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Application

The contents of this training module applies to:
• Outpatient Psychiatric Clinics
• Outpatient Psychiatric Services
• Physicians
• Psychologists
• Social Workers
• Professional Counselors
• Other contract provider types in private practice and licensed as individual 

practitioners 
• Any level of care in which traditional outpatient services are delivered 

(individual therapy, group therapy, family therapy)
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Training Objectives

This module will review:

• COVID 19 Accommodations 
• Identified audit exception trends
• Consent for Treatment Requirements
• Treatment plan requirements

—Goals: long-term and short-term
—Interventions
—Treatment plan reviews/updates
—Insufficient treatment plan components

• Progress note requirements
• Encounter form requirements
• Contact information
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COVID-19 Accommodations
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DHS OMHSAS Guidance COVID-19 & Telehealth 

• February 20, 2020 Guidelines for the Use of Telehealth Technology in the Delivery of Behavioral Health
Services

• March 14, 2020:  Guidance from the Department of Human Services  (DHS), Office of Office of Mental 
Health and  Substance Abuse Services (OMHSAS) regarding  Coronavirus Disease 2019 (COVID-19)

• March 17, 2020 Telehealth Guidelines Related to COVID-19 for all Behavioral HealthChoices Managed Care 
Organizations, Fee-For-Service Providers and County Mental Health Authorities

• March 17, 2020 Notification of Enforcement Discretion for Telehealth Remote Communications During  the 
COVID-19 Nationwide Public Health Emergency

• August 14, 2020 Memo:  Temporary Suspension of Specified Regulatory Requirements for Inpatient 
Psychiatric Services, Outpatient Psychiatric Services, Intensive Behavioral Health Services, Outpatient Drug 
and Alcohol Services, Mental Health Procedures, Partial Hospitalization, Intensive Case Management, 
Psychiatric Rehabilitation Services, Community Residential Rehabilitation Services, and Long-Term 
Structured Residences. 
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Signature Requirements During COVID-19 Declaration

Community Care Provider Alert #26, revised November 5, 2020:

Fraud, Waste, and Abuse (FWA) Updates to Documentation Signature Requirements During COVID-19

Scope: all HealthChoices Community Care providers including agencies, independent practitioners, and group 
practices.  This alert applies to all levels of care, unless otherwise articulated in regulation, bulletin, or other 
regulatory guidance, for services rendered from March 6, 2020 through the disaster emergency declaration state of 
emergency period.

Purpose: to keep provider’s informed of ongoing updates related to documentation and compliance requirements 
during the COVID-19 disaster emergency declaration state of emergency.  This alert serves as a companion to 
previously issued guidance from Community Care, including postings on our web page, Community Care Resources: 
COVID-19 at https://providers.ccbh.com/covid-19-info (FAQs, regulatory guidance and resources, provider alerts, 
performance standards, guidelines, best practice information, trainings).  Compliance with the content of previously 
posted materials is required unless updated by subsequent guidance.

https://providers.ccbh.com/uploads/files/Provider-Alerts/20200908-alert26-fwa-documentation-signature-reqs-
covid19-final.pdf
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Community Care Provider Alert #26:  Signature Requirements

Signature requirements are suspended, during the declaration, for:  
• daily notes
• service/treatment/rehabilitation and other required plans
• written consent
• encounter forms 
Providers are strongly encouraged to obtain signatures electronically, when possible.

Providers are not required to obtain signatures within 60 days after the end of the disaster 
emergency declaration period on all treatment, service rehabilitation or other required plan. 
However, providers are required to continue to obtain and document verbal consent in the 
medical record for every occurrence of a new or an updated plan. Documentation must 
reflect that the plan has been developed in collaboration with the member, and others as 
required, and the member’s agreement with the plan (revised 11/5/20)

Verbal consent:
• Must be documented, in lieu of written consent, including for telehealth services
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Community Care Provider Alert #26:  Encounter Forms

Encounter forms are not required for telehealth during the declaration.

Medical record documentation must include:
• service was provided via telehealth
• signature could not be obtained for service verification purposes
• member consented to receiving services via telehealth
When possible, an electronic signature should be obtained during the scheduled 
service.
This also applies to MA-funded Drug & Alcohol services.
*Encounter forms referenced above are those documents required for member verification of services 
and do not relate to provider requirements to submit claims according to contract timely file 
guidelines
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Community Care Provider Alert #26:  Verbal Consent

Telehealth consent:
• obtain and document verbal consent from the member (parent/guardian of child 

under 14 years old) to participate in telehealth services prior to service delivery

Medical record documentation of initial comprehensive verbal consent also includes 
that the member has been informed of:
• equipment/technology used (& privacy risks)
• all persons who will be present at each end of the transmission
• the role of each person in the service
• their ability to refuse services via telehealth
• refusal will not be used as a basis to limit their access to other available services
• alternatives to telehealth services
• possible delays in service, need to travel, or risks associated with not having the 

services provided by telehealth
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Community Care Provider Responsibilities

• Providers are responsible to review the OMHSAS publications in their 
entirety

• Providers are required to comply with the regulations as articulated in 
the OMHSAS Memo and accompaniment, OMHSAS –COVID-19 Public 
Health Emergency Suspended Regulations List, published 10/22/2020
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After The Emergency Declaration 

Once the state of emergency has ended, full compliance with all 
elements of reinstated regulations is required and all previously waived 
signatures must begin to be obtained 
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Identified Audit Exception Trends
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Identified Audit Exception Trends

Over the past several years, we have identified the following deficiencies when 
conducting Fraud, Waste and Abuse audits (some examples are provided):

• Missing documentation
─Information or progress notes missing (site/desk reviews)
−No encounter forms or missing entries
−Medical Record or File not submitted for review
−Progress notes, encounter forms, treatment plans…etc., not submitted for 

review
−Missing assessment, evaluation or intake
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Audit Exception Trends

• Missing treatment, service or other required plan  
– Treatment plan document is not present 
– Lapses in effective coverage dates of updates/reviews 
– Treatment plan is expired/inactive
– Note: a provider may only bill units of service during a time an active treatment plan is in 

effect.

