Consumer Name:

Consumer MA Number:

DOB:

Stabilization Services Hourly Charting

Date:

Location of Service (circle one): home, office, community, group home, foster care, RCC

CRISIS CRISIS STABILIZ- | CRISIS STABILIZ- | Time of Service:
STABILIZ- ATION ATION (Ex. 7:00 — 7:15,
CRB&%&?‘“EQT'ON ATION OBJECTIVE #2: OBJECTIVE #3: | 13:00 — 13:30)
OBJECTIVE #1:
Minutes of -
service: SERVICE DETAIL Facilitated By:
CRISIS SERVICE
PROVIDED
Indicate all applicable
services (by number) as
defined below
12345 12345 12345
12345 12345 12345
12345 12345 12345
12345 12345 12345
12345 12345 12345
12345 12345 12345
12345 12345 12345
12345 12345 12345
Please see notes section of client’s file for today’s date
Please see notes section of client’s file for today’s date

Rating Scale:

5 = Moderate Progress
4 = Minor Progress

3 = Baseline

2 = Minor Regression

1 = Moderate Regression
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Crisis Stabilization Service Provided:

1 = Crisis Assessment

2 = Preparation of Crisis Plan

3 = Symptom Monitoring

4 = Medication Monitoring

5 = Office Visit

6 = Care Coordination/Referrals/Accessing Services

7 = In-person Support
8 = Telephone Support

9 = Other — please define




Stabilization Services Hourly Charting
Consumer Name: DOB: Date:

Consumer MA Number: Location of Service (circle one): home, office, community, group home, foster care, RCC

Write brief description below (provide data relative to accomplishment of the crisis stabilization goals in measurable terms; document significant
events that are related to the person’s stabilization plan and assessments and that contribute to an overall understanding of the person’s ongoing level
and quality of functioning.)

Completed by (signature):

Please check all of the factors that support continued crisis stabilization services:

Continued risk of self- harm

Continued risk of harm to others

Impaired functioning due to symptoms of mood and / or thought disorder

Recent failure of less restrictive options (independent living, community support program, group living)
Lack of available / effective supports (including family) to maintain functioning and safety (e.qg. “If supports are withdrawn, the person would be at high risk for relapse
which would lead to more restrictive placement”)

Need for intensive monitoring of symptoms and/or response to recent medication change

Recent history of the above that supports the belief that if supports are withdrawn, risk for a more restrictive setting would be imminent

I [ |

Note: The provider's documentation should support the above factors. If the consumer does not meet one of the above, then interventions should be coded as
“non-billable”.
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