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Adolescent School Health Program/Office of Public Health

PERT 2 Audit Form for Medical Reviewer 1  

Date: ________________________________ 











SBHC: ______________________________

Auditor(s): ___________________________


	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	1. RISK ASSESSMENTS AND PHYSICAL EXAMINATIONS-10 charts (ICD-9 V20.2, V70.0, and if sports physical is comprehensive, V70.3)

RA & PE Code Key:    (    = information present      I   = incomplete/not present/incorrect/no NA = Not Applicable        R  =  Refused     C    = complete/present/correct/yes
	
	
	
	
	

	Risk assessments and physical exams include:
	
	
	
	
	

	1. Parental consent 
	1.
	1.
	1.
	1.
	1.

	2. Physical space is adequate and provides for confidentiality
	2.
	2.
	2.
	2.
	2.

	3. Risk assessments and physical examinations contain the critical elements of
  physical exam and risk assessment:
	
	
	
	
	

	a. Statement of reason for visit1 (i.e., comprehensive physical exam)
	a
	a
	a
	a
	a

	b. Medical history
	b
	b
	b
	b
	b

	c. Family history
	c
	c
	c
	c
	c

	d. Social history (risk assessment, i.e., HEADS, GAPS, Bright Futures, or nationally recognized tool) including nutritional assessment
	d
	d
	d
	d
	d

	e. Review of systems
	e
	e
	e
	e
	e

	f. Complete physical exam including:
	
	
	
	
	

	a. Height, weight, BMI2 growth chart and vital signs3 (blood pressure, pulse, temperature, respirations.)
	a
	a
	a
	a
	a

	b. Vision and hearing screening within past 2 years
	b
	b
	b
	b
	b

	c. Dental screening
	c
	c
	c
	c
	c

	                        d. Scoliosis screening/back exam
	d
	d
	d
	d
	d

	                        e. Developmental screening for children 2 months to 5 years (i.e., Denver developmental                                                                        

                           screening) 
	e
	e
	e
	e
	e

	f. Age appropriate reproductive assessment (including Tanner Staging) (If indicated, an STD   

    screening and/or a Pap, should either be performed or referred.)
	f
	f
	f
	f
	f

	                        g. Laboratory work if indicated. Please note that EPSDT requires hemoglobin or                                     

                            hematocrit and urine dipstick according to the periodicity schedule.
	g
	g
	g
	g
	g

	                        h. Assessment (summary of findings, if child is healthy, document this)
	h
	h
	h
	h
	h

	                        i. Anticipatory guidance/health education/counseling
	i
	i
	i
	i
	i

	                        j. Plan of care if indicated
	j
	j
	j
	j
	j

	                       k. Documentation of collaboration with PCP if Bayou Health
	k
	k
	k
	k
	k

	                        l. Screen for diabetes if indicated per the ASHP Best Practice for Type 2 Diabetes

                           (5th – 12th grades) 
	l
	l
	l
	l
	l

	ALL GRADES         
	
	
	
	
	

	Code for this sentinel event:

C=all critical elements present OR one No and the rest Yes and numbers 1 and 2 also checked.

I=none OR one critical element missing and/or 1 and 2 not checked.
	C     I
	C     I 
	C     I 
	C     I 
	C     I 


PERT 2 Audit Form for Medical Reviewer 1 Continued

Auditor(s): ___________________________

SBHC: ___________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	2.  STDS/PAPS – 10 CHARTS (use the same charts as those for sentinel condition 1)

Students receiving comprehensive physical exams/risk assessments were:

1. asked if sexually active, 

2. counseled on risk reduction, regardless of whether sexually active or not, 
3. if sexually active, advised (if no parental consent) or referred/screened (if have parental consent) for STD/Pap
4. treated for STD if indicated. 
STD/PAP Code Key: (circle one)  

Y=Yes             N=No                NA=Not Applicable      R=Refused
6th – 12th GRADES & AGES 12 & OLDER
	1. Y    N    NA    R

2. Y    N    NA    R

3. Y    N    NA    R

4. Y    N    NA    R


	1. Y    N    NA    R

2. Y    N    NA    R

3. Y    N    NA    R

4. Y    N    NA    R


	1. Y    N    NA    R

2. Y    N    NA    R

3. Y    N    NA    R

4. Y    N    NA    R


	1. Y    N    NA    R

2. Y    N    NA    R

3. Y    N    NA    R

4. Y    N    NA    R


	1. Y    N    NA    R

2. Y    N    NA    R

3. Y    N    NA    R

4. Y    N    NA    R



	Code for this sentinel event:
C=all elements must be appropriately documented for sentinel event to be complete
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 

	3.  TOBACCO – 10 CHARTS (use the same charts as those for sentinel condition 1)

Students receiving comprehensive physical exams/risk assessments were assessed for risk of tobacco and the 5 “A’s” followed as appropriate (see tobacco flow chart).  Please note, the 5 “A’s” refer to what the provider has asked/done, not answers the student has given.
	
	
	
	
	

	Tobacco Code Key: (circle one)  

Y=Yes             N=No                NA=Not Applicable 

The 5 “A’s”:

Did provider Ask if student uses tobacco?

Did provider Advise/Assess student (only if student currently uses tobacco)?

Did provider Assist/Arrange (only if student willing to make a quit attempt)?

Did provider provide motivational intervention if student not willing to
make a quit attempt? 

5th – 12th GRADES & AGES 10 & OLDER  
	Y      N

Y      N      NA

Y      N      NA

Y      N      NA
	Y      N

Y      N      NA

Y      N      NA

Y      N      NA
	Y      N

Y      N      NA

Y      N      NA

Y      N      NA
	Y      N

Y      N      NA

Y      N      NA

Y      N      NA
	Y      N

Y      N      NA

Y      N      NA

Y      N      NA

	Code for this sentinel event:

I=incomplete if any of the 5 “A’s” are marked “no.”
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 


Definitions:

1. Statement of reason for visit: for example, comprehensive physical listed on form (may be pre-printed on form) or chief complaint.

2. BMI: documented in chart and on BMI growth chart.

3. Vital signs: includes blood pressure, pulse, temperature, and respirations.

                                                                                                                                                    PERT 2 Audit Form for Medical Reviewer 1 Continued

Auditor(s): ___________________________

SBHC: ___________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	4.  ASTHMA – 10 CHARTS

Students identified with asthma (ICD-9=493.00-493.92) have a written asthma action plan on the chart with all critical elements (1-3 below).

1. Green, yellow and red zones defined by symptoms and/or child’s peak flow value.

2. Type, dose and frequency of prevention and rescue medications listed.

3. Instruction on when to seek medical care.

In addition, documentation that action plan has been written or reviewed in the last 12 months.

