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DOCUMENTATION TIPS FOR BHP TREATMENT PLAN FORM

BHP would like your treatment documentation to be as easy and efficient as possible for you. We encourage you to look at the documentation that we require as an opportunity to tell us about what a good job you are doing for your BHP patient. 
BHP encourages you to use our BHP Treatment Plan Summary, which has several options:

· BHP provides a fillable template, which you fill out using your computer, print and fax to BHP. The sections of this template expand as you enter information. This form can be more efficient for you than writing out your documentation by hand on a paper form. 
· You may also complete our BHP Online Treatment Plan. Our system saves the information that you document, and the next time you need to provide a treatment update, you login, provide the authorization number for the patient, and you are able to access your previous treatment plan.  The treatment plan form is populated by your previous information, and you do not need to redo everything, but only to revise the parts that need to be updated.  You do, however, need to register with BHP in order to access this function.  
· Use the printable template, and complete it by hand on paper form. The form must be legible, or it may cause delays in the authorization process. 
BHP accepts the Minnesota Universal Treatment Plan form. The guidelines for using the Universal form specify that you need to provide all of the information required by a specific insurance company, and that this may require that you attach a sheet with additional information required by BHP that is not included on the Universal form. Also, the Universal form provides minimal space for documenting your interventions and treatment goals, so it is often necessary to attach a sheet with this information. 

Form Definitions:  
· Please provide the patient’s name as it is listed on their insurance card. Do not use nicknames as this will not be recognized.
· Please provide the BHP authorization number if known, also called the BHP Intake number. For most patients it currently is a 6 digit number. 
· Please provide all of the information requested on the treatment plan form. 
· Request Details

· Date of Initial Service:  this should be actual date you began seeing the patient, which usually should be the date of your diagnostic assessment. If you were seeing the patient under non-BHP insurance coverage and the patient changes insurance to a BHP managed insurance plan, please still document the actual first date that you saw the patient, not the date of the new coverage.
· Number of Services to Date:  This should be the cumulative number of services you have provided to the patient, including services provided with different insurance coverage, or the number of services in the current calendar year.  
· Retroactive (retro) sessions:  These are sessions that were provided without prior authorization.  Please include the dates of these sessions.  The dates can be listed in any available space on the treatment plan form, or on an attached sheet. For requests with a large number of retro sessions, BHP staff may request copies of your treatment progress notes, which is authorized by the patient’s insurance contract
· Begin Date, End Date, and Number of Services:  For prior authorizing, the begin date should be the date of the next scheduled appointment after the existing authorization expires, or your best estimate of when this will occur.  For a late (retro, or retro-concurrent) request, the begin date must be the date of the first late/retro session. 
· Clinical Data

· DSM-V / ICD-10 Diagnoses:

· Gains:  Information in this section should focus on indications that the patient is benefiting from the treatment plan. Once again, when possible, providing measurable information is helpful.
· Other Providers:  When involved in the patient’s care, the following should be listed in this section:  
· other mental health therapists (individual therapist, marital or family therapist, testing psychologist);
· psychiatrist, primary care physicians (PCP’s), or other MD’s; 
· CD programming (IOP, relapse program, AA, NA); 
· other mental health program (partial hospitalization program, day treatment); 
· Community support staff (P.O., S.W., C.P.S. worker).  
· Medication must be listed in this section, also.  Usually only mental health-related medication needs to be listed, unless the patient has a medical condition that affects the patient’s mental health needs and is being treated by medication.  Please do not list medicine for acne, allergies or hemorrhoids, for example - unless such conditions are impacting the patient’s mental health treatment. 
· Current Symptoms/Problems: The information in this section should focus on the patient’s actual current symptom, behaviors, and environmental stressors. ‘History of’ information is usually not helpful, except on the first treatment plan.  The information in this section should focus on information about symptoms that supports the patient’s current need for continued treatment.  
· When possible, measurable information should be provided.  BHP understands that many mental health symptoms are not quantifiable, but when possible providing measurable information helps BHP track the patient’s progress. For example, it should be possible to provide an estimate of their subjective rating of their depression, PHQ scores, how often they cry, drink, miss work or school, etc. 
· Measureable Behavioral Goals:  It is helpful to document at least three treatment goals. It is also helpful to provide, when possible, measurable (e.g., using numbers in some way, such as by use of frequencies or durations) treatment goals.  Identifying more measurable symptoms information, in the “Current Symptoms” section, helps identify more measurable treatment goals. The treatment goals should be for the next stage of treatment, for a maximum of one year.   Here are some examples of helpful treatment goals;

· Patient reports satisfactory sleep for x weeks.

· Patient reports satisfactory mood for y months.

· Patient reduces tantrums to z times per week.

· Patient maintains sobriety for x months. 

· Patient calls a friend z times per week. 

· Interventions: It is helpful to identify specific interventions that target the documented diagnoses, especially the primary diagnosis.   For example, the treatment of depression is usually different in some ways than the treatment for anxiety, and the treatment of PTSD is different in some ways than the treatment of OCD.  
· The following are commonly used, but are too vague:  individual treatment, family therapy, play therapy, CBT, supportive treatment, day treatment, group therapy and DBT.   It is helpful to establish how your treatment is individualized, and documenting only “CBT” does not do this.  Examples of what we are looking for are: “progressive exposure,” or “identifying cognitive distortions,” or “assertiveness training.” 
· Resolution Dates: It is important to have an estimated date when each symptom and/or goal will be resolved.
· Coordination of Care: BHP policy requires that you either routinely provide a copy of your treatment plan to the other providers listed in the “Other Providers” section, or that you document a clinical rationale for not doing this. 
· If you coordinate care with other providers via phone, interim treatment summary, shared medical record or any other means, please check “Yes” in the other providers section. Our main interest is that you are attempting to coordinate care with other providers, in whatever manner works best for the patient and for you. 

· It is not acceptable to check “N.A.” unless there are no other providers.

· If you share the patient’s chart with another provider, please document this.  If the patient declines to authorize you to provide a copy of the treatment plan, please also document this.  This helps the BHP review team understand why you have not coordinated care.
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