Case Record Independent Living 
Purpose:
The intent of the following policy is to ensure that each participant served in the program has an organized, official file, which contains pertinent information.  It’s also intended to ensure that the files are kept in an area with limited access.
Policy:
An official case record shall be maintained for each participant receiving services.  Each electronic record shall include the following at a minimum:
(a) Demographic information including the name, address, social security number, sex, religion, race, birth date, and birth place of the participant;

(b) The name, address, telephone number, social security numbers, and marital status of the parents or guardians of the participant;

(c) The name, address, and telephone number of siblings if placed elsewhere and other significant relatives, if available;

(d) Copies of legal documents of importance to the type of care such as birth record and any court dispositions;

(e) The medical history shall include, if available, cumulative health records, addresses of all health care providers who provided treatment, examination or consultation regarding the participant as well as all psychological and psychiatric reports;

(f) The assessment and background of the family and parents;

(g) A summary which reflects the dates of contact, initial assessment, case plan, and content of the worker’s visits;

(h) The circumstances leading to the decision of the parents to place the participant, the agency’s involvement with the parents, including services offered, delivered, or rejected;

(i) Educational records and reports, if applicable;

(j) Summary of case reviews which reflect the achievements or changes in the goals;

(k) Summary of any administrative or outside service reviews on the progress of each participant toward goal determination; and
Procedure and/or Process:

The Participant Case Record is the documentation of service delivery.  This documentation provides the verification of contractual standards and becomes the focal point for ensuring quality assurance standards are being met.  It is critical that all forms in the case file are complete and correct.  
Upon discharge a participant’s record shall contain:

(a) A discharge summary is written in the case record if applicable regarding needs which remain to be met, and recommendations of the services needed to meet these goals;

(b) Date of discharge, reason for discharge
Counseling and case management activities should be documented in FSFN within 48 hours of the service delivery. It is important for the entries to provide enough information for a reviewer to ensure quality assurance standards are met without verbal input of the recorder.

Confidentiality Policy dictates that CDS staff will adhere to all confidentiality laws and that prior to information being released from the case file, a release of confidential information must be completed.  In addition to the release form, a supervisor should review and approve the information being released.
Rev. 5/14, 5/17, 2/23
Page 2 of 2
P-1272

