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Abstract

ORGANIZATIONAL CONTROL THROUGH ADMINISTRATIVE FORMS

A Case Study of

Documentation at a Public Psychiatric Hospital

by
Edith Soll

Adviser: Professor Robert Alford

The impetus for this thesis was the observation that

iv

from the mid 1970s to the early 1990s documentation on forms

that comprised psychiatric medical records became

increasingly central to organizational processes at a public

psychiatric hospital. One of the effects of that trend has

been a substantial change in the nature of work for members

of professions designated to treat psychiatric inpatients,
as resources were increasingly allocated toward generating

entries in medical records and oversight of those entries.

Precipitants of increased documentation on forms at the

psychiatric hospital were noted to be related not only to
increased use of forms in the general society but also to
the financial and legal pressures that have been affecting
public psychiatric services in particular. Unless

psychiatric medical records display compliance with a
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v
multitude of specifications, regulatory groups, established
by entitlement legislation to survey health care facilities,
will not release funds on behalf of patients. A by-product
of the civil rights movement was legislation that afforded
rights for psychiatric patients, including the right to
treatment and the right to refuse treatment; substantiation
that those rights have been not been violated is expected to
be evidenced in patients' records. Wariness about potential
litigation induced further concerns about documentation.
Uncertain technology and uncertain product extant in
psychiatric services are additional factors that have
resulted in cumbersome, often stressful documentation
processes. Since it is difficult to demonstrate the value
of specific staff inputs entries on sanctioned forms are
structured to reassure the reader.

Organizations develop forms in reaction to external and
internal pressures. Forms are designed, through questions
stated and allocation of spaces, to elicit requested data
and constrain responses not deemed pertinent. Forms
therefore become mechanisms for inculcating organizational
ideology. While organizations control documentation output
through forms, individuals who must f£ill them out can be
targeted for accountability purposes when they provide
required signatures, thus participating in generating their

own vulnerabilities for self-incrimination.
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ORGANIZATIONAL CONTROL THROUGH ADMINISTRATIVE FORMS

INTRODUCTION

Over the course of my employment at a New York State
Psychiatric Center, a period of more than twenty years, I
observed certain changes that I believed warranted a formal
study. Psychiatric medical records seemed to have become
increasingly central to the organization. Processes
involved with their compilation had resulted in sets of
dilemmas. There was increasing emphasis on the forms that
comprised those medical records. Increased focus by the
organizatiorn on administrative forms enabled psychiatric
medical records to become central.

The main research question is: What are the causes and
effects of the proliferation of administrative forms
utilized by public psychiatric organizations? Secondary
questions are: What explains the emphasis on the use of
particular kinds of administrative forms as the basis for
entries in the psychiatric medical record? What explains
New York State Psychiatric Centers' increased focus on
medical records with concomitant increased allocation of

scarce resources in that direction? What are the
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2
consequences of increased focus on administrative forms for
organizational functioning? What are the effects on the
staff who fill out psychiatric medical record forms? What
are the effects of filling out forms on interactions among
psychiatric patients and staff? How does the language of
forms effect displays of ideology?

By the term "administrative forms" I mean those common
sheets of paper that have defined spaces for answers to
written questions. Generally individuals who £ill in spaces
also are required to sign in a space allotted for that
purpose, thus acknowledging who entered those notations, and
thus accepting responsibility for what has been stated. We
all use administrative forms; they are prototypical
artifacts of modern daily life. They are the kinds of
documents we all know what others mean when they talk about
having to £ill out "the form". Administrative forms are
organizational tools that have propelled bureaucratic
processes throughout society. These processes have enabled
displays of control in the daily lives of most individuals.
A major example is the degree to which an organization, the
United States Govermnment, is able to reach into the private
lives of the population. Internal Revenue Service forms
concern every individual and business. That there is a vast
"underground” economy with multitudes of people seemingly

outside the government's grasp does not dispute this
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3
argument since hidden economic activities must be conducted
with recognition of likely penalties upon discovery.

We are a population habituated to filling out forms,
providing information about ourselves to faceless, distant
centers. We are also habituated to signing those forms,
thus accepting potential self-incrimination aspects of that
act. We learn to answer questions as asked on forms and not
enter "extraneous" comments. Organizations also learn from
forms. When reviewing entries on filled out forms
organizations can decide that their forms don't elicit
sufficient data or respondents have been able to avoid
giving a full "accounting". Since forms are readily adapted
for various purposes, information not requested on one form
can appear when a subsequent one 1is issued. Therefore
through forms an arena of non-personal interaction is
created.

In this study I analyze the forms used by the New York
State Psychiatric Center, emphasizing those constituting
medical records. Since the mid 1970s there has been a
substantial increase in the number and kinds of
administrative forms comprising patient medical records.
Many of the forms have become more detailed, with increased
demands for specificity of information, as numerous examples
will verify. 1In attempting to derive possible causes of

those changes it was necessary to review changes that had

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



4
taken place at the organization, The Psychiatric Center, and
to explore important extra-organizational factors. Legal
and financial pressures from a variety of sources have
resulted in increased emphasis on documentation in medical
record forms.

As would be expected, documentation requirements affect
those required to document: the staff. Increased emphases
on documentation has changed the nature of work for the
clinical professions, sometimes expressed by the dichotony
of "paperwork instead of peoplework." As documentation has
become more central to the organization, issues surrounding
that paperwork became increasingly an arena of staff
interaction. Elaborating how staff has reacted to pressures
of changes in documentation requirements and what those

reactions have been are important aspects of this study.

Methodology

This case study has been based in large measure
upon my observations as a participant in (as an employee of)
The Psychiatric Center. Holding titles of Social Work
Supervisor, Outpatient Clinic Coordinator and Treatment Team
Leader, progressively, I was delegated responsibility for
ensuring the paperwork output of others, and when necessary
and feasible doing that work myself; as a Certified Social

Worker I was qualified to make any entries due from social
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workers, but not from members of other professions. I had
been present at multitudes of meetings and situations during
which forms and their usage were primary issues. Examples
are many: when forms were introduced with instructions
about disseminating regulations related to their use;
reports about the status of medical record documentation
were presented and discussed with strategies devised to
correct deficiencies; conferences about and/or with
employees who were "behind"; displays of rage by employees
who expressed resentment at being coerced into documenting
in accordance with regulations they believed to be inane;
displays of anguish and resentment by employees who
expressed feeling overwhelmed by "all those forms"; and
disputes about who was expected to complete which forms.

Far from being detached about the outcomes of what has
just been described, I often viewed them as matters of
utmost importance. In other words, often I was in the fray.
For example at some of the meetings mentioned it was
suggested that Treatment Team Leaders should be designated
as the staff category that should write treatment plans
(forms which will be discussed later). In order to guard
against being "shafted", I was vociferous in opposition.
When one of "my" staff demonstrated poor paperwork skills I
was concerned about possible reflections upon myself. As a

participant, there was no question of my "going" native, I
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was a native. It was, after all, how I earned my living.
That level of participation had, it turmed out, advantages
for the purposes of developing this study; I did not have to
induce circumstances that would provide opportunities for
observing medical record documentation processes -- such
situations were pervasive and inescapable. Nor did I have
to lead or induce my colleagues to talk about problems
related to medical record documentation processes, we were
in the same boat. For the most part I have limited
illustrations of staff activities to that which I
participated in or observed directly and, particularly when
there might be implications of ethical or even legal
breaches, I want to make it clear that no staff were used as
informants.

Forms used by The Psychiatric Center have been another
major source of the daca upon which this study is based.
Forms that comprise the medical record are discussed in
detail. Those designed to track staff's medical record
entries were also an important group of forms analyzed here.
Additionally, many other forms and their usage have provided
examples of form documentation processes at the
organization. Further sources of data were manuals,
newsletters and memoranda concerned with documentation
requirements. The terms "psychiatric medical record",
"medical record", "patient record", ‘'record" and "chart" are

used interchangeably throughout this research.
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The Study

Chapter 1 is a brief historical overview of
organizational documentation perspectives that led to
psychiatric medical records' reliance on form usage to
attempt control of workers' activities. Widespread use of
forms, according to JoAnne Yates, can be traced to the first
decades of the twentieth century because of their usefulness
in facilitating management's control of growing commercial
organizations. Peter Blau (1963) provides an attempt at
organizational control through statistical reports.
Documentation of "the examination" of defective individuals,
Michel Foucault claims, was an expression of power over
those subject to and subjects of surveillance. Effects of
dossier compilations are described by Jaber Gubrium (1979),
Erving Goffman (1961) and John Johnson (1973). Harold
Garfinkel (1967) directed attention to missing entries in
records as worthy of study. Forms, as phenomenon in records
or as a contrast with narratives, are commented upon by
Stanton Wheeler (1969), Abbott Weinstein (1975) and Marc
Berg (1996). Stanley Raffel (1979) and Marc Berg (1996),
from differing perspectives, studied effects of record
keeping practices on patient care in medical hospitals.
Addressing what he saw as a need to better organize medical
records Lawrence Weed (1969) introduced the "problem

oriented medical record", a concept that became a major
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influence in medical record keeping practices. Particular
problematics of psychiatric records were described by Kai
Erikson and Daniel Gilbertson (1969) and Erving Goffman
(1961) . Ralph Ryback, Richard Longabaugh and Robert Fowler
(1981) noted that accountability pressures mandated
psychiatric records reflect the problem oriented format.
New York State's Office of Mental Health mandating that its
psychiatric centers all use a Uniform Case Record format is
presented as a response to accountability pressures and as
mechanism to attempt control over staff activities.

Sources of accountability pressures, financial and
legal, are elaborated in chapter 2, "The Medical Record, The
Regulators and the Law". New York State statutory laws,
outcomes of court cases, and criteria developed by
organizations with authority to survey psychiatric
organizations become incorporated into psychiatric medical
records.

Chapter 3, "The Organization", discusses the
Psychiatric Center's place within a system of public mental
health services. The organization, beset by uncertainty of
technology and uncertainty of product, is presented as
attempting to manage its staff activities, using
documentation on forms as both display and control
mechanisms. The organization's need to manage its forms is

demonstrated.
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Chapter 4 tracks medical record usage from patients'
admissions to discharges. Using an inpatient ward as the
locus of records, duties of clinical staff are described and
their record documentation responsibilities are delineated.
Impediments to completing record documentation are
illustrated.

Audit preparation processes are depicted in chapter 5.
Of note is the extent to which they expend resources and
generate tensions and intimidations among staff. An audit
is recounted to illustrate effects of audit processes.
Appendix A contains examples of forms and memoranda
pertaining to audit preparation.

Chapter 6 presents discussions of selected forms to
illustrate their historical development and documentation
processes they entail. Additionally all forms on the 1991
file order form are described and discussed. Copies of
those forms will be found in appendix B.

Chapter 7 discusses some implications of the study for
organizations that develop forms and individuals who must

£ill them out.
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CHAPTER 1

DOCUMENTATION

This overview of documentation is presented éince a key
aspect of this study is to demonstrate that organizations
develop administrative forms in order to elicit entries that
facilitate their control over staff behavior. Weber notes
documentation as fundamental to his definition of
bureaucracy:

The management of the modern office is based upon
written documents ("the files") which are preserved in
their original draght form. There is, therefore, a
staff of subaltern officials and scribes of all

sorts.-

....The combination of written documents and a
continuous operation by officials constitutes the
noffice" (Bureau) which is the central focus of all

types of modern organized action.?

* Weber: 1946 p. 197

2 Weber: 1968 p. 219
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The documents do not belong to the "scribes", but to the
"office", thus enabling its perpetuity. Weber mentions
files and documents but seems to assign them a passive role,
providing a record of the actions of the "scribes". Hall
reifies this stance in his discussion of organizational
goals, observing that many activities are not goal related
since "Some activities are sheerly administrative, such as
filling out forms which assure that the organization is
complying with some set of government regulations."’ In the
following chapters I will jillustrate the degree to which
documentation can become central to, rather than merely a
byproduct of, organizational activity.

Carruthers and Espeland postulated that double entry
bookkeeping (which Weber claimed was vital to the
development of capitalism), has rhetorical as well as
manifest aspects. Comparing rambling narrational account
records used in the fourteenth century with tabular
groupings of double entry bookkeeping, the authors said it
is the latter that allows for displays of legitimacy:
"Accounting must be understood as an attempt to convince
some audience of the legitimacy of the business venture".*

Throughout this paper illustrations will be offered to

* Hall: 1982 p. 31

* Carruthers and Espeland: 1991 p. 31
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12
demonstrate the extent to which documentation in the
psychiatric medical record is determined by the
organization's attempt to reassure potential audiences.’
That documentation requirements became a means to
attempt control of activities within organizations was
illustrated by Yates in her study of the development of
management trends:
Systematic management as it evolved in the late
nineteenth and early twentieth centuries was built on an
infrastructure of form communication flows; impersonal
policies, procedures, process and orders flowed down the
hierarchy; and documentation to coordinate processes
crossed the hierarchy. The flow of documents were
primary mechanisms of managerial control.®

It was during this period that firms developed and increased

the use of forms to facilitate control Yates said:

* On a personal note, I am very familiar with double-entry
bookkeeping since it was how I earned a living for over a decade.
I vividly recall repetitive, seemingly endless entries onto journal
and ledger forms. At a critical personal juncture I enrolled in
Social Work School so that I could have an interesting, meaningful
job working with people; that led later to employment at a New
York State psychiatric center. Filling out forms for the
psychiatric medical record and compiling data about entries became
increasingly reminiscent of the work entailed with double-entry
bookkeeping. The "deja vu" sensation was one of the stimuli for
choosing this area to study.

¢ Yates: 1989 p.20
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Either notes or forms could be used to communicate
specific instructions....some systematic and scientific
managers adopted printed or duplicated forms with
standard elements and space for £illing in specific
details, for conveying routing instructions as
efficiently as possible. Forms were widely used as part
of the upward reporting system; they could also, one
form expert pointed out, be used to "provide the means
for carrying out decisions and policies."’
Yates informs us of Frederick Taylor having advised daily
distribution of instruction cards to each worker with
directions that output be entered in allotted spaces.
Forms, Yates said, were thus simultaneously mass
communication and individual communication. She tells of a
book "devoted entirely to the design and use of forms"
having been published in 1925, an indication that their
expanding usage was just beginning. Contrary to our
association of forms with bureaucracy, it was their utility
for commercial enterprises that initially spurred their
growth.
Attempts at organizational control through
documentation has also been illustrated by Blau. He

conducted research in a department of a public agency geared

7 Ibid.: p. 73
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to finding jobs for the unemployed. Statistical data were
compiled to evaluate agency workers' performances, using the
number of employment referrals made as criteria, and then
widely distributing the results among the staff. Blau
illustrated intimidation aspects of much documentation in
the following:

What makes statistical records of performance a potent
force is that they make differences and deficiencies in
performance generally visible not only to every
official, but also to colleagues and superiors.®
Blau noted that following implementation of those
statistical records workers shifted their energies toward
developing data that would improve their standing even if it
meant disservice to clients, for example referring them for
jobs for which they were not suited and could not obtain.
He said the data collection "had consequences that
transformed them from an indirect means for controlling
operating operations into a direct mechanism of control".’®
Observe, though, that the control attempts by the
organization were subverted into control attempts by the

employees.

8 Blau, P.: 1963 p.50

° Ibid.: p. 37
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Compilations of documentation about individuals has

been an ongoing focus of interests and concerns. Those
compilations may be called "files", ndossiers", "records" or
"charts" under varying circumstances. Compilers may be in
the private or public sectors: examples of the former are
credit reports and corporate personnel files, examples of
the latter are public school records and, most relevant to
this study, state hospital psychiatric medical records. A
number of writers have observed that those compilations
induce "case building", that is justifications for records
or dossiers having been developed. What is entered into
those files may, in addition to reflecting the past,
influence futures of individuals for whom files exist.
Tracing back to the eighteenth century views that ]
individuals considered defective should be subjects of and
subject to the surveillance of "the examination", Foucault
says that its documentation:

clearly indicates the appearance of a new modality of

power in which each individual receives as his status

his own individuality, and in which he is linked by his

status to the feature, the measurements, the gaps, the

‘marks' that characterize him and make him a ‘case'.?®

*® Foucault: 1977 p.192
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Those who were in a position to do the writing were thereby
documenting the inferiority of those written about Foucault
points out, a familiar characteristic of case building.

Gubrium, referring to documentation in what he calls
“the human service record" said that the individuals and
problems portrayed "are as much the products of staff
members' participation in record completion as they are
descriptions of clients in need."'* To provide an example
he described a conflict that erupted between two residents
at a residential treatment center for emotionally disturbed
children. He recounted that a teacher, unaware of the
reasons for the start of the conflict, apparently
contributed to its escalation. The teacher proceeded to
document in the residents' records statements of "acting
out", statements which are reviewed by other staff when they
make decisions about meting out rewards and punishments.
Gubrium observes that "the social organization of record
keeping" produces written accounts of disturbed individuals
and not of the institution, staff or situations. Records
"do not reveal their practical productions"*? Nothing that
the teacher wrote indicated that she too may have been

"acting out".

' Gubrium: 1979 p. 260

2 Tpid.: p. 272

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



17

In a similar vein Goffman earlier wrote that one of the
purposes of the psychiatric record is:

to show the ways in which the patient is "sick" and the
reasons why it was right to commit him and is right
currently to keep him committed; and this is done by
extracting from his whole life course a list of those
incidents that have or might have "symptomatic"
significance.**
At The Psychiatric Center it is far more important now that
records show why patients are justifiably being contained
since patients have more "rights" and the organization is
under greater financial and legal constraints than at the
time Goffman made his observations.

Earlier in this chapter display of legitimacy was
linked to the value accorded accounting records. Wheeler,
who edited a volume about records, listed "legitimacy" as
one of the distinctive characteristics of dossiers.**
Zimmerman, who studied intake processes at a public welfare
agency asked, "How do such records achieve the authority of
objective and impersonal accounts of persons' lives?" He
had noted that eligibility assessments were dependent upon

documents such as birth certificates, bank statements and "a

3 Goffman: 1961 pp. 155-156

4 Wheeler: 1969
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case narrative dictated by the worker."-* Zimmerman
concluded that: "whatever the use or misuse of records,
they attain their significance largely because they are
regarded as official, authoritative accounts".

Johnson, in an unpublished thesis, focused on "the
heretofore unanalyzed social organization of doing record-
work and doing statistics-work."** His study was conducted
at a welfare agency where social workers were expected to
make home visits to clients in order to assess their
eligibility for funds and services. The workers, who had to
document results of those visits, often expressed much inner
conflict about how to write accounts of what had occurred.
For example they might have witnessed or heard something
which, if entered into the record, could have resulted in a
cut-off of funds and by accurate, full reporting would
violate some sense of allegiance to their clients, resulting
in a moral dilemma for some. Workers' concerns with respect
to constructing official records were " (1) the ‘audience’
who will read them, namely one's supervisor, and (2)
judgements of the actual or potential evaluative use to

which such records might be put."'’

> Zimmerman: 1969 p. 325
¢ Johnson: 1973 p. 3

7 Ibid.: p. 162
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Concern for potential use of records had earlier been
stated by Garfinkel. During the course of attempting to
collect data from records at an outpatient psychiatric
clinic he noted the paucity of information available to him.
Garfinkel, in focusing on this "trouble", determined that
administrators and personnel knew that "the information must
be gathered for unknown purposes that only the future can
reveal."-* Those who wrote in records were aware of not
being able to predict when, why and by whom the records
would be reviewed and were therefore uneasy about providing
specific information: "Candor in reporting carries well
known risks to careers and to the organizations".-® Lack
of documentation did not generate penalties at the time
Garfinkel gathered his data. This study will demonstrate
that missing information subjects personnel and
organizaticns to still other risks. In addition to being
evidence of employee non-performance missing documentation
can become evidence of lack of treatment, even negligence.
"If it isn't written it didn't happen" is the oft cited

bureaucratic maxim.

'®* Garfinkel: 1967 p. 193

* Tbid: p. 197
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In the following Wheeler stated recognition that
entries on forms in records reflected organizational and
societal change:
It should be noted that the record forms themselves can
serve as useful indicators of social change. The forms
contain those matters that the organization in question
believes it is important to know about, and therefore
changes in the kind of information that is requested
reflect changes in the organization itself or its
problems....It is apparent that what is asked, as well
as answered, may be important data about the
organization in question, its ideology, its problems and
its fundamental concerns.?*
While Wheeler viewed record forms as "indicators of social
change" I will be making the case that forms are also
inducers of social change. For example workers' thought
processes and behaviors adapt to documentation requirements.
Actually that is also true of individuals in more private
realms as they plan their activities with tax forms and
consequences in mind.
Documentation in records does not necessarily take
place on forms: narratives have been an alternative. The

contrast has also been stated as between structured and

?® Wheeler, op. cit.: p. 14
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unstructured formats. Johnson described home visit
reporting processes by a welfare agency's social workers:
their accounts were recorded onto dictaphones and later
transcribed by typists for placement into clients' records.
Johnson wrote:

The dictated narrative by a social worker for any one
given a home call (or other interaction) may be as short
as one single spaced typewritten page, totaling perhaps
500-600 words, or may be as long as ten oOr twelve single
spaced pages totaling 5,000-7,000 words describing the
events which have transpired on one or a series of home
calls.*
Johnson relates problems social workers had "learning how to
construct organizationally competent narrative accounts”
since they were expected to address all categories of a
preset format.

Johnson mentions, but does not analyze, that toward the
end of his investigation procedural changes had been taking
place, resulting in a "new reporting format [that] only
contained a few lines for recording the narrative comments."
After reading the above citation one may be impelled to say
now, "No Wonder!" Think of reading those lengthy, probably

very often unwieldy, pages in the attempt to know "what

2! gJohnson, op. cit.: p. 122
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happened" or what was relevant for the agency. Think too of
the pool of typists pounding away as they listened to
dictaphones playing. I was somewhat familiar with the
system Johnson depicted since it was similar to that which
was in place at a psychiatric outpatient clinic where I
worked in 1969, about the time Johnson was conducting his
research. Not co-incidently, I believe, the system changed
at that clinic shortly thereafter, precipitating a
redeployment of many typists. Enactment of entitlement
legislation along with development of regulations designed
for standards setting were affecting how varied agencies
documented their services.

That multi-functions of documentation influenced the
development of the medical profession was elucidated by
Foucault:

Among the fundamental conditions of a good medical
"discipline", in both senses of the word, one must
include the procedures of writing that made it possible
to integrate individual data into cumulative systems in
such a way that they were not lost; so to arrange
things that an individual could be located in the

general register and that, conversely, each datum of the
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individual examination might affect overall
calculations.?®**

"The nature of records" was Raffel's interest when he
embarked on his study of medical record processes at a
public hospital in New York City for two years, 1969 to
1971. He concluded that entries in medical records indicate
a depersonalization necessitated by bureaucracy:

The bureaucrat's problem is to be able to use the record

....The idea of using, means to be able to establish the

kind of relationship in which ego (bureaucrat) can
conceive of alter (record) as an object which, like a
ripe apple, is there for the picking.®

Comparing "speech" exhibited in medical records with
Socrates' discourse Raffel believes that medical personnel
who made entries did so as disengaged observers of events
rather than as participants with opinions.

With a somewhat less philosophical stance he recounts
maneuvers by medical record room clerks to achieve record
completeness. For example, after finding a signature
missing from a physician's note they would approach any
physician to sign it. Those clerks were not at all

interested in accuracy, i.e. that the right person, through

2 PFoucault: 1977 p. 190

23 Raffel: 1979 p. 79
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a signature, accepted responsibility for what was written.
Instead they were interested in relieving themselves of the
burden of an incomplete record. Should a note prove
troublesome later, perhaps because a patient's treatment was
subject to some inquiry, it would be the signer's problem,
not the clerk's. I assume that currently it would be very
difficult for medical room clerks at that hospital to
manipulate or cajole physicians to sign documentation
written by others. At TPC the medical records department
reports (on forms) missing documentation to discipline
supervisors, unit administrators and central administration,
thus directing that responsibility outward.

The medical record, according to Berg, is such a vital
force in medical practice that he says "Without the
interrelation of people and paperwork....doctors could not
be doctors and nurses could not be nurses."** He added:

Through practices of reading and writing, the medical
record functions as a constitutive element of current
medical work. It enters into the ‘thinking' processes
of medical personnel and into their relations with

patients and with each other.?*®

% Berg: 1996 p. 501

%% Tpbid: p.520
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Documentation as a molder of professional expertise was also
addressed by Siegel and Fischer as they described historical
aspects of training of contributors to psychiatric records:
In social work, it is stressed that the very process of
recording compels the worker to engage in critical
thinking and to organize the material carefully to make
an effective analysis of the client (patient) situation.
This last point was amplified in 1946 by Gordon Hamilton
who saw the actual act of writing or dictating
records as an important device in stimulating the
worker's understanding and diagnostic acumen about a
case.""
While the style of documentation that social workers then
were taught later fell into disfavor, what may be culled
from the preceding is that there is a tradition of
documentation being used to transform the writer.

Using their entries in medical records, Berg portrayed
physicians' reactions to entries by others and to the
patients. The process he describes is dynamic as data is
not merely gathered but also simultaneously categorized and
assessed. The record, he says, must be considered active

because it "also affects its content."

%6 giegel and Fischer: 1981 p. 21
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It structures the selections made: through its set-up,
for instance, through its pre-printed forms and
categories, it aids in the process of creating a
problem-definition which is ‘medically relevant'. The
form lists the questions to ask, and differentiates
between relevant and irrelevant information (by, for
example, not mentioning a topic, or having only a small
space for ‘social history').?
But Berg, whose research was conducted in Britain, also
reports that unstructured case history forms "leave it up to
the physician constantly to create order, to maintain a
focus".*®* He believes access to use of unstructured
formats promotes maintenance of professional hierarchies;
as evidenced by nurses having to confine their entries to
small spaces allotted for discrete entries such as patients'
temperatures. Professional hierarchies will be evidenced in
the psychiatric medical record keeping practices I will be
depicting, but they will be less pronounced. I will be
demonstrating central administration as the prominent

hierarchic force.

27 1bid.: p. 506

%% Ibid.: p. 512
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Developments in the Psychiatric Medical Record
References have been made earlier to changes that have
taken place in documentation requirements for patient charts
at The Psychiatric Center. These changes have been related
to changes that had been taking place in record
documentation in general medicine during the 1970s. Most
influential in providing the direction of those changes was
Weed, a physician who asserted that patient records must be
improved because they did not reflect the needs of modern
medicine. He began publishing his concept of "the problem-
oriented medical record" in 1964. In a later article he
stated:
No one can point to an individual and say, "I am her
doctor." A system will be her doctor, and it turns out
that the thing that holds the system together is the
record...With the problem-oriented record, we are not
just making a simple little administrative change in
medicine: We're not of the thought that here is the
record, and here is the practice of medicine. It is
just dawning on people now that the medical record is
the practice of medicine. It is all we know about the

practice of medicine.?

** Weed: 1976 p. 7
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Readers who have no familiarity with medical records usage
and history may infer Weed was exaggerating the impact of
his concepts but he is the most often cited authority on the
subject. For example Hunter said:

L.L. Weed's revolutionary problem-oriented medical

record, which has gone a great way toward integrating

chart writing into the modern clinician's investigative

stance, brought a pared, thematic order to a wordy,

encoded multiauthored chronicle.?°
In reiterating the advantages of Weed's system Easton®:
declared style can be narrative and random or outlined and
organized. A problem oriented record system is contrasted
with one that is source oriented, keeping all laboratory
reports together, for example.’* The problem oriented
record system encompassed a data base, a numbered and titled
problem list, and plans to treat each of the problems.
Progress notes had to be related to the problem list by
number and title and to be written in accordance with a

"SOAP" format, an acronym for Subjective, Objective,

*® Hunter: 1991 p.92

3 Easton: 1974 p.ix

32 while TPC implemented a problem-oriented treatment plan
format for several years in the late 1970s most of the record

remained source oriented, as will be evident in the chapter which
discusses forms.
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Assessment and Plan. Weinstein, who was working on
improving medical records for the New York State Department
of Mental Hygiene®® said, "The problem oriented medical
record is one of the most promising developments in the
structure cf medical records."*

In 1978 The Psychiatric Center adopted a problem
oriented treatment plan format; previously there had been
no treatment plans forms or formats. The problem oriented
treatment plan was soon supplanted by a modification, the
goal oriented treatment plan after "problem oriented”
terminology was considered problematic by the Office of
Mental Health. Their intention was to redirect staff
attention away from patients' problems and toward goals to
attain discharge, an example of attempts to construct and
display ideology through forms. In keeping with Weed's
model progress notes have to be keyed by letters and numbers
to treatment plans. SOAP progress notes have been replaced
by a DAP progression, an acronym explained in a TPC
memorandum as: Data -- subjective accounts by the patient

and/or objective facts ascertainable by individuals other

than the patient, Assessments -- evaluations by clinicians

3 An agency which was later to be subdivided, one part to
become The Office of Mental Health, the agency that governs The
Psychiatric Center.

¥ Weinstein, A. 1975 p. 457
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based on data and Plan -- actions to be taken based on data
and assessments. Thus it is clear that changes in medical
records practices in the general medical community later
directly affected record keeping practices at TPC.

Treatment plans and progress notes in TPC'S medical records
will be discussed in more detail later.

Psychiatric records had always presented special
problems. Erikson and Gilbertson observed a difference
between psychiatric records and:

their counterparts in most other institutional settings.
For one thing, they include a far greater range of
information about the client than one is likely to find
anywhere outside the files of intelligence agencies.*

They pointed out that psychiatric records had no limit
on the scope of information that could be considered
pertinent. Goffman had earlier written that "since mental
hospitals have a legitimate claim to deal with thee ‘whole’
person, they need officially recognize no limits to what
they consider relevant." The psychiatric record then could
present wide ranging biographical and interpretative entries
and over time the record could become quite massive,
particularly if those who were involved in the patient's

treatment saw him or her as interesting.

33 Erikson, and Gilbertson: 1969 p.330
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In the 1970s the American Psychiatric Association was
sufficiently concerned about medical records that it formed
a task force to guide its members' documentation practices.
In the report they compiled the authors proposed that
psychiatrists could improve their status situation by
converting to the problem oriented record system at their
facilities since:
A record keeping system which would bring psychiatric
records into line with, and make them a readily
understandable part of, the general medical record would
thus reaffirm the psychiatrists' kinship with the broad
field of medicine.**
Psychiatrists working in mental hospitals had experienced a
sense of lowered status when compared with physicians in
other specialties. Additionally those psychiatrists were
competing with other professions and occupations; from some
perspectives, there were no differences in the value of
their contacts with patients other than the sanction to
diagnose, prescribe medication and administer ECT. By
recasting charts as medical records, psychiatrists could
assume their "rightful” dominant role within psychiatric
facilities. Records are reaffirmed as medicalized in

numerous ways. Evidence of psychiatric decision making is

** Report of the Task Force of the APA: 1977 p.7
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assured by requiring psychiatrists to sign for every
possible patient status change. For example patients may
not be admitted, discharged, allowed off wards, secluded or
administered medications without written orders from
psychiatrists. Records are further medicalized by
increasing emphasis on adhering to more stringent general
medical standards by requiring evaluations by medical
specialists, at least yearly laboratory testing,
immunization recording and follow-up, weight and blood
pressure recordings and other medical reports, all evidenced
by documentation.

Assuaging egos of psychiatrists was not the only
impetus for the increasing emphasis on medical record .
documentation at psychiatric facilities. When the American
Psychiatric Association's task force published its
recommendations they listed "four major societal forces
currently operating to bring about this renewed interest in
the psychiatric records." In addition to benefits that
would accrue to the psychiatric profession, the three other
forces addressed, essentially accountability issues, were:
outcomes of court cases, legislation, and demands of third
part payers, issues that are discussed later.

Other proponents of the Problem Oriented Record were
Ryback, Longabaugh, and Fowler who claimed that it would

make information more readily available. They said,
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"psychiatry more than any other area in health care delivery
needs a structured logical approach to document its thinking
so that it may find out what it's doing or not doing."*’
The limited technology extant in psychiatry required an
increased emphasis on documentation. In a later publication
they noted that implementing the problem-oriented record was
not without its problems, acknowledging clinicians
complaints about the increased documentation and the time it
took. The authors ask:

What is the optimal ratio of thinking and planning time

to time spent interacting with a patient? When is more

patient contact without forethought more effective than

less patient contact with forethought??*

Ryback et al conclude there is "no simple answer", but
the nature of their question makes it clear, although they
do not say so explicitly, that they questioned the value of
many clinicians' interactions with patients. Staff
dissatisfaction with increased documentation, Ryback et al
observed, was perhaps being misdirected toward the problem

oriented record rather than to the convergence of pressures

for accountability.

37 Ryback et al: 1974 p 4

¥ Ryback et al: 1981 p.8
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Barrett, who studied record development processes in a
psychiatric hospital wanted to:
draw attention to the major institutional structures in
which clinical psychiatry is embedded -- the
administrative, the professional and the legal -- and
how they influence clinical writing.*®
He also observed that psychiatric records influence how
patients are viewed because "The segmentary structure of the
record itself shaped the definition of the patient." 1In
later sections I will be illustrating the segmentary
structure of psychiatric records but here I will note that
such structure is concretely manifested through dividers
that separate categories of documentation.
Concerns by the New York State Department of Mental
Hygiene®® (DMH) with psychiatric medical record forms
(aside from those related to legal statuses) were initially
for data collection purposes. Forms, designed to be
compatible with centralized computer programs, allowed the
department to devise mechanisms to track services rendered
by its programs to patients in its system.®' During the

early 1970s the DMH established a unit to evaluate medical

3 Barrett: 1988 p. 269

“° Later re-organized with one component to become the Office
of Mental Health

2 As P. Blau's research (1963) suggested and as I can verify
from my experience, data collection mechanisms could display
inflated productivity results by programs seeking to maintain
funding.
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record practices. Weinstein, from the viewpcint of that
organization, discussed issues with which the agency
grappled as changes in record documentation were being
planned. At the time of publication of his article the
department was working on a format to improve "clinical
output notes". The narrative style, still dominant at the
time, was considered to be unsatisfactory because
"significant points were buried in verbiage".*:
Documentation was being viewed as needing to be managed
through state central offices. Forms and regulations for
entries on them would become mechanisms for that management,
just as they had for manufacturing firms in the first
decades of this century.

The New York State Office of Mental Health responded to
regulatory pressures by introducing the Uniform Case Record
(UCR} in 1981, a project they had been developing for five
years prior. The UCR is both a concept and a collection of
forms. The concept referred to the view that psychiatric
medical record practices should be standardized throughout
the system: all psychiatric centers in New York State would
be required to use those same forms, thereby centralizing
control. After all, when HCFA surveyors cited facilities

for poor medical record documentation it was the State that

‘2 Weinstein: 1975 p.453
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lost reimbursement funds. Uniform case record forms
initially had instructions printed on them, but they were
also accompanied by manuals. Central offices, having set
standards were also positioned to review records at all
psychiatric facilities in the State. Forms that comprise
the UCR and processes surrounding documentation on them will
be discussed later. Copies of those forms, along with
others that were used in TPC psychiatric medical records as
of 1991, are in the appendix.

A redesigned uniform case record set of forms was
issued by the Office of Mental Health in 1992. Specific
changes that were made and their implications will be
discussed in later chapters; but here it will be noted that
the new forms displayed modified perspectives of JCAHO and
HCFA as evident in their publications and users' critiques
of the first UCR. Certain forms, their structure and the
responses they elicit have become so crucial that resources
continue to be expended for their design, redesign,
printing, distribution and training staff to use them,
(which of course also involves "unlearning" and discarding
obsolete ones.) While bureaucratic processes are certainly
cumbersome they also reflect responsiveness over time.

Documentation processes on forms, as one can glean from
the above, are far from being passive by-products of

bureaucracy. They have been shown to be mechanisms to
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evaluate workers' productivity, expressions of control of
defective individuals, influences in shaping professions and
developing professional expertise, means to promote
professional status, vehicles to display organizational
legitimacy, indicators of organizational change, arenas of
non face-to-face interaction, and avenues to obtain

resources.
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CHAPTER 2

THE MEDICAL RECORD: THE REGULATORS AND THE LAWS

One can view the psychiatric medical record as the
reflection of the outcome of an amalgam of regulations and
court proceedings, most of which originate outside the
facility, and then become incorporated into The Psychiatric
Center's policies. Organizations that can impel medical
record documentation have sufficient interest and power to
affect psychiatric medical records and psychiatric centers
have sufficient interest and need to comply. The ensuing
discussion will provide illustrations of how laws and
regulations impact the psychiatric medical record. While
several separate organizations are mentioned it is helpful,
at the outset to understand them as part of the same
"organization field", defined by DiMaggio and Powell as:

Those organizations that, in the aggregate, constitute a
recognized area of institutional life: key suppliers,

resource and product consumers, regulatory agencies, and
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other organizations that produce similar services or
products. -

Regulations, therefore, that appear in one of those
organization's policies and manuals are likely to be
repeated and/or incorporated into those of another.
Further, the organizations involved may also engage in
discussions prior to development and revision of
regulations. For example representatives of The Joint
Commission on Accreditation of Healthcare Organizations and
the Health Care Financing Administration, two organizations
discussed below and elsewhere in this paper, meet at least
annually to ensure that their directives are not
contradictory.? .
The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) conducts wide-ranging surveys of
hospitals, ascertaining the adequacy of the building
structures, safety procedures, electrical wiring, and space
allocations for patients as examples, in addition to
staffing, programming, and medical records. JCAHO
distributes its manual to health care organizations seeking

its accreditation. The 1995 version of that manual,

encompassing 671 pages (about double that of the 1991

! piMaggio and Powell: 1991 pp.64-65

2 This information was told to me in a telephone interview I
conducted with a spokesperson at JCAHO
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version), not only lists and categorizes standards by which
health care organizations will be judged but also specifies
its scoring system.® Every section that is relevant to
the operation of TPC is pored over by administrators.
Details of this process will be discussed in Chapter 5 about
audits, but here it is the intent to convey the explicitness
of JCAHO medical record requirements. After stating that
every individual "assessed or treated" must have a medical
record initiated and maintained the manual states it is
required that:

The medical record contains sufficient information to
identify the patient, support the diagnosis, justify the
treatment, document the course and results accurately,
and facilitate continuity of care among health
providers.*
Twenty-three discreet documentation categories, "the goals
of treatment and the treatment plan" and "progress notes
made by the medical staff and other authorized individuals"
to cite two examples, are listed as bases upon which final
ratings are issued. There are in addition numerous other

categories related to medical records for which hospitals

3 In its own four page outline entitled "Joint Commission
History", 1926 is the year "The first standards manual is printed
consisting of 18 pages."

¢ The Joint Commission on Accreditation of Healthcare Orga-
nizations Comprehensive Accreditation Manual: 1995, p.397
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are rated; for example that they are "reviewed at least
quarterly for completeness, accuracy and timely completion
of information, and action is taken as necessary to improve
this process."® In developing its own medical record
policies TPC uses the latest issue of the manual issued by
JCAHO, a stratagem which meets with the approval of the
survey organization since it promotes its publication as a
teaching device.

The Joint Commission on Accreditation of Healthcare
Organizations is invited by TPC to conduct a survey. In
fact JCAHO is paid by the Office of Mental Health to do so
(as is true for all New York State psychiatric centers.)
Accreditation reflects well on the hospital. A JCAHO
failure is not only a public embarrassment, it precludes an
audit by the Health Care Financing Administration (HCFA) the
federal agency responsible for disbursing Medicare and the
federal portion of Medicaid funds. Accreditation by The
Joint Commission on Accreditation of Hospitals® had been
acceptable for hospitals to participate in Medicaid and
Medicare according to the Social Security Act of 1965, but
that changed in 1972 when the act was amended to require

that their findings be validated by the Department of Health

s Ibid: p. 388

¢ Later to become the Joint Commission on Accreditation of
Healthcare Organizations in 1987.
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and Human Services, the agency from which HCFA was later
formed. Public psychiatric hospitals are not able to
receive Medicaid funds; they are eligible, however, to be
paid a specific daily rate for each patient who qualifies
for Medicare, a sum when totaled amounts to several million
dollars a year for TPC. The facility is not the direct
recipient of Medicare funds, rather they are funneled
through the Office of Mental Health into the general state
coffers. Understandably OMH central offices are very
concerned when any of the psychiatric centers is in danger
of failing a HCFA audit.

HCFA standards are published in "The Code of Federal
Regulations" and then distributed, as they are amended and
updated, to health care organizations they will survey.
Included for TPC are audit protocols and a section geared to
evaluating psychiatric hospitals, entitled "Interpretive
Guidelines - Psychiatric Hospitals". Those guidelines are
actually addressed to surveyors who will perform the tasks
of auditing; thus the facility is apprised of instructions
to prospective auditors. For example HCFA auditors are
instructed to "Review each patient's record in your sample
for compliance with the Special Medical Record Conditions
Standards". An example of a regulation as stated in the
"Federal Register" is: "The medical records maintained by a

psychiatric hospital must permit determination of the degree
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and intensity of the treatment provided to individuals who
are furnished services in the institution."’ The
guidelines then elaborate and specify the medical record
documentation that would comply with that regulation.
Another of the regulations states:

The hospital must have adequate numbers of qualified
professional and supportive staff to evaluate patients,
formulate written, individualized comprehensive
treatment plans, provide active treatment measure and
engage in discharge planning.?®
The Psychiatric Center, in response to the preceding, hires
the complement of professions and occupations that would
enable demonstration of compliance. An example of the
specificity of regulations located in the "Interpretive
Guidelines" is: "The frequency of progress notes is
determined by the condition of the patient but must be
recorded at least weekly for the first 2 months and at least
once a month thereafter." That regulation about the
frequency of progress note writing is incorporated into
professional discipline and medical records manuals and is
repeated as part of the instructions on the File Order Form.

How progress note regulations affect staff practices will

7 code of Federal Regulations: S482.61 9/95

8 Tbid. S482.62
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become evident in Chapters 4, 5 and 6; at this point it
should be clear that there is a direct link between federal
regulations and medical records policies at TPC.

To assist psychiatric centers in their preparation for
audits central OMH offices disseminate HCFA specifications
and then conduct pre-survey surveys. HCFA audits have
primarily focused on medical records and staff/patient
ratios of various disciplines. As of 1996 HCFA standards
have been redirected from a process oriented compliance to
an outcome orientation and auditors have been mandated to
correlate their finding in the medical record with
observations of direct patient care as is stated in this
excerpt from a pre-audit training memorandum:

HCFA's Annual Recertification Survey's for psychiatric
hospitals was formerly a process oriented compliance
survey against which compliance with the special medical
records requirements and special staffing requirements
for psychiatric hospitals were assessed. HCFA has
revised this survey process to an outcome orientation.
This new survey protocol employs the techniques of
observation and interview as well as a review of the

medical record documentation.?

° From a survey information packet developed by HCFA and
distributed to TPC staff by OMH.
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From the preceding we have an illustration of recent changes
taking place in procedures for auditing psychiatric
hospitals, changes with which they must grapple. In
anticipation OMH revised some of the forms used by its
psychiatric centers, as will be noted in Chapter 6.

New York State laws also have direct impact upon
psychiatric medical record practices. The New York State
"Official Compilation of Codes, Rules and Regulations"
(NYCRR) of which a portion, Title 14, is relegated to Mental
Hygiene Law, and "McKinney's Consolidated Laws of New York"
are publications which contain laws and regulations related
to patient rights and administrative responsibilities within
New York State institutions for the mentally disabled.

Dates of enactment provide some insight into their
historical progression and, on occasion, cases that
generated them. The NYCRR lists requirements for the
medical record but not with much specificity. However the
reader is referred to various manuals, including a Medical
Records Manual, for details of requirements. Manuals are
required to reflect any changes in regulations. One of HCFA
"Conditions of Participation" mandate compliance with state
and local laws, in effect incorporating them into its own

regulations.?®®

1 Code of Federal Regulations: S482.11
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New York State regulations demonstrate a long standing
recognition of the relationship between control over its
facilities and the forms they use:

The commissioner shall have the power to make
regulations governing admissions to hospitals, schools,
and alcoholism facilities and the identification and
processing of patients. He shall prescribe and furnish
forms for use in procedures for admission. Admission
shall be had only upon such forms.**
Forms used to admit patients state the rights of those
individuals, establishing at the same time their legal
statuses, i.e. voluntary or involuntary. Thus not using
designated state forps (see chapter 6 and appendix B)
creates a vulnerability for accusations of illegal
incarceration.

Every patient has a legal status on admission, a status
which is subject to change. Many patients are admitted with
and maintain a voluntary status, which means they can
request discharge within 72 hours from any time they serve
notice.* If the treating psychiatrist believes the

patient is not ready for discharge, an application to the

1 McKinney's Consolidated Laws of New York: p.229
i2 A gituation requiring no form -- the only needs to write

some discernable statement to that effect on a piece of paper. An
individual unable to write is entitled to assistance from staff.
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court for a status conversion to "involuntary" will then be
initiated. Mental Health Legal Services (MHLS), a
department outside of the administrative chain of the
hospital, has a patient advocacy function, with every
patient having an assigned lawyer who has direct access to
the patient and the medical record. MHLS lawyers have Kkeys
which allow them entry to wards for access to records and
patients.

In many instances the patient will withdraw the "72 hour
notice" before the court date, often because they have no
viable place to live and often because they have become
socialized to the hospital system (referred to by many staff
as "three hots, a cot and a shot".) A number of patients
become adept at "working" the legal system, sometimes
putting in a "72 hour notice" just to watch staff scurrying
to arrange the paperwork. Irrespective of staff conjecture
about a patient's motivation in submitting a "72 hour
notice" it must be taken seriously. Should a court hearing
ensue and the judge agrees that the patient is not ready to
be released (blatantly psychotic rambling in the courtroom
is an example of evidence the judge will use in addition to
the medical record,) the patient's status will become
"involuntary" for a specified period, requiring a renewed
court hearing when that period expires. Court hearings and

their applications are time consuming, encouraging the
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initiation and maintenance of voluntary statuses whenever it
isn't precluded by some court order.

Individuals gain entry to the hospital via several
routes. A common one derives from individuals behaving in a
manner that causes one or more people (very often family
members) to feel threatened, the police are called, and they
in turn bring the person to a psychiatric emergency room at
a general hospital. Or the individual may behave in a
manner that is considered a threat to him/her self,
resulting also in psychiatric emergency room evaluation.
Both situations described meet a criteria of dangerous to
self or others. Psychiatric emergency room evaluations are
frequently a first step in a series of procedures that lead
to state hospitalization.

Another route is the court system, the patient having
been charged, indicted and/or convicted of a crime with
mental illness being deemed a factor in the commission of
that crime, or the patient having been charged or indicted
for a crime but is considered not to have the mental
capacity to understand the nature of the act or the legal
proceedings. Court related statuses derived from Criminal
Procedure Law (CPL) put constraints on the capacity of
patients with those labels to gain increased "privilege"
levels which permit situations of decreased supervision for

specified periods. For example certain patients are not
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allowed off wards unless they are with a staff person whose
only duty is to serve as watchful escort while other
patients are permitted to leave wards on their own; a
number of patients reside on unlocked wards. While patients
with "civil" statuses", i.e: not court remanded, can "earn"
privilege levels by obeying the rules, CPL patients must
have applications (on a special form) made on their behalf
to the forensic committee, a task group which must include
at last two board certified psychiatrists (many of the
psychiatrists on staff are board eligible but not board
certified.) The committee evaluates documentation
presented, which should include entries about the degree to
which the patients have been able to display the capacity to
keep out of trouble and the likelihood of their committing a
viclent criminal act when not supervised.

Inattention to implications of legal statuses of
patients has resulted in jeopardizing staff, the
organization and the Office of Mental Health. As an extreme
example, a patient with a CPL status was given permission by
a staff psychiatrist to take unescorted trips off the
hospital grounds; on one of those trips the patient
murdered a relative. With so much at stake the hospital has
taken certain precautions. One staff member reviews records
of all "CPL" patients monthly to ensure that there is

ncorrect" documentation of legal and privilege statuses and
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that psychiatrists do not allow privileges not sanctioned in
writing by the forensic committee. For many staff the
policy of using patients' criminal histories as the
determining factor in their destinies is troubling: "Are we
a hospital or a prison?" is a question asked, sometimes with
resignation.

Many regulations derive from court case proceedings
that resulted in redefinitions of patients' rights, rulings
which become incorporated into federal and state laws and
which, as we have seen, become part of institutional
policies. One example is "the right to treatment". The
intent of the ruling was to counteract conditions in which
psychiatric patients in hospitals were left to languish.
Evidence of treatment is a requirement of JCAHO, HCFA and
the state. As a result the medical record is required to
display documentation that the patient has participated in
or an attempt has been made to help the patient participate
in twenty hours of programming per week. Staff at TPC
experience difficulty and discomfort with £illing in
(guessing at?) time periods spent with patients, a process
discussed chapters 4 and 6, but here it is useful as an
illustration of the progression from court ruling to the
psychiatric medical record.

The "right to the least restrictive alternative" is

another ruling which for which the medical record will be
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sought as evidence of compliance. That "right" means that
patients should be allowed the highest level of freedom
advisable for their psychiatric condition and legal status.
For example patients who have been evaluated as able to
benefit from off ward privileges must be granted them. If
patients are viewed as ready for discharge the record must
indicate that efforts have been made to effect it. The
Utilization Review staff (a work group mandated by JCAHO),
assesses every record periodically for documentation
justifying the patients continued stay in the hospital.

The medical record is subject to scrutiny not only by
auditors and organization staff. Litigiousness, which has
been observed to be a common trait in our society, presents
perpetual potential for damaging outcomes. For example a
family member may sue when a relative has been hurt during a
fight with another patient. Even if it is found that their
relative "started" the fight, the family may claim the
staff, psychiatrist and/or the organization failed to
provide protective treatment. Some families are spoken of
as "looking for a lawsuit so they can get rich." Lawyers
who have been retained by patients or others acting on their
behalf can subpoena medical records, searching them for
documentation (or lack thereof) which will bolster claims

being made. Simon warned, "Technically the law considers
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that what is not recorded is not done."** Using actual
malpractice cases Simon illustrates how carefully
documentation decisions must be made; there can be lawsuit
peril with every word written or omitted. On the other hand
part of the training of professionals, particularly
physicians, is learning to write enough to comply with all
regulations without inserting potentially self-incriminating
statements. Incident reports, forms used by the
organization to document information concerning any
questionable patient related event, are expressly not
included in the medical record.

As much as rules, regulations, and laws aim for
precision and clarity they cannot eradicate a basic
ambiguity pervading treatment of incarcerated psychiatric
patients. An example is an issue that on occasion has
presented staff with a predicament: when should the city
police be summoned to arrest a patient on a ward? If that
patient severely hurts a staff member or another patient,
disputes may take place as to whether the incident was a
manifestation of mental illness or of someone "taking
advantage" of the "mental patient" label, in which case an
arrest could be used as a public display and a warning to

other aggressive patients. On the other hand since there is

* gimon: 1987 p. 166

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



53
already documentation of mental illness, regulations bind
the courts almost always to remand the patient back to where
s/he came from, The Psychiatric Center. Another example is
determining when a CPL patient with a long past criminal
history, perhaps having committed one or more murders, can
be considered trustworthy enough to gain privileges and
ultimately be discharged. Some CPL patients may be
"cooperative with treatment" and "currently asymptomatic"
but "what if" questions plague those responsible for
documenting readiness for increased freedom

Keeping staff apprised of rules, regulations, laws and
policies is a major administrative task. While training
sessions will be most efficient when something is being
introduced, ensuring that staff practices reflect rules and
regulations involves ongoing attention. For example when
policies are introduced or changed the organization's
central administration distributes memoranda of policy
statements accompanied by instructions to "post® them.
Another method of disseminating such information is to
compartmentalize knowledge needed within existing categories
of occupational disciplines and rely upon discipline and
unit supervisors to intercept and correct errors.
Additionally the facility uses designated staff to oversee
specialized areas; examples already presented above are the

staff person who reviews documentation in records of CPL

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



54
patients and the staff from Utilization Review who ascertain
records affirm patients need hospitalization.

Regulations accumulate and change. Further, staff who
may have accrued knowledge toO function at least competently
in one of the Office of Mental Health treatment settings
may, for one reason or another, be transferred to another
treatment setting which utilizes different regulations. For
example staff who work in outpatient units might not be
cognizant of the importance of "72 hour notices". Should
those staff later work inpatient units, knowledge and
experience gaps may not be brought to light until something
goes wrong. Therefore there is always a tension that
something important can slip by. Awareness of effects of
regulations has been expressed well by Schwartz in the
following:

Perhaps no medical specialty has experienced the impact
of regulation to quite the degree as has psychiatry.
Indeed, concerns about abuses possible in psychiatric
institutions, the liberty interests of involuntarily
treated patients, the possible overlap of treatment and
"behavior control," along with the seemingly
unscientific nature of the psychotherapeutic enterprise,
have all contributed to the regulation of psychiatric
specialty practice most subject to cost-control

regulation, perhaps because of a persistent skepticism
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on the part of the public and policymakers regarding the
disease model of mental illness and a reluctance to
acknowledge the efficaciousness of psychiatric

treatments.-*

4 gchwartz: 1994 p. xvi
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CHAPTER 3

THE ORGANIZATION

This chapter presents the setting where the case study
was conducted. The organization, also referred to within
this paper as "the facility", "The Psychiatric Center", or
abbreviated to "TPC", is one of the psychiatric centers
operated under the jurisdiction of the New York State Office
of Mental Health (OMH). Eighteen OMH psychiatric centers
provide a range of treatment services, including outpatient
clinics, day treatment programs and work‘training, in
addition to inpatient treatment for adult mentally
individuals (there are separate facilities for children.)
"Psychiatric center" has supplanted "state hospital", the
label which earlier had been understood to be an institution
relegated to the care of those mentally ill. States
accepting responsibility for that care was in reaction to
reformers' national crusade to alleviate abusive, neglectful
situations. For New York State it was a tentative
beginning.

From 1843, when the first New York State mental hospital

was opened until 1889, the state mental hospitals were
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independent organizations....In 1889, the state
hospitals were brought together under a three-member
State Commission in Lunacy.-

As the system of state hospitals increased, an
administratively separate system of "after care" clinics was
developed, headed by its own commissioner and with its own
hierarchal chain. In 1971 each of the after care clinics
was placed under the control? of the state hospital which
was the source of its patient caseload. In 1974 "State
Hospitals" were retitled "Psychiatric Centers", thus
providing acknowledgement of the consolidation of services.
Each of the psychiatric centers serves patients from a
designated geographic area unless it has been allocated for
treatment of a specific type of population such as those
deemed to be extremely dangerous to others or who have
certain pending criminal charges. New York, as is well
known, is a geographically large, and economically and
culturally diverse state. Psychiatric hospitals developed
and maintained within its boundaries became responsive to

and reflective of their localities. One cannot overlook the

'

Weinstein, A. 1975 p.442

* Aftercare clinic staffs engaged in a public demonstration to
protest the change. The state countered by 1laying off all
outpatient supervisors and administrators who then scattered as
they sought positions for which they had "bumping" rights.
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extent to which the psychiatric centers are influenced by
politics at the most local level and that of statewide
elected officials. Several psychiatric centers are key
employers for their region thus heavily impacting those
economies; closing or downsizing those organizations are
destabilizing for entire communities as well as for
employees and patients.

patients treated by The Psychiatric Center are those
who have been assessed as meeting criteria for being
severely and persistently mentally ill. A state psychiatric
center is a segment of a larger system of mental health
services delivery which includes local governmental and
private agencies such as general medical hospitals with
psychiatric services components. Complex, sometimes
convoluted, but not necessarily consistent, financial, legal
and political agreements are made among various agencies in
order to apportion responsibilities for categories of
mentally ill individuals within geographic areas. To cite
one example, the Office of Mental Health has allocated funds
for use by city and proprietary hospitals which have
psychiatric units for patients who are newly diagnosed or
expected (or hoped) to have short term stays. Also, there
are arrangements for staff relocations between and among
agencies. Schools of medicine and nursing use a number of

hospitals as training grounds and some staff, psychiatric
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residents for example, may be on a New York City hospital
payroll while working at The Psychiatric Center. On the
other hand nurses on the payroll of the state facility may
perform most of their duties in a psychiatric emergency room
of a nearby city hospital.

The network of agencies involved with psychiatric
patient care extends beyond hospitals to outpatient programs
and residences. All psychiatric outpatient service
agencies, such as clinics and day treatment programs, which
receive public funds, either through direct grants or
medicaid reimbursements are part of a centralized data
collection system and are subject to centralized state
regulations. One of those regulations, for example,
prohibited more than one outpatient program from receiving
medicaid reimbursements on behalf of a particular
individual. While outpatient program designs and their
financing arrangements have undergone changes, developing a
managed care model, the data system continues to track
outpatient service usage by post-hospitalized patients.
Agencies which provide services adapt them to funders'
regulations in order to maximize income. Often adaptations
are more focused on how to document existing services so
they appear to conform to changing regulations.

