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Please note: This section has been reformatted for space and readability. 
Treatment Plan. 
For each beneficiary admitted to treatment services, the LPHA or counselor shall prepare an 
individualized written initial treatment plan, based upon the information obtained in the intake 
and assessment process. 

The LPHA or counselor shall attempt to engage the beneficiary to meaningfully participate 
in the preparation of the initial treatment plan and updated treatment plans. 
The initial treatment plan and updated treatment plans shall include all of the following: 

1. A statement of problems identified through the ASAM, other assessment tool(s) 
or intake documentation. 

2. Goals to be reached which address each problem. 
3. Action steps that will be taken by the provider and/or beneficiary to accomplish 

identified goals. 
4. Target dates for the accomplishment of action steps and goals. 
5. A description of the services, including the type of counseling, to be provided and 

the frequency thereof. 
6. The assignment of a primary therapist or counselor. 
7. The beneficiary's diagnosis as documented by the Medical Director or LPHA. 
8. If a beneficiary has not had a physical examination within the 12-month period 

prior to the beneficiary's admission to treatment date, a goal that the beneficiary 
have a physical examination. 

9. If documentation of a beneficiary's physical examination, which was performed 
during the prior 12 months, indicates a beneficiary has a significant medical 
illness, a goal that the beneficiary obtain appropriate treatment for the illness. 

The provider shall ensure that the initial treatment plan meets all of the following 
requirements: 

I. The LPHA or counselor shall complete, type or legibly print their name, and sign 
and date the initial treatment plan within 30 calendar days of the admission to 
treatment date. The signature shall be adjacent to the typed or legibly printed 
name. 

II. The beneficiary shall review, approve, type, or legibly print their name, sign and 
date the initial treatment plan, indicating whether the beneficiary participated in 
preparation of the plan, within 30 calendar days of the admission to treatment 
date. 

If the beneficiary refuses to sign the treatment plan, the provider shall document the 
reason for refusal and the provider's strategy to engage the beneficiary to participate in 
treatment. 
If the Medical Director or LPHA determines the services in the initial treatment plan are 
medically necessary, the Medical Director or LPHA shall type or legibly print their name, 
and sign and date the treatment plan within 15 calendar days of signature by the 
counselor.  The signature shall be adjacent to the typed or legibly printed name. 
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The provider shall ensure that the treatment plan is reviewed and updated as described below: 
a. The LPHA or counselor shall complete, type, or legibly print their name, sign and date the 

updated treatment plan no later than 90 calendar days after signing the initial treatment 
plan, and no later than every 90 calendar days thereafter, or when there is a change in 
treatment modality or significant event, whichever comes first. The signature shall be 
adjacent to the typed or legibly printed name. The updated treatment plan shall be 
updated to reflect the current treatment needs of the beneficiary. 

b. The beneficiary shall review, approve, type or legibly print their name and sign, date the 
updated treatment plan, indicating whether the beneficiary participated in preparation of 
the plan, within 30 calendar days of signature by the LPHA or counselor. 

I. If the beneficiary refuses to sign the updated treatment plan, the provider shall 
document the reason for refusal and the provider's strategy to engage the 
beneficiary to participate in treatment. 

c. If a counselor completes the updated treatment plan, the Medical Director or LPHA shall 
review each updated treatment plan to determine whether continuing services are 
medically necessary (as defined in Article IV) and appropriate for the beneficiary. 

II.If the Medical Director or LPHA determines the services in the updated 
treatment plan are medically necessary, they shall type or legibly print their name 
and, sign and date the updated treatment plan, within 15 calendar days of 
signature by the counselor. The signature shall be adjacent to the typed or legibly 
printed name. 

Sign-in Sheet. 
Establish and maintain a sign-in sheet for every group counseling session, which shall include all 
of the following: 

a. The LPHA(s) and/or counselor(s) conducting the counseling session shall type or legibly 
print their name(s), sign, and date the sign-in sheet on the same day of the session. The 
signature(s) must be adjacent to the typed or legibly printed name(s). By signing the sign-
in sheet, the LPHA(s) and/or counselor(s) attest that the sign-in sheet is accurate and 
complete. 

b. The date of the counseling session. 
c. The topic of the counseling session. 
d. The start and end time of the counseling session. 
e. A typed or legibly printed list of the participants' names and the signature of each 

participant that attended the counseling session. The participants shall sign the sign-in 
sheet at the start of or during the counseling session. 

Progress Notes. 
Progress notes shall be legible and completed as follows: 
For outpatient services, Naltrexone treatment services, and recovery services, each individual 
and group session, the LPHA or counselor who conducted the counseling session or provided the 
service shall record a progress note for each beneficiary who participated in the counseling 
session or treatment service. 
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I. The LPHA or counselor shall type or legibly print their name, and sign and date the 
progress note within seven calendar days of the counseling session. The signature shall 
be adjacent to the typed or legibly printed name. 

II. Progress notes are individual narrative summaries and shall include all of the following: 
1. The topic of the session or purpose of the service. 
2. A description of the beneficiary's progress on the treatment plan problems, goals, 

action steps, objectives, and/or referrals. 
3. Information on the beneficiary's attendance, including the date, start and end times 

of each individual and group counseling session or treatment service. 
4. Identify if services were provided in- person, by telephone, or by telehealth. 
5. If services were provided in the community, identify the location and how the 

provider ensured confidentiality. 
For intensive outpatient services and residential treatment services, the LPHA or counselor shall 
record, at a minimum, one progress note, per calendar week, for each beneficiary participating in 
structured activities including counseling sessions or other treatment services. 

I. The LPHA or counselor shall type or legibly print their name, and sign and date progress 
notes within the following calendar week. The signature shall be adjacent to the typed or 
legibly printed name. 

