COMMUNITY FOLLOW-UP PROGRAM
SUPERVISORY QUALITY ASSURANCE REVIEW

CLIENT NAME CLIENT ID # DATE OF BIRTH
REFERRAL DATE REFERRAL SOURCE
CASE MANAGER ASSIGNED

OTHER TEAM MEMBERS ASSIGNED

| INTAKE

DATE

ITEM #

INTAKE INFORMATION

*

see
note

DATE
CORRECTED
AND INITIALS

AN B W -

COMPLETED WITHIN 15 DAYS OF REFERRAL

CLIENT HIV DIAGNOSIS

MEETS AGENCY/PROGRAM ELIGIBILITY REQUIREMENTS
ALL DEMOGRAPHIC INFORMATION IS COMPLETE
PRELIMINARY EVALUATION OF CLIENT NEEDS IDENTIFIED
IDENTIFY INCOMPLETE SECTIONS:

7 CONSENT FOR CFP/CMCM SIGNED
8 CMCM REGISTRATION COMPLETED
9 MEDICAID STATUS VERIFIED
10 MEDICAID PENDING
11 COPY OF MEDICAID CARD IN RECORD
12 ALL APPROPRIATE HIV RELEASE OF INFORMATION SIGNED
13 | SIGNED AND DATED
* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION
REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS
CASE RECORD REVIEWER FOLLOW-UP REVIEWER
REVIEW DATE FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)




CLIENT ID # CASE MANAGER

ASSESSMENT DATE
ITEM # ASSESSMENT INFORMATION X DATE
* CORRECTED
AND INITIALS
see
note
1 COMPLETED WITHIN 45 DAYS OF INTAKE
2 EXCEPTIONS DOCUMENTED IN CASE NARRATIVE
3 MINIMUM OF ONE HOME VISIT WITH CLIENT CONDUCTED DURING
ASSESSMENT PERIOD UNDER REVIEW
4 IDENTIFY INCOMPLETE SECTIONS:

ASSESSMENT CONTENT INCLUDES THE FOLLOWING:
5 CLIENT STRENGTHS AND RESOURCES
6 FAMILY RELATIONSHIPS
7 FAMILY STRENGTHS AND RESOURCES
8 STATUS AND NEEDS OF EACH MINOR/DEPENDENT CHILD
9

SPECIAL NEEDS DUE TO GENDER, CULTURE, DISABILITY, ETHNICITY,
LANGUAGE, ETC.
10 OTHER PROFESSIONAL/AGENCY INFORMATION

11 SIGNED AND DATED BY CASE MANAGER
12 SIGNED AND DATED BY SUPERVISOR

* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION

REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS

CASE RECORD REVIEWER FOLLOW-UP REVIEWER

REVIEW DATE FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)



CLIENT ID # CASE MANAGER

INITIAL SERVICE PLAN DATE
ITEM # INITIAL SERVICE PLAN INFORMATION X DATE
* CORRECTED
AND INITIALS

see
note

1 COMPLETED WITHIN 45 DAYS OF INTAKE IN CONJUNCTION WITH
ASSESSMENT
2 EXCEPTIONS DOCUMENTED IN CASE NARRATIVE

3 CLIENT PARTICIPATED IN IDENTIFYING GOALS AND ACTIVITIES
INITIAL SERVICE PLAN CONTENT IDENTIFIES THE FOLLOWING:
4 SHORT-TERM GOALS OF CLIENT

5 LONG-TERM GOALS OF CLIENT

6 GOALS OF DEPENDENT CHILDREN/COLLATERALS, AS INDICATED
7 GOALS ARE PRIORITIZED

8 CONCRETE ACTIVITIES TOWARDS GOALS

9 INDIVIDUALS OR AGENCIES TO PERFORM ACTIVITIES

10 ANTICIPATED TIME FRAMES TO COMPLETE ACTIVITIES

11 ANTICIPATED OUTCOMES OF ACTIVITIES

12 IDENTIFY MISSING GOALS:

13 CRISIS/EMERGENCY CONTACT PLAN IS INCLUDED

14 SIGNED AND DATED BY CLIENT OR PARENT/GUARDIAN
15 SIGNED AND DATED BY CASE MANAGER/TEAM

16 SIGNED AND DATED BY SUPERVISOR

* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION

REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS

CASE RECORD REVIEWER FOLLOW-UP REVIEWER

REVIEW DATE FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)



