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INTRODUCTION AND BASIC FUNCTIONALITY 

HOW TO LOG IN TO MYAVATAR 

LOCATION DESKTOP ICON 

PURPOSE Launches electronic health record, My Avatar. You can customize your home view to 
quickly see the information you need to manage client care, including upcoming 
appointments in an easy-to-read calendar and reminders in a To Do list. 

RULES Individuals who have been granted access to the electronic health record, must follow all 
confidentiality policies: state, federal, and County policies. 
Usernames and Passwords are issued to individuals whose credentialing process has 
been approved. 
Usernames and Passwords may never be shared and all precautions to secure 
username and passwords shall be taken. 
Passwords are valid for 90-days; you will be prompted to change your password every 90 
days, or as applicable. 
For MCBH employees, your USERNAME is the same as your NTID (how you first log in 
to your computer) 

STEPS 1. Click on the Avatar icon located on your desktop. 
2. Enter your issued System Code, Username and Password 
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Below is a brief description on what an Avatar screen/form may look like. 
1. SECTIONS are different sections within a form.
2. REQUIRED FIELDS will be in red. This means that required information must be completed

prior to submitting a form. If a required field is missing, the form will not submit/finalize.
3. RADIO BUTTONS will allow for the selection of only one entry. To erase an entry, use the F5

function.
4. DATE FIELD: you can press T for today or Y for yesterday.
5. GRAYED OUT SECTIONS cannot be changed.
6. TIME FIELD: you can press the current button to get the current time.
7. LIGHT BULBS contain helpful hints that will help you better understand the question or the type

of information.
8. DROP DOWN MENUS will only allow you to choose one item.
9. SEARCH BAR or Smart Search; will allow you to enter alpha numeric or Text when searching.
10. PROCESS SEARCH: once you enter information in a search bar, press this button to process

your search.
11. TEXT EDITOR: Double click on this icon to open the text editor which will allow you to check for

spelling.
12. TEXT BOX: this field allows you to enter up to eight (8) pages of information. You may also

copy from Microsoft office Word and paste on to this Text box.
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DID YOU KNOW 

Did You Know section displays: 

New Avatar enhancements 
Facts that help Staff work faster and efficiently. 

Click to display the next message. 

In the View, click a widget to open. 

Or select the widget and drag from the Home View tray to open. 

Click and drag an open widget to resize. 

Click to float the widget. 

Click to minimize the widget to the Home View tray. 

The following buttons display on most Avatar forms. 

Closes the form without saving data. 

Removes client from the My Clients section, closes any forms associated with the client. 

Prints data entered in the form. 

Adds the form to the My Forms section. 

Adds the client to the My Clients section. 

Zooming 

Avatar allows Staff to change the size of text and fields in a Form by zooming. 

The zoom bar is located at the bottom right of an open Form. There are different ways to zoom: 

Click and hold the zoom slider. 
Click the plus or minus buttons to zoom in or out by 10%. 
Click the zoom level to display the Zoom Level screen. 
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FORMS AND DATA 

Forms can be accessed from the Home View using the Forms & Data Widget. 

Dragging a form to the 

My Forms section adds 

that form as a favorite. 

Forms can be accessed from an open form: 

Clicking the icon displays the My Forms screen. 

• In the Search Forms field, enter the form name, click enter. 

Select the form. 

Or click the menu below Browse Forms to navigate to the form. 

Click a form to open. 

Drag forms to reorder. 

• The Recent Forms section displays previous form searches. 

Browse Forms 

In the Browse Forms section, click a menu heading to navigate to a form. 
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CREATING MY FORMS 

The purpose of adding/creating my forms is to keep all your frequently used forms and reports in to an easy 

to access location. 

STEPS 1. In your Forms & Data widget, click on Edit. 
2. Type the name of the form you want to add. 
3. Select the form by double clicking on the row. 
4. Click on Add Form – your form will be added at the bottom. 
5. SAVE 
6. Click on the refresh button on the Forms & Data widget (two arrows that 

follow each other) 

8 | P a g e 



 

  
 

 

                 

 

         

    
    
   
   
   
   

 

   

 

                
     

         

            

  

                 

                  

        

 

  

PREFERENCES 

The Preferences Form can be accessed in the menu bar on the top right of your screen. 

This Form allows Staff to define basic Avatar functionality. 

• Spell Checking 
• Printer Settings 
• Themes 
• Calendar 
• Widgets 
• Chart 

Spell Checking: 

The available Spell Checker choices are to the Standard or Microsoft Word Spell Checker. (Select 
“Use Microsoft Word Spell Checker”) 

• Fields with spelling errors are underlined in red. 

• Click F7, or right-click a misspelled field, and select Spellcheck. 

Themes: 

The Themes tab allows you to select a default color theme for the Avatar application. For the new 

theme to display, you must log out of the Avatar session, close the browser and re-launch the Avatar 

system. Restart Avatar to see the new theme. 
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Calendar: 

The Calendar tab allows you to select Outlook to include personal appointments in the Avatar 

calendar display. In addition to showing your Avatar appointments, you can choose to display your 

Outlook appointments. This is only a display or view of another calendar. This does not substitute 

using the Avatar Appointment Scheduler Option. 

Press the Add Source button to add a new calendar source. The current choices available 
are My Outlook, Microsoft Exchange, and Gmail. Select My Outlook 
In the Select External Source dialog, choose the email source. 
Click Ok. 
Click Apply 

The Calendar Widget will now display the appointments from Outlook, as shown below. In addition, 

the Calendar integration with the Appointment Scheduling module can be seen when scheduling 

appointments for the Staff. 

This is a view option only. Other staff that has access to view your Outlook Calendar will not 

be able to view it through Avatar. 
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KEYBOARD SHORTCUTS 

Clicking the “Alt” KEY on your keyboard displays Avatar keyboard shortcut keys. 

ALT – H: Will Display the view, which is your home page. 

ALT – S: Will a form 

Use the Function Keys for the Following 

or a radio button field: F5 – Clears the selection in a drop down list 

F6 – Will highlight the forms section. Use the arrow keys to navigate from one 
section to the next. 

F8 – Will Lock Avatar 

F9 – Log out from Avatar 

Different keyboard combinations may display, depending on the form or widget being 

displayed. 
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AVATAR WIDGETS 

WHAT IS A WIDGET? 

A widget is a window view of information available on the Home View or Chart View that contains stored 
data from Avatar. 

EXAMPLES OF WIDGETS ARE: 
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CLIENT/STAFF 

The Client/Staff Widget provides the ability to display a list of current clients and staff. 

The CLIENT WIDGET will display a list of all clients assigned to the Practitioner’s Caseload. This 
assignment is done through the admitting or attending practitioner on the admission screen. Assignment 

can also be done using “add supporting staff to client caseload”. 

RECENT CLIENTS: is a List of clients you have accessed in this session. This list will be reset at log out. 
You can Right mouse click to Display Chart or Remove from List. You can drag and drop a staff from your 
Recent Client list up to the My Staff list and it will permanently add that staff person to your list of staff. 
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HOME VIEW 

The Home View is associated with a Staff Role. Definitions of Staff roles are: 

MD 
Clinician 
Supervisor 
Manager 
Director 
Administrative 

The Home View can be accessed any time by clicking 

• Preferences - displays the Preferences screen. 
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Lock - locks Avatar 
The Avatar Sign-In screen displays. 

