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POLICIES AND PROCEDURES
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Mission Statement
	The Raritan Clinic East Pediatric Diagnostic Specialists has a goal to develop professional Scholar-Practitioners in the field of pediatric diagnostic specialties. The Clinic complies by having a two-fold goal: (1) to provide a teaching clinic where students obtain practicum experiences to meet certification guidelines as specified by the Pediatric Specialties Organization in order to become certified in those areas upon graduation; (2) to provide quality pediatric diagnostic services to the surrounding community. 
	Thus, the mission of the Clinic is to provide a clinical and educational environment in which to train practicum students enrolled in the programs of pediatric diagnostic specialties. Under supervision of certified personnel, undergraduate and graduate students observe and participate in the assessment and management of disorders which cover numerous sources. The patient population served by the Clinic includes children ages 18 and lower. 
Scope of Services
	The scope of services is the broad definition of services and support offered within the profession. The Clinic and its associated practicum sites afford experience within this scope of practice, as well as that specified by the licensure and certification laws within the State.
Full diagnostic,  rehabilitative, preventive, related counseling services and screenings are available to individuals from birth to 18 years in the following areas:
Pediatric General Medicine, Cardiology, and Orthopedics, Pediatric Emergency Medicine, and Neonatology. The practice serves a patient community ranging in ages from newborn to 18 years. 
Patient Management Procedures 
	It is important that standard management procedures be used to maintain the standards of treatment that each patient deserves. These procedures are described in the following pages.
Entry into Services
Referrals for service are accepted from schools, physicians, health-related or other community agencies, family members, individuals. Permission of a custodial parent or legal guardian is required. Specific requirements for services may be dictated and/or negotiated by the contracting agency. 
Referral for evaluation, treatment or educational services is documented on the Request for Service Form (see Appendix A). Specific questions about the nature of services offered are referred to professional staff members. Initial information gathered pertaining to a request for treatment may suggest a diagnostic evaluation be scheduled if none has been done or a significant period of time has lapsed since one has been completed. A diagnostic evaluation must be secured before treatment services begin. Diagnostic-treatment may be recommended for a 30-day placement. 
	All patient services are conducted by appointment only. Such appointments are scheduled by office staff. Scheduling of all services is based upon completed paperwork, as well as time and personnel availability, warranting placement on a waiting list, if necessary, for non-emergency services. Appointment day, time, room and supervisor/practicum student assignment for each patient is determined. When schedule/room changes occur, the supervisor and practicum student are notified via the Notice of Schedule/Room Change Form (see Appendix B).Children must be accompanied to the appointment by the custodial parent or legal guardian. If unable to attend, the parent or legal guardian must sign a Release (see Appendix C) expressing permission for the services to be rendered.
Patient Attendance and Billing
Patients entering the Clinic will announce their arrival to the receptionist. The receptionist will inform personnel of the patient’s presence and note attendance in the Patient Attendance Log (see Appendix D). At the end of the Clinic session, practicum students will complete the Patient Contact/Billing Log, (see Appendix E) in the patient’s working file. The log will document the date the service was rendered, the contact time, category of service. A copy of these forms is to be turned in to the Clinic receptionist at the end of the month for billing purposes. The receptionist will cross check the Patient Attendance Log with the Patient Contact/Billing Log prior to billing. The Clinic Assistant inserts patient information on a database used in processing monthly forms submitted to Financial Services. Patients receive a Summary of Fees from the Clinic to be used for possible filing of medical insurance. Financial Services will also send monthly statements regarding balance due on account and procedures for forwarding payment. All patient contact records must contain complete, accurate information.
	Patients using the Clinic for services must notify the receptionist of their arrival. The receptionist will then notify the designated personnel of the patient’s arrival.
	Supervisors will keep accurate attendance records and complete monthly billing sheets on each child’s service. Supplemental information required for billing purposes will also be completed and submitted to the bookkeeper according to specific billing guidelines. 
Patient Records
	Permanent patient files are housed in the Clinic office and are released on a written check-out basis for use within the confines of the Clinic by designated Clinic personnel. No section of a permanent file should be removed from the file upon its return for housing. The office staff is responsible for tracking files removed from the main filing system. At the end of each month, clinical supervisors will be responsible for assuring completeness of each patient file. Should a file not be found for an assigned patient, the Clinic director should be immediately notified. Requests for release of confidential information (reports, test results, etc.) to another site should be managed by the Clinic office based on completion of designated Clinic form, Authorization for Release of Information (see Appendix F). Notification of such action should be in writing, submitted to the Clinic office, and be documented in the patient file. 
	Patient files are maintained in a standard format, initially set up by the office staff at the time of the patient’s first visit. It is the ultimate responsibility of the assigned supervisor for each patient to maintain patient file folders, including designated sections with current and complete paperwork. Each patient file should contain identifying information including patient name and identifying information including the designated disorder. Information should be organized in sections from front-to-back in chronological order such that the most recent paperwork is directly underneath the folder color. A different color folder will be used for each specialty area as follows:
	Practice Area
	Color Coding