• Missing signature: treatment, service or other required plan
– Treatment plan is not signed by each required participant (e.g. physician, advanced practice 

professional, clinician, member). Signatures are the validation of the review. If a member is 
not able to sign the treatment plan, documentation must reflect the attempts to obtain the 
signature and engage the member. 
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Audit Exception Trends

• Missing signature: on treatment, service or other required plans: 
– Multiple signatures
– Member signature
– Staff member or supervisor signature 
– Physician signature

• Missing signature: (Chapter 1101.51(e))
– Assessment, intake, evaluation
– Encounter form or signature exception documentation
– Consent for treatment
– Progress note

• Required signature not dated
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Identified Audit Exception Trends
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• Documentation supports fewer units than billed units
– Billed for 2 hours of service in an outpatient program group therapy 

session but documentation indicates that the member was present 
for 1.5 hours

• Billing for services not rendered
– Missed appointments
– Cancelled appointments
– Services that member did not receive 



Audit Exception Trends

• Billed the incorrect code or modifier resulting in reimbursement difference
– Billed for an extensive med check (99214) when documentation indicates that a routine med check (99213) 

was performed
• Overlapping services

– Billed an individual therapy session from 1:00pm-2:00pm and also billed a medication check/evaluation & 
management from 1:30pm- 1:45pm

• Rounding up of units
– 85-minute group therapy session was documented by a therapist, however, a 90-minute group therapy 

session was billed 
• Billing for non-billable services

– Billing for supervision of staff, completing paper, and work/administrative duties
– Sleeping
– Dual relationships
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Audit Exception Trends

Non-Billable Services:

• Services were performed by an individual other than the contracted/credentialed Provider 
– Billing under another clinician’s credential, when not permitted 

• Provider is not qualified to render the service

• Actual or suspected boundary violation/unethical conduct

• Service provided by a practitioner under license suspension/revocation or preclusion from participation 
in the Medical Assistance program 

– Credible Allegations of Fraud
– Payment Suspension
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Audit Exception Trends

Non-Billable Services:

• Services are provided in a non-contracted, unlicensed or unapproved location

• Outpatient Mental Health clinic services provided after the 30th day following intake when the 
treatment plan is not signed and dated by the psychiatrist

– Advanced practice professional
– 30 days following intake

• Directly billing the member for a covered service
– Missed appointments
– Cancelled appointments
– Administrative fees
– Co-pays
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Audit Exception Trends

• Potential Falsified Claims, Encounters, Documents
– Self-reports

• Documentation is developed and/or signed after the initiation of the audit 

• Member receiving mental health services, under age 14, signed a document that requires a 
parent/guardian signature
– Consent
– Encounter Form
– Treatment, service and/or other required plan

• Improper correction of member record documentation
– Black out, white out or scribble over
– Must draw a single line through and fully sign and date the correction
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Audit Exception Trends

• Noncompliance with prior Corrective Action Plan 

• Inappropriate referral or financial relationship

• Suspected or alleged member physical, sexual, psychological abuse or neglect

• Add-on Therapy code (to Evaluation & Management) not supported by documentation in 
accordance with CPT criteria and/or Pa Code progress note or treatment plan requirements 
for the provision of 2 distinct services
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Audit Exception Trends

• Identical or nearly identical assessments, evaluations, intakes, or progress notes
– Evaluations or progress notes contain only a few sentences or word changes from note to note

• Greater than 12 or less the 2 member participating in the same group therapy session
– Note: This applies to group psychotherapy progress notes. Community Care will adopt parameters of group 

size according to DHS regulatory revision.
– As of October 12, 2019 group therapy size was increased to 12 members

• Progress notes or record documentation that do not identify the number of members present in the group

• Incomplete or insufficient documentation 
– Treatment, service, or other required plan, evaluation, informed consent, encounter form, progress note, or 

other required documentation does not contain the elements required by Medical Assistance 
documentation standards
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Audit Exception Trends

• Insufficient or incomplete progress notes
– Progress notes do not contain clinician interventions 

 Clinician intervention is not identified (e.g. clinical strategies or modality,  medication 
education, review of treatment plan goals)

 Progress notes consist of observations only do not meet regulatory requirements
– Progress notes do not support the time billed  

 Narrative is brief with vague details for several hours of service delivered documented 

• Incomplete or insufficient documentation
– Progress notes do not meet the criteria established in MA Bulletin 29-02-03 “Documentation and 

Medical Record Keeping Requirements” (no clock start and end times, location service of 
delivery, type of service, and/or individual who rendered the service)

– Please note: Progress notes that rely exclusively or heavily on the use of check off boxes are 
frequently noted to lack enough clinical detail to support the claim. 
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Audit Exception Trends

• Incomplete or insufficient encounter forms
– Missing (or edited) Certification Statement, members MA identification number 

• Incomplete or insufficient treatment, service or other required plans  
– Problems (needs), goals, objectives, interventions, evaluation of goals or responsible individual to 

deliver an intervention are missing 

• Incomplete or insufficient informed consents 
– Consents are not signed and dated by the member  
– Required elements of an informed consent are missing

