
 
 

 
 

 
 

          

         

       

     

       

        

      

       

     

    

             

          

       

              

             

   

            

       

              

         

           

   

          

         

 

    

         

      

          

 

       

      

  

          

    

PQMP Core Review Tool
GENERAL 

The record is accurate and clearly legible to someone other than the writer. 

All entries in the record identifies the name of member. 

Each record includes member's social security number. BHSP 

Each record includes member's address. BHSP 

Each record includes member's employer and/or school, if applicable. BHSP 

Each record includes member's home, school, and/or work telephone numbers. BHSP 

Each record includes member's emergency contact information. 

Each record includes member's date of birth. BHSP 

Each record includes member's gender. BHSP 

Each member has a separate record. 

All entries and forms completed by staff in member records include the name of the person 

making the entry's functional title, applicable educational degree and/or professional license of the 

person making the entry (including electronic signature for EMR systems). 

All entries and forms completed by staff in member records include full date of documentation. 

All entries and forms completed by staff in member records include signature (including electronic 

signature for EMR systems). 

For members 0 to 17 documentation of authorized representative is included in the record, and 

proof of authorized representative, if applicable. BHSP 

For members 0 to 17, there is evidence that services are in context of the family. 

For members 0 to 17, there is evidence of ongoing communication with appropriate family 

members and/or legal guardians, including any agency legally responsible for the care or custody 

of the child. 

For members 0 to 17, there is evidence of ongoing coordination with appropriate family members 

and/or legal guardians, including any agency legally responsible for the care or custody of the 

child. 

TELEMEDICINE/TELEHEALTH

**LMHPs practicing independently & CMS has approved telehealth for CPST effective 5/1/23. 

Telemedicine use documented, if applicable. 

The member’s record includes informed consent for services provided through the use of 

telehealth 

If assessments and/or re-evaluations are completed via telecommunication system, LDH has 

approved utilizing telemedicine/telehealth for conducting assessments conducted by licensed 

mental health practitioners. 

If utilizing telemedicine/telehealth services, the consent form includes the rationale for using 

telemedicine/telehealth in place of in-person services 
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If utilizing telemedicine/telehealth services, the consent form includes the risks of 

telemedicine/telehealth, including privacy related risks. 

If utilizing telemedicine/telehealth services, the consent form includes the benefits of 

telemedicine/telehealth. 

If utilizing telemedicine/telehealth services, the consent form includes possible treatment 

alternatives as well as risks and benefits. 

If utilizing telemedicine/telehealth services, the consent form includes the risks and benefits of no 

treatment. 

For telemedicine/telehealth services, when possible (i.e. at the next in person treatment planning 

meeting), providers must have the recipients sign all documents that had verbal agreements 

previously documented. 

For telemedicine/telehealth services, there is evidence in the record of a back-up plan (e.g., phone 

number where recipient can be reached) to restart the session or to reschedule it, in the event of 

technical problems. 

For telemedicine/telehealth services, there is evidence in the record of a safety plan that includes 

at least one emergency contact and the closest ER location, in the event of a crisis. 

For telemedicine/telehealth services, there is evidence in the record the member was informed of 

all persons who are present. 

For telemedicine/telehealth services, there is evidence in the record the member was informed of 

the role of each person. 

For telemedicine/telehealth services, there is evidence of documentation if recipient refused 

services delivered through telehealth or request that services be delivered in-person, the provider 

must provide an in-person service or refer to an equally qualified licensed practitioner. 

For members 0 -17 receiving telemedicine/telehealth services, providers need the consent of the 

recipient and/or the recipient’s parent or legal guardian (and their contact information) prior to 

initiating a telemedicine/telehealth service with the recipient. 

MEMBER RIGHTS 

There is evidence of a Consent for Treatment or Informed Consent in the record that is signed by 

the member and/or legal guardian. BHSP/LMHP 

For members over the age of 18 years of age and older, the member is given information to create 

an advance directive or refusal is documented. 

There is evidence of the member being given information regarding member’s rights to 

confidentiality. BHSP 

INITIAL EVALUATION 

An initial/Annual assessment is in the record and completed by a licensed mental health 

professional. 

