DMC YOUTH Chart Audit Tool 2015.04.06          SUD Treatment Programs
	Provider Contact (name & title):________________________________________Location: ___________________ 
Agency  Name: _____________________________________ Tx Modality: _______________ Tx Level: _________


	Open File: □              Closed File: □
Client ID: __________________Review Date: _________
                                                       DOB: _________________
Primary Counselor:  ______________________________
Physician: ______________________________________
Reviewed by: ___________________________________

SIGNATURE TIME LINES

1. Admission Date: ____________________________
    Discharge Date: ____________________or N/A: ___

2. Date Medical Necessity Established ___________. The Physician shall review & sign each beneficiary’s chart within 30 days of admission to tx & establish med nec..

3. Date of Initial tx plan: ____________ within 30 calendar days of admission the beneficiary & counselor shall sign, indicating their participation, their plan.

4. Date of MD signature on tx plan: _________ within 15 calendar days of counselor signature the MD shall sign the clt plan.

5. Dates of updated Clt Plans:  ______________  ______________  ___________  ___________. Every 90 days from date of initial clt plan and 90 days thereafter or when a change in problem identification or focus of tx occurs the clt plan shall be updated and signed by the counselor & clt. If clt is not available to sign the plan, the note must reflect efforts to meet with clt to review plan and sign.
 
6. MD Signature/Review Updated Clt Plan: ________ ___________ ___________   ____________ within 15 calendar days of counselor signature the MD shall sign the clt updated plan indicating medical necessity for continued treatment.

7. Date of MD & Counselor Signature indicate Justification for Continuing Tx Services: ________________.  No sooner than 5 months and no later than 6 months after the clt’s admission to tx date or date of most recent Justification for Cont Tx Services the Counselor & MD shall indicated medical necessity for continuing tx services. Additional Dates: ____________, ___________, ___________, ___________, __________ 
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