• Incomplete or insufficient assessment, evaluation, intake
– Blank spaces, incomplete check box sections, lack of required comments or qualifying 

statements, missing items from a form or document
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Consent for Treatment Requirements
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Consent for Treatment 

The Consent for Treatment Regulations:

• 1101.75. Provider Prohibited Acts (a)(10)
a) An enrolled provider may not, either directly or indirectly, do any of the following acts: 

(10)Except in emergency situations, dispense, render or provide a service or item without a practitioner’s 
written order and the consent of the recipient or submit a claim for a service or item which was dispensed 
or provided without the consent of the recipient

• 5200.41 (a)(4)
a) Under section 602 of the Mental Health and Intellectual Disability Act of 1966 (50 P.S. § 4602), and in 
accordance with recognized and acceptable principles of recordkeeping, the facility shall maintain a record for 
each individual receiving services from a psychiatric outpatient clinic. The record must include the following:

4) Appropriately signed consent forms
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Consent for Treatment 

The Consent for Treatment: Age 14 -18 - Medicaid Bulletins:

Consent to Mental Health Treatment For Minor Children –OMHSAS-18-01
• Minors can consent to outpatient mental health examinations and treatment for themselves 

without parental consent
• A parent or legal guardian of a minor can also provide consent to outpatient treatment without 

the minor’s consent
• A minor cannot abrogate consent that has been provided by a parent or guardian and, likewise, 

the parent or guardian cannot abrogate consent that a minor has provided
• Neither Act 147 nor the MHPA provides a procedure through which a parent or guardian can 

object to voluntary outpatient treatment for which a minor has provided consent
• Neither Act 147 nor the MHPA provides a procedure through which a minor can object to 

voluntary outpatient treatment for which a parent or guardian has provided consent.
• Control over the release of medical records generally resides with the person who has provided 

the consent to treatment
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Consent for Treatment 
The Consent for Treatment Age 14-18:

Age of Consent to Mental Health Treatment in Pennsylvania Effects of Act No. 2004-147
• The phrase “age 14 – 18” means “age 14 or older, but younger than 18.” The word “juvenile” has the same meaning.
• A juvenile age 14-18 can consent to outpatient mental health examination and treatment for him/herself without 

parental consent. A parent or legal guardian of a juvenile under age 18 can also provide consent without the juvenile’s 
consent

• A juvenile cannot abrogate consent that has been provided by a parent or guardian and, likewise, the parent or 
guardian cannot abrogate consent that a juvenile has provided

• Neither the MHPA nor this Act provides a formal procedure through which parents/guardian can object to voluntary 
outpatient treatment for which a juvenile has provided consent nor do they expressly confer any rights on 
parents/guardian to do so

• Parents cannot consent as to those categories of minors who have the authority to consent to their own care under the 
Minor’s Consent Act. Those categories are persons under 18 who (1) have graduated from high school, (2) have 
married, or (3) have been pregnant

• A juvenile’s right to consent to mental health treatment includes the right to consent to psychiatric medications and 
other conventional parts of mental health treatment

• A juvenile who has provided the consent to treatment can refuse to consent to certain treatment
• Control over the release of medical records generally resides with the person who has provided the consent to 

treatment
• http://www.pacwrc.pitt.edu/Curriculum/303_ChldhdMntlHlthIss_IntroForChldWlfrProf/Hndts/HO11ConsentforMHTre

atment.pdf
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Consent for Treatment Expectations

The Consent for Treatment must:

• Be completed at intake before any services are billed
• Be signed and dated by the member
• Be completed for each episode of treatment (discharge/admission)
• Be completed when a member transfers levels of care
• Be signed by the individual consenting to treatment:

― Either the child, juvenile or the parent/guardian
• Be submitted for each member during an audit

Recommend:
• Identify the service for which the member is giving consent
• Be present in the record for each level of care
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Treatment Plan Requirements

30



Treatment Plan Regulations

Medical Assistance Bulletin 29-02-03

Providers must adhere to requirements in § 1101.51(d) and (e), and treatment plan documentation as 
required by § 1153.42 (1) (2) and § 1153.52 (a) (7) (i) (ii) (iii). Providers must develop a treatment plan 
which contains a written description of the treatment objectives related to the individual's diagnosis and 
includes the specific medical and remedial services, therapies, and activities that will be used to meet 
the treatment objectives. The treatment plan must be included in the patient's record and the 
treatment objectives must state:

1. A projected schedule for service delivery which includes the expected frequency and duration of 
each planned therapeutic session;

2. The name(s) of the individual(s) who will be delivering the services;

3. The schedule for completing a reassessment of the individual's status in relation to the individual's 
diagnosis and treatment goals and objectives; and

4. The schedule for updating the treatment plan.
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Treatment Plan Regulations

PA Code Title 55:

1153.14. Noncovered services. (15)
• Services provided beyond the 30th calendar day following intake, without the psychiatrist’s review 

and approval of the initial assessment and treatment plan.  

1153.42. Ongoing responsibilities of providers. (b) Record keeping requirements
1. The treatment plan shall include: 

i. The treatment plan goals. 
ii. Services to be provided to the patient in the clinic or partial hospitalization facility or through 

referral.
iii. Persons to directly provide each service. 
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Treatment Plan Regulations

1153.52. Payment conditions for various service
(7) Within 30 consecutive calendar days following intake for individuals who continue 

to participate in the treatment process, a mental health professional or mental 
health worker under the supervision of a mental health professional, shall:

(i) Interview and complete an assessment with each individual receiving services 
from the psychiatric outpatient clinic.