And documentation of the influenza vaccine over the past 12 months.
ALL GRADES
	1. ​​______

2. ______

3. ______

Y       N

Y       N
	1. ​​______

2. ______

3. ______

Y       N

Y       N
	1. ​​______

2. ______

3. ______

Y       N

Y       N
	1. ​​______

2. ______

3. ______

Y       N

Y       N
	1. ​​______

2. ______

3. ______

Y       N

Y       N

	Code for this sentinel event:

C= all 3 checked and Yes response.

I= 2 or fewer checked and/or No response.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 


COMMENTS

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

                                                                                                                                                    PERT 2 Audit Form for Medical Reviewer 1 Continued

Auditor(s): ___________________________

SBHC: ___________________________

	Requirements
	Program Assessment
	Code
	Comments/Explanation

	Clinical Process excerpted from LAPERT I 

	Documentation of Policy Implementation
	
	

	8.  Nursing guidelines/physician standing orders for RNs and nurse practitioner clinical practice guidelines, including prescriptive authority, are located at each site and are reviewed and signed by medical director on an annual basis.  PA licensure with prescriptive authority and MD supervision.
	· Documentation of  nursing guidelines/physician standing orders and date of last review with physician signature

·  Copy of NP/Physician Collaborative Practice Document including prescriptive authority 

· Copy of PA licensure with prescriptive authority and MD supervision
	1
2
3
	

	Policies and Procedures excerpted from LAPERT I
	Documentation of Policy Implementation
	Code
	Comments/Explanation

	12.
Medical policies and procedure manual(s) are reviewed and signed by medical director on an annual basis and are located at each site.
	· Documentation of policy/procedure manual review and date of last review with signature
	1
2
3
	

	Clinical Environment excerpted from LAPERT I
	Documentation of Policy Implementation
	Code
	Comments/Explanation

	36.
A formulary is available which must include over the counter medications administered by the nurse.
	· Copy of formulary (list of current over the counter medications which are kept in the SBHC) signed by Medical Director on annual basis.
	1
2
3
	

	72.  For those sites doing STI testing, Provider Performed Microscopy Procedures (PPMP) or equivalent testing which has been approved by OPH-ASHP. 
	· Observe PPMP certificate and microscope if performing PPMP
· If equivalent  testing  is used, observe capability to perform test  
· Observe Lab log  
	1
2
3
	


Verification of Medical Logs:

1. A system for follow-up on appropriate cases exists (i.e. internal and external referrals, missed appointments).  This must include a referral log (either paper or electronic) for external referrals with the following elements: 

· Name 

 □ Reason for referral and

· Date


 □ Follow-up (i.e. if appointment kept results of referral)

· Referred to              □ Initials of reviewer

2. A system for promptly posting laboratory results exists using a laboratory log (for all labs sent out and is either paper or electronic) including these elements: 

· Name

□ Initials of reviewer

· Date

□ Follow-up

· Lab performed       □ Clinically significant laboratory results are immediately referred to appropriate provider

· Results

Adolescent School Health Program/Office of Public Health

PERT 2 Audit Form for Medical Reviewer 2

Date: ________________________________

SBHC: ______________________________

Auditor(s): ___________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	5.  YEARLY BLOOD PRESSURE, HEIGHT, WEIGHT AND BMI1 - 10 charts

Students have documentation of a yearly blood pressure reading, height, weight, and BMI. 

1. Screening for elevated blood pressure using the chart of normal BPs for height percentile, age, and gender.

 2. Height 

 3. Weight

 4. BMI

 5. If BP elevated, followed ASHP Best Practice for Blood Pressure screening, follow-up and correct coding on the encounter form.

Yearly Blood Pressure, Height, Weight and BMI Code Key: (circle one)  

Y=Yes             N=No                NA=Not Applicable
ALL GRADES 
	1.  Y     N

2.  Y     N     

3.  Y     N     

4.  Y     N     

5.  Y     N     NA
	1.  Y     N

2.  Y     N     

3.  Y     N     

4.  Y     N     

5.  Y     N     NA
	1.  Y     N

2.  Y     N     

3.  Y     N     

4.  Y     N     

5.  Y     N     NA
	1.  Y     N

2.  Y     N     

3.  Y     N     

4.  Y     N     

5.  Y     N     NA
	1.  Y     N

2.  Y     N     

3.  Y     N     

4.  Y     N     

5.  Y     N     NA

	Code for this sentinel event:

I= any no responses.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 

	6.  IMMUNIZATION2  - 10 CHARTS (use the same charts as those for sentinel condition 5)

SBHC is an enrolled user of LINKS.

Immunizations are up-to-date per OPH immunization schedule. (See current OPH Immunization schedule at http://www.dhh.louisiana.gov/offices/?ID=265)

Immunization Code Key: (circle one)
UTD = up-to-date with immunizations

IP = documentation of progress towards being up-to-date

NO = absence of immunization record on chart (or not up-to-date and no documentation of progress)

ALL GRADES
	Y     N

UTD

IP

NO
	Y     N

UTD

IP

NO
	Y     N

UTD

IP

NO
	Y     N

UTD

IP

NO
	Y     N

UTD

IP

NO

	Code for this sentinel event:

C= UTD or IP response and enrolled user of LINKS.

I= No response and/or not enrolled user of LINKS.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 


PERT 2 Audit Form for Medical PERT 2 Audit Form for Medical Reviewer 2 Continued

Auditor(s): ___________________________           SBHC: ___________________________
Using the same 10 charts as those audited for blood pressure, height, 
(sentinel conditions 5 and 6); complete the following chart audit as well.