CLIENT ID # CASE MANAGER

SERVICE ACQUISITION AND COORDINATION TIME PERIOD OF
REVIEW:
FRM / /
TO / /
ITEM # SECTION 1 X DATE
PROGRESS NOTES I IS
note
1 WHO, WHAT, WHERE, OUTCOMES AND TIME CONSISTENTLY DOCUMENTED
2 PROGRESS NOTES CORRESPOND TO ASSESSED NEEDS AND SERVICE PLAN
3 PROGRESS NOTES ARE GOAL-ORIENTED
4 PROGRESS NOTES ARE DATED AND SIGNED
5 PROGRESS NOTES ARE CHRONOLOGICALLY ARRANGED AND UP-TO DATE
6 ACTUAL TIME IS DOCUMENTED
7 ACTIVITIES DOCUMENTED JUSTIFY TIME BILLED
8 PROGRESS NOTES INDICATE CASE MANAGER/TEAM IS MEETING CONTACT/
HOME VISIT REQUIREMENTS
9 PROGRESS NOTES INDICATE FOLLOW UP ON MISSED APPOINTMENTS
10 PROGRESS NOTES INDICATE MONITORING OF CLIENT AND FAMILY GOAL
ATTAINMENT
11 PROGRESS NOTES INDICATE CLIENT INVOLVEMENT IN GOAL ATTAINMENT
12 CRISIS INTERVENTION PROVIDED WHEN APPROPRIATE
13 SUPERVISOR CONSULTED DURING CRISIS INTERVENTION
14 PROGRESS NOTES IDENTIFY NEED FOR INCREASED INTERVENTION
15 PROGRESS NOTES IDENTIFY NEED FOR CHANGE OF STATUS
(e.g., INTENSIVE, PARTIALLY ACTIVE)
16 PROGRESS NOTES IDENTIFY NEED FOR CASE CLOSING DISCUSSION
* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION
REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS
CASE RECORD REVIEWER FOLLOW-UP REVIEWER
REVIEW DATE FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)




CLIENT ID # CASE MANAGER

SERVICE ACQUISITION AND COORDINATION TIME PERIOD OF
REVIEW:
FRM / /
TO / /
ITEM # SECTION II X DATE
CORRECTED
CASE COORDINATION INFORMATION * | AND INITIALS
see
note
1 SERVICE PLAN REFERRALS DOCUMENTED
2 SERVICE RECEIPT CONFIRMED AND DOCUMENTED
3 INACCESSIBLE SERVICES DOCUMENTED
4 CASE MANAGER ROLES CLEARLY DEFINED WHEN OTHER AGENCIES
INVOLVED
5 COMMUNICATION AND FOLLOW UP WITH OTHER AGENCIES TO MONITOR
PROVISION OF SERVICES TO CLIENT DOCUMENTED
6 PROBLEMS BETWEEN CLIENT AND OTHER SERVICE PROVIDERS
ADDRESSED AND DOCUMENTED
7 CLIENT ADVOCACY DOCUMENTED
8 WHEN NECESSARY, CASE MANAGER MADE IMMEDIATE CONTACT AND
FOLLOW UP FOR CHILDREN AND ADULTS TO ASSURE
THEIR
SAFETY AND HEALTH
9 CASE MANAGER OBTAINED CONFIRMATION OF MEDICAL HOME CARE
WITHIN 24 HOURS OF AGREED-UPON DELIVERY TIME
ITEM # SECTION III X c DATCE
ORRECTED
RELEASES, REFERRALS, DOCUMENTS * | AND INITIALS
see
note
10 HIV RELEASE FORMS COMPLETELY FILLED OUT AND SIGNED
11 WRITTEN REFERRALS SENT OUT
12 CURRENT COPIES OF HIV DIAGNOSIS AND OTHER NECESSARY MEDICAL
INFORMATION (e.g., TB) ON FILE
13 OTHER AGENCY RELEASE FORMS COMPLETELY FILLED OUT AND SIGNED
14 OTHER DOCUMENTS MAINTAINED IN CORRESPONDENCE SECTION
* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION
REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS
CASE RECORD REVIEWER FOLLOW-UP REVIEWER
REVIEW DATE FOLLOW-UP REVIEW DATE