Enter the same system code, Staff name, and password used to login to Avatar. Click 

Unlock. 

Sign Out - displays the Sign-out Confirmation dialog. Click Yes to log out. 

Client Data Bar 

Displays when a client is selected for any client form. 
Displays client demographic and health related information. 
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'MY TO DO S 

Display the Staff’s To-Do items. 

Columns 

• Client - The associated client. 

• Action – brief description of what staff needs to do. 

• Form - The associated form. Click to open the form. 

• Sent - The date the information was sent. 

• Comments - Associated comments. 

• Note-to-self - Enter information associated with the note. 

If the column is blank, the action may be associated with the 

Group Default Note form (Avatar CWS). 

Right-click menu 

• View Detail - Displays a report for the To-Do item. 

• Reassign - Reassign To Do Item - opens the Reassign To Do 

item form. 

Send a To-Do item to another Avatar Staff. 

Have an error on this list? 

If you need assistance on 

how to remove your To Do 

List after you have 

reviewed or co-signed 

documents, Go to Error 

Reporting to submit an 

error report. 
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MY CALENDAR 

• An appointment must be scheduled for a client associated with the STAFF.

• To add a new appointment to the AVATAR Calendar, please utilize “Scheduling Calendar”.

• To add a personal appointment to the Calendar, please update the personal calendar (Outlook)

which will update the My Calendar widget in My Avatar. (Outlook)

• Drag an appointment to change the appointment time.

• Right click an appointment to edit the appointment summary.

• Click Show Personal Appointments to display appointments associated with Microsoft Outlook.

Displays the current date. 

Moves the calendar view to the next day. 

Moves the calendar view to the previous day. 
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SEARCHING FOR A CLIENT 

Clients can be added to Avatar through the Admission form. 

view To search for a client, from the 
0. In the Search Clients field, you can search for a client using: 

1. Client last name 
2. Client ID 
3. Clients Social Security Number 
4. Date of Birth (using this format MM/DD/YYYY) 

A client will be permanently added to the My Clients list for Staff if: 

Staff is listed as the Attending Practitioner 
Staff is listed as the Admitting Practitioner 
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• If Staff clicks the edit link and adds a client to the My Clients list, that client will be added to the list 

for the Staff’s session. If the Staff logs out of their Avatar session and logs back in, the client will 

not display in My Clients. 

To close all open client-related forms, Click Close Open Clients 

These CLIENTS are displayed on the Client Data Bar, next to 

Or click Edit to display the Edit My Clients Screen. 

Right-click a client 

• Select Chart to display the client's chart. 

• Select Remove From List to delete the client from the list. 

• Double-click a client to display the client's chart. 
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CHART REVIEW 

The CHART is an interactive screen that displays a client’s medical record. 

Access a Chart 

13. Double-Click a client in the My Clients view. 
14. Right-Click a client in the My Clients Section. 
15. Choose Display Chart 

OR 

OVERVIEW - displays the Chart main view. 

• If Quick Forms have been setup, links display on the left side of Chart. 
• Click a form link to open the form in Chart. 

OPEN A NEW FORM WHILE IN CHART VIEW 
Click on this Icon to search and open a Form while in Chart View 
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REFRESH CHART VIEW 
After selecting to open a client’s Chart, Staff can refresh the view at any time. This is especially necessary 
when adding new information into Forms while within Chart View. The refresh button will bring any recently 

filed data into display. 

OVERVIEW TO GO BACK TO CHART VIEW 
In addition, when viewing Form data included in Chart View, the Overview button can be used to bring Staff 

back to the original Chart View display with the previously defined Widgets. 

EXIT CHART VIEW 

At any point, Staff can choose to exit the Chart View using the exit button. 
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ERROR REPORTING 

LOCATION CWS → Clinician Menu → Error Reporting 

PURPOSE This form is used to report errors to Quality Assurance for corrections and to make 
suggestions. We use this form to organize requests. 

RULES • USERID must be in all caps

STEPS 1. Enter your avatar USERID in all caps.
2. Enter the date of request.
3. Select from the drop-down box the type of error. You may click on the light bulb to

view a description of the type of categories available.
4. If the request type is Delete Service/Edit service, this information will be needed to

complete this request. Service information can be found on the progress note.
5. If the request type is Scanning Error type, this information will be needed to

complete request. This information can be found in the clients “clinical document
viewer.”

6. If the request type is Treatment Plan Deletion, we will need the name of the
treatment plan and plan date.

7. Enter the reason for the request and any additional information that will be helpful
for the QA staff to complete your request.

8. Enter your contact phone number, QA staff may call you with additional questions
prior to completing your request.

9. If you are an Administrative staff and are entering error reports for a clinical staff,
enter clinical staff name here
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HOW TO CHECK THE STATUS OF YOUR ERROR REPORT 

LOCATION CWS → Clinician Menu → Error Reporting 

PURPOSE View the status of entered error reports 

RULES Do not type in the “Error Completion” tab. 
Do not submit when you are viewing notes about the completion of the error 

STEPS 16. Enter your STAFFID in all caps.
17. Look for a date resolved in the pre display screen.
18. Click Edit If you would like to view the details the person correcting the error

wrote.
Click on the Error Completion section. 
Click on the X to exit after you have read the notes 
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ERROR REPORTING CATEGORIES 

• Delete Note - Use this category when you need a note deleted such as a duplicate note, note

written for the wrong client, and note written on the wrong date. Reminder: Take necessary action

such as entering the note under the correct client, enter the note under the correct date of service,

reenter the correct note type, or enter note under the correct service date. Please be sure to include

the following information:

o Client number

o Date of service (date of incorrect date)

o Duration

o Time and date note was written.

• Group Notes Error - Use this category to report any group errors for example if you forgot to

include a client, remove a client, or duplicate group billing.

• Treatment Plan needs to be deleted - Use this category to request a treatment plan deletion.

Please be sure to include in the error report the exact name of the treatment plan and the start date

of the treatment plan. Once a treatment plan is deleted, we are unable to get it back therefore it is

crucial for you to provide accurate information.

• Scanning Error - Use this category to have a scanned document deleted. If you see that a

document is in the wrong client chart, print the document and have a PSR scan it into the right chart

then make the error report request to have this document deleted from the incorrect chart. Please

be sure to provide the exact document name to avoid deleting the incorrect document. Note:

Document names cannot be changed therefore the document will need to be rescanned with the

correct name and you will need to make a request to have the document with the incorrect name

deleted.

• Change treatment plan back to draft - Use this category to request a finalized treatment plan be

changed back to draft status. Keep in mind that even if the treatment plan is switched back to draft

you will not be able to make any edits to the plan start date.

• Crystal report error - Use this category to report any crystal report error such as information on the

report is incorrect or if a report is not running.

• To do list error - Use this category to have old items deleted, or items which do not pertain to your

caseload. 

• Appointment scheduler error - Use this category to report any problems with appointment

scheduler such as not having access to your location or not being able to schedule appointments.

• Undo episode closure - Use this category to request an episode be reopened. This may be

needed if you need to submit a draft note, if the episode was accidently closed, or if you need to

submit a note which you forgot to enter prior to discharge.