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Chart audit is done on entire chart to cover  from July 2004  

All medical charts must include:
	
	
	
	
	

	FULL CHART INFORMATION:
	
	
	
	
	

	1. Consent form:
	
	
	
	
	

	      a. Consent signed by parent/guardian in chart 
	
	
	
	
	

	      b. Signature witnessed/verified
	
	
	
	
	

	      c. Date of birth
	
	
	
	
	

	      d. Grade
	
	
	
	
	

	       e. Insurance billing status code (see key at top of page)
	
	
	
	
	

	       f. Name of PCP documented if LaCHIP/Medicaid or Private
	
	
	
	
	

	2. All pages contain client identification (name and 2nd identifier)
	
	
	
	
	

	3. All entries are clear, legible, dated, signed
	
	
	
	
	

	4. Allergies are prominently displayed
	
	
	
	
	

	5. Problem list (date and diagnosis documented) 
	
	
	
	
	

	6. Nursing/medical/other student documentation counter-signed by preceptor
	
	
	
	
	

	7. A listing of standard abbreviations used by SBHC in charting is available for providers (not present in every chart) 
	
	
	
	
	

	PROGRESS NOTES:
	
	
	
	
	

	1. RN guidelines or NP clinical practice guidelines are followed for stated purpose of visit 
	
	
	
	
	

	2. Uses SOAP format: 
	
	
	
	
	

	     a. Subjective
	
	
	
	
	

	     b. Objective
	
	
	
	
	

	     c. Assessment
	
	
	
	
	

	     d. Plan of care & follow-up plan
	
	
	
	
	

	3. Documentation of collaboration with PCP if LaCHIP/Medicaid
	
	
	
	
	

	4. Resolution documented (if applicable)
	
	
	
	
	

	5. Documentation of follow-ups and results of external referral
	
	
	
	
	


                                                     ________ __  
____________________________

                                                __   __  ______   
____________________________
SBHC Provider Name (Please print)

Title




Reviewer Name (Please print)


Title
                                                     ________ __  
____________________________

                                                     ________ __  
____________________________

Signature



Date




Signature




Date
                
PERT 2 Audit Form for Medical Reviewer 2 Continued
Auditor(s): ___________________________

SBHC: ___________________________

COMMENTS

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	7.  TYPE 2 DIABETES SCREENING3 – 10 CHARTS

 1. Students identified to be screened for Type 2 diabetes (ICD-9=V77.1) have met the criteria in the ASHP Best Practice for Screening for Type 2 Diabetes which includes: 

a) overweight as specified and/or symptomatic

b) at least two of the three risk factors and/or symptomatic

2. Follow up as indicated in the ASHP Best Practice for Screening for Type 2 Diabetes.

5th-12th GRADES & AGES 10 & OLDER
	1. a ______

1. b ______

2. ________


	1. a ______

1. b ______

2. ________


	1. a ______

1. b ______

2. ________


	1. a ______

1. b ______

2. ________


	1. a ______

1. b ______

2. ________



	Code for this sentinel event:

C= all 3 checked.

I= 2 or fewer checked.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 


Definitions:

1. BMI: documented in chart or on growth chart.

2. Immunization:  Hepatitis B required for kids starting 1998 or later.  

3. Diabetes Screening: a) look at BMI growth chart first to see if screening is warranted/necessary; b) look at race (consent form); c) look at physical exam for stigmata.   

                                                                                                                                                   PERT 2 Audit Form for Medical Reviewer 2 Continued
COMMENTS

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Requirements
	Program Assessment
	Code
	Comments/Explanation

	Clinical Environment excerpted from LAPERT I
	Documentation of Policy Implementation
	
	

	 21. A labeled emergency kit, with contents per the emergency kit policy is available and equipped and is also checked and dated regularly by a designated person.  Kit has standing physician orders for administration of medications in emergency situations.
Person responsible: _____________________

How often: _______________________
How documented?  _______________________
	· Observation of emergency kit and log dated and signed when checked

· Observation of standing physician orders for administration of medications in emergency situation also posted at site where immunizations are given.
         
	1
2
3
	


Medical Chart Audit Definitions

1. Chart ID#:  Site specific chart identification number.  For example last four digits of Social Security number. 

2. Chart audit is done on entire chart to cover from July 2004:  PERT 2 is beginning July 2004.
3. Full chart information:  Refers to what should be completed when reviewing the entire chart. 

4. Consent form:  The following information can be retrieved from the consent form in the chart. 

5. Consent signed by parent/guardian in chart:  Consent form is current, signed by parent/guardian and present in the chart. 
6. Signature witnessed/verified:  Consent form contains witness/verification signature, i.e., either the signature of a witness or verification by SBHC staff that parent/guardian actually signed the consent form (verification can be done by phone). 

7. Date of birth:  Date of birth of the student is available on the consent form. 

8. Grade:  Grade of the student is available on the consent form, annual update to consent form, or problem list. When viewing the consent form or update or problem list, be certain that the date of the form matches with the current year. This will let you know if the current grade is available on the consent form (or update or problem list). 
9. Insurance billing status code:  Identification of the insurance status.  P = Private; M = Medicaid/LaCHIP; U = Uninsured; K = Unknown . 

10. Name of PCP documented if LaCHIP/Medicaid or Private:  Name of PCP must be documented in chart if there is one, if none, document that. 

11. All pages contain client identification:  Must include name and second identifier (may be date of birth, chart #, SS #, etc.). Should be marked not applicable (NA) if using electronic medical record. 
12. All entries are clear, legible, dated and signed:  Each entry is dated and signed.  On EPSDT screens and comprehensive physicals, RNs should make entry that work-up is complete.
13. Allergies are prominently displayed:  On problem list in chart and on the front of the chart and must be consistent with the information on the chart. 

14. Problem list:  List of the patient’s reasons for presenting including date and diagnosis. 

15. Nursing/medical/other student documentation countersigned by preceptor:  All nursing, medical and other student charts are counter signed by preceptor.
16. Listing of standard abbreviations:  A list of abbreviations used by the SBHC in the chart with their meanings is available for providers and review team.
17. Progress notes:  The following information can be found in the progress notes of the chart. 

18. RN guidelines or NP clinical practice guidelines are followed for stated purpose of visit:  Agreement with protocol for specific problems. 

19. Uses SOAP format:  See below. 

S – Subjective:  Chief complaint, history of present illness, relevant medical and social history. 
O – Objective:  Vitals and focused physical examination. 

A – Assessment:  Nursing diagnosis/impression (RN) or medical diagnosis (NP/MD).  
P – Plan of care and follow-up plan:  Includes plan for follow-up if indicated.  There is a specific plan for bringing child back when appropriate, if not, “follow-up as needed or prn” is documented. 