(ii) Develop the initial treatment plan based upon the assessment in collaboration 
with the individual.

(iii) Date and sign the initial treatment plan.
(iv) Request the individual to sign and date the treatment plan. In the event the 

individual does not sign the treatment plan, the mental health professional or 
mental health worker shall document the request in the record.
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Treatment Plan Regulations

(8) The initial treatment plan shall be reviewed and approved in accordance with the following:
(i) If the individual is receiving psychotherapy and other clinic services, the psychiatrist 

or advanced practice professional shall review, approve, sign and date the initial 
treatment plan

(ii) If the individual is receiving medication management services only, the psychiatrist, 
physician, certified registered nurse practitioner or physician assistant responsible for 
prescribing and monitoring the use of the medications shall sign and date the initial 
treatment plan

(iii) The initial treatment plan shall be developed, reviewed, approved, dated and signed 
prior to the provision of any treatment services beyond the 30th day following intake

(iv) The initial treatment plan shall be kept in the individual record
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Treatment Plan Regulations

(9)  The treatment plan shall be reviewed and updated at least every 180 days or as 
may otherwise be required by law throughout the duration of treatment in 
accordance with the following:
(i) The treatment plan updates shall be based upon the assessment, diagnosis and 

input from the treatment team and individual receiving services
(ii) The treatment plan update shall be signed and dated by the mental health 

professional, mental health worker under the supervision of the mental health 
professional, certified registered nurse practitioner or physician assistant 
providing treatment services to the individual

(iii) The mental health professional or the mental health worker shall request the 
individual to sign and date the treatment plan update. In the event the 
individual does not sign the treatment plan, the mental health professional or 
mental health worker shall document the request in the record.

(iv) The treatment plan update shall be kept in the individual record
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Treatment Plan Regulations

(10) Treatment shall be provided in accordance with the identified goals in the 
treatment plan and updates(i) The treatment plan updates shall be based upon the 
assessment, diagnosis and input from the treatment team and individual receiving 
services

(11) The treatment plan shall be reviewed on an annual basis by the psychiatrist or 
advanced practice professional throughout the course of treatment from the 
psychiatric outpatient clinic and the review documented in the individual record
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Treatment Plan Regulations

5200.31. Treatment Planning
a) For each individual receiving services, a mental health professional or mental health 

worker under the supervision of a mental health professional shall complete an 
assessment of the behavioral health, medical, psychological, social, vocational, educational 
and other factors important to the individual prior to the development of the initial 
comprehensive treatment plan

b) An initial comprehensive treatment plan shall be developed, reviewed and approved 
within 30 days of the intake and assessment with every individual who continues to 
participate in the treatment process in accordance with the following:
1) The mental health professional or the mental health worker under the supervision of 

the mental health professional and the individual receiving services shall develop, sign 
and date the initial treatment plan
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Treatment Plan Regulations

(2) If the individual is receiving psychotherapy and other clinical services, the psychiatrist or 
advanced practice professional shall review, approve, sign and date the initial treatment 
plan 

(3)  If the individual is receiving medication management services only, the psychiatrist, 
physician, certified registered nurse practitioner or physician assistant responsible for 
prescribing and monitoring the use of the medication shall review, approve, sign and 
date the initial treatment plan 

(4)  For individuals under an involuntary outpatient commitment, the mental health 
professional or advanced practice professional providing services and the individual shall 
develop, review, sign and date the initial treatment plan. The treatment plan shall be 
reviewed and signed by the psychiatrist as part of the oversight of the treatment services 
provided
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Treatment Plan Regulations

(c)  The treatment plan must be based upon the assessment and shall: 
(1)  Specify the goals and objectives of the plan, prescribe an integrated program of therapeutic activities 

and experiences, specify the modalities to be utilized and the expected duration of services and the 
person or persons responsible for carrying out the plan 

(2)  Be directed at specific outcomes and connect these outcomes with the treatment modalities and 
activities proposed

(3)  Be developed with the active involvement of the individual receiving services and shall include 
strengths and needs. The treatment plan may also address individual preferences, resilience and 
functioning 

(4)  For children and adolescents under 14 years of age, be developed and implemented with the consent 
of parents or guardians and include their participation in treatment as required by statute or 
regulation

(5)  Specify an individualized treatment program for each individual, which shall include clinically 
appropriate services such as psychiatric evaluation and diagnosis, psychological evaluation, individual, 
group and family psychotherapy, behavior therapy, crisis intervention services, medication evaluation 
and management, and similar services
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Treatment Plan Regulations

(d)  The treatment plan shall be reviewed and updated throughout the duration of treatment as follows: 
(1)  For individuals under an involuntary outpatient commitment, the treatment plan shall be reviewed 

and updated every 30 days by the mental health professional or advanced practice professional 
providing treatment services and the individual receiving services. The treatment plan update shall 
be reviewed and signed by the psychiatrist as part of the oversight of treatment services provided

(2)  For individuals voluntarily receiving treatment, the treatment plan shall be reviewed and updated 
at a minimum of every 180 days by the mental health professional, mental health worker under 
the supervision of a mental health professional, certified registered nurse practitioner or physician 
assistant providing treatment services and the individual receiving services 

(3)  The treatment plan update shall be signed and dated by the mental health professional, mental 
health worker under the supervision of a mental health professional, certified registered nurse 
practitioner or physician assistant providing treatment services
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Treatment Plan Regulations