Psychiatric centers are under ongoing pressures to

discharge inpatients, pressures which stem from several
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sources. One source had been deinstitutionalization
policies which started in the 1960s. It was the belief that
the dependent, withdrawn behavior displayed by patients was
based upon adaptation to institutional expectations and
routines. It was thought that discharged patients would
relearn how to meet the challenges of living "on the
outside", a belief that was not entirely unfounded since
many patients at that time were being confined
unjustifiably. Sometimes the most capable patients were
purposefully kept for personal tasks they performed for
higher status staff, such as cleaning their homes for almost
no pay (services then considered routine perks for state
hospital management.) But it also turned out that severe
mental illnesses could cause individuals to become
dysfunctional with respect to being able to develop the
capacity to earn a living or even maintain acceptable
hygiene. Dependent, withdrawn behavior was not necessarily
due to institutional acculturation or neglect. The rights
of patients to live in the least restrictive environment,
discussed earlier in chapter 2, creates additional pressure
for discharge. Since inpatient psychiatric treatment is
much more costly than other living/treatment situations,
impetus to reduce the census is impelled additionally, often

primarily, by budgetary considerations.
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Psychiatric centers are prohibited from releasing
patients without a "proper" discharge plan (documented, of
course) .’ Patients may not, even if they so choose, be
sent out to live "on the streets" or at shelters for the
homeless. Patients needing post-hospitalization housing can
be referred to residences that have any of several of "level
of care" designations, referring to the degree of services
and supervision provided.® Residences, which can open only
after their applications are approved by the state, must be
ready to submit to oversight by various groups such as the
Office of Mental Health. Interdependence and tension
characterize the relationship between residences and
psychiatric hospitals. While the former become financially
viable when "beds" are at or near fill level they are leery
of "getting stuck" with occupants they fear will be too
troublesome, even "unmanageable'.

Financing of patient stays at residences is generally
based upon Supplemental Security Income (SSI) housing

allocations for disabled individuals. Usually social work

* This should not be interpreted as meaning that patients are
sent to reside only in safe, nurturing environments. Pressures to
effect administratively acceptable discharge rates have induced
some staff to devise stratagems to place patients in over-crowded
rooming houses.

* Oon the other hand inpatients discharged to live at resi-
dences become outpatients with rights to choose not to stay. Many
of those individuals may end up living in "the streets" or re-
hospitalized.
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staff at psychiatric centers are assigned responsibility for
filing and following applications for housing and
entitlement, a process that generates what many consider an
onerous amount of paperwork, an issue pertinent to this
study. Residences have agreed to accept, as the basis of
assessing patients' acceptability, copies of paperwork
submitted to the New York City agency that releases housing
funds, but many insist that, in addition, their own forms be
filled out. Copies of medical record material, such as
psychiatric and social assessments accompany those
applications, often creating concerns that the documentation
as presented will provoke residences to reject certain
patients. If existing documentation portrays referred
patients too negatively, perhaps stating episodes of
violence, staff are expected to write "ypdated" material
that highlights improvement. Later I will discuss issues of
missing or incomplete paperwork in more detail, but here it
is relevant to note that delayed discharges due to missing
or incomplete paperwork will induce ire from supervisors.

As previously stated, The Psychiatric Center's main
purpose is to treat individuals who are categorized as
severely and persistently mentally ill. Diagnoses are
achieved through criteria described in the Diagnostic And
Statistical Manual of Mental Disorders (DSMIV), with

requirements that physicians use the latest issuance of the
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publication. The organization has been defined by the Office
of Mental Health as an "intermediate" facility, implying
that it should not be the locus of a patient's first
hospitalization(s) and every patient should be considered
potentially dischargeable. However a substantial number of
patients have been hospitalized continuously for over five
years, some for decades. Admissions almost always result
from pre-arranged transfers from other facilities such as
general hospital psychiatric units or emergency rooms,
prison psychiatric units and other psychiatric hospitals,
perhaps one designed to treat criminally violent
individuals. Since admissions to psychiatric centers are
reduced when non-state hospitals have psychiatric units the
state has developed funding allocation formulas to encourage
development of those "bed" resources. At times The
Psychiatric Center is "over the fill level", that is it
contains more patients than considered permissible as
determined by regulatory groups. Administrators ordinarily
take the stance that a high census is due to staff being
remiss in discharge efforts and escalate discharge
pressures. But attempts can also be made to control
admissions, possibly by diverting them to other facilities.
Admissions create other sets of tensions. Staff at TPC may
express feeling victimized by the kinds of patients "we have

to take". Objections may be voiced, for example, when
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patients with histories of violence against staff, as
learned from the paperwork previously forwarded, being
transferred from a forensic facility. Or staff may complain
of being sent "the undischargeable" and then being accused
of holding on to patients. Protestations may be most
pronounced on wards receiving those patients, complaints
being more about positioning with respect to other wards,
resulting in statements such as "How come we're the ward
they sent the worst ones to?" Or unit management may be
perated for not ensuring a better selection of patients.

One way to view the organizational structure is through
staff departmental delineations of four major groupings:
administrative, support, quality assurance and clinical.
Administrative staffs are responsible for areas such as
personnel, plant maintenance, purchasing and distribution of
supplies. Support staffs work in areas such as
housekeeping, safety and food service. Quality Assurance
staffs work in areas such as utilization review, incident
review, and medical records. The last, clinical, includes
departments involved with direct patient care such as
psychiatry, medical, nursing social work, psychology, and
rehabilitation. Quality assurance and clinical are the
staff groupings that are most relevant to this research.

Another view of the organizational structure is the

formation of work divisions functionally, spatially and
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through time (the facility operates "24 - 7"), a view that
centers mainly on clinical staff distribution. Direct
service areas are divided generally into inpatient and
outpatient services. Inpatient services, which utilize the
majority of staff, comprise eighteen wards distributed among
five units, an arrangement subject to frequent revisions.
Additionally areas are allocated to the "rehab" department
and other task oriented work groups, a discharge team, for
example. Outpatient services include a clinic and a day
treatment program.

Not every work group using space at the facility is
part of the organization's hierarchy. For example there is
a unit, Patient Resources, that collates financial data
about patients and seeks payment from any viable resource
such as Medicare or private insurance. Another work group,
called "Mental Health Legal Services" (MHLS), are lawyers
who advocate for inpatients. MHLS represents inpatients in
proceedings such as allegations of abuse or petitions for
discharge against medical advice. Judges preside weekly at
hearings held at The Psychiatric Center, in effect one room
temporarily becoming a court. Legal issues are elaborated
elsewhere in this paper.

It is important here to take an additional view of the
organization from a labor market perspective. Almost all

staff are employed by New York State and are, therefore,
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subject to and shielded by Civil Service law. In addition
most staff are members of one of several bargaining agents
such as unions. Which union a staff person becomes a member
of is based upon that individuals job title, with those
considered "professional" part of one major union and most
others, such as therapy aides and cleaners part of another.
Staff with management-confidential titles cannot be
represented by a union but may join the organization
established to advocate for them.

Hierarchical relationships can be both constrained and
reinforced by civil service and union regulations. For
example if a supervisor attempts to initiate disciplinary
actions against an employee for not having completed
paperwork the employee is likely to seek protection from the
union. That union could, for example, demand documentation
that the employee in question had been trained, was being
supervised by an individual with a proper title and rank >
and was formally counseled first verbally and later in
writing. Attempts to enforce line staff documentation
obligations entails a whole set of supervisory documentation
obligations. Supervisors enter into outright adversarial

stances with much caution since any lapses in their

s At times employees work "out of title", accepting supervi-
sory responsibilities in exchange for relief from direct service
tasks.
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documentation of having followed procedures subjects them to
what becomes a public display of their own ineffectiveness.
Most supervisory titles are considered non-management which
means those staff could be members of the same union as
their supervisees. Supervisor and supervisee may each be
seeking support and protection from the same union at the
same time but for different purposes, a factor which also
may inhibit initiation of disciplinary actions.

Hierarchical relationships can be contextual. For
example a Treatment Team Leader may have overseeing
responsibility for ome or more wards and may therefore be
expected to ensure that psychiatrists attend treatment
planning meetings. But psychiatrists, as a scarcer and less
replaceable resource, may be granted more leeway (albeit not
formally sanctioned) for infractions through their
supervisory chain than other staff, a result that will not
go unnoticed and perhaps challenged with statements such as
"They should have to obey rules, just like I do, we're all
state workers." Staff allegiances can be shifting and
fluid, perhaps to the most immediate work group at some
times, as examples when all staff work together to prime
their ward for holiday parties or band together to object to
having to cope with certain patients. At other times unit
chiefs and treatment team leaders may unite in their

objections to departmental supervisors not taking more

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



68
responsibility for following paperwork deficiencies of their
supervisees. Successful audit preparation outcomes depends
upon staff loyalty to the organization predominating over
other interests.

Another issue the organization has to grapple with is
defining "task and duties" expectations of its staff. While
this can be problematic for dealing with almost all staff
groups, the tasks and duties of some staff can be readily
delimited, maintenance workers for example.® Delineation
of clinical care in psychiatric hospitals has historically
been elusive, as pointed out by Goffman whose study was
conducted before the development of psychotropic medications
had made an impact.

What skills of this kind a staff may have cannot easily
be broken down into the skill-status hierarchy
characteristic of other service establishments, where
high-placed personnel perform the crucial brief tasks
and unskilled lower levels perform routine preparatory
work or merely ensure that the environment is kept

benign. A ward attendant often seems as well equipped

¢ All employees are expected to be cognizant of patients'
behaviors which they are 1likely to encounter and to have a
repertoire of "appropriate" responses. Further there are also
formalized arrangements which may blur the parameters of some
workers' duties.
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to offer a "good" relation to a patient as a highly
trained psychiatrist.’
In previous paragraphs the term "treatment" or some
equivalent has been used without having defined it.
Ultimately it must remain as undefined and problematic as
mental health services are. As Feldman observed:
In mental health our product is intangible and our
degree of success is very difficult to determine and
measure. The terrain is littered with ill-conceived and
poorly executed evaluation studies, and the technology
of mental health evaluation remains quite limited. It
is therefore very difficult for the mental health
administrator to evaluate the effectiveness of the
organization, or even of the individual staff members.
These difficulties also exist for outside groups and
organizations attempting to evaluate the utility of
mental health programs.®

Blau also commented cogently upon uncertainties in

psychiatric treatment. Work in mental health, she said, is

an extreme on the continuum of work that seeks to transform

7 Goffman: 1961, p.357

® Feldman: 1980 p.xix
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people due to "the degree of uncertainty of the task and the
capacity to standardize it."® She continues:

owing to the complex nature of the task -- variable
patients, difficulties of diagnosis, and the wide-
ranging strategies of intervention -- the performance of
workers is difficult to evaluate, and standards for
outcome are generally relative, not absolute. Moreover,
because the task is uncertain, judging outcomes is
difficult, and differences of opinion become easily
translated into conflict.-

While there has been substantial progress made in the
development and usage of psychotropic medications since the
preceding were written, mental health services organizations
continue to grapple with the effects of an uncertain
technology. Fancher affirms this view:

The century and a half of work to discover psychopath-
ologies and methods of cure has not resulted in any
generally accepted, authoritative body of evidence
defining illnesses, their causes, and their cures.
Depending on who is counting, between fifty and five

hundred different forms of therapy exist, each with the

® Blau, J.: 1983 p. 137

% Ibid. p. 138
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full panoply of professional organizations, journals,
and training programs.--

Therefore the term "treatment" has been applied to very
varied staff to patient situations. Questions arise as to
the relative "value" of activities performed by recreation
workers, social workers, therapy aides or peer counselors=
for example. Even within any of the occupations or
professions there are varying interpretations of "doing
therapy" versus merely engaging in a verbal interchange with
a patient. Emphasis on medical record documentation of
staff activities, as later chapters will illustrate,
encourage interpreting almost every patient contact as
having a "therapeutic" purpose, particularly since the
facility is required to demonstrate that patients do indeed
receive treatment.

How to evaluate that treatment has been an ongoing
problematic for psychiatric organizations and the agencies
that evaluate them. The problematic has generally been
expressed as, Mattson reported, a dichotomy of process

versus outcome criteria:

1 Fancher: 1995 p. 19

12 peer Counselors are work titles developed to use some former
inpatients to motivate current inpatients to make the transition to
outpatient status.
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Process refers to what health professionals do to and

for patients....Outcome refers to what happens to people

in terms of their health status after an encounter with

the health care system.-
As stated above outcome criteria seemed too elusive.
Process criteria, apparently more realistic and inferable
from documentation, had become the standard used by major
auditors. However a shift toward use of outcome criteria
has taken place in the 1990s, as is evident by language used
in 1995 JCAHO and HCFA manuals. To display an attempt toO
meet that challenge, treatment plan review forms issued with
the redesigned uniform case record has highlighted sections
labeled "outcomes", obligating staff to document how
patients responded to treatment methods listed in the
treatment plan despite the lack of clarity of cause and
effect. More will be said about this in the chapter on
forms.

Administrative expectations of tasks to be performed by
staff may readily shift with interpretations of new
stipulations by regulatory agencies. For example Registered
Nurses are assigned tasks of leading or co-leading therapy
or educational groups, perhaps those which encourage

patients to discuss their medications. But many of those

3 Mattson: 1984 p.608
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nurses have neither the training nor the interest in that
kind of patient involvement and express discomfort with even
the idea of leading groups.

Psychiatrists may be no different, as I vividly recall
from an episode that occurred sometime in 1989. As
coordinator then of an outpatient clinic I was expected to
ensure that clinic psychiatrists "ran" (one of those vague
"therapy" terms) two groups each. When I informed one of
the clinic's psychiatrists, a Russian emigre, of the new
demands she said, "I escaped Russia to get away from people
like you!" While admittedly I was upset then at being
compared to a commandant, in retrospect I recognize how
intimidating it must have been for someone to have a "group
therapy" task thrust upon her, without even knowing what
that task entailed. For administrators the issue was not
whether she had been trained to run groups, knew anything
about them or had the potential for being an effective group
leader. For them the goal was being able to document that
psychiatrists ran groups.

If Goffman informed us that any of the staff at an
"asylum" could be as therapeutic as another, it was also a

stance that had gained some legitimation in some arenas of
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mental health services.** TPC, which opened in 1963 (as a
state hospital) was in the forefront of that "progressive"
approach. Some therapy aides were imparted work titles,
such as "team leader", that may have carried some prestige,
but offered no additional remuneration. In the 1970s Mental
Health Therapy Aides working in clinics were given
"therapist" titles and “carried" caseloads similarly to
professional staff. But those were times of minimal
regulations and sparse documentation. Changes in the 1970s
and 1980s emphasized credentialed professional staff as
purveyors of treatment that they would have to document. I
will show how uncertainties of psychiatric services are

manifested in the psychiatric medical record practices.

The Organization's Forms

While this study will focus on forms used in the
medical record the organization is form driven throughout.
If a hundred or so forms can be used in the medical record,
the total forms used by the facility could number well over
a thousand. A memorandum entitled "Forms Control" was
distributed in August 1989 for inclusion into policy and

procedure manuals. Work units were thereby advised that

14 Goffman, according to Shorter, was one of the major
influences of the anti-psychiatry movement that burgeoned in the
1960s. (Shorter: 1997 p. 275)
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administrative permission was required before they could
devise and distribute forms that seemed to fit their own
purposes. The Quality Assurance department had not only to
approve any forms, they needed to label and categorize them.
While the memorandum referred only to forms designed within
the facility it highlighted the fact that they were too
important to be left to uses about which administration was
unaware. Most forms in use, though, are not designed by the
facility but by central offices located in Albany.

Numerous forms are patient treatment related in
addition to those used in the medical record. Many are
designed to fulfill specific task requirements. For example
there are several forms which enable distribution of funds
to patients (a standard allowance of $35.00 monthly per
patient is apportioned in weekly sums for discretionary
spending.) Various forms derive from the process of
prescribing use of particular medication categories,
including those which have designated restrictions because
of their potential to induce addiction or cause other
physical problems.

Oother forms are designed to survey the work of others.
For example the pharmacy has a checklist to be filled out by
their staff during inspections of medication storage on
wards. Pertinent to this study are forms designed to survey

documentation in the medical record. "Ticklers", which must
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be filled out monthly, have spaces to denote the presence or
absence of documentation in each chart. Prior to audits
additional medical record review forms are filled out by
"task force" staff deployed from other units. 1In outpatient
units "service recording" forms are filled out to obtain
third party reimbursements and to display productivity.

A multitude of forms track personnel transactions.
Included are those used to canvass potential employees from
hiring lists, applications for employment, those which show
employee statuses (e.g.: permanent, temporary, provisional) ,
performance evaluations (each of the unions and/or
bargaining agents use different evaluation forms), and those
which follow the course of disciplinary actions against
employees.

Ensuring that staff get paid requires a large number of
different forms. These include time and attendance forms
submitted monthly on behalf of each employee, time off duty
request forms and those which record the presence or absence
daily of those employees (these vary with respective
unions.) There are payroll distribution forms which route
paychecks to divers units, requiring employees' signatures
as those paychecks are picked up. Separate forms are used
to record "overtime". Since overtime expenditures are very
problematic for the organization, it has designed forms

which require supervisors to state justifications for
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overtime, calculating the hours needed. "Lost time" forms
record the days an employee should be off the payroll and
another form enables the employee on "lost time" to get
paid. Forms are used to permit staff to go "off duty".
perhaps because of an injury, and forms are used to
authorize those employees to return to duty.

Problems arise when needed forms are not readily
available as I can attest from my own experience. One such
situation arose when the secretary of the unit for which I
was responsible had left for vacation without submitting
payroll distribution sheets. I was informed that unless
those forms were produced immediately, unit employees would
not get paid the next day. "Don't mess with the paycheck"
is a tenet one quickly learns to heed; a frantic search
through files and drawers ensued until those needed forms
could be located and rushed to the department that releases
paychecks.

The above paragraph illustrates form management as an
organizational issue. "Common sense" efforts should result
in keeping at hand a supply of forms that one is likely to
use and the evidence is that work units, for the most part,
make this attempt. But a clinical unit, one comprised of
several wards, will need access to hundreds of forms, some
of which are used very frequently by many staff, progress

notes for example, and some of which are used only
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occasionally, such as the one used to request replacement of
furniture. Keeping at hand all that one may need takes a
great deal of space and an investment in ordering and
keeping track of all those forms. Unit secretaries are
differentially able and interested in the task. 1In
addition, the location of the office where forms are kept
may be in a location several floors away and perhaps may be
locked. When forms have recently changed the problem can be
compounded by uncertainty as to the legitimacy of older
forms still on hand. Much time is spent in the attempt to
locate forms when they are needed. Unit secretaries order
forms (on a form, of course,) from a central facility
storage area.

Management of filled out forms is also problematic.
Certain forms are used very frequently, and thus accumulate
over time. An example is the hourly check sheet which is
filled out by each shift for each ward. Similarly each
shift on each ward has a work assignment form to be filled
out by a nursing supervisor. While there are no directives
as to where each ward will store these filled out forms it
is clear that they must be saved. Staffs vary with respect
to how carefully they treat the forms; many stuff them in
the nearest file or drawer in the nursing station. Since
most of the time those forms will never be looked at again,

batches will be collected and brought to more distant
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storage areas where they are piled on those that have
amassed over the years. However at times particular hourly
check sheets and assignment sheets must be located. For
example a patient may state that she was sexually molested
during a particular night by a staff member. The ensuing
investigation would necessitate obtaining both the hourly
check and assignment sheets for the time in question,
sometimes resulting in searches through file cabinets and
various desk drawers. When those forms cannot be located
staff may be suspected (but not openly) of tampering with
evidence.

At The Psychiatric Center forms have often been
developed when critical management problems arose. For
example during one period overtime costs had been declared
unacceptably high by state central offices. Forms were
designed to enter expected staffing patterns for each
inpatient unit, covering each of three eight hour shifts
daily. To ensure that unit administration knew of and took
responsibility for those forms, their entries were read
aloud in administrative meetings held daily. Earlier, lower
level staff had been filling out overtime projection forms,
a different version of the form but with the same intent.
When overtime containment became a primary goal, unit chiefs
had to make the entries themselves and publicly report

attempts they had made to avoid that extra expense.
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Another critical problem at The Psychiatric Center has
been "census management", that is keeping the number of
patients within sanctioned limits. When the census is
deemed too high while agencies are pressuring for admission
of patients, discharge becomes an imperative. In response
to one high census period forms were developed to display
discharge reports. Since the discharge process involves
filling out and submitting packets of other forms,
especially if the patient is slated to reside at one of the
community residences, the discharge report form listed
progress (or lack thereof) of discharge form packets. Here
too, through forms, unit administrators demonstrated their
efforts to participate in overcoming problems of the
organization.

Discussed above were several forms designed at The
Psychiatric Center. Yet much of this study emphasizes forms
designed at the Office of Mental Health and mandated for use
at TPC. How then is it that The Psychiatric Center is "the
organization" rather than the Office of Mental Health?
Perhaps the answer can be found in the following citation
from Aldrich:

From an organization's perspective, the ability to
control boundaries is critical for the maintenance of
organizational autonomy. When the boundaries of an

organization become blurred for an observer, it is
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probably a sign of change in the relative power of the
organization vis-a-vis its population.-*

When OMH distributed sets of forms accompanied by
instructions for documentation that all psychiatric centers
had to follow, it was an overt demonstration of centralized
authority impelled to respond to financial and legal
changes.

For the purposes of this study the organization is
defined as The Psychiatric Center, as has been stated in the
opening paragraph of this chapter; TPC has, after all, been
the locus of my access to research. I do want to draw
attention to forms as a mechanism capable of blurring

organizational boundaries.

5 Aldrich: 1979 p.5
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CHAPTER 4

THE INPATIENT MEDICAL RECORD AT THE TREATMENT SITE

The Treatment Site

Inpatients at the facility reside on one of eighteen
wards located in either building "A" which has fourteen
wards or building "B" with four. Both buildings have spaces
allocated for additional uses. For example the
Rehabilitation Department uses the space equivalence of two
wards in building "A", a result of a specially designed
rehabilitation building having to be closed due to poor
construction. Each ward has a "bed capacity" for
approximately thirty-five patient unless it has, for
example, a specialty designation such as "Secure Care".
Wards housing residents in building "A" have a large
dayroom, an activities room, a dining room, staff offices
and sleeping areas which include two large dorms and several
smaller bedrooms, even a few single rooms. In building "B",
which was designed to house fewer patients per ward,
patients spend daytimes on a ward where the spaces are used
for a dayroom, activities, offices and dining, and then
cross a hallway every evening to another ward, the "sleep

side", where dorms and smaller bedrooms are. Every morning
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the reverse transition is made. Because of structural
defects in building "B" it cannot pass an audit conducted by
the Joint Commission on the Accreditation of Healthcare
Organizations. While that organization surveys building "B"
patient care and records when conducting the survey of the
whole organization, the Health Care Financing Administration
limits its review process to building A patients. Audits
and the processes they entail are discussed in greater
detail in other sections of this paper but here it should be
noted that the organization will receive HCFA medicare funds
only for eligible patients in building "A".

In addition to the space allocations described above
every ward has a "nursing station", an area bordered by
plexiglass on three sides so that staff can see into the
dayroom and the hallways (with some assistance from
strategically placed mirrors.) Adjoining the back wall of
every nursing station is a treatment room, an area where
physical examinations take place, medication is stored and
dispensed, and where medical records of the ward's patients
are kept. A room close to the nursing station and the
treatment room, with ready access to both, is allocated for
"seclusions". Access to these and a number of other areas
is enabled by the same key that opens the door to the ward,
a key that should be in every employee's possession at all

times.
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Individuals for whom admission is being sought are
brought to the Triage Unit area, a set of a few small
offices close to the Safety Department, allowing for prompt
assistance should a patient become violent. From the triage
unit a patient is escorted, by pre-arrangement, to the ward
where s/he will reside, an issue that would have been
determined based upon factors such as "bed" availability on
that ward, age (there are two geriatric wards), potential
for imminent violence (for example it may be advisable to
start with the secure care ward), whether there is an
significant reason the individual shouldn't be on a mixed
sex ward (for example a recent history of rape), evidence of
significant organic brain disease (should the person be
placed with those who have both intellectual and mental
disabilities), if the person is a mono-lingual Hispanic
(there are two wards where all professional staff are fluent
in Spanish), and other considerations. A new admission is
iikely to be assigned to reside on one of three admission
wards, which might then involve transferring one of the
patients on an admission ward to another, again based upon

the factors delineated above.
The Inpatient Medical Record on the Ward

A person becomes a "patient" at the time admission

forms are filled out, when the psychiatric medical record is
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started. The triage unit has already prepared record
binders with dividers and start-up forms such as the face
sheet, file order, admission screening form, progress note
sheets, a psychiatric evaluation and several other forms.
Any paperwork that had been forwarded previously or
accompanied the prospective patient would be placed in the
"past records" section of the binder. The triage unit
psychiatrist fills out the psychiatric evaluation (probably
using existing paperwork as a basis), and by entering
diagnoses and signing that form and the Admission Screening
Report that has earlier filled out by a social worker or
another staff person. At this time the patient's legal
status must be established; voluntary or involuntary
admissions forms are filled out and signed, unless they are
pre-empted by criminal procedure law orders."

The medical records department is called to have a "C
(consecutive) number" assigned to the patient. If the
person has had a previous admission(s), either as an
inpatient or outpatient, the number used in the past is
retained. The record binder is labeled with the patient's
nC#", name, birth date and admission date. Pasted in front
of every chart binder are "universal precautions"

instructions as infection control reminders. In addition

1 gee chapter on Regulators and the Law
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there may be alert stickers attached to call attention to
certain illnesses, allergies and court related legal
statuses.

When patients are brought to reside on a ward they are
always accompanied by their medical record. Records, one
for each of the approximately thirty-five ward residents,
are expected to be located mainly in the treatment room. It
is important that records be kept where staff would expect
to find them, since they are used and reviewed for a variety
of purposes, sometimes with some urgency as would be the
case if a patient suddenly became physically ill. Task
force staff conducting audit preparations, those conducting
investigations following incidents and dieticians writing
monthly note and assessments are some of the staff groups
not assigned to the ward but which regularly require access
to records. Records are placed on moveable racks (most
wards have two} so they can be moved relatively easily as
groups when necessary, possibly because staff members want
to write monthly notes in their own offices. On wards which
have separate daytime and sleep sides the racks of records
are moved along with the patients, twice daily.

An area where several records would routinely be found
is the nursing station, particularly if a patient is on
"special observation" requiring notes from therapy aides.

Missing records can be a source of consternation, and in
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certain situations an intense search ensues. Staff are not
permitted to leave records locked in their own offices, a
ban violated with regularity by a few. Because access to
all records is considered crucial the facility locksmith
must open staff offices for a supervisor conducting a search
(every locked area can be opened with master keys.)

Patients are not permitted to be in possession of records.
When patients have to leave the ward, perhaps for transfer
to a different one or to keep appointments such as court
appearances, the record is expected to be carried by a staff
escort. Stories about what can happen when that rule is
broken have become part of hospital lore. In one instance a
therapy aide, escorting several patients to the on grounds
medical clinic allowed them to carry their own charts. One
of the patients, it is said, ran off with his chart and was
found later reading aloud from it in a local bar. On rare
occasions patients have been known to get hold of their
records and destroy them. Such events are likely to trigger
attempts to take disciplinary action against staff for
laxity.

Ward clinical staff are the most frequent users of
records. A typical ward complement of staff includes Mental
Health Therapy Aides (MHTAs), nurses, a medical specialist,
a psychiatrist, two social workers, and a member of one of

the rehabilitation staffs such as occupational therapist or
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recreation worker. Psychologists are infrequently assigned
to wards since there are no HCFA mandates for their
documentation. Entries into the record must also be made by
certain staff with temporary treating responsibility. For
example psychiatric and medical staff are expected to be
available at all times; when ward physicians are off duty,
"on call" staff are required to provide documentation about
events for which they have been summoned. A number of
supervisory personnel, such as unit chiefs and team leaders
as part of one hierarchal chain and discipline supervisors
as part of another, are considered accountable for the
timeliness and quality of documentation, and therefore would
be frequent users as reviewers and when advisable to make
direct entries. Classic conflicts are ongoing between
representatives of line and discipline hierarchies with
respect to ultimate responsibility for getting the chart
work done. The following discusses work roles of various
ward staff and their documentation requirements.

Mental Health Therapy Aides (MHTAs), the lowest paid
clinical staff, are the most numerous workers in the
hospital. They are under the aegis of the nursing
department but do not have the professional standing of
nurses. MHTAs must be present on wards at all times, --

that is 7 days a week, 24 hours a day, usually on eight hour
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shifts.? There should never be fewer than two MHTAS on a
ward since in an emergency, such as a patient becoming
unconscious, one must be available for direct intervention
and the other for calling for additional assistance.’ Most
likely a minimum of three MHTAs will be allocated per ward
per shift, particularly during more active daytimes, and in
stipulated circumstances, when a patient is placed on "one
to one" special observation, the number increases. Central
administration at the facility is highly invested in keeping
MHTA staffing at bare minimums, especially when overtime
costs may be involved.

Medical record documentation requirements for MHTAs are
limited to specific situations and regulations. For example
if an incident has occurred, perhaps a patient is noted as
missing, an MHTA is expected to write in the progress note
section of that patient's medical record describing the
event and initiate an incident report. If a patient has
been placed on "special observation", that is an MHTA has

been assigned to observe one patient exclusively, then that

: yUnder certain circumstances other clinical staff, social
workers for example, "cover" for MHTAs. There is often contention
between administrators and nursing staff as to when LPNs "count" as
ward coverage as the former exert pressures for cost containment
and the latter stress safety factors.

3> Hospital regulations actually state there must never be
fewer than two clinically qualified staff on ward duty, thus
permitting professional staff, social workers for example, to
ncover" should MHTA staff be unavailable.
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staff person is expected to write a progress note covering
the eight hour shift worked. If a patient is placed in
seclusion a therapy aide must observe that patient at least
every 15 minutes and must sign the seclusion observation
form designed to record that observation.

There are a few forms crucial to the task of therapy
aides that are not placed in the medical record. An
important one is the hourly check list of patients which
obligates staff to sign that each patient present on the
ward has been observed at specified times, noting reasons
for any absences. Entries into the Communication Book, a
bound journal with numbered pages, is another documentation
responsibility of MHTAs. Each shift is required to note
significant events that occurred during their tour, entries
which should be reviewed by staff, including professiocnals,
on subsequent shifts. When serious incidents are
investigated entries in the communication book can be
compared with entries in medical records and incident
reports to uncover gaps and/or inconsistencies. Many MHTAs
have limited formal education and, therefore, display much
discomfort using written language. Some are soO insecure
that they seek assistance from co-workers when called upon
to write even a paragraph or so. That insecurity is

sometimes due to wariness that what they write can be used
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against them in the future. But then again that concern is
endemic to the documentation process.

n"Nurse" may refer to Licensed Practical Nurse (LPN) or
the higher status, higher paid, Registered Nurse (RN) .
Every ward should have one nurse assigned to each of the day
and evening shifts. On the night shift nurses may be
assigned to cover two wards since it is not a time that
medication is routinely dispensed. Nurses are assigned a
number of duties, among them reviewing physicians' written
orders for medication, arranging for each patient's
medication to be available on the ward, dispensing or
administering that medication and dispensing or
administering ordered medications during emergencies. Very
frequently patients are prescribed more than one type of
medication and some, particularly those with medical
illnesses, may have orders for half a dozen or so. Most
medications are in pill form, but they may also be in liquid
form or administered by injection. At medication time
patients line up in a somewhat orderly fashion in front of
the treatment room. On the other hand a number of patients
are resistive; they may become expert at pretending to
ingest pills or refuse outright. Sometimes after violent
episodes injections are administered by the nurse as the

patient is restrained by other staff.
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Medication transactions require considerable

documentation by nurses. Doctors' medications orders are
"picked up" by nurses, that is the nurse signs that s/he has
noted those orders, has accepted responsibility for entering
the medications on "medex" forms and for ensuring that the
medications order are received by the pharmacy. Pharmacy
staff place pill medications in small bins, each labeled
with a patient's name and C#, that are part of a rolling
cart that is brought to the ward daily. Medication in pill
form is dispensed from those bins, with the entire cart
removed when a replacement is delivered. Medex forms have
spaces for initials of nurses dispensing medication. From
the medexes it is expected that one will be able to
ascertain whether a patient actually received those
medications, or at least if the nurse has signed that the
patient did, events that should be equivalent but are not
always since the acts of dispensing and recording are
separated in time. Medex forms become part of the medical
record when they are filled out, about monthly. Injections
require that the nurse write a progress note to the effect
that the patient's blood pressure was taken first, stating
the reading (which should be within acceptable range) and
the body site injected or noting any reason the injection

was not given.
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In order to comply with hospital regulations nurses
must also write progress notes whenever they administer
treatment such as applying dressings to wounds. They are
also responsible for some of the documentation in the
medical and laboratory reports section of the chart. They
must record patient's blood pressures at least monthly and
countersign patients' weights recorded by MHTAs. In
addition the documentation already discussed (and it was not
meant to be exhaustive) there must be a monthly nurse's note
written by an RN. If the nurse assigned to the ward is an
LPN, an RN from the central nursing office is assigned to
the task of note writing. Often there will be two monthly
notes written by nurses, one from the LPN who has been
working on the ward and the other from the "outside" RN, the
two notes saying essentially the same thing. LPNs have
remarked to me, somewhat resentfully, how wasteful this
duplication is, especially since they "do" the medication
and know the patients. Nursing assessments which are to be
written shortly after admission and yearly thereafter, must
be completed by RNs. Again, if the ward is staffed with an
LPN, an RN will be sent to write it.

Medical specialists are physicians who evaluate and
follow medical statuses of patients. When patients have
medical problems those physicians can and do provide limited

treatment, but use area public medical hospitals for
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diagnosis and treatment of more serious ailments. Sometimes
public hospital emergency room staff criticize The
Psychiatric Center for not providing minimum treatments when
patients (accompanied by one, sometimes two, MHTAs) are
brought to have small wounds sutured. One medical
specialist is assigned to cover two wards. Each of the
wards may be part of two different units and one ward
located in building A and the other in building B, a
distance that may take 10 minutes to transverse when the
elevators are working.*

The medical specialist must write a progress note for
each patient at least every three months for patients who
have no medical problems. Additional medical progress are
written whenever there has been an evaluation or treatment.
For example if two patients had a fight during which one was
hurt, progress notes are to be written in the charts of both
patients. With respect to the patient who got hurt a note
should be written describing the injury and the treatment
recommended. The other patient's chart should record "no
visible injury" or words to that effect, indicating that the
medical specialist did in fact do an evaluation. When

incidents reports concerning fights are filed, medical

s pifficulties in achieving "efficiency" are beyond the scope
of this discussion, but medical specialists have sometimes become
short tempered when summoned from one ward to another for
situations they did not consider urgent.
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specialists' notes are expected to be reviewed to ensure
that they are in the record. If a physician "forgets" to
document an event it is the responsibility of the unit
administrator to ensure that the staff person returns to
complete paperwork. Progress notes for medical specialists
are kept at the end of the medical and laboratory section of
the chart. Since those progress note forms are no different
from those in the main progress note section, sometimes
other staff err and write their own progress notes in the
wrong place.

Medical specialists are responsible for several other
documentation areas. They £ill out consultation requests
for dental, ophthalmology, EKG, X-Ray, EEG and other
examinations. After consultation requests have been
addressed (the form is designed with spaces for the request
and the report), medical specialists sign indicating their
reviews. They also sign laboratory reports to indicate they
have been reviewed and abnormalities have been noted.
Medical and laboratory sections of records will be
relatively sparse when patients have no medical illnesses
but for those who do, for example those with AIDS, medical
data and documentation encumber the charta. Medical
specialists conduct annual physical examinations (using of
course, designated forms) and update medical summary sheets

and immunization records. Medications for medical illnesses
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are prescribed by medical specialists through entries on
doctor's order sheets.

Psychiatrists are physicians who have completed a
residency in that medical specialty. The facility attempts
to effect distinct realms of responsibility between medical
specialists and psychiatrists but each are expected to be
cognizant of contraindications and interactions of
medications before ordering them for any particular patient.
Most wards have one assigned psychiatrist but specialized
wards, such as those part of the admissions unit, may be
assigned an additional one. Psychiatrists' evaluations of
patients should be geared to assessing a number of factors
such as the need for containment at the psychiatric center,
differential diagnoses, type(s) and dosage(s) of medication,
likely precipitants of psychotic episodes, criteria of
improvement, readiness for off-ward privileges, readiness
for discharge, and potential for dangerousness to self
and/or others. These evaluations most often are made with
input from other members of the clinical team, as will be
discussed later. Irrespective of that input, documentation
by psychiatrists is, in a sense, the driving force of
treatment and the medical record.

Medication is prescribed by entering medication names,
dosages and frequencies on doctor's order sheets, the same

form used by medical specialists. Medication orders must
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have a start date and a stop date, covering a period of no
more than 28 days. A number of events and situations will
induce medication changes, temporarily or long standing, all
of them requiring documentation by psychiatrists. Sometimes
patients are assessed as requiring a level of restraint
known as being "put into seclusion". Seclusion order forms
are filled out by psychiatrists who must also write that
order on the doctor's order sheet, and in addition write a
progress note. Patients' statuses with respect to off ward
privileges, including the hours allowed, are also entered
onto the doctor's order sheet, with start and stop dates.
Occasionally staff and patients claim they have been told by
the ward psychiatrist that increases in privileges were put
into effect for particular patients. Staff who allow
patients off the ward based upon verbal statements without
checking doctor's order sheets subject themselves to
possible disciplinary action, particularly if something
should go wrong, the patient fails to return, for example.
On the other hand checking each record for off ward
privileges documentation is impractical in view of routines
which permit many patients to leave wards unescorted once,
twice or three times daily, depending upon those written
orders. Thus there is very often underlying tension that
documentation in the record will not support actions taken

by staff.
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Psychiatrists must write monthly progress notes and in
addition must write notes in that section whenever there has
been a significant event such as a suicidal gesture or
placing a patient on escape Or missing status.®
Psychiatric assessments are written yearly. Documentation
pertaining to patients' legal statuses are the
responsibility of psychiatrists. For example, if a patient
on voluntary status submits a request to be discharged in 72
hours (a patient right), and the psychiatrist believes the
patient should be retained, then documentation consisting of
a clinical summary and two physician certificates for
retention must be submitted. The psychiatrist requesting
the retention fills out one of the forms and arranges for a
colleague to fill out the other. Although from the form
title one could infer that any physician can fill it out,
only psychiatrists are permitted to do so within Office of
Mental Health facilities.®

Usually two social workers are assigned to work on one
ward. They may have Masters of Social Work or Bachelors
degrees, their work titles and pay most often reflecting the

education differential. Since the role of ward social

5 Documentation on incident reports is in addition to docu-
mentation in the record.

¢ Refer to chapter on Regulators and the Law for an expanded
discussion.
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worker is more ambiguous than the other occupations and
professions discussed, describing a series of tasks and
expectations will serve as explication. First, they are
called "therapists" but that term has no official meaning
and there is no consistent understanding of how that
function should be performed. With two social workers on a
ward, half the patients will be assigned to each. Social
workers are expected to get to "know their patients". They
are expected to learn about patients' past psychiatric and
criminal incarcerations, family relationships past and
present, educational level, and financial resources, as
examples. One social work role then is "information
gatherer" for the record. Another is "discharge expert",
that is to know (or find out) where each of the patients
could live upon discharge and what would be entailed to
effect that discharge. Social workers are expected to
engage in "legwork" such as accompanying patients on visits
to residences for post-hospitalized psychiatric patients.
Social workers are required to write monthly notes. As
information gatherers they are expected to document that
data in the core history and social assessments. They are
expected to ensure the availability of all the paperwork
needed for discharging patients on their caseload. Social
workers are also most often assigned the task of writing

treatment plans, a task, as I note elsewhere in this paper,
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many of them see as an expression of how their profession
"gets dumped on" unfairly.

A typical ward will be assigned a recreation therapist,
one of several occupational titles under the aegis of the
rehabilitation department. Recreation workers provide for a
range of projects for patients who are restricted to the
ward all or most of the time. Those projects include a
standard assortment of activities such as crafts, exercise
sessions, games and holiday celebrations. Recreation
workers must write a month activities note and an annual
activities assessment. Entries by rehab department workers
must be present in the record but they are not usually
closely evaluated qualitatively.

The clinical staff described above are members of "the
treatment team" which is supervised by the Treatment Team
Leader, a title combining administrative and clinical
functions. The psychiatrist, however, is considered the
leader of the clinical team for purposes of treatment
decision making. The treatment team is expected to convene
several times weekly for "rounds", (during which all ward
patients should be discussed), at least weekly for
administrative issues and training sessions, (a time when
policies and forms are introduced or reviewed), at least
three times weekly for "therapeutic community" (vT.C"),

(meetings comprised of staff and patients), post "T.C.s",
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(staff meetings to review the T.C. that just occurred),
weekly discharge meetings, treatment planning sessions when
annual comprehensive and quarterly reviews are due for each
patient, special meetings called for case conference and
special training conferences. It should come as no surprise
that various staff groupings differ greatly with their
interest in and capacity for compliance with meeting
attendance, let alone keeping those meeting focused and
"productive", but even the more involved staffs express
exasperation at the number of meetings scheduled, especially
those that serve administrative purposes. Pragmatic
concerns may prevail in sanctioning staff absence from team
meetings. For example medical specialists are not expected
to attend routine meetings since they "cover" two wards.

The treatment team is not merely a utilitarian
organizational format; it is a concept specifically stated
in Health Care Financing Administration guidelines: "The
patient and treatment team collaboratively develop the
patient's treatment plan."’ While effects of HCFA and
treatment planning processes will be elaborated in other
sections here attention is directed to an example of how
that federal agency's influence is manifested throughout The

Psychiatric Center. Many staffs are a disparate collection

7 Code of Federal Regulations: S482.61 (c) (1) Guidance
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of individuals, some of whom have a fundamental disdain for
the opinions of other "team" members. Nevertheless
documentation in the record is expected to demonstrate a
cohesive viewpoint. In the course of his study Barrett
observed "Conflict between staff was never openly expressed
in the case records, being fought out instead in the arena
of spoken discourse which left no permanent record."®
Barrett's use of "never" is an overstatement, at least from
my vantage point. While it is rare for staff to use medical
record documentation to express disapproval of other staff,
it does happen, but there also may be consequences for the
writer. For example after the death of an outpatient a
social worker wrote a progress note which appeared to
implicate a psychiatrist by documenting his lack of
responsiveness to complaints. Since "death" records are
always scrutinized the note, as was anticipated, came to the
attention of administration, setting off an investigation.
Because the social worker used the record for "whistle
blowing" instead of following other avenues for reporting
her observations and concerns, she was officially
reprimanded.

When patients are discharged or terminated the record

must be closed. A disposition report should be filled out

8 Barrett: 1988 p. 268
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very soon after so that the medical records department can
enter the event into a data bank. (That does not mean that
if a disposition report is not sent, the medical records
department and others would be uninformed of a discharge;
there are alsoc daily census sheets and nursing reports which
require entries of all patient transactions.) The
psychiatrist must complete a discharge summary and the
social worker must f£ill out a service plan. Also several
staff must write closing progress notes. A discharge can be
planned or unplanned, the latter occurring when, for
example, a voluntary patient leaves the facility without
permission (perhaps not returning from a pass). Under those
circumstances the patient must be discharged at the end of
three days. Most patients who absent themselves do return
(or are brought back by family members) within that time
period, often having satisfied an urge to imbibe alcohol or
get high on drugs. Patients who stay out longer, perhaps
being brought back a week or two later (via an emergency
room, most likely,) provoke irritation since their old
records would have had to be closed and a new one opened,
generating "all that paperwork". On the other hand
unplanned discharges, while administratively frowned upon,
do help reduce the census. Successful unplanned discharges,

that is patients who stay out for several months or longer,
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sometimes are inferred to be proof that staff had kept them
too long and had avoided the efforts of a planned discharge.

Closing of the record is supposed to be completed
within fifteen days of a discharge. Closing the record
involves filling out the forms mentioned, completing any
documentation that is missing and compiling and integrating
all debrided material that had previously been culled; every
ward has file cabinet space (most likely in the nursing
station) allotted for their storage. Since many patients
have been hospitalized for several years or more (some even
for decades) there could be many folders of material that
have to be placed into one record according to the file
or?er form. Most likely this task will be done by
secretarial staff. Rarely does the medical records staff
accept the record as sent. That department lists missing or
incomplete record materials on forms which are distributed
departmentally and administratively.® Staff, if still
available, will be asked to go to the medical records
department, perhaps just to sign an assessment. Sometimes
when the staff involved are long gone, or material cannot be
located unit administrators write a memorandum requesting
that the record be "administratively closed”. On the other

hand large chunks of records may be missing yet be

s Appendix A: Nos. 1 and 2
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overlooked. I have stumbled over a number of folders
stuffed with materials that belonged with records that had
long been closed yet had not been noticed as missing. No
one knew quite what to do about those old files.

The above depiction of documentation assignments has
frequently been phrased in terms of requirements and
expectations but there are several factors which impede
their fulfillment. First, there is a wide variation among
staff inclination to do paperwork -- a significant number
express distaste for the tasks entailed. This will be
evident not only with documentation not being done
(quantitative deficiencies) but also that which appears
skimpy and incomplete (qualitative deficiencies). Second
there is a wide variation among staff capacity to write
clearly and fluently. I have mentioned earlier the
difficulty many MHTAs have using written language. That
also may be true of some members of the professions, perhaps
because English is not their first or their primary language
or perhaps due to backgrounds that de-emphasized writing
skills.

A third factor hampering paperwork completion is
inconsistency of staff presence. For example if one of the
social workers assigned to a ward is on medical leave,
possibly for several months, that staff member is not

replaced. If the "regular" nurse is out for the same period
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replacements will be sent to ward on a day to day basis
since patients must receive prescribed medication (the
hospital has a contract with a private agency that supplies
needed nursing personnel) but that may not result in
ensuring all nursing documentation is present. Absent
psychiatrists are "covered" by psychiatrists from other
wards, but only for services such as prescribing medication
and emergencies. Vacations and short term sick leaves
create added staffing gaps, all leading to an accumulation
of missing documentation.

A fourth impediment to getting paperwork done is in the
nature of the documentation required. Language, logic and
ideology demands of treatment plans are discordant with
thinking and writing processes of most staff. Monthly
progress notes require statements recounting how many times
for how many minutes each time the writer met with the
patient, also stating that those meeting were purposeful and
related to the treatment plan. Absence cannot be stated as
a reason for lack of patient contacts since regulations
require the hospital to have sufficient staff to provide
treatment. But even if staff members are present for a full
schedule, entered time allocations with patients vary
between gross estimates and gross fictions. Many staff tell

of the tension they experience because they cannot write
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acceptable notes without attesting to events that did not
occur.

Depicted above are documentation processes as they are
likely to occur on an inpatient ward. Conceptions about
various staff disciplines are intertwined with their
documentation obligations; for example a social worker who
has been assigned to work on a particular ward is expected
to be ready to perform documentation tasks relegated to that
profession. The psychiatric medical record has been shown
to be a major focus of staff activity; for many staff it is

their primary activity.
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CHAPTER 5

AUDITS

I have shown that regulaticns established by certain
organizations have an impact on psychiatric medical record
documentation. Those organizations send surveyors to the
facility to assess the degree of compliance with their
regulations. Below I will describe audit processes,
including stages of preparation for those events,
emphasizing how they affect and are affected by the
psychiatric medical record. There are three main auditing
groups: the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), the Health Care Financing
Administration (HCFA) and the Periodic Medical Review (PMR) ,
a New York State review of every medical record. In
addition pre-survey surveys Occur; the Office of Mental
Health may send in a team to assess the facility's readiness
for prospective surveys. Further, other groups have the
authority to conduct surveys, generally limited in scope.
For example the Commission on Quality of Care may assess

treatment and care of patients who have been the subjects of
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major incidents, perhaps suspected abuse or neglect by
staff.

Facilities almost always are given notice prior to the
arrival of surveyors. Applications are made to JCAHO to
conduct a survey. Accreditation, if not impeded by
recommendations or conditions, is awarded for a period of
three years. JCAHO arranges the survey times with health
care organizations but has the option to conduct unscheduled
surveys when a facility is suspected of engaging in
deleterious practices. In 1993 the Joint Commission
instituted a policy of conducting random, unannounced
surveys for five percent of accredited organizations, a very
unnerving prospect for facilities that had become dependent
upon having time to prepare. HCFA, which will only audit
hospitals accredited by JCAHO, conducts surveys
approximately yearly but the specific time may not be made
available until perhaps two weeks or so before they are to
arrive. Since the outcome of HCFA surveys determines
whether the facility will be able to claim third party
reimbursements on behalf of Medicare eligible patients, much
hinges on approval by both JCAHO and HCFA. PMR conduct its
medical records audits yearly.

Outcomes of audits directly affect careers, perhaps
even employment, of administrators. Positive outcomes can

earn advancements if particular staff are believed to have
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been instrumental in the result; negative ones most likely
affect employees with titles lacking civil service
protection. Administrators are expected to do what is
necessary to pass audits, mainly getting others to do what
is necessary. Pressures on top administrators reverberate
through line and staff hierarchies with the ultimate goal of
motivating every staff member for "the cause" whether by
engendering an esprit de corps or through fear of
humiliation and possible discipline. 1In the words of a
psychiatrist who was head of a unit, "If HCFA wants us to
jump up and down six times we jump up and down six times."
Preparations for audits are periods of intensely focused,
sometimes frenzied activity. Through organizational
learning the hospital has evolved many techniques to become
ready for surveys. Organizational learning is evident also
among auditing groups when regulations are re-interpreted or
changed.

"In God We Trust -- All Others Document" is a message
taken from an in-house newsletter entitled "Preparation
H'FCA". Prior to audits communiques are distributed with
paychecks, a mechanism for getting the attention of all
staff, and are posted in hallways and on wards. Handouts
remind staff of rules that have been known to be violated.
For example one flyer reiterated the dictum that "whiteout

and erasures have no place in the medical record" (every
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staff member is supposed to know that!), and explained the
method one should use to make corrections (drawing a single
line through the error and initialing and dating the
change.) Another reminded about rules for debriding
(thinning) charts. Still another educated staff about
language proscriptions, providing a list of "Non Behavioral"
terms that should be avoided, "interact", "coherent",
"relevant", "appropriate", as examples, unless they were
clarified with "as evidenced by" and a description of the
behavior.-

Handouts are only one way to motivate and educate
staff. Every unit and discipline supervisor is instructed
to hold special training sessions with relevant staff. For
example if there is reason to believe that the auditors will
be questioning mental health therapy aides about their
knowledge of procedures, unit administrators will be
required to ensure that those workers have both the right
information and the right attitude, primed to reflect well
on TPC. Administrators may be given a list of questions
(for example, "How do you handle a medical emergency?") to
ask staffs from a number of different wards, reporting
results to the central administration. Sometimes those

training sessions are used by ward staff as an opportunity

* Appendix A: No. 3a-c
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to let administrators know they didn't give a damn and 1if
wquditors want to really know what's going on I'll tell them
but you won't like it." Generally such remarks are not
pursued but treated as letting off steam. If too much anger
is evident prior to an audit there may be some attempt to
mollify lower level staff, perhaps by increasing "positive
feedback" or (rarely) increasing staff in some key areas.
Auditors are expected to understand that every facility has
a few malcontents but there is always fear of being
undermined from the ranks. Handouts mentioned above exhort
all staff to try to make good impressions on auditors.

But all staff are needed to be invested in the labor of
impression management. Walls have to be painted, floors
have to be scrubbed and day rooms have to be redecorated.
Regulations about treatment rooms are reviewed. "Red Bag"
disposables, those which have been in contact with bodily
fluids, must be checked for proper placement and usage.
Refrigerators in treatment rooms have to be cleaned and
checked to ensure that staff do not have their own food in
the one allocated for medication (a frequent violation.)
Patient sleeping areas are cleaned and aired out. Bedrooms
and dorms are checked to ensure that there are no more beds
than allowed by regulations, which may necessitate moving
some patients. Patients' wardrobes have to be checked to

ensure they appear to have a supply of clean clothes. A
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supply of clean sheets and bedspreads are made available for
use on the day auditors arrive so they have little chance to
get dirty. 2Amid the tensions and bickering about who is
responsible for which of the tasks, cynicism and a measure
of camaraderie may develop; someone recalls the time when
the facility had displays of fake flowers which had been
rented just for the period of the audit. Patients are very
much aware of the pre-audit buzz of activity. Their
"support" is generally solicited by making them part of the
venture and preparing them for possible approach by
nvisitors". Long term patients get used to diminishment of
staff attention during those times.

Medical records are a key focus of every major audit.
Preparing those records soO they appear to reflect existing
policies, rules, regulations and laws with respect to
documentation of psychiatric inpatient treatment is an
undertaking that absorbs very substantial amounts of
professional staff time and effort; it is, therefore, very
costly. Accumulated paperwork requirements that have not
been completed is a major organizational problematic. As
organizational learning has taken place, and as " common
sense" would dictate, keeping up with the work, getting it
all done on time, would make audit preparation much less

agonizing. That is easier said than done. Reasons (or
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excuses?) for incomplete or missing documentation in the
record were outlined in an earlier section.

The Psychiatric Center has instituted a stratagem of
monthly reviews of each psychiatric record for quantitative
deficiencies, i.e. the presence or absence of documentation.
Monthly reports, called "ticklers" were devised to keep the
administration apprised of the status of chart documentation
with the hope of preventing an overload of work prior to
audits.* The "tickler" is a form that lists every patient
on a ward and which has spaces to enter the dates of the
last assessments and progress notes written by members of
each of the professions required to write them and for
treatment plans and reviews due from the treatment team.

The tickler form is expected to be filled out by Treatment
Team Leaders who call attention to missing documentation by
encircling those spaces. Copies of completed ticklers are
widely distributed to the Quality Assurance Department,
discipline supervisors and staff required to make entries.
Deficiencies from all ticklers are collated and entered onto
another form which is then presented to administrative and
supervisory staff so that all can compare how they rate with

respect to getting chart work done.?

2 Appendix A: No. 4

> Appendix A: No. 5
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Prior to an audit a task force comprised of a number of
staff from a variety of titles and positions will have
portions of their time redirected toward audit preparations.
The task force has additional forms for chart reviews,
duplicating much of what appears on ticklers and
additionally may review other aspects of the record.®
Copies of the review forms filled out by the task force are
sent to the Quality Assurance Department and to team leaders
who are required to review and address deficiencies noted.
It is expected that unit administrators will prod
recalcitrant staff into completing documentation due.

Ticklers and reviews call attention to work that has to
be completed but they do not get that work done. By the
time auditors arrive all assessments, treatment plans,
progress notes and essential medical data are assumed to be
complete. Where there are documentation gaps not
eliminated by the clinicians originally considered
responsible for them, plans are put into place for the
backlogged work to be accomplished. Staff must meet
qualifications for documentation; for example only
psychiatrists may write psychiatric notes. Unit supervisors
can enter documentation under the discipline for which they

have been credentialed, for example those who are Registered

* appendix A: Nos. 6, 7, 8 and 9
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Nurses can do nursing notes and assessments and those with
Social Work degrees can enter documentation due from social
workers. Sometimes notes may be written by someone of
another discipline if a "proper" signature can be obtained.
Supervisory and unit administrative staff will enlist other
staff or do the writing themselves since, they are told,
they should not have allowed the backlog to develop in the
first place. Amidst much conflict, it is with
recriminations, resentment and resignation that the catch-up
is achieved.

Many staff have learned how to construct adequate
documentation for past due work in records without much or
even any contact with the patients those records purport to
represent. In fact unit administrators and discipline
supervisors are expected to have acquired that skill while
they were still line workers. Essentially one uses other
available documentation, restating, with modifications, what
has been written, taking care that dating and placement in
the record match. Staff making back-dated entries may also
be attentive to whether they were actually present at the
time, and not, for example, on vacation.

While some staff refuse to take part in constructing
back dated entries for work situations in which they had not
participated, others rationalize that no harm is done since

the caught up material only reiterates what is already
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present in the record and what is being written about is the
past and can no longer affect the patients. One Treatment
Team Leader, now retired, told me that she would complete
chart work due from others when "it became a choice of
disciplining the employees or concentrating on treatment."”
She said she rationalized that she had to prioritize what
she wanted to get from those employees in terms of their
work with patients. She then reflected, saying that back-
dating entries was an incremental process you got used to,
comparing it to battered women's syndrome.

Unit administrators, discipline supervisors and/or task
force staff are expected to conduct qualitative reviews so
they can provide of the best charts from each ward. Those
records are then scrutinized for possible sources of
embarrassment such as inconsistencies. From that list a
shorter "perfect charts" list is developed. Records are
selected and ranked so that staff will know which ones they
should present to auditors, should they be given an option.
Copies of treatment plans from the selected records are sent
for approval to the Quality Assurance Department which, in
turn, returns them with corrections so they can be re-
written. Before an audit all staff will be expected to have
memorized their ward's perfect charts list since auditors

are not supposed to know of its existence.
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Inconsistencies uncovered in the record can be present
for many reasons. For example when some staff write their
monthly notes they might not read preceding ones written by
other staff and then write statements that contradict what
is already in the record. For instance a nurse documented
that a patient was given an injection following an episode
of "agitation" and the social worker note directly below
said "no episodes of agitation this month." The social
worker thus revealed that he is not performing his job since
he is expected to, at a minimum, discuss the patient's
perception of the event, perhaps to help prevent
repetitions. Notes, assessments and/or treatment plans may
reveal that some staff are unaware of medical conditions
documented by the medical specialist. Another potentially
embarrassing record would be one which reveals staff dislike
of the patient with statements such as "He was his attention
getting pesky self all night". If it is believed that
problematic records are retrievable for the "best" list then
efforts for correction will be made. For example, in the
case of the contradictory note, all staff who wrote on that
progress note sheet will be asked to rewrite their notes
even though only one of the notes is problematic thus
providing a series of seemingly uncorrected entries.