20. Documentation of collaboration with PCP if LaCHIP/Medicaid: Must document all collaboration with PCP. 

21. Resolution documented:  If indicated, resolution of problem documented in chart within a reasonable time frame based on generally accepted standard of care. 
22. Documentation of follow-ups and results of external referral:  Follow-up in progress note/only referral to outside agency (usually has up to six weeks to complete).  This is documented by the provider.  Document whether or not referral appointment was kept.  If kept, document results/outcome of visit.  If not kept, document alternate plan. 
Adolescent School Health Program/Office of Public Health

PERT 2 Audit Form for Psychosocial Reviewer 

Date: ________________________________

SBHC: ______________________________

Auditor(s): ___________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	8.  POOR SCHOOL PERFORMANCE  - 10 CHARTS

Poor School Performance Code Key: (circle one)  

Y=Yes 

N=No

NA=Not Applicable
Students identified with poor school performance (ICD-9=313.83, 309.23, V40.0, or V62.3) have had:

1. Appropriate medical screening (i.e., hearing and vision) 

2. Appropriate treatment and/or referral for medical problem if
      indicated

3. Documentation of discussion with appropriate school personnel1                                           

      and referral if academic problem 
4. Evidence of SBHC mental health professional involvement2 if
      behavioral/psychosocial problem 
	1. Y      N 

2. Y      N      NA

3. Y      N      NA

4. Y      N      NA
	1. Y      N 

2. Y      N      NA

3. Y      N      NA

4. Y      N      NA
	1. Y      N 

2. Y      N      NA

3. Y      N      NA

4. Y      N      NA


	1. Y      N 

2. Y      N      NA

3. Y      N      NA

4. Y      N      NA


	1. Y      N 

2. Y      N      NA

3. Y      N      NA

4. Y      N      NA

	Code for this sentinel event:

C= all Yes or NA responses.

I= 1 or more No responses.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 

	5. Evidence of treatment plan if behavioral/psychosocial problem

Extra Credit

6.  Documentation of improved school performance

ALL GRADES
	5. Y      N      NA

6. Y      N      NA
	5. Y      N      NA

6. Y      N      NA
	5. Y      N      NA

6. Y      N      NA
	5. Y      N      NA

6. Y      N      NA
	5. Y      N      NA

6. Y      N      NA


Definitions:
1. Appropriate school personnel:  SBLC committee, Principal, Behavioral Interventionist or Teacher.

2. Evidence of SBHC mental health professional involvement:  There is a progress note from mental health professional and/or there is documentation that development of treatment plan is in progress.

PERT 2 Audit Form for Psychosocial Reviewer Continued
Auditor(s): ___________________________

SBHC: ___________________________       
      
Randomly pull ten additional charts to audit below (include, if available, 2 charts each with child abuse, suicide and homicide/threat of violence).  In addition, reviewer should review SBHC protocols for child abuse, suicide and homicide/threat of violence). 
	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Chart audit is done on entire chart to cover from July 2004.  

All psychosocial charts must include:
	
	
	
	
	

	FULL CHART INFORMATION:
	
	
	
	
	

	1. Consent Form:
	
	
	
	
	

	     a. Consent allows for behavioral health service delivery
	
	
	
	
	

	     b. Signature witnessed/verified
	
	
	
	
	

	     c.  Date of birth
	
	
	
	
	

	     d.  Grade
	
	
	
	
	

	2.  All pages contain client identification (name & 2nd identifier)
	
	
	
	
	

	PROGRESS NOTES:
	
	
	
	
	

	1.  All entries are clear, legible, dated, signed with credentials
	
	
	
	
	

	2.  Use standard format (SOAP, PIE)
	
	
	
	
	

	       a.  Summary of problem (ICD-9 code description)
	
	
	
	
	

	       b.  Documentation of Intervention/Assessment used
	
	
	
	
	

	       c.  Follow-up Plan 
	
	
	
	
	

	3.   All entries are in chronological order – late entries noted
	
	
	
	
	

	4.   No open lines
	
	
	
	
	

	5.   Errors are corrected
	
	
	
	
	

	6.   Student Intern notes are counter-signed
	
	
	
	
	

	7.   Behavioral Health protocols are followed for child abuse, suicide, homicide/ threats of violence (see  critical elements developed by Psychosocial Subcommittee on page 15 of this document).  
	
	
	
	
	

	8.   Documentation of results of external referrals
	
	
	
	
	

	9.   Progress notes reflect treatment plan if student has one (including groups)
	
	
	
	
	

	10. Documentation that risk assessment/psychosocial history has been done
	
	
	
	
	

	11. Documentation that the risk assessment reviewed, risky behaviors identified, plan made
	
	
	
	
	


	TREATMENT PLAN (if indicated):
	
	
	
	
	

	      a.   Patient name and 2nd identifier
	
	
	
	
	

	      b.   Diagnosis(es), ICD-9 code description
	
	
	
	
	

	      c.   Strategies for improving problem(s)
	
	
	
	
	

	      d.   Timeline
	
	
	
	
	

	      e.  Termination/disposition statement; emergency/resource/referral plan
	
	
	
	
	

	      f.  Date and signature line for:

1.  student or documentation that treatment plan reviewed with student, 

2.  parent or documentation that treatment plan reviewed with parent (if appropriate),

3.  provider with credentials.
	
	
	
	
	


                                                     ________ __  
____________________________

                                                __   __  ______   
____________________________
SBHC Provider Name (Please print)

Title




Reviewer Name (Please print)


Title
                                                     ________ __  
____________________________

                                                     ________ __  
____________________________

Signature



Date




Signature




Date
                
COMMENTS

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PERT 2 Audit Form for Psychosocial Reviewer Continued 

Auditor(s): ___________________________

SBHC: ___________________________

	Requirements
	Program Assessment
	Code
	Comments/Explanations

	Behavioral Health Review excerpted from LAPERT I
	Documentation of policy implementation
	
	

	10. Risk Factor/Psychosocial Assessment and Treatment Plan have been made on each client that is seen regularly (on or before the 4th visit), including those involved in a clinical group.
	· Chart audit of students with at least four visits

· Check for Assessment and Treatment Plan in selected charts
	1
2
3
	
	

	12.  Clinical Groups:

a. Have one documented topic with structured sessions designed to accomplish goals set in treatment plan.

b. Group topic is reflected in each group member’s treatment plan.

c. Charting has been done on each individual’s chart per session.
	· Chart audit of group members for documentation
	1
2
3
	
	

	14. The behavioral health procedure manual is reviewed and signed on an annual basis and are located at each site.  

Person Responsible: _________________
	· Check behavioral health manual
	1
2
3
	


Verification of Psychosocial Logs:

1. A system for off-site referral and case coordination exists.  This must include a referral log (either paper or electronic) for external referrals with the following elements: 

· Name 

· Date

· Referred to

· Reason for referral

· Follow-up (i.e., if appointment kept)

· Results of referral and 

· Initials of reviewer
2.
Has a referral process and appropriate forms and documentation in place for handling:

· Child abuse cases


· Suicidal clients
· Homicidal/Threats of Violence

Behavioral Health Chart Audit Definitions
 

1. Chart ID #:  Site specific chart identification number. For example last four digits of Social Security number.
2. Chart audit is done on entire chart to cover from July 2004:  PERT 2 is beginning July 2004. 

