UTILIZATION/CLINICAL RECORD REVIEW

	Date:
	Patient Name
	Pt. #
	Reviewed By:


	
	OCCUPATIONAL THERAPY DOCUMENTATION REVIEW
	Yes
	No
	N/A
	Comments

	1
	Is there a documented call to physician after eval for continuing orders?
	
	
	
	

	2
	Does the Plan of Care reflect patient’s occupational therapy needs?
	
	
	
	

	3
	Initial  Assessment/Visit includes the following:
	
	
	
	

	A
	     Reason for referral
	
	
	
	

	B
	     Diagnosis/condition being treated
	
	
	
	

	C
	     Prior level of function (specific)
	
	
	
	

	D
	     Current level of function (baseline physical & cognitive data)
	
	
	
	

	E
	     Limitations which may influence length of treatment 
	
	
	
	

	F
	     Range of Motion assessment
	
	
	
	

	G
	     Muscle strength (graded)
	
	
	
	

	H
	     Full transfer assessment
	
	
	
	

	I
	     Pain assessment/level
	
	
	
	

	4
	Routine assessments/visits include the following:       
	
	
	
	

	A
	     Objective status of the patient
	
	
	
	

	B
	      Services performed
	
	
	
	

	C
	      Patient’s response 
	
	
	
	

	D
	      Progress toward goals
	
	
	
	

	E
	      Measurable accomplishments (e.g., # reps, ROM in degrees, assistance level to accomplish tasks)
	
	
	
	

	5
	Does the record support appropriate documentation related to the following?
	
	
	
	

	A
	        Clinical Notes 
	
	
	
	

	B
	        Report/Calls to the physician
	
	
	
	

	C
	        D/C Clinical Note completed
	
	
	
	

	6
	Are there written orders for all occupational therapy services and treatments being provided to the patient?
	
	
	
	

	7
	Were all care, services, and/or treatments performed as ordered?
	
	
	
	

	8
	Is the frequency of visits consistent with the plan of treatment?
	
	
	
	

	9
	Are lapses/delays in services and missed visits adequately explained? 
	
	
	
	

	10
	Is there evidence of care coordination/communication among the agency caregivers? (Internal Coordination)
	
	
	
	

	11
	Is there evidence of care coordination/communication with other caregivers and/or providers of services to the patient? (External coordination)
	
	
	
	

	12
	Was the physician notified of the patient’s discharge from OT?
	
	
	
	Reason for D/C from OT:

	13
	Were adequate arrangements made for discharge?
	
	
	
	

	14
	Could services have been provided in a shorter length of time or with fewer visits?
	
	
	
	Number of OT visits made: _____

	15
	Are all handwritten entries legible?
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