
	Start time: __________ _am  _pm                    End time: ______ _am  _pm                    Total minutes: ______


	

	Services

_ Non-billable services:                                                                                                        - Non-billable minutes

	

	_Psychotherapy    _Family Therapy w/out client        _ Family Therapy with client                       



_Treatment Plan Development   _Diagnostic Evaluation    _ MH Assessment                    =Billable minutes

_MH Screening   _ Crisis   _Collateral   _ Interactive Complexity    _ Other:_____                                  
                                                                                                                                               Units:
	

	Attendance:  _ client   _ mother   _father  _step-mother  _step-father _sibling(s)  _guardian  _ other:_______________

	
	

	Location of Session: _ home _ school _community:___________________________________________________


	Risk: _ No  _Yes and Plan for Safety:




	· Problem/ Goal: 

                         Current severity of problem:  _ none (0)  _ mild (10)  _moderate (20) _ severe (30)                                                                   

                         Client self-report scale with10 as most severe  _0 _1 _2 _3 _4 _5 _6 _7 _8 _9 _10 _n/a _ by caregiver 
                         Measurable outcomes:_______________________________________________________  
· Problem/ Goal: 

                         Current severity of problem:  _ none (0)  _ mild (10)  _moderate (20) _ severe (30)                                                                   

                         Client self-report scale with10 as most severe  _0 _1 _2 _3 _4 _5 _6 _7 _8 _9 _10 _ n/a _by caregiver
                         Measurable outcomes:_______________________________________________________                         

· Problem/ Goal: 

                         Current severity of problem:  _ none (0)  _ mild (10)  _moderate (20) _ severe (30)                                                                   

                         Client self-report scale with10 as most severe _0 _1 _2 _3 _4 _5 _6 _7 _8 _9 _10 _ n/a _by caregiver
                         Measurable outcomes:_______________________________________________________                       



	Status Update:  _no change reported


	Goal for today’s session:

	Intervention:  
_Due to language barriers, this therapist utilized:  _ play equipment, _a sand tray, _an interpreter, or _other AAC instruments: _________________________________________________________________________________.

	Response:  
Client:              _ regulated                          _emotional dysregulation                    _behavioral dysregulation

Environment:                  _ stable                                _ distressed                                    _ threatening
Interactive complexity:  _n/a  _maladaptive communication  _disruptive caregiver behavior _sentinel event _ language 


	Plan


	Next appointment:

	  


Calculating Minutes:

The total minutes are calculated from you start and end time.  Accuracy is important since you are billing for your time. If you are providing a service that is not billable you must subtract the minutes spent on that service from your total minutes.    Type the remaining number of minutes in the box beside =Billable minutes.  This amount of minutes must match the minutes allowable on the CPT codes you used to create a bill in Client Sessions (MC+).
Non-Billable Services

Time spend transporting a client is not reimbursable.  Consultations with a psychiatrist should not be billed since the psychiatrist will be billing for the service.  When you share a session with another BHP you may split the time with the other provider and bill for half of the minutes utilized.  Do not bill for court appearances.   Phone calls are not reimbursable. Use  a different note  when documenting a phone call.

Billable Services

· Diagnostic Evaluation:  90791 (non-medical) A psychiatric diagnostic evaluation is an integrated biopsychosocial assessment, including history, mental status, and recommendations. The evaluation may include communication with family or other sources and review and ordering of diagnostic studies.  Transformations is currently using this code to bill for the initial evaluation with the client.  Information used in the biopsychosocial is currently being gathered throughout the course of treatment and not billed as a separate event.
· Psychotherapy is performed with the client and/or family or others.  The client must be present for all or some of the services.  Focus of the psychotherapy intervention is on the client.  It helps the client identify and alleviate emotional disruptions, maladaptive behavior patterns, and contributing factors.  It encourages personal growth & development through coping techniques and problem solving skills. And includes ongoing assessment.
· Family therapy with client present: The focus of the intervention is the family dynamics as they affect the client’s mental status and behavior.  Therapy is aimed at improving the interaction between the client and family members.