3. Full chart information:  Refers to what should be completed when reviewing the entire chart. 

4. Consent form: The following information can be retrieved from the consent form in the chart.
5. Consent allows for behavioral health services: Behavioral health services are circled on the old consent form (dated 4/14/03), signed by parent/guardian, and present in the chart.  For new consent form (dated 5/1/05), consent must be signed by parent/guardian.
6. Signature witnessed/verified:  Consent form contains witness/verification signature, i.e., either the signature of a witness or verification by SBHC staff that parent/guardian actually signed the consent form (verification can be done by phone). 

7. Date of birth:  Date of birth of the student is available on the consent form. 

8. Grade:  Current grade of the student is available on the consent form, annual update to consent form, or problem list.  When viewing the consent form or update or problem list be certain that the date of the form matches with the current year. This will let you know if the current grade is available on the consent form (or update or problem list).   
9. All pages contain client identification:  Must include the student’s name and second identifier, (may be date of birth, chart #, SS #, etc.). Should be marked not applicable (NA) if using electronic medical record.
10. Progress notes:  The following information can be found in the behavioral health progress notes. 

11. All entries are clear, legible, dated and signed with credentials:  Each entry is dated and signed, with the behavioral health professional’s credentials.  
12. Use standard format (SOAP, PIE): S.-subjective, O.-objective, A.-assessment, P.-plan or P.-Problem, I.-intervention, E.-evaluation. 
a. Summary of problem (ICD-9 code description): includes history of problem(s) and who referred student if it is a first visit, and summary of problem (ICD-9 code     description). 

b. Documentation of intervention/assessment used: includes summary of intervention/assessment occurring during the visit. 

c. Follow-up plan: Includes the plan for follow-up. Any referrals made are part of the plan and are documented. 
13. All entries are in chronological order-late entries noted:  When a late entry is made, the date entered on the left is the date of the chart entry not the date when the service was provided. The date of service is noted in the late entry progress note. 

14. No open lines:  Each entry begins on the line immediately following the preceding entry.  If a line is left open in between entries, a line has been drawn through the empty line. 

15. Errors are corrected:  When an error is made during a chart entry, one line has been drawn through the word or words that are in error and the word “error” or “void” has been written as well as initials next to the mistake.  No white out or correction tape/fluid is used. 

16. Student Intern notes are counter-signed: All charts of interns should be counter-signed with full signature of supervisor and supervisor’s title. 

17. Behavioral health protocols are followed for child abuse, suicide, and homicide/threats of violence:  The SBHC’s policies are followed for child abuse, suicide, and homicide/threats of violence if indicated.   (See critical elements developed by the Psychosocial Subcommittee on page 15 of this document.) 
18. Documentation of results of external referrals:  Results/outcome of external referrals are documented in progress note. If appointment is not kept, this is documented. If not kept, an alternate plan is documented. 
19. Progress notes reflect treatment plan if student has one:  Progress notes made after a treatment plan has been done reflect the treatment plan. Use N/A if student does not have a treatment plan. 

20. Documentation that risk assessment/psychosocial history has been done according to policy:  Risk assessments, (psychosocial histories on young children), are done according to the SBHC’s Policy on Risk Assessments.  (See OPH-ASHP contract attachment A.) 

21. Documentation that the risk assessment reviewed, risky behavior(s) identified, plan made: The chart contains documentation that risk assessments have been reviewed, risky behavior(s) have been identified, and a plan has been made to address the risk behavior(s). If not risk behaviors, the note reflects that no risks were identified. 
22. Treatment plan:  The following information can be found in treatment plans done on students. Treatment plans are done on students according to the SBHC’s Treatment Plan Policy, i.e., not every student needs a treatment plan. 

23. Patient name and 2nd identifier: Must include the student’s name and second identifier, (may be date of birth, chart #, SS #, etc.). 

24. Diagnosis(es), ICD-9 code description:  List of the patient’s reasons for presenting including date and diagnosis. 

25. Strategies for improving problem(s): Goals and objectives for addressing the problem are listed. 

26. Timeline: # of sessions or timeframe for addressing problem(s) is documented. 

27. Signature line for student, parent if appropriate, provider with credentials, and date: treatment plans are signed and dated by provider. If age appropriate, the student has signed the treatment plan or documentation that treatment plan was reviewed with student. The parent/guardian’s signature is included or documentation that treatment plan was reviewed with parent if appropriate. 

CRITICAL ELEMENT CHECKLIST

Child Abuse, Sexual Abuse, Suicide, Homicide

PSYCHOSOCIAL AUDITOR PERT 2

The Psychosocial Subcommittee developed this sheet.  The following critical elements should be present in any protocols for child abuse, sexual abuse, suicide and homicide respectively.  When reviewing protocols and charts for these, the reviewer should verify that the SBHC’s protocols contain these critical elements and that the protocols were followed.

Child Abuse and or/Neglect should be reported to Child Protection, the local Office of Community Service if any of the following are true:

· An alleged child victim under the age of eighteen

· A parent or caretaker as the alleged perpetrator or with alleged or unknown culpability in the maltreatment, and 

· An allegation that the condition of the child presents a substantial risk of harm to his health or welfare.

Out of Home perpetrator

· Report to local law enforcement - local police or sheriff.
Sexual Abuse

· Reports of allegations of sexual abuse are made to:

· In home perpetrator - report to Child Protection

· Out of Home perpetrator-report to local law enforcement.

· JUVENILE AGE FOR MANDATORY REPORTING: In cases of sexual abuse, children are persons under the age of 18 years old

· CRIMINAL DEFINITIONS:

· Over the age--means 1 day past birthday.

· Adult is considered 18 yr. old and over. (A minor is anyone under the age of 18.)

· Carnal knowledge (formerly known as statutory rape)

· A person over the age of 17 has sexual intercourse with consent with any unmarried person between the age of 12-17, and there is an age difference of more than 2 years, or

· A person over the age of 17 has anal or oral sexual intercourse, with consent, with a person between the ages of 12-17, when there is an age difference of more than 2 years. (Law is RS 14:80) (If age 12 and under, considered aggravated rape.)

· Indecent behavior with a juvenile:

· Molestation of a juvenile:

· For a juvenile 12 yr. old and under, sex with ANY age partner is illegal.

· Carnal Knowledge Reporting Procedure:

· If the victim is age 12 or under, it is considered aggravated rape.  Contact child protection and the police.

· If the victim is over the age of 12, only report to the police. 
School Notification:  When the SBHC has called Child Protection and/or the police in cases of alleged sexual abuse, the SBHC should notify the school principal that there is a possibility that an agent of Child Protection or the police may come to the school to investigate the report.  The SBHC should not reveal the identity of the student/victim because of confidentiality requirements.
Suicide Protocol:  

· Request that a parent meet with the staff person to discuss the suicidal ideation and outline a plan to meet the student’s immediate psychosocial and safety needs.