Supervisory Review Form (revised July 2001)




CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)



CLIENT ID # CASE MANAGER

REASSESSMENT

TIME PERIOD OF
REVIEW:
FRM / /

TO / /

ITEM #

REASSESSMENT INFORMATION

X DATE
* CORRECTED

AND INITIALS
see

note

o

| =) 9 N W N

o

REASSESSMENT COMPLETED WITHIN 120 DAYS OF LAST ASSESSMENT OR
AS A RESULT OF SIGNIFICANT LIFE EVENT
EXCEPTIONS DOCUMENTED IN PROGRESS NOTES

MINIMUM OF ONE HOME VISIT WITH CLIENT CONDUCTED DURING
REASSESSMENT PERIOD UNDER REVIEW
CLIENT PARTICIPATED IN REASSESSMENT

FORMAL CASE CONFERENCE HELD WITH CLIENT, FAMILY MEMBERS, AND
OTHER AGENCIES; AND/OR

UPDATED SERVICE PROVIDER INFORMATION COLLECTED BY TELEPHONE
OR OTHER MEANS

IDENTIFY INCOMPLETE SECTIONS:

SIGNED AND DATED BY CASE MANAGER/TEAM
SIGNED AND DATED BY SUPERVISOR

* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION

REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS

CASE RECORD REVIEWER FOLLOW-UP REVIEWER

REVIEW DATE FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)




CLIENT ID # CASE MANAGER

REVISED SERVICE PLAN DATE

ITEM # REVISED SERVICE PLAN INFORMATION X DATE
CORRECTED

AND INITIALS

*

see
note

PROGRESS AND OUTCOMES ON PRIOR GOALS DOCUMENTED
GOALS LEFT UNADDRESSED DOCUMENTED IN CASE NARRATIVE

BASED ON REASSESSMENT, NEW GOALS AND ACTIVITIES ARE
REFLECTED IN SERVICE PLAN
CLIENT EXPECTATIONS AND CHOICES ARE REFLECTED IN SERVICE PLAN

IDENTIFY MISSING GOALS AND ACTIVITIES:

wn A W N =

SIGNED AND DATED BY CLIENT OR PARENT/GUARDIAN
SIGNED AND DATED BY CASE MANAGER/TEAM
8 SIGNED AND DATED BY SUPERVISOR

N

* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION

REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS

CASE RECORD REVIEWER FOLLOW-UP REVIEWER

REVIEW DATE FOLLOW-UP REVIEW DATE

Supervisory Review Form (revised July 2001)



CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)



CLIENT ID # CASE MANAGER

CASE CLOSURE

DATE

ITEM #

CASE CLOSURE INFORMATION

*

see
note

DATE
CORRECTED
AND INITIALS

o @0 N SN W -

CASE CLOSING DATE DOCUMENTED
REASON(S) FOR CASE CLOSING DOCUMENTED
SERVICES PROVIDED TO CLIENT DOCUMENTED

REFERRALS TO OTHER AGENCIES DOCUMENTED WITH WRITTEN CASE
SUMMARY AND AFTER-CARE PLAN
CLIENT NOTIFICATION OF CASE CLOSING DOCUMENTED

CLIENT NOTIFICATION OF REFERRALS DOCUMENTED

DIS-ENROLLMENT FORM FORWARDED TO DEPARTMENT OF
SOCIAL SERVICES (HRA-MAP)
SIGNED AND DATED BY CASE MANAGER

SIGNED AND DATED BY SUPERVISOR

* MARK AN “X” ONLY IF ITEM NEEDS CORRECTION
OR COMPLETION

REFERENCE ITEM NUMBER AND/OR REVIEWER COMMENTS

CASE RECORD REVIEWER

FOLLOW-UP REVIEWER

REVIEW DATE

FOLLOW-UP REVIEW DATE

CORRECTIVE ACTION DUE DATE

Supervisory Review Form (revised July 2001)




