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	Policies and Procedures (Y = present; N = not present; N/A = not applicable)

	1
	
Agency has policies/procedures in place to each of the following:
· Client rights and responsibilities, including confidentiality guidelines
· Client grievance policies and procedures
· Client eligibility requirements
· Data collection procedures and forms, including data reporting
· Guidelines for language accessibility
· Collection of client satisfaction and methods to address

	     

	2
	
Agency follows the regional policy defining the circumstances under which activities may take place to avoid duplication with treatment adherence counseling through Medical Case Management.

	     

	 Staff Qualifications and Training (Y = present; N = not present; N/A = not applicable)

	3
	
Documentation of related work experience for all staff is located in the personnel file.


	     

	4
	
Documentation of required initial training by staff completed within first three (3) months of hire is located in the personnel file.


	     

	5
	
Documentation that staff has 12 hours of continuing education annually.


	     

	Staff Supervision (Y = present; N = not present; N/A = not applicable)

	6
	
Documentation that supervisors reviewed 10 percent of each staff client records each month.

	     




Chart Review (Treatment Adherence Counseling)

	Chart Numbers:
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	
	

	 Eligibility Determination (Y = present; N = not present; N/A = not applicable)

	7
	
Eligibility documentation is filed in the client’s primary record. 
 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8
	Documentation that Ryan White/State Services funds are being used as payer of last resort.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	        Intake  (Y = present; N = not present; N/A = not applicable)

	9
	Intake was conducted within ten (10) business days of referral.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Treatment Plan   (Y = present; N = not present; N/A = not applicable)

	10
	
Documentation that plan of care was completed within 30 business days of initial assessment.


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	11
	
Documentation that plan of care includes defined goals/objectives, timeframe, treatment education, strategies to improve social support, and relapse prevention/management.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12
	
Documentation that plan of care was reviewed at least every three (3) months.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	      Referrals   (Y = present; N = not present; N/A = not applicable)

	13
	
Documentation that referrals were made and followed-up completed.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	       Case Closure  (Y = present; N = not present; N/A = not applicable)

	14
	
Documentation that closure planning was conducted with reasons for closure documented in the client’s primary record.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     





Copy the following if additional entries are needed
	
CLIENT FILE #
	COMMENTS AND REQUIRED ACTION
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