· If the staff person determines no risk of suicide, further assessments will be made to determine student’s mental health needs.

· If mental health professional determines a risk of suicide, the professional will:

· Refer to a psychiatric hospital in the area for assessment and treatment (see resources for numbers), or

· Contact local Mental Health Center to make an immediate assessment and treatment determination.

· If severe risk, notify school personnel. Severe risk is determined by the mental health professional and includes the following: the student having a plan, means, past attempts and is highly distressed.

· The parent/guardian will be asked to sign a form acknowledging that he/she has been notified of his/her child suicidal state. A copy of this form will be kept in the client’s medical chart at the school center. The center staff person may also inform the parent that it is neglectful to not get treatment for a suicidal child and for severe risk cases if the child does not receive treatment, the Child Protection agency is notified.

Homicidal/Threats of Violence Protocol:

· Request that a parent meet with the staff person to discuss the homicidal ideation and outline a plan to meet the threatening student’s immediate psychosocial and safety needs.  The parent/guardian will be asked to sign a form acknowledging that he/she has been notified of his/her child homicidal state. A copy of this form will be kept in the client’s medical chart at the school center. The center staff person may also inform the parent that it is neglectful to not get treatment for a homicidal child and for severe risk cases if the child does not receive treatment, the Child Protection agency is notified.
· If the staff person determines no risk of homicide, assessments will be made to determine student’s mental health needs.

· If mental health professional determines a risk of homicide, the professional will:

· Refer to a psychiatric hospital in the area for assessment and treatment (see resources for numbers), or

· Contact local Mental Health Center to make an immediate assessment and treatment determination.

· When a homicidal threat occurs at the school, the principal will be contacted and told the name of the individual making the threat and the intended victim.

· Notify the parent/guardian of the intended victim and also notify the intended victim, if the intended victim is a not minor.  

· Deal with possible responses of the intended victim (i.e. violent anger, threat to inflict harm, flight, depression, etc).

Adolescent School Health Program/Office of Public Health

PERT 2 Audit Form for Administrative Reviewer 

(Total of 10 encounter forms with charts reviewed.)

Date: __________________________      SBHC: _____________________________
Auditor(s): ___________________________

	ITEM
	VALIDATION

	Chart ID#
	
	
	
	
	

	Present Grade of Student:
	
	
	
	
	

	9.  Accurate Clinical Fusion Data Entry Including Insurance Status– 10 charts

Please note documents must be prepared for this section of the audit. Instructions for printing reports from Clinical Fusion are in the OPH-ASHP CQI Policy.  Contact OPH-ASHP for details or assistance, especially if SBHC uses an EHR.
Accurate Data Entry Code Key: (circle one)  

Y=Yes                    N=No                NA=Not Applicable
	
	
	
	
	

	1. Visit information on encounter form is entered in Clinical Fusion accurately and completely. 
	
	
	
	
	

	a. CPT codes*
	a.  Y      N
	a.  Y      N
	a.  Y      N
	a.  Y      N
	a.  Y      N

	b. ICD-9 codes
	b.  Y      N
	b.  Y      N
	b.  Y      N
	b.  Y      N
	b.  Y      N

	c. Referrals (as appropriate)
	c.  Y      N      NA
	c.  Y      N      NA
	c.  Y      N      NA
	c.  Y      N      NA
	c.  Y      N      NA

	d. Diabetes (as appropriate)
	
	
	
	
	

	1. Height in inches 
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA

	2. Weight in pounds 
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA

	3. Glucose value for random or fasting
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA

	4. Systolic and diastolic blood pressure 
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA

	e. Comprehensive physical exam (as appropriate)
	
	
	
	
	

	1. Height in inches 
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA

	2. Weight in pounds 
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA

	3. Systolic and diastolic blood pressure 
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA

	f. Hypertension screening (as appropriate)
	
	
	
	
	

	1. Height in inches 
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA
	1.   Y      N      NA

	2. Weight in pounds 
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA
	2.   Y      N      NA

	3. Systolic and diastolic blood pressure
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA
	3.   Y      N      NA

	4. Coding for first and subsequent follow up visits is entered into Clinical Fusion from the Encounter Form. 
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA
	4.   Y      N      NA

	2. Registration information (consent form) is correctly entered in Clinical Fusion.
	
	
	
	
	

	a. Name
	a.   Y      N
	a.   Y      N
	a.   Y      N
	a.   Y      N
	a.   Y      N

	b. Date of birth
	b.   Y      N
	b.   Y      N
	b.   Y      N
	b.   Y      N
	b.   Y      N

	c. Grade
	c.   Y      N
	c.   Y      N
	c.   Y      N
	c.   Y      N
	c.   Y      N

	d. Sex/gender
	d.   Y      N
	d.   Y      N
	d.   Y      N
	d.   Y      N
	d.   Y      N

	e. Insurance status
	e.   Y      N
	e.   Y      N
	e.   Y      N
	e.   Y      N
	e.   Y      N

	Clinical Fusion reports and encounter forms were prepared prior to CQI visit and information was organized for audit.  For those SBHCs using an EHR, encounter forms are not necessary, however, either a print out of the appropriate information in the EHR must be provided or someone must show the reviewers where the information is located in the EHR.  
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N

	ALL GRADES
	
	
	
	
	

	Code for this sentinel event:

C= all Yes or NA responses OR one or two No and the rest Yes or NA.

I= 3 or more No responses.
	C     I 
	C     I 
	C     I 
	C     I 
	C     I 


* For diabetes screening, appropriate CPT codes include 82962 or 82947QW.


PERT 2 Audit Form for Administrative Reviewer Continued

Auditor(s): ___________________________

SBHC: ___________________________
	10.  Access to Comprehensive Physical Exams with Risk Assessments – Outcome Reporting Form from previous year

What percent of students enrolled in the SBHC at the school which houses the SBHC received a comprehensive physical exam with risk assessment from the previous year? 

