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	Title:
	PLANNING AND DOCUMENTING INTERVENTION SERVICES



	Purpose:
	Service providers need to ensure that early intervention visits or other forms of service are well-planned, the child’s progress is noted, and the information is developed in conjunction with families.  In addition, documentation is needed in order to seek third party reimbursement.




Overview

The lead agency interprets the phrase “clinical progress note” as the visit note. The visit note documents the joint plan and additionally documents the family’s progress in use of strategies that support their child as well as the child’s progress. Providers are required to develop a joint plan with the family for each instance of early intervention treatment service and document this plan along with the activities and strategies used during the visit that address child and family outcomes.  
All documentation must be maintained in its original form or in a secured electronic

format (See Records Procedure for retention schedule). Documentation includes but is

not limited to services provided and provider qualifications. All documentation is subject

to review by the lead agency and appropriate agencies for audit purposes.  When a

child transfers to another program the sending program keeps the original record and

sends a copy of the file to the receiving program. 
Intervention Visit / Joint Plan
The joint plan has two parts and describes: 1) the activities and strategies the family will focus on between visits (“Between Visit Plan”) and 2) the activity that will be the focus of the “Next Visit”.
At the start of each visit the service provider reviews the joint plan that was developed at the previous visit.  This should include the review of the “Between Visit” plan for the activity (including strategies) that the family or caregiver was going to focus on between the last visit and the current one.  It also includes a review of the previously developed plan for the current visit (i.e., what activity was going to be the focus of the current visit).  A new joint plan including a “Between Visit” plan and a “Next Visit” plan should be developed at the end of each visit.  
For families receiving intensive supports the joint plan would not necessarily change at each visit (i.e., if the family is receiving supports every day there would not be enough time for them to work on a joint plan if it was changed at each visit).  A reasonable amount of time for the plan to change is approximately on a weekly basis, or at each visit, if the frequency is less than weekly. 
Some ideas to keep in mind when developing joint plans include:
· The plan should be developed with the the parent or caregiver actively involved in deciding what activity and strategies they would like to focus on between the current visit and the next. The activity that the family or caregiver will focus on should have been addressed during a home visit so that strategies to increase their child’s learning could be developed and practiced.  The activity should be one that is or is desired to be a part of the family’s everyday life when the interventionist is not there.  
· Strategies developed for use by the family during the activity should address a variety of learning opportunities and domains. 

· The joint plan developed at the end of a visit is the launching point for the next visit. The home visitor should always begin the next visit reviewing the “between visit” plan to reflect with the family on what worked, what was challenging, and other ideas or thoughts they may have.  The home visitor can problem-solve from there, adjusting strategies or trying new ones as needed.  The home visitor then would progress into the visit based on reviewing and beginning the previously developed plan for the activity that will be the focus of the current visit.
· Joint plans are specific to activities and strategies but are also flexible based on what the family wants to address.

· The activities listed in the functional outcomes on the IFSP are not the only activities in which families will receive support from their team.  The activities addressed in IFSP outcomes are what will be measured.  However, there are a wide variety of activities at home and in the community that families participate in that would support attainment of outcomes and it would be important to explore to increase the child’s opportunities for learning.  
· Child interest is critical to learning and should be considered when developing plans.
· More information on Joint Planning can be found at: http://www.birth23.org/files/Training/factSheetJointPlan2-.pdf
Documenting Consultation by Primary Health Care Provider
The following are approved methods for documenting the consultation of a Primary Health Care Provider (PHCP) in the development of an IFSP. (See IFSP Procedure for more details about how the OEC interprets CGS 17a-248e(c).) 

· a copy of a fax cover sheet used when sending documents to the PHCP

· a note in the record documenting a conversation with the PHCP

· listing the PHCP as a team member on the IFSP which allows for conversation without a release (Form 3-1)
Documentation on Visit Note
For each instance of service there must be a corresponding visit note in the record.  Parents must be given a copy of the visit note at the end of the visit.  Programs may develop their own format for the visit note which must include the following information: 
· Child’s name, address, date of birth, and Medicaid number if applicable (address, DOB and Insurance information may be contained elsewhere in the permanent record and not recorded on every visit note)
· The type of early intervention treatment service provided (links to IFSP disciplines) 

· Date of visit, with start and end times for each person that provided services

· The location or site where services were rendered
· The names or role of each individual who primarily participated in the visit

· A description of what happened during the session including modification of strategies in accordance with the IFSP
· The reason for ANY variance between the IFSP and the early intervention services provided including, as applicable:
· Information about who and why another early interventionist is substituting for a regular team member in providing services (i.e., make-up visits, coverage for vacation…) 
· If not specifically recommended on the IFSP, the reason why two practitioners of the same or different discipline(s) provide services at the same time(i.e. joint visit needing expertise from two practitioners must clearly document what each person did during the visit with the family).  This may be more easily documented on two separate visit notes.  The reason can NOT be for staff training. This includes reasons why an Early Intervention Treatment Service occurs at a clinic with a non-Birth to Three provider of the same discipline.

