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POLICY: 
 

It is the policy of  agency name  to ensure that clients’ health 
record documentation is maintained in a manner that is current, detailed, organized, promotes 
effective and confidential care, and meets established goals for record keeping. 

 
SCOPE: 

 
This policy applies to contracted and non-contracted providers (case managers and 
supervisory staff) providing services and goods to agency clients who are served through 
Medi-Cal and Managed Care Plan funding. 

 
ABBREVIATIONS: 

 
CMS – Department Health and Human Services Centers for Medicare and Medicaid Services 
CS – Community Supports 
DHCS – California Department of Health Care Services 
HEDIS – Healthcare Effectiveness Data and Information Set 
HIPAA – Health Insurance Portability and Accountability Act of 1996 
MCP – Managed Care Plan 
PHI – Protected Health Information 

 
DEFINITIONS 

 
All Lines of Business for the purpose of this policy refers to any service programs under 
contract with the following MCP and healthcare entities: (list MCPs agency is contracted 
with, together with any other health-related funding programs county or state the agency is 
engaged with). 

 
Attestation Statement is a statement that must be signed and dated by the author of the 
health record entry and contain the appropriate beneficiary information. 
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Authentication or Authenticated is the establishment of the identity of the author of a 
health record entry. Authorship may be shown by a handwritten signature or 
digital/electronic signature. The purpose of appending the signature (digital, electronic, or 
handwritten) is to certify that the services submitted to the MCP have been accurately and 
fully documented, reviewed and authenticated. The signature also attests to the medical 
necessity and reasonableness of the service submitted to the MCP for payment 
consideration. 
 

Authorship is attributed to a specific individual or entity acting at a particular time. Authors 
are responsible for the completeness and accuracy of their entries in the health record. 

 
Digital signature is a handwritten signature on a pen pad. The handwritten signature is then 
converted into an electronic image. 

 
Electronic Signature is a signature that computer software binds to a specific electronic 
document. It requires the user authentication such as a unique code, biometric or password 
that verifies the identity of the signer in the system. 

 
Handwritten signature is a mark or sign by an individual on a document to signify that the 
services submitted to the Plan have been accurately and fully documented, reviewed and 
authenticated. 

Health record is a confidential written or electronic document that details the care, services 
and medically necessary Community Supports provided to a Medi-Cal client. 

 
Late Entry Notes are progress notes which are written and authenticated (signed) by a 
provider more than 5 business days after the service was provided. 

 
Providers are any employees or contracted staff providing direct services to clients, including 
case managers, peer support specialists, clinical staff and Community Supports housing case 
managers. 

 
Signature Date is the date on which the service was performed or ordered. If the entry 
immediately above or below the entry is dated, medical review may reasonably assume the 
date of the entry in question.1 
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PROCEDURE & RESPONSIBILITIES: 
 

Provider records are required to meet the following health record documentation 
requirements. 

 
Complete electronic or hardcopy health records are to be maintained, stored, and retained in 
a manner which protects the safety and confidentiality of the clients’ information in accordance 
with Federal and State laws, accreditation requirements and accepted professional practice 
standards. 

 
Agency staff will provide periodic confidentiality and protection of Client protected health 
information training to all staff providing services. 

 
A health record is considered to be complete if it contains sufficient information to identify the 
client, support the diagnoses/housing condition; justify the care and services; document the 
course and results of care and services; and allow for continuity of care among providers. An 
individual entry into the health record must contain sufficient information on the matter that is 
the subject of the entry to permit the health record to satisfy the completeness standard. 
Documentation must be accurate, appropriate, and individualized to the specific Client.  
Providers are required to follow guidance supplied by DHCS, MCPs, as well as nationally 
recognized coding conventions appending appropriate diagnosis (ICD9CM/ICD10) and/or 
procedure/service code assignment (Current Procedural Terminology {CPT} Healthcare 
Common Procedure Coding System {HCPCS}) as supported by health record 
documentation. 

 
Client health records are to be stored in an organized record keeping system in chronological 
order so that they are easily retrievable and reproducible for audit and inspection by internal 
quality improvement staff, MCPs, and/or appropriate state and/or federal regulatory bodies. 
All providers with electronic health records will maintain or have the ability to generate a 
legible copy of the record in order to comply with client, MCP or governmental requests and 
maintain a back-up copy of the electronic health record. 

 

Upon request, health records are available for utilization and quality improvement review 
studies, retrospective review of claims and audits, as well as MCP and regulatory agencies’ 
requests and Member relations inquiries. Examples of audits include but are not limited to: 

 
1. Compliance investigations/audits, 
2. Complaint and Grievance investigations, 
3. Appeals reviews, 
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4. Quality of care/Client safety investigations, and 
5. HEDIS (Health Care Effectiveness Data Information Set) reviews. 

