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Group Documentation Requirement
Consent for Treatment
It is a document signed by both the patient and the healthcare provider designating that the patient has been advised of the risks, benefits or other options for the treatment or test. The purpose of the document is to protect the patient’s legal rights as well as guide health care providers towards the ethical practice of medicine (Hall, Prochazka, & Fink, 2012). The main reason for including the consent form in a clinical chart is to ensure that the patient is protected in case of a life-threatening situation where the patient is unconscious. Counselors must keep the patient’s records in a way that protects the welfare and the confidentiality of the patient’s information. The legal requirements for this document are that the information provided by the patient must be factual and consistent. It also includes the legal implications in case of provision of inaccurate information or in a situation where the health provider infringe the information in the document.
Release of Information
A release of information form is a document that permits the healthcare providers to share the patient’s medical information with other parties. The primary aim of the document is to authorize the covered individuals or entities in the document to use the protected information for specific purposes. The individuals or entities may include the insurance providers, the patient’s family, other health care providers or any other person who may make decisions on behalf of the patient. It is essential to include this document in the client’s chart to ensure that the patient’s information is not shared with everyone to enhance confidentiality. The ethical and professional standards of record keeping require the healthcare providers to keep the patient’s records while the legal requirements stipulate that the information should only be released to those authorized by the patient.
Treatment Plan
[bookmark: _GoBack]This is a document that contains a detailed plan about the patient’s condition, the treatment options as well as the side effects and the length and goals of treatment. The treatment goals act as guidelines for the health provider and the patient as to what is to be achieved at the end of the treatment. The goals are the building blocks of the plan as they are specific and tailored according to the needs of the client. The primary purpose of the treatment plan is to outline the progress made by the patient during the treatment. The legal requirements for the treatment plan stipulate that the involved parties take responsibility for their actions. The health provider is expected to maintain confidentiality and ensure that they treat every patient fairly. As for the ethical and professional standards, the treatment plan should be developed in a way that promotes values, good behavior, and trust and ensuring that professionalism is observed during the treatment process hence the contents of the treatment plan should only focus on the patient’s condition.
Clinical or SOAP Note
It is a structured document used by health care providers to outline the patient’s progress in a chart. The SOAP stands for subjective, objective, assessment plan. The SOAP note aims to create a patient’s chart that would be used in documenting the condition that is vital in the diagnosis and treatment of the patient. The main reason for using a SOAP note is to guide the health provider when doing an oral presentation about a patient. It also helps maintain the quality of medical care especially in a situation where the patient encounters different medical providers. The ethical and professional standards while recording the SOAP notes requires the counselor to record the session immediately to avoid errors and confusion (Cameron & Turtle-Song, 2002).Legally, Cameron & Turtle-Song suggest that the counselor is not expected to make any mistakes during the session but in an instance where an error is made, the counselor should not erase the mistake but instead indicate that an error has been made and then indicate the initials as well as the time and date of correction.
Discharge Plan
A discharge plan is a document that entails the activities involved in the transition of the patient from one health care to the other within or outside the current healthcare provider. It may include the nurses, physicians, social workers or other health professionals. The main aim of the discharge plan is to ensure that there is continuity of care for the patient. A discharge plan is essential for a client’s chart to help in the patient’s recovery and to reduce the chances of the patient going through the treatment again. Health providers must ensure that their decisions to discharge a patient meet the bio-ethical principles such as autonomy or beneficence. They must also ensure that they adhere to the organizational values and principles in regards to discharging a patient. Lastly, they must ensure that they discharge the patient to a licensed practitioner who will ensure that the patient’s condition improves.
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