(4)  The mental health professional or mental health worker shall request the individual to 
sign and date the treatment plan update. In the event the individual does not sign the 
treatment plan update, the mental health professional or mental health worker shall 
document the request in the record

e) All treatment services shall be provided in accordance with the identified goals in the 
treatment plan and updates

(f)  The treatment plan and updates shall be kept in the individual record 

(g)  The treatment plan shall be reviewed on an annual basis by the psychiatrist or advanced 
practice professional throughout the course of treatment from the psychiatric outpatient 
clinic and documented in the individual record
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Treatment Plan Regulations

Licensed Clinics are to Apply:

• Pa Code § 1153.52(a)(7)(iv)(8)(i)(ii) Payment conditions for various services—treatment plans 

• 5200.31(b)(2)(3)(d)(2)(3)(4) Treatment planning—review and signature.

Private Practitioners (non-licensed clinics) are to Apply:

• Community Care Provider Alert Treatment Plan Definitions  – based on regulations
• Pa Code § 1153.52(a)(7)(iv)(8)(i)(ii) Payment conditions for various services—treatment plans 
• 5200.31(b)(2)(3)(d)(2)(3)(4) Treatment planning—review and signature
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Treatment Plan Regulations

Changes regarding Outpatient  Psychiatric Services and Outpatient Psychiatric Clinics 
treatment plans as of 10/12/19:

• The initial treatment plan must be developed, reviewed, and signed within 30 days of the member’s intake 
assessment

• Treatment plan updates must be developed, reviewed and signed every 180 days thereafter 

• Providers are to request members sign and date all plans to validate their timely collaboration on the 
development and individualization of their plan by the dates the initial or update is due

• If the member does not sign the plan, the request shall be documented in the record

• The physician or advanced practice professional must review and sign the treatment plan annually 
throughout the course of treatment and the review must be documented in the record
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Treatment Plan Regulations

Changes regarding Outpatient  Psychiatric Services and Outpatient Psychiatric Clinics treatment plans 
as of 10/12/19:

If Receiving Therapy Services Only:
• The initial treatment plan must be reviewed and signed by a psychiatrist or an advanced practice professional 

(CRNP, PA) 

• The initial and 180-day treatment plans must be signed by the Community Care credentialed therapist who 
directly provided the service and the member.

If Receiving Medication Services Only:
• The initial and 180-day treatment plans must be signed by the member and the advance practice professional 

medication prescriber/monitor (physician, CRNP or PA). 
If Receiving Therapy and Medication Management Services:
• All plans must be signed by the member, Community Care credentialed therapist (who directly provides the 

service) and medication prescriber/monitor. 
If Receiving service under an Involuntary Commitment:
• The psychiatrist must sign all treatment plans
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Treatment Plan Regulations

Changes regarding outpatient  private practitioners (non-licensed clinics) as of 10/12/19:

If Receiving Therapy Services Only:
• The initial and 180-day treatment plans must be signed by the Community Care credentialed therapist who 

directly provided the service and the member

If Receiving Medication Management Services Only:
• The initial and 180-day treatment plans must be signed by the member and the advance practice professional 

medication prescriber/monitor (physician, CRNP or PA).

If Receiving Therapy and Medication Management Services:
• All treatment plans must be signed by the member, Community Care credentialed therapist (who directly 

provides the service) and medication prescriber/monitor. 

45



Treatment Plan Signatures/Dates

Why are signature dates so important?

• Treatment plans must be developed and reviewed with and approved by 
the individual being served.

• Dated signatures are used to indicate that clinician, member, 
psychiatrist have developed, reviewed, and are in agreement with the 
treatment plan.
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Treatment Plan Regulations

An Advanced Practice Professional is defined as:

• A person who holds a current Pennsylvania license as a certified registered nurse 
practitioner or a physician assistant and:

(1) Holds a mental health certification, or
(2) Obtains a mental health certification within 2 years of being hired by the 

psychiatric outpatient clinic or by  July 30, 2020, whichever is later
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Treatment Plan Regulations

The following links to the updated Outpatient regulations are listed below:

Outpatient Psychiatric Services
Chapter 1153.52
http://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/055/chapter1153/s1153.
52.html&d

Outpatient Psychiatric Clinics
Chapter 5200.31
http://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/055/chapter5200/s5200.
31.html&d
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Goals: Long- and Short-Term
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Goals: Long- and Short-Term

Features:
• Owned by the individual
• Written from the individual’s perspective
• Strengths-based
• Specific
• Objective
• Measurable
• Distinct from interventions
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Goals: Long-Term

Long-Term Goals (Discharge Goal):
• This is one of the individual’s “ultimate” goals from treatment leading to 

discharge
• Must relate to the identified needs/assessment findings
• Should focus on the individual's quality of life improvement, as opposed to 

only symptom reduction
• This is the big picture goal and resolution can indicate recovery
• This is the goal that will assist in the determination of whether the person 

is ready for discharge from services
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Goals: Short-Term

• Must relate to the long-term goal

• Each short-term goal is a component of a long-term goal

• Achieving short-term goals contribute to achieving the long-term goal
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Interventions
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Interventions

• Features:
– Clearly written and specific
– Directly correlates to the targeted goal
– Includes all treatment team members

• Includes:
– Type
– Location
– Identifies the specific person(s) responsible
– Frequency

Be sure to include your efforts to assist the individual when needed to manage crisis
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Treatment Plan Reviews

55



Treatment Plan Reviews

• Each contact is essentially a review of treatment goals and progress
– Documentation of each session must relate to the treatment goals and reflect progress 

toward attainment of the goals
– Documentation should include the individual’s perception of progress as well as the 

clinician’s perceptions

• Formal treatment plan reviews occur:
– According to timeframes established for Outpatient Mental Health Clinics and 

Independent Outpatient Mental Health Practitioners
• Initial treatment plan within 30 days of intake
• Reviews every 180 days

– Upon request from the individual/family
– Whenever there is a significant change for the individual, plan or interventions (death, 

trauma, job loss, birth, legal, crisis, etc.)
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Treatment Plan Reviews: Components

Have any changes occurred with:

• Demographic information

• Diagnosis (do billing and documented diagnosis match?)