For members 0 to 17 there is evidence the Legal Guardian is involved in the assessment. 

An initial primary treatment DSM diagnosis is present in the record. BHSP 
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The reasons for admission or initiation of treatment are appropriate to services being rendered. 

A mental status exam is in the record. 

A current behavioral health history is present. 

The medical treatment history includes known medical conditions. BHSP 

The medical treatment history includes allergies and/or adverse reactions and dates. BHSP 

The medical treatment history includes current treating clinicians. 

The medical treatment history includes family history. 

Current medications are listed (Physical Health & Behavioral Health medications must be listed). 

Prescriber of current medications are listed for both behavioral and physical health medication. 

Medication dosage is listed. 

Medication frequency is listed. 

The initial history for members under the age of 21 includes prenatal and perinatal events if 

information is available. 

The initial history for members under the age of 21 includes a complete developmental history 

(physical, psychological, social, intellectual, and academic). 

Assessment of risk includes the presence or absence of current suicidal or homicidal risk, danger 

toward self or others. 

Assessment of risk includes the presence or absence of previous suicidal or homicidal risk, danger 

toward self or others. 

The record includes documentation of dates of previous suicidal or homicidal behaviors. 

The record includes documentation of methods and lethality of previous suicidal or homicidal 

behaviors. 

Documentation of any abuse the member has experienced. 

Documentation of whether the member has been the perpetrator of abuse. 

Substance use assessment documentation includes past and present use of alcohol and/or illicit 

drugs as well as prescription and over-the-counter medications and nicotine use. 

The record documents the presence or absence of relevant legal issues of the member and/or 

family. 

There is documentation that the member was asked about community resources (family, support 

groups, social services, school-based services, educational groups, other social supports) that they 

are currently utilizing. 

The record documents the assessment of the member's strengths. 

The record documents the assessment of the member's needs. 

The assessment documents any financial concerns. 

The assessment documents any challenges related to transportation. 

The member's desired outcomes of treatment are clearly documented in the record. 

Indication and identification of any standardized assessment tool or comprehensive screening 

completed (i.e. a PHQ-9, GAD-7) as dictated by diagnosis. BHSP 
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An initial health screening, such as the Healthy Living Questionnaire or the PBHCI, is included in the 

record. (Unless directed by the plan, this is for informational purposes and not counted against a 

provider in the compliance rating.) 

TREATMENT PLAN 

The treatment plan is in the record. *Based on Most recent tx plan; can review prior tx plan to see 

progression and updates. 

Treatment plan is signed by the member. 

Treatment plan is signed by member's guardian, if applicable. 

Treatment plan is developed by and signed by treating LMHP including credentials in signature. 

Date of treatment plan. 

Indication if it is an “initial” or an “updated” treatment plan. 

The treatment plan is updated whenever goals are achieved, or new problems are identified. 

Progress on all goals are included in the update. 

Treatment plan is based on and consistent with the assessment (initial or updated). 

Treatment plan has individualized long term goals. 

Treatment plan has individualized short term goals/objectives that are specific. 

Treatment plan has individualized short term goals/objectives that are measurable. 

Treatment plan has individualized short term goals/objectives that are action-oriented. 

Treatment plan has individualized short term goals/objectives that are realistic. 

Treatment plan has individualized short term goals/objectives that are time-limited. 

Treatment plan reflects service locations for each intervention. 

Treatment plan reflects staff providing the intervention. 

Treatment plan reflects services to be provided in the duration. 

Treatment plan reflects services to be provided in the frequency. 

Individualized Crisis Plan is in the record. 

Crisis plan signed by Member and/or member's authorized representative as proof of participation 

in the development of crisis plan. 

Peer Support Services (PSS): Peer support services are person-centered. 

Peer Support Services (PSS): Peer support services are recovery focused. 

Peer Support Services (PSS): Recovery planning assists members to set goals related to home. 

Peer Support Services (PSS): Recovery planning assists members to set goals related to work. 

Peer Support Services (PSS): Recovery planning assists members to set goals related to 

community. 

Peer Support Services (PSS): Recovery planning assists members to set goals related to health. 