One of the newsletters mentioned above reminds staff

that "appearance counts". Preparation for audits also
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involves the presentation of the record as a physical
entity. Because of their frequent handling record binders
may become quite pattered, some even broken. All of those
will be replaced. Some unit administrators may choose to
have all records re-labeled so that they look clean and
uniform, a tactic meant to impress central administrators by
the visibility of effort expended. Most importantly, the
records will be debrided (thinned) in accordance with
stipulated policies, for example removing progress notes
that are more than six months old. (The thinned material is
stored in designated file cabinets on the ward.) Material
within the record is re-ordered, if necessary, to conform to
the file order.

audits vary in their progression and outcome even when
conducted by the same group. If organizational learning is
evident in how the psychiatric center readies for an audit,
the auditing groups are also part of organizations that
undergo changes based upon experiences and pressures, with
some of those changes being effected through regulations and
others by reinterpretations of regulations.

Every audit is different. First, of course, they are
conducted by different organizations with different
mandates. They each also occur at different points in the
history of The Psychiatric Center and the history of the

auditing organization. Auditing groups such JCAHO review
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their policies frequently, publishing new manuals yearly.
Over time TPC has developed some expertise at preparing
medical records for audits, so that in contrast to earlier
failures the facility tends to do well. Events that occur
in one audit become part of the lore of TPC, influencing
staff behavior for subsequent ones. For example in the mid
1980s the head of the Department of Psychology approached an
auditor to, she told people later, say something about what
an important contribution members of her department were
making to the facility. The auditor, claimed that he was
obligated not to engage in private discussions with staff
and had to report any such approach to the Chief Executive
Officer. Within weeks of the event the item of Head of the
Department of Psychology was eliminated, effectively
demoting her. It is doubtful that JCAHO auditors in the mid
1990s receive the same instructions but for TPC staff the

lesson lingered.

A Case Example of an Audit

Following is a description of one audit process from
the vantage point of my participation. I was, at the time,
a Treatment Team Leader for two wards and therefore very
invested in the activities described. This was a Periodic
Medical Review (PMR) audit conducted in the Spring of 1994.

Since PMR auditors are sent from New York State offices in
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Albany there really is no danger of actual failure; as one
staff member put it "The State is not going to shoot itself
in the foot". A poor showing though could affect the
reputation and possibly the employment of high level
administrative staff. A PMR audit entails reviewing
documentation in every medical record, using a check-off
form listing the discrete categories to be evaluated.
Copies of those forms had been used by the task force that
conducted pre-audit reviews. Surveyors would also be using
computer printouts listing names of all patients on each
ward, so there was no opportunity to "hide" any records.

It was known that the auditors would be at the facility
for four days, Monday through Thursday. Staff of each ward
were told which day they were expected to have their charts
"audit ready". One of the wards I was responsible for was
slated for Tuesday, the other the next day. One ward's (ward
A) records were more up-to-date so the choice of which of
the wards went first was based on that, of course. On the
less organized ward (ward B) a social worker had been out
ill for four months, and had recently returned. Since not
all of "her work" had been done there was still catching up
to do; the day's delay would be helpful. At one point that
social worker tearfully said "getting sick is like a
punishment...no one does the paperwork while you're out".

While her statement wasn't completely true it did express
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how overwhelming the task of tracking a backlog of paperwork
can be.

On Monday morning the first group of charts from
another hospital unit was sent to a very large office area
that was subdivided into about fifteen work stations.
Present in that office were task force members, discipline
supervisors, clinical department heads and several
administrators. There the charts would again be reviewed by
the TPC staff, in case something had been overlooked in
previous reviews. If a missing signature was noted on a
nursing assessment and the nurse who wrote it was not on the
grounds, nursing supervisors already in the room were
available to sign. Reviewed charts could then be brought to
a nearby office where surveyors were located. Monday
afternoon information was received that PMR auditors had
completed one ward and had noticed a psychiatric assessment
that had a 1992 date crossed out and 1993 written over it.
It was clear that a new assessment had not been done. That
could be considered evidence of fraud. The surveyors, we
were told, were not in a good mood. Tuesday morning the
charts for ward A were brought to the TPC reviewers' area.
Nursing supervisors were clustered in one area, social work
supervisors in another, utilization review staff were in
several areas and many other professional staff were present

or going in and out of the room. I learned then that the
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surveyors were criticizing date spans between some progress
notes. While we were all in the habit of okaying a monthly
note if it had any date for that month, the surveyor were
citing as deficiencies if, for example, social work notes
were dated the 15th in February and the 25th in March, a
period of more than four weeks.

In addition the surveyors had noticed crossed out dates
on a number of assessments and treatment plans. All charts
were being reviewed again by TPC staff for crossed out
dates. It had been decided that assessments or treatment
plans which appeared problematic would have to be re-written
immediately and quickly before the auditors called for those
records. There was now frenzy of reviewing and re-writing.
Since there had been a changeover in form types six months
earlier care had to be taken to use the correct forms. If,
for example, re-writing was being done for an assessment due
the past August old forms had to be located since the new
forms weren't in use until October. Staff of various
disciplines had to be summoned from other work areas for
help with writing and signing. Supervisors would sign
whatever was put before them. Suddenly the room got quiet
and tense. It seems that one of the surveyors had come into
the area to use the bathroom. There was fear that the re-

writing would be discovered. Subsequently the door was kept
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locked so that only those with hospital keys could enter at
will.

Only half of the charts from ward A that were sent down
on Tuesday had been reviewed by the surveyors. At the end
of the day all charts went back up to the ward and those
still needing PMR approval were sent back down early
Wednesday. I was told that one of the charts in the seccnd
batch had been cited because thke treatment plan was out of
date; it had been due the day before. Had the chart been
reviewed as scheduled all would have been well. One of the
social workers in the room shook his head saying "It's the
bureaucracy gone haywire."

That day also was the preparation for the review of
charts from ward B. Several of the surveyors were also
touring wards to view patients "in their environment." As
with every audit there was preparation that activities for
patients would be going on when surveyors come on the ward.
Staff who had been called down to the TPC reviewers' work
area so they could re-write or sign off on forms were called
to report to the ward for the activity display. Those same
staff were then expected to return to the chart preparation
area to help with the re-writing. One of the most difficult
aspects of the job I had was being in direct line of the
anger, derision and challenges. One social worker I had

called to make corrections said "I have a group to run now.
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Are you saying I should not run my group?" While staff may
engage in some form of verbal protests they also know that
institutional forces overshadow individual perspectives.

On Thursday afternoon the surveyors addressed staff in
an "exit" meeting. Their report was not as derogatory as
many had expected. They said some complimentary things
about patient care in general and medical care in
particular. Among their criticisms were write-overs,
emphasizing those on medication orders. The surveyors also
stated there were problems with the way treatment plans and
treatment plan reviews were written, but that was endemic
throughout the state. The facility was then expected to
develop a plan of correction for all issues on which they
were cited.® Several months later I happened to be seated
next to the Director of Quality Assurance. She was
discussing preparations for an upcoming audit and, recalling
the past one, said "PMR" really doesn't count; HCFA is the
one we worry about." Prospective audits of course generate
the most anxiety. Processes involved with audit
preparations may not be without potential peril for
administrators even when outcomes are successful. An

administrator, having generated enmity among a number of

* Appendix A: Nos. 10 and 11
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staff, became the target of an anonymous doggerel which
included this stanza:

Your directives were illegal
Such as forged notes and plans
You mandated staff write
For surveyland
Freidson, in his study of a medical group's practices, was
prophetic with his statement in a chapter aptly entitled
"The Threat of the Medical Record":
I have no doubt that, where it is required, records will
be kept in such a way that an evaluator can find little
to fault; what was a tool in the medical group at the
time we studied it will become more of a cover. What
will go on behind that cover is likely to be a somewhat

different reality.*

¢ Freidson: 1975 pp 184-185
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CHAPTER 6

THE FORMS

This chapter focuses on forms that are contained in the
psychiatric medical record. While each of the forms listed
on the 1991 File Order Form will be discussed below (copies
of each form will be found in appendix B), several have been
selected for special attention because they are most
illustrative of psychiatric medical record changes and the
processes involved in effecting those changes. Those forms
are: assessments, treatment plans and progress notes, which
together comprise the Uniform Case Record (UCR) packet of
forms and the File Order Form, which was designed to help
manage the record and which will be the guide to write-ups
about the other forms. Ensuing discussions of forms are not
meant to even approach a recapitulation cf all rules and
regulations relevant to them; a facility publication,
“Policy and Procedure Manual for the Uniform Case Record",
issued in 1991, consists of 168 pages (slightly more than
double that of the one issued in 1982,) is only one of the

manuals that relate to medical record entries.
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Assessments

Assessments, or evaluations, are generally specific to
professions or occupations that have been mandated to fill
them out, with the requirement that staff who do so are
credentialed. For example, only those who can claim the
title "Psychiatrist" are qualified to fill out a psychiatric
assessment; only a Registered Nurse is qualified to fill
out a nursing assessment. Assessments are designed to be
relatively comprehensive evaluations. They are required to
be done shortly after a patient is admitted and yearly
thereafter.

Prior to distribution of the Uniform Case Record packet
issued in 1981 there were no structured assessment forms,
but professional departments within the facility proffered
evaluation guidelines. Social workers at TPC wrote "psycho-
social summaries", which were expected to be a compilation
of a wide range of information about a patient, including
family situation (past and present), work experience,
medical and psychiatric histories, manner of relating during
the interview and any other data the writer believed to be
germane or of interest. Social workers were, and still are,
the occupational group considered to have "expertise" at
such information gathering. Structured four page social
assessment forms might actually result in less data than

psychosocial summaries they displaced but there was now a
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format that all social workers in all New York State
psychiatric centers were required to use.

Before UCR forms were put into effect psychiatrists
would periodically write evaluations they entitled "Mental
Status", which encompassed a series of observations about
the patient such as memory, orientation to time place and
person, mood, evidence of delusions or hallucinations and
generally concluding with a statement as to whether the
individual was "currently" considered dangerous to self or
others-. Psychiatrists varied greatly with respect to how
thoroughly they documented mental status examinations, often
not writing more than just a few lines, referring to only a
few categories. The four page UCR psychiatric assessment
requested expanded documentation and contained spaces for
diagnoses that met standards of the American Psychiatric
Association, but believing that form allowed psychiatrists
too much leeway the head of the department of psychiatry at
TPC developed a psychiatric assessment form that was eight
pages, each divided into several sections. Mental status
categories were all listed, with spaces for psychiatrists to

£ill in.

1 assessments of dangerousness are usually qualified by
"currently", thus being non-predictive in an attempt to protect
against repercussions due to future actions of a patient.
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Designations of the form's sections serve as
"reminders" about documentation needed. One psychiatrist,
when shown the new, more detailed, assessment form commented
sardonically, "Oh, good...now I don't have to remember how
to do a mental status." Structured assessments make highly
visible spaces that are left blank. Those who are
responsible for filling out assessments become accountable
for what is not filled in as well as what is (of course that
is true for other forms as well.) Discretion about what is
important or relevant can no longer be left to the judgement
of the various professionals. All assessments have spaces
for the writers to enter treatment recommendations
appropriate for their respective professional expertise. It
is those recommendations which are supposed to become bases

for treatment plans.

Treatment Plans

Treatment planning is a commonsensical operational
concept and is a well ingrained ideology of medical service
delivery. There is a moral imperative to the concept of
treatment planning based on a common value that those who
ntreat" others should reason in advance of performing any
procedures why those procedures should be performed.
Moreover, these choices should be readily explainable to and

understood by others credentialed to make an evaluation.
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Thus if a patient complains of certain types of persistent
headaches, "Rule out frontal lobe tumor" would justify a
physician initiating a series of diagnostic procedures. As
I have noted elsewhere in this paper, until just a few
decades ago "treatment" was not explicitly associated with
mental hospitals since their primary function was custodial.
When long term incarceration fell into disfavor and
treatment was attempted there was a surfeit of theories
about the causes of and modalities which purported to
alleviate mental illnesses.

Comprehensive Problem-Oriented Treatment Plan forms,
developed by TPC for its own use, were introduced in the mid
1970s. Previously there were no standards for documenting
treatment planning. Should clinicians have chosen to write
some statements of their intentions it might consist of one
or two lines as exampled by: "Plan: Continue in day prodgram,
Continue on I.M. medication." Probably no treatments plans
would have been found in most records. That had to change
because a JCAH? audit in the early 1970s uncovered a
paucity of treatment plan documentation, resulting in
failure of the facility to be accredited. Problem-oriented

treatment plans, introducing a major change and objected to

2 The Joint Commission on Accreditation of Hospitals (JCAH)
changed its name to the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) in 1987.
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by staff, required relatively little writing compared to
what would follow later with the introduction of UCR
treatment plans.

Treatment plan processes have been referred to earlier
as being particularly problematic for staff. Tri-part
comprehensive treatment plans use an essentially behavioral
management by objective model of treatment. Goals of
treatment are expected to derive from observed behaviors
that could be considered justifications for patients'
continued hospitalization. Objectives, steps toward
reaching those goals, must be stated in measurable
pehavioral terms with time allocations for them to be
accomplished. Plans then require statements of methods to
pe used to attain each of the objectives, stating what each
of the staff will do and how much time they will spend doing
it each week. What about this progression is so
problematic?

For many staff distinctions between goals and
objectives and between objectives and methods are difficult
concepts; some staff never do thoroughly grasp them.
Sometimes those distinctions are elusive. For example one
may come across an objective that states that the patient
nwill take medication to control his voices". But generally
medication is considered a method and is entered that

column. On the other hand if the patient is known to refuse

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



133
medication frequently then the objective would still need
modification, perhaps providing two objectives, one for
acknowledging the value of medication and one for
diminishing the impact of voices, an example of the type of
obsessing that treatment planning could entail. Many staff
have difficulty finding terminology for goals and objectives
because policies prohibit framing statements in the negative
but it is patients' "negative" behaviors that are perceived
to be the cause of hospitalization. For example if a
patient has been known to suddenly strike others one cannot
simply state as a goal the "the patient won't strike out at
others" but will have to convert it to something like the
patient "will be able to maintain self-control over his
impulses to hit others." Much time in treatment planning is
spent in deliberating about "how to say it".

Other aspects of writing objectives are also trying.
For example one objective for this patient could be "he will
report, in groups, that hurting others is wrong. three times
a week for two months." These kinds of statements are
written as staff either shrug or smile since everyone knows
that no one is keeping track of everything any one patient
said, let alone counting how many times s/he said it, even
if one could really rely on a connection between what a
patient may say and his or her actions. In the effort to

get the writing job done staff search for any statement that
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will pass as "measurable" and attach times to them. Highly
literate staff may have as much difficulty making treatment
plan entries as staff for whom writing is arduous. For the
former, some of whom have private psychotherapy practices,
minutiae of behaviorism are an anathema. To the right of
the objectives column is another one for entry of a "target
date", a time when that objective could be attained, but not
more than six months ahead. Since it is very likely that
objectives will not have been met during that time,
especially on wards where more chronic patients reside, when
period treatment plan reviews are due target dates are
crossed out and a new ones entered.

Configuring methods are also troublesome. Methods are
expected to be specifically related to specific objectives
but effects of most staff inputs are speculations. Staff
who fill out treatment plans are instructed to state
activities that will transpire, their duration per week and
names of the staff involved. For example an arts and crafts
group led by a recreation therapist will be entered as a
method to achieve one or more of the objectives on treatment
plans for patients who attend, however infrequently.

Methods statements are as prone to derive from what is
already being done (i.e. recreation therapists still do the
same type of work they have been doing for decades) as from

treatment plan objectives but in the treatment plan writing
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it should appear that the treatment activities are geared to
meet each individual's treatment objectives. State
psychiatric facilities must demonstrate that patients are
involved in at least twenty hours of treatment weekly and if
they refuse to participate attempts are made to engage them.
Thus it becomes important to list every possible activity in
the methods column, particularly for those patients who do
not have privileges to attend off ward programs. Treatment
plans which were strictly behavioral met with some criticism
from auditors; then statements of “"clinical rationales" for
various treatments had to be added to the methods column.
Clinical terminology which had been frowned upon and which
staff had learned to eliminate while writing treatment plans
then had to be re-introduced and squeezed in illogically in
the methods section.

Writers of treatment plans are instructed to document
that Registered Nurses involvement with patients' treatment
extends beyond administering medication because HCFA's
reimbursements for "procedures" performed are based upon
Registered Nurses having key clinical roles. Therefore
entries in the methods column must list some clinical
activity for RNs, for example co-leading a medication
education group with the psychiatrist. But many of the RNs
who work at The Psychiatric Center, neither trained nor

interested in running groups, become expert at making
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themselves unavailable for that kind of patient contact.
Cynical staff say "maybe the patient line-up for medication
is really a group." Occasicnally staff members are
sticklers for how their own name appears in the methods
column. One example is a recreation therapist who insisted
that the times stated in the methods sections were exactly
those he had displayed on his program schedule. Such line
staff, particularly non-medical personnel, are considered to
be obstructing progress toward getting the job of treatment
plan writing done and are held in check by various
supervisors.

A1l entries necessary for filling in the methods
section creates additional problems when there are changes
in a patient's treatment locale within the facility, i.e.
transfer to a different ward. Since all staff names from
the sending ward become obsolete they should be crossed out
(white-outs or erasures are absolutely forbidden) and
current staff names are inserted. All the crossing out and
insertions can make methods sections take on a sloppy
incomprehensible appearance; but no matter, it looks as if
staff have worked on it. Writing a whole new treatment plan
is a prospect staff tend to avoid even when they disagree
with what is written, perhaps offering as a rationale: "We
might as well delay all that work until the next

comprehensive is due'.
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There are some staff who are both proficient and

efficient at writing treatment plans, but for most it is a
very time consuming, cumbersome and often vexing task. It
is, therefore, a source of much conflict about who should do
the writing and when. Generally treatment plan writing is
assigned to social workers, or psychologists should one be
assigned to the ward. Social workers insist it is an unfair
burden: the team leader, the nurse or the psychiatrist
could also do the writing, they claim. One social worker
complained that psychologists should be hired to do them all
since "they were trained in behavioral methodology but
social workers were not." While that social worker was
incorrect about the training of most of the psychologists
who work at TPC she did express the uneasiness often heard
about having to write plans about which one has no
convictions. Resentments of staff may be gleaned from
treatment plan contents. For example one social worker
omitted objectives for medication prescribed by the
psychiatrist. When questioned about this lapse the social
worker said "How am I supposed to know what the medication
does? 1If it's so important let the psychiatrist do the
writing." Bickering ensues about whether treatment plans
should be written during treatment planning meetings or
delayed to be written after, or whether they can be done at

all if key staff are absent, etc. During periods of audit
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preparations all protestations tend to be set aside; somehow
by someone each treatment plan must be completed. Treatment
plans must be signed by the writer and the ward
psychiatrist. It 1s customary for records to be piled,
opened to treatment plans that need signatures and placed in
front of psychiatrists; I have rarely seen them read
treatment plans they sign, an exchange for being relieved of
the writing process. It is also an indication that treatment
plans, while understood to be administratively necessary,
are not used by psychiatrists to affect the clinical course
of patients' care.

Comprehensive treatment plans are filled out yearly
with treatment plan reviews due every three months until the
next comprehensive treatment plan is due, that is one
comprehensive plan and then three reviews.® Treatment
teams are expected to meet to discuss entries that should be
made on reviews, a practice inconsistently adhered to.
Before the uniform case record redesign reviews were
regarded as tasks that could be dispatched with relative
ease. With the aim of not having to bother making any

changes in the comprehensive treatment plan progress notes

! puring the first year of an inpatient stay reviews are due
after 10 days and every 2 months thereafter. Reviews are also due
10 days after patients are transferred from one ward to another.
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for the past period would be perused (of course patients
could be better, worse, the same or better in some ways and
worse in others) and short statements written about each of
the objectives, ending with "Objective continued". This
practice was criticized since continuing treatment
objectives, and implicitly methods to attain them, did not
seem warranted when there was no documentation of
improvement, particularly with a redesigned treatment plan
review form that specified "outcomes". To avoid dealing
with the comprehensive treatment plan staff sought other
solutions, finding more wordy expressions of "Objective
continued", for example "an additional time period will be

allowed to see if objectives need to be revised."

Progress Notes

Regulations and situations requiring progress note
entries by various staff was discussed in Chapter 4. The
progress note section contains entries from representatives
of all staff groups, professional and non-professional. To
recap: psychiatrists, social workers, recreation workers,
and registered nurses must write weekly notes for the first
eight weeks after admission and monthly notes thereafter.
Psychiatrists must write additional notes for any situations
such as secluding a patient or incidents such as a patient

being found missing or changes in legal status or
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medication. Dieticians write on a schedule varying with
patient's medical status, mental health therapy aides write
notes about incidents when they occur and when they have to
do "special observations". In addition progress notes
should be written by various staff for a variety of
circumstances such as admissions, transfers to and from
medical facilities and discharges.

Progress note instructions inform prospective writers
that notes should be "keyed" to goal numbers and objective
letters on treatment plans. Progress notes are expected to
be focused, addressing those goal and objectives
specifically. As an example if a patient's treatment plan
has a second goal pertaining to losing weight with a first
objective of losing four pounds per month, a nurse's note
should contain statements about weight changes and they
would be keyed "2A". However if a treatment plan six months
overdue (a not uncommon occurrence), is then written and
packdated, progress notes could then appear to be
incorrectly keyed. One can find progress notes keyed "3B"
when a treatment plan has only two goals. Because flipping
pages back to the treatment plan is distracting and time
consuming many staff choose to leave those spaces blank
until they gear up for audit preparations. When notes are

written to document an unusual event instructions state that
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the note should be keyed "O", thus indicating awareness that
it does not refer to the treatment plan.

Progress note forms which were issued with the uniform
case record are limitedly structured, but there is an
implicit structure resulting from all the policies
concerning progress note writing. staff have had to learn
to "DAP" their notes, i.e. to segment them into Data (D),
Assessment (A) and Plan (P). That is not to say that some
staff don't have trouble differentiating data and
assessment, but even then notes do get sequentially labeled
and ordered most of the time. Professional staff also have
to write statements which state how much time they have
spent with each patient per week, a discomforting aspect of
note writing when entries consticute stretches of the truth.
Psychiatrists' notes must comply with a number of additional
policies. For example their notes must state the specific
medications they are prescribing. In contrast to the above,
progress notes "in the old days" might be written by a
social worker every three months or so. In the past there
were no note writing requirements for nurses or activities
workers. “"Mental Status" evaluations written by
psychiatrists every few months also fulfilled their routine

note writing obligations.
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Filing Orders

The Filing Order is an expression of the facility's
need to manage forms within its multi-source, multi-function
patient medical records. Comparison among different
issuances of that form provide illustrations of expansion in
documentation requirements from the mid 1970s to the early
1990s. The earliest file order I could locate, from 1976,
much less detailed and listing far fewer forms than later
filing orders, seems to have been developed just after the
first Comprehensive Treatment Plan was put into effect. A
later example of increasing importance of forms in the
medical record is the filing order issued in 1881 which
1isted forms for both inpatient and outpatient services on
one sheet. Noteworthy also about this form is that the
order is presented as it would be when records are closed,
with forms related to discharge placed near the beginning of
the record, a format that would be continued.

In 1986 an inpatient Filing Order was issued which
served as the model for subsequent versions; it had become
important enough to be a required part of each record. Each
form listed on it has identifying numbers and/or letters
which indicate their origins. For examples "MED" and "OMH"
indicate forms have been issued by the Office of Mental
Health and "TPC" indicates forms were designed at the

facility, perhaps for its own use only or to modify one
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issued by OMH, in which case it would have been approved by
that agency. Filing Orders, used as an instructional
device, for example reminding staff when progress notes and
treatment plans become due, also organize: categories of
forms listed on the Filing Order are the same as those on
dividers used to separate sections. In late 13993 a revised
Uniform Case Record packet of forms was put into effect and
a revised Filing Order form was then developed to reflect
those changes.

Following are descriptions of and discussions about
each of the forms listed on the 1991 Filing Order. The
write-ups will also include examples of how the 1993
changes affected usage of the forms on the 1991 Filing
Order. As will become evident there is much variance among
them with respect to their importance for the facility.

Some forms are no longer used, some are used inconsistently
and there is an example of a form that was never used. That
forms which are not used get listed even on revised file

orders may be due to the extent of the compartmentalization

of knowledge at the facility.
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Forms on the 1991 File Order

The "Notification of Escape Record"* form is placed in
front of those records for which its use has been deemed
necessary or advisable, its position functioning as an
alert. The term "escape" must be applied when patients with
certain court related legal statuses cannot be located
during routine checks. For example all patients who have
active Criminal Procedure Law (CPL) 330.20 designations,
i.e: having been indicted for a felony crime and having been
adjudicated not responsible by reason of mental disease or
defect, must have this form in front of their record. The
form may also be applied to other patients who do not have
court related statuses but who have been assessed as a risk
to others in the community, perhaps having targeted for harm
a specific individual. A five page, highly detailed form,
it provides spaces for filling in (where the information is
not already provided) telephone numbers and locations of a
wide range of administrators, agencies and individuals who
could have concerns about the escapee's whereabouts.

This form is not part of general audit preparation
processes, but because it could have very substantial legal
and financial consequences it is subject to internal reviews

by a designee of the forensic committee to ensure that the

‘ Appendix B la, 1b, 1lc, and 1d: (OMH 321)
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form is in place, particularly for CPL cases. When there
are escapes of "high profile" patients, those who have
committed murder for example, staff are required to set in
motion rapid alerts, including attempting to enlist the
police in regaining custody of the escapee. Documentation
of telephone calls, including times they were made, are
required not only on progress notes and incident reports but
on this form also. Worst case scenarios are patients who
escape and then hurt someone in the community, leaving the
State of New York subject to lawsuits and public outrage.
Unit administrators are considered accountable for ensuring
that the form is filled out properly since missing or
incorrect information could result in delayed notifications
when a patient has escaped. Consequences to administrators
for any laxity with respect to this form will most likely
depend upon outcomes. For example in the scenario stated
above an administrator could face formal charges.

The "Face Sheet"® will be found at the front of the
chart (unless there is a Notification of Escape form.)
Triage Unit staff fill it out upon admission, but it then
becomes the responsibility of ward staff. Face sheets
should contain identifying patient data and contact sources

of his/her "significant others". Most likely to receive

* Appendix B 2: (TPC)
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attention when there is reason for ward staff to contact
family members quickly about a serious event such as an
injury, missing or incorrect information on this form can
provoke ire as records may have to be searched to enable
completion of staff tasks.

The "Filing Order"® form, which was discussed earlier
in this chapter, is placed in each record at the time of
admission.

The "Release/Termination Summary"’ form was one of
those connected to "closing" a record. Closing a record
must occur when a patient status is terminated because of
discharge or death or because of release through one of
several transfer arrangements. OMH policies state that all
documentation for closing a record be completed within
fifteen days of one of those events, a "deadline" that is
infrequently met. Since auditors review samples of records
of those recently discharged and all “"death" records,
documentation such as this form will become part of audit
preparation processes. Prior to the development of the
Uniform Case Record packet there were no forms that defined
record closing. A progress note by a psychiatrist declaring

that the patient no longer needed services might suffice.

¢ Appendix B 3a and 3b: (TPC 6a)

7 Appendix B 4a, 4b, 4c, 44, 4e, 4f and 4g: (TPC 412)
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The Release/Termination Summary that was distributed with
the Uniform Case Record was headed by a set of instructions
that listed categories of entries needed to complete the
form, but otherwise it was unstructured. TPC developed and
attained approval for an expanded version which outlined the
categories into sections and subsections spread out over
seven pages. While psychiatrists were considered
responsible for filling out the entire form, it had become
so elaborate and time consuming they would attempt to enlist
social work staff to fill in historical data or would refer
the reader to historical data entered in other sections of
the record. When the Uniform Case Record was redesigned
psychiatrists had only to £ill out sections of a shortened
two page Discharge Summary. The new form states recognition
that historical information was already present in the
record and if needed copies could be attached, thus
eliminating the need to review and repeat that information.

The "Discharge Summary" form was redesigned to be able
to be filled out fairly rapidly for transmission of
information. Agencies to which the patient has been
referred upon discharge often require copies of the filled
out Discharge Summary form before they render services.
Discharge diagnoses and medications often form the basis of
admission to outpatient psychiatric outpatient services and

patients might be denied needed treatment because of delays
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in paperwork transmission. Changeover from
Release/Termination Summaries to shortened Discharge
Summaries can be viewed as an example of organizational
responsiveness to internal and external pressures, albeit
delayed.

The "Individual Service Plan"® form was another
connected to closing a chart. The four page form has many
sections of blanks to be filled in or boxes to be checked
related to planning for the patient's aftercare, all of
which might have some logic if the entries were made before
discharge. In fact the Uniform Case Record manual states
"The Individual Service Plan must be completed by the day of
discharge/release" but most often it was filled out as part
of the process of closing the record, after, sometimes long
after, the patient was no longer present. When the Uniform
Case Record was redesigned the Individual Service Plan form
was re-conceived as the second part of the Discharge Summary
form, shortened and retitled "Service Plan". Service Plans
were designed to serve as instructions to patients being
discharged, stating the service appointments made for and
medications dispensed to the individual. As with the form
it replaced the Service Plan generally is not completed by

the time the patient is discharged. Its intent, therefore

¢ Appendix B 5a, 5b, 5c and 5d4: (OMH 6)
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is not fulfilled. Service Plan completion is considered the
responsibility of social workers.

The "Disposition Report"®, which can be filled out by
any unit staff member, is a carbonized tri-part form, one
copy of which is forwarded to Medical Records department
staff who use it as a basis for entry into computers
connected to the Department of Mental Health Information
Services (DMHIS) statistical data bank. Although due when
discharge is effected, Medical Records Department staff
often have to send "reminders" or exert other pressure to
obtain a completed Disposition Report, a form relevant to
New York State statistical compilations rather than audit
processes.

The "Discharge Instruction"-- form which was never put
into use, was very difficult to locate; the only staff
member who seemed to have any also recalled its origin. In
preparation for major audits central offices in Albany
sometimes send an "expert" to review and critique the status
of facility's survey readiness. Staff prepares for the OMH
reviews with less vigor than for the "real" audit but it is
invested with making a good showing since those reports

reach central offices directly. One OMH reviewer stated his

* Appendix B 6a and 6b: (AHR 116)

% Appendix B 7a and 7b: (TPC 612)
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belief that patients, upon discharge, should have a form
which is addressed to them, providing information about
aftercare arrangements. My source informed me that TPC
developed the form to demonstrate compliance but there was
much conflict about what should be put on it. For example
the original version had blanks to list diagnoses, but some
staff objected to having patients in possession of that
information. The form states it should be filled out by the
primary therapists, a term that could apply to any of the
clinical professions. 1Intent of this form was ultimately
accomplished by the Service Plan of the redesigned Uniform
Case Record.

The "Admission/Screening Report"** is filled out by a
triage staff member at the time of admission. It is at this
time that the patient is assigned an identifying number if
it is his/her first admission to the facility. Patients who
have had previous admissions to The Psychiatric Center will
retain numbers that were assigned in the past. While most
of the information requested can be filled out by any staff
member only a psychiatrist can enter the diagnoses. A copy
of the form is sent to the Medical Records department for
entry into the Department of Mental Health Information

Services statistical data bank. Copies of this form and the

* appendix B 8a and 8b: (AHR 725)
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Disposition form, the other data entry form, are forwarded
to the Patient Resource department, a unit that tracks
availability of funds that can accrue omn behalf of patients.

The "Diagnosis Record"** is another form that the
Medical Record department uses for entry into the DMHIS
statistical data bank. Its function is limited to tracking
changes in diagnoses made during the patient's hospital
stay. Original diagnoses would have been entered into the
statistical data bank from entries on the
Admission/Screening form. When psychiatrists believe that
one or more categories of diagnoses should be changed they
document it on Psychiatric Assessments but unless Diagnosis
Records are filled out and sent to the Medical Records
Department the data bank remains unchanged. Not
infrequently Diagnosis Records are ovexlooked by
psychiatrists, missing data that most likely will remain
unnoticed.

The "Screening/Admission Note"** was usually filled out
by triage unit staff. The 1994 Filing Order form shows that
it has been eliminated, substituted by an admission note in
the progress note section. Essentially unstructured but

headed by a set of instructions outlining documentation

2 pppendix B 9a and 9Sb: (15 MED)

3 pappendix B 10: (139 MED)
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categories, the Screening/Admission note was meant to elicit
a rationale for admitting or, more rarely, not admitting an
individual. Actually patients arrive at the inpatient
triage unit based upon pre-arrangements with sending
facilities such as psychiatric units of local medical
hospitals. Prototype forms of the redesigned Uniform Case
Record combine a Screening/Admission Note with a Psychiatric
Assessment (see discussion of that form below) developing a
new form which uses three pages out of six for a
Screening/Admission evaluation by a psychiatrist.

The "Interim Treatment Plan"** is a form that was
required to be filled out on admission. Since the
Comprehensive Treatment Plan was due within 11 days after
admission the Interim Treatment Plan then expired and
objectives had to be canceled, making this form especially
problematic since it was often not filled out on time. When
audits were being prepared for and past due work was
developed and back-dated, this form, seemed particularly
irritating to open and cancel at the same time while trying
to obtain applicable signatures. When redesigned the

Uniform Case Record eliminated this form.

4 pppendix B 1la and 11b: (140 MED)
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The "Voluntary Request For Hospitalization"= form
consists of 4 pages but only one of either of two pages
requires filling out as they each apply to mutually
exclusive groups: either adults or minors (individuals under
18 years old). Patients must be both willing and eligible
to sign the form, precluding those who have Criminal
Procedure Law statuses, for example. It is a form that is
presented to patients for signature at the time of admission
or when they have been on involuntary status and are
eligible to become voluntary. Attempts to obtain some
verbal statements of acquiescence with containment in a
psychiatric hospital, perhaps "the voices are driving me
crazy" are required to be documented on the form.
Preferably, individuals should make an entry in their own
handwriting if they can. Another signature required is that
of a psychiatrist who is thereby attesting to the need for
psychiatric hospitalization for that patient. Recapitulated
on the first two pages of this form are laws and regulations
which refer to rights and responsibilities of patients and
inpatient facilities. Patients are offered copies of the
filled out forms but most often they are too disorganized or

disinterested in accumulating paperwork.

* appendix B 12a, 12b, 12c and 12d: (OMH 472)
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The "Application For Involuntary Admission On Medical
Certification"® is a two page form, most of which is
relegated laws and regulations concerning involuntary
admissions. It requires a statement and a signature from a
"petitioner", who may, for example, be a family member
complaining that the individual has been physically violent.
Involuntary admissions have additional regulations as will
be evident below.

In almost all circumstances two filled out "Certificate
of Examining Physician"-’ forms must accompany the
preceding form in order to effect an involuntary psychiatric
hospitalization. Although the form does not specify that
the "physician" must be a psychiatrist, within New York
State psychiatric centers only a member of that specialty is
considered qualified to enforce an involuntary
hospitalization. This form displays ample, unstructured
space for statements to justify incarcerating a patient,
that is documenting how the patient "poses a substantial
threat of harm to him/herself or others".

Locating the "Certificate of Examination By Director of

Community Services or Designee"'* form took some

* appendix B 13a, 13b and 13c: (OMH 471)
7 appendix B 14: (OMH 471A)
18 Appendix B 15: (OMH 471B)
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persistence since no work group, including the office of the
Director of Community Services, has any recollection of
using it. A Director of Community Services would ordinarily
not be a physician, but as the existence of the form
demonstrates, under very limited circumstances a non-medical
administrator could effect an involuntary hospitalization,
albeit for a very limited time period (see the following) .

The "Examination for 72 hour or 24 hour Conversion to
Involuntary Admission on Medical Certification"** form was
designed to be used in conjunction with the one preceding.
It calls attention to requirements of concurrence by a
psychiatrist that a patient admitted by a Director of
Community Services (or a designated phys}cian) warrants
continued involuntary hospitalization. This form, similarly
to the preceding one, has not been used at TPC, at least as
far as anyone can recall.

The "Record of Emergency Admission®"?** form, consisting
of two pages, is used when a psychiatrist assesses that a
patient meets the criteria for involuntary admission under
Section 9.39 of the Mental Hygiene and that hospitalization
should not be delayed for a second psychiatric confirmation

if one is not available. Page 2 of the form requires that

** appendix B 16: (OMH 471C)

2¢ aAppendix B 17a and 17b: (OMH 474)
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confirmation by a second psychiatrist be documented within
48 hours. This is a form that was always used very
infrequently. Since almost all emergency admissions have
been taking place at psychiatric emergency rooms of local
general hospitals its use has become a rarity.

pPatients are entitled to be presented with "Notice of
Status and Rights" forms which describe their statuses and
the rights they have with respect to them. Since the status
and rights of voluntary patients differ from those who are
involuntary, there are separate forms for each of the
groups: "Notice of Status and Rights - Voluntary or Minor
Voluntary Status"?* and "Notice of Status and Rights
Involuntary Admission on Medical Certification"??,
respectively. Every 120 days computerized print-outs of
Notices and Status and Rights are sent in batches to each of
the wards on behalf of each of the patients on voluntary
status. According to regulations both the ward psychiatrist
and the patients concerned should sign those forms with one
copy then becoming the property of the patient and another
for placement into the record, a process often ignored.
Patients rarely are interested in accumulating or even

signing these notices, but knowledge of "rights" can be

2 pppendix B 1l8a: (OMH 460)

22 pppendix B 18b: (OMH 471)
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readily acquired through peer and staff contacts. Further,
a "Notice of Status and Rights" is posted prominently on
every ward.

Paperwork which designates legal statuses resulting
from criminal charges is completed by court systems and
arrives with the patient from the sending agency, most
likely a secure care psychiatric hospital or a prison. The
role of the facility with respect to these papers is to
ensure that stipulations are adhered to.

The Notice Of Status And Rights discussed above
addresses patients thus: "You may request your release from
this hospital at any time." Every psychiatric facility
must, within 72 hours of such a request, either release the
patient or, as is more likely, file papers to convert
his/her status to involuntary. Having decided that a
patient needs continued hospitalization, the ward
psychiatrist writes a clinical summariy which states his/her
rationale, fills out a Certificate Of Examining Physician
form, and arranges for a second psychiatric certification
(see discussion on involuntary hospitalization.) Filled out
paperwork is delivered to the medical record department

which then files an "Application For Court Authorization To
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Retain A Patient"? with the court so that a hearing can be
scheduled.

The "Notice Of Application For Court Authorization To
Retain A Patient"™ form is generated by the previous one;
it officially informs the patient who has submitted a "72
hour notice" of intention to retain him/her involuntarily
pending a court hearing. Ward administrative staff arrange
for the filled out form to be picked up from the Medical
Records department, have one copy delivered to the patient,
another filed in the medical record and a progress note
entry made documenting that an attempt was made to give the
patient a copy of the form (many patients refuse to accept
it.)

The "Certification Of Examining Physician" form was
discussed above relation to involuntary admissions. One of
twe forms listed twice on the Filing Order, it is repeated
here to call attention to its being required to convert
patients' statuses from voluntary to involuntary. As with
involuntary admissions two certifications are required for
conversions from voluntary status.

When patients have been remanded to the facility by the

court under Criminal Procedure Law, at first they are placed

2 pAppendix B 19: (OMH 470)

2 appendix B 20a and 20b: (OMH 470A)
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under the most restrictive level of off-ward supervision.
For example those patients may be allowed off a ward for
medical treatments only and under conditions of constant
observation by a staff person. In order to enable less
restrictive conditions for such patients ward psychiatrists
must fill out the "Application for Change of
Status/Privilege"** form and forward it to a designated
committee that oversees forensic issues.

The "Notice Of Meeting Re Application For Change In
Status/Privileges"** form gives notice to ward
psychiatrists, patients, Mental Health Legal Services and
others, informing them when and where forensic committee
members will meet to evaluate whether status/privileges
increases are warranted.

The "Notice Of Change in Status/Privileges (CPL 730)"
" form is restricted for use on behalf of patients who are
remanded under Criminal Procedure Law 730, a classification
indicative of involvement in misdemeanor level crimes.
Patients who are admitted on a CPL 730 status must be
converted to civil status within three days, thus removing

them from court jurisdiction.

5 Appendix B 22: (OMH 495)
26 pAppendix B 23: (OMH 496)
27 pppendix B 24: (OMH 497)
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Filled out by the sending agency, the "Order of
Transfer"* form accompanies patients whose loci of
residence is changed from one facility to another.

The "Record System Notification"** form is designed to
apprise individuals at the time of admission that a record
concerning him/her will be developed, that the record is
necessary for their treatment and that they have rights with
respect to that record. Although the form states that each
patient should be given a copy of it, invariably both copies
will be found in the record. Patients rarely are interested
in accumulating paperwork, particularly during the process
of admission. Therefore not handing out a cCoOpY of the form
is a realistic staff response.

The "Notice Of Rights To Medicare Or Champus/Champ VA
patients" * form is addressed to patients who may be
beneficiaries of federal funding. While in effect those
patients do not have special rights there are federally
funded agencies, as stated on the form, which oversee
treatment and funding for that treatment. AsS with the
preceding form, copies are rarely distributed to patients

despite it being stated as a requirement.

*# pppendix B 25: (119 DMH)
25 pppendix B 26: (324 ADM)

3 pppendix B 27: (ADM 401)
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The "Nursing Assessment"’* form is designed in two

parts consisting of many subsections. A nurse on duty at
the time a patient is admitted filled out the first part,
which has spaces to describe the physical status of the
patient. While the first part could be filled out by a
Licensed Practical Nurse the second, due within 11 days of
admission and which demanded more extensive evaluations and
language skills, required a Registered Nurse to fill it out.
The later Nursing Assessment, which is part of the
redesigned Uniform Case Record, is divided into three parts
(the first two due within 24 hours and the third due in
seven days,) each of which must be filled out by a
Registered Nurse. A most interesting aspect of the newer
Nursing Assessment is the introduction of concepts of
categories of "human responses" developed by the North
American Nursing Diagnosis Association. For examples
mobility and sleep patterns are subcategories of "moving
(human responses related to activity)" and hallucinations
and self-esteem are sub-categories of "perceiving" (human
responses related to receiving/integrating information.)

Here is an example of a professional group influencing form

** pAppendix B 28a, 28b, 28c and 28d: (154 MED)
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development in order to promote a new conceptual
framework.:? Nursing assessments are one of the forms that
auditors will use for their evaluations. All records are
required to contain nursing assessments that appear to have
been completed within regulated time frames. Nursing
department supervisors are expected to ensure that any
missing assessments are completed, back-dating as necessary,
prior to any audit.

The "Abnormal Involuntary Movement Scale"** form is
designed to ensure that the psychiatrist evaluates each
patient for the presence of side-effects that have been
known to be associated with the use of certain psychotropic
medication. One page of the form provides instructions for
conducting the examination, thus using the form as a
training mechanism and also thereby documenting the
training.

parts of this discussion of "Psychiatric Assessment "**
forms reiterates what has been said earlier in this chapter.

The Uniform Case Record packet of forms issued in 1981

2 pn Office of Mental Health publication, "Inpatient Uniform
Case Record Prototype Forms, Highlights and Instructions® issued in
March, 1992, states that the Nursing Assess "reflects the framework
of the NANDA" (p.37)

3* pppendix B 29a and 29b: (99 MED)

% aAppendix B 30a, 30b, 30c, 30d, 30e, 30f, 30g and 30h: (TPC
512)
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provided a Psychiatric Assessment that was four pages long
with headings for the categories of information expected,
but was essentially unstructured except for spaces allotted
for the diagnoses. TPC developed an eight page form, issued
in 1991, which consisted of numerous sections and sub-
sections. The Psychiatric Evaluation developed by central
offices in its redesign of the Uniform Case Record 1is
similar to what had been developed earlier by TPC,
delineating numerous categories to be addressed. As stated
in the discussion of the Screening Admission Note above,
that form was combined with a psychiatric assessment,
resulting in a new form entitled "Screening/Admission Note
and Psychiatric Evaluation (Integrated) ," a slight
modification of a redesign prototype. Developed also to
demonstrate compliance with more recent regulations,
categories were added to the redesigned new form. For
example it allots space to document whether patients have
been informed about "Advance Directives", such as a health
care proxy form. Psychiatric assessments are one of the
forms auditors are certain to evaluate when conducting
surveys.

The "Psychiatric Assessment Supplement Specific to

AIDS"? form is headed by instructions pertaining to

% pppendix B 31: (42 MED)
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categories of information viewed as relevant to psychiatric
treatment of patients diagnosed with AIDS. Issued in 1987
it fell into disuse as treatment of patients with AIDS
became geared to "normalization" within the context of a
ward. As redesigned, Psychiatric Evaluations provide
categories to document high risk sexual and/or drug use
behaviors.

"Social Assessment"* forms consist of four pages of
several sections, most of which are relegated to the
patient's history and family situation; as the title of the
form implies, it must be filled out by a Social Worker, the
staff component designated as best qualified to compile such
data. The form also provides space for a "psychosocial
assessment" which was expected to be geared toward discharge
criteria terminology. When it was revised the Uniform Case
Record separated aspects of the Social Assessment into a
"Core History" form and a "Core Evaluation, Psychosocial
Functioning" form. The Core History is an elaborate five
page form with many sections and subsections related to the
patient's history; it is expected to function as "the
history" in the record, eliminating obligations for other
staff to devote time to developing histories on other forms.

Through its categories the Core History draws attention to

3 appendix B 32a, 32b, 32c and 32d: (145 MED)
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aspects of patients' backgrounds that might have been
bypassed on earlier forms, legal entanglements for
example®’. Added also are categories related to ethnicity
and religion, in keeping with an ideologic stance of
promoting "cultural awareness".

"Psychological Assessment/Psychological Testing"’®
forms are rarely used at TPC. When psychologists do
assessments or testing they use departmentally specified
formats for their reports, but not on forms.

The "Psychological Referral"** form was developed by
the Psychology Department for ward staff to request
assessment or testing of specific patients. Copies of the
form in the record provide documentation of the request.
Prior to audits unit administrators are expected to peruse
records for referral forms not attached to completed reports
since that could provide evidence that TPC staff do not
follow through on recommendations. TPC record reviewers
might then pressure Psychology Department staff for a report
or remove the referral form and replace it with an updated

one.

7 New York State Psychiatric centers have gained access to
"rap sheets" of patients under its jurisdiction. However that
information has been inconsistently relayed and often difficult for
staff to interpret.

% pppendix B 33: (143 MED)

¥ Appendix B 34: (TPC)
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The "Activities Assessment"®" form consists of two
pages with three main sections. staff with different
titles, recreation therapist or occupation therapists as
examples, under the aegis of the Rehabilitation Department
may £ill out this form. The redesigned Uniform Case Record
eliminated the activities assessment, developing instead a
form that is the second part of the Core Evaluation (see the
discussion on social assessments above), the Rehabilitation
Screening. Conceptually it was an attempt to induce rehab
staff to write evaluations that indicate knowledge of the
patient's history and are related to discharge planning.
Instead staff simply separate parts of the Core Evaluation
and make entries on the one that pertains to their
discipline, in effect bypassing the redesign's intent.
Activities evaluations have been more specifically
emphasized by JCAHO standards in its 1995 manual.

Patients who have been granted "honor cards", which
allow them "privileges" of leaving wards for designated time
periods, are often referred to one of the programs operated
by the Rehabilitation Department. staff are expected to use
the "Rehabilitation Services Referral"** form when they

want patients to participate in one of those programs.

% pappendix B 35a and 35b: (147x MED)

i Appendix B 36: (TPC)
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Rehabilitation department staff are not consistent with
demands that the form be completed, allowing, at times,
verbal agreements to suffice.

The "Nutritional Assessment"**, a two page multi-
sectioned form was replaced by a Nutritional Evaluation when
the Uniform Case Record was redesigned. Staff from the
dietary department who are assigned medical record
documentation tasks, having to cover several wards, use
documentation already in the record to construct their
entries. Nutritional Assessments or Evaluations are
required but not focused upon by auditors.

"Vocational Assessments"*® are rarely found in records
since there are no current programs that access employment
opportunities directly. The Rehabilitation Services
Referral (see above) was the form that staff used to refer
patients to existing "work for pay" programs. The redesigned
Uniform Case Record guidebook indicates that the
Rehabilitation Screening part of the Core Evaluation
eliminates the need for a Vocational Assessment.

State regulations require that certified teachers
evaluate education levels of every patient under 22 years

and provide appropriate services. TPC only accepts patients

i2 pppendix B 37a and 37b: (148x MED)

43 Appendix B 38a and 38b: (146x MED)
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who are at least 18 years old; therefore the "Educational
Assessment"** was applicable to very few patients. This
form also has become obsolete with the Rehabilitation
Screening form changeover.

The "Assessment/Assessment Continuation Sheet"** is an
essentially unstructured form, designed to be used when
other assessments did not provide enough space.

Comprehensive Treatment Plan & Reviews: Treatment
plans and the processes they entail have been discussed
earlier in this chapter and in other sections of this paper.
Here the forms will be described as they appear on the
Filing Order form. When the Uniform Case Record was
redesigned treatment plan forms were modified to display
more prominently compliance with auditing group standards.
For example when HCFA first required that diagnoses be
entered on treatment plans, staff were instructed as to
where to transcribe those diagnoses on the earlier version.
The later one has spaces allotted for that purpose. More
prominence in the newer version is given for patients and/or
their family members to sign treatment plans, with specific

spaces allotted for that purpose.

# appendix B 3%a and 39b: (157 MED)

% appendix B 40: (149 MED)
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The "Comprehensive Treatment Plan" - Part I, was
entitled "Discharge Plan" to introduce a practice of
considering every patient as prospectively dischargeable.
Part II*°, entitled "Goal Plan", was extensively discussed
in an earlier section. Filling it out is experienced by
staff as perturbing due to its detailed language constraints
and requirements. The redesigned treatment plan has an
almost identical goal plan form. Part III** entitled
"Treatment Team Conference Note" is essentially
unstructured, allowing two pages for a narrative composition
expected provide the rationale for the treatment plan
constructed. The title is designed to reinforce the concept
that treatment planning must be a "team" enterprise. The
redesigned treatment plan allots space for a team conference
note, but it is confined to a half page.

The "Periodic Treatment Plan Review"'’ form has a
proscribed schedule listed on the file order. While its
second page is unstructured, staff are instructed to address
each of the goals, objectives and methods listed in the

Comprehensive Treatment Plan.

% aAppendix B 4la and 41b: (150 MED)

“7 appendix B 42a and 42b: (150A MED)
‘¢ appendix B 43: (150B MED)
“* pppendix B 44: (151 MED)
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The "Patient Care Monitoring"* form was designed to
document results of patient care consultations provided by a
staff member from one work unit to the staff of another
unit. Consultations may be requested because the treatment
a particular patient is receiving seems to be ineffective,
perhaps that patient appears intractably engaged with
auditory hallucinations. A ward psychiatrist might choose
(or feel pressured) to call upon a respected colleague who
could document concurrence with treatment being rendered or
suggest alternatives. Consultations at times may be
mandated by facility policy, perhaps, for example, a patient
has been placed in seclusion frequently.** 1In effect the
form documents "a second opinion". Space on the form is
allotted for unit staff to document how the patient
responded to the consultant's recommendations. Instructions
state that copies of the filled out form be sent to various
jevels of administration, a policy that is complied with
inconsistently, particularly if the consultant's
recommendations were never followed.

The "Medical Summary Sheet"®? form, developed at the

facility, opens the medical and laboratory report section of

s¢ appendix B 45a and 45b: (TPC PCMR)

51 gpisodes of patient seclusions are sometimes tracked
through Nursing Department reports.

52 pppendix B 46: (TPC-52)
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the record. Designed to highlight the most salient medical
issues rapidly, it is filled out by the medical specialist
assigned to the ward.

Prior to the issuance of the "Physical Examination and
Assessment"** form there had been a physical assessment
form in the assessment section and a physical examination
form in the medical report section; however this six page
form is structured with many more categories for medical
specialists to fill in, is lengthier than the other two
combined. Time frames for filling it out these forms are
most likely to be adhered to at TPC, perhaps because of
special vulnerabilities created by missing data concerning
patients' physical statuses.

The "Physical Addendum"** form, originated at the
facility, requests increased specificity than the preceding
one with respect to the section that evaluates cranial
nerves. Noting that the Physical Examination and Assessment
was developed before the addendum, one could predict that
future versions of the former would incorporate the latter.

"Gynecological Chart"s® forms are filled out by

specialists who are generally not part of TPC staff but work

s appendix B 47a, 47b, 47c, 474, 47e, 47f : (34 MED)
s¢ pppendix B 48a and 48b: (TPC 11)
55 appendix B 49: (36A MED)
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for the facility on a consultation basis. Ward medical
specialists £ill out Consultation Request forms (see below
for discussion) for all female patients shortly after
admission and yearly thereafter. Referrals for
gynecological examinations must also occur on as needed
basis for women who are pregnant or have gynecological
problems.

The "Immunization Record"** is form is filled out at
the time of the first physical examination and subsequent
immunizations are noted on the same form. TB testing and
their results are also documented on this form. In
preparations for audits every chart will be reviewed to
ensure tiat documentation on this form displays that
immunization and TB testing schedules comply with
regrilations.

The "Weight Chart"® form states that all patients are
to be weighed at least monthly,*® a task assigned to Mental
Health Therapy Aides. When audit preparations are in
process, missing weights are filled in, with weights taken

and recorded and missing dates and weights approximated for

** Appendix B 50a and 50b: (9 MED)
57 Appendix B 51: (TPC 53)
8- When patients have medical and/or mental illnesses for

which more frequent weight monitoring is ordered a separate
Weight Chart is used.
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months missed. When weights are recorded but inconsistently
it is more difficult to "correct" since there may not be
blank spaces to enter overlooked data. Two professions, a
nurse and a doctor, must indicate by their initialing that
they have viewed the weights.

The preceding paragraph concerning weights is also
applicable to the "Monthly Blood Pressure"®? since missing
data is easily highlighted. If patients refuse to have
their blood pressure taken there must be a notation of that
refusal. Note the NSG as part of the identifying number;
the form was designed by the nursing department.

The "Clinical Chart":¢ form was very difficult to
locate; no staff could relate it to its name and it was not
available by number in the forms storage unit but copies
were found accidently in a treatment room desk drawer. It
was designed to be filled in by nurses to monitor body
temperatures and pulse rates during periods when patients
were experiencing acute medical illnesses. While the
Clinical Chart form is not in use, the Vital Signs
Monitoring form (not listed on the Filing Order) is one used
instead; nevertheless the Clinical Chart is still the one

listed on the 1994 File Order form.

5% Appendix B 52: (NSG 2)

8¢ appendix B 53: (26 MED)
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The "Diabetic Control Record"®- form has been
applicable only to patients who have diabetes and whose
condition warrants frequent urine testing. Most likely this
form will become obsolete and a new one developed as blood
monitoring becomes the standard.

The "Seizure Chart"** form, applicable to patients with
seizure disorders, has many small box spaces to indicate
dates when seizures occurred and what type they were. It
was designed to provide a rapid overview of whether seizure
activity has been increasing or decreasing. Evidently the
Seizure Chart is a form that is not taken seriously as one
may f£ind these forms in records with no entries on them
despite staff having witnessed seizures and then documenting
them elsewhere in the record. Nurses are responsible for
filling out form.

The "Intake & Output Record" form was not available in
any of the areas searched. One can surmise that it had been
used during periods that measurement of fluids were
medically advisable or necessary. Perhaps the form may have
been used when the hospital still had a Medical/Surgical

ward, a section that closed in the 1970s. Patients who

¢ appendix B 54: (TPC 126)

§2 Appendix B 55: (216 MED)
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require such high level medical monitoring would most likely
be transferred to a general hospital.

The "Laboratory Report"®® form has not been in use for
many years. It is a form that reflects outmoded methods of
compiling, evaluating and documenting results of blood and
urine tests. At one time the hospital had its own
laboratory but now blood and urine are drawn at the facility
and analyzed at outside laboratories. Laboratory reports
are available on familiar computerized data sheets which
highlight results outside normal ranges. Every laboratory
report must be signed by a medical specialist who thus
indicates having viewed it; out of range data must be noted
as either non-significant or needing follow-up. Blood and
urine tests are done yearly for all patients, additional
testing is done as warranted or as stated in regulations.
Patients who take certain psychotropic medications, lithium
for example, must have blood levels evaluated with
proscribed frequencies. When testing results are
significantly out of range the laboratory will call to
report the data, making sure to document to whom they spoke.
Staff taking that information are required to report such
data verbally immediately and write a progress note in the

chart.

¢ pAppendix B 56: (82 MED)
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"EKG Reports" which state results of
electrocardiograms, generally are performed at the facility.
The report itself will appear in the chart attached to an
evaluation.

The "X-Rays Request Report"** form , comprised of four
parts, is designed to provide tracking of follow-up when an
X-Ray is ordered by the medical specialist who fills out the
top half. Nurses arrange for X-Rays, sending three of the
four parts (leaving the pink copy in the chart) to the X-Ray
department. A radiologist £fills in the report section,
returning the top white copy back to the ward for filing in
the patient's record; the pink copy can then be thrown
away. A pink copy in a chart that contains no completed
white copy is an alert that an order may not have been
followed. During audit preparations pink copies of X-Ray
requests should initiate a search for documentation of a
rationale for missing reports, patients' refusal to have
chest X-Rays, for example. Worse, of course, is locating an
X-Ray request with all parts intact and no report,
indicating slippage in following doctors' orders. Such
questionable incomplete forms are removed from records prior

to audits, part of the process of "cleaning up the record".