• Status
– Indicate if a component will continue, is discontinued, or may be deferred under each 

category
– Use terminology that clearly indicates the status of the goals and interventions such as:

• Resolved
• Unresolved
• Discharged
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Treatment Plan Review and Update

Review the current plan and update the plan for the next review period.  

Reviews:
• All aspects of the previous treatment plan must be addressed in the treatment plan review.
• Previous Start, Target, and End Dates should be evaluated. Are they complete? Will they 

continue with new parameters and dates?  
• Review each problem/target of treatment, long term, short term goals and 

interventions. While reviewing, you must address each item:
– The progress towards long-term goals, short-term goals (resolution of problems), and 

from the interventions
– The documented progress must be descriptive and utilize objective data as well as the 

individual’s perceptions 
– The need for continued services must be evident in the progress review
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Treatment Plan Review/Update

After reviewing the Plan, an Updated Plan is required for the next treatment period. 

• Steps:
– Modify all Start, Target, and End dates as appropriate

– Add new or retire resolved: problems, long term, short term goal and intervention as 
appropriate

– New dates will need to be developed for new items added to the plan Enter newly 
identified needs with corresponding goals and interventions with Start, Target and 
End dates 

– Rationale for changes (when applicable) in treatment must be documented either on the 
review document or in the progress notes
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Treatment Plan Reviews

• Progress must be measurable:  
– Do not use general statements such as: “Robert is doing better with 

depression,” “Robert’s symptoms are improving.”

• Be specific and avoid generalized statements regarding need for 
continued treatment:
– Do not use general statements such as:  “continue individual 

therapy,” “treatment as usual” 
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FWA Audit Examples of Insufficient Treatment Plan 
Components
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Goals

• Common Insufficient Goals:
– “Client will elevate mood”
– “Client will decrease depression”
– “Attend appointments”
– “Medication management”
– “Stay stable”
– “Mental and physical health under control”
– “Control anger better”

• Reasons:
– These are “canned” statements that can be broadly applied across members and levels 

of care
– There is no specific measurable detail reflecting the steps to accomplish the goal
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Interventions

• Common insufficient interventions:
– “Individual therapy”
– “Group Therapy”
– “Medications”
– “Discuss problems”
– “Set limits”
– “Individual therapy to address depression”

What’s missing? 
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Treatment Plan Reviews

• Common Insufficient Review Statements:
– “Client reports elevated mood”
– “Client reports  decreased depression”
– “Client has made improvement”
– “Progress made”
– “Updated goals as needed”

• Reasons:
– These are “canned” statements that can be broadly applied across members and 

levels of care
– There is no specific measurable detail reflecting the steps made to accomplish 

the short-term goals identified on the treatment plan
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Treatment Plan Signatures/Dates

Active Dates: 6/15/20 – 12/15/20

Client Signature:   John Smith                         Date: 7/10/20   
Clinician Signature:   Amy Huber, LPC            Date: 6/15/20

Appointment scheduled for 6/15/20 but cancelled by the client. The client attended 
appointments on 6/19/20 and 6/28/20, and the services were billed, but the client did 
not sign the plan. The client signed the treatment plan on 7/10/20.   

If the prior plan end date was 6/14/20, on what date did the treatment plan go into 
effect and i.e. support billing?
Answer:  7/10/20 
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Treatment Plan Signatures/Dates

Active Dates: 6/15/20 – 12/15/20

Client Signature:       John Smith Date: 6/15/20   
Clinician Signature: Amy Huber, LPC          Date: 8/22/20

The review was due on 6/15/20. The client signed the plan on 6/15/20, and the 
service was billed.  However, the clinician did not sign the treatment plan until 
8/22/20.

If the prior plan end date was 6/14/20, on what date did the treatment plan go 
into effect and i.e. support billing?
Answer: 8/22/20 
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Treatment Plan Signatures/Dates

Active Dates: 10/15/20 – 4/15/21

Client Signature:         John Smith Date: 10/15/20  
Clinician Signature:                    Date: 

The review was due on 10/15/20, and the member signed the plan on this date. 
However, the clinician never signed the treatment plan.

If the prior plan end date was 10/14/20, on what date did the treatment plan go 
into effect and i.e. support billing?
Answer: this plan does not support billing services 
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Treatment Plan Signatures/Dates

Active Dates: 6/15/20 – 12/15/20

Client Signature:          Date:     
Clinician Signature: Amy Huber, LPC                     Date: 6/15/20

The review due on 6/15/20. The member attended the appointment and the service 
was billed. The member did not sign the treatment plan for the review period.

If the prior plan end date was 6/14/20, on what date did the treatment plan go into 
effect and i.e. support billing?
Answer: this plan does not support billing services 
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Treatment Plan Signatures/Dates

Active Dates: 6/15/20 – 12/15/20

Client Signature: John Smith         Date:     
Clinician Signature:  Amy Huber, LPC             Date: 

The review due on 6/15/20. The member attended the appointment and the 
service was billed. Neither the member, nor clinician dated their signature, nor 
was there documentation in the record explaining the absence of the dates.  