Peer Support Services (PSS): Recovery planning assists members to accomplish goals related to 

home. 

Peer Support Services (PSS): Recovery planning assists members to accomplish goals related to 

work. 
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Peer Support Services (PSS): Recovery planning assists members to accomplish goals related to 

community. 

Peer Support Services (PSS): Recovery planning assists members to accomplish goals related to 

health. 

PROGRESS NOTES 

Service/progress notes are present in the record. 

There is evidence in the record that, regardless of the originating site, providers must maintain 

adequate medical documentation to support reimbursement of the visit. 

Service/progress notes document specifically if service was provided through 

Telemedicine/Telehealth. (Outpatient services) 

Service/progress notes reference treatment plan goals. 

Service/progress notes includes sufficient detail to support the length of the contact 

Service/progress notes includes service provider contact telephone number 

Service/progress notes includes documentation of treatment plan goals/objectives being 

referenced 

Service/progress notes includes documentation of specific interventions delivered. 

Service/progress notes includes documentation of what materials were used when teaching a skill. 

Service/progress notes includes documentation of observed behaviors. 

Service/progress notes includes documentation of the member's response to intervention 

All service/progress notes document clearly who is in attendance during each session (outpatient 

services). 

Service/progress notes must include documentation of communication and coordination with the 

family and/or legal guardian/responsible party for services provided to children and youth. 

Service/progress notes describe progress or lack of progress towards treatment plan goals. 

Service/progress notes document continuous substance use assessment (if applicable). 

Service/progress notes document on-going risk assessments (including but not limited to suicide 

and homicide). 

Service/progress notes document monitoring of any at risk situations (including but not limited to 

suicide and homicide). 

Service/progress notes document compliance or non-compliance with medications (if applicable). 

Service/progress notes include date of service noted. 

Service/progress notes include begin times of service noted. 

Service/progress notes include end times of service noted. 

Service/progress notes signature of the person making the entry. If initials are utilized, initials of 

providers must be identified with correlating signatures. 

Service/progress notes include the functional title, applicable educational degree and/or 

professional license of the person making the entry. 
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Service/progress notes document the dates or time periods of follow up Outpatient Providers 

appointments. 

Service/progress notes include when the member misses appointments, if applicable. 

Services documented in the service/progress note reflect services billed. BHSP 

There is evidence of progress summaries in the record. 

There is evidence of progress summaries completed at least every 90 days, or more frequently as 

needed, if applicable. 

Progress summaries document the start and end date for the time period summarized. 

Progress summaries indicate who participated. 

Progress summaries indicate where contact occurred. 

Progress summaries indicate what activities occurred. 

Progress summaries indicate how the recipient is progressing or lack of progression toward the 

personal outcomes in the treatment plan. 

Progress summaries document any deviation from the treatment plan, if applicable. 

Progress summaries document any changes in the recipient's medical condition, behavior or home 

situation that may indicate a need for a reassessment and/or treatment plan change, as applicable. 

Progress summaries include signature of the person completing the summary. If initials are 

utilized, initials of providers must be identified with correlating signatures. 

Progress summaries include the functional title, applicable educational degree and/or professional 

license of the person completing the summary. 

Progress summaries are dated. 

Progress Summary is entered in the member's record when a case is transferred or closed. 

Progress summaries shall be signed by the person providing the services. 

Peer Support Services (PSS): Peer support services are face-to-face interventions with the 

member present. 

Peer Support Services (PSS): Peer Support Services are therapeutic or have programmatic 

content. 

Peer Support Services (PSS): Peer Support Services do not contain recreational, social, or leisure 

activities that do not have therapeutic or programmatic content. 

Peer Support Services (PSS): Peer Support Services documented do not provide transportation. 

Peer Support Services (PSS): Peer Support Services do not document general office/clerical tasks 

as part of rendered services. 

Peer Support Services (PSS): Peer Support Services do not document attendance in meetings or 

sessions without a documented purpose/benefit from the peer’s presence in that meeting or 

session. 
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CONTINUITY AND COORDINATION OF CARE 

Services provided to children and youth must include communication and/or coordination with the 

primary care physician (PCP). 