• Other client related error - Use this category to report any issues related to the client’s medical

record. Some examples are client has two client numbers, client psychosocial needs to be deleted

or switched to draft, and client medical necessity needs to be deleted or switched to draft.

• Other avatar error - Use this to report errors related to avatar that are not related to a specific

client. 

• Avatar change - Use this category to report changes such as a staff member showing up under the

incorrect team, work location change, no longer employed staff.

• QI Questions - Use this category for any QI Questions

• Client Merge - Use this category when you have found one client with two client numbers
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ADD/REMOVE SUPPORTING STAFF FROM CLIENT CASELOAD 

LOCATION Avatar PM → Client Management 

PURPOSE These forms will be used to Add Supporting Staff to Client Caseload and to Remove 
Supporting Staff to Client Caseloads. 

RULES • When a Staff ID or Staff Name is added to Caseload, the PATID and Client Name 
WILL appear on the My Clients widget. 

• When the PATID is on the caseload, the Staff will NOT receive non-caseload 
access messages from Avatar. 

• PATIDs can be assigned one or many Supporting Staff 

• When a Staff ID or Staff Name is REMOVED from Caseload, the PATID and Client 
Name will NO LONGER appear on the My Clients widget. 

• When the PATID is REMOVED from the caseload, the Staff will receive non-
caseload access messages from Avatar 

STEPS Select the client. 
1. Search a Client for and Select and Click on the form ‘Add Supporting Staff to Client 

Caseload.’ 
2. Enter the date when you want the Supporting Staff to be ADDED to the Client’s 

caseload. 
3. Enter the Staff Name (first name or last name) and select the appropriate Staff 

member. 
4. Click the Submit button to save the Add Supporting Staff form. 
5. Verify that Client is on the Staff member’s My Clients widget. 
6. When you are ready to remove a Staff member from the Client’s caseload, search 

for a Client and Select and Click on the form ‘Remove Supporting Staff to Client 
Caseload.’ 

7. Enter the date when you want the Supporting Staff to be REMOVED to the Client’s 
caseload. 

8. Enter the Staff Name (first name or last name) and select the appropriate Staff 
member. 

9. Click the Submit button to save the Remove Supporting Staff form. 
10. Verify that the Client has been removed from your My Clients widget 
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–

This report lists the clients where you are the assigned “Other Support Staff” 
as part of the clients Support Team. 

Although this report is currently a draft version of the Report which will 
include the Other Support Staff last date of service for each client, you are 
able to use it with the basic information. 

Aside from the Client ID and Client Name, the Case Coordinator information 
is provided to identify who you will need to collaborate with when it comes to 
the clients care. 

ACCESSABLE TO STAFF Clinicians, Other Support Staff 
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CASE COORDINATOR 

LOCATION CWS →CLINICIAN MENU →CLIENT CASE COORDINATOR 

DOCUMENTATION 
GUIDE LOCATION 

Chapter 1: Introduction 

PURPOSE Behavioral Health operates under a care coordination model; meaning that each 
client is assigned a “Case Coordinator” who is responsible for the completion of a 
coordinated treatment plan and assessment documentation on an annual basis. 
The purpose of care coordination is to ensure that clients are receiving necessary 
services without duplication. The case coordinator can be county staff or contract 
provider staff. 

RULES Each open client must have a case coordinator. 
A case coordinator can be a county employee or a contract provider. 
The Case Coordinator ensures client is receiving necessary services without 
duplication. 
The case coordinator is responsible for completing all necessary documents, on an 
annual basis, or as need to ensure client receives medically necessary service. 
The date of coordination is from the start of a coordinated care episode or 
outpatient service 

STEPS Select the client or if the client is in your recent clients section, make sure he is the 
selected client (it will be highlighted). 

19. Enter the date you were assigned case coordinator for the client. 
20. Select Staff by entering the name or staff ID, then process search 
21. If you are no longer the client’s case coordinator enter the date of 

discharge or the date you transferred the client to a new case coordinator 
22. Submit 
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ADMITTING A CLIENT 

ADMISSION 

LOCATION PM→ Client Management→Episode Management →Admission 

PURPOSE An admission is required to open/or assign a client into a program and initiate billing. The 
services available depend on the program which the client qualifies for. 

RULES • The following sections are NOT required for admission “Other Client Data” and
“CADDS.”

• The Admitting Practitioner field generates the caseload list.

• The current case manager or case coordinator should be listed in the admitting
practitioner field. This field can be updated at any time to change a clinician’s
caseload.

• The Attending Practitioner field should be used to record the client’s psychiatrist.
If the client does not have a psychiatrist/physician assigned, please leave this field
blank.

• If the client has preexisting admission, you will get a pre-display. If you are
creating a New Episode: Click on Add. If you are entering an Admission for a
new client (no previous episodes), you will NOT get the pre-display screen; the
form will open directly.

• To Edit an Existing Episode: Select the episode you want to view/edit, Click on
Edit

• For Client with prior episode history: Information will default into the admission
form.

STEPS-
ADMISSION 

1. To Search for the Client, enter the name of the client. At least three (3) data
elements are required to activate the search option. If the client is not found in the
system, select NEW CLIENT.

2. Select YES to auto assign the client a NEW Identification Number
3. Enter the Pre-admit/Admission Date (you can select T for today or Y for Yesterday)
4. Enter the Pre-admit/Admission Time (you can select current)
5. From the drop-down menus, select the Program, Type of Admission, and the

Source of Admission (click on light bulbs for help text)
6. Enter client name (naming convention: Last name, first name)
7. Select the client Sex assigned at birth.
8. Enter the client Date of Birth
9. Enter the Admitting Practitioner
10. Enter the Attending Practitioner (If applicable, Only for Psychiatrists/physicians)
11. If required, enter practitioner type as “Staff.”
12. Select if the client has an Advanced Directive
13. If the client has an advance directive, enter some details here. Be sure to scan the

advance directive into the clients chart.
14. Enter the client Social Security Number (naming convention: 113-22-0745 with

dashes; if the SS# is unknown enter zeros 000-00-0000)
15. Select if the client is Pregnant. For SUD treatment programs, this is required for

Perinatal rate reimbursement. Staff can edit admission form as necessary for
completed pregnancy or if client becomes pregnant after admission to program).

16. Enter the Presenting Problem. If applicable, select the secondary and tertiary
problems; a diagnosis form will be completed separately.

17. Select the client Living Arrangements
18. Select the Disposition if known.
19. Select up to 3 Disabilities.
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STEPS-
DEMOGRAPHICS 

1. Client Name will default from previous section.
2. Select the client identified Sexual Orientation
3. Select the client’s Religion.
4. Enter the client’s Place of Birth
5. Select the client’s Country of Origin
6. Enter Client’s Maiden name, if applicable
7. Select from the drop downs the client’s Marital Status, Education,

Employment Status, Occupation and Smoker Status. Once the smoker
status is selected the “smoking status assessment date” becomes required.
For the Smoking status assessment date enter the date you are asking the
client if they smoke.

8. Enter the client’s address. For homeless individuals, enter the clinic address
where the client is receiving services.

9. Enter the client’s Phone Numbers
10. Enter the client’s Email Address
11. Select the client’s Communication Preference
12. Select the Primary Language. Note: some reports use this language field to

determine if they will print in English or Spanish. Select the client’s Race
and Ethic origin.

