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	Criteria
	
	Yes
	
	No
	
	N/A

	 1.
	Initial MD assessment is:
	
	
	
	
	

	
	A.
	Present for patient
	
	
	
	
	

	
	B.
	Reason for patient’s admit is indicated
	
	
	
	
	

	
	C.
	The presence or absence of an emergency medical condition is documented within 4 hrs.
	
	
	
	
	

	
	D.
	Presenting problem
	
	
	
	
	

	
	E.
	Initial diagnosis
	
	
	
	
	

	
	F.
	Initial plan of treatment
	
	
	
	
	

	
	G.
	Pain management assessment
	
	
	
	
	

	 2.
	Completed informed consent ordered for all psychotropic meds (except emergent meds.)
	
	
	
	
	

	 3.
	Lab tests ordered as medically indicated and results reviewed.
	
	
	
	
	

	 4.
	If patient remained in EPS more than 8 hours:
	
	
	
	
	

	
	A.
	Plan for re-evaluation documented every shift.
	
	
	
	
	

	
	B.
	MD evaluation (progress note) documented every shift.
	
	
	
	
	

	 5.
	Full 5-axis DSM-IV diagnosis with code numbers is on Physician Summary.
	
	
	
	
	

	 6.
	History / Mental Status Exam / Psychopathology supports the final diagnosis.
	
	
	
	
	

	 7.
	There is an order to discontinue a 5150 on face sheet discharge plan for the patient discharged without hospital admit.
	
	
	
	
	

	 8.
	The Face Sheet Discharge Plan indicted medical stability for patient not admitted to BAP.
	
	
	
	
	

	 9.
	The Face Sheet discharge plan includes instructions to notify the case coordinator for all open system patients or conserved patients.
	
	
	
	
	

	10.
	Discharge Referral is geared to needs of the patient
	
	
	
	
	

	11.
	For patient admitted to an offsite hospital there is a completed set of inter-facility transfer forms:
	
	
	
	
	

	
	A.
	Physician Certification
	
	
	
	
	

	
	B.
	Physician Authorization for Transfer
	
	
	
	
	

	12.
	Physician Summary includes:
	
	
	
	
	

	
	A.
	Brief psychiatric history and medical history.
	
	
	
	
	

	
	B.
	Current medications.
	
	
	
	
	

	
	C.
	Comprehensive mental Status Exam.
	
	
	
	
	

	
	D.
	Assessment of actual or potential suicidal or violent behavior.
	
	
	
	
	

	
	E.
	Assessment of past or current substance abuse.
	
	
	
	
	

	
	F.
	Full 5-axis DSM-IV diagnosis.
	
	
	
	
	

	13.
	Treatment provided targets diagnosis and symptoms.
	
	
	
	
	

	14.
	If patient admitted to BAP, Admit Orders include:
	
	
	
	
	

	
	A.
	Unit
	
	
	
	
	

	
	B.
	Legal status (5150, 5250, Conserved, Voluntary)
	
	
	
	
	

	
	C.
	TB status
	
	
	
	
	

	
	D.
	Diet
	
	
	
	
	

	
	E.
	Allergies
	
	
	
	
	

	
	F.
	Vital signs + vital sign parameters
	
	
	
	
	

	
	G.
	Medications with completed informed consent
	
	
	
	
	

	
	H.
	Suicide precautions
	
	
	
	
	

	
	I.
	Assault precautions
	
	
	
	
	

	
	J.
	Fall precautions
	
	
	
	
	

	
	K
	Date/time/signature/printed name/VMC#
	
	
	
	
	

	15.
	All chart entries are:
	
	
	
	
	

	
	A.
	Legible
	
	
	
	
	

	
	B.
	Contain date/time/signature/printed name
	
	
	
	
	

	
	C.
	All orders include Valley Medical Center ID number
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	16.
	S&R physician’s order sheet includes;
	
	
	
	
	

	
	A.
	Specific method of S&R; if Seclusion with 4-pt, position is indicated.
	
	
	
	
	

	
	B.
	Specific reason (DTS, DTO, etc.) for S&R and behavior description.
	
	
	
	
	

	
	C.
	Emergent medications
	
	
	
	
	

	
	D.
	Physician signature, VMC ID#, printed name, date, time
	
	
	
	
	

	
	E.
	Documentation in the Progress Notes within 1 hour of MD face-to-face evaluation.
	
	
	
	
	

	17.
	S&R debriefing includes: 
	
	
	
	
	

	
	A.
	Date & time
	
	
	
	
	

	
	B.
	Names & titles of individuals involved in the debriefing
	
	
	
	
	

	
	C.
	Description of the behavior that led to S&R
	
	
	
	
	

	
	D.
	Statement(s) of what the patient could have done to avoid the use of S&R.  Direct patient quotes given.
	
	
	
	
	


Comments / other pertinent findings:
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