All coordination with other providers or agencies involved in the youth’s treatment must be 

documented within the record. 

Release of Information signed, or refusal noted for communications with other treating providers, if 

applicable. 

The record documents that the member was asked whether they have a PCP. 

PCP's name is documented in the record, if applicable. 

PCP's address is documented in the record, if applicable. 

PCP's phone number is documented in the record, if applicable. 

If the member has a PCP, there is evidence of provider attempting or successfully communicating 

with PCP or there is documentation that the member/guardian refused consent for the release of 

information to the PCP. 

The record documents that the member was asked whether they are being seen by another 

behavioral health clinician. 

Other behavioral health clinician's name is documented in the record, if applicable. 

Other behavioral health clinician's address is documented in the record, if applicable. 

Other behavioral health clinician's phone number is documented in the record, if applicable. 

If the member is being seen by another behavioral health clinician, there is evidence of provider 

attempting or successfully communicating with primary behavioral health clinician or there is 

documentation that the member/guardian refused consent for the release of information to the 

behavioral health clinician. 

Provider documents any referrals made to other clinicians, agencies, and/or therapeutic services, 

if applicable. 

MEDICATION MANAGEMENT 

Each record indicates each medication name. BHSP 

Each record indicates each medication type. BHSP 

Medication start date is listed. 

Each record indicates each medication frequency of administration. BHSP 

Each record indicates the dosages of each medication. BHSP 

Each record indicates the person who administered each medication. BHSP 

Each record indicates each medication route. BHSP 

There is evidence that lab work is ordered, if applicable. BHSP 

There is evidence ordered lab work has been reviewed by the clinician ordering the lab work, if 

applicable as evidenced by date and signature of clinician. 

Documentation of member education of prescribed medication. 

Documentation of the member's guardian, and/or legal representative understanding and 

consenting to the medication used in treatment. 
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AIMS (Abnormal Involuntary Movement Scale) performed when appropriate (e.g., member is being 

treated with antipsychotic medication). 

Initial and ongoing medical screenings are completed for members prescribed antipsychotic 

medication including but not limited to weight, BMI, labs and chronic conditions to document 

ongoing monitoring. (*Reference list labeled "common Antipsychotics" on later tab) 

There is evidence of medication monitoring in the treatment record, documenting adherence. 

There is evidence of medication monitoring in the treatment record, documenting efficacy. 

There is evidence of medication monitoring in the treatment record, documenting adverse effects. 

RESTRAINTS AND SECLUSION 

Documentation of alternatives/other less restrictive interventions were attempted. *ONLY PRTF 

Documentation of restraint/seclusion order. *ONLY PRTF 

Documentation of physician notification of restraint. *ONLY PRTF 

Documentation of member face to face assessment by a physician or physician extender (e.g., PA, 

NP, APRN) within one hour of restraint initiation/application. *ONLY PRTF 

Documentation must show evidence of consultation with the physician or physician extender (e.g., 

PA, NP, APRN) within 24 hours of restraint initiation/application. *ONLY PRTF 

Documentation of members’ parent/guardian notification of restraint/seclusion as soon as 

possible of restraint occurring (children only). *ONLY PRTF 

PATIENT SAFETY 

If the member was placed on a special watch for harmful behavior, documentation of the 

appropriate precautions taken and monitoring occurred. BHSP 

If the member was a victim of abuse or neglect, documentation of report to the appropriate 

protective agency and Health Standards, as applicable. BHSP 

CULTURAL COMPETENCY 

There is evidence that services were appropriate for age of member. 

There is evidence that services were appropriate to the developmental abilities of member. 

There is evidence that services were appropriate to the education level of member. 

Primary language spoken by the member is documented. 

Any translation needs of the member are documented, if applicable. 

Religious/Spiritual needs of the member were assessed. 

Racial and/or Ethnic needs of the member were assessed., if applicable. 

There is evidence that services are appropriate to individuals of diverse gender identities. 

Identified gender needs of the member were incorporated into treatment, if applicable. 

