UCPS Treatment Record Feedback and Observations    (aka growth-enhancing and warm-hearted review)

The purpose of these observations is to a) ensure that UCPS clinical records meet professional standards of clinical record keeping and b) provide opportunity for therapists to consider elements of clinical records that may enhance the usefulness of their clinical documentation.   

Date:









Reviewer:

Client name:








Treating therapist:
	Left inside cover 

(from top to bottom)
	 Present  (correct placement, signed)
	Not Present (wrong placement, unsigned)
	Not Applicable 
	Feedback and observations

	Client Contact Sheet

(matches what’s in chart)
	
	
	
	

	Client Data Sheet
	
	
	
	

	Permission to Tape Form
	
	
	
	

	Signed/initialed Consent Form  
	
	
	
	

	Schedule Grid
	
	
	
	


Note:  If a client is seen during more than one fiscal year, there will be multiples of some of these items.  They should be arranged so that each year’s material stays intact, with most recent material on top.     

	Insert - Left Side 

(from top to bottom)
	 Present  (correct placement, signed)
	Not Present (wrong placement, unsigned)
	Not Applicable 
	Feedback and observations

	Signed Release of Information Form *
	
	
	
	

	Correspondence
	
	
	
	

	External Consultation (may also be on right inside cover)
	
	
	
	


* Reverse Chronological Order

	Insert - Right Side (from top to bottom)
	 Present  (correct placement, signed)
	Not Present (wrong placement, unsigned)
	Not Applicable 
	Feedback and observations

	Psychiatric Notes
	
	
	
	

	OQ45s * - including initials/date if high score or risk factors positive
	
	
	
	

	Test Information 

(MMPI-2, SII, etc.)
	
	
	
	


* reverse chronological order

	Right inside cover 
	 Present  (correct placement, signed)
	Not Present (wrong placement, unsigned)
	Not Applicable 
	Feedback and observations

	Closing Summary
	
	
	
	

	Internal case consultation summary/summaries **
	
	
	
	

	Progress notes (reverse chronological order) **
	
	
	
	

	Ancillary material (dated, client name noted) **
	
	
	
	

	External Consultation (may also be on insert-left side) **
	
	
	
	

	Assessment
	
	
	
	


** These four items should be together in reverse chronological order.

NOTE TO CHART REVIEWER: As you are reviewing file now, please document “file review” on client contact sheet with today’s date. 
Minimum content of clinical treatment records should include:
	
	Present in this record
	Not present in this record
	Not Applicable
	Feedback and observations

	DSM diagnosis
	
	
	

	Documentation of risk assessment


	
	
	

	Notation of follow up on identified risk factors 
	
	
	
	

	Evidence of clinical planfulness


	
	
	

	Notation of session focus


	
	
	

	Documentation of contact with other medical and mental health providers (current and past)
	
	
	
	

	Monitoring and documentation of related medical issues or medications when discussed
	
	
	
	

	Data supporting diagnostic and conceptualization statements


	
	
	

	Notation of client status and/or progress


	
	
	

	Documentation of test interpretation or feedback to client (may not apply to OQ45)
	
	
	
	

	Documentation of follow-up with client after stated intent to do so
	
	
	
	


Content of clinical treatment records should NOT include:

	
	Present in this record
	Not present in this record
	Feedback and observations

	Speculative statements


	
	
	

	Statements clinician cannot validate or verify


	
	
	

	Statement of clinical hypotheses as fact


	
	
	

	Too much or too little detail


	
	
	

	Language the clinician would never use with client  


	
	
	

	Last names of others in client’s life (including partner engaged in couples therapy)
	
	
	


Additional observations and feedback:
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