ALL GRADES
	

        # physical exams            _            

  # students enrolled in SBHC



	11.  Medicaid/LaCHIP Enrollment
1. Is the SBHC or SBHC sponsor an application center?  (View certification documentation.)  
2. There is a policy regarding LaCHIP outreach, enrollment and retention.
3. If ≤5% of population is uninsured, then number 4 (below) is not applicable.   (State average 5.4%)
4. If >5% of population is uninsured, determine how many LaCHIP applications have been given out to families (unduplicated count) and provide the percent uninsured who received laCHIP applications to families.
ALL GRADES
	1.   Y      N

2.    Y     N

3.   Percent of enrolled students who are uninsured in September of current school year ___________________
4.   NA     or

      Percent uninsured who received LaCHIP applications.  (Determined by LaCHIP Application                           

      Log or Clinical Fusion tickler.)  _______________________



	Code for this sentinel event:

C= numbers 1 and 2 are Yes responses   
                     I= numbers1 and/or 2 are No response
	C     I 

	SBHC Staffing Pattern

Place a check next to the personnel who staff the SBHC.  Then indicate the number of hours per week each member works on the line provided.

Does the SBHC meet the OPH-ASHP contract requirements for staffing Pattern?  

· Yes     

· No 
	Personnel:                                    # hours/week:

· Administrator                  ___________________

· Data                                 ___________________

· Psychosocial Provider     ___________________

· Nurse Practitioner           ___________________

· Registered Nurse             ___________________

· Physician                         ___________________

· Other: _________           ___________________

· Other: _________           ________________


PERT 2 Audit Form for Administrative Reviewer Continued

COMMENTS

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chart  ID# _________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

For single sites, complete one chart for the SBHC.  Leave the other chart blank.

For multiple sites, the chart below must be completed for each SBHC (use additional pages as necessary), whether the SBHC will be reviewed on-site or not.  

This/these page(s) must be placed in the comprehensive CQI folders for the reviewers and sent to them three weeks in advance (see CQI Folder Checklist in the ASHP CQI Policy).


 
SPONSORING AGENCY:




SITE:

	
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM 

VALIDATION

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	

	SBHC Staff
	FTE
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	CODE
	


	Administrator
	
	
	
	
	
	
	1
2
3
	

	Behavioral Health Pro.
	
	
	
	
	
	
	1
2
3
	

	Data Technician
	
	
	
	
	
	
	1
2
3
	

	Nurse 
	
	
	
	
	
	
	1
2
3
	

	Nurse Practitioner
	
	
	
	
	
	
	1
2
3
	

	Physician
	
	
	
	
	
	
	1
2
3
	

	Physician Assistant
	
	
	
	
	
	
	1
2
3
	

	Other (list):
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Is Behavioral Health Provider licensed?           ❒ Yes       ❒ No

If Behavioral Health Provider is not licensed, does provider have a supervision agreement in effect?           ❒ Yes       ❒ No       ❒ Not applicable

Does Nurse Practitioner/Physician Assistant have prescriptive authority?           ❒ Yes       ❒ No
Medical director, or their back-up, is available in person or by telephone whenever the SBHC is open.             ❒ Yes               ❒ No                 
PERT 2 Audit Form for Administrative Reviewer Continued



 
SPONSORING AGENCY:




SITE:

	
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM 

VALIDATION

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	

	SBHC Staff
	FTE
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	CODE
	


	Administrator
	
	
	
	
	
	
	1
2
3
	

	Behavioral Health Pro.
	
	
	
	
	
	
	1
2
3
	

	Data Technician
	
	
	
	
	
	
	1
2
3
	

	Nurse 
	
	
	
	
	
	
	1
2
3
	

	Nurse Practitioner
	
	
	
	
	
	
	1
2
3
	

	Physician
	
	
	
	
	
	
	1
2
3
	

	Physician Assistant
	
	
	
	
	
	
	1
2
3
	

	Other (list):
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Is Behavioral Health Provider licensed?           ❒ Yes       ❒ No

If Behavioral Health Provider is not licensed, does provider have a supervision agreement in effect?           ❒ Yes       ❒ No       ❒ Not applicable

Does Nurse Practitioner/Physician Assistant have prescriptive authority?           ❒ Yes       ❒ No
Medical director, or their back-up, is available in person or by telephone whenever the SBHC is open.             ❒ Yes               ❒ No                 
	Requirements
	Program-Assessment
	CODE
	Comments/Explanation 

	Organization and Function excerpted from LAPERT I
	Documentation of Policy Implementation
	
	

	5.  Program meets OPH-ASHP and sponsoring agency standards for provider credentialing.  

· Registered Nurse

· Nurse Practitioner/Physician Assistant

· Medical Director/Physician

· Mental/Behavioral Health Professional
· Licensed Practical Nurse 
	(Copy of up-to-date license and certification or documentation that personnel office/ human resources has seen current credentialing.)

· RN: State Board of Nursing license

· NP: State Board of Advanced Practice Registered Nurse license with NP certification and prescriptive authority 

· PA: State Board of Medical Examiner license and prescriptive authority

· MD: State Board of Medical Examiner license

· Behavioral Health Provider: Copy of license (LCSW/LPC)

· If the Behavioral Health Provider is not licensed, a copy of a collaborative agreement for supervision and plan for becoming licensed must be on-site for the PERT review.

· LPN: State Board of Practical Nurse license
	1 2  3
	



                                                                                                                          PERT 2 Audit Form for Administrative Reviewer Continued

	Requirements
	Program Assessment
	CODE
	Comments/Explanation 

	Quality Assurance excerpted from LAPERT I
	Documentation of Policy Implementation


	
	

	25. The QA committee meets at least quarterly. Most      recent minutes, reflecting QA activities, on file.


	( Schedule of meetings 

( Copy of last meeting minutes
	1
 2   3
	

	26. A SBHC person is designated as the Quality Assurance Coordinator for the School Health Program
	Designated Individual: _______________________
	1   2   3
	

	27.
The QA committee membership reflects expertise from health related disciplines as well as representation from the school and community.  Members’ names, titles, affiliations on file.
	· Copy of member list with titles and their affiliations
	1  2
3
	
	

	Advisory Committees excerpted from LAPERT I
	Documentation of Policy Implementation


	CODE
	Comments/Explanation

	29.  The SBHC Advisory Committee is oriented to their role and to the SBHC services.  Meetings are scheduled on a regular basis (at least quarterly). Most recent schedule and minutes on file.
	( Copy of member list

( Schedule of meetings and a Copy of last meeting minutes as needed 
	1
2   3
	

	Services Available excerpted from LAPERT
	Documentation of Policy Implementation
	CODE
	Comments/Explanation

	38.  A system to track physical exams per encounter form is in operation (to ensure site is meeting contract requirement).


	( Copy of policy
	1  2  3
	

	Fiscal Operations excerpted from LAPERT I


	Documentation of Policy Implementation


	CODE
	Comments/Explanation

	19. Documentation for all program expenditures.

a.
OPH/ASHP purchased equipment is tagged and 

listed as part of the inventory.