Sexual health related needs were assessed. 
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ADVERSE INCIDENTS 

For members 0 to 17, documentation that any adverse incident was reported to the guardian, if the 

incident did not involve the guardian, within 1 business day of discovery. BHSP 

Documentation that adverse incidents listed on the adverse incident reporting form were reported 

to the appropriate protective agency within 1 business day of discovery. BHSP 

Documentation that adverse incidents listed on the adverse incident reporting form were reported 

to the health plan within 1 business day of discovery. BHSP 

Documentation that adverse incidents involving direct care staff were reported to the licensing 

agency, as appropriate. BHSP 

DISCHARGE PLANNING 

Documentation of discussion of discharge planning/linkage to next level of care. 

Discharge Summary is entered in the member's record when a case is transferred or closed. 

A discharge summary details the recipient’s progress prior to a transfer or closure when member is 

discharged or transitioned to a different level of care. 

A discharge summary must be completed within 14 calendar days following a recipient’s discharge 

or transition to a different level of care. 

Appointment date and/or time period of follow up with transitioning behavioral health provider 

documented on the discharge plan. If not, barriers noted, when member is discharged or 

transitioned to a different level of care. 

There is documentation that communication/collaboration occurred with the receiving 

clinician/program. If not, barriers noted, when member is discharged or transitioned to a different 

level of care. 

PCP appointment date and/or time period of follow up documented if medical co morbidity 

present. If not, barriers noted, when member is discharged or transitioned to a different level of 

care. 

Medication profile provided to outpatient provider during transition of care. If not, barriers noted, 

when member is discharged or transitioned to a different level of care. 

Medication profile reviewed with member during transition of care, when member is discharged or 

transitioned to a different level of care. 

Course of treatment (the reason(s) for treatment and the extent to which treatment goals were 

met) reflected in the discharge summary, when member is discharged or transitioned to a different 

level of care. 
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CPST/PSR Specific Review Tool
CPST/PSR: GENERAL 

There is evidence within the record that the member is receiving Permanent Supportive Housing. 

This only applies if the member is receiving services from more than one MHR provider. 

If a member is receiving services from more than one MHR there is evidence within the record the 

providers have documented coordination of care. 

When an MHR member is being transferred there is evidence within the record that the two 

agency's coordinated care prior to the transfer. 

When an MHR member is being transferred there is evidence within the record that the member 

has prescription refills if needed. 

CPST/PSR MEMBER CHOICE FORM 

There is evidence of a Member Choice form is part of the member’s clinical record. 

There is evidence that the Member Choice form is signed prior to the start of MHR services and 

when transferring from one MHR provider to another. 

There is evidence that the Member Choice form must be fully completed. 

There is evidence that the Member Choice form is signed by all parties. 

CPST/PSR: INITIAL EVALUATION 

There is evidence within the record that the LOCUS/CALOCUS is performed by an LMHP. 

There is evidence within the record that assessments were performed prior to receiving 

CPST/PSR. 

There is evidence within the record that re-assessments occur at least once every 365 days until 

discharge for adults. 

For youth, assessments must also be performed at least once every 180 days until discharge 

and/or any time there is a significant change to the member’s circumstances. 

There is evidence within the record that an assessment is performed any time there is a significant 

change to the member’s circumstances. 

Children and adolescents’ assessments shall be completed with the involvement of the primary 

caregiver; 

Services provided to children and adolescents must include communication with the family and/or 

legal guardian, including any agency legally responsible for the care or custody of the child. 

Services provided to children and adolescents must include coordination with the family and/or 

legal guardian, including any agency legally responsible for the care or custody of the child. 

For members 18 years of age and over, has at least a score of three on the level of care utilization 

system (LOCUS). 
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For members 18 y ears  of  age  and  over,  member must  meet  the  Substance  Abuse  and  Mental 

Health Services Administration (SAMHSA)  definition of,  serious  mental  illness (SMI)  as evidenced  

by a  rating  of  three  or greater on  the  functional  status domain  on the  Level  of  Care  Utilization  

System  (LOCUS)  rating.  *Dimension  2  

There  is evidence  of  medical necessity,  If  applicable,  for members  18  years of  age  and  over,  with 

longstanding  deficits  who  do no t  experience  any  acute  changes  in their status  and  has previously  

met  the  criteria  stated  above regarding  LOCUS  scores,  but  who no w  meets  a  level  of  care  of  two  or 

lower  on the  LOCUS,  and  needs  subsequent medically necessary  services  for stabilization and  

maintenance  at  a  lower  intensity,  may  continue  to re ceive  CPST  services  and/or PSR.  

