
GENERAL GUIDELINES FOR DOCUMENTATION OF CLIENT SERVICES
Purposes of Appropriate Client Services Documentation

Some key purposes of client services documentation are:

1. to document professional work - to record what was done, by whom, to whom, when, where, why and with what results; to document assessment of needs, treatment/services provided and the plan of action; 

2. to provide continuity of care by the agency - to record meaningful information that the staff can rely on later to refresh their memory, the client’s response to treatment/services, problems experienced, key facts about the client, etc. 

3. to serve as the basis for subsequent continuity of care by other providers (i.e., for shared clients) - to provide meaningful data regarding the client’s services/ progress, service planning/goals and problems in services to providers who serve the client in the future so that they may have sufficient data based upon which they can provide continuity of care/services to the client; 

4. to provide risk management and protection for the agency - documentation of professional decision making, problems encountered in working with the client, supervision/consultation obtained, professional response to crisis and other special situations; documentation that will support the adequacy of the assessment, the appropriateness of the treatment/service plan and the application of professional skills and knowledge in the provision of professional services; substantiation of the services provided and the results of such services; 

5. to facilitate quality assurance and utilization review - record professional activities, purposes and results; document appropriateness, necessity and effectiveness of services provided; documentation of the need for further services or to support termination of services; facilitate supervision, consultation and staff development; help improve the quality of services by identifying problems with service delivery and providing data based upon which effective corrective action can be undertaken; provide data for educational planning, policy development, program planning and research; and 

6. to facilitate coordination of professional efforts - to facilitate communication between members of the case management team thereby assuring coordinated rather than fragmented service delivery. 

Elements of Good Documentation

Good documentation:

1. provides relevant information in appropriate detail, 

2. is organized with appropriate headings and logical progression, 

3. is thoughtful, reflecting the application of professional knowledge, skills and judgment in the services provided, 

4. serves the purposes of documentation (as outlined above) that are applicable to a given situation, 

5. uses relevant direct quotes from the client and other sources, 

6. distinguishes clearly between facts, observations, hard data and opinions, and
7. is internally consistent
Elements of a Proper Progress Note

The ongoing provision of client services should be well documented, keeping in mind the key purposes of documentation and elements of good documentation described above. 
The following must be in every case note where contact was made with a client, regardless of the reason:

1. the date of the contact, 

2. description of the type of contact (i.e.; in person, telephone), 

3. indication of who initiated the contact (i.e.; regularly scheduled session, phone call by client's family, inquiry from another clinician/service provider), 

4. statement of where the contact took place,
5. indication of who was involved in the contact (e.g.; client, family, other clinician, family friend), 

6. a description of the purpose of the contact, 

7. a description of what took place and the discussion that was held,

8. a comprehensive assessment of services needed, services received, and services still pending (this should be a review and assessment of the whole client, regardless of where the client is receiving various services or who is paying for them), as well as a plan for meeting their needs, including referrals or coordination with other providers,
9. details of any new significant history obtained, 

10. details and description of relevant problems newly identified, 

11. details and description of relevant significant new events, 
12. statement of what was accomplished in the session, 
13. statement of what wasn't accomplished in the session that needs to be followed up on, 

14. details of any obstacles noted that could hinder progress in the client’s care, if any, and a plan to address these, and 

15. description of a plan for further care, changes in service plan/goals, if any, and reasoning to support these, particularly when in response to crisis situations or special/markedly changed circumstances. 