Answer: this plan does not support billing services as each signature must be 
dated to establish the timeliness of the review.
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Treatment Plan Signatures/Dates

Active Dates: 6/15/20 – 12/15/20

Client Signature:         John Smith Date:  5/15/20   
Clinician Signature:   Amy Huber                      Date: 5/15/20

The client attended a session on 5/15/20 and the treatment plan was reviewed. 
The end date is now changed as a result, and the next review is now due before 
11/15/20.   

If the prior plan end date was 6/14/20, on what date did the treatment plan 
support billing? And when is the next review due?
Answer: 5/15/20 and 11/15/20
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Treatment Plan Guidelines

• A treatment plan is compliant when it is signed by all required parties

• The date of the last signature is the start date of the plan 
– If unable to obtain member signature, attempts must be documented in detail

• The active dates of a treatment plan must cover all dates of service billed

• The review and update of the treatment plan is to be reflected in the progress note for that 
day

• Goals on treatment plans that were the focus on the session are to be reflected in each 
progress notes

• Add new treatment goals when the client brings new agendas to the session
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Progress Notes Requirements
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Progress Note Regulations

Medical Assistance Bulletin 29-02-03

The documentation of treatment or progress notes, at a minimum, must include: 
1. The specific services rendered; 
2. The date that the service was provided; 
3. The name(s) of the individuals(s) who rendered the services; 
4. The place where the services were rendered; 
5. The relationship of the services to the treatment plan, specifically any goals, objectives 

and interventions; 
6. Progress at each visit, any change in diagnosis, changes in treatment and response to 

treatment; and
7. The actual time in clock hours that services were rendered. For example: the recipient 

received one hour of psychotherapy. The medical record should reflect that 
psychotherapy was provided from 10:00 A.M. to 11:00 A.M. 
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Progress Note Regulations

• Title 55 of the Pennsylvania code:
– Chapter 1101.51 (e): Ongoing responsibilities of providers: Record keeping requirements and onsite 

access

• Records “fully disclose the nature and extent of the services rendered to MA recipients, and meet the 
criteria established in this section and additional requirements established in the provider regulations”.  
These records include entries that are:
– Legible
– Signed and dated by the responsible licensed provider
– Signed and dated when altered
– Complete for each progress note to include:

• Progress at each visit
• Change in diagnosis
• Change in treatment
• Response to treatment
• Relationship of the services to the treatment plan 

– http://www.pacode.com/secure/data/055/chapter1101/s1101.51.html
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Progress Note Guidelines:

Individual, Group and Family Therapy

• Describe interventions in the accepted clinical language
• Check off boxes convey limited information and are not a substitute for a narrative 
• Progress notes are to substantiate the time billed
• Document the details
• The progress notes should relate to treatment plan goals
• The word “discussed” as the only intervention during a therapy session does not 

support the billing of a service 
• A progress note should be present for each service rendered to the member
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Progress Note

Each progress note should answer the following questions:

• Where is the service being provided?
• Why is the member there?
• What specific intervention or service was provided to the member?
• What was the member’s response to the interventions? 
• What is the plan for follow-up?
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Documentation for the Unexpected

How to document when: 
• The session does not go as planned
• There is a crisis
• The client has a different agenda 
• A treatment plan review is due, but the client doesn’t attend

Guidelines:
• Document the change or event that occurred
• The interventions must be related back to the goals on the treatment plan
• Add a goal to the treatment plan (if applicable)
• Document addition of the goal that was added in the progress note
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Progress Notes - Group Therapy

Group Progress Notes Must:
• Document lapses in service delivery

– Breaks taken,  e.g.- A therapy group is conducted for 3 hours with a 15-minute break. 
• Possible documentation styles: 

– 1pm to 4:15pm with a 15-minute break 
– 1pm to 2:30pm  then 2:45pm to 4:15pm

– Member arrives late to group
– Member leaves group early
– Member leaves during group for and individual therapy session or medication check

• Cease billing for group therapy under the following circumstances:
– During breaks
– Whenever the member is not present
– If member is asleep 

• It is recommended that group progress notes identify the number of members present in the group
Please Note: Groups must be a minimum of 1 hour in duration
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Encounter Form Requirements
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Encounter Form Regulations

• Completed Encounter Forms are required for all behavioral health services with the exception of 
nursing home, inpatient hospital, emergency room, and telephone crisis services. Missing or 
incomplete Encounter Forms are two of the top findings for Providers on Fraud, Waste and Abuse 
(FWA) audits.

• Medical Assistance Bulletins 99-89-05 and 99-03-21 and Federal Regulation 42 CFR

• Providers may develop an Encounter Form of their own or may use the form developed by the 
Department of Human Services (MA 91 8/06) Encounter Form which can be found at: 
https://www.dhs.pa.gov/docs/Documents/MA%20Response%20Forms/Encounter%20Form.pdf

• A separate Encounter Form must be used for each member

• Group therapy and appointment sign-in sheets and signed progress notes do not meet the Encounter 
Form requirement.
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Encounter Form Provider Alert
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Encounter Form Provider Alert
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Encounter Form Guidelines

Encounter Forms must:

• Be signed after each contact by the member or designee
– After the service has been delivered

• Have an encounter for each service rendered
– Corresponds to a progress note, intake, evaluation, level of care assessment
– Signature for the day is permissible
– Caution against listing appointment time on encounter form

• Follow Medical Assistance Bulletins:
– 99-89-05  
– 99-03-21  

• Follow Federal Regulation 42 CFR
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Encounter Form Examples
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Encounter Form

Wellness Services Provider Number: 12300789
300 Main Street Somewhere, PA 10000 Recipient Number: 003004005

“My signature certifies that I received a service or item on the date listed below. I understand that payment 
for this service or item will be from Federal and State funds, and that any false claims, statements, or 
documents, or concealment of material may be prosecuted under applicable Federal and State laws.”