13. Enter client Alias(s), if applicable
14. Enter the mother’s Maiden Name

35 | P a g e 



INPATIENT/PARTIAL/ 
DAY TREATMENT 

1. If the admission program is a residential program this section will need 
to be filled out for capacity purposes 

 

  
 

 

 

 

 
   

             
        

 

 

  

36 | P a g e 



 

  
 

 
              
         
          
               
         
             

           
               

    
           

           

 

 

  

STEPS- 1. Identify if client has Allergies. If so, enter a description of the allergies.
DEMOGRAPHICS 2. Select the Sources of Information for the admission.

3. Select Agencies the client is involved with if applicable.
4. Select if the client is a veteran. If so, select the branch of service.
5. Select the school of attendance, if the applicable
6. For SUD programs: If the client is pregnant, enter the Pregnancy Start

Date, Last Menstruation Date, and Date of Initial Prenatal Visit. (data
convention: If client has not had a prenatal visit, Enter the same date as the
Date of Admission episode.

7. For Narcotic Treatment programs, enter the client Height, Weight, Hair
Color, Eye Color and Distinguishing Marks such as scars and tattoos
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UPDATE CLIENT DATA 

LOCATION CWS → Clinician Menu → Update Client Data 

PURPOSE This form is used to make any changes to client information such as address, phone 
number, name change, etc. 

RULES DO NOT use the # sign in the address; use comma (,) instead. 
Keep this up to date as many people rely on this information. 
Billing staff may change information to reflect that of Medi-Cal information. 
Be mindful of ethnicity/race – too many clients with unknown, creates a challenge 

STEPS Select the client. 
5. Update the necessary information. 
6. Submit the form 
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SPECIALTY TEAMS 

LOCATION CWS → Clinician Menu → Specialty Team 

PURPOSE This is used to flag individuals on specialty team. (i.e., mental health programs may include 
Katie A. populations; Substance Use Disorder programs may include individuals under AB 
109) 

RULES • Used to track specialty teams with specific funding streams.

• Individuals are part of a larger program episode

STEPS 1. Enter start date.
2. Specialty Team/Service (select the specialty team participation from the drop-down

menu

3. Enter end date (this is used when the individual no longer participates in specialty
team
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CAL OMS DATA FORMS 

CAL OMS ADMISSION PART 2 (AOD ADMISSION) 

LOCATION Avatar CWS Clinician Menu AOD Admission Part 2 AOD (CalOMS Admission) 

RULES Cal- OMS is a statewide client-based data collection and outcomes measurement system 

that enables the Department of Health Care Services (DHCS) to manage and improve the 

provision of Substance Use Disorder (SUD) services at the state, county, and provider 

levels more effectively. CalOMS automates the process of inputting and retrieving 

treatment outcomes data necessary to: 

• Meet federal reporting requirements.

• Document prevention and treatment population demographics

• Identify alcohol and other drug trends and risks.

• Demonstrate service effectiveness.

• Demonstrate that services are cost effective.

• Identify the most effective practices to improve service delivery

STEPS Select the client or if the client is in your recent section, make sure the client is selected (It 

will 
be highlighted) and the CalOMS admission form will appear if that is the only CalOMS 
episode. 

Client Identification and Demographic Data 
1. Birth First Name

What is the client’s birth first name?

2. Birth Last Name
What is the client’s birth last name?

3. Current First Name
What is the client’s current first name?

4. Current Last Name
5. What is the client’s current first name? SSN

What is the client’s social security number?

Nine-digit social security number

99902 None or not applicable

Detox only program

99904 Client unable to answer. 

6. Zip Code At Current Residence
What is the client’s zip code at their current residence?

Enter value ‘00000’ Homeless only if Current Living Arrangements is ‘Homeless’.

Detox only program

99904 Client unable to answer. 

7. Race
What is the client’s race?

If ‘Client declined to state’ is selected on Race 1, then no other values for race

can be selected for

Race 2, 3, 4, 5

8. Place of Birth – State

What is the client’s county of birth if born in California?

9. Place of Birth – County
What is the client’s state of birth if born within the United States?
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STEPS 10. Driver’s License Number 
What is the client’s driver’s license number? If the client does not have a 
driver’s license, what is the client’s state ID card number? 

Value for Driver’s License Number must be provided if Driver’s License State is 
provided. 

None or not applicable is 99902. 

Detox only programs 

99904 Client unable to answer. 

11. Driver’s License State 
For which state does the client have a valid driver’s license or state ID card? 
If Driver’s License Number is 99902, then Driver’s License State must be None or 

not applicable. 

Detox only programs 

Client unable to answer 99904. 

12. Mother’s First Name 
What is the first name of the client’s mother, or individual the client considers to be 
as their mother? 

If a client is unable to provide a name, enter value ‘mother’ or ‘mom’ 
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STEPS 13. Ethnicity
What is the client’s ethnicity?

14. Veteran
Is the client a U.S. veteran?

Detox only programs

15. Client unable to answer Consent.
Is there a consent form allowing future possible contact, signed by the client, on file
within your agency?

16. Disability
What type of disability /disabilities does the client have, if any?

Only one value is allowed.

Detox only programs

Client unable to answer 99904. 

17. Flag for Cal-OMS Submission
‘Yes’, should always be checked 

STEPS Transaction Data 
18. Admission Transaction Type
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STEPS Admission Data 

19. Source of Referral 
What is the client’s principal source of referral? 

20. Days Waited to Enter Treatment 
How many days was the client on a waiting list before being admitted to this 

treatment program? 

Detox only programs 

Client unable to answer. 

21. Number of Prior Episodes 
What is the number of prior episodes in any alcohol or drug treatment/recovery 

program in which the client has participated? 

Detox only programs 

Client unable to answer. 

22. CalWORKs Recipient 
Is the client a CalWORKs recipient? 

23. Substance Abuse Treatment Under CalWORKs 
Is the client receiving substance abuse treatment under the CalWORKs welfare-to-

work plan? 

Value can only be ‘yes’ if CalWORKs Recipient is also ‘Yes’. 
24. County Paying for Services 

If the client’s treatment services are being delivered on behalf of another county, 
what is the code of the county for which the services are being performed? 

Always None or Not Applicable 

25. Special Services Contract ID 
What is the special services contract ID number under which the client’s services 
were provided? 

Always 99902 None or Not Applicable 
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STEPS Alcohol And Drug Use 

26. Primary Drug (Code)
What is the client’s primary alcohol or drug problem?

27. Primary Drug Name
Provide Drug Name if prompted What is the client’s primary alcohol or drug problem?

28. Primary Drug Frequency
How many days in the past 30 days has the client used the primary drug?

29. Primary Drug Route of Administration
What is the client’s usual route of administration they use most often for their primary drug
of abuse?

30. Primary Drug Age of First Use
What was the client’s age of first use for the primary drug of abuse?

31. Secondary Drug (Code)
What is the client’s secondary alcohol or drug problem?

32. Secondary Drug Name
What is the client’s secondary alcohol or drug problem?

33. Secondary Drug Frequency
How many days in the past 30 days has the client used the secondary drug of abuse?

34. Secondary Drug Route of Administration
What is the client’s usual route of administration they use most often for the secondary drug

of abuse?