 
Listed below are some recommended methods by which records containing PHI may 
be submitted to a client, MCP or regulatory agency. 

1. Sent by USPS using a trackable method, 
2. Password protected CD/DVD sent by a trackable method, 
3. Secure FTP or FTA or other designated secure submission portal, 
4. Hand delivered, or 
5. Emailed using encrypted email. 

 
All services/goods (claims) billed by or on behalf of  AGENCY NAME  for reimbursement 
are subject to review and must be supported by complete documentation in the health record. 
Documentation must support the intensity of the service provided to the client including the 
thought process and complexity of the provider’s decision-making. 

 
Failure of provider to follow applicable state and federal laws and regulations, the Health 
Record Documentation Standards or failure to produce the requested health record for audit 
will result in retraction of reimbursed services as the care/service cannot be substantiated 
and, in appropriate circumstances, may result in the termination of the contracted providers. 

 
The HIPAA Privacy Rule permits a provider to disclose protected health information for: 
quality related “health care operations” of the MCP provided that the MCP has or had a 
relationship with the individual who is the subject of the information, and protected health 
information requested pertains to the relationship. See 45 CFR 164.506(c)(4).  Thus a 
provider may disclose protected health information to the MCP for the plan’s Healthcare 
Effectiveness Data and Information Set (HEDIS) and audit purposes, so long as the period for 
which information is needed overlaps with the period for which the individual is or was enrolled 
in the MCP health plan. “Health care operations” includes care management, utilization review 
activities, and similar activities. See 45 CFR 164.501 (definition of “health care operations”). 
 
Providers are required to retain and/or destroy health records (or copies thereof) in 
accordance with applicable Federal and State law. 

 
In accordance with CMS guidance, Medicaid documents are to be retained for a minimum of 
ten (10) years. 
 
Annually, clients are entitled, at no cost to the client, one copy of his/her/their health record, 
upon request. 
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All health record entries are required to be: 
1. Dated, 
2. Authenticated, 
3. Legible to someone other than the writer, 
4. Identifiable, and 
5. Support all codes submitted. 

 
Documentation must be, individualized, pertinent, detailed, and support the level of care and 
service billed. Each page of the health record must contain a Client identifier (either name 
or health record number). All records must contain the author’s identification. Author 
identification may be a handwritten or electronic signature. Initials may be used only if a 
signature page is provided which identifies the initials to the signature. 

 
Documentation must be presented in a standard format that allows the reader, other than the 
author, to review and comprehend the content without use of separate legend/key. 
 
Client Files Documentation Standards shall include the following documents and information: 

1. Consent for Services 
2. Statement of Member Rights 
3. Confidentiality of Member Records 
4. Releases of Information (to be completed at intake and renewed yearly) 
5. Assessments 
6. Referrals  
7. Authorization Forms 
8. Individualized Service Plans or Individualized Housing Supports Plans 
9. Progress Notes 
10. Incident Report Forms 
11. Client Grievances filed, if applicable 
12. Other documentation as required at MCP’s discretion 

 
Client Assessments shall include but are not limited to the following:  

1. Biographical information 
2. History and Housing Assessment including but not limited to: 

a. Reason for encounter (referral source and any related assessments) 
b. Past Housing History  
c. Social/Behavioral History that may impact successful tenancy 
d. Current Housing Status 
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e. Relevant and observed diagnostic z codes related to social needs, like housing1 
 

f. Individualized strengths list (including quotations from client or client 
voice) 

g. Individualized assessment of need/current problem list (including social 
determinants of health, housing need and identified barriers to remaining 
successfully housed) 

3. Consultations/Referrals filed in the record must demonstrate the justification for the 
service and/or referral made.  

4. *Documentation must reflect that there is no evidence that the client is placed at 
inappropriate risk by an intervention or service provided. 