· Attention is also given to the impact the client has on the family members.  Kentucky Cabinet for Medicaid Services allows for these services to also be billed as psychotherapy.
· Family therapy without the client present.  This is the same as above but the client is not present.  However to bill as psychotherapy the client must be in another psychotherapy session on the same day.
· Treatment Plan Development: The treatment team members may meet to work on the development of  the written CAFAS treatment plan without the client or family  present.  This development shall occur after the client-family 
 attended treatment team meeting and for the purpose of documenting the plan.  BHPs will bill for this service with the H0032 code for  Mental Health Service Plan Development
· Interactive Complexity: A new concept in 2013, interactive complexity refers to 4 specific communication factors during a visit that complicate delivery of the primary psychiatric procedure. Add this code to any psychotherapy session or a group therapy session when one of these four complicating communication criteria are met.  Report with CPT add -on code 90785. Click here for more information.
· Mental Health Assessment:. The BHP will utilize the H0031 Mental Health Assessment code to bill for client-family attended treatment team meetings.  This code is utilized because the client- family attended treatment team 
 meeting always begins with the CAFAS assessment and because treatment planning is considered part of the assessment process.
· Mental Health Screening: Transformations utilizes the DSM 5 online assessment tools.  Click here to see the tools.
· Collateral: Collateral is not considered psychotherapy. It is an interpretation or explanation of evaluations, treatments or data. It is time spent explaining the client’s condition to the family. It is advising caregivers on how to best assist the client. And it is provided to the family and other responsible persons.  Use this code for an IEP meeting in the school.  Please remember that this is now an event code.  That means you may only bill for one unit of this code per day. 
· Crisis: The CPT code 90839 (first hour) and add on code 90840 (additional 30 minutes) are billed when you utilize a crisis intervention.  You must obtain authorization to use the code.  The request maybe submitted after the service si provided.  If the service will exceed the 3 hour limit per day, the service will require review.
· Group Therapy:  Group is billed as an event code.  Only one unit per day.
Attendance: A guardian’s present at a therapy session may give verbal consent for anyone to attend the session.  A signed release of information form is required for all other disclosures.  When you document a person’s attendance at a session write the relationship of the person to the client.
Location of Session:  home, school, provider’s office, community: library, Cherokee park, etc. 
Risk: Indicate if there is a dangerous or sentinel event immediately preceding or during the session.  You must document your plan to create safety.
Problem/Goal: Write the problem and goal as indicted on the treatment plan.  It is okay to create a template to copy from previous notes, but you are responsible to remove information from the previous session and check the current note for accuracy.
Scoring Current Severity of Problem: The note must show medical necessity for the services.  This scoring system is based on the CAFAS criteria.  You may use it to document the ongoing change in the problem behavior.
Client Self Report Scale:  This is a Likert scale you may use with your clients and or their parents.  Asking the client what number they would give their experience helps the client learn to self-regulate and gives the client a simple language to express emotional pain. 
Measurable Outcomes: Since goals are stated in measurable terms, this is the place to report progress made since the last session.  For example a child who is not attending school may have a goal to attend 4 out of 5 days of school.  This is a place where you can report the child’s current progress toward this goal, i.e.,   “The client attended 3 out of the last 5 days of school”.
Status Update:  Sometimes significant events have occurred and are reported to you at the start of a session.  Use this space to document any significant events or changes.  For example, “The parents separated and the father moved our since our last session.”
Goal for Today’s Session:  Write a quote of what the client or parent said (s)he wants to work on during the session. The therapist may also write his or her own goal for the session. 
Intervention: This is where you, the BHP, document what you did during the session.  Identify the treatment theory you used and why.  Describe the clinical techniques you employed.  Identify the phase of treatment and the appropriate task such as developing a therapeutic rapport. Make sure the intervention type matches the service type checked at the top of this form and the CPT code you entered in the Client Session bill.  Click on the service type to see a previous billing form with an intervention for psychotherapy, family therapy, and collateral therapy.  
If you utilized toys, sand tray, an interpreter, or an ACA device to overcome language barriers to therapeutic interaction, you may be eligible to bill the add on code for interactive complexity.  This code is used with clients who have treatment complicated with guardians and third party participants.
Response: This is what the client, family, and responsible persons said and did in the therapy session as a response to your treatment intervention.  Specifically comment on the presence, absence, intensity or frequency of the behavior indicated as a problem on the treatment plan.  If aggression is a problem on the plan, the Response should reference evidence of aggressive statements, emotions and behavior.  Or the Response could reference the lack of the presence of the problem behavior.
Documenting Interactive Complexity:  To use this code during a psychotherapy session or a group therapy session one of these four complicating communication criteria must be documented:  
· The need to manage maladaptive communication (related to, e.g., high anxiety, high reactivity, repeated questions, or disagreement) among participants that complicates delivery of care.   
· Caregiver emotions or behavior that interferes with implementation of the treatment plan.
· Evidence or disclosure of a sentinel event and mandated report to a third party (e.g., abuse or neglect with report to state agency) with initiation of discussion of the sentinel event and/or report with patient and other visit participants.
· Use of play equipment, physical devices, interpreter or translator to overcome barriers to diagnostic or therapeutic interaction with a patient who is not fluent in the same language or who has not developed or lost expressive or receptive language skills to use or understand typical language. Click here for more information.
· For more information visit this webpage: https://www.aacap.org/App_Themes/AACAP/docs/clinical_practice_center/business_of_practice/cpt/Interactive_Complexity_Guide_2012.pdf
Dysregulation: The DSM 5 has introduced a new diagnosis, Dysregulation Disorder.  Many of our clients meet the criteria.              Trauma Systems Therapy utilizes these categories:

