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Policy
It is the policy of St. David’s that staff/providers document services rendered to clients pursuant to service and/or funding requirements.  All documentation, including Progress/Daily Notes, will meet minimum content standards as established by the Minnesota Administrative Rules, appropriately identify St. David’s as the provider, where required, and be maintained and released in accordance with HIPAA and Minnesota data practices laws.

Procedure

I. General Documentation Procedure
A. The content and format of service recipient and program records will be uniform and legible.

B. St. David’s will keep a written or electronic register, listing in chronological order the dates and names of all persons served by the program who have been admitted, discharged, or transferred, including service terminations initiated by the license holder and deaths.

C. St. David’s will maintain a record of current services provided to each person on the premises where the services are provided or coordinated. 
i. When the services are provided in a licensed facility, the records must be maintained at the facility, otherwise the records must be maintained at the license holder's program office. 

D. Records will include the following information for each person:
i. an admission form signed by the person or the person's legal representative that includes
a. identifying information, including the person's name, date of birth, address, and telephone number; and
b. the name, address, and telephone number of the person's legal representative, if any, and a primary emergency contact, the case manager, and family members or others as identified by the person or case manager;
ii. service information, including service initiation information, verification of the person's eligibility for services, documentation verifying that services have been provided as identified in the support plan or support plan addendum, and date of admission or readmission;
iii. health information, including medical history, special dietary needs, and allergies, and when the license holder is responsible for meeting the person's health service needs: 
a. current orders for medication, treatments, or medical equipment and a signed authorization from the person or the person's legal representative to administer or assist in administering the medication or treatments, if applicable;
b. a signed statement authorizing the license holder to act in a medical emergency when the person's legal representative, if any, cannot be reached or is delayed in arriving;
c. medication administration procedures;
d. a medication administration record documenting the implementation of the medication administration procedures, and the medication administration record reviews, including any agreements for administration of injectable medications;
e. a medical appointment schedule when the license holder is assigned responsibility for assisting with medical appointments
iv. the person's current support plan or that portion of the plan assigned to the license holder;
v. copies of the individual abuse prevention plan and assessments; 
vi. a record of other service providers serving the person when the person's support plan or support plan addendum identifies the need for coordination between the service providers, that includes a contact person and telephone numbers, services being provided, and names of staff responsible for coordination;
vii. documentation of orientation to service recipient rights and maltreatment reporting policies and procedures; 
viii. copies of authorizations to handle a person's funds; 
ix. documentation of complaints received and grievance resolution;
x. incident reports involving the person; 
xi. copies of written reports regarding the person's status, progress review reports, progress or daily log notes that are recorded by the program, and reports received from other agencies involved in providing services or care to the person; and 
xii. discharge summary, including service termination notice and related documentation, when applicable.

II. Individualized Home Supports with and without Training and Respite Documentation Procedure
A. Staff will document each occurrence of a service provided as condition for payment.  

B. Such documentation will include service entries into St. David’s Electronic Visit Verification System – Pavillio and written progress notes when applicable. 

C. All documentation will be legible.

D. Each service entry into Pavillio will contain the following information:
i. Type of service performed;
ii. Individual receiving the service; 
iii. Date of the service;
iv. Location of the service delivery;
v. Individual providing the service; and
vi. Time the service begins and ends;
vii. The approval of the supervisor:

E. Timelines for service entry: 

i. Live-in Caregivers must enter their time on the day the service takes place. 
ii. Non-Live-In Caregivers must clock into their shift upon the start of that shift and clock out immediately upon the end of their shift.  

F. If service entries are not entered according to this policy, disciplinary actions may result:
i. Verbal warning;
ii. Corrective action; 
iii. Termination.
iv. St. David’s may bypass any or all of the procedural steps set forth in this section if such action is deemed necessary due to the persistent or severe nature of the issue at hand.

III. Therapeutic Recreation Documentation Procedure:
A. Upon the arrival and departure of a client to the program, program staff will complete the client’s information in the Sign In/Sign Out sheet.  
v. Each entry will contain the following information:
vi. Type of service performed;
vii. Individual receiving the service; 
viii. Date of the service;
ix. Location of the service delivery;
x. Individual providing the service; and
xi. Time the service begins and ends;

B. At the end of each session, program staff will complete a daily entry sheet. 
i. The entry sheet should describe what happened during the session, specific goals addressed and interventions used, and the response of client to interventions.

C. All documentation will be legible. 

D. If documentation is not recorded according to policy, disciplinary actions may result, up to and including:

i. Verbal warning;
ii. Corrective action; 
iii. Termination.
iv. St. David’s may bypass any or all of the procedural steps set forth in this section if such action is deemed necessary due to the persistent or severe nature of the issue at hand.


IV. Client discharge summaries should be communicated via program standard operating procedures, and full discharge summaries will be submitted within 30 days of client discharge. 


[bookmark: violation]Violation of this Policy or Procedure
No or only partial adherence to this policy or procedure may result in noncompliance with current regulatory requirements and subsequent penalties to St. David’s. Remediation for violators will include, but not be limited to, disciplinary action up to and including termination depending on the circumstances of the situation at the time.
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