        Person responsible:______________ 


	(  Inventory list/tagged equipment


	1  2   3
	

	Requirements
	Program Assessment
	CODE
	Comments/Explanation

	Policies and Procedures excerpted from LAPERT I


	Documentation of Policy Implementation Code
	
	

	8.
All appropriate staff are educated within the first quarter of employment and on an annual basis in the following areas according to policy and records are maintained and available for review.  

· child abuse

· suicide/homicide

· school crisis response plan

· CLIA

· OSHA

· CPR/first aid training/management of

        emergency reactions – 
· management of emergency reactions - Medical  

Director has signed off that nursing personnel have 

been trained
·    HIPAA
	· Copy of staff education policy

· Statement in personnel file that staff have been educated/trained

· Observe Medical Director signature for training for nursing personnel.
	 1
 2   3
	

	9.  Staff have access to reference materials:

a) Latest edition of International Classification  Diseases (ICD)

b) Current edition of Clinical Procedure Terminology (CPT)                                   

c) DSM IV

d) OPH training documents (see PERT I page 7, #4)
	Where located:

( a._______________________________________

( b. _______________________________________

( c. _______________________________________

( d._______________________________________
	1
 2   3
	

	11. The administrative policy and procedure manuals are reviewed at least every three years or more often as needed.
	( Documentation of policy/procedure manual review and date of last review with signature 
	1  2  3
2   3
	


PERT 2 Audit Form for Administrative Reviewer Continued

1.  Check agreements established, if applicable                                    2.  OPH/ASHP Documents (Most current)

· Medicaid provider certification                                                      □ CQI Policy       

                □      EPSDT license/approval letter (if provided)

                             □ Coding Policy

· CLIA Waiver Certificate          
                             □  Principles, Standards & Guidelines

· PPMP Certificate (if doing STD testing)                                        
 □ Encounter Form Manual

· MOU with School RN

· MOU with School SW

36.
Logs



Location of items
                                   Comments

a. daily logs (ie, sign in sheet)








	LOUISIANA OFFICE OF PUBLIC HEALTH ADOLESCENT SCHOOL HEALTH INITIATIVE
FACILITY REQUIREMENTS CHECKLIST

	Requirements
	Meets

Standards
	Does Not

Meet

Standards

	SBHC space is clearly marked.  Collaboration with DHH/OPH/ASHP is mentioned on signage.

 (LaPERT 1, Section 1, Adm. #32)  


	
	 

	Clinic hours are clearly posted.

(Section 1, Adm. #33)


	 
	 

	The client is afforded physical and verbal privacy during provision of SBHC services.
(Section 2, Med/clinical, #3)


	 
	 

	Appropriate records are maintained at the site in a confidential manner.

(Section 2, Med/clinical, #11)


	
	

	A client/patient Bill of Rights is posted.  Multi-lingual where needed.
(Section 2, Med/Clinical, #16)


	 
	 

	Fire and emergency plans are posted.

(Section 2, Med/Clinical, #17)


	 
	 

	Emergency phone numbers are current and posted.

(Section 2, Med/Clinical, #18)


	 
	 

	There are no safety hazards, including chemical, choking and electrical hazards.
(Section 2, Med/Clinical, #19)


	 
	 

	Age appropriate toys, games, reading materials are safe and available in waiting room (if applicable).
(Section 2, Med/Clinical, #20)


	 
	 

	Smoke detectors, general purpose and chemical fire extinguishers are in working order and within easy access of SBHC.
(Section 2, Med/Clinical, #22)


	 
	 

	Passages, corridors, doorways and other means of exit are kept clear and unobstructed.
(Section 2, Med/Clinical, #23)


	 
	 

	The SBHC staff have keys for all bathrooms with inside locks; all bolt locks have been removed.
(Section 2, Med/Clinical, #24)


	 
	 

	Cleaning materials are appropriately labeled and appropriately stored (preferably locked).
(Section 2, Med/Clinical, #25)


	 
	 

	The SBHC facility is age appropriate, clean, structurally sound, well lighted, and ventilated.
(Section 2, Med/Clinical, #26)


	 
	 


	Requirements
	Meets Standards
	Does Not Meet Standards

	Type, size and location of rooms are in compliance with the Principles, Standards & Guidelines for SBHCs in LA. (Section 2, Med/Clinical, #27) 

	
	

	( Minimum of one easily accessible hand washing are
(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( Minimum of one exam room, and preferably 2 exam rooms per full‑time provider, also preferred is an additional exam room for any other health care provider giving direct patient care.

(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One counseling room/ private area

(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One laboratory area

(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One patient bathroom

(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One waiting room
(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One storage room/area
(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	( One clerical area
(Principles, Standards and Guidelines for SBHCs in LA)


	
	

	SBHC is equipped with private telephone and capability of fax and voicemail.  It is required that SBHCs be an enrolled user of LINKS and have internet access.  (Capability of three-way conference calling recommended).
(Section 2, Med/Clinical, #28)


	
	

	Eye wash set-ups are available (For example attachment to sink or Morgan Lens). (Section 2, Med/Clinical, #30)


	
	

	Medical waste is clearly marked with biohazard stickers and red bags and disposed of in an approved manner. (Section 2, Med/Clinical, #31)

	
	

	Thermometers are in use in all refrigerator/freezers in SBHC.  Readings are taken twice per day per VFC requirements. (Section 2, Med/Clinical, #32)


	
	

	Food is kept in a separate refrigerator/freezer from the one used for vaccines and medications. (Section 2, Med/Clinical, #33)


	
	

	Medication is appropriately stored in a locked area.  This includes biologicals which are stored in refrigerator(s).  
(Section 2, Med/Clinical, #35)
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Code Key for all Sentinel Conditions:


C    = complete/present/correct/yes


 I     = incomplete/not present/incorrect/no





Insurance Billing Status Code Key:


P = Private     


M = Medicaid/LaCHIP 


U = Uninsured        K = Unknown





Chart Assessment Code Key:


(   = information present in chart


I     = incomplete/not present/incorrect/no


NA = Not applicable to the student


R    = Refused








Code Key:


C    = complete/present/correct/yes


 I     = incomplete/not present/incorrect/no





Assessment Code Key:


✓ = Yes, present in the chart


I     = incomplete/not present/incorrect/no


NA = Not applicable to the student





Code Key:


C    = complete/present/correct/yes


 I     = incomplete/not present/ incorrect/no





                                        %





   =





In addition to this section, please complete the following page.  For multiple sites, a chart must be completed for each SBHC (use additional pages as necessary), whether the site will be reviewed on-site or not.  This/these page(s) must be placed in the CQI comprehensive folders for the reviewers.