Date Member Signature

“I have read and agree with the above statement”

6/15/18 John Smith
6/21/18 John Smith
6/28/18 John Smith
7/6/18 John Smith
7/12/18 John Smith

7/19/18 John Smith



Encounter Form Examples
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Encounter Form

Wellness Services Provider Number: 12300789
300 Main Street Somewhere, PA 10000 Recipient Number: 003004005

“My signature certifies that I received a service or item on the date listed below. I understand that payment 
for this service or item will be from Federal and State funds, and that any false claims, statements, or 
documents, or concealment of material may be prosecuted under applicable Federal and State laws.”

Date                       Time Member Signature

“I have read and agree with the above statement”

6/15/18 10:00 am-11:00am John Smith
6/21/18 2:00pm- 3:00pm John Smith
6/28/18 6:00pm-7:00pm John Smith
7/6/18 11:00am-12:00pm John Smith
7/12/18 7:00pm-8:00pm John Smith

7/19/18 3:00pm-4:00pm John Smith



Encounter Form Examples
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Encounter Form

Wellness Services Provider Number: 12300789
300 Main Street Somewhere, PA 10000 Recipient Number: 003004005

“My signature certifies that I received a service or item on the date listed below. I understand that payment 
for this service or item will be from Federal and State funds, and that any false claims, statements, or 
documents, or concealment of material may be prosecuted under applicable Federal and State laws.”

Date              Time Service Member Signature

“I have read and agree with the above statement”

6/15/18 10:00 am-11:00am Individual Therapy John Smith
6/21/18 2:00pm- 3:00pm Individual Therapy John Smith
6/28/18 6:00pm-7:00pm Individual Therapy John Smith
7/6/18 11:00am-12:00pm Group Therapy John Smith
7/12/18 7:00pm-8:00pm Individual Therapy John Smith

7/19/18 3:00pm-4:00pm Individual Therapy John Smith



Regulatory Changes

Changes regarding Outpatient  Psychiatric Services and Outpatient Psychiatric Clinics 
as of 10/12/19:

• A licensed clinical social worker (LCSW), licensed marriage and family therapist and licensed 
professional counselor are permitted to diagnose mental illness (a psychiatric evaluation must be 
completed by a psychiatrist)

• An individual may receive services such as psychotherapy, medication monitoring or a psychiatric 
evaluation on the same day and an outpatient psychiatric clinic or partial hospitalization 
program(PHP).  However, an individual may not receive one service at an outpatient mental health 
clinic and another service at a PHP on the same day (e.g.  - individual therapy at outpatient clinic 
followed by a medication check at a PHP)

• Mobile Mental Health Treatment service are permitted to be delivered to individuals residing in a 
nursing home
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Contact Information

Ellie Medved 
Director of Fraud, Waste & Abuse
412-454-0435 (Pittsburgh)
medvede@ccbh.com

Todd Jukes, Manager Fraud, Waste & Abuse  – 814-480-6154 (Erie) jukestd@ccbh.com
Michael Arnold, Coordinator, Clinical Audits and Investigations - 570-496-1366 (Moosic) arnoldm@ccbh.com
Kristin Levandoski, Clinical Fraud, Waste & Abuse Auditor – 570-469-1374 (Moosic) levandoskik@ccbh.com
Brenna Bogey, Clinical Fraud, Waste & Abuse Auditor - 412-454-4919 (Pittsburgh) bogeybk@ccbh.com
Darla Becker- Clinical Fraud, Waste & Abuse Auditor - 412-454-0410 (Pittsburgh) beckerdj2@ccbh.com
Shelley Piekarski- Clinical Fraud, Waste & Abuse Auditor - 412-454-8569 (Pittsburgh) piekarskisa2@ccbh.com
Elyse Milliron- Clinical Fraud, Waste & Abuse Auditor- 412-454-0416 (Pittsburgh) hallea3@ccbh.com
Camille Luzier- Clinical Fraud, Waste & Abuse Auditor – 814-278-8133 (State College) luziercd@ccbh.com
Erin Carpenter- Clinical Fraud, Waste & Abuse Auditor – 814-278-8129 (State College) carpentere2@ccbh.com
Cristina Juisti- Clinical Fraud, Waste & Abuse Auditor – 610-594- 2851 (Exton) juistic@ccbh.com
Mary Timothy- Clinical Fraud, Waste & Abuse Auditor – 610- 594-2835 (Exton) timothym@ccbh.com
Lauren Bongiorni- Clinical Fraud, Waste & Abuse Auditor – 610-594-2849 (Exton) bongiornil@ccbh.com
Tracey Taylor - Clinical Fraud, Waste & Abuse Auditor – 814-480-6153 (Erie) taylort6@ccbh.com
Christine Griffin- Clinical Fraud, Waste & Abuse Auditor – 717-731-3608 (Camphill) griffincl2@ccbh.com
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Kevin Daugherty
Senior Clinical Auditor/Analyst
412-454-0438 (Pittsburgh)
daughertykw@ccbh.com
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Thank you!
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