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TCM Tip Sheet

· Good case plan documentation, which supports the goals and objectives of the case plan, is also good TCM documentation.

· Good documentation contains at least the following elements: client(s) name receiving services that day; date of service; type of service delivered; worker’s name and job title; and a written description of the services provided emphasizing how the goals and objectives of the case plan are being met/not met.

· TCM documentation is considered a client’s medical record and can not be altered or changed without good cause. Thus, it is important to document accurately and professionally as soon as possible after providing a TCM service. 

· Other persons such as auditors will be reading your documentation. Keep your documentation professional, short, present needed facts, and relate services delivered that day to goals and objectives of the case plan.

· Only staff who meet the educational and work experience criteria can provide and enter TCM documentation. 
· All staff MUST document their casework by entering contact information, including how their work relates to the goals and objectives of the case.  But only staff who have the required educational and work experience can enter and code their work as TCM. And they should only code services as TCM as appropriate--must be one of the seven TCM services.
· The one year post-bachelor work experience must be either: 1) working with the targeted population—abused, neglected children and/or adults OR 2) providing case management services in another setting such as the local community mental health center.

· Only ongoing cases can be coded as TCM. 

· Agency services not coded to TCM:

1. Investigations, domestic violence cases and FINSAs.

2. Transportation, regardless of the reason for the transport.

3. Negative home visits and Negative telephone calls.