*¢ Appendix B 57: (82.13 MED)
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The "Consultation Report"** form, similarly to the
preceding one, is comprised of four parts, but its
applicability has a much wider range. Consultations are
used for many types of requests for services not available
on the ward, such as optometry, ophthalmology, dentistry,
neurology and transfers to the Secure Care unit. When
patients require services of "outside" medical facilities,
perhaps for medical emergencies or for clinic follow-up of
medical conditions a Consultation Request form accompanies
the patient. Those outside medical agencies may avail
themselves of the form to enter their findings and
recommendations or they may attach their own forms.

"Other Medical Reports" are statements from outside
agencies which frequently cannot be confined to the space
allocated on the consultation report form or those agencies
may have their own format of reporting. Generally those
statements would be placed in this section of the chart.

The "Dental Chart"*® form is used by the hospital
dentist to specify, on diagrams, dental treatment needed or
given. Often this form is attached to Consultation Reports

which requested dental examinations.

%> Appendix B 58: (36 MED)

8 Appendix B 59: (122 MED)
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"Medical Progress Notes"?’ forms are the same progress
note forms as those used in the progress note section but
once they are placed in this section entries should be made
by medical specialists only. Errors, of course, do occur,
since other staff sometimes absentmindedly or mistakenly
make entries in this section. The frequency and type of
progress notes required of medical specialists differ from
that of other staff; when patients have no medical
conditions or have had no situations requiring such
treatment (an injury from a fight, for example,) a notes
need to be written every three months.

The "Doctor's Order Sheet"*® form, actually
entitled "Physician's Orders", 1is pivotal to the record
since, as the form instructions state, it must contain all
medication and treatment orders. Physicians, both
psychiatrists and medical specialists, when writing an order
for medication, must specify its dosages, frequency, method
(pills, liquid or injection) and the time period over which
it should be dispensed. Essentially the Physician's Orders
functions as a series of prescriptions. "Treatment orders"”
covers a wide range of stipulations in addition to

medication, such as the circumstances under which the

57 appendix B 60: (152 MED)

¢¢ appendix B 61: (89 MED)
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patient may be allowed off the ward, orders for seclusion,
special observations, dietary indications and, of course,
discharge. Each of the orders are restricted by a wide
range of policies, regulations, laws and practices which are
expected to be known by those who are responsible for
carrying them out. Nurses, who arrange for the pharmacy to
get copies of medication orders, must sign that they have
noted and transcribed them onto other forms and thereby take
a measure of responsibility for them. For example if the
physician did not enter a valid stop date for a medication,
the nurse would be expected to have the physician rectify
the order. Should that be overlooked by the nurse, the
pharmacist would be required to withhold dispensing
medication. Almost every questionable event concerning a
patient will trigger a review of entries on the form,
scrutinizing the orders written and comparing them with how
they were followed in an attempt to locate a possible
culprit. Since Physician's Orders are routinely reviewed by
surveyors, prior to an audit the forms will be scanned by
nurse administrators for any conspicuous missing entries
such as a nurse's signature. But back tracking and back
dating physicians orders would be extremely risky and
difficult to accomplish, particularly because it could

entail collusion among a number of staff.
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Restraint (physical containment of the patient) and
seclusion (placing the patient in a locked room by
him/herself) are reactive solutions to situations which are
perceived to pose a threat. Processes of restraining or
secluding patients can be in itself a source of injury (or
worse!) to patients and/or staff and there is a potential to
use those mechanisms to control and/or punish patients.
Therefore restraint and seclusion of patients are the
subjects of policy issuances which constrain its use as
evidenced by development of the "Restraint or Seclusion
Order Sheet"*’ form’". Within fifteen minutes of such
confinement it must be filled out by a psychiatrist who
writes a general description of the patient's general
physical condition and a justification for his/her being
restrained or secluded, thus taking responsibility for the
patient being able to sustain the confinement. The
psychiatrist must also make entries on the Physician's Order
form and in the progress note section.

In the discussion of the Physician's Order form it was
stated that a nurse must sign off ("pick up" is the term

used) on all medications and treatments entered. That nurse

*® Appendix B 62: (TPC 1)

° For example seclusions may be ordered for periods of
no more than two hours. To extend that period a psychiatrist
would have to fill out another Restraint or Seclusion Order
Sheet at the end of the two hour period.
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then enters those medications on the "Medication/Treatment
Record"’™, called the "Medex". Nurses dispense all
medications (except under the rare circumstances that
physicians do) and are required to record whether patients
received medication or refused them by entering their
initials in spaces allotted on the form. When a question
arises as to whether a patient received medication as
ordered the medex form is reviewed. Prior to an audit
medication/treatment records are scanned fcr missing
entries. Blank spaces, where medications should have been
noted as dispensed or refused, are filled in by the ward
nurse or nurse administrators, thus indicating that patients

did indeed receive them.

The "Restraint or Seclusion Monitoring Record"’> is a
two page form used in conjunction with the Restraint or
Seclusion Order Sheet discussed above. During the process
of being restrained or secluded patients can sustain
injuries (sometimes self-inflicted,) or become seriously
ill. A patient locked in a small seclusion room might, for
example, become dehydrated and need medical attention. The

function of the form is to document that the patient has

been periodically observed (at least every fifteen minutes)

* Appendix B 63a and 63b: (223A MED)

2 pppendix B 64a and 64b: (TPC 7)
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during the period of restraint or seclusion. Mental Health
Therapy Aides, the staff who are assigned to do the
monitoring, must £fill in the spaces requesting the time of
observation, the condition of the patient at that time and
then signing to attest to their statements.

"Progress Note"’* documentation regulations and
processes have been discussed in this and other chapters of
this study.

The "Inpatient Hospital & Extended Care Administrative
Billing & Release of Information"’ form is applicable only
to those patients who are "Medicare eligible", about 15% of
the inpatient population. "Medicare Payment Request and
Authorization To Release Information" the form's actual
title, is initiated by the Bureau of Patient Resources, the
agency which follows sources of funding available, its
function is to obtain signatures from patients so that
information can be released to federal agencies which
release Medicare reimbursements.

Confidentiality protection for patients has been
enacted in New York State law and is the subject of a

separate manual outlining policies surrounding it. As its

" Appendix B 65: (152 MED)

7% Appendix B 66: (BPR 1453)
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title implies, the "Consent For Release Of Information"™
form is used to obtain patients' permission to provide
information, generally from the record, to individuals
and/or organizations not part of the Office of Mental
Health. Among the reasons for information "sharing" are
attempts for discharge to residences, referrals for post-
hospitalization treatment and obtaining "entitlements".
Although the form should be completely filled out,
specifying what information will be released, to whom and
why, very often the patient is presented with a blank form
and the other entries made later. Patients can resist
discharge by refusing to sign this form. Bypassing its use
is permitted during certain situations, medical emergencies
for example.

The "Consent For Release Of Information To A Community
Support System Agency"’® form is no longer in use. It had
applied to the Community Support System, a concept of
outpatient treatment programs with special mandates, funding
and administrative channels, all of which were discontinued
in 1982. That this form is listed on the 1991 and 1994

Filing Order forms is another example of irrelevant,

> Appendix B 67a and 67b: (OMH 11)

¢ Appendix B 68a and 68b: (OMH 144)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



184
outdated information being perpetuated because it is easier
to list the form than ascertain if has any meaning.

"Correspondence" placed here would expected to be
related more to administrative, financial and contacts with
family members rather than clinical matters.

Hospital policies state that staff are required to
document each visit to a patient, who it was and when it
occurred, the purpose for which the "Record Of Visits"™
was designed. However the form was rarely used. During a
period of gathering this data I questioned staff about their
own use of the form and was told by some that they often
forgot to use it, others said they wrote the information in
the Communication Book and still others mentioned a special
book set aside to record visits, but they couldn't locate
it. As it turns out the "Policy and Procedure Manual”
states that each ward should have a special book to record
visits. After an incident of a visitor being suspected of
providing a patient with contraband, attention to the
visitors record book was reactivated, but its use remained
inconsistent. Despite the fact that the form is not in use
and policies require other methods of recording visits, the

form continues to be listed on File Oxrders.

7 Appendix B 69: (3 ADM)
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At times some patients may be asked if they wish to
participate in projects which could result in public
exposure, a documentary for example, or in research being
conducted, testing the efficacy of a new medication for
example. A "TPC Consent Form"™® is specially designed for
each of the projects, outlining their parameters and stating
how rights of patients will be protected. All research
projects and the forms they use must have administrative
approval.

The "Record Of Patient's Property Forwarded To Business
Office"’ is a form designed to list patients' property,
such as jewelry, that is being held by the facility's
business office. It is rare to find this form in patient
records but a business office staff person insisted it is
being used. It may be that the form is applicable to a
small percentage of patients because most are impoverished.

The "Patient's Personal Clothing Record"** form is
designed to record articles of clothing the patient had at
the time of admission and those subsequently added through
purchases from the patient's funds or those brought by

relatives. It is 2 form, however well intentioned, that

¢ Appendix B 70: (TPC)
7* Appendix B 71: (67 BUS)
8 Appendix B 72: (72 ADM)
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rarely fulfills its purpose. Keeping track of and recording
clothing used and stored by and for 35 severely mentally ill
patients is unrealistic, particularly since no staff are
specifically assigned to the task. Patients who are
psychotic may have a diminished capacity to take care of
their clothing as they may even have difficulty
differentiating between what belongs to them and others. At
times certain patients will destroy whatever is at hand.
Entries into the clothing record are seldom made after a
patient's admission. Most charts do not even have the form.
Since some families register complaints when clothing they
have bought is missing, records of those patients will tend
to note.purchases of mcre expensive items. This form is not
the focus of surveyors. They do, however, inspect closets
to assess if patients appear to have sufficient supplies of
clean clothing.

The "Inventory of Patients Personal Property Maintained
on Living Unit"®* form is designed to keep track of
patients' property other than clothing, radios, for example.
Much of what has been said about the Clothing Record is
applicable here. Patients who have items such as radios may
get into the habit of holding onto their property at all

times. This form is rarely seen in records.

2 Appendix B 73: (72A ADM)
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The "Agreement For Leave" form®* form was not located
despite substantial effort to do so. There was a similar
form entitled, "Permission To Leave Grounds", and that too
did not appear to be in current use. The form has been
eliminated from the 1994 Filing Order form list.

The "Independent Team Medicaid Certification"®*’ form
is applicable only to those patients under age 22 and who
are Medicaid Eligible. Essentially it requests signatures
that hospitalization is necessary. The form is filled out
at the point of referral of the patient.

Similarly to the preceding form the "Treatment Team
Medicaid Certification"®* form also is a certification of
the need for psychiatric hospitalization of patients under
22 years old, but this form is signed by designated facility
staff. Utilization Review staff ensures that this form is in
place and filled out prior to audits, especially those
conducted by the Health Care Financing Administration, the
agency that oversees federal reimbursements.

The "Medicare Certification And Recertification"®*

form specifies time frames (up to 168 days) for

82 Appendix B 74: (55 MED)
8 Appendix B 75: (528 MED)
8 Appendix B 76: (529 MED)
8 Appendix B 77: (70 MED)
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psychiatrists to attest to medicare eligible patients' need
for hospitalization. Prior to audits the Utilization Review
staff enters dates for physicians to sign the form.

The "Medicaid Certification"®* form specifies that
psychiatrists sign every sixty days to attest, for patients
over 65 years, that psychiatric hospitalization is needed.
As with the preceding forms the Utilization Review unit
ensures that all signatures are "caught up" prior to audits.

Utilization review is the process of determining
whether the medical record verifies that patients'
conditions meet the standards for need of inpatient
psychiatric treatment. "Utilization Review
Documentation":” is the form that Utilization Review
department staff, who must periodically examine every
medical, uses to enter their approval or disapproval. That
work group teaches staff which types of statements are most
likely to make patients' continued hospitalization appear
questionable and which statements ensure approval. For
example staff are cautioned against writing statements such
as "the patient maintains his improvement" unless there are
active discharge plans in process. Instead, staff are told,

statements about improvement should include statements about

8% appendix B 78a and 78b: (75 MED)

¢ appendix B 79: (UR 3)
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ways patients remain too sick to be discharged. Utilization
Review Documentation is always found in the record.

The "Notification Of Referral For Service"®® form is
applicable only to patients who have been hospitalized for
more than five years and who are being discharged. That
group of patients is eligible for enriched aftercare
funding, transportation to and from day programs for
example. The work unit that arranges entitlements generally
ensures that this form is filed when necessary.

The "Certification Of Need For Treatment"® form is no
longer in use, having been replaced by certification forms
528 MED and 529 MED discussed above.

The "Adverse Drug Reaction Report"®® form was
designed, as its title states, to report adverse drug
reactions to the pharmacy. Very problematic is the criteria
for assessing a drug reaction as sufficiently adverse that
filling out this form is warranted. Psychiatrists are
reluctant to fill out this form every time a patient has
some type of suspected or known adverse drug reaction (a not

uncommon occurrence,) since it could reflect more negatively

upon their competence than the drug. The form was

8 Appendix B 80: (OMH 5)
85 Appendix B 81: (527 DMH)
% pppendix B 82: (72 MED)
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eliminated from the 1994 Filing Order form since it was
recognized that documentation that could trigger
investigations, similarly to incident reports, should not
become part of the medical record.

Patient deaths set in motion investigations, some quite
extensive. It is expected that the administrators of units
attempt to enlist cooperation from family members by
encouraging them to sign a "Permission for Autopsy"’- form
when autopsies are warranted.

Autopsies are not performed at the facility but by the
Medical Examiner. Copies of "Autopsy Reports"*? are

obtained by the Chief Medical Specialist.

°1 Appendix B 83: (20 MED)

®2 Appendix B 84: (103 MED)
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CHAPTER 7

CONCLUSIONS

In chapter 1 it was made clear that documentation
processes are not merely passive by-products of bureaucracy.
They were shown to be: mechanisms to evaluate productivity
of workers, declarations to categorize individuals as
defective, expressions of control over those defective
individuals, means to promote professional status,
influences in molding professions and their members,
indicators of organizational change, purveyors of
organizational change, arenas of non-face-to-face
interaction, avenues to procure resources, and vehicles to
display legitimacy and cultural values. Of particular
interest were documentation changes as they affected
developments in psychiatric medical records, the focus of
this research. Emphasized were rationales for replacing
unstructured narratives with structured forms.

Chapter 2 identified a number of regulatory and legal
determinants of documentation requirements. Policies
developed by The Psychiatric Center and forms for use in

those records were shown to address specific regulations and
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laws, often incorporating them verbatim. Also described are
legal processes which circumscribe and/or foster patients'
liberty, and which entail documentation of any changes in
their status. Noted further is the added pressures of
societal trends toward litigiousness, provoking writers to
be wary as they make their entries in the record.

Psychiatry is portrayed as the medical specialty most
impacted by regulation.

Chapter 3 situated The Psychiatric Center, the site of
this research, as an organization under the aegis of the New
York State Office of Mental Health. As a complex
organization, TPC uses many hundreds of forms, so many that
their management is in itself problematic. TPC is subject to
a multitude of pressures, one of which is ongoing demands
from the Office of Mental Health to reduce its census by
discharging patients to approvable habitats even when the
environment is unwelcoming and those patients are resistive.
Psychiatric services, characterized as having a limited
technology with unclear values of staff inputs, had been
evaluated based upon staff activities (processes) as
dccumented in patient records. Since 1996 the Health Care
Finance Administration has been instructing their surveyors
to rate psychiatric organizations based upon outcomes of
treatment for patients, a change indicating that

organizaticn's questioning its own past processes.
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Chapter 4 situated psychiatric medical records, in
tandem with patients they represent, at the locus of writers
on an inpatient ward. Functional roles and documentation
obligations are described for each of the writers'
occupations and professions, including their collective, the
treatment team. Explanations are proposed for the
difficulties in achieving documentation requirements and
expectations.

Chapter 5 situated TPC in the throes of preparation for
audits. Since surveyors focus heavily on medical records
all of them receive several internal reviews. Forms are
developed to record the presence or absence of required

. documentation on medical record forms to uncover
deficiencies. By cajoling, pressuring, and/or intimidating
staff to ensure that there are no missing entries when
auditors arrive, administrators and supervisors induce a
catch-up process which includes producing back-dated
progress notes, assessments, and treatment plans, procedures
which result in cynicism, resentment, and/or concerns for
possible repercussions for participating in questionable
activities. An audit was recounted to convey those tension
laden events as performances during which staff are expected
to display obeisance to administrative behests, however

inane.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



194

Chapter 6 Describes and discusses forms that comprise
psychiatric medical records at TPC, using those listed on
the 1991 File Order form. Write-ups, combined with copies
of the actual forms in appendix B, illustrate how
documentation trends, regulations, laws, and surveyors'
requisites impact the medical record. Through a historical
review of selected forms, it was made evident that during
the period of the mid 1970s to the mid 1990s there was a
proliferation of documentation mandates requiring display on
forms to be placed in the medical record.

Proliferation of documentation on forms in psychiatric
services is a reflection of increased reliance on
documentation on forms in society. This is true not only
for organizations but also for the individuals with whom
those organizations interact as employers, insurers,
educators, health carers, funders of entitlements, bankers,
licensers and tax assessors as examples. Commonly voiced is
anxiety about social security numbers being used as
identification for so many, maybe almost all, of the
organizations with which the individual has need to relate.
Over time organizations have been gaining more expertise in
collecting and collating data, and perhaps also use that
expertise to befuddle some and intimidate others. Filling
out forms as an acknowledged source of psychic stress is

evidenced when HMOs attempt to increase enrollment by
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advertising that its subscribers will be freed from that
bothersome paperwork.

To understand changes in recording expectations one
must examine changes outside of any one organization or even
any group of organizations. Complexities of health care
organizations such as hospitals make them subject to
interacting influences of legal decisions, potential
malpractice suits, the economy, public attitudes toward
accountability, standards set by auditing groups, demands of
financial resource groups such as insurance companies or
governmental funders, technological advances in fields of
medicine, power positioning among the various occupational
groups that staff the institution and current philosophies
of health care. During the 1970s there was a convergence of
interacting factors which contributed to the proliferation
of documentation requirements. Entitlement legislation
passed in the 1960s would later result in regulations to
display controls of the disbursement channels, which meant
establishing overseeing mechanisms. Further, consumerism,
civil rights movements and a growing societal litigiousness
fostered a defensive stance by public organizations.

As is evident, organizations are the most likely
designers and producers of forms. Through forms
organizations can reify or perhaps re-establish their

boundaries. By implementing Uniform Case Record forms the
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Office of Mental Health exerted its authority to intrude in
the medical record documentation practices of the
psychiatric centers under its jurisdiction. As was noted
earlier, that change was initiated after it became apparent
that left to their own devices New York State psychiatric
centers constructed medical records that were deemed
deficient by accreditors, resulting in a loss of federal
funds. Similarly TPC exerts pressures on its units by
extracting crucial data from forms developed for reporting
purposes; examples are forms used to monitor discharge
rates and documentation deficiencies. Forms are designed to
diminish options of staff mandated to fill them out.

Processes involved with psychiatric medical records
documentation entail enormous financial expenditures since
it is mainly relatively high paid professionals who are
documenters, supervisors and reviewers. An article, "The
War on Paperwork",*- located in a publication issued by
central office administrators to promulgate their image and
programs, expressed these concerns openly, stating:
"Paperwork -- estimated to gobble up a third or even half of

clinical staff's time -- has been a longstanding concern in

* This one-page article apprised OMH employees of a then
projected and ultimately realized "Redesign of the Uniform Case
Record."
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the Office of Mental Health."* Verifiable assessments of
costs of medical record documentation are extremely
difficult, perhaps impossible, to acquire. Many activities
surrounding medical records are beyond the purview of those
outside the organization and are expected to remain so.

Many meetings attended by supervisors, unit chiefs, team
leaders and department heads are convened to thrash out
which category of staff should be responsible for writing
treatment plans and under what circumstances, an example not
only of costs in staff time but also in the depletion of
energy and attention. During audit preparations large
segments of clinical staff spend almost all of their time
preparing records for surveyors, resulting in suspension of
many patient related activities, the very activities which
they may be documenting to get charts audit ready.

Paperwork requirements change relationships among staff
and the nature of their work. Those who demonstrate
paperwork skills and supervisors who demonstrate ability to
get others to complete paperwork are highly valued by the
organization, but for the workers, the documenters, those
values de-emphasize the value of their "real work".
Supervisors may be empathic with those who express antipathy

toward paperwork, perhaps identifying with the inclinations

? Barrins: 1990 p. 12
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for "people work" expressed by clinicians who seek
employment in mental health services. Sometimes it is with
embarrassment that supervisory staff reprimand those who are
not "caught up" or whose documentation do not fulfill all
regulations, particularly if those supervisees can be relied
upon to advocate for patients' needs. The relative value of
professions changed due to the importance of their
documentation for the medical record. For example because
there are no HCFA requirements that psychologists write
monthly notes in every inpatient record the facility employs
many fewer members of that profession than in the past and
very few are assigned to inpatient wards.

In public psychiatric services documentation has
developed both a centrality and cumbersomeness that is in
large measure due to uncertainty of technology and
product.® The citation in chapter 1 from Ryback,

Longabaugh and Fowler warrants repetition here: "Psychiatry
more than any other area in health care delivery needs a
structured logical approach to document its thinking so that

it may find out what it's doing or not doing."*

* The history of mental health services is rife with concepts
once accepted as bases for treatment but now discredited. "Thsa
schizophrenegenic mother" and the patient as "acting out the
illness of the family" are two examples of training perspectives
that were available to clinical staff at TPC in the 1970s and early
1980s and which were discontinued.

* Ryback et al: 1974 p. 4
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Documentation developed by psychiatric services provide
descriptions and justifications of staff activities although
underlying there may be meager understanding about their
effectiveness or even a consistent definition of
effectiveness. While uncertainty tends to result in
increased documentation, that uncertainty is not to be
exposed in records. Staff entries should impart that those
activities were what the patients needed.

Behavioral models of treatment presuppose that specific
staff inputs directed at specific patient behaviors will
result in specific symptom abatement. It is a progression
though that defies staff experience, perhaps because the
facility is unable effect the consensus of staff and
consistent control over their activities that th2 behavioral
model requires or perhaps because the model has limited
applicability for transformation of patients with severe
psychiatric illnesses. Determining that certain staff
activities change patients' behaviors is extremely
difficult. Notwithstanding, documentation displayed on
medical record forms must be developed as if the writers
have convictions about their statements and they have
achieved concordance with others on "the team."

Through its forms and the instructions that accompany
them staff are indoctrinated with treatment perspectives and

practices sanctioned by the organization since questions to
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be addressed on forms indicate parameters of expected
replies. For example treatment plan forms mandate entries
using behavioral terminology and as staff enter their
responses they are at the same time being inculcated with
behavioral rhetoric. Staff who are of the opinion that
psychiatric illnesses are best alleviated with psychodynamic
treatment methods have almost no opportunity to express
those viewpoints; their documentation is required to adhere
to the operant behavior model.®

When in 1996 HCFA changed from a process based to an
outcome based evaluation it was an implicit critique of its
own past audit practices of focusing on what staff did
rather than on how patients were affected by what staff did;
psychiatric hospital staff would have to document effects of
their activities on patients. But, as was illustrated in
the previous chapter's discussion of treatment plans, staff
activities at TPC did not change but how they worded
treatment plan review entries did; more elaborate and
ambiguous ways were found to say why treatment was not
changed even though the patient had not improved.
Documentation is often analogous to strategic game-playing.

Little has been said in this study about the subjects

of the psychiatric medical records, the patients. They

5 A number of staff maintain part-time psychotherapy prac-
tices.
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necessarily would have to be relegated as background when
documentation processes were highlighted. But, as has can
be inferred from the foregoing, involvement with medical
record documentation may in fact diminish attention to
patients; sometimes they become irritants that hinder
getting chart work done. Medical records can seem more
substantive than the individuals whose names they bear.

HCFA decided that as of 1996 it was time for them to view
actual patients as well as their records. Effects of the
change is not evaluated here because it took place when this
study was near completion.

A number of issues I have raised will be illustrated in
the following vignette: Professional, paraprofessional and
administrative staff involved with direct inpatient care
from all the psychiatric centers within the city were
ordered to attend a day long meeting held at one of those
facilities. 1In order not to totally deplete each hospitals
clinical staff employees were given an option of attending
either of the two days on which the meeting was held in late
1994. Bear in mind then that several hundred of the higher
paid employees (aides and cleaners were excluded, for
example) were provided with transportation, lunch (however
sparse), and, most important, time away from their regular
tasks. Bear in mind also that the order had to have come

from someone with hierarchical level above that of director
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of a hospital, that is someone with centralized authority,
an OMH official. The main purpose of the meeting was to
introduce a new form and train staff how to use it.

What was so compelling about this form that would
induce such a large expenditure of resources? It consisted
of eight pages with question and response areas designed to
display an assessment of a potential for dangerous behavior.
Several months prior to this training session there had been
a couple of instances of murder having been committed by
individuals who had been treated in one or more of the state
psychiatric centers. During one of these episodes a woman
was thrown onto a subway track, an event that received
widespread media coverage. State psychiatric centers were
also being castigated in the media because of a discharged
patient who was considered a menace by residents of a
particular community. The Office of Mental Health was being
called upon to "do something" about the perceived threat to
the safety of citizens.

The very concreteness of the form lends itself to a
display of resolution despite intrinsic complexities with
which the questions grapple. A continuing dilemma of
inpatient state psychiatric services is how to reduce
populations of its hospitals without incurring untoward
reactions as noted above. Another dilemma is how to fulfill

the legal requirement to provide the least restrictive
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treatment setting by helping eligible patients gain
"privileges" to leave wards unattended while recognizing
those same patients may use "privileges" as an opportunity
to elope. Responsibility for decisions for discharge or
privileges falls mainly on psychiatrists, but there should
be evidence in the record of "input" by the "team". Those
decisions are expected to be documented on medical record
forms described and discussed in earlier chapters.
Psychiatrists often and in many contexts, including during
the meeting under discussion here, expressed apprehension
about being targets of punitive action should they put their
signature on a permission for leave or discharge for a
patient who then commits .2 major misdeed. The alternative
of cautiously withholding privileges and discharges would
not only jeopardize patients' civil rights, but was also
unacceptable when there was an urgency to reduce costs.

The form presented at the meeting was designed to
address both imperatives. Questions on it were geared to
establish whether patients met criteria for potential
dangerocusness. If they did then the form would be forwarded
for a second step review by and signature from selected
supervising psychiatrists. It was explained that this
review would, by spreading potential liability among

several levels of authority, induce ward psychiatrists to be
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ljess reluctant to consider referring some of the riskier
patients to residences.

When first presented with copies of the eight page form
those in the auditorium responded with groans. Complaints,
as usual, were heard about being inundated with paperwork.
The presenter stated his total agreement with a position
that objects to the number and types of forms that he knew
to be part of the medical record. In fact, he stated, he
had been soliciting recommendations for modifying or even
eliminating many of the forms that were bogging them down
uselessly. But this form, he said, was purposeful and
practical and should, therefore, be distinguished from those
that caused rightful staff resentment. That stance is
repeated frequently at TPC as administrators fume at being
bogged down with following paperwork yet simultaneously
introduce forms that they believe can track some problematic
factors.

Ultimately the forms distributed at the meeting were
not put into effect. The leader of the meeting was, as it
turned out, leaving his position shortly after. Although
there was no pressure to institute a form developed by
someone no longer in charge, in lieu of that one each
facility was ordered by the Office of Mental Health to
devise a method to document knowledge about and control over

patients whose future actions could elicit media attention
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and/or law suits. The Psychiatric Center decided to
institute a risk assessment form for each patient and to
require three signatures, -- a psychiatrist, a supervising
psychiatrist and a unit administrator, on progress notes
prior to increasing privileges for patients designated as
high risk. Therefore while an individual was instrumental
in generating a particular form, his displacement did not do
away with needs of the system to attempt to manage the
census and mollify the media at the same time. Should
something go wrong, for example should staff sign to
privileges for a patient who proceeds to inflict harm
someone in the community, highest level administrators can
be shielded as they hone in on staff who can be held
accountable.

The form described in the vignette above was designed
to guide decisions about possible future behavior of people
who have histories (assuming those "histories" are
available, factual, complete and clearly interpretable, - a
chancy presumption) of having committed at least one act
that was sufficient to warrant incarceration based upon
mental illness. I have overheard and engaged in countless
discussions which entailed evaluations of patients' current
conditions as improved or not, if improved, why and if not,
why not, the likelihood of decompensations and under what

circumstances, reinterpretations of past events, questioning

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



206
whether certain individuals should be incarcerated as
criminals rather than as mental patients, how crazy the
patient can be and still be discharged, how crazy the
patient is entitled to be and still be discharged, as
examples. Much of what is said are speculations.

Perhaps from the foregoing one could infer that my
intent is to deprecate bureaucratic processes. As Beetham
said, "Bureaucracy is something we all love to hate...there
is almost no evil that has not at some point been debited to
its account." ®* But I am not proposing that staff, freed
from the fetters of paperwork loads and the regulations they
address, would necessarily use their time to spend with
patients who would, therefore, be better cared for. I had
observed and participated in too many situations not to be
suspect of such claims. There is 10 Joubt that many
regulations, along with documentation to display they have
been complied with, have played a major role in improved
patient care.

Audit preparations can result in the average level of
care being raised. An audit group reviews yearly each and
every psychiatric medical record for the presence or absence
of documentation of numerous aspects of patient care,

including medical examinations and treatments. One

® Beetham: 1987. p. 1
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requirement is that records contain reports which indicate
patients have been examined, and treated if necessary, by
the dentist within the year. If patients refuse there
should be both referrals and progress notes by medical
specialists to indicate efforts at getting patients to
"cooperate". True, prior to an audit the dentist will be
inundated with referrals, no doubt more than can be handled
at that time, but at l=ast some attention will probably have
been paid to all patients. I am not suggesting here that
documentation should be equated with actual rendering of
services or that really shoddy work won't be concealed by
prudent writing. This paper has presented many examples of
documentation practices which are nothing more than
misleading displays of staff activity. But bureaucratic
practices can also be lauded for preventing or uncovering
potential neglect, particularly for certain types of
documentation such as noting the rendering of very specific
medical examinations or treatments which are relatively easy
to assess and risky to tamper with.

An example of the hazards of unregulated, undocumented
treatment is from my experience working in one of the state
psychiatric outpatient clinics in the early 1970s. Mental
Health Therapy Aides, employees who rarely have more than a
high school education, would pour prescribed medications

from large containers into smaller ones which they would
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hand over to patients. Use of several of those medications
(Valium, for example) would later become highly controlled,
but in those days batches would "walk" and no one could or
would ascertain why the pills were missing. Worse yet,
there was often no documentation that patients actually
received their medications as visits were often unrecorded.
Further, there was inadequate follow-up of how patients
actually used the large number of pills they were given.
Today medication is packaged and dispensed at the pharmacy
where patients are required to sign for what they receive.
When these changes were instituted they were viewed by many
as intrusive and causing inconvenience to patients.

Shortly after I started to work at the outpatient
clinic mentioned above word came that there was to be an
audit of clinic records, a great many of which had no or few
progress note entries. After the clinic director assembled
staff for a "chart party", we wrote statements, perhaps
"patient reports no problems", in records at random, without
knowledge of those individuals' actual conditions. I relate
this tale with some uneasiness because I still can have
twinges of embarrassment and relief that there were no
repercussions. When a new director instituted a form that
would check off dates and services for patients' visits he
was derided as an autocrat. Poor records evidently existed

at one of the facility's other outpatient clinics. Several
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years later a clinic director was discovered to have stashed
piles of patient records in the trunk of his car to avoid
having those most ill prepared subject to an audit.
Endeavors to resist and outwit bureaucratic encroachments
bestowed an aura of heroics, but those tactics now are far
too crude in times when computer print-outs are the standard
to track patients and their records.

In conducting this study it was not my intent to
produce one more diatribe against bureaucracy. In addition
to presenting some effects of its excesses I have taken care
to describe results of inadequate documentation processes.
Merely disparaging bureaucratic processes in effect
repudiates the need for accountability measures, a stance
that could not maintain credibility. It is important to
examine how and why irrationalities of controls through
documentation become entrenched so that their effects can be
moderated.

While many of the stated observations about forms have
general applicability, public psychiatric hospitals exhibit
special problems. Legal, regqulatory, and financial
pressures demand compliance with their standards but
uncertainties of inpatient psychiatric services discussed
above make them resistive to rationalization. Conflicting
mandates of discrete segmented categories while portraying

"the whole person" results in documentation that tends to be
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unwieldy, disjointed, and time consuming. Psychiatric
patients are difficult to encapsulate into a series of
defined blank spaces.

In this research I have demonstrated how administrative
forms are used as mechanisms to exert various types of
control by organizations. I have shown that they design and
modify forms in reaction to external and internal pressures;
over time there is a non face-to face but nevertheless
dialogic quality to form development and processes as
administrators review responses on a set of forms and
subsequently make changes on the next set, perhaps to
counteract possible evasiveness by the respondents.

Further, I have illustrated how forms are not only generated
out of conflict they also generate conflict for those who
are responsible for their entries. Controls through
administrative forms warrant particular attention since
those who must participate by signing generate their own

vulnerabilities for self-incrimination.
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APPENDIX A

EXAMPLES OF AUDIT PREPARATION MATERIAL

1. Medical Records Department follow-up of records of
discharged patients.

2. Medical Records Department follow-up of missing
documentation in records of discharged patients.

3. Several newsletters priming staff with respect to
medical records documentation during audit preparations.

4. Tickler for reporting chart documentation deficiencies
of a ward.

5. Hospital-wide summary of deficiencies displayed on
ticklers.

6. One version of a record review form.
7. Another version of a record review form.
8. Utilization Review Department review of one record.

9. Periodic Medical Review form filled out by internal
staff as part of audit prepartation.

10. Two page memorandum summarizing the Periodic Medical
Review report for their 1994 audit.

11. Two page memorandum summarizing the Periodic Medical
Review report for their 1995 audit.
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Appendix A 1
Request for records of discharged patients:

ZATE 12/-/89

70: .
FROM: .

Supv. Med. Rec. Admin.
RE OVERDUE RECCRDS
211 clilnsed-out records are due in Mel:ic:zl FEsczzris within filteex
".3Y days of discharge.
Selow is a .isting of discharge reczri:z Irox vour unit woLIo we navs
10t received anéd are overdue:
CONS. # NAME DATE ACTICN TIoMMZEUTS
A S, AN, 4/14/89 Disch.
-— 3 4/7/89 Disch.

It is the responsibility of the Discharge Unit to notify Me
Records if any of the above records have already been rezur

13 ll‘

tLO

i
e
Thank you for your cooperation.
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Appendix A 2
Follow-up of missing documentation for discharged patients:

CODES: M - Misszng
I - Incoaplece -

‘ S - Si{gnarture -

-~ . -
A, <2

Medicmpl Records Department

TO:
FROM:
Director, Med¥cal Recasds Dept.
DATE OF , DATE
NAME WD DISCHARGE |CODE |DEFICIENCY Dup SENT

3 | s lus gl #0075
8 St et~ 571 5.

SP/
UE

CHART?
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Appendix A 3a
Newsletter preparing staff for audits:

Tresatment Planning Tipss: - Completing

the Behavior Booc

The behavior box is the most important
section both for individualizing the
patient’'s treatment plan and for setting
up the Goal and Objectives. The bebavior
box should conceptualize the probles to be
addressed, and illustrate

how this probdlea is
exhibited behaviorally by
the patient. For
example:

The patient has a
schizophrenic thought
disorder. The patient has auditory
hallucinations of a woman's voice telling
him he is no good, the patient is isolated
and does not participate in group
activities or make eye contact vhen spoken
to, and the patient has poor ADL skills
(unshaven, uncombed hair., refuses to
change his clothes).

Note that the behavior box statement is a
succinct and concise statement of the
problea with individualized behavioral
components. As is demonstrated below, it
leads naturallr to the goal statesent and
the measurable objectives. It does not
contain redundant or unnecessary
stateaments about the patient’'s psychiatric
history - e.g., "This patient has several
psychiatric hospitalizations since 1967,
”

The task is to conceptualize the problea
clearly and accurately describe what
characterizes the problem. When this is
done well, the rest of the Goal Page falls

into place. .
The Goal Statement:

The goal need not be amecasurable - only
observable. A general statement of the
patient's probles is acceptable. For
example, it should read something like:
The manifestations of schizophrenic
thought disorder will be controlled or
alleviated to the point that the patient
will be able tq reside in a structured
outpatient setting.

Objectives:

The objectives need to be measurable and
should relate directly back to the
bebavior box. The above behavior box
should result in three objectives, each
addressing one of the behavioral concepts,
auditory hallucinations, isoclation and

" poor ADL. Additionally, the objectives

should have a precise benchmark wvhich will
allow the team to assess if it has been
attained. For example, one possible
objective might read: “"Upon statff
proapting, the patient will respond
verbally in group discussions 2X per veek
for one month."

SURVEYORS EVALUATE ACTIVE TREATNEXTY BASED

ON DOCUMENTATION CONTAINED IN TEE NEDICAL

RECORD. BE SURE YOU GIVE YOURSELF CREDIT
rfoR TERE SERVICES YOU ARE PROVIDING.

Za It & praoblem or a
disabilldetyPPPPP?

A problep is an issue for the patieat that
is (at least theoretically) able to be
ameliorated or improved, while a

is an issue for the patient
that casnot be corrected. All patients
have probleas, that's why they are here,
hovever ncs all patients have
disabilities.
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Newsletter preparing staff for audits:

Progress is Measured
®ne Note At A Tuge

HCFA surveyors measure movement toward goal attainment by reviewing the
progress notes. At the least, weekly notes are required from each discipline for the
first eight weeks of the hospitalization. Thereafter, notes are entered at least

monthly.

In these noteg you should "recap” the services provided to the patient since
the last monthly (weekly) note, assess the patient’s progress in meeting the goals
set out in the treatment plan and indicate how you will continue to treat this

patient over the subsequent month (or week).

At the Bronx, we require that
all providers "DAP" their progress
notes. That is, each note is divided
into three sections which

D = Describe the services provided
and the patient’s response to it.
This is the data. Be as specific
as possible. If the patient
attended your "Art
Appreciation” group twice
during the month and stayed
each time for 45 minutes, say
so. Be specific. This is the
billing section of the medical
record. Also document
patient’s response to your
treatment. If the patient is
resisting treatment, document
your efforts to engage the
patient in the plan.

A = The gssessment section uf the
progress note should begin with
a statemant as to the change, if

any, in the patients condition.

~The first line of this section
should read, "The patient’s
condition (is better, is worse,
remains the same) followed by
your more detailed clinical
assessment.

In the plan section, you should
explain how you are going treat
this patient over the next
month/week. If the patient is
compliant with the treatment
plan and the patient is
progressing towards the goals
set, you might note that you
will continue treatment
according to the plan. If the
patient is not compliant, or not
responding to the treatment,
you should describe how you
will either change the treatment
or engage the patient in the
treatment.
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Appendix A 3cC .
Newsletter preparing staff for audits:

Ve are Jjudged by ocour behavior. ..

...box, that is.
boxes.

The following are examples of the content of “real” behavior
One example falls into the category of the "best,” while one 1s not

quite so good. You review the narratives, and you decide which 1s which.
Remember, a good behavior box describes observable behaviors, does not include
patient history, focuses on current behavior, refrains or clarifies diagnostic
labels and clearly states hov the behavior interferes with the patient

functioning.

Example A: Pt. has been
contiauously hospitalized since 1984
and received unescorted grounds
privileges-2 months ago. As patient
is a CPL case he needs to
desonstrate the capacity to function
independently on grounds before we
can approach the DA regarding
discharge.

Example B: Pt. sits in the
corner of the dayroom with a
frightened expression on her face,
looking discheveled and often
saelling unwvashed. Pt. states that
she tries to be a "honest girl" but
stagf does not take good care of
her, leaving her at the mercy of
“"bad pecple” on the ward. Patient
denies that she has any probleas,
blaming everything on "men vho wvant
to do bad things to her.” In
groups, she will alternately oe
supportive or critical of the
others.

Ed. Note: Because the behavior box used in exasple B was 2o detailed, it was

extensively paraphrased and some details changed.

This behavior box in its

original foram would have definitely alloved someone to identify this pat:ient.

This is gég to a good behavior box.

Moving??7?

Vhen patients are transferred
betveen wards, there is a mandate
for certain docuamentation to be
included in the chart. Upon leaving
4 vard, notes
are required
froa the
psychiatrist,
nurse and
physizian. The
psychiatrist,
aurse acd
physician on the
receiving ward
aust also write
a note npon thc ‘patient‘s arrival.
Additionally, the treatmeat plan
aust be reviewed (PTPR) or rewritten
by the receiving team, as
appropriate. Please refer to the
policy regarding patient transfer in
the BPC Uniform Case Record (UCR)
manual (pp. 39 - 41) £or conploto
inforsation. .

HAVE NO PLACE IN THE
MEDICAL RECORD.

Correct the medical record by dravin; a
single line through the error and add:ing
your initials and the date of the
modificatien.
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Appendix A 3d
Newsletter preparing staff for audits:

Know Your Role In the
Treatment Plan

In some ways the treatmeant plan is
like a script, it defines each treataent
teaz aember’'s individual role and presents
an integrated team approach to patient
treataent. It is important that all staff
revievw the treatment plans for patients in
their care and reflect the treataent
rendered in the aonthly (or weekly)
progress note.

This is especially important for
staff who are assigned to multiple wards,
such as dieticians. It is the
responsibility of the principal therapist
to ensure that these staff are informed
when they are included in the patient's
treatment plan, so that the appropriate
progress notes can be entered and keyed.

It is also time to start thinking
about some of the areas which will be
covered by the surveyors vhen they tour
the wards. PFor example, they may ask you
about the patients in your unit, the
treataent goals of each unit and how your
wvard/unit fits into the overall structure
of the hospital. Over time, we tend to
become very involved in the "micro” level
of care and do not think about some of
these larger, and relevant issues.

Over the next few weeks,
adninistrative staff will be touring the
vards and "role playing™ the content of
the ward tours with you. ?This is being
done to help you prepare for the critical
ward tours. As has been said before, and
can't be repeated too often, the ward tour
sets the tone for the ensuing record
reviews. So as they say in show biz...

Knock - em dead.

figuratively, of course.

New York State
Office of Mental Health

txr.oar: WD

Ve

Look at the expiration date on the I.D.

RENEYW AND WEAR YOUR I.D-
FOR THE SAFETY OF PATIENTS & STAFF

Vatch Your Language

Vords aean different things to
different pecple. For exaaple, wvhat is
"appropriate” bebavior in onme person's
eyes, may be "inappropriate” in another's.
The following non-behavioral terms should
be avoided cor used only if they are
further defined:

interact ccherent
actively agitated
relevant socialize
cals willingly
participate normal
cooperate

If used, these words should be
accompanied with an "as evidenced by." "as
sanifest by," or "as indicated by"
folloved by a description of the behavior.
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MEDICAL RECORD DOCUMENTATION STATUS
FOR THE MONTH OF: MARCH 1993

page 1

Appendix A 4a

Tickler,

07/06/28 | 01727/93 | 2 06/27/93

DATE DATE LEG LEGAL DATE OF LAST ASSESSMENT DATE OF LASY DATE OF LAST MONTHLY NOTE - DATE
of of Co0 EXP.
BIRINH ADM. € DATE
A [ A Qr
[ ] [4 H N [4 e
U S 1 Y u 1 RY
R [ [} ! N S ] [ 4 1] ] N
S S [4 v u I P S C v 1] "l
] Y 1 t T c c T ) Y 1 ! | 4 ocC
N [ A 1 R A [ 4 | ] 14 A 1 " TA
G H L Y ! L P R 4 ] L Y 1 EL
o | ssem 04/01/33 | 01/08/90 | 32 0 .
o oy | os/2/61 | 05722/81 | 32 0
| | «mB. | 03/02/59 | 02/17/87 | 32 0
| qu> | < 09/28/55 | o01727/84 | 32 0
) o | os/18/46 | 02/07/62 | 32 0
e | omwe 02/04/64 | 06/19/91 | 32 0
| S 02/02745 | 07714792 | 32 0
- e | 04/18/51 | 09714792 | 32 0
T e 05/10/61 02725786 32 0
— 4 11706765 | 12728/87 | 32 0
rm AR 07/29/66 12/28/89 32 0
o | s 10/06/59 | 10/10/80 | 32 0
[T ) 01701738 | 01706792 | 21 03/10/94
| — b 01/25/66 | 08706791 | 32 0
e | e 07/23/63 | 03722793 | 2% 09/10/93
o | e 01/712/63 | 04723/85 | 32 0
r__J . 01710748 | 01/07/85 | 32 0
e | R
A

09/06/49 11/13/86 32 0
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tASt tINS DALE DATE e LFGAL OATE OF LAST ASSESSMINT DAIE OF LAS) DATE OF LASI MONIKLY NOTE DAIE
NAME WM, of of coo Exp,
BIRTK ADM, € DATE
A P, A or
N c H L] c e
v s ] Y u H ] rRY
" ] 0 ! N s " ] o 1 " s
s s € v u ] P s 3 ¢ v v wi
| Y ' 1 T ¢ c 1 1 Y ' 1 1 oc
N c A 1 r A 1 [4 L] c A 1 ] TA
G ] L Y 1 t P ] G ] L Y 8 EL
@ | S | 01/14/48 | 040287 | 32 0
- 03/19/39 | o7/30/85 | 32 0
NBUe |apmee | 04/12/43 | 07/01/88 | 32 0
- 04720742 | 07718789 | 32 0
(e s | o9/25/¢2 | orso8/87 | 32 0
(aggin | qua® | 03/30/59 | o7/31/90 | 32 0 '
appe |G | 12/25/2) | orey9 | 32 0
.a o | SR | 05/08/¢9 | 01729790 | 32 0
,w o (gmee | @K | o0s/01/51 | o3/2¢/88 | 32 0
o o (| = e | os/15/57 | ossoer92 | 32 0
v m gt | S | 02/08/66 | 02/11/92 | 32 0
A fagmw | S | 12/14/5¢ | 1072891 | 32 0
Yy
5o
g
Q v
Q6
AL
5
PATIENTS TRANSFERRED 10 WARD DURING THE MONTH:
LAST NAME ce oA STRUCTURED ACCEPTANCE PROGRESS NOTES
TRANSFER- N
NOTE PSYCH. NURSE MEDICAL DOCTOR PiFe
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Appendix A 5
Hospital wide summary of documentation deficiencies:

DATeLO 93| TS Pue . |RAE™T | monTHLY PROGRESS . MUTES
SUNITS _,%ao_.enmmo PsyelSoc [Rer INuTE[PHY JeT P lPTeR pvent|ssoc (Rt i
A, | 5 \S.ﬁv% 2 |/ lal /sl d ) dd ool fe 1 |7
e | - raode |3 [al3|lslell le |l (@6 (2,2 |6
T e | |5 e o | 3 @) 5) | 2 AGIES

8 glal/ I/ 17109l {1 WD s |2 |/
-y 39 ) (5 e |lg (Yo lelely e )1 1o
| s e ||/ |32 [ela |[@Qlaje e s | ..
. AT WAENGIES AN S AR S R
) ly s & |- |/ 1 MW £ ““ w.u (51 WIN\, ~ ..,.o-.rwg.u X
32 e | /4 13 1 1A e | @032~ | 4 |5 (1D, =
o sl | A 4 ] q\ - __ 4 (5. ERECs @ A |47 |
2 pnggla 1/ |5 ]le @) o 12 )% @ e |3 e
38 -l O |G| 2| 2. [ <21/ /1 / 4‘& N N TS N@M

40 sZw, . @@ |1 | 416 wﬁ ) e (D ,w. o
o 5 e3e [/ [3 e[ [/ ]/ |2 PIEEN =
17 bo-d 7 |7 [a]la (D] 4 lels 2 [+ @]/

) 8 Wwd 7 |7 |24 41305 el e l@]a [ [+
e g 99 (312 |@]/7 1313 ﬁ A ES RN @)
o el 1 1 @1a 7 1/ &- @\@ & 12D/ 2

. 2 el |2 13 @ [~ = a G IDIE) L) [+ [=
ToTH LS 23 Vg ol ylsz Vg 16z liro]3F Mo lez 187 5419
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Appendix A 6a

Record review I, paage 1:
- RECORD REVIEW FORM
Pt's Name Ce Unit Name Ward
Reviewsr Date of Review Agrrussion Date [s/e!:]
COMMENTS
1 was an intenm TX Plan ceveioped on admission? Yes No NA
2 is there a current legal status? Yes No
A ASSESSMENTS:
3. is there an assessment within 7 days of sdmission? Phy Psych| Soc | Act |Nuning Other
(psy - 2 days) (nsg - 8 hours} (phy-24 hours)
[Yos Yes___|Yes es___|Yeos Yos__
No NG No No NO
h—— -

Na_ A N |NA NA
4. 3 1t signed with titie and date?

Yes iYes___[Yos___[Yes__ |Yes Yos__

No JNo NO No No

INA INA NA INA JNA
5. Ave probiems strengths disabilities specific and Yes [Yes___|Yes__ [Yes___|Yes Yes___

individualized?
INo No___ No No No
INA INA NA NA NA

6. Are recommendations included in Tx. Plan? [Yos Yes___IYes__ [Yes__ [Yes fYes__
INO No No No
. ’ INA NA NA iNA ‘

FOR THE PSYCHIATRIC ASSESSMENT:

7. Does it include the patient’s chief complaint? Yes No

8. Is medical history summanzed? Yes No

9. Does the memory and inteliectual functioning report Include a description of the tests
performed? Yes No

B. TREATMENT PLANS
10. is thers & Comp. TX Plan Part | present and compieted? Yes No

11. is an RN, SW and Psych. listed as participating team members? Yes___ No

12. Are family or significant others nvotved, or, if not, attempts 10 obtain partic:pation
documented? Yes No

13. 18 tentative discharge date current? Yes_____No__

14. Ae criteria for discharge observadle Yes____ No_

15. Does discharge plan state address patient’s anticipated needs on discharge? Yes_____ No

18. Does the discharge plan state specific residential setting needed on discharge? Yes___ No
17. s there Comp. Tx. Plan Il present? Yes No

18. s there & specific and individualized description of the patients's behavior in the Behavior
Box? Yes No

19. Does the goal relate t© the behavior box? Yes No

20. Are all target dates current? Yes No
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Appendix A 6b
Record review I, page 2:

21 is there at least one treatment modality for each objective? Yes No

22 Are the cntena for discharge addressed in the Goals and Objectives? Yes No

23. Are ail objectives observabile and specific? Yes No i no. which ones are not?

24. Do all methods indicate the name and ttie of the responsibie person? Yes No

I no, which ones are deficient?

25. Do all methods indicate the frequency and duration of intervention? Yes No

26. 1f medication is a method. is the Dr's Order Sheet referenced? Yes No NA

27. Does the nurse prowvids individua!l and/or group theragy? Yes No

28. Does the ptychiatrist provide individual and/or group sessions? Yes No

2S. is there a CTP Part ill presant? Yes No

30. When objectives Show revisad target dates is & satisfied rationale documented PTPR? Yes_No__

31. is the DSM-IER Axes LV listed on Part ilI? Yes No

32 Does Part lll give & rationale for the Traatment Plan Yes No

33. is part Il signed or co-signed by MD? Yes No

34. Are all identified problems and recommendations either incorporated in Objectives and Methods,
or appropnately deferred in the retionale? Yes NO

i no. which ones are not?

3S. ¥ alconol or drug abuse has been dentfied as a prodlem, s it addressed in the Tx. Plan?
Yes No

C. TREATMENT PLAN REVIEWS

Directions: Review most recent Tx Plan update. ¥ this is a recent admission and no upd.to 8
due. MARK 38 NA and proceed to question #42.

36. Is there & current PTPR? (within 30 days of initial CTP; then Mry 60 days for 15t ynr
every S0 days thersafter: every 30 days under 22) Yes

37. Does the PTPR state patients progress or lack of progress toward treatment odjectves?
Yes No

38. Does the PTPR indicate whether or not chnngu should be made in the treatment yoals.
ves. or 17 fities? Yes NA

)

39. f the patient is not progressing. does the PTPR indicats how treatrment shouid be changed, or
why continuing current treatment is justified? Yes NO NA

40. Does the PTPR discuss change/lack of change in patients discharge pians? Yes No__ NA

41. i3 the PTPR signed or co-signed by an MD? Yes No
D. MEDICAL SECTION
42. Is there a current physical exam in the chart? Yes No

43. Was each of the bodily systerms reviewed Dy 8 physician? Yes No

44. Are all the cranial nerve systems addressed and was am attempt Made to descnde the tests
used? Yes No

4S. Are abnormal findings appropnately followed up or justified Dy the attending physician?
Yes No

46. Was A T8 siin test done on thus patient? Yes No

a. i positive, was & follow-up X-Ray done? Yes No NA
b. ¥ negative. was thers & subsequent test every two yearn? Yes “No NA
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Appendix A 6cC
Record review I, page 3:

.3-
COMMENTS

47. is the panent’s weight recorded monthiy? Yes No

48. i3 the Datient’s biood pressure recorded monthly? Yes No

49. Are unusyal weignt fluctuations addressed in the Treatment Plan, PTPR, or notes?
Ves No NA

50. Was & CBC, FBS. BUN and urinalysis done in the past year? Yes No

S1. is there evidence that orders for medical consultation have been carned out and propery
followea up? Yes No NA .

52 Has the patent had a dental examinstion within the past year or as indicated? Yes____No

53. is the Medication/Treatrnant Record present? Yes No

54. is the 223 MED free of white out and erasures? Yes No

€. PROGRESS NOTES
S S ——

PSY. NURSE Sw RTOROT
Yos pofNA'Yn NS N.Al‘-’n INo|NAfYes NA

55. Are there weekly notes for the first 8 weeks?

S8. Are there monthiy notes thereafter?

57. fs there a precise assessment of t.e patients's
progress in accordance with the TX Slan (better,
worse, same)?

58. Do Notes indicate what worker did; or that treat-
ment modalities are delivered as specified in CTP?

$9. Do Notes describe what patient did in responss to
treatment and what workers assesment of that '3?

60. Do Notes contain recommendations for revision in
the Tx Plan as indicated?

§1. Are progress notes keyed to the CTP?

82. Are progress notes in a O-A-P format?

£3. is there & Ors. progress note giving the rational for orders? Yes No -

64. Is there & note by the clinical physician within the iast three months? Yes No
Gs.zaaoeill distary needs have been identifiec. have comesponding orders been written?
(] No
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Appendix A 7a
Record review II, page 1:

- RECORD REVIEW FORM

.
co- @K oATE OF BIRTH: 2/i;/< DATE OF ADMISSION: A /5% warD:__

/

DATE OF REVIEW: _LL@/_“; LEGAL: /. CURRENT LEGAL DOCUMENTS IN CHART: Y/N
-~

PATIENT

YES NO MA seE ASSESSMENTS:
COMMENTS
E/ a CORE HISTORY: . , .
en- O Qq CH1. History is completed within § days of admission. ow (~ )/ e o v 7/2.3 ’43“7'-""2:/ 9/;_4/
e 0 O O CH2. All areas of the history are addressed.
oo gca CH3. Core history is signed, titled and dated by a Social Worker.
O NURSING ASSESSMENT:
bl SZ/D aag NA1. Parts | & I are completed within 24 howrs of admission gng Part Ill is compieted within 7 days of
admission and updated annually within seven days of the anniversary of admission.
w3 OO0 NA2. All parts (as appropriate) are signed with title and date.
w0 O O NA3. All sections are complete.
has W a NA4. The assessment contains individual problems, strengths and disabilities.
nas. c 3aga NAS5. The assessment contains treatment recommendations.
M O PSYCHIATRIC ASSESSMENT:
rat. OQCcag PA1. The assessment was completed within 48 hours of admission (or updated on the patient’s
anniversary date of admission).
paz. B/D mi ] PA2. The form is signed, inciuding title and date.
g 00 PA3. The reason for admission is stated in pt’s. own words.
ne i OO PA4. All sections are complete (N.B., A review of the physical health history and current health status
must be included.)
ne G OO0 PAS. A currert diagnosis, reflecting all five axes, is present.
me -0 O O PAG6. Specific tests used to determine cognitive functioning and the patient response to these teats is
included.
PA7. g//D 00 PA7. The assessment contains individualized problems, strengths and disabilities.
ras. oG0cg PAS. The assessment contains treatment recommendations.
O
a CORE EVALUATION:
cEs. B}/D o0 CE1. The evaluation is compieted within 10 days of admission and updated annually within ten days of
g/ the anniversary date of admissipn.
2. agaoo CE2. Part | is completed by the primary therapist and is sagned with title and date.
(9/ Which discipline completed Part |-
a3 OO0 CE3. Part | contains individualized problems, strengths and disabilities.
cEe. y [m | CE4. Part | contains individualized treatment recommendations.
as. (s CES. Part Il is completed within 10 days of admission and updated annuaily within ten days of the
anniversary date of admission.
ceo. D/ aa CE@. Part il is compieted by rehab staff and is signed, with title and date.
&7 b/é Qo CE7. Al sections are compiete. .
w3 00 CEB. f additional evaluations are requested, these evaluations are complete and present in the chart
within 10 days of request. W %MMM
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Appendix A 7b
Record Review II page 2:

TREATMENT PLAN REVIEWS (PTPR): (Review the most recent treatment plan review.)

