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Documentation is an important tool in
private practice that reflects the ongoing
professional activities of the private practitio-
ner, from the initial patient interview through
termination of psychotherapy services. It is
also a legal tool that may be used to indicate
the quality of patient care and to protect not
only the patient but also the private practitio-
ner should litigation occur. Mental health
documentation should be maintained on
every patient, including self-payers.

The mental health record substantiates
whether a specific procedure was actually
performed and identifies to whom care was
provided and whether that care was necessary
and appropriate. Reimbursement, onsite
audits, licensure, and litigation all become
problematic for the private practitioner
without proper documentation of services.

Private practitioners should familiarize
themselves with their state statutes on
recordkeeping and minimum standards.
Licensure boards, third-party payers, and
accreditation bodies also have documentation
standards that should be considered. This
practice update provides minimum documen-
tation requirements as set forth by those
entities to assist the private practitioner in
establishing an effective and efficient mental
health record.

Forms
Several important matters should be docu-
mented and discussed with the patient during
the initial interview.  Before providing
psychotherapy services, the private practitio-
ner should obtain written informed consent
for services from the patient that is dated and
placed in the front of the record. The private
practitioner should develop forms that not
only cater to the needs of his or her practice,
but also meet federal and state statutes. At a
minimum, the forms should include the
following information:

• a description of yourself as a private
practitioner and your credentials to
perform the services.

• a description of the services that you
offer.

• procedures for making and canceling an
appointment, how to contact you in the
event of an emergency, and coverage
during holidays and vacation.

• the length of each session and the
number of sessions approved by the
patient’s insurance carrier or managed
care company. If it is later determined
that additional sessions are warranted,
explain to the patient during the initial
interview how the sessions may be
obtained.

• your relationship with the patient and
the therapeutic process.

• confidentiality policies, including
privacy rights and circumstances that
precipitate exceptions.

For electronic transactions,
HIPAA defines psycho-
therapy notes as “notes
recorded by a mental
health professional which
documents or analyzes the
contents of a conversation
during a private counseling
session, group, joint, or
family counseling session
and are separated from the
rest of the individual’s
medical record.”  The notes
exclude medication and
prescription monitoring;
counseling session start
and stop times; types and
frequencies of treatment;
results of clinical tests; and
any summary of the
patient’s diagnosis,
functional status, treatment
plan, symptoms, prognosis,
and progress to date.
Under HIPAA, psycho-
therapy notes may be used
without authorization in the
following circumstances: to
avert a serious and
imminent threat to health or
safety; as needed by a
coroner or medical
examiner; to defend a
mental health provider in a
legal action or other
proceeding brought by the
individual when needed for
oversight of the provider
who created the notes; for
enforcement of HIPAA,
where required by law,
and by the originator of the
notes for treatment.
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• other individual rights of the patient.
• information about your fees and how

they are to be paid.
• a way to contact the patient in the

event of an emergency, including a valid
address and telephone number.

• an emergency contact, including name,
address, and telephone number.

• marital and/or legal status
• guardianship information, as necessary.

General Guidelines
The mental health record is a professional
tool for monitoring services to patients. All
activities and interventions should be docu-
mented as soon as they are performed. Some
general guidelines to perform when docu-
menting include the following:

• Document in nonerasable black or blue
ink only.

• Record legibly.
• Date all entries, including office visits,

telephone calls, consultations, and
referrals.

• Write the patient’s name or identifica-
tion number on each page.

• Sign all entries in the record with your
name, degree, and other relevant
credentials.

• Discuss with patient and have him or
her sign a statement of his or her rights
as a patient.

• Maintain all written correspondence,
informed consents, notices, authoriza-
tions, progress notes, treatment plans,
and all other clinical information in the
record.

• Document any supervision or consulta-
tion that you may obtain for any service
that you provide.
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Diagnostic Assessment
Each mental health record should contain an
initial evaluation, which is also known as a
“diagnostic assessment.” Its content generally
includes the following:

• a description and history of the present-
ing problem with precipitating factors.

• the source of referral.
• a medical history, including allergies

and any adverse reactions. List any
medications the patient is taking and
who prescribed them.

• a mental health history, documenting
previous treatment dates, provider
identification, interventions and re-
sponses, and consultation reports.

• relevant family, educational, and
developmental history. Document past
and present use of cigarettes; alcohol;
and other drugs, including illicit,
prescribed, and over the counter.

• a risk assessment to include risk factors
of the family and environment, presence
of substance abuse, presence of psychi-
atric disorder, protective concerns,
suicidal ideations, and any imminent
risk of harm.

• a mental status examination that
includes the patient’s affect, speech,
mood, thought content, judgment,
insight, attention, memory, and impulse
control.

• A DSM-IV diagnosis or ICD-9-CM
(International Classification of Diseases,
9th Revision, Clinical Modification)
diagnosis consistent with the presenting
problem, history, mental status exami-
nation, and other assessment informa-
tion.
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Treatment Plan
A treatment plan describes how the patient’s
problems identified in the diagnostic assess-
ment may be minimized or resolved if
possible. It is developed to be consistent with
the diagnosis and may contain the following:

• the procedure to be used, such as
individual, group, or family therapy

• objective, measurable goals and a time
frame for obtaining those goals

• informed consent of the patient’s
understanding of the treatment plan
and goals

• changes in the treatment plan and goals
that are documented and dated.