5. Evidence that referrals and care coordination are offered in accordance with 
Community Supports policy guidance. 

6. Evidence of care coordination with ECM providers and other related community-based 
organizations and resources 
 

7. *Individualized housing supports plan must include 
a. Identified client strengths and needs, including Client Homelessness Indicator 

shared by MCP2  
b. Goals that are consistent with individualized assessment of need 
c. Plans for the coordination of care and referrals to other related community-based 

organizations and providers 
d. Client identifiers, including Client Index Number (CIN) shared by MCP2 
e. Diagnostic code(s) shared by MCP during authorization 
f. Provider authentication (handwritten or digital/electronic signature) with date HSP 

was authenticated 
g. Start and End Dates of Service Plan 

 
8. Progress Notes must include: 

a. Documentation of a start and stop time when a time-based code is used. 
b. Date of Service  
c. Place of Service 
d. Client identifiers, including Client Index Number (CIN) from MCP 
e. Type of service provided, i.e. service names (may include procedure code and 

 
1 Per CalAIM Data Guidance: Billing and Invoicing between ECM/Community Supports Providers and MCPs “ECM and Community Supports 
Providers should only document diagnosis codes directly observed in their activities. Depending on the provider, this may include observed clinical 
or social conditions. Multiple diagnoses (up to ten ICD-10 codes) may be submitted; codes may include Z-codes that identify social needs, such as 
those represented in the department’s social determinants of health coding guidance (available here). Codes should be able to be entered by the 
Provider without the need for delimiters to be manually entered.”  
 
2 CalAIM Data Guidance: Member-Level Information Sharing Between MCPs and ECM Providers 

https://www.dhcs.ca.gov/Documents/MCQMD/ECM-and-Community-Supports-Billing-and-Invoicing-Guidance.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/Member-Level-Information-Sharing-Between-MCPs-ECM-Providers.pdf
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procedure code modifier) 
f. Client instructions/education/intervention provided by provider. 
g. Instructions for follow-up. 
h. Evidence of review and addressing of unresolved problems from previous visits. 
i. Evidence of care coordination 
j. Response to interventions/ Client progress 
k. Identified next steps for provider and client, including any planned next visit. 

 
Electronic records offer many benefits such as legibility and efficiencies in communication. 
As with its hardcopy counterpart, electronic health records (EHR) documentation must 
accurately support the service/good billed to the MCP. Documentation short cuts may create 
problems with determining: (1) the individuality of the care rendered, (2) the medical necessity 
of the care or service rendered, and (3) the complexity of the service billed. Use of a boiler 
plate or pre-prepared text template, requires provider vigilance to ensure that the 
documentation accurately reflects the services/care provided. Failure to do so may result in 
errant billed practices and denial or recoupment of claims payments. 

 
Use of cut, copy and paste or cloned functionality not only raises the question of authorship but 
also whether or not the service actually occurred. Risks of cloned notes include populating 
records with inaccurate, incomplete, inconsistent, and/or outdated information. 

 
Therefore, providers must review their notes for accuracy and relevance prior to appending 
either their hardcopy or electronic signatures. 

 
Late entry notes must always be identified as such. The late note should be dated with the 
current date and time that the note was written and not backdated to the intended date of the 
original note. Late entry notes must be authenticated in the same manner as all other notes. 

 

 

• CalAIM Data Guidance: Billing and Invoicing between ECM/Community Supports 
Providers and MCPs 

• Enhanced Care Management and Community Supports (ILOS) 
• CalAIM Data Guidance: Member-Level Information Sharing Between MCPs and ECM 

Providers 
• CalAIM Data Guidance: Community Supports Member Information Sharing Guidance 
• April 2023 Updates to ECM and Community Supports Data Guidance Documents 

(ca.gov) 

CROSS REFERENCE: 

https://www.dhcs.ca.gov/Documents/MCQMD/ECM-and-Community-Supports-Billing-and-Invoicing-Guidance.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/ECM-and-Community-Supports-Billing-and-Invoicing-Guidance.pdf
https://www.dhcs.ca.gov/enhancedcaremanagementandinlieuofservices
https://www.dhcs.ca.gov/Documents/MCQMD/Member-Level-Information-Sharing-Between-MCPs-ECM-Providers.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/Member-Level-Information-Sharing-Between-MCPs-ECM-Providers.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/CS-Member-Information-Sharing-Guidance.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/Overview-of-April-2023-Updates-to-Community-Supports-and-ECM-Data-Guidance-Documents.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/Overview-of-April-2023-Updates-to-Community-Supports-and-ECM-Data-Guidance-Documents.pdf
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• APL 21-009 (ca.gov) 
• Department of Health and Human Services Office of Inspector General 2013 Work Plan 

pg. 25 http://oig.hhs.gov/reports-and-publications/archives/workplan/2013/WP01- 
Mcare_A+B.pdf 

• Complying with Signature Requirements, August 2012 - CMS Signature Requirement 
Fact Sheet 

https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL2021/APL21-009.pdf
http://oig.hhs.gov/reports-and-publications/archives/workplan/2013/WP01-%20Mcare_A+B.pdf
http://oig.hhs.gov/reports-and-publications/archives/workplan/2013/WP01-%20Mcare_A+B.pdf
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