- woo PR1. The PTPR is current. A‘W*‘M/W—IM d PTCE-

~0 00 PR2. h addresses the patient’s progress toward the treatment objectives.

=000 PR3. If the patient is not progressing, it indicates why the treatment objectives are being continued of
indicates how treatment will be changed.

~ 0 &0 PR&. The PTPR specifically inciudes a review of the patient’s discharge plan.

PRS. The PTPR specifically addresses the patient’s ability to participate in 20 hours of programming.
PR6. The PTPR is signed by the psychiatrist.

TENT NAME: PAGE 2
- WD RA .
sa/ a MEDICAL SECTION:
- agaoag MS1. A curent physical exam is complete and in the chart. For patients admitted within the past year, the
Q/ medical exam is completed within 24 hours of admission.
= OoaQno MS2. The form is signed. with titie and date.
= E-'/ Q0O MS3. Each bodily system was reviewed.
- O 3aa MS4. The physical addendum is present and complete. if neurological problems are noted, a complete
,neurological exam is ordered.
= ‘Q//Q g3 MS5. Abnormal findings are followed-up or justified by the attending physician.
“ a oo MSGE. The physical exam contains recommendations for treatment.
3 ?D cC a MS7. The patient’s weight is recorded monthiy.
= /D G a MS8. The patient’s blood pressure is recorded monthiy.
= (.| MSS. The chart comtains evidence that a urinalysis, CBC, FBS and BUN were done within the past year.
-510 oagoga MS10. The patient has had a dental examination within the past year.
w30 00 MS11. Orders for medical consuitation have been carried out.
s2 D/D'D a MS12. The most recent 223 MED is free of white-out, erasures and/or blanks.
w0 0 a MS13. The chart contains a progress note by the clinical physician within the past three months.
] TREATMENT PLAN:
= E/D 0oa TP1. The treatment plan is present and was completed within the past year.
B oo TP2. Itis signed by the Psychiatrist.
-0 &0 0 TP3. There is evidence of patient. family involvement, or an explanation for non-participation.
~00B.0o TP&. The discharge date is current.
-g'000 TPS. The discharge criteria are observable.
2000 TPE. The residential setting for discharge is specific.
"o 0o TP7. The psychiatrist, RN and SW are listed as participating team members. .
~@0 00 1P8. The behavior box (ProblemsAssues) contains a clear description of the patient’s behavior.
3O 00 TP9. The strengths/assets are specific to the behavior to be addressed.
0 00 TP10. The goalls) is (are} directly related to the behavior box.
000 TP11. All recommendations from the assessments (inciuding from the physical exam) are addressed or
deferred.
"2 B/D 00 TP12. Objectives are observable and specific (measurable).
@000 TP13. Target dates are current.
-0 0 0 TP14. Methods include clinical focus, duration, frequency, and responsible staff.
5373000 TP15. The psychiatrist, RN and SW each provides ingividual or group sessions.
=0 0O 0O TP16. A Team Conference Note is present.
@000 TP17. The Team Conference Note includes 3 statement regarding patient programming.
Q0 0Qa TP18. The treatment plan includes all five DSM IIl-R axes.
]
a
a
(]
]
m]
(]
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Appendix A 8a
Utilization Review of a record, page 1:

PSYCHIATRIC UTILIZATION REVIEW SCREENING REPORT !D Aeverner [T “prer-e- .

——————

Fegility Nome Fesility Nau 1] L |00 Nea .
SRR Conter O5C 02 3 i
Admssien Cete Oare of Jink Review Tyrps Deate of No~* B '

et Mew

b-3-93 |5 IS-4% Qe O 2{33 D24 -5

—

eme of & Phesicien ".i-ln Prychawic J " - . SSe lye=
Al CH i e G PFos
I{ FIAST ST=? .

Admission/Contizued Stay Review: Answer all questions in this sec-
tion. ® Refer all Gases which do not meet criteria for admission/
continued stay to Second Step.

=S N0
Documentation exists to substantiate:

ta. TJ O a) A principle, admission or provisionmal <faymosis 2f
mental disorder with psychotic features a3 speciflied
by DS [1I or (2D 3-CM, oOr - .
ib. 5) A principle, adaission or provisicnal diarmocls with-
out psychotic features as specified dby uSH¥ [Ii or
ICD 9-CM and substantiation of a functional deficlt
caused by the disorder, cor

1
1

1e. f: D ¢) That clieant has been discharged from psychiatric
inpatient care within the preceeding 30 days with
a plan for aftercare services that included the
provision of services in an OP progranm.

_FOR_CONTINUED STAY

a. I'_E‘( i 'a) Documentation of continued czre in this program is
prqQvided in progress notes aad treatment plan

revievw, and .
2>, E{D b) 'Patient is functioning at level which cannot be
. zzaaged at an alternate program.

3. Screening Determination: @/‘Is: Step Satisfactary [_] Refer to 2ad Ste:

voaments

Tiapans At o O s’y
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Appendix A 8b
Utilization Review of a record, page 2:

ITI SECOND STE?P

1. Check all criteria elements =met durinzg second step review:
(corresponds %o above criteria)

01a or 01b or Olc 022 and 02b - =
IEsS -
2a. 1 a) 1Is client appropriate for admission or com=

tinued stay in this type of OP progran? If
no, complete UR-6 and answer the following:

2b. (1 [ b) waat type of service/program would provide
the most appropriate level of care for this
. client? ’
i S
: 2e. CJ [ <) Is this type of service/program available?
Where?

3. Comments:

->

Sicnazure of lst Reviewing Physician|Signatuze of 2nd Revieviag ?hys:c‘.ux' ce c$ Ravie
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Appendix A 9
Periodic Medical Review for one recor
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Appendix A 10a '
Summary of Periodic Medical Review report for 1994, page 1:

MEMORANDUM

July 8. 1994

TO: All Clinical Staff
All Quality Assurancg, Staff

FROM:

R¥E: PMR Report

We have received the official PMR report. Five standards were noted to be out of compliance
and require a plan of correction. Two of the five items (M4 & KS) are relatively easy to correct
and simply require our attention to paperwork practices. A comprehensive training program has
been developed to deal with the other three items. The survey details are as follows:

The Item M4, the frequency, dose or kind of medicine entered on the Medication/
Treatment Record is consistent with that entered on the Doctor’s Order Sheet was deficient
because there were write-overs or crossouts in an inappropriate format. Specifically, dates and
dosages were often written over on the Doctor’s Order Sheet. To correct an error, the procedure
is as follows: draw a single line through the entry and initial and date the correction. The only
modification with this practice is with dates. Dates are corrected with a single line and an initial
only. You do not need to date a date change. It makes it too confusing.

A second deficiency was item K5, the review addresses patient’s expected needs on release
or discharge. As has been the practice at GEEElJR the treatment plan review indicates that
the discharge plan was reviewed and remains the same (if that is the case). This in prior years
had been acceptable to the reviewers. This year the PMR auditors wanted the review to be more
specific and refer directly to the discharge placement. From now on, PTPR must include a

reference to the discharge plan with the exact anticipated residence upon discharge i.e., the
discharge plan has been reviewed and remains the same. Patient will be discharged toySj P

- ith follow-up care provided SEINNENENS
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Appendix A 10b
Summary of Periodic Medical Review report for 1994, page 2:

2-

The remaining three deficiencies concerned me most. They were: objectives are stated in
behavioral terms and are measurable, the [PTPR] review indicates how treatment should
be changed, or justifies continuing the present treatment and the discharge plan includes
criteria for release or discharge.

A comprehensive training program is being implemented to deal with the above deficiencies.
Using a team training approach, each team will undergo extensive retraining during regularly
scheduled treatment plan meetings on the ward. Active charts will be utilized and CTPs and
PTPR completed on schedule. Training modules will be given in no less than three sessions to

e thorough a knowledge of the treatment planning process. Sessions will be led by
bpw and all wards will be scheduled by the end of

the summer.

I want to thank you for your continued attention to documentation requirements. [ am confident
that ongoing efforts and a more focused preparation will again result in the exceptional survey
reports that reflect the high quality of care we provide.

g

cc: Cabinet
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Appendix A lla

Periodic Medical Review Report for 1995, page 1:

Summary of

MEMORANDUM

June 20, 1995

TO: Unit Chiefs
Department Heads
Team Leaders

Medical Records

PMR Survey Resul

I wanted to share the Periodic Medical Review Survey results and

thank you for your ongoing efforts in maintaining the medical
records at SN :

During the survey, we received some citations not Previously noted.
However, the area we focused on viz. + Periodic Treatment Plan
Reviews vastly improved and almost reached the 80% requisite
compliance rate (K4 = 64% and K5 = 75%).

Members cof the Medical Records Review Committee deserve special
merit for their continued assistance despite responsibilities
elsewhere in the hospital. I’d also like to extend my gratitude to

who adeptly monitored the process during the
four-day survey.

cc: Cabinet

IAFFIAMATIVE ACTION EMPLOYER
AN CQUAL OPPORTUNITY. -,
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Appendix A 11lb
Summary of Periodic Medical Review Report for 1395, page 2:

PMR Comparisons

1995 v. 1994

ITEMS UNDER 95% COMPLIANCE - 1995
FiCl 1
1999 1904

C3: Psych Assessment -

Probléms, Strengths, Disabilities 71 37
C4: Psych Assessment - Recommendations 91 33
D4: SW - Recommendations . 180° 53
H3: TP - Discharge Criteria 229° 263
H5: TP - Suppport Servic-e': Needed at D/C 32 90
12: TP - Measurable Objectives 112 155
K3: PTPR - Changes in Tx. Goals/Objectives 40 66
K4: PTPR - Justification for Chg/Continuation 167" 366
KS: P'I;PR - Expected needs on Discharge 117° 270
M4: Med Orders - 223 Meds including error

correction on Dr’s Order Sheet 124° 110

R NCE/A ]

E1: CBC 14 11
E2: Urinalysis 24 18
F1: PPD 12 1

* Items requiring Plan of Correction.
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INPATIENT MEDICAL RECORD

Disca. lJate:

1991 File Order, page 1

233

< oo

l Fac:Iity Name

FORM NUMBER RIQUIRED
I. ¢ A. YSotificaticn c¢f Escape Record M 321 ' VA
2 2. TFace Sheet (Blue ) @2C 1 ALL
m C. Filing Order %C ba . ALL
Iz, <0 3 FILED IN FRONT OF ADMISSION/SCREENING REPORT (within 15 days of disch.)
Jexs, Release/Termination Summary oc 412 ¢ ALl
5 3. Individual Service Plan OMH 6 1ALl
& C. Dispositiom Report AHR 116 ALL
7 D. Discharge Instruction Forz ﬁc 612 | ALL
III. ADMISSION & EVALUATION DATA*: (Completed within 24 hours of admission)
8 A. Adxmission/Screening Report AHR 725 1 ALL
q 8. Psychiatric Diagnostic Record 15 MED | A/I
o C. Screening/Admission Note 139 MED ALL
{1D. Interim Treatment Plan 140 MED ALL
IV. LEGAL & ADMINISTRATIVE DATA*: (Completed within 24 hours of admission)
IQA. Voluntary or Minor Voluatary Admission OME 472 A/l
1 3B. Involuntary Admission OMH 471 AT
14 Certificate of Examining Physician (Mental Illness) OMH 471A A/l
' 5 Certificate of Exam. by Dir. of Comm. Svc./Designee OMH 4718 A/l
le Examination of 72 hrs. Conversion to 2PC OMH 471C | " A/l
{1C. Record of Emergency Admission OMH 474 A/l
1D. Notice of Status & Rights Sl 4EC ALL
~—FE. (Criminal Procedure Law Retention Papers A/l
197. Application for Court Auth. to Retain a Patient OMH 470 A/L
2c Notice of Application for Auth. to Betain a Pt. OME 470A A/l
i Certif. for Exam. Physician (for Court Auth. Procedure) OMH 471A A/L
2.2G. Application for Change of Status/Privilege OMH
23 Notice of Meeting re-Applic. for Change in Status/Priv._. _ OMH 496
24  Notice of Change of Status/Privilege OME 497
S H. Order of Transfer 119 DMH A/l
24 1. Record System Notification 324 _ADM ALL
31 J. Notice of Rights to Medicare or Champus/Champ VA Pts. 401 ADM ALL
V. PAST RECORDS:
—— Abstracts or Summaries from Other Hospitalizations A/l
VI. ASSESSMENTS®
28 A. Nursing Assessment (Completed within 8 hrs. of Adam.) 154 MED A/l
Q9 B. Abnormal Iavoluntary Movement Scale (AIMS) 99 MED ALL
3e€eC. Psychiatric Assessment (Completed within 8 hrs. of Adm.) C S12 | ALL
.31 D. Psychiatric Assessment Supplement Specific to AIDS | A/
32 E. Social Assessment — 145 MED | ALL___
33 #2F Pgychological Assessment/Psychological Testing A/
J4G. Psychological Referral iéc | - A/T
35 H. Activities Assessment _147xMED |- ALL
36 I. Rehabilitation Services Referral C AT
37 1. Nutritional Assessment 48xMED A/l
>3 K. Vocational Assessment 14 6xXMED AT
32 L. Educational/Assessment (required for pts. under 2D __ 138 A/l
HOM. Assessment/Assessment Cont. Sheet (addenda & other Assess) 149 MED _A/T

A/l - As landicated

ALL - Required for ALL Patients !
®

%# - These records caanot be thinned from
the chart

-
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Appendix B 1991 File Order, page 2

COMPREEENSIVE TREATMENT PLAN & REVIEWS*

VII.
A. Comprehensive Treatment Plan (Completed within ll days of admission)
4, Part I Discharge Plan 150 MED ALL
Y42 Part II  Goal Plan 150A MED ALL
43 Part III Treatment Plan Conference Note 1508 MED ALL
B.MiPeriodic Treatment Plan Reviews 151 MED ALL
REVIEW SCBEDULE: 72 hours of admission
40 days after admission
Every 60 days for firsc vear
Every 90 days after first year
For patients under 22 years of age, every 30 days
4sc. Patient Care Monitoring Tc-rOR A/l
vIII. MEDICAL & LABORATORY REPORTS:
4L A. Medical Summary Sheet j&c Sp ALL
47 B. Physical Exam & Assesszment (within 24 hrs. of adm.) 36 MED ALL
4K8C. Physical Addendum ¥ec L1 ALL
49D. Gynecological Chart 36A MED ALL
&cE. Immunization Record (Completed within 24 hrs. of adm.) 9 MED ALL
§\F. Weight Chart Jrc 53 ALL
35G. Blood Pressure Chart NSG 2 _ALL
$3H. Clinical Chare 26 _MED A/T
S541I. Diabetic Comtrol Record “Fpc-126 A/1
5§5J. Seizure Chart 216 MED | A/T
——K. 1Intake & Output Record _Fpc__ | _A/T
Stl. Laboratory Reports 82 MED A/l
E_I-M. ERG Reports ALL
N. X-Rays Request Reports 82.13 MFD A/l
580. Consultation Reports 36 MED | A/T
= P. Other Medical Reports __AJ1
59Q. Dental Chart 122 MED ALL
bcR. Medical Progress Notes _152 MED_ ALL
XI. TREATMENT & MEDICATION RECORDS:
! A. Doctor's Order Sheet _ 89 MED ALL
L2 B. Restraint or Seclusion Order Sheet Jec AT
63C. Medication/Treatment Record ALL
¢4D. Restraint or Seclusion Monitoring Record igc 7 AL
X. PROGRESS NOTES
{S A. Progress notes - weekly lst 2 months, monthly thereafter__ 152 MED | ALL
Nursing to also include a note, each shift, lst 3 days
XI. MISCELLANEOUS
WbA. Iopat. Hosp. & Extended Care Adm. Billing & Rel. of Inf. [JJPR 1453 A/l
b71B. Consent for Release of Information OME 11 ALL
b¥C. Consent for Release of Information to CSS Bus. Office OMH 144 - A/l
--D. Correspondence AT
L{E. Record of visits 1 _ADM AL
—F. Corrsspondence Sheset & ADM ALl
ToG. BPC Consent Fora _ Epc | _-A/1
1\H. Record of Patient'a Property Forwarded to Bus. Office 67 BUS AL
TiI. Patient's Personmal Clothing Record - 72 ADM ALL
73J. Iaventory of Client's Prop. Maintained on Living Unit T2AADM | ALL
‘-"{K. Agreement for Leave 55 _MED Al
15L. Independent Treatment Team Madicaid Certification _ __ S28 MED | A/L
oM. Treatment Team Medicaid Certification S29 MED | A/
7I8. Medicate Certification and Recertification 70MED 1 AT
7§0. Medicaid Certification 7S MED | A/l
T{P. Utilization Reviewv Documentatiocn _DR=3 | _ALL __
Bcq. Nocification of Referral for Service____ _OMH S5 . VA S
S(R. Certification of Need of Treatment (Pts. under 22)___ ____ S27 DMH | A/l
§2S. Adverse Drug Reaction Report 12 MED A/l
33T. Permission for Autopsy 20 MED 1 A/T
84C. Autopsy Report JOAMED V _A/T
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Appendix B la: (OMH 321)

Sqem Iwe 320 M 3-33 STATE TF NEA vCOR
265 2E OF MENTAL EALT-

NOTIFICATION OF ESCAPE RECORD .

Tris form must be car-ciatec for all patients admitte€ pursuant o Araicte ~3C or Secticr 330 2C ot Criminal Procecure Law CPL,
anc may be utriizec to- other OMH panents
INSTRUCTIONS:
1 Enter the infarmancn .r Pare 1l and .0 Part IV as sO0n 35 S0sSiCie aller agmissio™ JDCatiNg as necessary
2. Upon each upcate Cr review ! "2 ‘T
(a) Enter tne cate of review arC sigrature S e e.rdw ~g 373t 2T 7 Sane
3 Upon escape of the patient
(a) Upaate ana complete Part IV
(D) Notify the appropnate persons anc agencies:n the orger ngicated 'n Part
(¢) Enter the foliowing 1n Part 1l
1 Name of the person contactea anc directly noutied of the satents escape
2. Means date. ana ume of notfication
3. Ininals of person making the notifications
4 Name. signature. and :mitials of the person mak:ng the noufications
4 Upon return of the patient 12 the facility
(a) Nouty the perscns anc agencies previously notified 0! the patient's escape

(b} Enter ~ame. signature, anc 1nitials of person making the noutfications :f ngt crevigusly enterea J

Part | - Upon each review of this form to ensure complete and up-to-date information, the reviewer shouid enter the date and his/her
signature beiow.

Review Review
Oate Signsture Date Signature
Significant Status Change/Privilege Signiticant Status Change/Privilege
Ettective Dste Status. Priviiege Granted Etective Date Ststus. Priviiege Granted
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Appendix B

Form QM 327 233,

1b: (OMH 321)

236

STATE CF NEW YCRx
JFFICE OF MENTAL ~EA "~

NOTIFICATION OF ESCAPE RECORD

Patient’'s Name (Last, First, Middie)

Part Il - The following information should be obtained as scon as possibie atter admi

Antedd

and as Y.
LAW ENFORCEMENT AGENCIES Telephone No. , Address
Superintenagent of State Pohice Day o State Office Bidg Campus
! $18-457-0557 Public Security gldg
Nignt  518-457-6811 Albany. N Y 12226
Local Shentt (Where tacsirty 1s located)
Local Police (Where fac:lity s located)
Other Law Enfarcement Agencies (il indicated)
Distnct Attorney - Bronx County Day: $§80-2120 Assistant D.A. Seth Marvin
(Mon-Fri) Appeais Bureau - 3ra Floor
215 E. 161st Street
Bronx. NY 10451
RELATIVES, POTENTIAL VICTIMS, OTHERS | R Poictim|  Telephone No. Address
Immediate Family/Nearest Relative (living)
1
2.
3
4.
Otner Persons who may be in danger
1.
2
3.
Others I
i
COURT/ATTORNEY Tetephone No. | Address
District Attorney of County of Commitment Day:
Night:
Patient’s Attorney
Court Designee (If Applicable)
Court of Commitment/Judge (330.20 only)
MHIS (330.20 onty)
OMH/FACILITY STAFF Telephone No.
Bureau of Forensic Services :xz:‘v'::‘m (518) 474-7275
Chief Executive Officer Ext, 2261, 2262
Administrator on Cali Swilchboard
Clinical Director & Director for inpatient Operations Ext. 2264 & 2819
Unit Chiet or Treatment Team Leader Switchbosrd
Medical Administrator Ext. 2207, 2268
Facility Safety Department Ext. 2222, 2573

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix B 1lc:

(OMH 321)

237

| Patient's Name (Last. First. Middie)
NOTIFICATION OF ESCAPE RECORD
PART il - The Q Inf 1 hould De recorded as sach person is notified of the patient’s escape and retum.
. | Notification of ESCAPE RETURN
(‘n:EE&Lf:;SirCI:i:?:::lf‘?m Mesns: Notified on: By: Notified on: 18y:
pe (V) Date Time Initials Date tnitiais
Faciity Safety Depanment Telecnone
|
Supenntencent ot State Pouce i Tetecncne
[
E Local Shentt (Wnere taciiity ;s iIccatea) Telepnone
3
w
g —ocal Palice (Wnere facilily 1s :ocated) Tetecnone
o]
[T
5 Stner Law Entorcement Agercies Teiepnone
2 District Attorney - Bronx County 5§90-2120
- (M-F,Day
PERSONS WHO MAY BE IN DANGER Telepnone
- Telegrapn
Z| Soice
5 Telephone
s Telegraph
-S‘ 2 Panice
;g Teiephone
w: Teiegrapn
B3
g . Ponice
Teiephone
Teiegraph
4. Police
Umit Chief or Treatment Team Leader Teiepnone
: Medical Administrator Tetepnrone
5 Climical Director & Dir. for Inpt. Operations Telephone
«| Admunistrator on Calt Telephone
£| Chuet Executive Officer Telephone .
g Buresau of Forensic Services (518) 474-7275 Telepnone
Telegraph
Bistrict Attorney of County of Commitment Telepnone
Telegrapn
X[ Patients Altorney Terepnone
z
g | Teiegraph
e Court Designee (1t Appucabie) | Teieonone :
< Tetegrapn
-
[- 4 Police
S| Courtof Commitment'Judge (330 2C onty) Teiephone
(3 Teiegraph
MHIS (330.20 only) Teiepnone
Telegraph
Immeaiate Family,/Retative (not listed apove) Tetephone
Telagraph
1
[ Pohce
g Telephone
- Tetegraph
<
212 Poiice
[ Teiepnone
Telegraph
3 Police
Name of Person(s) making notifications:
Mame—Printed or Typed Signature initisis
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Appendix B 1d: (OMH 321)
! Patient's Name {Last. First, Middle)

NOTIFICATION OF ESCAPE RECORD !
t

Part IV - The following information is to be provided to those being notified of the patient’'s escape.

A. ALL PERSONS/AGENCIES

1. Your identity: Name and title
A ber of the Psychiatric Center’s staff.

2 The following statement THIS IS AN ESCAPE NOTIFICATION AS REQUIRED BY THE NEW YORK STATE CRIMINAL PAOCEDURE LAW.

3 Tne patient's full name ana iegal status (CPL Secuon)
4 A descrniotion of the patent at the 'me of escape
Description of the Patient:

Age — Sexe gtnmc Group — Heignt

i CHANGES IN PHYSICAL APPEARANCE
t

Qate Date Cate Cate

AT ADMISSION AT ESCAPE

Qate Jate

Weight

Hair—color

—length

Eyes—coior

glasses

contact 'ens

Compiexion

Facial Hair | o

Existence of noticeable/Identitying:

Scars. -

Features

Description of Clothing Patient was last seen wearing:

Shirt, Blouse

Pants

Swirt

Dress

Snces

Jacxet Coat

Hat Scar¢
Otner
AM
5 Last known whereaccuts of the patent Time __—___ py Place

6 Desunaton :f xnown or suspected

B. LAW ENFORCEMENT AGENCIES/FACILITY STAFF ONLY
1. Other information pohce/tacility statf snould know during apprehension of the patient tescapee).

a Cnarge(s):

b Danger Profile
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Appendix B 2: (TPC)

Face Sheet -

A. Pactient's Name: ARA(Lf acy)
Case #: Date of Admission: Ward
Address: Cacchment Code:

(List address chaages below and cross out old address)

Telephone# Telephone Belongs to
Date of Birch: Sex Social Securicy #:
Place of Bircth__ . 'Hafi:al'Scatus__;;;ﬁaiden'Niie'“
Medicare #: Medicaid #:

Octher Insuranca (specify:

Legal Scatus: Expiration Date:
If CPL Scatus, List charges

css Eligible: YES ( ) NO ( )

Emergency Comtact:

Naaze: Relacionship to Patieat

Address: '

Telephone #: "~ (List Address Change below aand cross out
old address)

1.
z.

**************t**t**tt***t**i*t*****kt*********t***************f***t******'

B. Release/Termination - (TIo be compleced at time of termination)

Discharge Date: . Discharge Ward

Iype of Discharge:
Terminacion, No Furcther Services

Transfer to Clinic/Program, (specify):

Permanent transfer to (other imstitucion):

Placed in Family Care

Placed on Convalescent Care

Discharge from LWOC

Death .

Discharged/referred to other agency/professional, (specify,
including address and telephone #):

—~— N SN
P

€SS Eligible: YES () NO ()
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Appendix B 3a: (TPC 6a)

-

240

Disch. Date: INPATIENT MEDICAL RECORD
FILING ORDER FacIlity Name
The following is the filing order to be used for both the active and inactive inpatient
record.
FORM NUMBER REQUIRED
I. A. VNotification of Escape Record A/L
3. TFace Sheet (Blue c ALL
C. Filing Order {C 6a ALL
II. T0 3E FILED IN FRONT OF ADMISSION/SCREENING REPORT (withinm 15 days of disch.)
*%3. Release/Termination Summary Yec 412 ALL
B. Individual Service Plan OMH 6 ALL
C. Disposition Report AHR 116 ALL
D. Discharge Instruction Form j?ﬂ.z ALL
III. ADMISSION & EVALUATION DATA*: (Completed within 24 hours of admission)
A. Admission/Screening Report AHR 725 ALL
B. Psychiarric Diagnostic Record 15 MED A/l
C. Screening/Admission Note 139 MED ALL
D. Interim Treatment Plan 140 MED ALL
IV. LEGAL & ADMINISTRATIVE DATA*: (Completed within 24 hours of admission)
A. Voluntary or Minor Voluntary Admission OMB 472 A/T
B. Involuntary Admission OMH 471 A/l
Cerctificate of Examining Physician (Mental Illness) OMH 471A A/l
Certificate of Exam. by Dir. of Comm. Svc./Designee OME 471B A/l
Examination of 72 hrs. Conversion to 2PC OMH 471C A/l
C. Record of Emergency Admission OMH 474 A/l
D. Notice of Status & Rights oMy RpC ALL
E. Criminal Procedure Law Retention Papers A/l
F. Application for Court Auth. to Retain a Patient OMH 470 A/T
Notice of Application for Auth. to Betain a Pt. OMH 470A A/l
Certif. for Exam. Physician (for Court Auth. Procedure) OMH 471A A/l
G. Application for Change of Status/Privilege OMH @5
Notice of Meeting re-Applic. for Change in Status/Priv. OMH 496
Notice of Change of Status/Privilege OMH 497
H. Order of Transfer 119 DMH A/L
I. Record System Notification 324 ADM ALL
J. Notice of Rights to Medicare or Champus/Champ VA Pts. 401 ADM ALL
V. PAST RECORDS:
Abstracts or Summaries from Other Hospitalizations A/L
VI. ASSESSMENTS*
A. Nursing Assessment (Completed within 8 hrs. of Adm.) 154 MED A/T
B. Abnormal Involuntary Movement Scale (AIMS) 99 MED ALL
C. Psychiatric Assessment (Completed within 8 hrs. of Adm.)__PPC 512 | ALL
D. Psychiatric Assessment Supplement Specific to AIDS_____ 42 MED | A/L
E. Social Assessment _ 145 MED | ALL
**F, Psychological Assessment/Psychological ‘rescing____f_m___ul_
G. Psychological Referral c AT
H. Activities Assessment _147xMED |- ALL
I. Rehabilitation Services Referral Il ¢ A/l
J. Nutritional Assessment 148xMED A/L
K. Vocational Assessment 14 6xMED A/l
L. Educational/Assessment (required for pts. uader 2D _ c A
M. Assessment/Assessment Cont. Sheet (addenda & other Assess)_ 149 MED A/l
ALL - Required for ALL Patients A/1 - As Indicated
* - These records cannot be thinned from %% - These records need to be typed
the chart
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Appendix B 3b: (TPC 6a)
VII. COMPREHENSIVE PLAN & REVIEWS®
A. Comprebansive Treatment Plan (Complsted within 11 days of adaission)
Part I  Discharge Plan 150 MED ALL
Part II Goal Plan 150A MED ALL
Part III Treatment Plan Conference Note 150 ALL
B. Periodic Treatment Plan Raviews 151 E ALL
REVIEW SCHEDULE: 72 hours of admission
40 days after adaission
Evary 60 days for firsc year
Every 90 days after first year
For patients under 22 years of age, every 30 days
C. Patieat Care Monitoring Tc-ror A/
VIII. MEDICAL & LABORATORY REPORIS:
A. Medical Summary Sheet ALL
B. Physical Exam & Assessuent (within 24 hrs. of adm.) I'y ALL
C. Physical Addendum 11. ALL
D. Gynecological Chart____ 36A MED ALL
E. Immunization Record (Couplc:cd within 24 hrs. of adm.) 9 MED ALL
F. Weight Chart gec 53 ALL
G. Blood Pressure Chart NSG 2 ALL
H. Clinical Chart A/l
I. Diabetic Control Record ﬁg-ﬁg 1 a1
J. Seizure Chart 216 MED | A/l
K. Intake & Output Record 1 1 A/l
L. Labocatory Reports _82 MED /1
M. EXG Reports _ALL
N. X-Rays Request Reports 82.13MED | A/T
0. Consultation Reports 36 MED AT
P. Other Medical Reports _A/l
Q. Cental Chart 122 MED
R. Medical Progr<ss Notes _1S2 MED 1 ALL
XI. TREATMENT & MEDICATION RECORDS:
A. Doctor's Order Sheet 89 MED ALL
B. Restraint or Seclusion Order Sheet Jrc 1 A/l
C. Madication/Treatment Record igé MED ALL _
D. Rastraint or Seclusion Monitoring Record 7 . A/l
X. PROGRESS NOTES
A. Progress notes - veekly lst 2 months, monthly thereafter_ 152 MED | ALL
Nursing to also include a note, each shifc, lst 3 days
XI. MISCELLANEQUS
A. Inpat. Hosp. & Extended Care Adm. Billing & Ral. of Ianf. .2 R 1453 A/l
B. Consent for Release of Information OME L1 ALL
C. Consent for Release of Information to CSS Bus. Office OME 144 - A/l
D. Correspondencs L1
E. Record of visits 3 ADM AL
F. Correspondsnce Shest 4 ADM | AT
G. BPC Consent Form ) 34 “A/L
H. Record of Patilent’'a Property Forwarded to Bus. Office 67 BUS AL
I. Pacient's Personal Cla:hing Record 72 _ADM ALL
J. Inventory of Clieant's Prop. Maintained om Living Uait 72A ADM | ALL
K. Agreement for Leave 55 MED AL
L. Independent Trestment Tean Madicaid Certificatiocn S28 MED | AJT
M. Treatument Team Madicaid Certification 529 MED
N. Medicate Certification and Recertification 70D ! AT
0. Madicaid Certification I3 MED 1
P. Uctilization Reviav Documeantation _IR=3 ALL
Q. Notification of Referral for Service — oms 1 Al
R. Caertification of Need of Treatment (Pts. under 22) sz e 1 AT
S. Adverse Drug Reaction Report 72 MED
T. Permission for Autopsy 20 MED L
U. Autopsy Report 103 MED ALL
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Appendix B 4a: (TPC 412)

FormPPC 42 Bev S99

242

Dce ¥ Mertds ea -

RELEASE/TERMINATION SUMMARY

Admission Date Event DOate of Event

SECTION A

I. Identitying Information: (Age. Sex, Ethrucity, Marttal Status, Religion, Legal Status)

il. Presenting Complaints Upon Admission: (Including Medical Complaints)
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Appendix B 4b: (TPC 412)

243

oy

——y-

SO R
RELEASE/TERMINATION SUMMARY

Patient's Name (Last. First. M.1)

SECTION A (Continued)

fll. Mental Status Upon Admission: (Inciude Leve! of Psycho-social Functiorungj:

IV. Admission Diagnoses:

Axis 1

Axis Il

Axis HlI:

Axis IV:

Axis V:
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Appendix B 4c: (TPC 412)

244

:-.-—’:-: Py Se Ince  Memz -
Patient's Name (Last. First. M.L)
RELEASE/TERMINATION SUMMARY
SECTION A (Continued)
V. Past Psychiatric and Medical History:
|
I
]
PAGE
3
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Appendix B 4d: (TPC 412)

Sam PPl 302 Gev S97 Jnce ¥ Mera Heatr
Patient's Name (Last, First, M.1.)

RELEASE/TERMINATION SUMMARY

SECTION B

I. Treatment Plan:

For each significant problem indicate Treatment Therapy provided and patient’s response to Treatment (/nclude Meaical Problems)
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Appendix B 4e: (TPC 412)
Fore PPC 477 -Aev L9 SMCe 3 Mena: ~ea
Putient's Neme (Last, First. M.I)

RELEASE/TERMINATION SUMMARY

SECTION B (Continued)

Il. Patient's Course During Hospitalization/Qutpatient Treatment:

{li. Special Problems of Hospitalization/Outpatient Treatmaent: (i.e., Medical, Violence. etc.)
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Appendix B 4f: (TPC 412)

Patient s Name 'Last. First, M1

RELEASE/TERMINAT!ION SUMMARY

SECTION C

I. Condition and Mental Status Upon Discharge:

It. Describe Participation of Patient, Family, Significant Others In Aftercare Plan:

PAGE
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3 —eim

RELEASE/TERMINATION SUMMARY

Patient 3 Name (Last. First, M.L)

SECTION C (Continued)

' ili. Patient's Address on Discharge:

IV. Aftercare Plan:

Names anc Adcresses of Aftercare Provider(s) (Medical and Psychiatnic):

ADDRESS

MEDICALS
PSYCHIATRIC

Date of First Appointment:

Discharge Plans: Medications with Dose and Frequency/DieVActivity Limits

Final Diagnoses:

Axis i:
Axis {I:
Axis ill:
Axis IV:
Axis V: _
TITLE. DATE:

SIGNATURE:

APPROVED/UNIT CHIEF

PAGE
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Appendix B 5a: (OMH 6)

Form OMH 0 16-82) Poge 1 of ¢
State of New York
(Part One) Office a: :unul Hesith
Patient's Name (Last. First, M.1.)
INDIVIDUAL SERVICE PLAN € Ne. Unit/Ward No.
Facility Name o -
Referred by: Sociol Security No.:
OMH Facility Primary Patient Contact (Person the Patient or Service Age-
OMH Liaison should contact when'there are problems):
Telephone No.: Name:
Date the Plan was Completed: Address:

Telephone Ho.:

Dates the arrcngements have been completed for the following services:

Living Arrangements Economic — Family-Other Supc.
Physical Health —  Vocational "Training ——— Seif Care
Mental Health Mental Education — _Tronsportation

Retardation “Alcoholism
Sec:al

I. STATEMENTS OF PARTICIPATION IN PLANNING PROCESS
A. Statement by Patient or other person on behalf of the Patient:

| have participated in the development of this plan. | am aware of the plan and it meets with my approval.

Patient/Participant Signature: Date:

B. Statement by Stoff:

We, the undersigned, have participated 1n the development of this written individual Service Pian and approve same.

Signature For Name and Address of Agency Telephone Date

OMH
DsS

Counly
Services
Board

Other

Agencies

Comments:
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Appendix B 5b: (OMH 6)

Patient's Name (Last. First. M.1.)
INDIVIDUAL SERVICE PLAN

il. PATIENT'S CURRENT NEEDS AND GOALS

A. LIVING ARRANGEMENTS

Plecse spec:fy needs and goals:

ChHECK ONL Y ONE
wit . RESIDE ALONE

Own Home

wiL L RESIDE #wITH OTHERS

wi1h Parents

S.R.0O. :n Hatel or Motel

W.th Spouse

NiILL RESIDE IN DOMICILIARY SETTING

Community Res:dence

Fcsrer Care

wiLL RESIDE IN FACILITY
Mental Hospital

Skiiled Nursing Facihity

Prison or Cther
Correctional Faociiiry

Ponient's Address

Haolfwoy House

Fam.ly Care

General Hospital
Psychigrric Unit

intermediare Care Facility
.aciuaing H.R.F

Alcohgoiism Facility

Bogrding House Orher, descr pe:

W.th Relatives With Non.Retat.ves

Hostel Proprierary Hame

- Other, describe

— General Hospital. -

. Other Un:t V. A, rMospitail

Facility for the Rerardea -
ineluding [LC.F.M.R.

Other, describe:

Narcotrc Res.denric! Fac t-n

IStreer)
Service Arrongea by: Name:

Serv.ce Provided by:

iAp*. No.)

(Srarem,

(Coryd

~N

iAgency)

(Adgaress!

Frequency ot Follow-ug:

‘0, ¢Teieonane Nc..

iTeiegnare Nc.

|l

B. PHYSICAL HEALTH

Plecse spec.fy needs and goais-

Trestmenr of Physicai Prcolem

Med:coticn: Tyge, Dosage, Frequency:

o Spectal Diet

:_ Physical Rehabilitation Services : Dentai

~—= Seif Administered when

Medicaticn Administration: . Setf Administered i Reminded or Supervised ___ Must be Administered
Special Therapies, Descrnbe:
Other, Describe:
Service Arranged bv: Nome:
Service Provided by
(Agency) (Address) (Telephone No.:

Followeup Provided ty:

Frequency of Followeup:

Physic on:

Homel

(Address) (Telephone No.)
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(OMH 6)

INDIVIDUAL SERVICE PLAN |
|

| Patient's Name (Last. First. M.}

C. MENTAL HEALTH -MENTAL RETARDATION ’ALCOHOLISM

Plesse spe: ‘y ~eeds cnd goals:

Dey 4zt ..t es Fam ., Graug Sess.cn

Aiconrz.

individucl Sess.on Ancra—:

Group Session

Meg zzt.an- T yge. Dcsage, Sreauency:

Mec.c3® zn Ag~ nistrgeign Se't Adminisrered

Seif Administered when

Must A . rere~
Reminded or Supervised ust be Adm:miste

QOrther, Cescr ce

Service Arranged &, Nome:

Serv.ce Przvided by
tAgency

(Adaress) (Tereprore No.

Frequency of Fallcweup:

Falloweug “rcv-ded by:

© AA bec3use :r 'S struiture c3nnct

D. ECONOMIC

tamne pare .n the discharge plonning process, but can be utilized a3 g frearment resource.

Slecse spec:fy neecs znd goa's

Fa:.ent’s own Rescurces cr inceme ilncluging Retirement

Beret *- zrz £2rrea T scz .0y Benetirs

Egmily of *he Patient
S8 Zemhies
S.pt z 238 s°zmce

Mec.cz'c

Mec: cc-e

(Secial Security Benefits

\ Conservarz-
Unearned by the Parient)

Other Disability Beneiits

Vocatianai Rehabilitation Benefrrs

QOther Benefits, Cescribe-

Seev.ce Arrgmgea t.  Nare

S

Service Pro. cea
Agevcy)

{Agdress ‘Teiepnane *c.

Fregq v 2f Fallca-up

Foigmwes Zv

E. VOCATIONAL TRAINING

Please spec:ty needs and goals:

Emplcyment Paort T.me Full Time
VYocationc! Skillis, Trode Training

Work Adjustment Training

Vocational Counsel:ng

Sheitered Warkshop

: Househaold Volunteer

.__ Unempicyed

: Other, describe: (e.qg. ~etired, not apgl:catre
Service Arranged by: Nome:

Service Provided by: ({Address 'Teiepnane No.

(Agency)

Folicweup Pruv.ded by:

Frequency of Followeus:
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Patient's Name (Last. First. M.L.)
INDIVIDUAL SERVICE PLAN

F. EDUCATION

Please specify needs and goals:

Educarion Counseling Special Education : Cotllege

L]

—_' Academic Education High School Equivalency

_j Other, describe:

Service Arrcnged by: Name:

Service Provided by:

{Agency) {Address) {Telepnone No.,
Follow-up Provided by: Fraquency of Followeup:
G. SOCIAL
Plecse specify needs and gaals:
Community Socio-recreational Program : Socializaron (Interpersonal)

Other, Describe:

__ Leisure Time Acrivities _

Service Arranged by: Name:

Service Provided by:
(Agency) {(Address)

Frequency of Follow-up:

(Teiepnone No.,

Follow-up Providea by:

H. FAMILY - OTHER SUPPORT

Please specify needs and goals:

Family :__ Peers : Other concerned Individuatls

Service Arrgnged by: Name:

Serv:ice Provided by:
(Agency} (Address)

{Tetephone No.)

Follow-up Provided by: Frequency of Followeup:

I. SELF CARE

Please specify needs and gools:

Persanal Sk.!ls : Community Skills

Service Arronged by: Nome:

Service Provided by:

{Agency) (Address) {Telephone Na.:
Foiloweup Provided by: — Freq y oi Followeup:
J. TRANSPORTATION Service Arranged by Service Provided by

(Agency) (Telephone No.) (Agency) (Telephone No.)

C Physicol Health

Mentg| Health ttenral

Rerardaticn Alcshol.sm
. _ Econemic
-
Vocationa: Training
—
. Educotion
(S
1 Secual
Family.other support
——
. Seit Care
—
] Otker specify}
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Form ADM 116 (M (5.90)

253

Office of Mental Heann

T. PATIENT NAME (Last, First, M.1.)
DISPOSITION REPORT

2 “C NUMBER

3a. FACILITY NAME 30. FACILTY CODE 4. WARD/UNIT CODE

I ——

€ WAS DISCHARGE IN CONFORMANCE]

WITH STAFF ADVICE?

Clves  [lno

TYPE OF DISPOSITION (X" Oniy One (1) ttem Beiow)
1 [: Termination, No Further Service (Compiete Sectons 8 inru E Below)

A.

ZE Permanent Transfer.

:ii.: Temporary Transfer Out of Facility.

4[: Return To Originai Facility After Temporary Transfer.

i
s{_ Service Changed From :S:?_f."’m 1o "'°;"?."" or - :g‘m;d) wara Code:
6L service Changed From 22‘:::::“'": S“m&zm (Compiete Sections B thry £) — mmm) Unit Coae: D:D
i Family Care Placement gg‘:;:f';fnf;cc"::‘ ,_,s m'a;"’fz’ “Provider Agency 1) Famity Care Unit Code: ‘ '
Legat Status Continues Yes No Qutpatent Services with unit
8L_ Convalescent Care Placement (Compiete Sectons 8 thru E.) g“o::’;z’.m oy Unit Cooe: l | i l
9L_ Death - Time: | Placs: Place Code: |
o  [TTET] - ETTE 1]
o service Changed From One ég‘o‘r'f’_a‘;:';’.z;m Unit to Another Unit at This Facility — “New™ zwmm Unit Code: EI:D

B. SERVICE PLAN STATUS ("X Only One (1) item)
1D Secvice Plan Compieted — Date Completec
Reason Service Plan Not Completed

2D Service Plan Being Preparec JD Patient Not Located lD Patient Refused to Participate

5] Otmer Expian

C. RELEASE DATA (See “instructions’. Reverse Side)

S5a ADDRESS OF NEW RESIDENCE

1 HOUSEHOLD COMPOSITION| 2. RESIDENCE CODE 3a. COUNTY OF PLACEMENT 3n. CODE | 4. REFERRED TO: D
[:j COUNTY DSS YES NO
. SSA YES NO
st CITY/TOWN/VILLAGE Sc. STATE $d. ZIP CODE

6. SOURCE OF FINANCIAL SUPPORT AFTER RELEASE OR TERMINATION

SD Source of Support Unknown

1 D Full Support by Self (31-100%) 2D Full Support by Others (91-100%) SD Major Support by Self (51-90%) 4

G Major Support by Others (51-90%)

REFERRAL STATUS ("X Onty One (1) item)

1D Patient Referred (Complete Section £ Below)

Reason Referrsl Not Made:

ZD Unabdle to Locate SDDodinodFIoforml 4DL¢ﬂFwilitywnnoutAumonmion SDNoFuWCQnRooumd SDOm«(E.wlain;

E. PROVIDER INFORMATION (See “Instructions’. Reverse Side)

Signature of Person Completing Form

PROVIDER AGENCY 1 PROVIDER AGENCY 2
Ta. NAME 1b. CODE | 2a NAME 26, CODE
[7c ADDRESS 2¢. ADDRESS
0. CITY/TOWN/VILLAGE Te. STATE . ZIP GODE 2d. CITYITOWNVILLAGE 28. STATE 21. ZP CODE
PROVIDER AGENCY 3 PROVIDER AGENCY &
3a. NAME 35 CODE_| 4a. NAME ab_CODE
3¢ ADDRESS . ADDRESS
30. CITYITOWNIVILLAGE 3 STATE 3t P GOOE «d. CITY/TOWNVILLAGE % STATE . ZIP CODE
Dats

Print Name Signed
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Appendix B 6b: (AHR 116)
INSTRUCTIONS FOR COMPLETING DISPOSITION REPORT (FORM ADM 116)

Compietion: The ward/unit which 1s responsible for the patient pnor to this cti this form. For inpatient transactions. the form snauid e
completec at the same ume that the patient movement is reportad in the Census Tum Arouna Document.

Aress shaded gray are for Medical Recoras/Coding Unit use only.

Distribution: Copies are sant to the Medical Record Otfice/data sntry staft lnd to Patient Resource Otfice. The origina! 1s filed in the patient’s case record after the coced
data has pbeen added.

Was D ge in C with Statf Advice? — If the staff are in ag with the or ter check "YES™ .

INSTRUCTIONS FOR SECTION A '

Termination. no further service — Usea when the facility will nat provide any additonal service to the pancnt.

Permanent Transfer Qut of Facility — Usec for per and outpater i 1 two State Facilites onty.

Temporary Transter Qut of Facility — Usea for ary for Medical Surgical, Court or Camp between two Stale Faciities onty.

Return to Original Facility After Temporary Transfer — Used at the compietion of a temporary stay, completed. by the fac:iity who s returning the pahent 13 wnich

a panent was temporanly lransforred using 3. abwe at the P of that y stay.

Service C ged Outp | to Inpatient/Rasidential — Used when a patent outnmuuu--... n-r S8rvices 1S agmitted as an :npa-

nentresident at the same facility. Stat! who provided the Qutpatient/Non-Residential services are n of the D Report.

gcmccCh’ngtd P g to Qutp. NMW—UMMGMMmLmSmmnwwmtmmmwmm
ervices.

Family Care Placeament — Used when a patient is placed on Family Care Status. The Family Care Provider data should be entered in Sectron E. Proviger 1

Convalescent Care Placament — Usea when a [ on C Care Status. Enter the code of the Unit responsible for service

Oesth — Enter ume of death (use 24 hour clock format): place of death. and Place Code (use Residence Code table below) ang cause ot death Lteral.

Service Chan ,?cc From One Qutpatient/Non-Residentia!l Unit to Anather st This Facllity — Used when the Outpatie Uit resp tor the patient

changes. Stat! from the first Unit are respons:die for completing the Disposition Report.

iINSTRUCTIONS FOR SECTION B
Service Plan Status — If compieted, check the pox and enter the dats the plan was completad. If the plan was not compieted. indicate the reason.

INSTRUCTIONS FOR SECTION C

»

O

cCwomy o W»

.

Enter the HOL C ion Code and R Code which best descnbe the patient’s living g after the or ter Y.
Household Compostion Code
T Alone 3 With Siblings 5. With Chiidren 7. With Qthers 9. In Resigental Faoiity 11. Unknown
2 With Parents 4 With Spouse & With Other Refaives & In Insttution 10 No Permanent Address

Aesidence Code

I
' OTHER THAN INSTITUTION / RESIDENTIAL FACILITY / PROGRAM
I
l
|

12 Own Home or Apanment 13 Home of Refanve or Fneng 14 Boarting House 15 Hotei. Motei. Roormung House
OrMH PSYCHIATRIC CENTER PROGRAMS

18 Family Care Home 44 Commumty Residence—intensive 47 Situanonal Crisis Residence 49 Residential Care Center for Adufts

25 Inpatient Warc 45 Community Resigence—Supervised 48 Acute Cnsis Residence 65 Partat Hospitatizanon

46 Community Resigence—Supportve

|
| LOCAL MENTAL HEALTH RESIDENTIAL FACILITIES

50 Famuy Care nome 52 Commumty Residence—Supervised 54 Acute Cnsis Resigence 56 Resicenbal Tregrment Facilty for Chuidren

51 C Y 53 y Resigence—Supportive 55 Reswgentas Care Centers for Aguts 66 Partal Hesprtalization

OTHER RESIDENTIAL FACILITIES / PROGRAMS
19 Foster Care 35 Substance Abuse Facility S8 Division for Youth Facility 61 Veterans Administrahon
22 Aduit Home/Prvate Propnetary 36 Correctionas FacintyrJait 59 Faclkty for Mentally Retarded/ Resigenual Program
Home for Adults 57 Skilled Nursing Factlity/ Deveiopmentally Disabled 62 Sheiter for the Homeless

29 Alcoholism Faciity Health Retateg Faciity 60 Private School 63 Sheiter for Others

| MISCELLANEOUS 38 Oer 39 Unknown 64 Homeiess - Living on Streets .

County of Placement— Enter name ana code of County in which the patient will reside after release or termination

INSTRUCTIONS FOR SECTION D
Referral Status— If contact has been made anc the individuai(syagency(s) have agreed 1o provide the d services, Reterred. Otherw:se, che sk the reason
raterral has not been made.

INSTRUCTIONS FOR SECTION E

Enter the name and address of the :ndividual or agency who has agreed to pnmary ibility for the patient as Provider Agency 1. °
Provider Code !
PATIENT / OTHER INDIVIDUAL 01 Seit 03 Clergy 06 Other Physican
02 Famuty or Foeng 07 Pnvate Psychiatnst §5 QOmnher Private Mental Health Practmoner
OMH PSYCHIATRIC CENTER PROGRAMS )
S6 inpatent Ward 57 Cnsis Resigence 60 Genatnc Respite Care 63 Dafmrmem Continuing Trestment.
33 Famdy Care Home 58 Intensive Rehatviitative Treatment 61 Mobile Mental Health Team nic and Other Jutpatent Programs
36 Commumity Resigence 59 Residental Care Center for Adults 62 Intensive Case Management 97 Parnal Hospitahzation
GENERAL HOSPITAL (ARTICLE 28)
64 County/Mumeipal Hospital, 66 CountyMumcipal Hospital, 68 County/Municipal Hosprtal 0 For-Profit-Hospital
inpatent Psy:mam: Unit inpabent Medical Unit Emergency Room,
65 Voluntary Hospital 67 Voluntary Hosprtal 60 \Voluntary
Inpatient hwuatnc Unit inpanent Medical Unit Emergency Room
) OTHER HOSPITALS 34 Private Psychiatne Hospital 71 Veterans Adminstrabon Hospital 72 Out-of-State Hosprtat
{Inpabent Ward)
LOCAL MENTAL HEALTH PROGRAMS
21 Emergency Services. Other Than 4 Crisis Residence 77 intensive Case Management 98 (ntensive Rehabilitave Treatment
Hospital Emergency Room 75 Resdential Care Center for Adults ;] ozm 99 Pasval Hosortakzation
37 Community Residence 76 Residential Treatment Facility Clinic and Other
73 Famuy Care Home for Chilgren Outpabent Programs
EDUCATION RELATED 04 Pudtic/Private School 7 Committee for Special Education
COURT / CORRECTION 7 DETENTION AGENCIES
05 Police 80 Famuly Court 82 Corrections Agency — State 84 NYS Division for Youth
49 Paroie 81 Cnmnal Court 83 Correchons Agency — Local 85 NYC Dept. of Juveniie Justce
COTHER FACILITIES / PROGRAMS / AGENCIES -
12 Skilled Nursing/ 87 Aguit Home/Private Proprietary 90 Other Aicoholism 93 Faci ram for the
Heanth Relatea Facity Home for Adufts (PPHA) Residential/Non- Mentaily e/
23 Qutpauent Medical Clime 88 Veterans' Adrmwmstration Treatment Faciity/Program Deveiopmentaity Disadled
31 QOther Qutpatient or Residentiat 91 Alcoholism Intervention 94 Foster Care
32 Unknown Progam Progam/Servces 95 NYS Dept._af Social Services
86 Shefter for the Homeless/Others 83 DAAA Aicoholism Treatment Center 32 Sudstance Abuse Treatment Special Services for Chilgren
Faciity/Program 96 DSS-Otner
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(TPC 612)

DISCHARGE INSTRUCTION FORM
(To be completed by Primary Therapist)

You have been discharged today from

below is intended for your use to help you in you

1. Date of Discharge:

2. Your first appointment is:

Name of Clinic/Program:

The information
r return to the community.

Date

Time

Phone:

3. Your Clinic Contact/Caseworker/Therapist is:

Name: Phone:
Address:
4. These appointments have also been arranged: (i.e., medical follow-up. SSi,
welfare)
A. Agency:
Address:
Phone: Date: Time:
B. Agency:
Address:
Phone: Date: Time:

S. MEDICATION(S)

Dosage

Time to be Taken | Special Instructions !
- i

A.
Name
1.
2.
3.
4.
B.
1.
2.
3.
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Appendix B 7b: (TPC 612)
-2_

6. General Recommendations (e.g., other healthcare follow-up, or arrangements
that you should make on your own):

7. If yvou have any questions about infermation contained on this sheet, please
contact:

Name:

Address:

Phone:

8. WORXERS NAMES:

Social Worker/Primary Therapist

Doctor

Discharge Coordinator

Patient's Signature

Date Received:

cc: Clinic
Caseworker
Discharge Team
Medical Records
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Appendix B 8a: (AHR 725)

Form ADM 725 (MH) (7-90) OFFICE OF MENTAL WEAL™~
PURPOSE: J ’
]

ADMISSION/SCREENING FORM m@m mn@sou scngms cmgnou u_;g'si i
1. *C" NUMBER 2. FACILITY NAME [3» FAC, 4. SOCIAL SECURITY NUMBER 5 PATIENT'S PHONE =
P roq i e B B !

