January 2009
Dear Happy to Help,
I keep needing to make changes on my CSP. What is the best way to go about this?
Signed,
Inquiring Mind
Dear Inquiring Mind
I am glad that you asked such a question. As you remember from the table I sent out in November, the MHS,
Med Support Services, and CM services on the MTP have to be delineated on the CSP. On the CSP the
services are indicated to be Individual, Family, Group, Medication Services, and Case Management. I often
find that services on the MTP are not designated on the CSP and can result in notes having to be coded as
noncompliant. When this problem comes to your MRT’s attention s/he will ask you to add the service to the
CSP so future services will be covered. If you have to add a handwritten addition of this sort to your CSP you
also need to put your initials and the date it was added to the CSP next to the CSP entry. This helps clarify
when the new service can begin to be billed. In addition write a “note to chart” with the same date to indicate
why the service was added. You should also review this added service with your client and indicate that you
did so in your note (if this is the case, then it is a billable service not just a “note to chart”).
To summarize:
1)
Add the service to the CSP and initial and date the entry
2)
Write a note indicating why the service was added and that you spoke to your client about it. It is a
billable service when you speak to your client about the matter.
3)
Give copies of both the amended CSP and the note to your MRT!
Sincerely,
Happy to Help
Dear Happy to Help,
I still don’t quite get what you mean by the (S) in the SIROP format. Will you help me?
Signed,
Rote Learner
Dear Rote Learner,
This will definitely be a tidbit to memorize! The (S) is/are the problems, or symptoms that are being reported on
the day of service. These problems or symptoms could be reported by the client, parent, social worker,
probation officer, teacher, TBS, or other Specialty MHS provider. So the (S), to reiterate, is the problem of the
day! Another reminder is to clearly understand that the stand alone identifying information and diagnosis is not
the (S) and should be separate.
1)
On the Top of the Progress note write the stand alone identifying information, diagnosis, etc.
2)
then start with the (S) and indicate how the client is doing on the day of service in terms of his
mental health condition.
Sincerely,
Happy to Help

Dear Happy to Help,
What are the documentation expectations when I am moving toward termination with a client?
Signed,
Taking Care of Business
Dear Taking Care of Business,
It is a wonderful thing to close a case when a client has actually improved and met his/her goals! In dealing
with Medi-Cal documentation the issue, of course, becomes that of Medical Necessity. So if you are moving
toward termination and document that the client’s goals have been met and that there is no longer impairment,
then all subsequent notes about meeting with a client for the clinical process of termination have to be
submitted as non-billable.
Sincerely,
Happy to help

