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	 Agency and Personnel (Y = present; N = not present; N/A = not applicable)

	1
	
Documentation of licensure or registration for facility offering substance use disorder treatment. 

	[bookmark: Text1]     

	2
	
Documentation of appropriate and valid licensure and certification for all professionals providing direct substance use disorder counseling or treatment. 
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	3
	
Documentation of completed continuing professional education for all substance use disorder treatment providers according to their license requirements.
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	4
	
Supervisors meet all licensure requirements for a Qualified Credentialed Counselor.
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	5
	
Documentation of professional liability for all staff and agency is on file.
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	6
	
Documentation that staff has attended detailed orientation within ninety (90) days of hiring date.
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	Policies and Procedures (Y = present; N = not present; N/A = not applicable)

	7
	
Agency has a detailed orientation process for substance use disorder treatment employees.
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	8
	
Agency has a policy for regular supervision of all licensed staff.
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	 9
	
Documentation that agency staff has conducted monthly multidisciplinary discussions of selected patients. 
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	10
	
Agency/Provider has a crisis intervention plan.
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	11
	
Agency/Provider has a discharge policy and procedure.
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Chart Review (Substance Use Disorder Treatment Services)
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	 Eligibility Determination (Y = present; N = not present; N/A = not applicable)

	12
	
Eligibility documentation is filed in the patient’s record. 

 
	     

	        Assessment  (Y = present; N = not present; N/A = not applicable)

	
13
	
Comprehensive assessment including all elements listed in the Substance Use Disorder Residential Standards was completed within three (3) days of admission.

	     

	Treatment Plan  (Y = present; N = not present; N/A = not applicable)

	
14
	
Treatment plan was completed within five (5) business days of admission.
	     

	15
	
Treatment plan was signed by the provider rendering service.

	     

	16
	
Treatment plan was reviewed and/or modified midway through the treatment.

	     

	Services Provided   (Y = present; N = not present; N/A = not applicable)

	17
	Treatment included counseling covering all elements outlined in the Substance Use Disorder Residential Standards.


	     

	18
	
Documentation of primary medical provider order for acupuncture services is filed in the patient's primary record.

	     

	19
	
Payment for acupuncture did not exceed $1,500/patient/year.

	     

	20
	
Documentation for use of funds for acupuncture included quantity of acupuncture services provided.


	     

	21
	
Treatment plan was signed by the substance use disorder counselor rendering services.


	     

	22
	
Progress notes have been completed for each counseling session and contain all elements outlined in the Substance Use Disorder Residential Standards.



	     

	Referrals (Y = present; N = not present; N/A = not applicable)

	23
	
Documentation that referrals were made as needed to specialized health care providers/services.


	     

	24
	
Documentation is present in the patient’s record of the referral and the outcome of the referral.

	     

	Discharge Planning  (Y = present; N = not present; N/A = not applicable)

	25
	
Documentation is present that discharge planning was completed with the patient.

	     

	Discharge (Y = present; N = not present; N/A = not applicable)

	26
	
Documentation of reason for closure is located in the client’s primary record and is consistent with agency criteria and procedures.

	     





Copy the following chart if additional entries are needed
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