I I A 1{ [ | ]' lT'[ll I
6a. PATIENT NAME 5. MAIDEN NAME OR AKA 7. SCHOOL DISTRICT ]
‘Last (Firsty (ML) [—l——l—l

8. USUAL ADDRESS 10. COUNTY OF RESIDENCE .

Streer No Street R & e 3
Us. CITIZEN 1. SCREENING/EVALUATION UNIT 12. UNIT CODE;
l ' l l Owe Owe !
St Stae 210 Code Date Naturaiized:
3. INTERVIEW DATE TIME 14. DATE OF BIRTH . AGE | 1S. SEX 16. ETHNICITY/RACE
—AM . i COUNTRY OF BIRTH White (Non-Hispanic) 4 Asian or Pacific Istanger
| b i K O O OF Black (Non-Hispanic) § Amencan Ingian or
VO oA VEAR . _PM [Tuo oar YEAR i Male Female 3 Hispanic Alaskan Native
17. PrE_I_HARY LANGUAGE 19. EDUCATIO':( (Check Highest Grade Completed) 20. RELIGION D
English 3 [ Other(Specify) Preschool. Kindergarten. Elementary. Secondary 1 Protestant 4 Unknown
Spanish DDDDDDDDUDDDD 2 Cathalic s L Other (Specity
18. CURRENT MARITAL STATUS o_n 12 3 L) Jewsh
1 Never marmea & [] Marrec Voc. Bus. & Tech. D cm:.oe m[] 2na D 3] o D - PRESENT EMPLOYMENT STATUS
. 1 15 " a. Not in
2 l_' Sepa s Drvorced D D D D ] lllnoss s Unemptoyable
3 L widowed Unki
i [] nknown Graduate Schoot Ungraded S None Unknown 2 H ‘ institut \2ea
22. SIGNIFICANT PROBLEMS (Chiack all wnich apply) n. CURRENT LIVING mmmrs o fort Other
1 [ Mentat tiness (See instructions) b. Armed forces
| a. Househoid m of
2 | Alcohol Composition [} D
3 s Mental R on/O al Disabiiities c. Empioyed
4 .. Substance Abuse l D Fulktime 10 D Pant-time
5 ‘__' Significant Physical Impairment o oF
§ L Otner. (Specity) : (See instructions) B On layoff 13 D Other
25. OTHER SERVICES FOR DISABILITIES (Check ail wiich apply) Looking for Work
.- T:':u;:ﬂ’"v 1_; Other State Facil D Other 8. NG (ind by an “X™in the ate™- ")
Y ° Axis I - Clinical Syndromes and V Codes
_CLulptllcm T T ‘ T
L, Ths Fscxhty . Other State Facility O otner o : : - .
c.f._ None : %‘r. l
d.._ Unknown t ) hd '
e. Tlm:_ Since Last Service—Lass Than: | __Axis II - Developmental Disorders and Personality Disorders
1[4 70as :Bamms 5[] 1 vear @) R
2. 300Days 4 6 Months 6 L Over 1 Year \ HEE
Ouration of Last Service—Lsss Than: T T Py T
1 ] ]

1 1Week 3 1 Year
D o0 B s [J over 2 vears Axis [1I - Physical Disorders and Conditions (ICD-9-CM)

2L_ tMonth 4 2 Years

R 3 . 13
{. Prior State Feciilty Name m??' > :
hasiegibiec L ] 3
FACILITY CODE. PRIOA ~C- NO e 2 I
,r-;[s» ‘ : |
29. INCOME Axis IV - Severity of Peychosocial Stressors :
s. Public Assistance 10 ves 20 w Streesor (s):
b. Annual Femily income S-vmr( onlym)
.s 2. Number of Persons on Modersse & [ Exrame OD:\:doqummbtmanonl
uaa Severs Catastrophic changs in condition
30. MEDICAID CLAIM N 31. MEDICARE CLAJ
0. M NO. m(anakam): w ] _Acute Event [ Enauring Ci
Axis V - Global Assessment of Functioning (Enter two digit scores from 1-90)
32. aEr]nmmnEsumuznszuo 1 L Current GAF Score 2 ! Highest GAF score for past year
10w 200w 1 Y3 (Check 3, 4, or 5 27. Accepwed for further services (Check all which apply in s 8 b or ¢, d, @)
3 Vietnam Era-11/83-5/7175 a. No (Check only one)
— p OmorEn(Ngtvmm) Dmmw Ds.rvie.mmnb Ds«mm Domer
34. RESPONSIBLE PARTY -] Dates of Service Unknown ——D
Last Name Fiest M. b |FMNIII\O (Sew meerucoona)
| ]
other
ADORESS: ~ Street No Street c_D EFTED ONIT FAME . — [WARD/UNIT CODI
Ciy Siste 2o Cade Yos
d. Admission Type:
PHONE RELATIONSHIP 1 Inpatient
2 Outpatient
3 Other Residential|
3S. SIGNATURE OF PERSON COMPLETING FORM Title

Patient’s Case Record Copy
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Appendix B 8b: (AHR 725)

INSTRUCTIONS FOR COMPLETION OF ADMISSION/SCREENING FORM (ADM-725)
A. Genera All items omitted from the instructions are considered self-explanatory

" This 'orm .5 10 De usec 10 recorg oata for all screenings. agrmIssions, and reacmissions to OMH inpatent. outpatent. and Community Resicental Programs
2. Uocate cr Correction of Agmission/Screening data may be made using this form or using the computer generatea ‘Chant Profite
2 Areas shacec gra, are ‘cr Meacal Recoras/Coaing Unit use onty
4 upcrcomeiercn of tne form copres are arstnbuted to the Medical Recora Othcerdata entry staft and 1o the Patent Resource Otfice The onginat is fileg :n the cavent s
case recorg after :ne Sogec cata has been acged.
B. Specific i
1. “C"" NUMBER — ! tne caten oreviously recerved services al this facitity, use the exising Case numober, 0C N assign a new numoer
4. SOCIAL SECURITY NUMBER — Effor shouic be mace 1o oblan (s Gata. but the nadmdual has a ngnt 1o retuse 10 furmisn this number
7. SCHOOL DISTRICT — For ait pavents unger 21 years of age. enter name of e l0cal SCNOOH AISINCT i whict: the apolicant resiges
13. INTERVIEW — "his s me gate anc tme of the current meeting DEINg CONGUCIea with the panent
14. DATE OF BIRTH — AGE — Enter numbpers for month, day. year and age. if unknown. esumate age ana enter date of ifth using the year Gt estrmalec nf anc
zeroes Q) fcr the mont™ and cay
23. LIVING ARRANGEMENTS — Enter a coce 'rom A ang a coge trom B which best describe e mavigual's usual iving arrangements.
8. Household Compeosition - Patem Lves.

1 Alone 4 With Spouse 7 With Others 10 No Permanent Agdress
2 Wi Parents S With Chudren 8 In institution 11 Uninown
3 Wit Sibangs 6 With Qther Retatives 9 In Rescenta Faalty |
b. Type of Residence:
OTHER THAN INSTITUTION / RESIDENTIAL FACILITY / PROGRAM
12 Qwn Mome or Apartment 13 Home of Relative or Friend 14 Boarding House 15 Hotel. Motel. Rooming House
OMH PSYCHIATRIC CENTER PROGRAMS
18 Family Care Home 44 Community Residence—intensive 47 Shuatonal Crisis Resicence 49 Residential Care Center for Adults
25 Inpanent Wara 45 Community Residence—Supervised 48 Acute Cnsis Residence 65 Parsal Hosprtalizaton
46 Communty Residence—Supportve
LOCAL MENTAL HEALTH RESIDENTIAL FACILITIES )
50 Family Care Home Community Residence--Supervised 54 Acute Crisis Residence 56 Residential Treatment Facifity for Chugren
51 Community Resigence—intensive 53 Community Residence—Supportive 55 Residential Care Centers for Adufts 66 Parnal Hosptahzabon
OTHER RESIDENTIAL FACILITIES / PROGRAMS -
19 Foster Care 35 Subdstance Abuse Feciity S8 Division for Youth Faciity 61 Veterans Admunistrabon
22 Aguit Home/Private Propnetary 36 Comectonal Facafity/Jail 53 Facility for Mentally Retarded Residential Program
“ome for Adufts S7 Skilled Nursing Facility/ Deveiopmentally Disabled 62 Sheiter for the Homeless
29 Alconoksm Facikty Heath Reiated Facity 60 Pnvate School 63 Shetter for Others
MISCELLANEQUS
38 Other 39 Unknown 64 Homeless - Living an Streets
24. SOURCE OF RLFERRAL
PATIENT / OTHER INDIVIDUAL
01 Sert 03 Clergy 06 Omher Physician 55 (har Private Mental
02 Farmily or Friena 07 Prvate Psyctuatrist Practboner
OMH PSYCHIATRIC CENTER PROGRAMS
56 Inpanent Warg 57 Cngs Resience 60 Geriatnc Resprte Care W
33 Famty Care Home 58 Intensive Renatiiitatve Treatment 61 Mobie Mental Heanth Team ,ntgﬂcngdmer
a i I Outpatient
36 Community Residence S2 Residential Care Center for Adults 62 Imtensive Case Management @ h
GENERAL HOSPITAL (ATICLE 28)
64 County/Municipatl Hospital 66 County/Murvcipal Hosoital, 68 Coumleumu% Hospra! 70 For-Profit-Hosprtat
65 Inpanent Unnt Inpatient Medical Unit " WE;‘tmty m.
Voluntary Hosoital. 67 Vol Hosonal 63 ntary
inpatient Psychiatne Unit lna"a‘::ya Madical Unit Eﬂumm”“a::'m
OTHER HOSPITALS
34 Pnvate Psychuatne Hosonat 71 Veterans Administration Hospral 72 Out-of-State Hospital
(inpanent Ward)
LOCAL MENTAL HEALTH PROGRAMS )
21 Emergency Services, Other Than 74 Criss Residence 77 intensive Case Management 98 intensive Rehabifitative Treatment
Hosprtas Emergency Room 75 Residennal Care Center for Adufts ™ Continuing 99 Parsal Hospakzaon
37 Community Aesigence 7 Resdennal Facinty Clinic and Other
73 Famiy Care Home for Children Outpadent Progams
EDUCATION RELATED
04 Public/Private School 79 Committes for Special Education
COURT / CORRECTION / DETENTION AGENCIES -
05 Poice 80 Famely Court 82 Corrections Agency — State 84 NYS Division for Youth
48 Parole 81 Crimunat Court 83 Corrections Agency — Local 85 NYC Dept. of Juvensie Jusace
OTHER FACILITIES / PROGRAMS / AGENCIES
12 Sied Nursing/ 87 Adult Home/Private Propnetary 90 Other Aicohoiism 0 Faci for the
Health Retated Faci Hame for Adults (PPHA) ResidentaiNon-Residental Meriaty Keoed/
23 Qutpanent Medical Clinic 88 Vaterans” Administration Treatment Fecility/Program Deveiopmentatly Disadled
31 Other Qutpatient or Residental 91 Alcoholism Imtervention 94 Foster Care
32 Unknown Program/Services 95 NYS Dept. of Social Services (DSS)
86 Shefter for the Homeiess/Others 89 OAAA Alcoholism Trestment Center 82 Substance Abuss Spean for Cheidren
Treatment 96 DSS-Other

26. ADMITTING DIAGNOSIS or impression of Disabllity — Enter the ineral descnption of the iagnoss Of CONartion; check the appropnate circle 10 incicate the Prn-

cpal Agmaung Diagnos:s’

27. ACCEPTED FOR FURTHER SERVICES — (Check all tems that apply)
a It No — Check appropnate box: compiete remaincer of form from fem 29 (exciude #34).

b It Referred to Other Facity — Check box. enter faciity name and code type (seiect code from ftem 24 above). (NOTE: An individual may be both referred to
another facility and accepted for outpatient services.)

¢ I Yos — Check box ana enter date the inaividual was accepted. unt name. and ward or undt code Complete remaincer of the form

29. INCOME ~— It panent

pubhc
33. VETERAN
a. If No — Check box number 2.

. check Yee; GO not ¢

b If No;

piete b.

b. It Yes — Check appropnate box - number 3. 4 or 5.

34. RESPONSIBLE PARTY — Thus ir Jal may be &
the relatonsrup are as foilows
01 Spouse 02 Chud 03 Parent 04 Reistive

3 Guardian

3S. SIGNATURE — The individual completing the form signs the form, indicating ttie and date compieted.

o7 Friend

of the famity, spouse. relatve or fnend having knowledge of the patent's financial affars. Coces for
05 Shiing

08 Other
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Putient’'s Neme (Last, First, M.1} "G No.
DIAGNOSIS RECORD
INSTRUCTIONS: bsar........ Date ot 8irm
1. G to i ic aata from the patient's case record into the
informaton system. (Soo back for details),
2. File the onginat in the patient’s case record. anc
3 Forwarc a copy 1o the appropriate staff for DMH!S data entry. Faciity Neme Unit'wars No
Princ. | Med. Dete.-
DATE CODE DIAGNOSIS/PROCEDURE NAME Peych. | Tans. | doa
1 it
L i al 1l ' ! Jill:
2] x i
L sl 11 | ‘ l }H’u-
3
R LY A i
N il
| L i
5 it
S N ST i
s i fif
R L i
7| S
e LY | [,
8
Pl P ] ! ."lu'hlu.
9
1 |
101
g [l .t
11
i Ll S|
12
S [ l
13!
T || |
1l
P | | |
15 é
| l 1 | |
16 8
S N I P N
17
Lt ! [ 1 !
18
| 1] Li .|
19
L (.
20!
j 11 | |
2|
I | -
2 .
Pl 1.1 |
23 ® chhooochl Stressors
x Stressor (s):
1 Severity (Check one):
8 None 2 [Imid 2 [Jwmocersts 4 [Jsevern 5 Deareme & [ camstrophic
v Dlnmqmumfommbnunommm
| | Dunuon (Check one): Predominantly Acute Event O Predominantty Enduring Circumstances
24 A | Giobal Assessment of Functioning (Enter two digit scores from 01-90)
| ¥ Current GAF score (the level of functioning et the time of the evaluation)
25 8
Past Year GAF (the highest level of functioning for at least a few mhsd the past
I b e iy e e e eag . g g fescnooi e | |
Signature ot Individual Completing Form Tite Date
its pi n the case recorg, only part of the informaton i ~e

*NOTE: While all of Axis IV and V information is being Gathersd on this form to
reoons.

retnevable through the DMHIS

Patient’s Case Record Copy
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—INSTRUCTIONS—
A. Report siagnoses/procedures which arc a concem for treatment or contribute to an understanding of the patient,
1 'W.rin 10 days of an inpauent adrmiss:on and pricr to the fourth visit for an outpatient: upon transfer 1o another facility, gischarge. terrurauon
or geath of 2n inpat-ent. and Lpon tarmination or death of an outpatient or resident to report available diagnoses procedures not repc:ted previousty
2. iLocn a2 comcrenensive physicsl examination to report diagnoses and procedures not previously reported
1 !mmaciately after an inpatient .s deterrmined 10 have a disease listed below:
Disease Diagnostic Categories Required for infection Control Monitoring

1. Saimonelia infections.... 003 - 0039

2 AMED'ESIS . ceoeeeeei o e 006 - 006.9

3 Imestinal infections. ... ............ 008 - 0088

—Itt cefined intesuna: infections including QIarNea...........cccvvveemeinnnniinniees 009 - 009.3

4  Tubercutosis. e 010 - 0189
5. Septicerma.............. . . 038 - 0389

€& Acguirec Immune Deficiency Syndrome (AIDS)... .. 042 - 0449

7. Herpes Simplex.. 054 - 0549

8. Viral Hepattis..... . @70 - 0709

8 Sypnilis anc other venereat di 090 - 0999

10. Acute upper respiraiory infections of multiple or unspecified sites........................ 465 - 4653
11. Pneumomia ang influenza...... . . 480 - 4878
*2. Abscess of iung and mediastinum " 513 - 5131
13. Urinary tract infection. site not specified.............. 5990
14 Other ccngemtal infections incluging herpes simplex and tuberculosis................. 773.2

(doudle ccae tc .nc.cate specific infechon)
B. Zheck appropriate box to indicate:
1. The pnncipal csyctiatnic aiagnosis from Axis [ or I1.
The onncipal giagnosis is the candition that was chiefly responsible for occasioning the evaluation or admission to clinical care.
2. Meaicat Transter Data
The Ax:s {11 diagnosis that :aenufies tne disease wnich caused the patient to oe transferred to 2 medicare certifiea medical unit. Only the following
faciities have cerufied medica! units: Binghamton, Buffalo, Central Islip, Gowanda. Hudson River, Middletown. Rochester. St. Lawrence and VVillara
Psycniatnc Center.
7 Previousty reported aata to be deleted.
Data 1o be deletec. including date, must be entered exactly as originally reported.
For Axis IV zno V. check correct box for seventy or enter correct GAF score(s) and enter date correct aeterrmination made.
Severity of Psychasocial Stressors
Coce the cverall saverity of 2 £sychosociat siressor or multiple psychosocial stressors that have occurred in the year preceding the current evaluation
anz tnat may nave contnouted to any cf the following: development of a new mental disorder; recurrence of a pnor mental gisorager: or exacerpaon
of an alreagy existing mental disorder. The rating of the severity of the stressor snouid be based on the clinician's assessment of the stress an —“average ’
sersos .n similar circumstances anc with similar saciocuitural values would expenence from the particular psychosscial strassor (s)
The specific psychosocial stressor (s) should te noted and further specified as either: predominantly acute events (duration less than Six MANINS;
or precominantly endunng circumstances (duration greater than six months).

D. Global Assessment of Functioning Scale (GAF)

Ranungs on the GAF scale shouid be mace ‘or twC ume periods:

© Co-rent - the iever of funcuicring at the ume cf tne evaiuation. Generally reflects the current need for treatment anc care.

2. Past Year - the highest feve! of functioning for at least a few months during the past year. For chilaren and adolescents, this should include at
t2ast a month cunng the scncol vear
Cens:der psychoiogical, soc:al. ana occupational functioning on a hypothetical continuum of menta! heaith-liness. Do not incluge \mpairrment 10
functioning due to physicai (or environmental) limitations.
Note: Use 'niesinediate codes when appropnate. e.g., 45.68,72.

N

Code

e0 Absent or minimal symptoms (e.g'.. miid anxiety before an exam), good functioning in all areas, interested and
' involved in a wide rar.ge of activities, socially effective, generally satisfied with life, no more than everyday pro-

81 blems or concerns (e.g.. an occasional argument with family membors).

80 It symptoms sre present, they are transient and expectabie reactions to psychosocial stressors (e.g., difficuity
; concentrating after family argument); no more than slight impairment in social, occupational, or school function-

i ing (e.g., :emporant: -aling benind n schootl work).

70 Some mild symptoms (e.g.. depressed mood and mild insomnia) OR some difficulty in social, occupational, or
' school functioning (e.g.. occasional truancy, or theft within the household), but generally functioning pretty vreil.
1 has some meaningful interpersonal relationships.

60 Moderate symptoms (o.g.. flat atfect and circumstantial speech, occasional panic attacks) OR moderate ditficulty

51 in social, occupational, or schoal tunctioning (e.g.. few friends, conflicts with co-workers).

50 Serious Symptoms (e.q., suicidal ideation, severe obsassional rituals. frequent shoplifting) OR any serious impair-

41 ment in social, occupational, or school tunctioning (e.g.. no friends, unable to keep a job).

40 Some impairment in reality testing or communication (e.g.. Speech is at times illogical, obscure, or irrelevant) OR
i major impairment in severa! aress, such as work or school, family relations, judgment, thinking, or mood (e.g..
! Jdepressed man avoids friends. neglects family, and is unable to work: child frequently beats up younger chiidren, 1s

a1 gefiant at home. and is failing at school).

30 Behavior is considerably infiuenced by deiusions or hallucinations OR serious impairment in communicstion
1 or judgment (e.g., sometimes incoherant, acts grossly inappropriately, suicidal preoccupation) OR inability to func-

21 tion in aimost ail areas (e.g.. Stays in bed all day; no job, home, or friends).

20 Some danger of hurting self or others (e.g., suicide attempts without clear expectation of death, frequently violent.
' manic excitement) OR occasionally tails to msintain minimal personai hygiene (e.g., smears feces) OR gross im-

1 pairment in communication (e g.. largely incoherent or mute}.

10 Persistent danger of mlnl‘hunlng self or othars (e.g.. recurrent violence) OR persistent inability to maintain

o1 minimal personal hygiene OR serious suicidal act clear expectation of death.

E. Distribution
1. File the onginal in the patient’s case record.
2. Forwarc a copy to the appropnate sta!f for DMHIS data entry.
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Al

Slae
TR ey mes T

SCREENING/ADMISSION NOTE

Prrent s dr >

i

Screening/Adrmssion Date Time ot Day Laga! Status (Inpstients)

behavigral probiems. etc.. which require special precautions.

SPECIAL PRETSAJUTIONS— I cangersus or DOtertialiy cangerous 1o seif or others. specify extent and to wnom AlsQ. dentty alierg €s. Tec.cal ¢eds

* Ssorce 2f referral

a. hName relabonstio. ang Shore number of indivigual(s) who

accompanied the patent.

5 “Mame anc phcne numter of agency vhich referred the panent.
2 FReascns ‘cr ive referral (as stated py the panent anafor others).
a Cemziants) (0nset ana duratior.
c Onser 0! :=e current episcce with any dreciotating ‘actors.
Far.lv COMDASLCN aNT LviNG arrangements.
P shiatng. crySICEimescal ang 2ter signiticant mistory ndentfy
~c3oitai progra™ o C'ar a2tes of acrmsson ang aischarge.
ce~3ncn or a:sease. anz {yds of treatment).
Current physical cong:tion”
2 Pnys.ca: Fagnesstes)

oEN o

XY

']

INSTRUCTIONS— Enter the fctiow:ng intormation 1 suthciant getad to allow determinaton of the patent’s need for agmission”

n. Current meg:canon(s} ana name of prescnirg pnysician

Mental status. \ncluding athituges. Jenavior. -ntetiectual j{81s [adhtatial

memory and onentation

Agmission diagnosisies) of diagnostc Jmoression

Assets/sirengtns in descnptive terms

Oisposiion

a. if not admitted. Jive reasor If reterred. g've name ang aciress
of Ingividual or agency Alsc :ndicate any Speciai precauisns = R
box above. and actions faken, e.g.. CoNSUNANON with (RCiviZua: S
physician or tamily. etc i

0. it admitted. give reason for adrmission and notity anad/or maxe
arrangements tor cniicrensother family memoers

Sigrature. title, ang date.
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- STATE OF NEW Tk
Form "30 MET M= .2.86: OFF.CE OF WENTA. =E2_~w

Potent = Anme caun Sent ot et

INTERIM TREATMENT PLAN

Sex

SPECIAL PRECAUTIONS - ot 2angerous or pctentiaity cangerous to selt or others. specify extent and to wRom Aiso ‘dentity atlergies meaical neecs
Jenavicral prodliems efc. whicr require special precautions Describe reguirec actions ¢~ bacx of ‘orm i Secton F

INSTRUCTIONS
* mihate ¢~ e Cay ¢’ a0mMisSion ang upcate as apprconate unti the 2 Review this Plan wittin T2 hours anc 2ocument resui's n 'ne
Comprerensive Treatment Plan is mpiementec Progress Notes for inpatients ana panents in a Cay ‘reatment

continuing treatmen® cr gay trarming gragram

A SARTICIFATION IN TREATMENT PLAN

e Satert zartucioatec (M sreparanon of ins slanon g

® Famu, 2r siIgmtcant gtner.s: parucisatec 10 preparat:on of s plan on ’, /.

Enter name:s; ana reaHGNIME (O Datent

e Cescroe reasons) fOr ~GNCaricipanon ang attempts ta obtain parmcipaton of patent. family or sigmificant ctnens)

€ ROUTINES ORDERED
ves O ~o O it no. enter reasor

C SPECIAL ASSESSMENTS (L:ist) D REQUESTS TO OTHER INDIVIDUALS AGENCIES FOR INFORMATION
(Descnbe type ot intormation reguestec ang individual agency from wnom
requested )

E RELEASE DISCHARGE CRITERIA AND TENTATIVE RELEASE/DISCHARGE DATE !
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37Tz IF NEW *CEa

OFE.CE 5F WENTA_ ~E2 "~

i Patient s Name (Last. First, M.L.)

{
§ INTERIM TREATMENT PLAN ;
!
T

T Altme s e @3se e 3tTect ITiectve s €S1AD) smes enteran IC
iz el .@anc teec's irger Sate
©rer@tmEnt MErmCC § - 3NC reiatec nfgrmanen

3 Enter signature %tle ang date after 2acr entry
4 Pnysiciar signs ar countersigns

J Enves 232 an Ce afen SD'eCct w@ € act.atv attairec A
ta-eec T Irre.ec B
!
F. TREATMENT i
1D | Objective(s) and Need(s) Date Target Oaste/Code Method(s) (Therapy:Statt Action) ) :
[ Estadlished| Date Attained (A) stant date: ;
v B Cancelled (C) trequency: location. if off unit: ana ;
T Revised (R) responsible person(s). :
r
I g
a
!
1 _— —_— ——
i - - B —
3 - - — —_ - . . ——— —
i
. R .
i
i
;
i e e m— = - —
|
_.i - - -— -~ - C e e — -— . . —— ——— -
! -
!
- ! — _ —— - —— !
PAGE
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FORM 472 DMH (1/73)
‘Form Prescribed by N.Y.S. Deportment of Mental Hygiene)

You can obtain admission to a hospital for treatment

VOLUNTARY REQUEST of mental iliness, for yourself or for a person under
16 years of age, by completing and signing this

FOR form. Thedadmission will b? on o volznlmry bc;:s.

Please read carefully the information below and on

HOSPITALIZATION the following page before completing this form.

Use this sorm 272 DMH, for voluntary anc —uinor voluntary admissions only.

Do not use this form for involuntary 2dmissions or for informal admissions. [nstead use Form ;71 DMH

for 1nvoluntary :dmisstons and Form (73 for informal admissions.

REQUIREMENTS FOR VOLUNTARY OR MINOR VOLUNTARY ADMISSION

To be admitted to anv mental hospital on a voluntary basis or for conversion to such status, the
prospective patient - or in the case of a person under 16 years of age, the parent, guardian or next of
kin of the patient = must voluntarily make written application for admission, be notified of and bave the

ability to understand the following:
1. that the hospital to which he is requesting admission is a hospital for the mentally ill.
2. that he is making an application for admission.
3. the nature of the voluntarv status and the provisions governing release or ccnversion to involun-
tarv status.
If the person is over 16 vears of age and under 18 vears of age, the director mav, in his discretion.

admit such person either as a voluntary patient on his own application or on the application of the
person’s parent, legal guardian or next of kin.

The admitting physician must certify that the applicant meets the above requirements and is therefore
suitable for voluntarv status.

GENERAL INFORMATION

1. MENTAL HEALTH INFORMATION SERVICE

A \lental Health Information Service exists in each Judicial Department of the Supreme Court of the
State of New York. This service was established to inform patients and others interested in the
patients” welfare concerning procedures for admission and retention. and to inform them of the
the patients’ right to have judicial hearing and review, to be represented by legal counsel and
to seek independent medical opinion.

There is a Mental Health [nformation Service office in many hospitals. Where there is no office
at the hospital. a representative of the Service visits periodically and frequently. The address
of the Service can be obtained from a staff member of the hospital. Any patient or anvone in his
behalf may see or communicate with a representative of the Service by telephoning or writing
directly to the office of the Service or by requesting someone on the staif of the patient’s ward
to make such arrangements for him.

2. REMBURSEMENT

The patient is legally responsible for payment for the cost of care. Additionally respnunsible, if of
sufficient ability. are the patient’s spouse and the parents of a patient under the age of 21. Also
legally responsible are the committee,guardian, or trustee of a trust fund established for the support
of the patient. or any fiduciary or payee of funds for the patient.

In order to assist in determining the ability of legally responsible relatives to pay for the cost

of care, the applicant should be careful to provide the information requested as to names, addresses
and ages of those relatives.
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FORM 472 DMH (1.73) PAGE 2
PROVISIONS OF VOLUNTARY STATUS

Section 31.13 Voluntary Admission.

ta) Section 31.13. paracraph a, of the Mlental Hvgiene Law provides for the admission of anv person to
any hospital on a veluntary basis.

(b} Admission under this section is restricted to a person who has sufficient orieatation to understand
tke following:

t1) that the hospital to which he is requesting admission is a hospital for the mentallv iil.
{9) tkat he is mahing an application for admission.

(3} the nature of the voluntary status and the provisions governing release or conversion to
iny cluntars status.

t¢+ Adm:sions under this section are to be encouraged as providing optimum conditions for the treat-
ment f the patient and the establishment of good relations with the family and the communit-.

PROVISIONS GOVERNING RELEASE OR CONVERSION TO INVOLUN TARY STATUS

Patients admitted un a voluntary status may be continued as voluntarv patients, discharged, or
comverted to involuntary status. Vo voluntary patient shall remain in the voluntary status for more than twelve
monthe from his admissivn to such status unless his suitability and willingness to remain as a voluntary
pattent Fave been reviewed by the \lental Health Information Service.

To leave the hospital, a voluatary patient must notifv the hospital director. The director will then
either promptly release the patient or, if there are reasonableosrounds for believing that the patient is in need of
inveiuntary care and treatment. retain the patient for a period not to exceed seventv-two hours from receipt of

the patient’s notice. During this seventy=two hour period, the director shall either release the patient or applh
to w Lourt for an order authorizing the involuntary retention of the patient.

If it is determined by the court that the patient is mentally ill and in need of involuntary care and
treatment. the court shall issue an order authorizing the retention of the patient for sixtv days from the date of
th~ nrder.

Application for further retention of the patient for a period of six months, then one vear. and
successive twe vear periads thereafter. may be made to the courts if the patient’s condition warrants further
involuntars care and trearment.

In the case of a patient under eighteen vears of age, notice requesting release of the patient mav be
made by the patient, by the person who made application for the patient’s admission, bv a person of equal or
closer relationship to the patient, or by the \lental Health Information Service. If such notice is giver bv anv
ather person, the director mav in his discretion refuse to discharge the patient and, in the event of such refusal,
such other person or the \lental Heaith Information Service mav apply to a court for the release of the patient.

When anv person under the age of twenty-one vears is admitted to or is converted from one admissirn
<tatus to another in ans hospital, weitten notice of such admission or conversion shall be given to the \lental
Healtl Information Service within three davs thereof and such notice shall specify the age of and admission
procedure anplicable to such person. No such person shall be wransferred to anv other hospital without the prior
consent of such person and the prior written consent of his parent or legal guardian unless three days prior
aritten notice of such propused transfer is given to the Mental Health Information Service and an opportunity is
afforded to the Service to see such person and to review the proposed transfer. Immediately upon release or
transfer of anv such person, the director of the hospital shall give the Mental Health Information Service
written notice thereof.

Upon admission, voluntary patients must be given written notice of their status and rights (Form 160
DMI). A voluntars converted from involuntary status is given a special notice of rights (Form 1460C DVMH).
All veluntary patients must be given written notice of status and rights every 120 davs (Form 460B DVIH).

At anv time while on voluntary status, the patient and anvone interested in his welfare can seeh
information or assistance from the \lental Health [nformation Service, as explained on Page 1.

The hospital is not obliged to provide voluntary patients with special ward placement, single rooms,
wnerties or other special privileges. Living and sleeping arrangements and the granting of privileges will be
based only on each patient’s mental condition, without regard to the voluntary status.

INSTRUCTIONS FOR COMPLETION OF FORM

1. On Page 3, check off box in Part A or Part B, whichever is appropriate, and complete and
sign the corresponding paragraph.
2, Complete Part C on Page 3, and Part D on Page 4, in all cases.

3. The hospital admitting physician completes Part E on Page 4.
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FORM 472 DMH (1 73) PAGE 3
VOLUNTARY REQUEST FOR HOSPITALIZATION

Befcre ccmpleting, read the instructions on the preceding pages.

Check Off Appropriate Box and Complete Corresponding Paragraph.

PART A

Application for
Voluntary
Admission

I, , hereby apply for voluntary admission

to , o hospital for the mentally :ll.

My reasons for requesting his care and treatment are stated in Part C below.

| have been notified and understand the nature of the voluntary status and the provisions
governing release or conversion to involuntary stotus.

A}

13 Date:

°= Signcture of Patient

e

PART B 1, , acting for my ’
Application for (Relationship)

Minor Voluntary , , hereby apply for his
Admission (Name) (Age)

Tr!S SETTION MUST
8E SIGNED EVY THE
SamENT,
LEGA L. GUARDIAN
OR NE < TelFex!n OF
TRE BRCESFPECTIVE
AT EST

admission to , o hospital for the mentally ill.

My reasons for requesting his care and treatment are stared in Part C below.

| have been notified and understand the noture of the voluntary status and the provisions

governing release or conversion to involuntary status.

Date:

Signature of minor patient's parent,
guardian, or next of kin

PART C - Stotement of reasons for requesting hospitalization. (To be completed by patieat or by parent, guardian or next

of kin).
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FORM 472 DMH '1 72) PAGE 4
I. D. NO. (CENTRAL OFFICE USE)
PART D - IDENTIFYING DATA (Mus’ be *yped or printed cleariy 'n ink.) . -
NAME OF PATIENT (Lazr Name tFirst Nome) (Middie Name) Mole 1 "*MEDICARE" CLAIM NO.
Femole 2
SYREFT ADDTESS CiTY COUNTY STATE ] ZIP CODE
DATE OF BIRTH PLACE OF BIRTH U. S. CITIZEN — HOW LONG IN U. S. HOW LONG iIN N. Y. STATE
| __YES 31 _No
NAM Vi L 3
,‘E,s, O: LIVING F,E ATIVES OF. ‘T,IENT RELATION | AGE STREET ADDRESS CITY AND STATE PHONE NO.
iz Reiar-ves, fimarest Arowe~ Fr.end,
RPREV'OUS PSYCHIATRIC TREATMENT
) DATE OF LENGTH
NAM F .
€ OF FACILITY TYPE LOCATION (City & Srate) ADMISSION OF STAY
PREVIOUS NON-PSYCHIATRIC HOSPITALIZATIONS .
DATE OF LENGTH
N i ASON
AME OF HOSPITAL LOCATION (City & Store} ADMISSION OF STAY REASCN
DO HCT WRITE ! T T T 1 T 1 T T 1 1 1
IN ThiS SPACE ! | T B 1 (I | [ J
1 | 1 . 1 1 1 1 1 1 1 i 1 I

PART € - TO BE COMPLETED BY STAFF PHYSICIAN T ADMISSION CHANGE IN STATUS

| have examined the cbove nomed patient, and confiem the need for immediate care and trectment for mental illness. Mospital admission is medicaily necessary

for
_.TREATMENT WHICH COULD REASONABLY BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION

_ DIAGNOSTIC STUDY Ci—
| cerrify that the patient 15 suitoble for the type of admission requested.

SIGNATURE OF ADMITTING PHYSICIAN

HOSPITAL DATE OF ADMISSION OR CHANGE | SERVICE-WARD IDENTIFICATION NO.
CONSECUTIVE NO. SOCIAL SECURITY NO. SOURCE OF REFERRAL VETERAN-WAR SERVICE
ETHNIC GROUP RELIGION GCCUPATION MARITAL STATUS [LEGAL STATUS
32 : Voluntary 33 __ Minor Voiuntary
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Appendix B 13a: (OMH 471)
FORM 471 DMH (1 73)
(Form Prescribed by N.Y.S. Department of Mentral Hygrene)
Admission on medical certificotion te a hospital for trectment

APPL'CATION FOR of menta! iliness requires the completion of this form and the
appropricte examination certificotes. Plecse reod the nstruce
ADMISSION OF PAT'ENT tions on poge 2 corefully before completing this form. Errors

or omissions may delay odmission.

Do not I'se This Form for Volunzary, Winor Voluntary, or Informal 4dmissions. Use Form ;72 DMK for Voluntary
and Winor Voluntury idmissions. ('se Form 473 DMH for Informal Admissions.

GENERAL INFORMATION

1. WHO MAY MAKE APPLICATION

An appiication for admission of a patient to a hospital for the care and treatment of mental illness mav be
made bv anv person with whom the person alleged to be mentally ill resides, the father or mother, hushand «r
wife, brother or sister. or the child of any such person or the nearest available relative, the committee of
such a person, an officer of anv public or well recognized charitable institutfon or agencv or home in whose
institutren the person alleged to be mentally ill resides, the director of community services or social services
official. as defined in the social service law, of the city or countv in which anv such person mav be, the
director of the hospital in which the patient is hospitalized, the director or person in charge of a facilits
providing care to certified narcotic addicts assigned or transferred thereto by the narcotic addiction control
commission, or bv the Director of the Division For Youth.

QUALIFICATIONS OF EXAMINING PHYSICIANS

a. For involuntary admission to a hospital of a person alleged to be mentally ill and in need of involuntary
care and treatment, applications made by any of the persons listed above must be supparted by two (;ex"nf:
cates of Examination (Form 471A DVIH) completed by two examining phvsicians. An ‘*examining phvsician
for this purpose means a phvsician licensed to practice medicine in the State of New York.

(V]
.

b. An application for immediate inpatient care and treatment in a hospital for a mental illness which is likels to
result in serious harm to the patient or toathers, submitted by the Direcior of Community Services for the
mentallv disabled or by an examining physician duly designated by him, must be supperted bv a **Certificate
of Examination by Director of Community Services or His Designee’ (Form 471B DAIH). For the Surpose
of conducting *his F.xamination, the Director of Community Services must be a psvchiatrist. If the Director
of Community Services is not a psychiatrist, the Examining Physician designated and empowered to conduct
such examinations on behalf of the Di.ector of Community %crvices must be a qualified psvchiatrist.

c. An examining phvsi-ian m-:st not be a relative of the person applying for the admission, or of the person to
be admitted.

d. An examininz phvsiciun must not be a manager, trustee, visitor, proprietor, officer, director, or stockholder
of the hospital in whi-h the patient is hospitalized or to which it is proposed to adiait the patient, or have
any financial intere -i in such hospital other than receipt of fees, privileges or compensation for treating or
examining patients i1 suck hospital.

¢. A physician on the staff of the hospital to which admission is sought mav act as an examining phvsician, if

he is not disqualified bv the provisions stated in paragraphs c and Jd above, except that if the hospital is a
proprietary facility, neither examining phvsician may be on the staff of that hospital.

3. DATE OF APPLICATION AND EXAMINATION CERTIFICATES

The date of this application and of the required examinations may not be more than 1o d.ay.-s prior to the date
of the patient’s admission to the hospizaﬂ. The date of each Certificate of Fxamination shall be the date
the cxamination teck glace.

4. MENTAL HEALTH INFORMATION SERVICE

A \lental Health Information Se.vice exists in New York State. This Service provides patients, and others
interested in the patients’ welfare, with assistance and information about a mission, retention, and the
patients’ rights to have judicial hearing and review, to be represented by legal counsel, and to seek independent
medical opinion.

A patient. or someone acting on the patient’s behalf, may communicate directly with the \Mental Health Informa-
tion Service, or request that a member of the hospital staff contact the Service for him. The address of the
Mental Health Information Service can be obtained from any member of the hospital staff.

5. REIMBURSEMENT

The patient is legally responsible for payment for the cost of care. Additionally responsible, if of sufficient
ability, are the patient’s spouse and the parents of a patient under the age of 21. Also legally responsible
are the committee, guardian or trustee of a trust fund established for the support of the patient, or any fidu-
ciary or payee of funds for the patient.

In order to assist in determining the ability of legally responsible relatives to pay for the cost of care, the

applicant should be careful to provide the information requested as to names, addresses and ages of those
relatives.
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Appendix B 13b: (OMH 471)

FORM47i DMH 1 73! PAGE 1 APPLICATION FOR ADMISSION OF PATIENT
Before Completring, Read the Instructions on the Preceding Pages.

PART A - APPLICATION Check Off Appropriate Box and Complete Corresponding Paragraph.
1. TWO PHYSICIANS | hereby request that be admitted to
CERTIFICATE This request is made due to
ADMISSION the circumstances indicated in Part B below, and on the attached certificates.

1Sec. 31.27Y

| Under the penalty of perjury, | attest that the information supplied on this application is
—_ true to the best of my knowledge and belief.

‘ This section must ke SIGNATURE OF APPLICANT RELATIONSHIP TO PATIENT

i signec by appiicant
LsmE .o e b

trelanive, erc.) NOT by (APEL_ICANT MAY NCT BE EXAMINING PHYSICIAN) .

examining physician.

ADDRESS DATE
T

2. DIRECTOR OF | hereby request that be admitted to

COMMUNITY SERVICES This request is mode due to

OR HIS DESIGNEE the circumstances indicated in Part B below, and on the attached certificate.

ADMISSION N . A . .

(Sec. 3137 Under the penalty of perjury, | attest that the information supplied on this application is
— true to the best of my knowledge and belief.

This section as well as SIGNATURE OF DIRECTOR OF COMMUNITY SERVICES OFFICIAL T'TLE
Form 471B DMMH must be OR HIS DESIGNEE

signed by director of (NCT TO BE SIGNED BY RELATIVE)

Community Services or

his d
§ designes. ADDRESS DATE

Applicent Must Complete This Starement

PART B - STATEMENT {Reasons for requesting hospitalization. Cite behavior, statements and changes in behavior
or character that tend to show the existence of mental illness. |f more space is needed,
attach udditional sheet).
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Appendix B 13c: (OMH 471)
FORM 471 DMH (1 73} PAGE 4 I. D. NO. (CENTRAL OFFICE USE}
PART C - IDENTIFYING DATA (Musr be typed or printed clecrly in ink).
NAME OF PATIENT (Last Name) (First Name) (Middle Name) Mole 1~ “*MEDICARE"®® CLAIM NO.
Femagle 2
STREET ADDRESS ciTY COUNTY STATE ZIP CODE
DATE OF BIRTH PLACE OF BIRTH U.S.CITIZEN HOW LONG IN U. S, NOW LONG IN N. Y. STATE
1 YES 31__No
NAMES OF LIVING RELATIVES OF PATIENT
1f No Relatives, Nearest Known Foremd RELATION |AGE STREET ADDRESS CITY AND STATE PHONE NO.
PREVIOUS PSYCHIATRIC TREATMENT
NAME OF FACILITY N DATE OF LENGTH
C TYPE LOCATION (City & State) ADMISS ION OF STAY
PREVIOUS NON-PSYCHIATRIC HOSPITALIZATIONS
DATE OF LENGTH
N R
AME OF HOSPITAL LOCATION (City & Stote) ADMISSION OF STAY REASON
DO NOT WRITE : : | j ; : . l . l ; I ’ i :
IN THIS SPACE bt v ot ' !
L ] 1 1 L 1 2 " I 1 ] 1 n

R |

PART D

[+]

[ I V]
LN s g

~

Hospit

L]

- TO BE COMPLETED BY HOSPITAL
| hove examined the above named patient and confirm the need for immediate

' __ ALTERNATIVE CARE wWOULD NOT BE ADEQUATE

The following adequate clternative(s) (is) (ore) nor availabie
_ PSYCHIATRIC DAY CARE
NURSING HOME OR EXTENDED CARE FACILITY
TREATMENT IN GENERAL HOSPITAL PSYCHIATRIC UNIT
OYHER

™ aomission

CHANGE IN STATUS

care ond treatment? in an institution or facility for the mentcily ill because

3 DTREATMENT IN THE HOME BY VISITING THERAPIST

™/

5 (__{OUTPATIENT TREATMENT

| admission is medically necessary for
TREATMENT WHICH COULD REASONABLY BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION

DIAGNOSTIC STUDY

SIGNATURE OF ADMITTING PHYSICIAN

HOSPITAL

DATE OF ADMISSION OR CHANGE

SERVICE-WARD

IDENTIFICATION NO.

CONSECUTIVE NO.

SOCIAL SECURITY NO.

SOURCE OF REFERRAL

VETERAN - WAR

SERVICE

ETHNIC GROUP

RELIGION

OCCUPATION

MARITAL STATUS

3 j Director of

LEGAL STATUS 20 D Two Physicians
Community Services or his designee
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271

CERTIFICATE OF EXAMINING
PHYSICIAN

To Support an Appilication for
Involuntary Admussion

Persany flarre Ldat St W

Ser

Azgress

CERTIFICATION

Neme s5p Zxarmmng Physicany

N

on. MC ZAY -gaz at

: ! am a physician licensed o praciice medicine in New York State.

{ have with care and diligence personally examined the above named person

;o
! Svm A
L anal

(@]

appropnate:

inability to safeiv survive in the community): and

ieast prevent his her deterioration.

this cernficate are true.

ipicce where examinec.

a. this person has a mental illness for which care and eatment in 2 mental hosputai is

5 as a result of this mental illness. this person poses a substantiai threat of harm o
him herseif or others ‘“substantial threat of harm to him. herseif” shail :nciude the

c. hospnalization can reasonably be expected o improve this persor’s conditon or at

4. [ have ‘ormed my opinion on the basis of facts and :nformation [ have obtained 'describ-
ed telow anc on the reverse side} and my exam:nation of this person

5 have considered aiternauve forms of care and reatment but believe that they are nace-
quate to provice for the needs of this person. or are not available.

o. [f :hus person has 10 my knowledge recewved prior reatment. | have. :nsofar as possitie.
consuitec with the phusician or psychologist furnishing such prior rearment.

7 To the best of my knowlecge and belief. the facts stated and information contained in

. herety cernfy tha:

nature Prnt Name Signed

78

[t}

1

Tile

Address Phone Number

~<

Me,

vr

Hy

[V

AM|
X
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Appendix B 15: (OMH 471B)

CERTIFICATE OF EXAMINATION B8Y DIRECTOR
OF COMMUNITY SERVICES OR DESIGNEE

L ., hereby cenify thet

on ‘the doy of . 19 , | personglly excmined

ct and

thet ‘n my ocinicn he has a merntal iliness for which immediate inpatient core and trectment in g

hospitcl is appregriate.

It is my opinion thct his mental iilness is likely to result in serious harm to himself or others.
By “likelihocs of serious harm™ | mean:

{Check cpprogriate stctements)

— o. substerticl risk of sericus herm to himself, as manifested by threars of or attempts ct
suicide or serious bodily harm, or other conduct demonstrating thar he is dangerous

to himself;

AND/OR

= b. a substantial risk of physical harm to cther persons, as mainfested by homicidal
or other violent behavior by which others are placed in reasonable fear of serious
physical herm.

The behcvior or specific act of this person on which | base my opinion is described in Parr B
of Form OMH 471 — Agplication For Admission of Patient.
(Check appropriate statements below, and complete where necessary)

I am: [ the Director of Community Services for the mentally disabled for {City) (County} of

OR

~3 an examining physician designated to conduct the examination of the above-named
person on behalf of the Director of Community Services for the mentally discbled
for (City] {County] of

| am a physician licensed in New York State O VYes 0 No

I certify that Hospital Admission is medicaily necessary

Date Signature

Address Print Name to be Signed

Telephone Number
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Appendix B 16: (OMH 471C)

Form OMM &4T1C (3-82)

State of New Yors
Oftice of Mental Hesith

Patient's Name (Last, First. M.1.)

EXAMINATION FOR 72 HOUR OR 24 HOUR “C” No. Uni/Ward No.
CONVERSION TO INVOLUNTARY ADMISSION
ON MEDICAL CERTIFICATION

Facility Name

Di tor of Ci

ity Services or Designee Admission
= Certificate of Examination

-

< Cerntficate of Observation

CONFIRM NEED FOR HOSPITALIZATION WITHIN 72 HOURS (excluding Sundays anag Hohdays)
CONFIARM NEED FOR HOSPITALIZATION WITHIN 24 HOURS
1 Pertnent ana Signiicant Factars in Patient’'s Meaical ang Psychiatnc History

2. Physical C g any sp i test reports)

3 Mental Condiion The conguct of the patient (includ:ng statements made tC me Dy others) has been

4 The patient the fol

g psy 1C $1gNS and symptoms

5 Does the patient show a tengency 1o injure seit?

tomnure others? e
Explan

6. Mental Diagnosis 1t determened)

. do canify as tollows
(Print Name Clearty)
a

| have with care and diligence personally observed snd examined on the date of this certificate. namely, on the day of 19

now ing or being at
(insert Name of Patent)

n the y of

and as & result of such examination. find and heredy certify to the fact that the patent 1s
mentally il and requires care and

Y or tacility for the mentally dl.

ninan

o | have formed thus opinion from the history of the case and my of the p as given above.
C. | heredy certily that the facts stated and infor 16d in this cer are true 10 the best of my knowledge and delef
Swgnature Address Oate of Exam
M.D.
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Appendix B 17a: (OMH 474)

Form OMH 474 (2-79) Use this form ONLY for Emergeacy idmissions =nize=
STATE OF NEW YORK Section 9.39 of the Mental Hygirne Larw.
OFFICE OF MENTAL HEALTH
Use Form OMH (71 :0 rejuest admission of par-enrs s-
certificates of eramining piysicians (Section 9.27, or
RECORD OF EMERGENCY ADMISSION on the certificate of a Director of Community See ices

or his Designee (Section 3.37).

PROVISIONS GOVERNING EMERGENCY ADMISSIONS

Section 9.39 of the Mental Hygiene Law provides for emergency admission to o hospital, for a period of 15 days,
of any person alleged to have a mental illness for which immediate observation, care and treatment in o hospital
is appropriate and which is likely to result in serious harm to himself or others.

“Likelihood to result in serious harm’’ is defined as:

(1) substantial risk of physicol harm to himself as manifested by threats of or attempts at suicide
or serious bodily harm or other conduct demonstrating that he is dangerous to himself;

OR
(2) o substantial risk of physical harm to other persons as manifested by homicidal or other violent
behavior by which others are placed in reasonable fear of serious physicol harm.

Only hospitals approved by the Commissioner of Mental Health and maintgining adequate staff and facilities
for the observation, examination, care and treatment of persons alleged to be mentally ill may receive and retain
patients pursuant to this section of the law.

PROCEDURE

A. Upon admission the admitting physician shall examine the person alleged to be in need of emergency admission
to the hospital, and shall certify below his finding that such person qualifies for admission under the provisions
outlined above.

B. He shall also record in the space below the name of the person or persons, if any, who brought the patient to
the hospital, and the details of the circumstances leading to the hospitalization of the patient. As soon as
possible ofter admission, further identifying data about the patient should be obtained and recorded on
Form OMH 459, Identifying Data Sheet, and attached to this form.

C. Within 48 hours of the time of admission of the patient, he must be examined by cnother physician who must be
¢ member of the psychiatric staff of the hospital. The findings of this psychiatric examiner shall be recorded
on the reverse side of this form.

D. If the psychiatric examiner confirms the finding of the admitting physician, that the patient qualifies for
admission under the provisions outlined above, the patient may then be retained for o period up to fifteen days
from the date of his admission to the hospital.

E. The patient may be retained beyond 15 days only by a new admission on an application supported by two new
examining physicians’ certificates, unless he agrees to remain as a voluntary or informal patient. In either
case, the date of admission shall be deemed to be the date when the patient was first received os an
Emergency Admission.

RECORD OF ADMISSION

PATIENT NAME AGE
ADDRESS
The patient was brought to this hospital at on by:
TIME DATE
NAME RELATION TO PATIENT

OFFICIAL TITLE, OR BADGE NUMBER, IF ANY

ADDRESS PHONE

The circumstances which lead to the hospitalization of this patient were as follows:

[ have examined the patient named above and confirm his need for immediate observation, care and trectment for a
mental illness which is likely to result in serious harm to himself or others.

SIGNATURE OF ADMITTING PHYSICIAN
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Appendix B 17b: (OMH 474)

Form OMH 473 (2-79) Page 2 PATIENT NAME (Last) (First) (Middle)

NAME OF HOSPITAL
EXAMINATION FOR 48-HOUR CONFIRMATION

DATE OF ADMISSION TIME OF ADMISSION

OF NEED FOR EMERGENCY ADMISSION

et NO.

1. Pertinent and Significant Factors in Patient’s Medical and Psychiatric History:

2

.

Physical Condition (Including any special test reports)

3. Mentc! Condition: The conduct of the patient (Inciuding statements made to me by others) has been:

4. The catient showed the following psychiatric signs and symptoms:

5. Does the patient show a tendency to injure himself? ; to injure others?

Explain

6. Mental diagnosis (if determined)

7. a. |, , M.D., am a member of the psychiatric staff of

Hospital.

b. | have with care ond diligence personally observed and examined

(INSERT NAME OF PATIENT)
ot .m., on , 19 , and as a result of such examination | find
{TIME)

and hereby certify to the fact that he has a mental illness for which immediote care ond treatment in a hospital is
appropriate and which is likely to result in serious harm to himself or others.

c. | have formed this opinion from the history of the case and my examination of the patient as given above.

d. | hereby certify thot the facts stated and information contained in this certificate are true to the best of my
knowledge and belief.

M.D.

SIGNATURE
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Appendix B 1l8a: (OMH 460)

Form OMH 460 (7-87)
State of New York
Office of Mental Heaith

NOTICE OF STATUS AND RIGHTS - VOLUNTARY OR MINOR VOLUNTARY STATUS
(to be given to a patient at the time of admission or conversion to voluntary or minor voluntary status)

19

TO:

HOSPITAL
A copy of this Notice of Status and Rights is also being sent to the

Mentai Hygrene Legal Service. ADMISSION DATE CASE NO.
State and Federal Laws prohibit discrimination based on race,

color. creed, national origin, age, sex, or disability. T VOLUNTARY ADMISSION L' MINOR VOLUNTARY

(Sec. 9.13, M.H. Law) ADMISSION
(Sec. 9.13. M H. Law)

[ you HAVE BEEN ADMITTED TO THIS HOSPITAL FOR THE MENTALLY ILL AS A VOLUNTARY OR MINOR
Check only VOLUNTARY PATIENT.

one) {_| YOU HAVE BEEN CONVERTED TO VOLUNTARY OR MINOR VOLUNTARY STATUS AT THIS HOSPITAL FOR
THE MENTALLY ILL.

AT ANY TIME. YOU MAY GIVE WRITTEN NOTICE TO THE DIRECTOR IF YOU WANT TO LEAVE. HOWEVER, YOU MAY
NOT LEAVE FOR THREE DAYS UNLESS THE DIRECTOR LETS YOU. IF THE DIRECTOR THINKS THAT YOU NEED TO STAY.
HE MAY ASK A COURT FOR AN ORDER TO KEEP YOU HERE.

YOU. YOUR RELATIVES, AND YOUR FRIENDS SHOULD FEEL FREE TO ASK MEMBERS OF THE HOSPITAL STAFF
ABOUT YOUR CONDITION, YOUR STATUS AND RIGHTS, AND THE RULES AND REGULATIONS OF THIS HOSPITAL.

MENTAL HYGIENE LEGAL SERVICE

THE MENTAL HYGIENE LEGAL SERVICE, A COURT AGENCY INDEPENDENT OF THIS FACILITY, CAN PROVIDE YOU.
AND OTHERS ACTING IN YOUR BEHALF, WITH PROTECTIVE SERVICE, ASSISTANCE AND INFORMATION WITH REGARD
TO YOUR HOSPITALIZATION. YOU HAVE A RIGHT TO A COURT HEARING AND A RIGHT TO BE REPRESENTED BY ALAWYER.

YOU. OR SOMEONE ACTING IN YOUR BEHALF, MAY CALL OR WRITE DIRECTLY TO THE MENTAL HYGIENE LEGAL
SERVICE. OR REQUEST THAT A MEMBER OF THE HOSPITAL STAFF CONTACT THE SERVICE FOR YOU.

THE ADDRESS AND PHONE NUMBER OF THE MENTAL HYGIENE LEGAL SERVICE FOR THIS HOSPITAL IS:

| HAVE READ, OR HAD READ TO ME, AND UNDERSTAND THE CONTENTS OF THE ABOVE NOTICE.

Dale Patienl' s Signature or Mark
Date Slignature of Person Who Signed Application

for Admission or Conversion to Minor Voluntary Status

THE ABOVE PATIENT HAS BEEN GIVEN A COPY OF THIS NOTICE

Date Staff Physician
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Appendix B 18b: (OMH 471)

NOTICE OF STATUS AND RIGHTS
INVOLUNTARY ADMISSION ON MEDICAL CERTIFICATION
(to be given to the patient at the time of
admission to the hospital)

Section 9.27 Mental Hygiene Law

TO: ) i =3

Based upon the centificates of two examining physicians, whose findings have been confirmed by a member
of the psychiatric staff of this hospital, you have been admitted as an involuntary-status patient to this hospital
which provides care and treatment for persons with mental iliness. You may be kept in the hospital for a period
of up to 60 days from the date of your admission, uniess you have had a court hearing. During this 60 day period
you may be released. or converted to voluntary or informal status, if you are willing to continue receiving inpatient
care and treatment and are suitable for such status.

You. and anyone acting on your behalf, should feel free to ask hospital staff about your condition. your status
and rights under the Mental Hygiene Law, and the rules and regulations of this hospital.

If you, or those acting on your behalf, believe that you do not need involuntary care and treatment, you
or they may make a written request for a court hearing. Copies of such a request will be forwarded by the hospital
director to the appropriate court and the Mental Hygiene Legal Service.

MENTAL HYGIENE LEGAL SERVICE

The Mental Hygiene Legal Service, a court agency independent of this hospital, can provide you and your
family with protective legal services, advice and assistance, inciuding representation, with regard to your hospitaliza-
tion. You are entitled to be informed of your rights regarding hospitalization and treatment, and have a right to
a court hearing, to be represented by a lawyer, and to seek independent medical opinion.

You, or someone acting on your behalf, may see or communicate with a representative of the Mental Hygiene
Legal Service by telephoning or writing directly to the office of the Service or by requesting hospital staff to make
such arrangements for you.

The Mental Hygiene Legal Service representative for this hospital may be reached at:

THE ABOVE PATIENT HAS BEEN GIVEN A COPY OF THIS NOTICE.

Signature ot Staft Physician Date

COPIES TO: COPIES TO: Persons designated by patient to be informed of admission
(1t None, type in **NONE’*)

(Onginat Applicant)

(Nearest Re

A copy of this Notice of Status and Rights is also being sent to the Mental Hygiene Legal Service.
State and Federal Laws prohibit discrimination based on race, color. creed, national origin, age, sex, or disability.
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Appendix B 19: (OMH 470)

Form OMH 370 279

STATE OF NEW YORK FaCiLITY
OF
FICE OF MENTAL HEALTH PATIENT (Last] iFiran ™I
APPLICATION FOR COURT AUTHORIZATION
IDENTIFICATION NO. "*C** NUMBER
TO RETAIN A PATIENT o
DATE OF ADMISSION CURRENT ADMISSION STATUS
{Pursuant to Section 9.13 or 9.33 of the Mental Hygiene Law)
NO. PREVIOUS EXPIRATION DATE
COURT QF LAST
AUTHORIZATIONS AUTHORIZATION
STATE OF NEW YORK
COURT, COUNTY OF
in the Mafner of the Retention of
. APPLICATION
A Patient Admitted to
index No.
Center
| am the Director of , a hospital for

the mentally ill, and hereby respectfully make application to this court, pursuant to Section *(9.13) * (9.33) of the

Mental Hygiene Law, to retain the above named patient for involuntary care and treatment at said hospitel fora

period not to exceed (doys) (months) (years).

Said person is now a patient ot said hospital pursuant to Section of the Men:al

Hygiene Law has been carefully observed and examined ond is in need of retention.

| have explored all alternative forms of care and treatment and found none adequate to provide for said
patient’s needs other than the retention requested herein.

Said patient is either unsuitable or unwilling to remain in said hospital voluntarily.

WHEREFORE, the undersigned respectfully requests this Court to issue an order authorizing involuntary

retention of said patient for the period specified above.

Date: . 19

(SIGNATURE)

(PRINT NAME TO BE SIGNED)

* Strike out if inapplicable.
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Appendix B 20a: (OMH 4703)
NOTICE OF APPLICATION FOR COURT AUTHORIZATION TO RETAIN A PATIENT

TO:
[PATIENT DATE OF ADMISSION TYPE OF ADMISSION
JSPITAL : **C’" NUMBER
i !
DATE OF NOTICE
TO PATIENT
3
? Courr, Counry aof
TO: COPIES TO: Persons designctecd by pat-ent to be
gtven notice ot time of admission 1+f Nane type :n
*NONE"".)

!Originai Appricant}

‘Mentgl Heg!*h
Informanion Service)

{Nearest Reig*:ve
atner than Jniginai
Apgi.cant)

19

Cn the acy of . an application will be made to the cbove namea court for an orcer

gusnc- z-ng ycur retent.on for o cer:nd not *c excees \days) ‘monthsi ‘years’.