· The reason for a one-time consultation if it is not recommended on the IFSP.
· The reason that the setting, frequency, or length of visit varied from what was recommended on the IFSP, including what additional service was provided that required additional time (i.e. consultation with parent due to family concerns, family emergency, additional time for make-up hours owed to family, parent requested additional consultation to review carry-over activities…) The setting variation will likely be explained through documentation of the joint plan (i.e., IFSP reads that visits are at “home” but a visit occurs at the grocery store to support family and child).
· The reason(s) why the early intervention visits were not performed within six months of a documented IFSP review or within twelve months of an evaluation of the IFSP

· The reason why the early intervention visit was performed for a period not covered by an IFSP or was not performed within six months of a documented review of the IFSP with the family or within twelve months of an evaluation of the IFSP 
· It is acceptable for reasons for variance from the IFSP to be provided in a checklist or by using check boxes
· The reason why an early intervention service was provided that would duplicate services being received through an outside practitioner or clinic justifying that the concurrent service was medically necessary
· Information related to service coordination that happens during the visit.
· The signature by a qualified provider with a signature date for each person who provided any services with clear indication of the discipline of the provider.  If the program would like to use the date of the visit as the date of the signature the following line must be added to the visit template: “Unless otherwise indicated, this note was signed on the date of service” If not, the note must be signed within 10 days after the visit was completed.
· A co-signature by supervising staff if this is required (see the Personnel Standards Procedure).
· In the case where a practitioner is dually certified, for example, a social worker who is also a BCBA, all documentation must include notation of both certifications.  This allows flexibility for billing of insurance.

· A Joint Plan that includes a “between visit” plan and a “next visit” plan. (See Joint Planning section above)

· A review/progress on the previous “between visit” plan including the activities and strategies that were attempted and the results related to increasing the child’s participation during everyday activities, as well as the child’s progress during these activities
· The planned activity and learning opportunities for the current visit: the activity that is the focus of the visit must support attainment of an IFSP outcome but does NOT have to be only limited to a specific activity listed in an IFSP outcome. 
· Documentation should support that the learning opportunities and strategies used during everyday activities on the visit note are clinically necessary and address outcomes (from IFSP).  

Additionally:
· Since parents and caregivers are taking the lead in determining what they want to work on for their joint plan, they may sign the visit note.  This supports that they are partners in working on strategies that address their desired outcomes. 
· Cancellations of visits by either the family or the provider should be noted in the record, with indication of whether the visit will be rescheduled.
· All notes should be written legibly and should be dark enough to be copied if necessary.  White-out should not be used to make corrections.

Service Coordination Notes Including Voice Only Contact
Service coordinators are expected to document service coordination activities that take place during and outside of the early intervention visit in the child’s early intervention record.  These could include phone contacts, visits with the family to the physician or other professionals, and notes from face-to-face meetings with the family or with other providers.  Service coordination documentation requirements are the same for children receiving services at no cost. Phone calls as the only service in the month should include the length of the call.   Service coordination notes should be included on the visit note, particularly around issues discussed during the visit. Check boxes used as reminders alone do not suffice as documentation of what was discussed.  Information on community resources, if discussed, should be included so that the family can easily reference it.  For activities that occur outside of a visit, the service coordinator may use a contact sheet such as Form 3-5a or 3-5b or a form customized by the program.  Service coordination notes should be dated and signed.  Families have access to everything contained in their record. 
Parent Reason (also known as Family Reason)

Parent Reason is a term used to describe an extraordinary family circumstance in which a service coordinator or provider documents that a client-based outcome and measures (see below) cannot be met in a timely manner.  These should be rare occurrences, based on the child’s and family’s needs, and must be specific to the individual client-based outcome. For example, a parent hospitalization, a parent is away for a long length of time, multiple parent cancellations, or multiple attempts to contact.  These instances need to be clearly documented in the child’s record.  “Parent Reason” cannot be used for delays based upon the program’s needs.  

OUTCOMES AND MEASURES (State Performance Plan (SPP) and Annual Performance Report (APR))
	Outcome
	Measure

	a. Eligible Children will be identified as early as possible.

b. Eligible Children will be enrolled and receive services as early as possible.

c. New services will be delivered in a timely manner.

d. Transitions for families and Children leaving the Program at age three are smooth.


	All evaluations are completed within 45 days from referral to Birth to Three unless documented “Parent Reason”.
All Families and Children will have an initial IFSP meeting within 45 days of referral date unless documented “Parent Reason”.
All Families and Children will receive all new services scheduled to be provided at least monthly, within 45 days of the parent's signature on the IFSP unless documented “Parent Reason”.
All Families and Children will receive transition conferences at least 90 days but no more than 9 months prior to the Child's third birthday unless documented by “Parent Reason”



