responsibilities, & Choice Chart are provided to the individual which
should be posted or available in the individual’s home.

The Status/Medical Update provides current information about what the client is doing, working on, and interested
in as well as current medical information, including medications, appointments, and health care providers.

The Health, Safety, & Housing Checklist  is a checklist to update any safety and housing issues and the client’s
general health.

The Individual Financial Profile (IFP) is used to identify the client’s financial situation.  It is done on Intake, prior to
the client moving into supported living, and annually thereafter based on his Support Plan effective date or when the
client’s situation changes (he goes into debt, he moves, etc).  It is recommended that the IFP be done every Quarter
because a client may experience financial difficulties in a very short time.  If the SLC does not keep on top of the
financial situation, doing the Profile once a year may be too late to identify or recover from financial problems.

The Implementation Plan/Transition Plan is written based on the goals from the client’s Support Plan.  A
Transition Plan is used when a new client starts in order to get the client started.

Service Logs provide documentation of each contact hour staff works with a client.  The Service Log is composed of
5 parts:
Identifying In formation, Goals, Contact Log, Casenotes,  and End-of-Month Summary.
1- The Identifying Information specifies the client (name, medicaid number), the staff, the service being provided,
and service limitations. 
2- Client goals are listed by number from the Support Plan or as updated on the Support Plan Update.
3- The Contact Log provides documentation of each contact hour staff works with a client for a specified period of
time, usually covering 7 days.  The Contact Log includes the date staff works with a client,  if discussions or activities
occur during each contact (topics include rights, responsibilities, HIPAA, choice, social inclusion, security, social
roles, dignity, respect, health, safety, abuse, conflicts, satisfaction), when appointments or quarterlies occur, and
when goals are addressed.  Areas marked must match the casenotes.  Staff time in-time out, # of clients worked,
hours and quarter hours worked with are also specified.  For IHSS, the Contact Log includes whether the client was
home, accomplished a typical routine, and wake up/bedtime and if staff did overnight monitoring.
4-The casenotes include documentation of everything staff does, what supports are provided, what the results of
contact with the client are, and plans for what’s next.  There are two parts to the casenotes depending on what
activities are worked on at any given time:
1) general tasks and activities that are not goal-related for the specific client
2) goal-related tasks and activities where the client is working toward accomplishing a specific goal

To summarize non goal-related contact, staff should answer the questions Who (who provided support in
addition to you), What (what support was provided, what did the client do, what did staff do), When (times of
service - exact month, day, year, and contact hours),  Where (location of support).  

In addition, to summarize goal-related contact, staff must show Who (who helped with the goal), What
(what staff did to assist or support the client and what the client did toward accomplishing his goal), When
(when the support was provided), and Where (where the service was provided).  Staff should also show
whether the client is satisfied with his goal progress and what he plans to do next.

A Weekly Goal Progress is not required, but can be included at the end of each week.  This would include a
summary at the end of each week about the client’s progress toward completing each goal worked on during the
week, describing what the client and the staff did and what was accomplished toward progress on the goal which
may include the client’s own statement and satisfaction about the goal and staff comments and observations.
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5- The End of Monthly Summary is a summary of the month’s non-goal related activities, meetings, appointments,
problems, decisions/choices made, new things learned, talk/action about rights/responsibilities, etc.  A summary of
the month’s goal related activities and client’s progress toward completing each goal (a summary of  the weekly goal
progress section).  This summary can be used when writing the Quarterly/Annual Report.

Other items filed in the client’s casebook annually or if the client’s situation changes include:
* Lease/Deed
* Guardianship Papers/Living Will/Health Care Surrogate Papers
* Medicaid/FS/SS/Rep-Payee
The SLC is responsible for ensuring copies are provided to the office for filing.  Medicaid, Foodstamp, Social
Security, and  Representative Payee reports and updates must be done on a timely basis, when required.

The Spa Form provides authorization for each service provided to the client.

The Support Plan is written by the WSC after a meeting with the client and after having received the Annual Report. 
It identifies personal information about the client and also specifies the goals he will work on for his support plan
year.

I have read and fully understand the Documentation Policy and agree to follow its dictates.

                                                                                                                                       
Staff Signature Date