A court hearing may be requested within 5 days. excluding Sunday and holidays. from the date this notice s
servec Such request may be macde to the Director of the hospital or to any member of the treatment staft If no hearing s
;equestea 'he court will rute an *ne aponcation of the nospitat Director without a heanng.

MENTAL HEALTH INFORMATION SERVICE

The Mental Heaith !nformation Service, o court agency independent of this hospital, prevides patients, and
others acting n their benclf, with protective service, assistance and information with regarc to their hospitciization.
Pceients have a right to a court hecring and a right to be represented by a lawyer.

You, or someone acting in your behalf, may call or write directly to the Mental Health Information Service
for assistance and further information about this proceeding, or request that @ member of the hospital staff contact the

Menta; Health Information Service for you.

The address and phone number of the Mental Heaith Information Service for this hospital is:

lee reverse side sor ‘Certification of Service of Notice (Mental Illness)’”
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Appendix B 20b: (OMH 470A)

Stnve of New York
OFFICE OF MENTAL HEALTH

CERTIFICATION OF SERVICE OF NOTICE (MENTAL ILLNESS)

STATE OF NEW YORK - -
COURT, COUNTY OF

In the Marter of the Retention of

CERTIFICATION

A Pgrient Admitres oz Index No.
Hospital
! am the Director of , o hospital for
the mentally ill, and hereby certify that | have caused copies of the ‘*Notice of Application for Court

Authorization to Retain ¢ Patient’” (see reverse side) to be served personaily, on the

.eii..ec .0 MNEe MPPIICETION, ORC 0 Le ser.eC oy iu..,

posted cn the day of , 19 , on the Mental Health information Service and all of the
persons whose names cooear at the focr of said notice, the foregoing being all of those entitied to receive

such notice under Low.

DATE: , 19

(SIGNATURE)

(PRINT NAME TO BE SIGNED)

See reverse side for "Notice of Application for Court Authorization to Retain a Patient’
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Appendix B 21: (OMH 471R)

CERTIFICATE OF EXAMINING

Persany fMame Last Frsr W,

PHYSICIAN

To Suppornt an Applicaton for < Tae 2ot

Involuntary Admission

Acgress

CERTIFICATION

herety cerufv tha:

Neme of Exsrmuming Physicien:

[ am a phusician licensed to practice medicine in New York State.
\ p

2. I have with care and diligence personally examined the above named person
on: m at
picce arere exammnec! '
i
. ' ]
3 [fnd
a. this person has a mental illness for which care and Teatment in a mentai hespuai s
appropriate:
b as a result of this mental illness. this person posas a substantial threat of harm to
him herseif or others “substantial threat of harm 0 him herseii” shail :nclude the
nability w0 safely survive in the community): and
c. hospualizaten can reasonably be expected o :mprove this person’s conditon or at
leas: preven: his. her detenoration.
4. | have ‘ormed my opinion on the basis of facts and :information | have obtained (descrie-
2¢ beiow and on the reverse side) and my examinaton of this perscn
3 1 have considered aiternatve forms of care and trearment but beiieve thar they are :nade-
quate to provide ‘or the needs of this person. or are not availapie.
6. [f :rus person has o my knowledge recewved prior weatment. [ have. ‘nsofar as possibie.
consuited with the physician or psychologist furnishing such prior reatment.
7 To the best cf my knowledge and belief. the facts stated and informat:on contained :n
this certificate are !rue.
Sigrature Pnnt Name Signed Tule
Address Phone Number Date T=e
1 s AM
Me ' Da ve | He w- v

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



282

Appendix B 22: (OMH 495)

Form UME 33 (3:8G) STATE OF NEW YORK—CFFICE OF MENTAL HEALTM
APPUCA"ON FOR CHANGE IN Patienr s Name (Last, Firsr. M.1.)
STATUS/PRIVILEGES
*C Ne. I Umit/Ward No.

PART | — Completed bv Unit Chief and Team Psychigtrist

Parent s Stotus {check only onei l

CIVIL INPATIENT SEC. 330.20 (CP.L} Faality

{Originaily admitted Pursuenr RETENTION, COMMITMENT

to Sec. 730 C.P.L) or RECOMMITMENT
FINAL ORDER CF TEMPORARY ORDER ORDER OF ORDER OF
OBSERVATION OF OBSERVATION COMMITMENT D RETENTION
Pursuant 1o Sec. Pursuant to Sec. Pursuant to Sec. Pursuant 1o Sec.
7304021, C.A.L 730.4012). C.P.L. 730.50 CPL. 730.50 C.PL.

Acticn Requested [check onty one)

D CONDITIONAL RELEASE D UNESCORTED FURLOUGHS — Describe
- nature and durgrion

D DISCHARGE
D ESCORTED FURLOUGH — Describe

D CONVERT TO CIVIL STATUS nature and duratien

D RETURN TC CUSTCDY CF COURT D TRANSFER

Summary of Climce!l. Seciai ana Crimingl History, trciuding Circumsrances Surrounding the Actis! Leading 10 2.7 . Retennon

Renonale For Acrion Requested

We, the undersigned. believe that the present condition of the patient refersnced above warrants ' - action requested

Signature of Treatment Team Psychiarrist Print Nome Signed

Signarure of Unit Chief Print Name Sigrea Dote
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Appendix B 23: (OMH 496)

! Patient s Name (Lcst Firse, M1}

NOTICE OF MEETING RE APPLICATION FOR "C" Ne. Un«/Werd No. :
CHANGE IN STATUS / PRIVILEGES

Facitity Nome

Hospital Name of Contract Telephone ! Dave
FROM Forsensic
Committee | '
TO | Nocme Address .
TO Name Address
TO Name Address

A meeting will be held to consider whether the patient nomed above con be:

[[J gronted unescorted furlough [ discharged {J tronsferred
D granted escorted furlough !
[[] conditionatily released [ converted to civil status {] returned tc custody of court ,

The meeting wiil be held ot:
Date Time Location

You have the right to appear ot the meeting and present arguments for such change i1 status/privileges. The
patient has the right to be represented ot the meeting by the Mental Health Infcrmation Service or by an artarney cr

i
i
i
|
i
advocaote of your choice. ‘

A copy of this notice is also being sent to the Mental Health Information Service.

MENTAL HEALTH INFORMATION SERVICE
The Mental Health Information Service, a court agency independent of this facility, can provide you, and others
octing in your behalf, with protective service, assistance and information with regard to your hospitalization. You

have a right to a court hearing and a right to be represented by a lawyer.

You, or someone acting in your behalf, may call or write directly to the Mental Heaith Information Service or
request that a member of the hospital stoff contact the service for you.

The address oand phone number of the Mental Health Information Service for this hospital is:

| HAVE READ, OR HAD READ TO ME, AND UNDERSTAND THE CONTENTS OF THE ABOVE NOTICE.

Patient’s Signature or Mark Date

THE ABOVE PATIENT HAS BEEN GIVEN A COPY OF THIS NOTICE.

Staff Physician Date
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Appendix B 24: (OMH 497)

Form OMH 37 (8-80) STATE OF NEW YORK—OFFICE OF MENTAL mEAT=

Patient’'s Name (Last. Firsr. M 11

NOTICE OF CHANGE
IN STATUS/PR|VILEGES C Ne. Unit/Wara No.
(CPL 730}
Faolity Nome
A.
Ponient s Status {check only one;
ORDER OF FINAL ORDER OF TEMPORARY CRECER ORDER OF
CIVIL INPATIENT RETENTION OBSERVATION OF OBSERVATION COMMITMENT
{Originally admirted Pursuont Pursuan? to Sec. Pursuant to Sec. Pursuant to Sec. Pursuant to Sec.
to Sec. 730 C.P.L} 730.50 C.P.L. 730.40(2). C.P.L. 730.40{2). C.P.L. 730.50 C.P.L
Deputy Name Telephone Dare
FROM Director
Clinical
District Attorney of County of Commitment Address
10
Supernntendent of State Police Address Srate Office 8ldg. Campus
ife] Public Security Bidg.
Albany, N.Y. 12226
. Locc! Sheriff (Where facility is foccted) Address
R )
Local Police (Where facility s located) Address
ife]
Parent s Attorney Address
70
Perscns Who May 8e In Danger Address
TO
Court Designee [If Appicabie} Address
1O
Family or Relative Address
10
Other (List) Address
T0
Other (List) Address
10

The potient identified above will be granted one of the following starting on

(Date)
D CONDITIONAL RELEASE D CONVERT TO CIVIL STATUS
D DISCHARGE UNESCORTED FURLOUGHS — Describe
nature and duration
D TRANSFER ESCORTED FURLOUGH — Describe
nature and duration
8. TO: DIRECTOR OF FORENSIC SERVICES 44 Holland A , Albany, N.Y. 12229
. The change in status/privileges indicated cbove was: Effected on i Denied
Comments
Mo. Doy Yr. (Explain Below)
Date Signature
P
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Appendix B 25: (119 DMH)

Order of Transfer -

- ﬁ
(Pursuant 10 Section 29.11 of the Mental Hygiene Law and

Part 17 of the Regulations of the Department of Mental Hygiene)

93-31

A written request to this department having been made for the transfer of

a patient/resident at

and the reasons for such transfer being satisfactory, and the Mental Health Infor-
mation Service having been given notice of the proposed transfer, it is hereby ordereu

that the dircctor of said facility discharge said patient ‘resident for transfer to

and that the director of the latter facility reccive said patient/resident for treatment

upon the presentation of this original order, together with the original admission

paper and case record.

FOR THE COMMISSIONER

(Signeture

(Prine Neme)

Executive Director
(Tidle}

m.."

{Locstion} (Datel
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Appendix B 26: (324 (ADM)

FQrr= J24 ATM (W . 2.85, State of New vors
OFFICE OF MENTAL ~EAL ™

Record System
Notification

(Chinical Record System)

Article 6-A of the Public Officers Law. entitled the Personal Privacy Protection Law. requires that you be notifiea
of the following facts when information which wiil be maintained in a record system is collected from you

Section 33.13 of the Mental Hygiene Law requires that a clinical record be maintained for all patients receiving
services from the Office of Mental Health. The maintenance of a clinical record system allows the Office of
Mental Health to carry out the following activities:

* Deliver quality mental health care and treatment and related services:

e Manage resources necessary to operate the agency:

e Comply with laws. requlations and professional standards of ali regulatory and accrediting bodies.
e Assist you in obtaining financial and medical assistance to which you may be entitled: and

¢ Bill for services rendered.

This information may be used for statistical and research purposes, however, identifying information will be kep:
confidential and will not be released except as authorized by law.

While failure to provide personal information will not jeopardize your receipt of treatment. it may mterfere‘wuth
the Office of Mental Heaith's ability to provide the most appropriate care or to conduct the other activities listec
above

If you have any questions please contact the member of your treatment team listed below or any member with
whom you feel comfortable.

Name:

Title:

Address:

Telephone:

A clinical record system notification form was given to the patient.

Staft Signature and Title Date

Patient’s Name (Last. First, M.1.) =C" No.
Record System Notification
(Climical Record System)
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Appendix B 27: (401 ADM)

AN IMPORTANT MESSAGE
from
MEDICARE or CHAMPUS/CHAMP VA

for Admissions to Non-PPS Hospitals
and Hospital Units

The information tn this m ’_; S e ' "aumed to Medicare or
Champus/ChampVA benefiis ¢ ) . !

Receipt of this message andy ts as’dctamdtn the booklet
"Rights of Inpatients;” the presented to you at the
time of admission. .~ ... . ' < e =
Aamownmcnamos REC : rlegues. .recciptoftlus Messagc on

YOUR RIGHTS WHILE YOU ARE A MEDICARE OR CHAMPUS/CHAMPVA HOSPITAL PATIENT

B YOU HAVE THE RIGHT to receive all the hospital care that is necessary for the proper diagnosis and
treatment of vour illness or injury. According to federal law, your discharge date must be determined
solely by your medical needs, not by Medicare or Champus/ChampVA payments.

@l YOU HAVE THE RIGHT to be fully informed about decisions affecting your Medicare or Champus/Champ\Aa
coverage and payment for your hospital stay and for any post-hospital services.

M YOU HAVE THE RIGHT to request a review by a Peer Review Organization of any written Notice of Non-
coverage that you receive from the hospital stating that Medicare or Champus/ChampVA will no longer
pay for vour hospltal care. Peer Review Organizations (PROs) are groups of doctors who are paid by
the Federal Government to review medical necessity, appropriateness and quality of hospital treatment
furnished to Medicare or Champus/ChampVA patients. The phone number and address of the PRO tor
vour area are:

ISLAND PEER REVIEW ORGANIZATION, INC. (I PRO)
1979 Marcus Avenue, First Floor
Lake Success, New York 11042
800-446-2447

TALK TO YOUR DOCTOR ABOUT YOUR STAY IN THE HOSPITAL
You and your doctor know more about your condition and health needs than anyone else. Decisions about
vour medical treatment should be made between you and your doctor. If you have any questions about
your medical treatment, your need for continued hospital care, your discharge, or your need for possible
post-hospital care, don't hesitate to ask your doctor. The hospital's patient representative or social worker
will also help you with your questions and concerns about hospital services.

IF YOU THINK YOU ARE BEING ASKED TO LEAVE THE HOSPITAL TOO SOON
Ask a hospital representative for a written notice of explanation immediately, if you have not already received
one. This notice is called a “Notice of Noncoverage!” You must have this Notice of Noncoverage if you wish
to exercise your right to request a review by the PRO.

The notice of Noncoverage will state either that your doctor or the PRO agrees with the hospital's decision
that Medicare or Champus/ChampVA will no longer pay for your hospital care.

If the hospital and your doctor agree, the PRO does not review your case before a Notice of Noncoverage
is issued. But, the PRO will respond to your request for a review of your Notice of Noncoverage and seek
your opinion. You cannot be made to pay for your hospital care until the PRO makes its decision, if you
request the review by noon of the first work day after you receive the Notice of Noncoverage.
(Continued on back of sheet)
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: Appendix B 28a: (154 MED)

Form 154 MED (MH) (12-88) OFFICE OF MENTAL HEALTH

Putient's Neme (Last. First, M.L.) “C” Na.

NURSING ASSESSMENT L. e

mm-mmummmmwwmum
L .. Dumte of Birtn

Fecility Name Unit/Ward No.

Part | — Initial Assessment — Data Collection (Obtain data from Patient/Family/Concemed Others and Prior Case Record)

A. General Characteristics:

1. ldentitying Data: 2. Ovenall Appearance — Grooming/Hygiene:
8. Age__ = dWeight ____ g complexio Gooa [J Fair [ Poor []
b. Sex e Hair Color______ "”;:g"m‘ 3. Patient Smokes:
CHeigh_____ f(Eye Color__ dark ves [J No (J
B. Physical Status:
1. Vital Signs:
Blood Pressure:. Pulse: Temperature: Respiration:
2. Skin:
NO YES LOCATION/DESCRIPTION wo vES LOCATION/DESCRIPTION
a. Bruises O g csaas OO O
b. Rashes a0 d. Other aoad
(specity)
N0 vES
3. Date of Last Menstrual Period: Pain or other difficulties O O
(it YES describe)___
4. Diet (Requirements/Restrictions):
NO YES C. Last Meal datatime)
a. Restrictions 00
b. Assistance Needed [ [
S. Slesp Pattern: NO YES
a. Time Patient Usually ¢ Problems O0o
Retires (describe)
b. Time Patient Usuaily
Arises
8. Elimination:
a. Usual Frequency of Bowel b. Urine NO YES
Movements ___ * incontinent 00O
o catheter O O
* ather (descrive) [ [

7. Assistive/Safety Devices; Does the Patient Usuaity Use:

wo ves w ves
a. Glassey O Qg . Pacemaker o0
Contact Lenses

f. Cane, Waiker [ [

b. Dentures 00
¢ Hearing Aid O a 9 Whesichair o0
d. Ostomy Device O a h. Other 0 a

(apecity)
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Appendix B 28b-: (154 MED)
Sate of New Yorx
Form 154 MED (MH) (12-88) page 2 OFFICE OF MENTAL MEALTW
| Putiont’s Neme (Last, First, M.1)
NURSING ASSESSMENT
Part | — Initial Assessment — Data Collection (Cont'd.) ‘oo prier Cese ocony T y/Concamed Others
B. Physical Status (Cont'd.)
8. Which of the Following Best Describes the Pstient’s Ability to Walk: -
a. Fully independent D c. Uses Cane or Walker D @. Uses Wheeichair f. Chairfast ':.
b. Unsteady O a. waiks Only with 0 —independently O g. Needs Posey Support __
Statf Assistance —Must be Pushed ] h. Bedfast C
9. Communication/Sensory Problems (If YES, describe):
NO YES NO YES
a. Visual/Eyesight C 0O c l.anguageD [}
b. Hearing CC d. Other d
(specify)
10. Allergies (If YES, complete all items):
NO YES ALLERGIN HOW MANIFESTED HOW MANAGED
a. Food oG
b. Medication cC
¢. Other (specity) ac
11. Other Physical Complaints/Problems:
Signature of Person Compieting this Part Title : D‘II'E '
: i '
L 1 L
Month Dy ar
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Appendix B 28c: (154 MED)

Form 154 MED (MH) (12-88) page 3

-

HEALTH

Puciontt’s Nome (Last, First, 8.1)
NURSING ASSESSMENT

Part Il Registered Nurse's Assessment and Patient Summary

A. Consider Informstion From Part | and the Foliowing Information From The Screening/Admission Note, Form 139 MED:
1. Source of Referral 4. Past and Current Peychiatric, vauodlal.
Alcohol/Substance Abuse and ifica:
2. Reasons for Referral Significant History

3. Family Composition and Living Arrangements 5. Use of Medication, Drugs and Other Substances.

B. Priority Patient Needs/Problems To Be Addressed by Nurses During This Hoepitalization (Address any identified problems

from Part I}
1. Special Patient Management Considarations (Risk of harm to self or others) (If YES., describe)
NO YES
a. Elopement Risk OO
b. Suicide Risk g c
c. Assaultive Risk D D
d. Homicide Risk o0

2. Psychiatric/Emotional (Problems Related (o Attitudes, Goals, Adjustments to Hospitalization, Current Life Circumstances)

3. Physical and Functional (Dietary, Ambulation, Medical Diagnosis with Nursing Care Implications): (If YES, describe)

a. Unusual Sleeping NO YES
" Pattern CC
b. Unusual Eatin

Pattern 9 O -
c. Other O

‘4. Educationai/Needs of Patient/Family to Achieve Highest Levei of Self Care Possible:

S. Psychosocial Needs—support system; ethnic/cultural/religious issues:

8. Environmental and/or Equipment Needs:

7. Discharge Planning Needs Raquired for Highest Level of Patient Seif Care Possibie:
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Appendix B 284: (154 MED)

Form 154 MED (MH) (12-88) page & OFFICE OF MENTAL HEALTH

Putiont’s Name (Laet, Fivec, 8.5.}
NURSING ASSESSMENT

Part |l Registered Nurse’s Assessment and Patient Summary (Cont'd.)

C. Patient Capabilities and Limitations to be Considered When Addressing Petient Needs/Probiems and Formuiating Nursing Goals
(Ability to understand/comprehend, degree of patient perticipation, history of independent functioning, etc.):

D. Summary/Formulation of Plan of Care (Record Plan of Care below or in snother place as indicated by Facility Policy):

Signature of Registered Nurse Title

o___4§

ig,-__
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: (99 MED)

Appendix B 29a

ABNORMAL INVOLUNTARY MOVEMENT SCALE h

INSTRUCTIONS'
1 Cuw v b
D Ented e tollowing

ity Procedune (reverse sal

anes
AD-;wv ¢ Descoption of abnotmal of extteme nonmdl movements

nl s educstion ang
g Signature of realing physician and date

iwtory mahing tahings

n and corresponding dosages
Iy lewwd observed in each

RATING SEVERITY RATING
SCALE 0 NONL | - MINIMAL MAY UL EXTREME NORMAL 2 - MILD 3 - MODEHATE 4 - SEVEHE (Circle Below) Oo.a-.u...wm. of abnormal movement or other
t Muscles of Facla) Expression ¢ g . moverients of forehead. eyebiows penorbital area.
raciaLano | chueks, :Hm.._::c lowming, blinking, stihng. gnmacing 1 2 3 4
OHAL ? Lips and Perioral Area & g . puckenng. pouling. smacking 1 2 3 4
|movements
3 Jaw e g . liting, clenching, chewing. mouth opening. lateral movement 1 2 3 4
4 Tongue Rate only increase in movement both inside and outside ol mouth, NOT inability lo
sustaim movement \ 2 3 4
5 Upper (arms, wrists, hands, fingers) Include choreic movemunts, (1 e . rapid, objechively
putposuless, ntegular, spontaneous). athetord movements (1 e . slow, irreqular, complex,
EXTREMITY
serpentine) Do NOT include tremor (1 e . repetitive, regular, rhythnuc) 1 2 3 4
|MovEMENTS
6 Lower (legs, knees, ankles, loes) e g . lateral knee movement foot tapping. heel diopping,
fout squitmng, inversion and eversion of fool 1 2 3 4
TRUNK g
luovements 7 Neck, shoulders, hips e g . rocking. twishing. squitming. pelvic gyrations 1 2 3 4
B8 Severlly ol abnormal movements 1 2 3 4
GLOBAL 9 Incapaclation due to abnormal movemenis 1 2 3 4
JUDGEMENT
10 Palient's awareness of abnormal movements No awareness 0
Rate only patient’s rteport Aware, no distress 1
Aware, mld distress 2
Awate, moderate distret 3
Aware, severe distioss 4
11 Cuntent problems with teeth and/or demures? No 0 Yes 1 Current Psychotherapeutic Medicallon and Dosage:
DENTAL S,
STAIUS 12 Dous patient usually wear dentures? No 0 Yes

Stalus of Patient Education regarding Medication/Newroleptic Therapy: 7o tie campieted by Tieatinyg Bin vican)

Rater Signature and Title and Dale of Examination:

Signatute

Physician Signature:

‘ Date

Tille

Uale
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Appendix B 29b

AIMS EXAMINATION PROCEDURE

Either belore or alter completing the Exanunation Procedure observe the patient unolitrusively, at rest (e g., in waiting room)

The chairto be used in this examination should be a hard, firm one without arms Patients should be asked to remove shoes so that toe movements can more
readily be observed

3.

Ask patient whether there is anything in his/her mouth (i.e , gum, candy, elv ) and it there is, 1o remove it

Ask patient about the current condition of his/her teeth. Ask patient if he/she wears dentures. Do teeth or dentures bother patient
now?

Ask patient whether he/she notices any movements in mouth, face, hands, or teet. If yes, ask t> describe and to what extent they
currently bother patient or interfere with his/her activities.
L

Have patient sitin chair with hands on knees, legs slightly apart, and feet (lat on floor. (Look at entire body for movements while in
this position )

Ask patient to sit with hands hanging unsupported over knees. (Observe hands and other body areas.)
Ask patient to open mouth. (Observe longue at rest within mouth.) Do this twice.
Ask patient to protrude tongue. (Observe abnormalities of tongue movement ) Do this twice.

Ask patient to tap thumb, with each tinger, as rapidly as possible for 10- 15 seconds, separately with right hand, then with left hand.
{Observe facial and leg movements )

Ask patient to stand up (Observe in profile Observe all body areas again, hips included )
Ask patient lo extend both arms outstretched in Iront with palms down (Observe trunk, legs, and mouth )

Have patient walk a lew paces, turn, and walk back o chair (Observe hands and gait ) Do this twice

Alfter conducting the examination, rate abnormal involuntary movements in each of the body araas using the following scale:

0 - none

1 - minimal, may be extrems normal
2 - mild

J - moderate

4 - severe
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Appendix B 30a:

(TPC 512)

294

State . tee =¥
Tece Memy -

INSTRUCTIONS:

e Enter e ‘cliowing.

PSYCHIATRIC ASSESSMENT

e Complete mitun 2 days of acmission
* Upcate qunng the course of lrealment 1o Jocument new :nfarmation whnCh 1S of onNgaIng
importance g reatment

ADMISSION DATA

Date of Admission:

Date of Birth:

Informants/Reliability:

Legal Status:

Religion:

Marital Status:

Ethnicity:

Chiet Compilaint: ./n panent’s own worcs)

HISTORY DATA

History of Present lliness: (/nciude cetails of crisis precipitating admission emphasizing behavior, attempts made (o keep 2atient .0 commumity
anc wny 'rey ‘alled. g 10n-comphance. sutstance abuse. farmiy dystunction. efc.)
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Appendix B 30b: (TPC 512) Liate o few o

o PPC 0D Ren 290 Page T

¥ ze o Mentar meant

PSYCHIATRIC ASSESSMENT

Patient's Name (Last, First. M.1)

HISTORY DATA (Continued)

Past Psychiatric History: (Inciude prior diagnoses/adrmissions with dates, reasons. [reatments. etc.)

Family Psychiatric History:

Educational History: (Iinciude last grade attended, reasons for leaving)

Substance Abuse History: (Include prior treatments)

Work History:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix B 30c:

::...o,o«; T Sem 3G Shze?

(TPC 512)

296

PSYCHIATRIC ASSESSMENT

Pauent’'s Name (Last. First. M.L.)

HISTORY DATA (Conunued)

Summary of Medical History: rInc:ude oresent iinesses and treatments)

Course of Treatment: :For yearty -enewal. update 'c LAST YEARLY Psycmatnic Assessment)

MENTAL STATUS

General Appearance:

Attitude: (Cooperative/Uncooperative/Guarded/AvaidanySeductive, etc.)

Reproduced with permission of the copyright owner.
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Appendix B 304: (TPC 512) S - vew e

EEE £, Fen 33 Fage 2 I G- Tl % i

Patient's Neme (Last. First. M.1)

PSYCHIATRIC ASSESSMENT

| MENTAL STATUS (Continued)

General Behavior: (Describe psychomotor activity dunng examination. e.g. respands (o internal sumul. eye contact. etc.)

Speech:

Rate: (Normal/Slow/Mute/Rapid)

Rhythm: (Normal/Abnormal)

Content: (Aphasic-Receplive/Expressive/Conductive/Paraphasics/Word Salad/Clangs/Echolia. etc.)

Sensaorium (Level of Consciousness): (Fully awake/Normally responsive (o environmenyLethargic/Comatose/Fluctuatng)

Mood: (General Atfective State): (Euthymic/Elated/Euphoric/Dysthymic)

Stability: (Labile/Stabla)

Aftect (immediste Atfective Stats): (Happy/Elated/Laughing, etc.)

Stability: (Labile/Stable)

Congruent to Content/Not:
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Appendix B 30e: (TPC 512)
Form@PC 512 \Rev 49" Page & Oftice of Mera' Hea—
Patient's Name (Last, Fiest, 1)

PSYCHIATRIC ASSESSMENT

MENTAL STATUS {Continued)

Thought Content: (Hallucinations/Delusions/lilusions/Ideas of Reference {Descnbe each in lerms specific to this patient])

Thought Process-Structure: (Logical and Organized/Circumstantial/Tangential/Disorganized [Describe each in terms specific (o this patent])

Rate: (Paucity/Normal/Flight of ideas):

Orientation:
Time: (Season/Year/Month/Day/Next Holiday)
Place: (Type/Exact name)
Person: (Who examiner and others are)
Memory:

Attention: (Immediate Recall) (Digit span/Serial 7’s)

Short Term: (3 obyect/1. 3 5, 10 minutes)

Long Term: (Personal/Non-Personal)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix B 30f: (TPC 512)

299

2mce > Mesa meanm

Patient's Name (Last. First. M.1.)
PSYCHIATRIC ASSESSMENT

MENTAL STATUS (continued)

Inteliectual/Function: (Average/Above/Beiow)
As evigenced by: (Voculabulary/Funa of Knowfedge. elc.)

Ingight: (Include understanding of iliness, consequences of actions)

Judgment:

tmpulse Control: (Describe behavior supporting observation)

Danger Profile: (Suicidal or homicidal ideations, potentials for violence based upon behavior, etc.)
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Appendix B 30g: (TPC 512) Suzie ot New o0

FormTPPC - $12 (Rev 431 Fage 7 Oftce & Mena. ~ea~
Patient’'s Neme (Last, First, ML)

PSYCHIATRIC ASSESSMENT

CASE FORMULATION

PSYCHIATRIC PROBLEMS

MEDICAL PROBLEMS
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Appendix B 30h: (TPC 512)

Patient's Name (Last. First, M.1)

PSYCHIATRIC ASSESSMENT

STRENGTHS

PROGNOSIS

TREATMENT

OTHER COMMENTS

Axig IV - Seventy of Psychosocial Stressors

DSM [II-R DIAGNOSIS ACCORDING TO AXES IV Stressor (s)
Inavcate PRINCIPAL JIAGNOSIS by an "X™ .n the appropnate “O°° (Check onty onel —
1CHECK SITHER AXIS | OR AXIS if — NEVER 3CTH) aeck only ane) 5 — Extrere
Axis | - Clinical Psychiatnic Syndromes and Other Conditions ! = Nore 6 . Catasiroomc
2y Mic 0 _ !naceguate ‘norma-
e (@] 3 ', Mocerate non ar Ag cnange 0
. 4 __ Severe ccneincr
. Descnde Stressor

Axis Il - Personality Specific Deveiopment Disorders -
. . (o] 0 (Check one)
o Precominantly Acute Event
Lj Predominantly Enduning Circumstances

Axis [l - Physical Disarders (ICD-9-CM Codes)

Axis V - Global Assessment of Functioning
(Enter two aigit scores from 01-90)

! Current GAF Score

Tile Date

Physician s ar Psycriatnst s Signature {
I Highest GAF Score for Past Year

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



302

Appendix B 31: (42 MED)

Staie = Pea e

— IwED e 33T Mmee o rterty maa

Por pees 2 Narme Lo e

PSYCHIATRIC ASSESSMENT SUPPLEMENT
Specitic to:
Acquired Immune Deficiency Syndrome (AIDS)
and AIDS Related Complex

Ea ty "=~

Comgptete assessment wnen .adicatec Uogate gunng tne course of treatment 10 document new informaton which 1 of ongong 'mpgrtance (o treatment

INSTRUCTIONS:

Enter tne ‘cligwng b. seif :mage chances anc/or Jishgurement.
©  History ang srientauon of sexual relatonsnips. ¢. concepls of death anc dying
d

2 hstory of 'niravenous sutstance aouse famity ana/or fnends support. acceptance/nonacceptance - 1.se
3 rhistory of contact with blooa/dody tfluids from an inaraguat with AIDS/ARCS a descnpnon of the family s SuODOr anc leve! ot acceptance:
3 Any AIDS spec:ic or apahcadle apnormal physical or japoratory fincings. $ Patent’'s capamihity and willingness 1 comoly with the recommencat.2~s 27 |
3 Any signs/symptoms Of exacersation of Dsychotc. personanty aisoraer or other reating chnicians. (@.g dlooc ang 20Cv Huig precaulions sexua! act » ™ i
asycmatng Sisergers er Senaitons, 10. Psycma(nc ang physical aiIsgroers ¢r Conaitions relevant 1o yngerstanc =g
6 Panent’s basic level ot ungerstancing of the iliness. or Q ®t of the p .
7 Patent s capapiity ang withngness !c geat with the :ssues of counseling and 11 Any special treament issues. '
1esng. 12. The pauent’s strengihs anc cisapi:!es. i
3 Assessmert ot gemal apatny. anxiely. anger cepression fear. elc. due 10 13. Treatment recommengations. anc .
a nonspeciic G1agnasis. Drognosis. anc or therapy. 14 Signature. title, anc cate '
— e ————— -
_ —
—_————

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix B 32a: (145 MED)

Faor= 1455 MED "M 18-8°:

303

OFFICE OF MENTAL ~EALT

SOCIAL ASSESSMENT

INSTRUCTIONS
® Comgiete as s0on as possiole atter admission

® Upaate guring the course Of trearment (G document new 'r1OrMation which 1s of
ongong «mpaortance 1o treatment

® Enter tne tollowing anc. wnen agplicatle 7ame:s} and refationsmip of informant(s) Fac, Nare

Parcars Narte . L070

- e

Nl WG N

1 Patent/Famiy rhstory
A Ch.lghooc Histery

For patients under 8. provige a deveiopmental assessment. which inciudes the tollowing and other relevant eilements describec in terms of
chrongicgical age (1) Developmental MiStQry rorenatal to present). (2) Rate of progress. (3) Developmental muestones. 4 Developmentat
proplems anc ‘S: Crrert age - appropniate gdevelopmental needs inciuding a detailed appraisal of peer and groud retationsnios and activities

8. Subsequent History

(1) Marital/psychosexual. {2) Military. (3) Legal (as approprate)- include the extent to which the
treatment and the urgency Of the legal situation.

1 will influence Ris or her progress in
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Form 145x MED (Mh1(8-81) Appendlx B 32b: (145 MED)

OFFICE OF MENTAL HEALTH

Patient’s Name (Last, First, M.1.)
SOCIAL ASSESSMENT

1 B Subsequent History {(Continued)

C Current Environmental ang Home Situation

(1) Constellation of the tamily ana peer group. current hving situation, and sociat. religious. ethnic. cultural. financial. emotional. and health factors
(inciuaing the use of drugs and aicono!), and (2) Family expectations regarding the length of time and type of treatment required.
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Appendix B 32c: (145 MED)

Form 145z MED (MH)(8-81; STATE OF NEW YORK
OFFICE OF MENTAL MEALT-

T
Patient’s Name (Last, First, M.1.)

SOCIAL ASSESSMENT

T € Current Environmentat ana Home Situation (Continued)

"D Famity/Other ustory 7
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Appendix B 32d: (145 MED)

306

Patient’s Name (Last, First, M.1.)
SOCIAL ASSESSMENT

1 D Famiy Other Fuistory (Continueg)

2. Psycnosocial assessment including patient’s prodtems. strengtns. and i ang tr t aations

Signature Title

Date
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Appendix B 33: (143 MED)
v TR OAET el A ont

OFEICE OF ME*TaL =537~

Patient's Name (Last. First, M.1.)

“C" No. Unit/Ward No.

PSYCHOLOGICAL ASSESSMENT

Facility Name
l

Comp.e®

e assessment wnen incicates Update Gunng the course of reatment to JOCuMEN: new tNIGrMAaNlonN which 1s gt Qngo.rg mportance 1o reatment

INSTRUCTIONS
Ente- 'ne *allgwing

* stcry ot osychotagical probiems and prior etive an e it omch g Dun SoCa"
. as.cnitrerapy 5 Patient's problems. strengins anc cisagointies anc
z Direct ozservations and benavioral apprarsat treatment recommengationrs
3 Resuits ctintellectuarl projective. and personanty tests 6 Signature. utle. ang cate
NQiCate procecures Instruments used)
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Appendix B 34: (TPC)

PSYCHOLOGY DEPARTMENT

PSYCHOLOGICAL ASSESSMENT ]
PSYCHODIAGNOSTIC TESTING 1
NEUROPSYCHOLOGICAL TESTING [ ]
SPANISH-SPEAKING TESTING |

Psychological interviews or testings can be valuable adjuncts to clarification of a
patient's psychodynamics and/or differential diagnosis when these cannot otherwise
be ascertained. In order to expedite your request for psychological services and

to insure provision of the most efficient service to you and your patient, formulate
questions specifically. Please £ill out Form and return to Staff Psychologist who
will forward it for approval to the Unit Supervising Psychologist.

Referring Person: Name of Unit:

Date of Request: Ward #:
Bospital #:

Patient's Name: D;Ee of Admission:

Date of Birth:

Reason for Request: (Include particular areas you wish evaluated - i.e., differ-
ential diagnosis, acting out potential, ego functioning, etc.)

Has the patient been evaluated psychologically previously? Where, when? Are pre-
vious results in the chart?

Provisional Diagnosis:
Does the patient speak English? If not, what language(s) does he speak
Relevant Information: (i.e. Medication, Medical Intercurrent Diagnosis)

Date of
[] approved (To be assigned to): _ Assignment;
(Print Name)
(To be supervised by):
(Print Name)
E:] Disapproved:
Date:

Signature of Unit Supervising Psychologist

Print Name
A REPORT OF THE FINDINGS AND RECOMMENDATIONS WILL APPEAR IN THE MEDICAL CHART
(Rev. 1/13/86)
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Form 14Ts MED .Mk, (8-87"

309

(147x MED)

OFFICE OF MENTAL =EAL T~

Patient's Name (Last. First, M.1.)

Unit/Ward No.

ACTIVITIES ASSESSMENT
“C" No.
INSTRUCTIONS
® Compiete as soon as possiDle atter admission
® Upcate cunng the course of treatment 1¢ aocument new infarmation which s of Fldllty Name

angoing \mportance to treatment

@ Enter the following

1 Current suitls talents aptitudes anc Culturai/recreationai interests

P — —— e —
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(147x MED)

310

Patient's Name (Last, First, M.1.)

ACTIVITIES ASSESSMENT
2 Reievant ufe expenences (Continued)
|
3 Panents protiems strengths motivations. 188 1S. ana tr " gatons
1 Signature Title Date
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Appendix B 36: (TPC)

REHABILITATION SERVICES REFERRAL
PSYCHIATRIC CENTER

NAME — — HOSPITAL =
CLINIC

HOSPITAL UNIT WARD SOC. S. =

DATE OF BIRTH / / SEX _____ ___ DATEOF ADMISSION

CURRENT MEDICATION

SIDE EFFECTS

OTHER MEDICAL PROBLEMS li.e. diabetes, epilepsy, etc.)

WHAT BEHAVIOR DOES CLIENT EXHIBIT WHEN AND IF (SIHE BECOMES UPSET?

ARE DISCHARGE PLANS BEING MADE? IF SO, WHEN? WHERE?

WHO WiLlL PROVIDE FOLLOW-UP TREATMENT UPON DISCHARGE?

EXTENSION
IF OUT-PATIENT: MEDICAID =
TYPE OF RESIDENCE: ADDRESS
TELEPHONE =: IN AN EMERGENCY CALL:
REASON FOR REHAB. REFERRAL
HAS CLIENT BEEN INVOLVED IN AN ACTIVITY PROGRAM?
IF SO, SUBMIT A COMPLETED ACTIVITY THERAPY REPORT.
STAFF MEMBER MAKING REFERRAL EXT.
PRIMARY THERAPIST EXT.

DATE OF REFERRAL

N.B. THE TREATMENT PLAN MUST BE SUBMITTED AS PART OF THIS REFERRAL 28
6/
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Corm 1aBe MES s (8.0 Appendix B 37a: (148x MED)

QFFICE OF MENTAL =EA "~

[ Patient's Name (Last. First, M.1.)

NUTRITIONAL ASSESSMENT

“C” No. Unit/Ward No.
INSTRUCTIONS

® Complete acarging 1c Shysician s arger ‘A autntionat assessment s ordered for
any patient gn a macitieg aiet )

Facility Name
® Update cunng the course of freatment 1S 0O UMENT rew INTOrmMancn which 1s of

ongeoINg :MpPoriance t3 treatment

® Enter tne talicwing

1 Tiet sigmticant .nformanhon as appropniale regarding
a medaicai 2:agnoses

 mecicangns

€ tab vaiue

¢ vitamins Q04 supplements

e panents nutnticnas history

g panents 1000 preterences and haois

h panents allergies

¢ pauent s abibity 10 purcnase tooc
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Appendix B 37b: (148x MED)

Fgr *38¢ WEC M 881

313

OFFICE CF ME®, "2 —E3_

NUTRITIONAL ASSESSMENT

Patient's Name (Last. First. M.1.)

. Jtrer reigyant cAlCTmMance oM patient ‘am.y ~ursing statt ang others

————

I Corrent Set mC'LCIng SAIINC ANE Nutrient cantent

Name Q* Crescrioitg Sresisan

3 Patents prociems strengins anc C:saprihes ang treatment recommendansans

Signature

Titte

Date
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Form 146s MEDC «Mbe. 1 d.82,

314

(146x MED)

STATE OF NEw YCRK
OFFICE OF MENTAL =EALT»

f Patient's Name (Last, First, M.1.)
f
: VOCATIONAL ASSESSMENT
“C” No. Uni/Ward No.
INSTRUCTIONS
® Compiete assessment when indicated
® Upodate gunng the course of treatment to document new INformaton which s of Fecility Name
ongoing importance to treatment
@ Enter the lollowing
1 Vocational history ,
'
i
i
_ _ _— —_— — JU— - — - - - _— —— - - _‘
t .
! .
i
-
i
R e e e - — — . — -
[
|
- —————— . —— — _ . = — - —
i
|
- - —- - - e e —— —— R — e ————
i
2 Ecucauagnal histury including academic ang vocahionat training
i — ——— —————— e — - — - - ———— -
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Appendix B 38b: (146x MED)

cgrm 46 MET Meerg.ge
QFFICE OF MENTAL ~EaLT=

Patient's Name (Last, First, M.1.)
VOCATIONAL ASSESSMENT

3. Description: of the patient s past experiences wilh. ang attitudes tOwarc. work. present motivations ar areas of interest. and POsSiDIknies 1cr tuture i
ecucation fraining. ana employment |

< Panents grociems strengins ang Cisamihihies arg 'reatment recommenganons ;
i

5 Signature | Tutie | Date
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Appendix B 39a:

EDUCATIONAL ASSESSMENT

INSTRUCTIONS

Compiete sssessment within thirty days of agmission for inpatients under 21 years of
age. who do not have a igh schoot aiptioma equivaiency. ana otherwise when in-
aicatec Update dunng course of treatment to document new information which 1s of
angoing impaortance to the patient’s academic status

316

(157x MED)

Patient's Name (Last, First, M.1.)

“C” No. UniyWard No.

Faciilty Name

iogical age. sex ana spec:al hancicaps
a. Scnool history
{1} Schoots attended and reiatec ecucational services proviged. including dates.

1 After reviewing the results of any assessments. tests. reports ana other informaton obtained from the sSChool/other saurces. integrate ang enter reievant =
tormation regarding the toliowing to the degree necessary to descnbe the patient’'s academic RISIOry NG Status in relation 10 deveiopmental level. cnrono-

{2) Placement (grace and program type). patiern of artengance. progress (instr

ang tur { leveis) and relations with peers and teachers

o Tests ang achievement leveis (as

(2) Mastery. present level of achievement 1n suject areas.
{3) Inteiigence and cognitive factors.

(1) Testing instruments utilized anc moaitications. it any. 1n stancard testing procecures requrireg for the patient:
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(157x MED)

317

EDUCATIONAL ASSESSMENT

Patient's Name (Last, First, M.L.)

¢ Present motivations anag attituges towara school.

t1) History.

4 Vocatonal training anc previous work histary (If under 21. complete as appropnate.)

2) Attituges. motivations. interests and future possibilities.

). ana enter r.

2 Descnioe the patient's probiems. strengths and disabiliies (include considerat:on of relevant information regarding motor ang perceptual functioning
verbal ang written expressive ana receptive functioning and ADL skills/:
of the ecucanon program. iIncluding adaptive devices and special equipment required by the patient to participate

'agatons regarding the acagemic components

Signature

Title

Date
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Appendix B 40: (149 MED)

Fgre "3G MED We  §.8°

318

STATE CF NEN YI=a

QFFICE OF MENTAL —£2 "=

Patient's Name (Last. First. M.1.)

“Unit/Ward No.

ASSESSMENT/ASSESSMENT CONTINUATION SHEET [~C"No.

Facility Name

Type of Assessment

| JE . - _ —

i - - —
i ————— - - R,

I

| —_

!

———— e m e o —_— i

- ——— — e _ - -7____;
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Appendix B 41la:

(150 MED)

31¢

COMPREHENSIVE TREATMENT PLAN

Patient's Name (Last, First, M.1.}

(Discharge Plan) ~C~ No. UniUWara No.
Part |
Date Preparec 'Next Review Date Primary Therapist Facility Name

INSTRUCTIONS

aew formanc- Jctaregs
Frecare F3rns o

n

| ' Begin preparanor ot Part t ot Comprenensive Treatment Plan as soon
as 'tormatcn on Sischarge pianming s available Upcate whenever

" gt tne Camprenensive Treatment Plan within
© 7 3avs ' acrussior tg ar (npanent cay ireatment conunuing
rrearment Jr €3, raiMing Drogram ang withun 11 visits or 90 cays
wriche.er aCCurs st o aCMission 1o a Ciiric grogram

3 Enter revisions/additions to Part | as appropriate Date anc sign na~e
ang nite tor eacn revision-acaition ngicate tne ranionaie 'Cr the re, s.cn
adgaion in the Progress Notes or Perigaic Treatment Pian Review

4 The pnysician signs or countersigns ‘o- the entire Treatment Plan .Sans .

11, 1) at the ena ot Part ti (Treatmen: Team Conterence Note:

A PARTICIPATION IN TREATMENT PLAN
® Rauenr parncicatec in pregaration of this plan on /. —
® Farmuy or sigmf:can: otnerts) participated in tne preparanon of this pian on . J.

Enter name(s) snd retstionship to patient.

@ Descrine reascrs's' *0° nonparhcipation and attempts 10 otta.n parucipation of patent. famity or sigmificant ctherts)

B ENTER NAMES ANC TITLES OF STAFF WHO PARTICIPATED IN PREPARATION OF TREATMENT PLAN

C TENTATIVE RELEASE-DISCHARGE DATE (Revise as appropniate.)

D RELEASE DISCHARGE CRITERiA

Goat Nes

1 Descnibe changes n the patient's d .
from tne facility or program Inaicate goals. descnbec in Part 1f

orf

of thus Pian. which relate 1o these changes

3NING which must occur in order for the natient 10 be released/dischargec
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Appendix B 41b:

(150 MED)
Patient's Name (Last. First. M.1.)
COMPREHENSIVE TREATMENT PLAN
{Discharge Plan)
Part |

320

2 Service Neeas Descripenncicate ne tallowing

a Patient s expectec neegrs' on release cischarge n eacn of the tollowing areas

Living Arrangements

3 Inaivigual ang/or agency who will be respcnsipie for each need
after release. aiscnarge (Enter as they are :gentihec )
Tertative pians 1c meet neeas ‘Enter specific arangements as they are magde ). and

Heaith ttnCluQiIng Mmegicat.c~ anc Siety

Psycmatne {inctuging meaication:
|

vocavanal Traimrg Ecucar.cr

S0cial (Including tersure achvilies)

Famiiy-Other Sugpcnt

Sest-Care

Transportaticn

Other-Specity

PAGE
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Appendix B 42a:

321

(150A MED)

COMPREHENSIVE TREATMENT PLAN
(Goal Plan)
Part ll

Prepare a separate Goal Pian for tor each goat

INSTRUCTIONS
Enter the faliowing

1 The benhaviar. congition or situation requiring acton the
gegree tC whicr « interferes with funclioning, ane
Circumstances unaer which 1t 1S observed

3. For each objective
&. 1D letter:
b Descrniption of abjective
c Date estabusned.
a Target date 'Date objective s expecies I Ce a'taneq!
e Treatment method(s) anc retatec nfarmauan
4 Revisions/adaitions 10 the GCa! ODieChver's, ana ~ethacts

2 Numoer anc Jescriotion of the goat (gesireq change)
[ 5. Signature. titie. ana date ‘or eacn ercry

Current Patient 8 or/Condition/St Req g Goal (D deg 10 which it interferes with ¢ g: cl under whick it s
obeerved: and reisted streng which may de used o sddress it.)
!
'
Goal 1 NG
- —— Date-Coae
| Anainea (a.
| Cancetiea 1C
Reviesd (R
|
1 - e e e
10 | objective(s) Oate | Target Date/Code Method(s) (Therapy/Statt Action)
H Established| Date Attained(A) indicate expectec start date: duration:
¢ T Cancelied (C) frequency; iocation, if oft unit; snd
‘ ; Revised (R) responsibie person(s).
| r
i
1

- - 4 - [ —— e e
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Appendix B 42b:

322

(150A MED)

Patient’s Name (Last, First, M.1.)
COMPREHENSIVE TREATMENT PLAN
Part 1l

10 | Objective(s) Coruruec) Date Target Oaste/Code Methodis) (Therapy/Statt Action)
Lo Established Oate Attained (A) Indicate expected start date; duration:
E Cancelied (C) frequency; location. if off unit: and
; l Revised (R) responsible person(s).

{
£
R

PAGE
- ———d —— — |- —t — e e e e e
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(150B MED)
STATE OF NEwW YORK

OFFICE OF MENTAL ~EALTr

Appendix B 43:

Patient’'s Name (Last. First. M.1.)

Sarm 1508 MEC Mm- 2-81
! “c~No. UnitWard Ne.
COMPREHENSIVE TREATMENT PLAN
(Treatment Team Conference Note)
P 1l P o -
art i Facility Name
i
INSTRUCTIONS
Document the treatment team s rationale tor the Treatment Plan
3 Prysician signs or countersigns ‘or the entire Treatment Plan (Parts | 11 1} at the eng of tris Note
I
| — e _
]
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Appendix B 44:

324

(151 MED)

PERIODIC TREATMENT PLAN REVIEW

Date Prepared Next Review Date {Primary Therapist

INSTRUCTIONS

1 Review the Comprenensive Treatment Plan as foliows:
(a) Inpatient. cay treatment. continuIiNg treatment Gr day traning
programs
— Witmin 40 cays a''er acmission to program
— At ieast every 60 cays tor remainger of first year, and
— Al least every 90 Cays atter the first year
B: Clnic treatment program
— Everv 3 mgnihs atter formulation of the Comprenensive Treat-
me~t F1an or avery 20 visits wrichever accurs hrst. for the
tirst year ana
— Every 6 montr.s or every 20 v1SitS. whuchever sccurs hirst
after *ne f.rs: ,ear

2. Enter the following:

(a) Patient's grogress and current status in meeting the goals ang
objectives of his/her treatment plan (Enter the goal numbers ana
objective latters next to corresponaing informaon j.

(b) New prodlems. strengths, and disabilities.

(c) EHforts made 10 address expected needs or relesse discharge

(d) Aatonaie for continuation Of OF reviSICNS. aadINONS 10 Goals
objectives. ime frames treaiment metnods and/Cr release-discnarge
plans ind:catec Bv the patiert's progress. new infcrmation (Erter
revisiors;agaimons to Part t or i of the Comrprenensive Treatment
Pian as ingicatea )

3 Physician signs or countersigns at the ena of the Review

|
f

A PARTICIPATION IN TREATMENT PLAN REVIEW

®  Panent parncigatec N review of TS pran on J .

®  Famity or sigrrhcant otheris) particicated :n review of this plan on

Enter namaets} ang reIaNCASNG 10 Datient

[ ] Descnibe reasons(s) 10r ngnpartic.pahion ang (-] par

of patient. famiy or significant other(s)

B8 ENTER NAMES AND TITLES OF STAFF WHO PARTICIPATED IN REVIEW OF TREATMENT PLAN
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Appendix B 45a: (TPC-PCMR)

PATIENT CARE MONITORING CONSULTATION

325

PART | - ADMINISTRATIVE DATA DATE:

UNIT/DESARTMENT: STAFF ATTENDANCE:

CHIES OF SERVICE/DEPARTMENT HEAD/DESIGNEE: TITLE
TITLE TITLE

CONSULTANT [S): TITLE
TITLE TITLE
TITLE TITLE
TITLE TITLE

PATIENT: TITLE
PATIENT'S

CONSECUTIVE 4: UNIT/WARD: TITLE

DART 11 - CURRENT PROSLEM AND OURATION:

PART 11} - RATIONALE FOR CASE REVIEW:

PART Y - BRIEF HISTORY aAND COURSE IN HOSPITAL: f1nclude complaint on admissio=.

subsecuert orobiems, summary of course Of past treatment provicec, S-23a27l

condition ang treatment).
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Appendix B 4Sb: (TPC-PCMR)
PART 1V - BREIF HISTORY AND COURSE IN HOSPITAL: (Continued)

3ART J - CONSULTANT (S) RECCMHENDATION (S)

PART VI - CIMMENTS 8v yN|T CHIEF: (Include provisions for supervision of
foilow-u> zomsuitant (s) recommendation (s), if followed, arZ,
reascn for not doing so).

st
if

326

af® anc
ne

Al
.

CONSULTANT (S) SIGNATURE:

TITLE

TITLE

TiITLE
ooy to: CHIEF QOFf SEAVICE/DEPARTMENT &221) 3:2°
Clinical Director
Asst. Director-Quality Assuyrance TITLE

Treatment Team Leacer
Jnit Chief/ OPD Coordinator (If appropriate)
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Appendix B 46: (TPC 52)

Variean Ty name (LY, Clen~y ™,
- .

WeC-52 (8-38) Rev.

— 3y CIITS 74—~ o~ 14

MEDICAL SUMMARY SHEET

Bacitivmy Noeme

8lood anc Sody Fluid Precautions: Yes /7 No /7

Major Mediczal Diagnoses/Unrasclved Problems:

1. q.
2. ‘ 5.
3. 6.

Maior 2svchiatzic Diacnoses:

Siznisicant 2ast Medizal/Surgisal History:

Dazte of Last Tetanus 3coster:

7
Date and Resul= of rast Tuberculia Test:

Qther Sisnifizan: Medical Informatian:

Signacure Dacze
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328

Patient s Name L33t Firgt M.

PHYSICAL EXAMINATION AND ASSESSMENT

Purpose —_ —_

= Admssicn  __ Annuat __ Discharge C omer
— Reagmission ___ Transter __ Conditionai Release Specty 1
Source of History: Estimate of Exam Date

Reiiatility/Accuracy: ’ |

Mo. Oay Yr Feciiity Name

Jare ot Bire

Umuwarg g

as possible. If it cannot be obtained. describe reason)
A. Chief Compiaints

I. Comprehensive Patient History (Any information not available at the time history 1s iaken should be obtained as soon

8. History of Present lliness

C. Past Medicai History /incluge SEXUAL HISTORY. sigmificant pnysical problems. previous surgery and NospHanzanons)

O. Family Medical History

E. immunmzation History

F. Diet (Spec:at or other)

G. Current Prescnded Medications

H. Substance Use/Abuse (/Include mistoryicurrent use of alcohol. drugs. tobacco and caffeine)

I. Allergies
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329

PHYSICAL EXAMINATION
AND ASSESSMENT

Patient's Neme (Last, Firet, M.1)

i. Comprehensive Patient History /Continued)

J. Review of Systems (For each system below. ingicate past and currant health problems, relevant symplomatology ana cther chronc
complamnts. For perunent fingings check “YES'® box and descnbe mn space below: :f there are none. heck

“NO'" box.}
YES NO VES NO
— — _ —_—
', Heac. Eyes. Ears. Nose. Mouth. Throat " — 7. Musculoskeletal System anc Connective Tissue . =
ang Neck = — 8 Nervous System and Sense Organs '= —
2. Respiratory System = = 9. Endocnne, Nutntional, Metabalic ana Immune —
3. Circulatory System - - Systems — —_
4. Digestve System _:_ L 10. Blood and Blood Forming Organs (give dlood — —_
5. Skin and Subcutaneous Tissue i —_ ‘SVP‘ u ""Wg‘) - — —_
D 11. Symptoms, Signs and Other il gefined conai- — —_
§. Genito-unnary System = — tions, including speech :mpediments. weignt
loss, fatigue, swoilen gianas
Signature of Person Completing Form if Other than Print Name Signed Title Date Signed
Examining Physician ' \ ]
! !
Mo Oay Ye
Signature of Physician Print Name Signed Title Oate Signed
! !
Mo | Oay ve
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Appendix B 47c: (34 MED)
Putient’s Name (Last, First, M.1.) “C” No.
PHYSICAL EXAMINATION
AND ASSESSMENT
il. Physical Examination
Color ot Hair Color of Eyes Ethnicity/Race Heght Weignt
Vital Signs: Temperature Pulse Respiraton Blood Pressure
A. General Description
B. Skin and Subcutaneous Tissue (Color, Turgor, Elasticity)
Skin: Hair:
Naiis-

C. Lymph Nodes

D. Head

E. Eyes (Control, Sclera, Conjunctiva, Pupils, Funduscopic Exam)

Vision:
without glasses with glasses

Glaucoma Test: [ Ordered [ Done [ NA PL20/___ leh20____ RL20/__ lan20i____

F. Ears (Configuraticn, Pinnae, Canals, Tympanic Membranes)

Heanng:

« Rignht Left

G. Nose

H. Mouth and Pharynx (Teeth, Tongue. Gums, Pharynx)

I. Neck

J. Respimatory System
Chest:

Lungs:

K. Circulatory System (Heart, Arterial Circulation, Venous Circulation)

L. Abdomen/G.. Tract (Organs, Masses, Sounds, Tendemess)

Rectal Examination:
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Appendix B 474: (34 MED)
’ Patient's Name (Last, Flrst, ML) € NG,
PHYSICAL EXAMINATION
AND ASSESSMENT
M. Genito-urinary System (Gemito reproductive)
Gennana. Breasts.
Gynecciogic
N. Musculoskeletal System and Connective Tissue
Extrremities
0. Nervous System
* Mental Status
2. Craniar Nerves
+ Oitacwory vV  Tngeminal IX.X. S g
1. Qpuc M anon Phonation
Feics Faciai Sensaton Gag Rettex
Vil. Facal: Xi. Spinal Accessory
m.. v v Trapezius
Pupns VI, Acoustic
Heanng: Sternoc: asicic
Nystagmus ’
Extraocular movements Equ.librum: X
Il Hypog
3 Sensancr
pain anc ‘smperature
viDranc™ anc 20snon
toucn
3 Reflexes !ncicate J o 4 (0-Agsent. '-Sluggisn. 2-Active, 3-Very Active. 4-Exaggerated to Clonus)
L L IS
Siceps. Bracrioragans: Achilies
Tnceps: Pateilar Prantar

€ Moator Functioming
Muscte strergtn
Muscte 'one
Fascicutaticn

Atropny

Gait and station
Coordination:

Involuntary movements.