35. Secondary Drug Age of First Use
What was the client’s age of first use for the secondary drug of abuse?

36. Alcohol Frequency
How many days in the past 30 days has the client used alcohol?

37. Needle Use
How many days has the client used needles to inject drugs in the past 30 days?
Detox only programs
Client unable to answer.

38. Needle Use in the Last 12 Months
Has the client used needles to inject drugs in the past twelve months?

Detox only programs

Client unable to answer 
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STEPS Employment Data 

39. Enrolled in School
Is the client currently enrolled in school?

Detox only programs

Client unable to answer 99904. 

40. Highest School Grade Completed
What is the client’s highest school grade completed? What is the client’s primary

alcohol or drug problem?

Detox only programs

Client unable to answer 99904. 

41. Employment Status
What is the client’s current employment status?

If client is 14 years old or less, then employment status cannot be ‘Employed

Full Time (35 hrs. or more)

42. Enrolled in Job Training

Is the client currently enrolled in a job training program?

Detox only programs

Client unable to answer 99904. 

43. Work Past 30 Days
How many days was the client paid for working in the past 30 days?

Detox only programs

99904 Client unable to answer 
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STEPS Criminal Justice Data 

44. Criminal Justice Data 
What is the client’s criminal justice status? 

Must not select ‘No criminal justice involvement’, if Source of Referral is one of the 
following. 
‘SACPA/Prop 36/OTP/Probation or Parole.’ 
‘Post-release Community Supervision (AB 109)’ 
‘Adult Felon Drug Court’ 
’Non-SACPA Court/Criminal Justice’ 
Detox only programs 

Client unable to answer. 

45. Number of Arrests Last 30 Days 

How many times has the client been arrested in the past 30 days? Number of Jail Days 

Last 30 Days? 

Detox only programs 

Client unable to answer. 

46. Number of Jail Days Last 30 Days 
How many days has the client been in jail in the past 30 days? 

Detox only programs 

Client unable to answer. 

47. Number of Prison Days Last 30 Days 
How many days has the client been in prison in the past 30 days? 

Detox only programs 

Client unable to answer. 

48. Parolee Services Network 
Is the client a parolee in the Parolee Services Network (PSN)? 

Detox only programs 

Client unable to answer. 

49. FOTP Parolee 
Is the client a parolee in the Female Offender Treatment Program (FOTP)? 

Detox only programs 

Client unable to answer. 

50. FOTP Priority Status 
What is the client’s FOTP Priority Status? 
Detox only programs 

Client unable to answer. 

51. CDCR Number 
What is the client’s CDCR Identification Number? 
99902 None or not applicable if Criminal Justice Status is ‘No criminal justice 
involvement.’ 
Unless the following 

If PSN is ‘Yes’, then a CDCR Number must be provided. 

If FOTP Parolee is ‘Yes’, then a CDCR Number must be provided 
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STEPS Medical/Physical Health Data 

52. Medi-Cal Beneficiary
Is the client a Medi-Cal beneficiary?

Detox only programs

Client unable to answer. 

53. Emergency Room Last 30 Days
How many times has the client visited an emergency room in the past 30 days for

physical health problems?

Detox only programs

Client unable to answer. 

54. Hospital Overnight Last 30 Days
How many days has the client stayed overnight in a hospital in the last 30 days for

physical health problems?

Detox only programs

Client unable to answer. 

55. Medical Problems Last 30 Days
How many days in the past 30 days has the client experienced physical health

problems?

Medical Problems must be greater than 0 if Emergency or Overnight last 30

days are greater.

than 0.

Detox only programs

Client unable to answer. 

56. Pregnant At Admission
If the client is not male, is the client pregnant at the time of admission?

57. Medication Prescribed As Part of Treatment
What medication is prescribed as a part of treatment?

58. Communicable Diseases: Tuberculosis
Has the client been diagnosed with Tuberculosis?

Detox only programs

Client unable to answer. 

59. Communicable Diseases: Hepatitis C
Has the client been diagnosed with Hepatitis C?

Detox only programs
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Client unable to answer. 

60. Communicable Diseases: Sexually Transmitted Disease
Has the client been diagnosed with any sexually transmitted diseases?

Detox only programs

61. Client unable to answer HIV Tested
Has the client been tested for HIV/AIDS?

Detox only programs

Client unable to answer. 

62. HIV Test Results
Does the client have the results of the HIV/AIDS test?
Detox only programs

Client unable to answer. 
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STEPS Mental Illness 

63. Mental Illness
Has the client ever been diagnosed with a mental illness?

64. Emergency Room Use / Mental Health
How many times in the past 30 days has the client received outpatient emergency
services for mental health needs?

Detox only programs

99904 Client unable to answer.

65. Psychiatric Facility Use
How many days in the past 30 days has the client stayed for more than 24 hours in a
hospital or psychiatric facility for mental health needs?

Detox only programs

99904 Client unable to answer.

66. Mental Health Medication
In the past 30 days, has the client taken prescribed medication for mental health needs?
Detox only programs

Client unable to answer
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STEPS Family/Social Data 

67. Social Support
How many days in the last 30 days has the client participated in any social support
recovery activities such as:
12-step meetings
Other self-help meetings
Religious/faith recovery or self-help meetings
Meetings of organizations other than those listed above.
Interactions with family member and/or friend support of recovery?

68. Current Living Arrangements
Select ‘Homeless’ only when Zip Code at Current Residence is ‘00000.’

69. Living with Someone
How many days in the past 30 days has the client lived with someone who uses
alcohol or drugs?
Detox only programs

99904 Client unable to answer. 

70. Family Conflict Last 30 Days
How many days in the past 30 days has the client had serious conflicts with
members of their family?
Detox only programs

99904 Client unable to answer. 

71. Number of Children
How many children does the client have aged 17 or less (birth or adopted), whether
they live with the client or not?
Detox only programs

99904 Client unable to answer. 

72. Number of Children Aged 5 Years Or Younger
How many children does the client have age 5 or younger?
Value must be less than or equal to Number of Children
Detox only programs

99904 Client unable to answer. 

73. Number of Children Living with Someone Else
How many of the client’s children aged 17 and under are living with someone else
because of a child protection court order?
Value must be less than or equal to Number of Children

Detox only programs

99904 Client unable to answer. 

74. Number of Children Living with Someone Else and Parental Rights Terminated
If the client has children living with someone else because of a child protection court
order, for how many of these children aged 17 or under have the client’s parental
rights been terminated?
Value must be less than or equal to Number of Children
Detox only programs

99904 Client unable to answer. 

75. Submit completed CalOMS Admission form
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CAL OMS DATA FORMS 

CAL OMS DISCHARGE PART 2 (CAL OMS DISCHARGE) 

LOCATION Avatar CWS Clinician Menu AOD Discharge Part 2 (CalOMS Discharge) 

RULES Cal-OMS is a statewide client-based data collection and outcomes measurement system 

that enables the Department of Health Care Services (DHCS) to manage and improve the 

provision of Substance Use Disorder (SUD) services at the state, county, and provider 

levels more effectively. CalOMS automates the process of inputting and retrieving 

treatment outcomes data necessary to: 

• Meet federal reporting requirements. 

• Document prevention and treatment population demographics 

• Identify alcohol and other drug trends and risks. 

• Demonstrate service effectiveness. 

• Demonstrate that services are cost effective. 

