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	A.       GENERAL STATEMENT OF POLICY:

            Statement of Purpose: Progress notes are entered in the clinical record.

B.         SCOPE:  This policy covers Psychiatry.

C.          ADMINISTRATION & PROCEDURE:

              A.  Progress notes include the following:

                    1. Documentation of implementation of the treatment plan.

                    2. Documentation of all treatment rendered to the patient.

                    3. Chronological documentation of the patient’s clinical course.

                    4. Descriptions of each change in each of the patient’s conditions.

                    5. Descriptions of the patient’s response to treatment, the treatment outcome, and the responses of 

                        significant others to important events that occur during treatment.
                    6. All progress notes should be completed within twenty-four (24) hours of seeing the patient. 
              B. Follow up notes will be made in the “SOAP” format. Each Progress Note will contain the patient’s name 

                  register number. Each note will be dated. Each note will be headed by the Problem under consideration.

              C. The subjective date (S) will consist of the history given by the patient concerning the progress of his 

                   problem.

              D. The objective date (O) will consist of any examination give by the patient concerning the progress of his 

                   problem.

              E. The assessment (A) will be a brief summarization of the patient’s problem and progress regarding that 

                   problem.

              F. The plan (P) will consist of the practitioner’s instructions and intentions for the time between 

                  appointments.

              G. Efforts are made to secure written progress reports for patients receiving services from outside sources.

              H. When available, clinic records from outside sources are included in the clinic record.

              I. The patient’s progress and current status in meeting the goals and objectives of his/her treatment plan are 

                  regularly recorded in the clinical record.
              J. Progress notes are used as the basis for reviewing treatment plans.

D. DISTRIBUTION:  This policy shall be distributed to Psychiatry.
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PSYCHIATRY PROGRESS NOTE
	Name                                                                       Date    
TTUHSC MRN                                                              (label)

Provider                                                                   DOB


	Medical Dose
	How taking it
	Benefits
	Side Effects
	# Refills Left
	Today’s Rxs/Samples

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Medications taken as prescribed?         Yes/Mostly           No/Inadequately       Unable to obtain meds_____________________________________
Medications from other physicians: _________________________________________________________________________________________
_______________________________________________________________________________________________________________________
Subjective: _____________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________



Substance Abuse:
Mental Status Examination:                                                                                       Vital signs:  Temp______   Bp_______  Pulse_______  Wt________

Consciousness        Alert            Lethargic         Somnolent            Stuporous          Other:

Orientation          Intact            Impaired             Mini-Mental State/Executive Cognitive Assessment attached

Appearance        Neat         Causal            Unkempt         Odoriferous      Other:

Attitude         Cooperative           Uncooperative        Guarded      Other:

Psychomotor          Normal        Slowed           Activated             Agitated             Involuntary Movements
Eye Contact        Good        Fair          Poor

Speech         Normal          Pressured        Rapid         Loud          Slowed          Soft          Paucity          Mute          Slurred     Other:
Mood               Euthymic         Depressed          Elevated         Anxious        Irritated    Other:

Affect       Appropriate/Full            Blunted/Flat           Constricted          Inappropriate           Labile    Other:

Memory          Intact        Impaired

Intelligence        Average           High           Borderline           Low

Thought          Logical           Goal Directed           Circumstantial              Tangential              Loose Association     Other:   

                   Poverty             Blocking             Concrete           Slow          Flight of Ideas          Grandiosity             Paranoid ideation            Delusions
Perception            Normal           Hallucinations (auditory, visual, tactile, olfactory, gustatory)          Ideas of Reference        
Insight/Judgment           Good           Fair          Poor
Suicidal Ideations           No            Yes           Plan          Intent           Means

Homicidal Ideations          No          Yes            Plan          Intent         Means

Laboratory Results: 
                                                                     Date                  Med levels:  WNL                 Hi  
          Low
Assessment:  Changes since last visit:         Improve           Unchanged          At Baseline          Worsened         Resolved
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Psychiatry Progress Notes
	Name                                                                                        Date 

TTUHSC MRN


	Quick Inventory of Depressive Symptoms
	Altman Mania Rating Scale
	Other Standardized Test (see attached):

	Total Score:_____

1-4        Sleep Disturbances                        0  1  2  3  

5            Feeling sad/Depressed                 0  1  2  3 

6-9        Appetite/weight                             0  1  2  3

10         Concentration/Decision making  0  1  2  3
11         View of self                                      0  1  2  3

12         Thoughts of death/Suicide            0  1  2  3

13         General interest                              0  1  2  3

14          Energy level                                    0  1  2  3

15-16    Feeling slowed down/Restless    0  1  2  3
	Total Score____
Cheerfulness                  0  1  2  3  4

Self-confidence             0  1  2  3  4

Decrease sleep              0  1  2  3  4

Talkativeness                 0  1  2  3  4 

Increased activity          0  1  2  3  4


	      AIMS                                  YBOCS

      BDI                                      MANIA RATING SCALE

      BPRS                                   SANS

      BNS                                     SAPS

      HAM-A                                Other____________

      HAM-D                                Other____________


· New Diagnosis:                                                                                Delete diagnosis:

Justification:                    

                                                 See Psychiatry Diagnosis Form for current comprehensive diagnosis (update whenever diagnosis change)       
· Change GAF to                        

Plan:  New meds/samples below.  (Record refills/samples of continued meds on front)                                                      Reasons:                       


Lab Order:

Referrals:      Counseling/Therapy:        Provider list         Individual        Group       Family/Martial   Issues:
      Substance Abuse:        Managed Care        SWIAD        Detox        AA         NA         Alanon/Alateen

     Social Security Application:         T.R.C        Community support/Resources:

     Protective/Advocacy services:          W.P.S.         A.P.S.          C.P.S.                                

     MHMR         MR Services         Other:                                                                                 P.C.P.   or        Specialist for:               

Comments:




     Patient/Family/Guardian reviewed treatment plan              Patient/Family/Guardian involved in formulation of treatment plan

Education with Patient/Family/Guardian:              Med Benefits/Risks/SE’s             Diagnosis          Sleep          Nutrition            Other:


                              Provider                                                                      Date                                                 Provider                                                      Date
Attending Comments:
                                                                                                                                                                                                         RTC

Progress Note 1/06 LMM
                                                                            Attending                                                             Date