II. Progress notes are individual narrative summaries and shall include all of the following: 
1. A description of the beneficiary's progress on the treatment plan, problems, goals, 

action steps, objectives, and/or referrals. 
2. A record of the beneficiary's attendance at each counseling session including the date, 

start and end times and topic of the counseling session. 
3. Identify if services were provided in-person, by telephone, or by telehealth. 
4. If services were provided in the community, identify the location and how the 

provider ensured confidentiality. 
For each beneficiary provided case management services, the LPHA or counselor who provided 
the treatment service shall record a progress note. 

i. The LPHA or counselor shall type or legibly print their name, and sign and date the 
progress note within seven calendar days of the case management service. The 
signature shall be adjacent to the typed or legibly printed name. 

ii. Progress notes shall include all of the following: 
1. Beneficiary’s name. 
2. The purpose of the service. 
3. A description of how the service relates to the beneficiary's treatment plan problems, 

goals, action steps, objectives, and/or referrals. 
4. Date, start and end times of each service. 
5. Identify if services were provided in-person, by telephone, or by telehealth. 
6. If services were provided in the community, identify the location and how the 

provider ensured confidentiality. 
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For physician consultation services, additional medication assisted treatment, and withdrawal 
management, the Medical Director or LPHA working within their scope of practice who provided 
the treatment service shall record a progress note and keep in the beneficiary’s file. 

i. The Medical Director or LPHA shall type or legibly print their name, and sign and date the 
progress note within seven calendar days of the service. The signature shall be adjacent 
to the typed or legibly printed name. 

ii. Progress notes shall include all of the following: 
1. Beneficiary’s name. 
2. The purpose of the service. 
3. Date, start and end times of each service. 
4. Identify if services were provided face-to-face, by telephone or by telehealth. 

 
 
Continuing Services. 
Continuing services shall be justified as shown below: 
For outpatient services, intensive outpatient services, Naltrexone treatment, and case 
management: 

I. For each beneficiary, no sooner than five months and no later than six months after the 
beneficiary's admission to treatment date or the date of completion of the most recent 
justification for continuing services, the LPHA or counselor shall review the beneficiary's 
progress and eligibility to continue to receive treatment services, and recommend 
whether the beneficiary should or should not continue to receive treatment services at 
the same level of care. 

II. For each beneficiary, no sooner than five months and no later than six months after the 
beneficiary's admission to treatment date or the date of completion of the most recent 
justification for continuing services, the Medical Director or LPHA shall determine medical 
necessity for continued services for the beneficiary. The determination of medical 
necessity shall be documented by the Medical Director or LPHA in the beneficiary's 
individual patient record and shall include documentation that all of the following have 
been considered: 
1. The beneficiary's personal, medical and substance use history. 
2. Documentation of the beneficiary's most recent physical examination. 
3. The beneficiary's progress notes and treatment plan goals. 
4. The LPHA’s or counselor's recommendation pursuant to Paragraph (i) above. 
5. The beneficiary's prognosis. 

The Medical Director or LPHA shall type or legibly print their name, and sign and date 
the continuing services information when completed. The signature shall be adjacent 
to the typed or legibly printed name. 

If the Medical Director or LPHA determines that continuing treatment services for the beneficiary 
is not medically necessary, the provider shall discharge the beneficiary from the current LOC and 
transfer to the appropriate services. 
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Residential services length of stay shall be in accordance with Article III.H of this Agreement. 
 
Discharge 
Discharge of a beneficiary from treatment may occur on a voluntary or involuntary basis. For 
outpatient services, intensive outpatient services and residential services, in 
addition to the requirements of this subsection, an involuntary discharge is subject to the 
requirements set forth in Article II.G.2. of this Agreement. 
 
An LPHA or counselor shall complete a discharge plan for each beneficiary, except for a 
beneficiary with whom the provider loses contact. 

a. The discharge plan shall include, but not be limited to, all of the following: 
i. A description of each of the beneficiary's relapse triggers. 
ii. A plan to assist the beneficiary to avoid relapse when confronted with each trigger. 
iii. A support plan. 

The discharge plan shall be prepared within 30 calendar days prior to the scheduled date of the 
last face-to-face treatment with the beneficiary. 

i. If a beneficiary is transferred to a higher or lower level of care based on ASAM criteria 
within the same DMC certified program, they are not required to be discharged unless 
there has been more than a 30-calendar day lapse in treatment services. 

During the LPHA’s or counselor's last face-to-face treatment with the beneficiary, the LPHA or 
counselor and the beneficiary shall type or legibly print their names, sign and date the discharge 
plan. The signatures shall be adjacent to the typed or legibly printed name. A copy of the 
discharge plan shall be provided to the beneficiary and documented in the beneficiary record. 

The LPHA or counselor shall complete a discharge summary, for any beneficiary with 
whom the provider lost contact, in accordance with all of the following requirements: 
The LPHA or counselor shall complete the discharge summary within 30 calendar days of 
the date of the last face-to-face treatment contact with the beneficiary. 

The discharge summary shall include all of the following: 
 

i. The duration of the beneficiary's treatment as determined by the dates of admission 
to and discharge from treatment. 

ii. The reason for discharge. 
iii. A narrative summary of the treatment episode. 
iv. The beneficiary's prognosis. 

 
Reimbursement of Documentation. 
If the Contractor allows for the inclusion of the time spent documenting when billing for a unit of 
service delivered, the Contractor shall require its subcontracted providers to include the 
following information in their progress notes: 

a. The date the progress note was completed. 



Section PP – 6-18 – IGA 2018-19- 
 

6 
 

b. The start and end time of the documentation of the progress note. 
Documentation activities shall be billed as a part of the covered service unit. 
Please refer to Title 22 for other details. 
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