• Identify the most effective practices to improve service delivery 

STEPS Select the client or if the client is in your recent section, make sure the client is selected (It 

will 
be highlighted) and the CalOMS discharge form will appear if that is the only CalOMS 
episode. 

Cal-OMS Discharge 
1. Discharge Status 
2. Consent 

Is there a consent form allowing future possible contact, signed by the client, on file 
within your agency? 

3. Disability 
What type of disability /disabilities does the client have, if any? 

Only one value is allowed. 

Detox only programs 

Client unable to answer. 

4. Current First Name 
What is the client’s current first name? 

5. Current Last Name 
What is the client’s current last name? 

6. Social Security Number 
What is the client’s social security number? 
Nine-digit social security number 

99902 None or not applicable 

Detox only program 

Client unable to answer 99904. 

7. Zip Code At Current Residence 
What is the client’s zip code at their current residence? 
Enter value ‘00000’ Homeless only if Current Living Arrangements is ‘Homeless’. 
Detox only program 

99904 Client unable to answer 
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STEPS Alcohol and Drug Use Data 

8. Primary Drug (Code)

What is the client’s primary alcohol or drug problem?

9. Primary Drug (Other)

Provide Drug Name if prompted.

What is the client’s primary alcohol or drug problem?

10. Primary Drug Frequency
How many days in the past 30 days has the client used the primary drug?

11. Primary Drug Route of Administration

What is the client’s usual route of administration they use most often for their primary

drug of abuse?

12. Secondary Drug (Code)

What is the client’s secondary alcohol or drug problem?

13. Secondary Drug (Other)

What is the client’s secondary alcohol or drug problem?

14. Secondary Drug Frequency

How many days in the past 30 days has the client used the secondary drug of abuse?

15. Secondary Drug Route of Administration

What is the client’s usual route of administration they use most often for the secondary

drug of abuse?

16. Alcohol Frequency

How many days in the past 30 days has the client used alcohol?

17. Needle Use

How many days has the client used needles to inject drugs in the past 30 days?

Detox only programs

Client unable to answer
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ployment Data 

18. Employment Status
What is the client’s current employment status?

19. Work Past 30 Days
How many days was the client paid for working in the past 30 days?

Detox only programs

99904 Client unable to answer. 

20. Enrolled in School
Is the client currently enrolled in school?

Detox only programs

Client unable to answer. 

21. Enrolled in Job Training
Is the client currently enrolled in a job training program?

Detox only programs

Client unable to answer. 

22. Highest School Grade Completed
What is the client’s highest school grade completed? What is the client’s primary

alcohol or drug problem?

Detox only programs

Client unable to answer 
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minal Justice Data 

23. Number of Arrests Last 30 Days
How many times has the client been arrested in the past 30 days? Number of Jail Days

Last 30 Days

Detox only programs

Client unable to answer. 

24. Number of Jail Days Last 30 Days
How many days has the client been in jail in the past 30 days?

Detox only programs

Client unable to answer. 

25. Number of Prison Days Last 30 Days
How many days has the client been in prison in the past 30 days?

Detox only programs

Client unable to answer 
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dical/Physical Health Data 

26. Emergency Room Last 30 Days
How many times has the client visited an emergency room in the past 30 days for

physical health problems?

Detox only programs

Client unable to answer.

27. Hospital Overnight Last 30 Days
How many days has the client stayed overnight in a hospital in the last 30 days for

physical health problems?

Detox only programs

Client unable to answer.

28. Medical Problems Last 30 Days
How many days in the past 30 days has the client experienced physical health

problems?

Medical Problems must be greater than 0 if Emergency or Overnight last 30 days

are greater.

than 0.

Detox only programs

Client unable to answer.

29. Pregnant At Any Time During Treatment
If the client is not male, is the client pregnant at the time of admission?

30. HIV Tested
Has the client been tested for HIV/AIDS?

Detox only programs

Client unable to answer.

31. HIV Test Results
Does the client have the results of the HIV/AIDS test?
Detox only programs

Client unable to answer
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al Illness 

32. Mental Illness

Has the client ever been diagnosed with a mental illness?

33. Emergency Room Use / Mental Health

How many times in the past 30 days has the client received outpatient emergency

services for mental health needs?

Detox only programs

99904 Client unable to answer.

34. Psychiatric Facility Use

How many days in the past 30 days has the client stayed for more than 24 hours in

a hospital or psychiatric facility for mental health needs?

Detox only programs

99904 Client unable to answer.

35. Mental Health Medication

In the past 30 days, has the client taken prescribed medication for mental health needs?

Detox only programs

99904 Client unable to answer
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mily/Social Data 

36. Social Support
How many days in the last 30 days has the client participated in any social support

recovery activities such as:

12-step meetings

Other self-help meetings

Religious/faith recovery or self-help meetings

Meetings of organizations other than those listed above.

Interactions with family member and/or friend support of recovery?

37. Current Living Arrangements
What is the client’s current living arrangement?
Select ‘homeless’ only when Zip Code at Current Residence is ‘00000.’

38. Living with Someone
How many days in the past 30 days has the client lived with someone who uses alcohol or

drugs?

Detox only programs

99904 Client unable to answer.

39. Family Conflict Last 30 Days
How many days in the past 30 days has the client had serious conflicts with members of

their family?

Detox only programs

99904 Client unable to answer. 

40. Number of Children
How many children does the client have aged 17 or less (birth or adopted), whether they live

with the client or not?

Detox only programs

99904 Client unable to answer. 

41. Number of Children Aged 5 Years Or Younger
How many children does the client have age 5 or younger?

Value must be less than or equal to Number of Children

Detox only programs

99904 Client unable to answer. 

42. Number of Children Living with Someone Else
How many of the client’s children aged 17 and under are living with someone else because

of a child protection court order?

Value must be less than or equal to Number of Children

Detox only programs

99904 Client unable to answer. 

43. Number of Children Living with Someone Else and Parental Rights Terminated
If the client has children living with someone else because of a child protection court

order, for how many of these children aged 17 or under have the client’s parental rights

been terminated?

Value must be less than or equal to Number of Children

Detox only programs

99904 Client unable to answer. 

44. Submit completed CalOMS Discharge form
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CAL OMS DATA FORMS 

CAL OMS YOUTH/DETOX DISCHARGE ONLY FOR YOUTH OR DETOX CLIENTS 

LOCATION Avatar CWS Clinician Menu AOD Cal-OMS Youth/Detox Discharge 

RULES Cal-OMS is a statewide client-based data collection and outcomes measurement system 

that enables the Department of Health Care Services (DHCS) to manage and improve the 

provision of Substance Use Disorder (SUD) services at the state, county, and provider 

levels more effectively. CalOMS automates the process of inputting and retrieving 

treatment outcomes data necessary to: 

• Meet federal reporting requirements.

• Document prevention and treatment population demographics

• Identify alcohol and other drug trends and risks.

• Demonstrate service effectiveness.

• Demonstrate that services are cost effective.

• Identify the most effective practices to improve service delivery

STEPS Select the client or if the client is in your recent section, make sure the client is selected (It 

will 
be highlighted) and the CalOMS Youth/Detox Discharge form will appear if that is the 
only CalOMS episode. 