· Regulated

1. The regulated child does not have changes in awareness, affect, and action when faced with a stressful provocation.  She may have changes in a few but not all areas.

2. The regulated child will never act dangerously when stressed (e.g. self-destructive, aggressive, substance abusing, risky eating, or sexual behavior).

3. The emotionally regulated child may have ways of viewing themselves, the world, and the future that negatively impact his or her well-being, relationships, or functioning.  
· Emotionally Dysregulated

1. The child evidences changes in awareness, affect, and action when faced with a stressful provocation.

2. Episodes of dysregulation that interfere with functioning at least once monthly.

3. The child, on almost no occasion, will behave dangerously when stressed (e.g. self-destructive, aggressive, substance abusing, risky eating or sexual behavior.

4. The child has problems in functioning.  There must be soe evidence that the dysregulation episode caused a problem with the child’s self, school, caregiver, or peer relationships.  This problem can either be related to the dysregulation episode itself or to feeling or behaviors related to the anticipation of a dysregulation episode.

· Behaviorally Dysregulated

1.   All of 1,2, and 4 above PLUS:

2.   The behaviorally dysregulated child will behave dangerously when stressed (e.g. self-destructive, aggressive, substance abusing, risky eating or sexual behavior), and this dangerous behavior occurs at least once with the last three months.

Environment assessment:  Trauma Systems Therapy assesses the social environment by the following three categories:

· Stable 

1. The child’ immediate caregivers are able to help him  or her regulate emotion and to protect him or her from stressors, OR
2. The child’s extended family, peer group, or neighbors are able to support the child such that any limitation of the immediate family in their ability to help the child regulate emotion or protect him or her from traumatic reminders are mitigated, OR

3. The appropriate child service system has been accessed and if the child’s immediate caregivers or extended social network are together unable to help the child regulate emotion or protect him or her form traumatic reminders, services are in place that effectively provide these functions.

· Distressed

1. Specific members of the child’s social environment (e.g. parents, teachers, foster parents) are not able to adequately help the child to regulate emotion or to protect the child form specific stimuli that evoke emotional dysregulation, and
2. Other members of the child’s social environment are unable to support the child such that the help and protect problems indicated by #1 are mitigated, and

3. #1 and #2 are met and the appropriate child service system has not been accessed or services are not in place that effectively address these problems.

· Threatening

1. Specific members of the child’s social environment (e.g. parents, teachers, foster parents, peers) pose a true threat of harm to the child, and

2. Other members of the child’s social environment are unable to adequately protect the child based on the reality of #!
3. #1 and #2 are met and the child protection system has not been accessed or has not instituted and adequate intervention based on the reality of #1.

Plan: What are your plans for the next session or for ongoing care?  Reviewers look for your thought processes in how you are designing and implementing care.

Next Appointment:  This is where you document your next session date.  If for some reason the session does not occur as documented here, you will need to write a separate note documenting the missed session and the reschedule date.

