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This form has been designed to reduce provider agency risks and to save time. It provides a standard and efficient format for updating diagnostic information, re-admitting the Individual served (according to agency policy and procedures), and/or updating the clinical formulation and treatment recommendations. This new/additional information, which is often not easily identifiable in progress notes, creates audit risks for provider agencies. It must be clear to auditors how assessed needs, treatment recommendations, and treatment are linked, especially when the information in the diagnostic assessment is outdated.

This form does not replace initial evaluations or assessments.  It is recommended that this form be kept in date order in the assessment portion of the Individual’s record. In all cases, provider agencies should determine whether the new/additional information contained in this form requires an updated diagnosis and/or Individualized Action Plan (IAP) to be completed.

[bookmark: _GoBack]This form can be used whenever the provider believes that significant information (as described above) should be included in the medical record. Some organizations may want to routinely require updates on a scheduled basis, or when the Individual returns to care within a fairly short time period, or when the Individual changes level of care. Completion of a Comprehensive Assessment Update form does not necessarily assume billing of a diagnostic assessment service. For example, data obtained during an individual therapy session that constitutes important new assessment information can be recorded on the Comprehensive Assessment Update while the service itself would be documented and billed as an Individual Therapy session.

Please refer to the Glossary to search for directions relative to particular form elements. 