Progress Notes
Progress notes document the activities that
occur in a psychotherapy session. They are
written in the mental health record for each
contact with the patient and are dated and
include the type of therapy service performed
and significant events. They describe the
patient’s strengths, limitations, and progress
in achieving treatment plan goals. They also
reveal referrals to community resources,
lifestyle changes, and preventive services
provided. Dates of subsequent, missed, and
canceled appointments are always recorded.
The coordination of care with the primary
care physician, consultants, and other
relevant health care providers and caregivers
is also recorded.

Discharge Summary
At the end of treatment, it is necessary to
complete a discharge or closing summary that
outlines all of the activities of treatment. The
private practitioner and the patient should
sign the discharge summary, if the patient is
unavailable to sign the it, the private practi-
tioner should contact the patient by tele-
phone or mail to request a face-to-face

termination session. The discharge summary
should include the following:

• source of referral and presenting
problem

• dates of therapy sessions
• summary of treatment and the need, if

any,  for additional services
• the achievement of goals and necessary

referrals, if any, to assist in final attain-
ment of goals

• the reason for discharge
• final primary and secondary diagnosis
• the patient’s feelings about discharge.

Errors
If an error has been made in the mental
health record, the private practitioner should
correct it appropriately to avoid any appear-
ance of impropriety. Do not erase or “white
out.” Instead, draw a single line through the
error, mark it “error” and date and initial it.
If space does not permit, an addendum may
be written to explain the error. The private
practitioner should be prepared to explain
the error if the record is used in a trial. If an
error has been made in an electronic record, a
dated addendum should be added to the
information to explain the error.

Electronic Records
Many private practitioners have access to
computers and are using them in their
practices. Electronic records require special
safeguards to protect the patient’s privacy
and meet requirements of the Health Care
Insurance Portability and Accountability Act
of 1996 (HIPAA) (U.S. Department of Health
and Human Services, 2002). Private practitio-
ners should obtain informed consent from the
patient to use e-mail, chat rooms, and other
forms of communication on the Internet.

See Documenting, Page  4
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Some of those safeguards include but are not
limited to

• maintaining physical safeguards for
data protection in a natural disaster or
other emergency and storage for backup
data in a secure place

• installing a firewall on your computer
system that provides strong

 centralized security and restricts outside
access

• using passwords and personal identifi-
cation to restrict access to patient
information

• keeping an audit trail of all clinical
information used on your computer.

Storage and Retention
The mental health record should be secured
so that it is not available to unauthorized
persons. The NASW Code of Ethics states in
section 1.07 that  “Social workers should
take reasonable steps to ensure that clients’
records are stored in a secure location and
that clients’ record are not available to others
who are not authorized to have access”
(National Association of Social Workers,
1996). The record should be stored in a
sturdy, locked file cabinet in a room that also
locks. In the event of death, the private
practitioner’s will should authorize a certain
person to maintain his or her records. Copies
of all Internet correspondence should be
stored in the patient’s permanent office
record, along with any information stored on
the practitioner’s personal computer hard
drive. Patient information should not be
stored on a laptop computer, which can be
easily stolen or lost.
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There is no one answer on how long to retain
a mental health record. Some states have
statutes on record retention, which may vary.
Third-party payers may also dictate reten-
tion. Consideration may also be given to the
length of the statute of limitations on mal-
practice lawsuits and when former minor
clients will reach the age of majority.

Business records of the patient should be
maintained in accordance with Internal
Revenue Service standards, except when a
state has a more stringent statute.
When the mental health record meets require-
ments for disposal, it should be shredded or
disposed of in a manner that meets state
statutes. The private practitioner remains
responsible for the record even when the task
of disposing of the record is assigned to
someone else.

Summary
Documentation is an important tool in
private practice in which the patient’s care
and the private practitioner’s professional
responsibilities and activities with the patient
are recorded. It is an important element that
contributes to quality patient care and can be
the private practitioner’s best defense,
especially if litigation occurs. Insurance
carriers require a written mental health
record of services and procedures to provide
reimbursement for psychotherapy services.
Important components of documentation
include consent, notice, and authorization
forms; a diagnostic assessment; a treatment
plan; progress notes’ and a discharge sum-
mary. Without written documentation, there
is no evidence that treatment or services were
performed.
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Links
• NASW Code of Ethics:

http://www.socialworkers.org/pubs/code/

• NASW HIPAA Resources:
http://www.socialworkers.org/practice/

hipaa/

• NASW Clinical Social Work Practice
Updates
http://www.socialworkers.org/practice/

clinical/

• NASW Sections:
http://www.socialworkers.org/sections/

• U.S. Department of Health and Human
Services, HIPAA resources:
http://www.cms.hhs.gov/hipaa/
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Announcements
* Your Private Practice Specialty Practice Section Update is available on-line!

* It’s a contest! The Private Practice Specialty Practice Section needs a tagline.
Check out your SPS web page between December 15, 2002, and January
15, 2003, and cast your vote for your tagline choice. Winners will be an-
nounced in March as we celebrate Social Work Month.

*And while you’re on the website, the on-line forum is now live.

* For more details go to www.socialworkers.org/sections and click on Private
Practice.