Cal-OMS Youth/Detox Discharge 
1. Discharge Status
2. Consent

Is there a consent form allowing future possible contact, signed by the client, on file
within your agency?

3. Disability
What type of disability /disabilities does the client have, if any?

Only one value is allowed.

Detox only programs

Client unable to answer. 

4. Current First Name
What is the client’s current first name?

5. Current Last Name
What is the client’s current last name?

6. Primary Drug (Code)
What is the client’s primary alcohol or drug problem?

7. Primary Drug (Other)
Provide Drug Name if prompted.

8. What is the client’s primary alcohol or drug problem? Primary Drug Frequency
How many days in the past 30 days has the client used the primary drug?

9. Primary Drug Route of Administration
What is the client’s usual route of administration they use most often for their
primary drug of abuse?

10. Secondary Drug (Code)
What is the client’s secondary alcohol or drug problem?

11. Secondary Drug (Other)
What is the client’s secondary alcohol or drug problem?
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STEPS 12. Secondary Drug Frequency 
How many days in the past 30 days has the client used the secondary drug of 

abuse? 

13. Secondary Drug Route of Administration 
What is the client’s usual route of administration they use most often for the 
secondary drug of abuse? 

14. Alcohol Frequency 
How many days in the past 30 days has the client used alcohol? 

15. Pregnant At Any Time During Treatment 
If the client is not male, is the client pregnant at the time of admission? 

16. Employment Status 

What is the client’s current employment status? 
17. Enrolled in School 

Is the client currently enrolled in school? 

Detox only programs 

Client unable to answer. 

18. Number of Arrests Last 30 Days 

How many times has the client been arrested in the past 30 days? Number of Jail 

Days Last 30 Days? 

Detox only programs 

Client unable to answer. 

19. Mental Illness 

Has the client ever been diagnosed with a mental illness? 

20. Social Support 
How many days in the last 30 days has the client participated in any social 
support recovery activities such as: 
12-step meetings 
Other self-help meetings 
Religious/faith recovery or self-help meetings 
Meetings of organizations other than those listed above. 
Interactions with family member and/or friend support of recovery? 

21. Current Living Arrangements 

Select ‘homeless’ only when Zip Code at Current Residence is ‘00000.’ 
22. Zip Code At Current Residence 

What is the client’s zip code at their current residence? 

Enter value ‘00000’ Homeless only if Current Living Arrangements is ‘Homeless’. 

Detox only program 

99904 Client unable to answer. 

23. Submit completed Cal-OMS Youth/Detox Discharge form 
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LOCATION Avatar CWS Clinician Menu AOD Cal-OMS Administrative Discharge 

RULES Cal-OMS is a statewide client-based data collection and outcomes measurement system 

that enables the Department of Health Care Services (DHCS) to manage and improve the 

provision of Substance Use Disorder (SUD) services at the state, county, and provider 

levels more effectively. CalOMS automates the process of inputting and retrieving 

treatment outcomes data necessary to: 

• Meet federal reporting requirements. 

• Document prevention and treatment population demographics 

• Identify alcohol and other drug trends and risks. 

• Demonstrate service effectiveness. 

• Demonstrate that services are cost effective. 

• Identify the most effective practices to improve service delivery 

STEPS Select the client or if the client is in your recent section, make sure the client is selected (It 

will 
be highlighted) and the Cal-OMS Administrative Discharge form will appear if that is 
the only CalOMS episode. 

Cal-OMS Administrative Discharge 
1.Discharge Status 

Select from the list. 

2.Disability 
What type of disability /disabilities does the client have, if any? 

Only one value is allowed. 

Detox only programs 

Client unable to answer. 

3.Current First Name 
What is the client’s current first name? 

4.Current Last Name 
What is the client’s current last name? 

5.Primary Drug (Code) 
What is the client’s primary alcohol or drug problem? 

6.Primary Drug (Other) 
Provide Drug Name if prompted. 

What is the client’s primary alcohol or drug problem? 
7.Primary Drug Frequency 

How many days in the past 30 days has the client used the primary drug? 

8.Primary Drug Route of Administration 
What is the client’s usual route of administration they use most often for their 
primary drug of abuse? 

9.Pregnant At Any Time During Treatment 
If the client is not male, is the client pregnant at the time of admission? 

10. Submit completed Cal-OMS Administrative Discharge form 
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CAL OMS DATA FORMS 

CAL OMS ANNUAL UPDATE 

LOCATION Avatar CWS Clinician Menu AOD Cal-OMS Annual Update 

RULES Cal-OMS is a statewide client-based data collection and outcomes measurement system 

that enables the Department of Health Care Services (DHCS) to manage and improve the 

provision of Substance Use Disorder (SUD) services at the state, county, and provider 

levels more effectively. CalOMS automates the process of inputting and retrieving 

treatment outcomes data necessary to: 

• Meet federal reporting requirements. 

• Document prevention and treatment population demographics 

• Identify alcohol and other drug trends and risks. 

• Demonstrate service effectiveness. 

• Demonstrate that services are cost effective. 

• Identify the most effective practices to improve service delivery 

68 | P a g e 



 

  
 

                   

 
              

  
 

    

    
    

       

    
       

  
       

    

      

   

     

  
               

    
  

           

     

   

     

      
          

           

   

     

       

 

 

STEPS Select the client or if the client is in your recent section, make sure the client is selected (It 

will 
be highlighted) and the Cal-OMS Annual Update form will appear if that is the only 
CalOMS episode. 

Cal-OMS Annual Update 

1. Annual Update Date
2. Current First Name

What is the client’s current first name?

3. Current Last Name
What is the client’s current last name?

4. SSN
What is the client’s social security number?

Nine-digit social security number

None or not applicable enter 99902.

Detox only program

Client unable to answer 99904. 

5. Consent
Is there a consent form allowing future possible contact, signed by the client, on file
within your agency?

6. Disability
What type of disability /disabilities does the client have, if any?

Only one value is allowed.

Detox only programs

Client unable to answer 99904. 

7. Zip Code At Current Residence
What is the client’s zip code at their current residence?

Enter value ‘00000’ Homeless only if Current Living Arrangements is ‘Homeless’.

Detox only program

99904 Client unable to answer. 

8. Submit completed Cal-OMS Annual Update form

69 | P a g e 



 

  
 

      

    

         

             

  

    

     

         

    
               

      

               

   

    

         

    

         

    

                

 

           

           

     

      

              

    

   

             

   

                

   

    

 

 

STEPS Alcohol and Drug Use Data 

9.Primary Drug (Code) 

What is the client’s primary alcohol or drug problem? 
If ‘Alcohol’ is selected, Alcohol Frequency field will automatically be 99902 None or 
Not Applicable 

10. Primary Drug (Other) 

Provide Drug Name if prompted. 

What is the client’s primary alcohol or drug problem? 
11. Primary Drug Frequency 

How many days in the past 30 days has the client used the primary drug? 

12. Primary Drug Route of Administration 

What is the client’s usual route of administration they use most often for their primary 

drug of abuse? 

13. Secondary Drug (Code) 

What is the client’s secondary alcohol or drug problem? 
14. Secondary Drug (Other) 

What is the client’s secondary alcohol or drug problem? 
15. Secondary Drug Frequency 

How many days in the past 30 days has the client used the secondary drug of 

abuse? 