	Pediatric General Medicine
	Green

	Cardiology
	Blue

	Orthopedics
	Yellow

	Pediatric Emergency Medicine
	Red

	Neonatology
	Orange


	The file also should have a Patient Data Sheet (see Appendix G) (inside front file cover), Patient Contact Log (see Appendix H) (inside back file cover) and Correspondence Record (see Appendix I) (inside back file cover). It should be noted that contents of file folders are not limited to this list nor is this list designed to be comprehensive.
	Each child receiving early intervention services for children will have a permanent file. Supervisors are the primary responsible party for maintaining the educational section of each child on their caseload.
	Confidentiality of patient information must be maintained at all times. Written and verbal information pertaining to patients, active and inactive, is to be treated in a confidential manner. Professional discretion should always be employed in relation to patient information. Confidentiality of patient information is discussed in the Code of Ethics and in the Handbook. Office staff, professional staff and practicum students are expected to adhere to these standards. 
Initial Diagnostic Evaluation 
	The purpose of an evaluation is to determine the presence of a disorder and the need for treatment. Evaluation is conducted to determine status of all developmental areas for appropriate programming. The following guidelines will be used dependent upon the individual presenting concern and needs:
1. select and administer evaluation procedures which are consistent with current information on the disorder associated with the primary area of concern. Check additional guidelines relative to assessment procedures; 
2. assess to eliminate or describe concomitant strengths and weaknesses; 
3. gather case history information through completed patient/family questionnaire and interview; 
4. complete examination and run associated medical and lab tests; 
5. meet with patient/family to offer initial findings and recommendations; 
6. send a copy of the written evaluation report to patient/family, with the original report to be housed in the Clinic permanent patient file within 15 working days of the evaluation date (copies of report may also be distributed based on completion of required authorization). 
Diagnostic reports will be generated for each evaluation. The initial draft of the diagnostic report is due to the supervising professional within 48 hours following the evaluation unless determined differently by the case supervisor. Reports should be proofread by the author and a colleague before each submission. After final approval of the report, signatures of parties conducting the evaluation should be affixed and the report distributed. Punctuality in submitting reports to the supervisor is considered an important aspect of the practicum student’s demonstration of professionalism. 
Evaluation reports should contain the following information: 
· identifying information with date of evaluation; 
· referral source, presenting concern, and history of patient (including birth, developmental, medical and relevant family history); 
· findings of evaluation procedures which include description of test instruments and standardized results, formal/informal observations, impressions and interpretations; 
· behavioral observations during evaluation to describe patient’s general response to the testing environment and tasks; 
· summary of evaluations findings with a diagnostic statements; 
· recommendations that articulate intervention considerations, further assessment or referral, if warranted; 
· prognostic statement. 
Following patient/family discussion of the evaluation findings, a Patient Disposition Form (see Appendix J) should be completed with information regarding patient identification, evaluation findings, recommendations for procedures and additional tests, if warranted, as well as patient availability for services at the Clinic. This form should be submitted to the Clinic Director not later than when the final evaluation reports are distributed. If a re-evaluation is recommended after the evaluation, a Request for Service form should be completed for scheduling purposes in the future. 
	Clinical supervisors are the primary responsible party for initial diagnostic evaluations of children. Diagnostic reports will be generated for initial evaluations with additional input/evaluation from parents, professionals, and/or school districts/agencies as specified by the needs of the child and primary service provider.
Patient Contact
	Any contact that is made with patients other than when associated with an evaluation or treatment session, should be documented on the Patient Contact Log in the patient’s permanent file folder. This form is attached inside the back of the file cover. A Correspondence Record  (inside the back file cover) should document when written reports are distributed, as well as any other written correspondence other than routine scheduling contacts. The office staff is responsible for documenting when information or reports are mailed to the patient, family, or others authorized to receive information. The professional staff are responsible for documenting phone, personal, or mail contacts especially when additional case information is presented. This documentation should include consultation with other professionals, the patient or patient’s family, staffing, etc.
Referral for Additional Services or Transfer of Services 
Outside referral to related professionals may be warranted for patients being served at the Clinic. Patients may require testing by specialists outside of the Clinic. The patient should be advised of the referral need, and if the patient agrees with the recommendation, the supervising professional should assist the patient in identifying possible resources. Generally, patients are provided information about services within the Clinic as well as outside agencies. Likewise, should individuals not be scheduled for services at the Clinic due to constraints of the agency or those of the patients, they will be referred to other qualified professionals in the region. 
Permission to Photograph/Videotape
	At the beginning of services, authorization is established with patients receiving services on a signed Treatment Consent Form (see Appendix K) regarding the right to videotape for educational purposes and medical journals. All Treatment Consent forms are placed in the patient’s permanent file.

Research Involving Human Subjects 
	As members of the clinical staff, we share the State and Federal goals of service, training, and research. Research involving human subjects is regulated by federal statute and is authorized under a set of review procedures established within State. If clinical information is obtained for the purpose of research, it is considered research information and requires review. The research investigator is responsible for following the guidelines of the State and Federal procedures to attain approval for research with human subjects. Such research shall not commence until the approval process has been completed and a letter stating approval is filed with the appropriate agencies.
	All patient contacts and review of patient records within the Clinic can only be utilized for research with the prior approval of the Clinic Director. This policy is designed to maintain the security, confidentiality and integrity of the clinical program.
	Patients who agree to participate in research activities must sign Release of Information if any of the case record is to be released to the investigator. Patient fees for some services will be waived for the duration of the research investigation, with fees instated when scope of the study terminates. No patient will be denied services based on their decision to participate or not participate in research projects. Clinical equipment and materials used for research purposes must also be approved by the Clinic Director.

image1.jpeg
Raritan
_@ Clinic
L— East

Pediatric Diagnostic Specialists




