DATE:
April 21, 2008

MEMO TO: 
All RSB Staff 
 

FROM:
Mark Laird, Acting Deputy Director

SUBJECT:
Good Practices in Case Narration
              
 

 
Record of Services
 

State and federal regulations and/or RSB policy requires that certain information be contained in each individual's record of services.  The nature and scope of that information varies in relation to where the individual is in the VR or IL/OBS/CS process denoted by the statuses that we use. 

 

 

CASE NOTES:
 

Case notes serve several purposes for the Counselor/Teacher/Children's Specialist and the RSB reviewers, as well as others, such as auditors and Fair Hearing Officers and Mediators.   Case notes serve: 

 

1. as a means of tracking an individual's progress through the VR/IL/OBS/CS process by presenting a picture of measurable/observable events that have happened, that are happening, and that are being planned;     

2. as a means to organize and integrate subjective impressions and ideas;    

3. as a repository of information on individuals that are transferred to a caseload, information for reviewers and various administrative reviews, mediations, formal hearings, and state or federal audits; and    

4. as a historical record of the reasoning applied to a case scenario that justifies the actions taken by the counselor.    

For the staff member, the case notes provide information to assess:   
1. the planning process in the case;    

2. progress or lack of progress in the rehabilitation plan; and   

3. compliance with the vocational rehabilitation/independent living/older blind and children's services processes and other RSB policies and procedures.   

For the reviewers, the case notes provide information to assess compliance with the State and federal regulations and RSB policies and procedures pertaining to the VR/IL/OBS/CS processes as well as information to document the appropriateness of expenditures.

 

Guidelines to apply to case note documentation:

 

Case notes must be in the record, the electronic or hard copy file, no later than 5 calendar days after the contact or specific action steps are taken on the case such as a determination of eligibility or verbal authorization. It is recommended that, whenever possible, case notes should be entered within 24 hours of the contact to better ensure accuracy of the notes.  The longer the lapse of time before the case note is created, the likelihood that important details will be forgotten increases.  
 

Case notes should have a marginal note stating the date of the case note, the individual's case status, and author's name and job title.  The individual’s status should be an important indicator of the primary content of the case note.  The case record is a legal document. Do not make comments in a case note unless you are prepared to defend those statements on the public record in a court of law.   
 

Case note entries should be made to synthesize information which permits the staff member to understand the client better, document important events and developments such as movement through the VR/IL/OBS/CS rehabilitation process (the statuses), justify actions taken, synthesize progress or lack of progress toward achievement of the rehabilitation goal and /or objectives, and facilitate required periodic reviews (at least annual reviews of the IPE), placement related efforts and activities.          

 

Guidelines to apply to case note content: 

 

Case status summaries can be written at the time of movement from one case status to another with reference to the activity necessary to move into the case status. 

 

Counseling and guidance case notes should be documented in the record of services and focus upon the purpose and outcome of the counseling session and the actions to be taken by the counselor and client prior to the next contact.  

 

Observations of the client should be recorded in behavioral statements rather than using medical or psychological labels or subjective components.  Behavioral statements are observable and measurable.

 

If possible, you should reference forms and reports (medical, training, assessment, etc.) by date and author of the particular report being referenced in the record of services, in order to avoid duplicating information that appears elsewhere in the case.

 

Planning efforts and outcomes should be recorded in the case notes, in addition to what has occurred.

 

Examples of case note content driven by where the individual is in the VR process (status): 

 

Status 02 case notes should be relevant to activities to determination of eligibility such as documentation of disabilities, resultant functional limitations and the need for vocational rehabilitation or independent living services; documentation that the individual has been informed of the informed choice process that RSB uses; documentation that the individual has been given the required information regarding their privacy rights under HIPAA, documentation of any assertion that the applicant for vocational rehabilitation services is eligible for Title II (SSDI) or Title XVI (SSI), but if unable to provide appropriate evidence such as award letter to support the assertion, documentation of the action the counselor is taking to verify that assertion.  The eligibility determination header should be completed and in the record of services as a summary to move to status 10, as well as notification of eligibility decision.    
 

Status 10 case notes should contain information relevant to determination of  the impact of the functional limitations as it relates to employment for the individual /independent living and the individual’s abilities (specific work skills and educational background), capabilities (vocational training and educational history), strengths (counselor observations), priorities, concerns (individual's perceptions of disabilities), needs and problems, resources (financial and other resources), interests and informed choice, the selection of a vocational goal and the nature and scope of services needed to address the functional limitations that are preventing the individual from attaining the agreed to vocational/independent living goal, reference to reports, documentation to support the counselor's determination of the level of significance of the individual's disability (see policy on order of selection).  The comprehensive assessment header should be in the case narratives, the IPE/ILP or statement of waiver of the ILP with case notes of goal and services is required for movement to an active status.  
 

Status 14, 16, 18, case notes should contain information relative to progress or lack of progress toward attaining the vocational/independent living goal /objectives and justification or rationale for the authorization or purchase of services or equipment (not just that an authorization was written).  The signed and agreed to IPE/ILP or statement of waiver of the ILP should be in the case record.  If the formal ILP has been waived, there must be a narrative documenting goal and services, documentation that the IPE/ILP is reviewed at least annually by a qualified vocational rehabilitation counselor (documentation can be in the form of a narrative case note or on the IPE form itself), and documentation of the rational if there has been any interruption in services on the part of the agency or if any service(s) was not initiated according to the timelines identified on the IPE.  

 

Status 20 or if you do not use status 20, but use 14, 16, 18, case notes should contain information regarding efforts and activities being done relative to job development and job placement.  

 

Status 22 case notes should contain information relative to whether the rehabilitation services provided have worked regarding success and satisfaction in the performance on the job; documentation regarding the starting 90 day clock or stopping and restarting the 90 day clock if significant services are necessary during this phase of the rehabilitation process.    

 

Status 26 case note information should include a determination by the counselor and client that the employment outcome is satisfactory and that client and counselor are in agreement that the individual is performing well in the employment/independent living situation. Documentation confirming that the employment outcome is consistent with the employment goal on the IPE should be present.  There should also be verification that the individual's wage and level of benefits are not less than that customarily paid by the employer for the same or similar work performed by non-disabled individuals and that the individual is compensated at or above the minimum wage.

 

Status 32 case note information should be relative to what services were necessary to maintain or advance in the employment and with reference to the post-employment plan.  

 

Status 02-08   If determination is made that the applicant is ineligible, documentation that the counselor and client or the individual's representative (as appropriate) have had an opportunity for full consultation regarding the decision, including the reasons for the determination, the means by which the individual may express dissatisfaction and the specific review options.  If closed prior to eligibility determination is made, document that the reasonable attempts made to contact the individual are unsuccessful, or the individual declines service prior to eligibility determination.  
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