CPST/PSR:  TREATMENT  PLAN  

Treatment plans developed  by  an LMHP  or  physician.  

There  is evidence  within  the  record t hat t he  member has  received  a  signed  copy of  the  treatment  

plan upon  completion  and  after each revision.  

There  is evidence  within  the  record t hat t he  member’s parent/caregiver  and/or family are  involved  

in the  member's treatment  plan.  

There  is evidence  that  the  treatment plan  and  approach are  updated  if  member is  not  progressing.   

There  is evidence  that  the  treatment plan  and  approach are  updated  if  the  family  is  not  engaged  to  

assure  family  involvement  before  reauthorization  is  considered.  

There  is evidence  within  the  record t hat a ll  team members  have  signed  the  treatment plan.    

Specific i nterventions  based  on the  assessed  needs that mu st  include  reference  to t raining  

material when delivering  skills  training.  *PSR  

Treatment plan  include  services  and  interventions  to su pport independent community living  for 

transitioning  adolescents in the  setting  of  his  or her  own choice.  (Ages  15 to 2 1)  

Treatment plan  include  services  and  interventions  to su pport independent community living  for 

adults  in the  setting  of  his  or her  own  choice.  

Treatment plan  includes  services and  interventions that mu st  support integration in  the  

community,  including  opportunities  to se ek employment,  engage  in  community life,  control 

personal resources,  and  improve functional skills at  school,  home  or community.  

Treatment plan  include  member’s capacities.   

Treatment plan  include  member’s preferences.   

Treatment plan  include  crisis avoidance  interventions including  the  identification of  risk factors 

including  individualized  back-up  plans.  

Treatment plan  include  crisis avoidance  interventions including  barriers  with strategies to  

overcome  them,  including  individualized  back-up  plans.  

Evidence  that  the  member  record i ncludes  documentation of  the  treatment plan review  at  least  

once  every  180 days  or more  often if  indicated.   

PROGRESS  NOTES  

There  is evidence  within  the  record t hat  CPST services were  provided  telephonic,  telehealth 

and/or  face-to-face.  *CMS  has approved  telehealth  for CPST effective  5/1/23.  
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There  is evidence  within  the  record t hat P SR services were  provided  face  to f ace.   

MHR S ERVICES  PROVIDED IN  SCHOOL  

There  is evidence  within  the  record t hat t he  assessments  indicate  school related  needs.   

There  is evidence  that  the  assessment  includes  a  review  of  school records.   

There  is evidence  that  the  assessment  includes  interviews  with  school personnel.   

There  is evidence  within  the  record t hat r eassessment of  need  shall  be  conducted  to b e  

determined  if  services shall  continue  with school as a  place  of  service.   

There  is evidence  within  the  record t hat  MHR p roviders shall  collaborate  with  school personnel to  

collect  data  to  monitor a  member’s progress.  

The  member  must  not  be  removed  from a  core  class such  as math,  science,  or English,  without  

written permission from  the  parent and  school personnel.   A  rationale  must  be  documented  in the  

member’s record.   

If  allowed  by the  member’s school0  direct  interventions may be  delivered  in the  classroom if  

medically  necessary and  on the  member’s  treatment plan.    

There  is evidence  within  the  record o f  the  written  approval from the  member's  school prior to  

delivering  services  in a  school setting.  

There  is evidence  within  the  record t hat P roviders are  actively  communicating  with school 

personnel to a void  services duplication  

There  is evidence  within  the  record t hat P roviders are  actively  coordinating  services  with school 

personnel to a void  services duplication  

Services  in locations  without  the  caregiver  in attendance,  such  as school or  community  settings,  

shall have  written  approval by the  parent/caregiver  filed  in each member’s record.  
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