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Documentation

Medicaid documentation requirements are based on the requirements set by each licensing board (OT, PT, SLP) in NC.  Medicaid documentation requirements do not exceed what is required for standard practice.

Perceived additional work load may be due to individual work habits or preferences.

Questions your documentation should answer:

· What services/interventions did the student receive?

· What was observed during the service/intervention?

· What were the outcomes from the service/intervention?

· Is follow up or change required? (It is if you plan to see this student again.)
Division of Medical Assistance Clinical Coverage Policy No.: 10C

Local Education Agencies (LEAs) Original Effective Date: August 1, 2003

Revised Date: July 1, 2008

7.1 Documenting Services

Each provider must maintain and allow DMA to access the following documentation for each individual:

a. The patient name and Medicaid identification number.

b. A copy of the treatment plan. (IEP accepted for LEAs.)

c. A copy of the MD, PA, or NP’s order for treatment services. Date signed must precede treatment dates.

d. Description of services (intervention and outcome/client response) performed and dates of service.

e. The duration of service (i.e., length of assessment and/or treatment session in minutes).

f. The signature of the person providing each service.

g. A copy of each test performed or a summary listing all test results, and the written evaluation report.

h. For medication administration under nursing services, a flow sheet or equivalent documentation must be used by the nurse or delegated individual. The documentation must show the nurse’s/delegated individual’s full name and title. The date and time administered as well as nurse’s/individual’s initials and title must be written after each medication given. A narrative note summarizing the medication administered must be completed at least weekly by the RN with (if appropriate) input from the delegated person administering medication. This note should document results from the medication, side effects of the medication, andany other pertinent data.

i. Other nursing services outlined in the plan of care require the same documentation as all IEP services.

j. For delegated services there must be documentation of training and validation of competency by the RN of the person who will be performing the procedure. In addition, documentation, at a minimum monthly, that the RN monitors the care of the student to ensure that the procedure is being performed safely and effectively. The documentation usually is a form in which the school nurse and the assistant sign and date that the procedure is being done correctly.

k. All services provided “under the direction of ” must have supervision provided and documented according to the Practice Act of the licensed therapist.

If group therapy is provided, this should be noted in the provider’s documentation for each child receiving services in the group. For providers who provide services to several children simultaneously in a classroom setting, the documentation should reflect this and the duration of services noted in the chart should accurately reflect how much time the provider spent with the child during the day. Such documentation ensures that an adequate audit trail exists and that Medicaid claims are accurate.  Because services provided in schools may be unique and differ from those provided in other settings, documentation to justify medical necessity could be more like progress notes identifying the services provided with an assessment of results and goals for the next treatment. Such documentation does not have to be lengthy and can be accomplished in a couple of sentences. It does, however, have to be clear to a reviewer to support the services billed.

The student’s IEP, which is generally only revised once a year, does not serve as documentation sufficient to demonstrate that a service was actually provided, to justify its medical need, or to develop a Medicaid claim. The IEP represents a plan of care showing what services are to be provided and at what frequency. It does not document the provision of these services.  Practitioners/clinicians should keep their own records of each encounter, including the date of treatment, time spent, treatment or therapy methods used, progress achieved, and any additional notes required by the needs of the student. These notes should be signed by the clinician and retained for future review by state or federal Medicaid reviewers.  Records must be available to the Division of Medical Assistance (DMA) and its agents and to the U.S. Department of Health and Human Services, and CMS upon request.  Lack of appropriate medical justification may be grounds for denial, reduction or recoupment of reimbursement.

LEAs are responsible for ensuring that salaried and/or contracted personnel adhere to these requirements.

From Licensure Act for Speech and Language Pathologists and Audiologists
21 NCAC 64 .0209 ADEQUACY OF RECORDS

(a) The definition of "adequate records of professional services" required to be maintained by Rule .0303(4) shall include:

(1) The full name of the patient;

(2) The nature of the service provided;

(3) The date services were provided;

(4) The identification of the person providing the service;

(5) The identification of the person preparing or signing the record if not by the person providing the service.

(b) Corrections shall be made by drawing a single line through the error without obliterating the error and shall be initialed by the person making the correction.

(c) Records of professional services rendered shall be maintained for a minimum period of three years.

From Rules of Board of Physical Therapy Examiners
21 NCAC 48C .0102 RESPONSIBILITIES
(l) The physical therapist must document every evaluation and intervention/treatment, which must include the following

elements:

(1) Authentication (signature and designation) by the physical therapist who performed the service;

(2) Date of the evaluation or treatment;

(3) Length of time of total treatment session or evaluation;

(4) Patient status report;

(5) Changes in clinical status;

(6) Identification of specific elements of each intervention/modality provided. Frequency, intensity, or other details may be included in the plan of care and if so, do not need to be repeated in the daily note;

(7) Equipment provided to the patient or client; and

(8) Interpretation and analysis of clinical signs and symptoms and response to treatment based on subjective and objective findings, including any adverse reactions to an intervention.

(m) At least every 30 days, the therapist must document:

(1) The patient’s response to therapy intervention;

(2) Progress toward achieving goals; and

(3) Justifications for continued treatment.
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