P. Endocnine. Nutritional, Metabolic and Immune Systems (Stature. Development, Endocnne Abnormaiities)

Q. Other Signs and lli-Defined Conditions, Inclu

ding Speech Impediments:
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(34 MED)

332

PHYSICAL EXAMINATION
AND ASSESSMENT

Patient's Name (Last. First. W.I)

ili. Summary of Findings — /mual Aecommendations and Tests Oraered: Enter all physical cisoraersconaitions :n Frcolem
List. item V. page 6.

Speecn/Heanng Sxaminaton Incicated

Compranensive Eve Sxaminanon ircicatec

Comprenansive Gynecsiogic Examination ingicated

Otner - Specty
Other - Specity Othar - Specity
Signature of Person Compieting Form If Other Print Name Signed Titte Date Signec
than Examining Physician
o Zav | o
Signature of Phys:cian Print Name Signed Title Oets swl
Yo | 3121 1 ve

IV. Physical Assessment and Final Recommendstions

. Cons:ger raports of perinaent labaratory and other t@sts/consunarons.

including Aims evaluation: addiional nformation from others

Signature of Examining Physician

Print Name Signed

Titie
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(34 MED)

333

PHYSICAL EXAMINATION FRent ams ot e M e
AND ASSESSMENT
V. Probiem List
Date !dentifled Initiais Physical Disorder/Condition Date Resolved Initials
Mo. !Dayi yr. Mo.lDlyI .
| b
I |
b P
L | 1
[ P
| P
. |
P L1
| i1
P ||
L ||
P | |
oo ||
P |
. | |
L 1 1
P |1
P [
[ [
o [
P ||
P | |
|| | |
[ |
. [ |
L [ |
[ | |
[ | 1 1
Name and Title initlals Name and Titie Inttials Name and Title Initials
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Appendix B 48a: (TPC 11)

Tec 1L (9/90)

PHYSICAL EXAM & ASSESSMENT PT NAME
ADDENDUM

Consec #
TNSTRUCTIONS: Cirzle the appr=apriata responses. Descrite anvy
abnermalitias in cthe spac2 provided.

- Ay = mwnm
- -rﬁ-:-‘lv&'-RY

Patiant was abla to smell zoffae or tobaczo {cirzcl
onal with each acstril separactely. 7

Iz 2PTZC
Tield of vision: zer=al by the "Confrontation Test”

(each eya is tested) yes. ns
Fundescopy: using ophtlialaoscope
a- discs are sharp and flat yes/n2
b~ no exudates yes,/ o
c- vessels are ncraal yes/no

IZZ.I7.VI

Pumils: Equally round and reaczive o light and

accommodation. yes/nc
NysTagmus: absent/presenc

Extraocular movements: abia to follcw finger in
all six direczions. yes/nc

Vv TRIGEMINAL
Mastication: Pt. is able to 2ake chewing movement
ard open mouth against resistance

yes/zc
Facial Sensation: intacc to pinprick and touch
with gauze. yes/ao
VII FACIAL - .
Full range of expression (in repose, frowning, eye
clcsing, eyebrow elevation, showing teeth) yes/no
VIII ACOUSTIC
Hearing: able to identify whispered words yes/n2
EqQuilibrium: Romberg's sign absent/presant
past pointing absent/presant
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Appendix B 48b: (TPC 11)

- 2X.X

Swallzwing: swallows watar without difficulsy 72s. s

laryrngeal contours rise with swallcwing
yas.,/nz
Proratisn: hoarseness absant/presan:
inspiracory stridor absen:/prasanc

Gag reflex: intact by touching =ha back of

the thrcat with a toague bHlade yes/no

XZ SPINAL ACCISSORY
Trapezius: Strength normal (shoulders raised
verses resistance) yes,/ac
Sternccleidomastoid: Strength normal (chin
brought back te midline

against resistance) yes/ac
XIZ HIZ2GLCSSAL
Tongue is midline with proctrusion yes/ns
FTasciculaticn absent/present
Strength normal (tongue versas cheek with
outside hand resistance) 7es.’ nc
Addicticnal Comrments:
Physician Nanme Date
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Appendix B 49: (36A MED)
!:N W {Name oi"ZquI‘i:y}

4 GYNECOLOGICAL CHART

L)

|
|

Name ward @ Date of Examination: m
Age: 4_? Civil Cond.: No. Children: §L

No. miscarriages:  / Causes: W’,’y_ (2t ob)

Duration of pregnancies when interrupted: / “Fn o
Character of labors: 4 Z,
Age at which menstruation began: Unusual symptoms during early menstruc!

/{ Ll lrpp . e

Frequency s o ( S At A/‘/-—t»-\ <,
Durction 7 Z7 [

[ Slight:
Quanti i Moderate:
Character of ty Petn
{ Before Menstruation:

During Menstruation: ) )7 P P

After Menstruation:

Menstruation: Pain

Change since mental trouble ~77.¢,

Date of last menstruation:

Menopause: a et Z )1 172-¢ Age at cessation:

OPERATIONS: Character and dates:
,%M

History of Leucorrhoea: of Backache: d%_ep(
CMrem e Va;.. "lgS
Constipation: JZ Con ( of Headache: %,d

4(407}{;11 ) e v s phceslCed MWYK . T Lre
' g Pd"'Z Pho s bat 2’-“47&—:6( erdr et g~ by .
Ao AKSe  Tpmeed gobo cfptnic Hedile @ besst~ (7,
REMARKS: ”
ﬁ /
7-—31-)‘1/
& FiCY
lz/‘//g '
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337

FORM 9 »mED. .MH) (4.73) Patient’s Name:

‘ Stare of New Yark

Date of Birth:

OFF1 o] A
CE OF WENTAL HEALTH Building, Ward, Uit

IMMUNIZATION RECORD

Consecurive Number:

Faciiity Name:

ROUTI!NE IMMUNIZATION SCHEDULE

(If immunizations not administered at focility enter history of immunizations)

r - 1 [ M
AGE 2M0. 1 4mMO. 6 MO. 15 MO. 18 MO. ! 4-5Yrs.| 1416 Yes.|  Td - grve- = 3¢
: : 14=16 Yrs. ane

np . ! ! | ! every 10 Yox.

! o] Szl ' " t *hereafte-
rat Z:lo ¢-cus | ‘ 1 H (aguit type ..

= |
i Megs.es ;
' Rubeiis | |

Mumos ] !

IMMUNIZATION SCHEDULE FOR PERSONS NOT IMMUNIZED IN INFANCY
<SET I MCLIY, | ‘NITIAL iMMUN, 2 MO. AFTER INITIAL 4 MO. AFTER INITIAL 18 MO. AFTER 'NITIAL

P~ '

P~

Meos e3 ;
~Murss .
. Rube.a I

T [ e A5

. ~ e NECESSARY
X AGES ¢ LA CVES INITIAL iMMUN. 2 MO. AFTER INITIAL | 14 MO. AFTER INITIAL ***EVERY 10 Yes. ; COR NJ_R™
! Td - Aagle
I QPY Palc) °° i |
H - T

Meciies i

Mymes

Rube:la

* 'f on gdverse recction occurs afteruseof OPT, use an altered dose of DPT or Td for further :mmunization.

°* Not routinely recommended for those over age 18,
*** Td continyea zn other side.

Additronal Nore: See other side.

REACTIONS

DATE ! IMMUNIZATION

COMMENTS

qr_ -*
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Appendix B 50b: (9 MED)

Td T4 PPD SKIN TEST
qe = 10 YRS. PRN FOR INJURY DATE RESULT
‘
: INFLUENZ & OTHER
‘r DATE } TYPE DATE TYPE
{
{
{
NOTE:

1. A delay between scheduled doses does not interfere with final immunity regardiess of interval elapsed. Simply
pick up the schedule where it left off.

2. Live virus should not be used: 1) in patients with immuno deficiencies, 2) those on immunosuppressive drugs,
3) those with moderate to severe febrile illness, 4) if immune serum globulin was administered in the past six
weeks, 5) any other altered immune state.

3. Persons with a clear history of naturc| measles, mumps or rubelia need not be immunized. If history is unclear
immunization may be carried out without enhanced risk.

4. Rubelle vaccine should be given before puberty. It should be given selectively to adolescents and women of
child bearing age; they should be tested for the presence or absence of rubella antibody and only those who are
susceptible, not pregnant and able to avoid pregnancy for two months should be vaccinated.
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Appendix B 51: (TPC 53)
VEIGHT CHART
NAME: CONSECUTIVE NUMBER:
WARD:
HEIGHT: FT. IN. WEIGHT ON ADMISSION: LBS.
IDEAL WEIGHT RANGE: / LBS.
(Requtred for Special Miets culp)
META SIGRTURE R.N./IPN SIGRTURE M.D.
DATE | WVEIGHT (First Initial, Last Name) (First Initial, Last Name) Initials

POLICY: ALL PATIENTS ARE TO BE WEIGHED ON ADMISSION AND MONTHLY THEREAFTER UNLESS MORE FREQUENT
MEASUREMENTS ARE ORDERED BY A PHYSICIAN.
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Appendix B 52: (NSG 2)

DEPARTMENT OF NURSING

MONTELY BLOOD PRESSURE

VARD: PATIENT'S NAME:

CONSECUTIVE NUMBER:

BLOOD MHTA SIGNATURE RN/LPN SIGNATURE
DATE PRESSURE (First Initial, Last Name) (First Initial, Last Name)

|
]

—I; - ——
NOTE: This form should be used to record routine monthly BP's only. When
additional blood pressure measurements are ordered by the physician,
they should be recorded on the 223 Med. Revised: 4/16/91
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State of New York

OFFICE OF MENTAL HEALT»

WARD

(26 MED)

CLINICAL CHART

Appendix B 53

i
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o “ seasfasesloscafocacfos i e [ KRR K
w v — IO DU P SO NS do 4 -}
[ » o o sess|esssfssse N B EEXT XX XYY ETTI XX atad Riadd
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o (- “ vese|seca]oceclocael o0 PPRN PRUSY 1 P94 PRONN s PPN EXTRS REXTY EXEEY LT
] U PO T PP O | XD T O ) I e EEEER KRS Daiid Rbdad ihatd hildd
w — e e ——f— —_ P S
” o - IO EOEEXTIREE RS KRN 0 S RAAAd RAadd REER] SESA] RAAES SASAd Didie
oy - -—— - -
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wv -
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FORM 26 MED. (MH] (4-78)

NAME
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Appendix B 54: (TPC-126)

CISSETIC CONTROL RECSRD
(File in patients histciy when completead)

Eospital Mo.

342

Identification No.

Datel Fcuss

acetone

Kird & amt of Insulin Given

Explovee's
Sicnacure

§ |8

Fis
ey
2]

i

~t

11l an

4 em

7 mnn

Date:

Reguested 37: _
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: (216 MED)

Appendix B 55

FORM 218 MED (M) (3-78}

Name

St A New York

OFFICE OF MENTAL HEALTH

SEIZURE CHART

Identification No.

G-G

illzed (Grand Mal)

A — Absence (Pellt Ma))

P — (Peychic, Jachsonian, eic.)

Year

10

7

12

13

Number of Seizures

1415 _m..ﬁ._nq

19

2l

24

25

K]

Total

JAN.

FEB.

APR.

JUNE

juLy

AUG.

SEPT.

§

NOV.

DEC.

12 912 Oz U2 Uiz oz U2 Oz Uz oijz oz olz o

.............................
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LIVER R2

Appendix B 56:

(82 MED)

344

'.m 82 Med. (MM) Lansratery Reports (8:78)

OFFICE OF MENTAL MEALTH l

Leboratories of

Srere of New York

Family Name

First Name

‘ Case No.

J Rard

HYPERT {IDNEY. R2—l CARDIAC., ART SC., CVA R2 —

pe Bii.rubin. Totsi

EXPL.:

NUMBER OF TUBES NEEDED AND COLOR OF TUBE TOP

Calcium
8.6-:C¢mg %

Phospnorous
3.0-4.5mg %

Glucose
0 -0 mg %

BUN
8 -0mg %

R2, red top 2 tubes: L - lavender: B - blue: GR - Grav top tubes

Scziur
138 - 143 meq. =

Patesmium
33 -5 meg.. L

Chicnae
36 - 103 meq. L

Co:

23-30 mes.

Cne Aac
25.-"mg% o\
2.5-5.5mg % «F

Limuz
0-i.5meg. =

03-1mg %

Acic Phos.

Bilirubin. Direct
0.1 -0.4mg. %

Amviase
60 - 40 U, 10T ~

Hemogiotin

Choleaterol
150 - 250 mg %

Protein
6.5-7 ¢m. %

Glozuiin
23-15¢m %

Albumia
42-54¢m. %

13.3-8¢m ™ M

1208 ¢gm =~ T
HCT.
40 - 33% \

8.4 F
x8C.
5.000 - 10.592 =
RBC.

4.5+ 3mi. cu =m

Sec. Rate

GOT
9-36LC.mi

varnes accorzing
tc metnodology
Alz. Phoa.

9-351.U. 100 m!

¢{Pasts 3rd report tere and succeeding ones on above lLiness

2.0 W=z T
$-0F mm
Re:. zuiscvies

3.3 - 1.3%
CBC 4 Inz:ices

1cv .
30 - 902

t{Pasxte 2nd repert ca this line)

[MCH
20 - 2T sugm

SGPT

0-35C. .
Glucose

*0-1i10 mg %
8L~

10 - 20 me, %
Cholesteroi

156 - 250 mg %
SGOT

9-35 U.. 106 =
LOH

200 - 500 U. mi®
CPK

s-1TLL.L 100w
Trglycendes

30 - 200 mg: &
Cresunine

0.7 - l.3mg/ %
Crnic Acid

3.5-7.0mg % (M)
2.5-5.5mg. & (F)F

BUN
10-20 mg. %

Protein. Totel
6.5-7 mg. %

Albumin
4.2-54 ¢gm/ %

(Paste 1lst report cn thls line)

ATTACH ALL REPORTS ON THIS PAGE. THE FIRST
REPORT IS ATTACHED AT THE BOTTOM LINE OF
TRIS SHEET AND OTHERS ABOVE THIS. LOOSE
REPORTS ARE OFTEN LOET*

1CHC

33-138%
erum Fe.

15 - 335 ug <
ER 1.B.C.

28C -390 e "
=12 (serum:

2330 - 1033 ag =
olie Acic

T .20 g m
PTT

35 - 35 sec.

rothromoin
11 .14 sec.
leeding Tume
1l -6 mn.
3 Uptsxe
25 - 35%
3 Uptake

Proten
13- 45 me

Chlonge
i18 - 132 meq. L

Discose
35- "3 me

Celis
3«8 cumm.

Potassium
3.5 -5 meq-L

ALL VALUES MAY VARY ACCORDING TO METHODOLOGY AND LABORATORY STANDARDS.
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Appendix B 57: (82.13 MED)

345

State of New vora
Oftrce ot Memas ~eann

RADIOLOGY REQUEST

RADIOLOGY SERVICE

Medicare FOR X-RAY REQUESTS: ___

Medicaid #

Other e PREVIOUS X-RAY

—
. STRETCHER  L_: AMBULATORY  __ CHAIR
« MAY DRESSING 8E REMOVED?

! Yes

! Yes L No

D No E Un<ngwn

DIAGNOSIS

EXAMINATION REQUESTED OR REASON FOR REFERRAL:

AGE SEX ;

PERTINENT CLINICAL HISTORY. Clinicat Findings. Operations, Site of Injury/Lasion, Duration of Symptoms. etc.

PHYSICIAN'S SIGNATURE

Aequest Date — AQm

Requested Response Date

REPORT

{ Film No.

|
{

; Oate of X-Ray

| RADIOLOGIST'S NAME. TITLE. AND SIGNATURF

DATE OF REPORT

RADIOLOGY REQUEST

Patient’'s Name (Last, First, M.L)

“C" No.
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Appendix B 58: (36 MED)
Panent s Name Last Frs1 ¥ C Ne
CONSULTATION REQUEST
Ses Sate Tt Bt H
Facinty Name U e NS
Consulting Service Diagnosis(es) Medicare #
Medicad
Other
Age | Sex

PERTINENT CLINICAL HISTORY AND REASON FOR REFERRAL

Physician's Signature

uest Date

' Adm |Date Response Requested !
L Stat

REPORT (Findings. D

USE BACK OF FORM IF NECESSARY

Consultant’'s Signature and Title

Date of Report

CONSULTATION REQUEST

Patient's Last Name

*C" No.
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Appendix B 59: (122 MED)

3tate ¢° tien vOre —_—
FMENTAL REALTr *C77 No. punit waras Ne.

muy
[}

oFF ¢

- DENTAL CHART M ‘M
1 4
Facility Name .
s |

;;—;usf | PERMANENT <€v
€c
5 H e =
boT I e =
e
| N 8 e
i p
1

1 2 3 q S 6 7 8 9 10 11 12 13 18 15 16

ez

1 2 N 30 29 28 27 26 2528 23 22 21 20 19 18 17 s — =S

| %% SO VSSR) A
g "r "mg"'@ Y RIERIT = <
.

TOCT~ *
, WSSAS S
' !

' Periodontitss
;‘-i:lc "focerate
Severe }
; Prostnetic Status

K- T - 1R P
_— ]
_HBsAg . -
ed - /7 . Orai Hygiene I Calcutus
lcat Dlagnosis (If any} R Y- -/ [ 2o A= s Poor  ScoC Ziceriems| e stoge-ate -1
\ Gingiva Heaimy Orthogontic Status
Duartir nyperplas:a | Qlass Ciass t' C.ass
Medication Patient is Receiving: Gragriis osenmre  overs 2

Milg  Mocerate Severe | Crossoite  Over-er

Allergies, Drug Sensitivities:

Sehavior or Physical Status Relevant to Dental Treatment:

Prampdication or Anesthesia Required:

Findings:

?//‘/.-9 -:'I’,,' '{u/../’L //‘.', 7:C 1T i

Treatment Plan:

oL .
ref. e TV £ 217t

X
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Appendix B 60:

348

(152 MED)

PROGRESS NOTES

Patent’s Neme (Last. First, M.I } “C Me.

Sex

Fscurty Neme

Date of Bintn

Ynit/Ward Mo

INSTRUCTIONS
Enter inaivicual drogress notes or team notes as follows or

.

maore frequently as appropriate

a inpatent -

o Qutpanent -

Physician. nurse. social worker and other sigmficantly
nvoived stait enter notes weekly for the first two montns ana
monthiy thereatter

Statt enter ingivicual notes Or 3 team note in

Chnic program - for every visit.

Day treatment orogram - weenly and

Conunuing treatment ang day traiming programs - every

two weeks

2 Er:er notes to cocument the tollcwing
a ‘mplementauo” of the treatment plan
O Al treatment providec.
€ Respanse of the panent 1o treatment incluging changes :n patient's
Teravors CONTITANS ard $Latons

d. Chronology af the Dateant's clinica!l course nciug'ng

outcome ot treatment anc progess 1n r@ILON 10 Goalt s

ang cpjective(s! (Enter goa: numbder(s) ana abjective 'etter si
for progress notes which refer to the Treatment Ptar ang
descnpe pragress in measuradbie/0Dservab'e terms

e Ctnerintcrmation which signihcantty refates 0 the pat.e~* s

behaviors. Cor . ang 1S,
New intormation apaut the patient/family .nclucing 1he re-
spanse of SIGnitcant otheris) to :important everts

¢ Admmstrative achicns anc actons retated 10 ne patents e3al

status

3. Enter signature. e ana cate atter each progress note (For

team note. \nC:ude 're ‘npUt. names. ana titles of all caTici-
pants )

e

Oate

Goal No.
and Obj.
Letter
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Appendix B 61: (89 MED)

349
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(TPC 1)

Appendix B 62

b e e

HESITHAINI Ol SECLUSION OHDER SHEE]

PATIENT m :»Bm =..: I.: {.

“C NUMBER \UNIIWARD NO

SEX DATE OF BIRTH

ORDER TYPE
(Seclusion or Restraint)
1 Restraint Specity Type

ORDER START/STOP TIMES (indicste A.M. or PM.)

SECLUSION OR RESTRAINT RATIONALE: {including lailuie of less testncive means)

CONTRAINDICATIONS: (I NONE, wrile NONE)

PAN MEDICATION{S) ALREADY GIVEN: |IF YES: WHAT MEDICATION(S)

Name/Doce' Time Given:
YES D NONE D
RESULTS OF PERSONAL mx>z.2>._._02 8y q..:<m_0.>2
{ patient’s beh thought conten, actusl o¢ p overalt physical y color, ofc)

INITIAL VITAL SIGNS:
ap PULSE RESPIRATION

{if unable lo oblain. document reason)

RELEASE CRITERIA: (Relale talease culeta to imhal 1eason for resiraint or seclusion)

SPECIFY MEDICATION(S) 1O BE GIVEN WHILE INSECLUSION OR RESTRAINT: (lnclinhing teguiar medications) it NONF. Indicate NONF

PHYSICIAN SIGNATURE DATE HME

NURSING PERSONNFEL SIGNATURF DAIE TIME

White Copy Petient Chart

Wellow Copy Medicsl Reconts Depariment
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Appendix B 63a:

Faorm 223A MED (MK 2-85)

MEDICATION/TREATMENT RECORD (MEDEX)

(223 MED)

351

[Patent 3 Name (Last

Vedi and Ti A for Penod: / /

| Altergtes: Spociat Considerations:

None None

[Facinty Name

Frest. M1,

Date 2t B =n

doat Wars %o

INSTRUCTIONS:
1. Transcribe prescrider's orders as s00n s written:
a1 (denufy altergres special considerations in Section A and on back of
form Update as indicateg.
b1 Enter aii megicatcns treaiments. including IVs anc Gietary supple-
ments. 10 De administered by nursing personnel.
€} Incluge NSIruclions !0 record bloOd pressure vital siIgns when
reiated 1o agministration of a specific megication and
¢} Use as many megication/treatment bIOCkS as necessa
2.0 of b

Meme and Tie INIT

Nome and Title

2) For STAT or singie dose medications/treatments. enter time
agministered and initiais in Section C.
b) For sleg tr . enter n ate
Box in Section D.
¢) For PRN megications.treatments. enter rmitials angd time 0
appropnate box in Section D. and
d) For ait injectec medications, enter cooe below initials 1o indicate
ocaton
3.0 ot icath i
, by entering reason code with Initisls in Sections C or O.
' 4. Refer to facility manuais regarding other forms reiated to unit dose.

OATE| C. STAT or Singte Dose Medication/Trestment (Neme and Oose}

STAT or Single Dose Medications Trestment (Name snd Doss)

Lig

NWE | T

CODES:

R for

1 Orug holiday 5 Onlieave/LWOC

2 Drug not in formulsry 6 Patient unavailadle

3 Hold 7 Seif administered

¢ 8 Other (Explgin in notes.)

L tlon of Inj Right (R) or Left (L)):
A Abdomen C llac Crest T Thigh
8 Buttock O Detltoia U Upper Arm

D. Schedulec and PRN Medicasons/Treatments (Enter dates in 10p row of bozes across the page.)
13 SCHEDULED || l , '
atle WEDICATION! ] . .
a TREATMENT £ i
NAME .
1
' 1
i i
: : ; )
' i , '
DOSE Y, RT i ¥REQ ; |
L ! :
NAME | |
! . '
) 1
' .
i : i .
i H ,
T : ' i
i ) .
COSE RT FREQ : M ; . i
t [ H i .
INAME. ! R . !
i ] I i
" -+ ;
: ' R
. 1
! ?
OOSE T r“f@ | i
) .
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Appendix B 63b: (223 MED)

MEDICATION/TREATMENT RECORD (MEDEX) " and Tr A for Penioa. /I /1 e |/
C s and PAN ana T {Enter dates in 100 row of bozes scross the page.)
N | T PAN MEDICATION TREATMEN® ! [ ! l i I l’ ‘ b
1T iScecity mame guse rauis sag treguency| ' ! \ b I '
P T b
| EEREN
| BE
T i
- !
| ]
. |
1 i
| | |
b
| | |
1 i
' .
||
P

»si SCHEDULED [ [ [ [ I I ' l l I T ]
R MEDICATION s .
DR TREATMENT “” | 1 )
. | E i I
i ;\LME
i
i
' J0SE 'HV ;tngg
| [ |
INAME
|
| .
| esE AT itnso
: i i
NAME b
]
1 :
N ]
) T
| !
TCSE AT | FREC |
] :
NAME 1
i
! |
! X
‘ '
DOSE AT | FREQ ) * X
) [}
“WINIRTS Rame (LA FIRL. W.L) TonsidernBons
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Appendix B 64a: ((TPC 7)

[Patient & Name .Last First M, < No
RESTRAINT OR SECLUSION
MONITORING FORM
ISer Date 37 B ~=
Factiity Name Yz NI-C e

2.

3.

INSTRUCTIONS:
1. Except for an emergency (See #6) rastraint or seciusion may be applied only when authonzed by the written orger of a Physician. The

facts justifying the restraint must be immediately recorded in the progress notes.

There is a four hour time limit on orders of restraint or seciusion except an order written atter 9 P.M. may extend to 9A.M. of the next
day. However, if the patient is awake for four continuous hours during this period, the order shall expire.

An assessment as to the need for continued restraint or seclusion, the general comfort, and well being of the patient (incluging vital
signs ana medication, per physician’s orders: and meals, bathing, and use of toilet as appropriate} must be made every 15 minutes. The
assessments must be made even when the patient is asleep. The assessments are to be recorded on this form.

The patient must be released after 2 hours except when asleep.

Whenever released, if the actions of the patient do not threaten serious harm to self or others, the restraint or secluston must not be retme
posec and 2 physician must be notified immediately. Then, restraint or seciusion can only be reimposed if the physician examines the pa-
tient and determines that tor the good of the patient the restraint or seciusion is still necessary as ordered.

If restraint or seciusion is applied in an emargency, a physician must be sunvnoned immediately. Until the physician writes the order, the
patient must be kept under constant supervision and any assessments made must be recorded on this form. Part | of this form must be
completed.

PART | — Emergency Use of Restraint or Seciusion

A Tobec ted by Senior Statt Member present

DaTC

TYPC OF ACSTRAINT/ SECLU- PuyCIAN CALLED: NAME YIME CALLED SIGNATURL OF SCNIOR STAFF MIMBLR

Sion

L]
»
.
’
’
.
A

H Phys

ician does not arrive within 30 minutes of being called, record the delay in Part [l (assessment) of this form and ingicate:
actions of patient which requires maintaining the restraint/seciusion until the arrival of the physician;

— why a less restrictive form ot restraint was not used.
- steps taken to ensure that the patient’s needs, comfort and satety were propefly cared for.

B To

be completed by Physician

Timc anmiveo 1f time of arnval is more than 30 minutes after being calied, explain reason for delay.

PHYStCIAN'S SIGNATURE

PART Ii - Information on Order

G RESTRAINT LENGTH OF
v

O sccrusion

TYPL OF RESTRAINT l'lou DATL MAME OF ®xyYSIClan

IME b
AuTHORiZED) TO

rLACED

1

TIME RESTRAINT AP- )
PLICD OR PATIEMT ] APPLICATION OF

.

.

; HAMES ANO TITLECS OF STAFF RCSPONSIBLEL FOR ASSESIIING PATIENT'S CONDITION:
cmemcency ] YE8

In SECLUSION

.
ACSTRAINTY O »e
H

NAME AND TITLEC OF PCRION COMPLETING PAATY i

PART il - To Be Completed by Direct Care Staff Assigned to Monitor Patient

RELECASE AND IMMEDIATC
Action Cade: CONTINULD RESTRAINT E RETUNN TO MESTRAIN ACLEASE FROM ACSTRAINT
OR sKCLusion Om SEZCLYSION o stcLusion

Date

Actual AC~
Time tion Assessment Signature & Title

Monitored |Code
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Appendix B 64b: (TPC 7)

PATIENT'S MAMC (LAST, FIRIT, M.l.)

RESTRAINT OR SECLUSION
MONITORING FORM

PART il = (C } - ToBe C feted by Direct Care Staff Assigned to Monitor Patient
RELEASCE AND :!MMEDIATC RELCASE FROM RLSTRAINT
Action Code: Saaceesatan T oo -t om sEcLusion
Acvon | achon Signature & Title
Time Assessment
Date omnovea | Coae
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Appendix B 65:

(152 MED)

355

STATE TF NEV vCBR

Eoem €2 WED - 435 JEFCE OF MENTAL =EA."—
.
,
| PROGRESS NOTES
INSTRUCTIONS :
1 Erter .nCiacuar gragress notes or team notes as foliows or
more ‘requent!y as appropriate a Chronotogy of the patrent's chiniCal course 'netucing
outcome of treatment and progess in r&iation 0 goans
a ingatient - Snys:z.an ~urse socual worker ang other significantly ang opjectivets; (Enter goal numper(s: anc objective retter .
nvoivec stat! enter notes weexty tor the first two montns ang for progress notes which refer to tne Treatmen: Plan anz !
monthty tnereatter describe progress in measuraple/observable terms :
o Qutpaner: - Statt enter incividual Notes or a 'eam note in e. Other information which sigmficantly relates 10 he catien:s
Chme crogram - ‘or every visit behaviors, CONAILIONS. ang situations '
Oay :reatment program - weekly ang t Newinformanon apout the patient tamuy nctuding ne re- .
Continuing treatment ang cay traiming programs - every sponse of signthcant otherts) 10 :Mporant events
.
two weens ¢ Aaministrative actions anc acuons relateg 10 the pater: s jegal
2 Erter rates '3 cocument tne folicwing status .
a :mpiemen:anar ct the treatment p1an Enter signature ttie. ana date after eacn drogress note «For \
S Al rreatmen® rowidec team note. include iNe mnput. names. and tities of all paric.- .
< Resporse <f Ine patien: 13 treatment. incfuding changes it patient’s pants ) i
zehaviors conaitens anc siuations.
Oate Goal No.
and Obj.
Letter
'
e et m e - . - - - H
P
|
- —— e ————_—— —— e — — - — N
i
e e - e e ———— e —————— — — -~ - — _ - — - .
1
- - ) o %
e e e - - f
. ————itl] @ ——— ——— = - — — ——
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Appendix B 66: (BPR 1453)

BPR 1453 Mecicare Peyment Reques: (5-89)

. NEW YORK STATE

! OFFICE OF MENTAL HEALTH
P PATIENT:

“C'" NO.:
FACILITY:
MEDICARE CLAIM #:

MEDICARE PAYMENT REQUEST AND
AUTHORIZATION TO RELEASE INFORMATION

| authorize The Office of Mental Health to release to Medicare and its intermediaries (or
carriers) any information needed for this or a related Medicare claim.

| request that payment of authorized benefits be made on my behalf for any services related
to this admission.

Admission Signature of Patient Date
Date or Authorized Representsative Signed

i check here if patient unable to sign

Show representative’s relationship to patient

Give brief explanation why patient is unable to sign
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Appendix B 67a: (OMH 11)

Form OMH 11 (5-87)

Star
OFFICE CF

357

e Ut Nea VITe

MEPTAL WEALTY

CONSENT FOR RELEASE
OF INFORMATION

See Reverse Side for Instructions

Part | — Consent To Release Information

Extent or Nature of Information to be Disclosed

Purpose or Need for Information

gram Discicsing intormanion

From: Name Accress ana Title ot PersorvQrganizauon/Facility/Pro-

To: Name. Address and Titte ot Person/Organizaton/Facn ty; Pragra™
to Which Disclosure Is To Be Mace

A. | Hereby Authonize the One-ime Release ot the Above Information to the Person/Organization/Facility/Program identified Atcve
I Understand that the Information to be Released is Confidential and Protected from Disclosure ! also Understand that | Have
the Right to Cancel My Permission to Release Information at any Time.

My Consent to Release information Will Expire When Acted Upon. or 90 Days From this Date. Whichever Occurs First.

Signature ot Caner, Frscn Acting For Panent
S

Rela“:onsniy

Date Signec Signature of Witness

Tile

Date & 3rec

At Any Time.

Whichever Occurs First.

B. | Hereby Authorize the Penocic Release of the Above Information to the Persan/Organization/Fac:hity/Program dentfiea Abc.e
as Often as Necessary to Plan For/Provide Care and Treatment. | Understand that the Informaton to be Released is Confiden-
ual and Protectec from Disclosure. | also Understand that | Have the Right to Cance! My Permussion to Release informaton

My Consent to Release Information to the Person/Organization/Facility/Program Identified Above, Will Expire When
I am nc longer Receiving Services from such Person/Organization/Facility/Program, or One Year from this Date.

L

Signature ot PatentuSerson Act.ng tor Patent

Retationsnigy

Date Sig S e of

Titte

Date Sg-ez

Record of Information Released

Bignature of Statt Person Releasing Intormanon

Title

Date Refeasec

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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358

Part Il — Cancellation/Refusal To Release Intormation

1 meren, Cance! My nermission 1o Release information In-
s.caiec n Bart! lothe Person:Qrganizatton/Facihity/Pro-

gram wnosc Name and Accress s gram whose Name and Agaress 1s:

| Hereby Refuse to Authorize the Release of Intormaticr
Indicateg in Part 1. to the Person:Organizauon/FacihityrPro-

graiLve Tt Barent Sarsnn Anng e 2are~t |ReaicrsegDate Signea Signature of Witness Tue

Cate 5g-ec

(Use trus space * aggimonal ro0m™m s neeged o complete any of the items on the reverse sigel

- INSTRUCTIONS -

Patient Signs A . if the Release of information 1s for a Single Event.

Pauent Signs 8.. if Information 1S to be Released Periodically dunng an episode of treatment.

I the pauent 's under 18 years of age. only the responsible parent. relative or guardian must sign
Except:on 1t patient 1s a Voluntary Admission on own apphlication,

patient must sign.

s

wp

at least 16 years of age but under 18 years ot age. only the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




Appendix B 68a:

Form OMM 143 .40-8%:

(OMH 144)

359

State of New Yere
OFFICE OF MENTAL mEA_ T~

CONSENT FOR RELEASE OF INFORMATION

TO A COMMUNITY SUPPORT SYSTEM (CSS) AGENCY

Patient's Name (Last, First. M.1.)

“C” Number

See Reverse Sice For instructions

Patient’'s Address

Oate of Birth

.
i
'
l
'

Agency Name

Agency Address

Part | - Consent To Release Information

D i authorize

admissions to the director of

Agency to Release Information

D { authorize

Agency '0o Recewve information

! understand that this information is to be used only to srrange services for me: is confidential: and is prot

to the director of

Agency 10 Reiease Informanon

to release the dates and locations of all my inpatient psychiatric

d from disc! e.

clinical information from my psychiatric/medicsl record

. | understand that this information is to be used only to

| aiso authorize the director of

Agency to Receive Intormation
: arrange services for me: is confidential; and is protected from disclosure.
N The extent or nature of information to be released is restricted to the following:

1.

| am referred to the agency(s) for service. | under
not release it to any other agency or individual without my signed consent:

Agency to Recewe informanon

d that the

4.

S.

to share it with the agency(s) listed beiow when

y(s) will maintain the contidentiality of this information and will

| understand that | have the right to cancel my permission to release information any time before it is released. | aiso understand that
this consent to release information wilt expire when acted upon or 180 days from this date. whichever occurs first.

Signature of Patient/Person Acting for Patient Print Name Signegd Relationsnip Date Signec

Signature o' Witness Print Name Signed Titie Date Signea
|
|

Signature of Person Compieting Form Print Name Signeg Title Date Signea i
I

Part Il - Record of information Released

Signature ot Statt Person Releasing Information

Print Name Signeo

Titte

Date Reieasea

Use Part 1. on reverse side. to Record Cancellation of Existing Consent to Release Information or Refusal to Allow Release of Information
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Appendix B 68b: (OMH 144)

Part l1l - Cancellation/Refusal To Release information

D | hereby cancel my permission to rel information to the D | hereby refuse to authorize the release of information to the

{ following agency(s): following agency(s):

|

S.gnature of Patient/ Person Acting tor Pattent Print Name Signeg Fle‘llnonsmp Date Signec

1
Signature ot Witness Print Name Signea Titte Date Sigrec
Signature aof Person Compreting Form Print Name Signed Tutle Date Signea
i &ggicanie)

|
INSTRUCTIONS:

When Requesting !nformation from An Agency

1 Complete Part i of form in thiphcate

2 Check apprapriate box to ingicate (nformatian requested

3 Enter name of agency to release intormation ang name ot agency 10 recewe information 1n appropriste space
4 Enter name ana adaress of each agency 10 which patient may be referred

s Obtain signatures ot patient (or person authorized to act on behalf of patient) and witness

6 Forward onginal 10 agency from which 1nformation 1s requested. give copy 10 patient (Or person who acted for patient). file copy 1n patient s case recorg

When Sending (nformation to An Agency
1 Compiete Part ti of torm

2 File 10 patient's case recora

Note:

“Signature of Person Completing Farm™ 1s the person sohiciting patient's consent {1 » _ agency statf person or other 1al for g this form
to the pauent)! This person s d:fferent from the "“Witness™
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Appendix B 69: (3 ADM)

Form J.-Adm  (Apru 1959)

New York State

-

Batient’s Name:

361

Department of Mental Hygiene (Las) aing e
Admission Date Ident. No Hospital Nz
RECORD OF VISITS
VISITORS B ;
Name Address Telephone No. | Relamzner
1.
2, |
3. !
N !
5 |
6. |
j
DATES OF VISIT
1 2 3 4 S 6
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Appendix B 70: (TPC)
LAEBS: PO S MPPPCBRABIASSr Y ao:z
S
~

CONSENT AND RELEASE--ADULT
Series: W
Program:
Dam:_-m

I hereby agree to participate in the above public television progrun produced by
uthorize QA to record, re-record, and photograph my likeness, performance, and voice.
May edit and zdapt my participation as it deems appropriate.

I further agree that the program and all of its el ts, including all sdll photographs taken
in connection with 1t, belong entrely and exclusively tg% that and its licensees
and assigns may duplicate, dismribute, broadcast, exhibit, or otherwise use or exploit the program,
any pordon of it. or related stll photographs, without limitation or resziction throughout the worid
in perpetuity. If my participation includes music owned, composed or arranged by me,
will have synchronization and performing rights so that *he music can be used in the program. If
my participation includes stll photographs, footage, artwork or other mategials owned by me,

* will have the right to use such materials in the program. I release d its licensees

d assigns [rors any liability arising from my participation in the program, and authorize use of
my name, likeness. voice, performance, and biography for project purposes, including but not
limized to program znd insttutional publicity, supplementary literary material, and other purposes.

I represen: thar I am 18 years of age or older.

< oML
Sigrature

\

59 ave F'OQ ()4?‘7 enf /an_eni e/

N (please print)

*~
(4 1]
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Appendix B 71: (67 BUS)

363

STATE OF NEW YORK $ Fo be signed by 2 employess on the lving unit.
OFFICE OF MENTAL HEALTH |  © Proporsy Clert or Caubier sins form vertying receipt of incicated 107370

pro 3
RECORD OF CLIENT'S PROPERTY - g:'qingi i filed alphabetically in Business Offcs. Dote
Py is retumed to 9 unit for filing in s folder.
FORWARDED TO BUSINESS OFFICE © Cory s fied by e bar i Businoas Office.
@ Copy is forwarded to Patient Resource Agent.
Client's Name ) Consecutive Number Admission Date
Removed by: Approved and Checked by:
Print Name Print Name
Print Title Print Tifle
Signature Signature
CASH:
PRCPERTY:
Received the above property on
Date Signature of Property Clerk/Cashier
Primt Nome Signed
Property withdrawn on Received by -
Dote Signature of Client or Represeniative

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




Appendix B 72:

FORM 72 ADM. (MH) (6.78)

Srave of Kaw York
OFFICE OF MENTAL MEALTH

PAT IENT'S PERSONAL CLOTHING RECORD

(72 ADM)

364

PATIENT NAME

CASE NO.

ADMiSSION DATE

QUANTITY

ARTICLE OESCRIPTION

OATE

DISPOSITION

DATE
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Appendix B 73: (72A ADM)

Form 724 ADM mm) (10-78)

State of New York

OFFICE OF MENTAL HEALTH Panent's Name
Inventory of Patient’s Personal P, intail
roperty Maintained on Living Unit Consecutive No. Admission Date
Description of Property D i !
ate Cost Disposition Date , S.gnarore

—_— e — —
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Appendix B 74: (55 MED)
BRONX PSTTEATRIC CGATER

PERMISSICY TQ LZAVE GRCTUDS
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Thiz sbligamizz is t= Ze sigmed by svesy Telative or foiend of t:e
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Faciezt whe Is perzitzed by thae ward Physiciae &2 taka the patiers

cut oz e =ospital cTTuxds or ¢ff fthe goounmds durisg the acuss That
ger=igsisn is grTanted
3y sigmatzsa, the friand cr ralative agTee to asstme full resgcensi-

Sility ZoT tte conduct cof the patient while undes his jussdicmiczs

. - - -
and agT=e I 2w the patiasmt at the desismated tize.
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Appendix B 75: (528 MED)

Form 528 MED (MM (550 State of New o
Or'ce o Me~n ~aa—

{Patient's Name (Last. First. M.L) C Mo

INDEPENDENT TEAM MEDICAID CERTIFICATION FORM
{For Patients Under Age 21)

Sex. ......... e Oste of 3t

 Referral Source:

Fecity Name UnitiWara 2

INSTRUCTIONS: This certification must be completed by & taam pnor to admission for other than emergency admissions for all patents under 21 years of age wno
are Medicaid racipients, and who are referred or ferred for i for inpatient care and treatment.

The certification team must have kr ge of the indi I’s situation and have competencs in the diagnosis and treatment of menta! iliness. preferadly in cnic
psychuatry. The team must consist of a physician and at least one other individual.

CERTIFICATION

| certify for the above patient that:

1. Ambulatory care resources available in the community do not meet the patient’s treatment needs:;

2. Proper treatment of the patient’s psychiatric condition requires services on an inpatient basis under
the direction of a physician; and

3. The services can reasonably be expected to improve the patient’s condition or prevent further regres-
sion so that services will no longer be required.

Physician l
l
Team Member Prof Quaifi :
f
|
Team Member (Optionai) Professional Qualification

DATE.
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Appendix B 76: (529 MED)

[Petient’s Neme (Lest. Firs1. M.5) c No.
TREATMENT TEAM MEDICAID CERTIFICATION FORM
(FOf m Undcr m 21) £ 7 L. . Dste ot 8t
[Faciity Name Umuwarg No
INSTRUCTIONS: Thasc:mlu:nnonmustoocommmtorulmummomda-Iflnudml!urlnw— on an QeNCy bass or for & panent

ntmumeanwplmnmmmmmumknmmm.mmmmmwhwmmmm
1) a Boara-eligivte or Board-certfied psvchiatnst: or
2) .a cunicas psycnologist who has a gocloral degres. and a phymician iCeneed 10 Practios MedICing or CEODAINY; or

3) aphy i o p ici Of osteopathy with specialized training and experiencs in the diagnosis and trestment of menta; diseases. and
a psycnciogist Iusammr’samoinuhuuymobwamh.mmbyms&orwmSmwumanon.

A accucn. e ieam must InClude one or more Ot the following:
1} a psychuatnc social workar;
4] |momnummwmmniwmmwmmhmwlm
3j an OcCL A0IST WNO 1S oylmSmwmmmmwammdmmmmwmmwm:m
4) auymommmm-mmnmmuiwm.ammmmwmm«wmmwwwm

CERTIFICATION

I certity for the above patient that:
1. Ambulatory care resources available in the community do not meet the patient’s treatment needs:

2. Proper treatment of the patient's psychiatric condition requires services on an inpatient basis under
the direction of a physician; and

3 The services can reasonably be expected to improve the patient’s condition or prevent further regres-
sion so that services will no longer be required.

Team Member Professional Qualificgton
Team Memper Profesmonal Qualification
Team Member Profesmional Quakification
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Appendix B 77: (70 MED)

Petient's Name (Last, First, M.1.) < Ne.
MEDICARE %ERTIFICATIONS -
PSYCHIATRIC INPATIENT TREATMENT S Dww ot Berm
[Facuny neme Unrsware No
INSTRUCTIONS-
Physician completes certfications dunng a Medicars stay as foll
- wne-n a nAanem 18 M (] oC upon or Medi after admission due o age o¢ disability.

- When a Medicare covered patient is transierrec m from another facility.

e Receruficatiors:
- On this torm for ail Medicare patients on the 12th, 18th. 48th, 78th, 108th, 138th, and 168th day.

| CERTIFY THAT INPATIENT HOSPITAL SERVICES ARE REQUIRED FOR TREATMENT WHICH CAN REASONASLY
INITIAL BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION OR FOR DIAGNOSTIC STUDY.

BECOMES
WEDICARE
COVERED

’ [ ian's Si
—a5———55—va—| Physician’s Signature I Date
I ! !

! CERTIFY THAT INPATIENT HOSPITAL SERVICES ARE REQUIRED FOR TREATMENT WHICH CAN REASONABLY
BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION OR FOR DIAGNOSTIC STUDY AND THAT THE HOSPITAL
SERVICES FURNISHED WERE EITHER INTENSIVE TREATMENT SERVICES, ADMISSION AND RELATED SERVICES

FIRST NECESSARY FOR DIAGNOSTIC STUDY OR EQUIVALENT SERVICES.
RECERTIFICATION

DUE 12th DAY

—————— | Physician’s Sign.
MO. DAY YA hys Signature Date

| CERTIFY THAT INPATIENT HOSPITAL SERVICES ARE REQUIRED FOR TREATMENT WHICH CAN REASONABLY
BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION OR FOR DIAGNOSTIC STUDY AND THAT THE HOSPITAL
SERVICES FURNISHED WERE EITHER INTENSIVE TREATMENT SERVICES, ADMISSION AND RELATED SERVICES

SECOND NECESSARY FOR DIAGNOSTIC STUDY OR EQUIVALENT SERVICES.
RECERTIFICATION
DUE 18t DAY
! [ e
— Physician’s Signature Date

| CERTIFY THAT INPATIENT HOSPITAL SERVICES ARE REQUIRED FOR TREATMENT WHICH CAN REASONABLY
BE EXPECTED TO IMPROVE THE PATIENT'S CONDITION OR FOR DIAGNOSTIC STUDY AND THAT THE HOSPITAL
SERVICES FURNISHED WERE EITHER INTENSIVE TREATMENT SERVICES, ADMISSION AND RELATED SERVICES

THIRD NECESSARY FOR DIAGNOSTIC STUDY OR EQUIVALENT SERVICES.
RECERTIFICATION

DUE <8t DAY

P o
B hysician's Signature Date
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Appendix B 78a: (75 MED)

370

) Patert 5 *larre Last gt W < 23
MEDICAID CERTIFICATIONS
Ses Ze'w 71 § =~
INSTRUCTIONS:
Physician completes cerxhcatons as fouows .
* On acrmission ang every 60 cays thereafter for a patent who s 65 or aver in 2 psychiatnc unit. !
* On acmussion of ait patients :c a medical urit and every 60 days thereafter.
CERTIFICATION
I certify that inpatient nospital services are/were needed by the above patient.
1 Due Date
7
Mo Day Year Physician’s Signature Date
2 Bue Date
Mc. Day Year Physician’s Signature Date
3. Due Date
[ Mc Day Year Physician’s Signature Date
4. Due Date
!
Mo. Day Year Physicran’s Signature Date
5. Due Date
7 N
Mo Day Year Physician’s Signature Date .
i
6. Due Date :
i
/ ;
Mo. Day Year Physician’s Signature Date |
]
7. Due Date
/
Mo.. Day Year Physician's Signature Date
8. Due Date
!
Mo.. Day Year Physician’s Signature Date
9. Due Date
/
Mo.. Day Year Physician's Signature Date
(OVER)
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Appendix B 78b: (75 MED)

371

MEDICAID CERTIFICATIONS

Patient’'s Name (Last. First. M.1.)

1 centify that inpatient hospital services ara/were needed by the above patient.

10. Due Date
Mo.. Day Year Physician's Signature Date

11. Due Date
; Mo.. Day Year Physician’s Signature Date

12. Due Date
Mo.. Day Taar Physician’s Signature Date

13. Due Date
Mo.. Day Year Physician's Signature Date

14. Due Date
Mo.. Day Year Physician’s Signature Date

15. Due Date
Mo.. Day Year Physician’s Signature Date

16. Due Date
Mo.. Day Year Physician’s Signature Date

17. Due Date
Mo.. Day Year Physician’s Signature Date

18 Due Date
Mo.. Day Year Physician’s Signature Date

19. Due Date
Mo.. Day Year Physician’s Signature Date

20. Due Date
Mo. Day Year Physician’s Signature Date
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Appendix B 79: (UR-3)

PATIENT RECORD NOTATION
UTILIZATION REVIEW DOCUMENTATION

Patient's Name (Last, First. M.1.)

“C” No. Unit/Ward No.

Facility Name

Medicaid No.:

Medicaid Authorization Date:

Medicare No.:

Medicare Authorization Date:

Check One in Each Step
1st Step 2nd Step

Approved Not App App! Not App Ri s

AR Comptleted '

ICSR Completea ¢

SCSR Compietea?

SCSR Compietea

SCSR Compieted

SCSR Completec

SCSR Completea

SCSR Compietec

SCSR Completea

SCSR Compreteg

SCSR Compietea

SCSR Comptetea

SCSR Comptetea

SCSR Completec

SCSR Completeg

SCSR Completec

SCSR Compietea

SCSR Completec

SCSR Completea

SCSR Compieted

SCSR Compreted

SCSR Completed

SCSR Completed

PATIENT RECORD NOTATION
UTILIZATION REVIEW DOCUMENTATION

Patient's Name (Last, First, M.1.) “C” No.

1 Admission Review
2 Initial Continued Stay Review
3 Subsequent Continued Stay Review

NOTE: Dste of next id be d in the first col to be D
whaen determination is checked and last column is Initisied. Federsa! reguistions require
date of next to be d in the patient’s flle.

Approved: Approved for Admission or Continued Stay
Not Approved: Not Approved for Admission or Continued Stay
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Appendix B 80: (OMH 5)
NOTIFICATION OF REFERRAL FOR SERVICES

PART A = COMPLETED BY OMH
1. County of Proposed Placement (Name & Address of Lisison) 3. 0SS County of Origin — If oppiiccbie (Nome & Address of L.aisom

2. Agencyis) to Whien Parient 1s Referred for Mental Health Services.

Qe 4. Community Jervices Board (Nome & Address of Ligison;
be
S. Pzt ent’s Nagme Las (Fresry Maiei 4. Zansecutive Number
7. Sze af S.eon voren Day. Year 8. Zate of Admission :Month. Cay Year: 9. 3oc:g. Security Numoer
|
' |
! |
.10, Acdress 3f "lient WNo.; Straer! City) (Stare; L i1. County of Saigin
3t Trmeof Azm-ss.sn

]
i
:1 2 Raeciprert ot 2.z ¢ Ass.srance 3¢ *he . -me of Aamission
, - .
! v N
: | Yes v {Na DUnxno—m
T3, Zounty of Prsccses S acemens } Y4, Date of Propabie /Actuci Reiease,Discnarge
i
]
i
' } Probgble Date Aceuc: Tave
—
i —
i a. | Sisemorge
‘ a. Zonaiticnai Relecse 1) G Convalescenr Care (2 DFam.iy Zare
T3 NYS C Ne. [ 17. Elgibie Unaer 118. Siigin-e wncer 1 19. ¥eers Communtty Suo-
Chaprer 520 Chagrer 521 | sorr Sysrem CTS8 Seor
- “esz °z. 23° = I e s
! | . H ' ; i i
i i i j 1
A Pt ‘ -
: . i : ' ; My — v -
l | Yes DNo i : [13 __,Va b __Yes R
—
20, Slecse Tontact tne Faliowing OMH _.aison 1a Ths ZTacility a8 Soon as Possible ro Jeveiop a ¥ritren Service 2lan,

M Ci3isor Unar Teieghone

2!. Completec 3y

Ngme 4 T.tie Date

Fzciity Name 3 Aacress

PART B — COMPLETED BY DSS INDICATED IN ITEM 3 ABOVE. PART C=COMPLETED AFTER ADMISSION BY AGENCY
PROVIDING MENTAL HEALTH SERVICES INCICATES 'N
— ITEM 2 ABQOVE.
1.. wsill contact the OMH Faciliity and cien
DSS Zounty of Qrigen for the Patient’s Release /Discharge.

".: | hereby request and guthorize to act . odi

“ DSS County of Proposed Placement 1. Name of Agency 8 proviaing

on behalf of. 10 complets applications for sorvices '0

DSS County of Origin Types of Service
Medical Assistance, Income Maintenance and.or Services and to participate n the

Parnient’s Name

required pl 9 for-
Patient’s Name
2a.___Please forward a copy of the completed Individual Service Plen. 2. Name
3. Name Tirle Date
Tirle Dare- Signature
Signature
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Appendix B 81: (527 DMH)

8/7/90 ADMISSION REVIEW OF MEDICAID CERTIFICATION FORMS
FOR PATIENTS UNDER AGE 21
REVIEW OF INDEPENDENT TEAM MEDICAID CERTIFICATION FORM (528 MED)

Patient Name Fadility Name

Patient 'C’ Number

Signature of Reviewer

Date
CHECK HERE IF:
i
1. L REFERRAL SOURCE CERTIFICATION

—
2. .~ FOURTH PARTY CERTIFICATION

I. UR PROCEDURE - The following procedures are required to document compliance with federa.
" medicaid certification of need for care requirements only. The findings o:
this review are not related to the decision to admit or not admit the parient.

The criteria for admission on Form UR-9A must still be met.

During admission reviews for all patients meeting the conditions stated below, the UR Coordinator
must determine that the independent team medicaid certification for patients under age 21 (Form

528 MED).is:
A present in the patient’s record YES NO
B. dated prior to admission YES NO

C. signed by a physician and at least
one other individual YES NO

The 528 MED For must be attached and filed with the UR-9A, Psychiatric Utilization Review Screening
Report (for admission reviews)

II. NOTE: The Independent Team Certification (Form 528 MED) must be completed by an
Independent Team prior to admission for other than emergency admissions for all patients
under 21 years of age who are medicaid recipients, and who are referred or transferred for
admission for inpatient care and treatment.

The cenification team must have knowledge of the individual’s situation and have

competence in the diagnosis and treatment of mental iliness, preferably in child psychiatry.
The team must consist of a physician and at least one other individual.
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Appendix B 82: (72 MED)
ADVERSE REACTION REPORT

PATIENT S NAME
‘Astrucuors  complete  trgicale ‘or
*) Allergic -eacuer 3) Sice SHec: Cate of Bt Sex Case No
2} Texicity 2) 'aicsyncratic Reacton
Cooy!' -0 Pharmacy Crer Allergies — Norexrcwr
Com‘/ 1 - 1o PRar—acy 'or P & T Communee
Cooy Ml - 'c'Nare Pmysician Date T ———
Nar-e ot Mtecica.cr Zose Acm Form Route Freg. Srescnoec
Tata Canv Zcse Curanon ot Theragcy Oragnosis

Cirer Mecicat.ors Dose Route Freq Buravon
|
1

Tescozuer 3t Reacrer

Trear-ent are Sa2suts

Regcrec Ty Name Tie Date

Pharmacy Use Only:
Product Manufacturer:

Reviewed by Pharmacy and Therapeutics Committee: Date:

Disposition: no further action necessary
refer to U.S.P. Drug Probiem Reporting

Recommendation and comments:

Date

Signature of Chaiperson
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Appendix B 83: (20 MED)

Form 20 Med. (MH) (4/78)

STATE OF NEW YORK - OF FICE OF MENTAL HEALTH

PERMISSION FOR AUTOPSY

In re:—

| hereby authorize the Director of . . . . . ... ... ... ... ... . ... ... .... , a State
Psychiatric Children’s Psychiatric Center, and such other person or persons as he may designate,

to perform an autopsy on the body of my

(Reiationship) (Nome of Patient)

The autopsy here authorized may be either a complete autopsy or a partial autopsy and such
parts of the body may be removed for study subsequent to the autopsy as in the judgment of the
physician by whom 1t is performed may be found necessary to accomplish its purpose.

(Print Name Signed)

(Print Name Signed)
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Appendix B 84: (103 MED)

Form 103 MED iMH: [ 11-821
State of New York
OFFICE OF MENTAL HEALTH

(Name of Institution) Autopsy No. ... ...
Case NO. oo i e
AUTOPSY RECORD Hent. No. o
INAME oot eee e tes e s st e m s SeX. oo Ward
Date and RoUT OF QEALA .. oo ee e e eeeesessm e e s st e s e
Date and hOUT OF BULOPSY ....ocooeirreiieieeceucasiosscassesa e s s s hrs. after death
AUROTIEY  ...ooooco oo eeeeeeooeee e eeame oo cemamsss s L
Autopsy performed by Dr. ... Restoration by . ... ...
PrESENT, DIIS.  ooooooooeoeeoiooosooeesseseesaeessse s eeaeceereeaes e ea a2
MENtal QEBEMOSIS ... oo coooeosoeeeeeerereeeeeumssenerease cosseesss e R

sPrimary:
Anatomica! diagnosis <
{ COMUADULOLY: - ..o oeooeeoeieceececeaeeeeeerae st e 0 o
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