If ‘None’ is selected, Secondary Drug Frequency, Secondary Drug Route of 
Administration, Secondary Drug Age of First Use fields will automatically be 

99902 None or Not Applicable 

16. Secondary Drug Route of Administration 

What is the client’s usual route of administration they use most often for the 
secondary drug of abuse? 

17. Alcohol Frequency 

How many days in the past 30 days has the client used alcohol? 

18. Needle Use 

How many days has the client used needles to inject drugs in the past 30 days? 

Detox only programs 

Client unable to answer. 
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STEPS Employment Data 

19. Employment Status
What is the client’s current employment status?

20. Work Past 30 Days
How many days was the client paid for working in the past 30 days?

Detox only programs

99904 Client unable to answer. 

21. Enrolled in School
Is the client currently enrolled in school?

Detox only programs

Client unable to answer. 

22. Enrolled in Job Training
Is the client currently enrolled in a job training program?

Detox only programs

Client unable to answer. 

23. Highest School Grade Completed
What is the client’s highest school grade completed? What is the client’s primary

alcohol or drug problem?

Detox only programs

Client unable to answer. 
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STEPS Criminal Justice Data 

24. Number of Arrests Last 30 Days 
How many times has the client been arrested in the past 30 days? Number of Jail 

Days Last 30 Days 

Detox only programs 

Client unable to answer. 

25. Number of Jail Days Last 30 Days 
How many days has the client been in jail in the past 30 days? 

Detox only programs 

Client unable to answer. 

26. Number of Prison Days Last 30 Days 
How many days has the client been in prison in the past 30 days? 

Detox only programs 

Client unable to answer 
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STEPS Medical/Physical Health Data 

27. Emergency Room Last 30 Days
How many times has the client visited an emergency room in the past 30 days for

physical health problems?

Detox only programs

Client unable to answer. 

28. Hospital Overnight Last 30 Days
How many days has the client stayed overnight in a hospital in the last 30 days for

physical health problems?

Detox only programs

Client unable to answer. 

29. Medical Problems Last 30 Days
How many days in the past 30 days has the client experienced physical health

problems?

Medical Problems must be greater than 0 if Emergency or Overnight last 30 days

are greater.

than 0.

Detox only programs

Client unable to answer. 

30. Pregnant At Any Time During Treatment
If the client is not male, is the client pregnant at the time of admission?

31. HIV Tested
Has the client been tested for HIV/AIDS?

Detox only programs

Client unable to answer. 

32. HIV Test Results
Does the client have the results of the HIV/AIDS test?
Detox only programs

Client unable to answer 
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Mental Illness STEPS 

33. Mental Illness 
Has the client ever been diagnosed with a mental illness? 

34. Emergency Room Use / Mental Health 
How many times in the past 30 days has the client received outpatient emergency 
services for mental health needs? 

Detox only programs 

99904 Client unable to answer. 

35. Psychiatric Facility Use 
How many days in the past 30 days has the client stayed for more than 24 hours in a 
hospital or psychiatric facility for mental health needs? 

Detox only programs 

99904 Client unable to answer. 

36. Mental Health Medication 
In the past 30 days, has the client taken prescribed medication for mental health 
needs? 

Detox only programs 

Client unable to answer 

74 | P a g e 



 

  
 

   

   
               

      
   

    
      

         
          

    
           

    
                

    
   

     

      
               

     
   

     

    
              

         
   

     

         
           

           
   

     

        
              
         

           

   

     

            
              

               
     

           
   

     

       

 

Family/Social Data STEPS 

33. Social Support
How many days in the last 30 days has the client participated in any social
support recovery activities such as:
12-step meetings
Other self-help meetings
Religious/faith recovery or self-help meetings
Meetings of organizations other than those listed above.
Interactions with family member and/or friend support of recovery?

34. Current Living Arrangements
Select ‘homeless’ only when Zip Code at Current Residence is ‘00000.’

35. Living with Someone
How many days in the past 30 days has the client lived with someone who uses
alcohol or drugs?
Detox only programs

99904 Client unable to answer.

36. Family Conflict Last 30 Days
How many days in the past 30 days has the client had serious conflicts with
members of their family?
Detox only programs

99904 Client unable to answer. 

37. Number of Children
How many children does the client have aged 17 or less (birth or adopted),
whether they live with the client or not?
Detox only programs

99904 Client unable to answer. 

38. Number of Children Aged 5 Years Or Younger
How many children does the client have age 5 or younger?
Value must be less than or equal to Number of Children
Detox only programs

99904 Client unable to answer. 

39. Number of Children Living with Someone Else
How many of the client’s children aged 17 and under are living with someone
else because of a child protection court order?
Value must be less than or equal to Number of Children

Detox only programs

99904 Client unable to answer. 

40. Number of Children Living with Someone Else and Parental Rights Terminated
If the client has children living with someone else because of a child protection
court order, for how many of these children aged 17 or under have the client’s
parental rights been terminated?
Value must be less than or equal to Number of Children
Detox only programs

99904 Client unable to answer. 

41. Submit completed CalOMS Annual Update form
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CLIENT RELATIONSHIPS 

LOCATION CWS Clinician Menu Client Relationships 

PURPOSE The client relationships option is the central point for all client contacts. 

Use this form to document emergency contact information. 

including emergency contacts or other providers involved in the client’s care. 

RULES • Authorization for Disclosure is necessary for Emergency Contact person.

• May be update as necessary.

• Ensure to enter at least one method to contact individuals

STEPS Select the client. 

1. Enter the date of entry (today) or click “T” for today and continue to the section.

2. Click on Relationships section on the left.

3. Click on the Add New Item button as seen in the image below, this will add a new

row to allow information to be entered.

4. Select the Type of Relationship from the drop-down box AND Enter the persons

Last Name/ Agency Name & the persons First Name

5. Enter the person’s address, City, State and Zip Code Information

6. Click on this button if you would like to see a historical report of the client’s

contact information.

7. Enter the person’s telephone information and Email address if available.

8. Enter relationship Start and End Dates, and the best time to reach contact.

9. Select from drop down menu “Release Available?” and release of information

dates.

10. Select from the drop-down menu for the following questions:

a. Legal Guardian?

b. Emergency Contact?

c. Next of Kin?

d. Enter any notes if necessary.

11. Submit
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ONSET OF SERVICES 

LOCATION AVATAR CWS→CLINICIAN MENU→ONSET OF SERVICES 

PURPOSE This form is used to obtain informed consent from the client when they initiate services. 
This form is to be signed by a minor age 12 or older. You will only need to complete this 
form ONCE, not on an annual basis. The only circumstance where this form will need to 
be completed again is if a client has been discharged and not had any case coordinated 

services for more than 365 consecutive days. 

When you Submit the form, a report will generate based on the selections of the report. 

You are also able to run a standalone report if needed – 134 Onset of Services Report 

To view generic versions of the reports for any specific section, click on the blue 

hyperlinks that are located at the top of each section within the Onset of Services Form. 

As you begin to complete this form you will notice that some of the fields will be 
deactivated, and depending on the selection made, other fields will be required. 

RULES Complete each of the sections within the form: 

• Informed Consent

• Minor Consent

• Consumer Rights

• Notice of Privacy Practices

• Authorization to Use, Exchange and/or Disclose Confidential Behavioral Health
Information WITHIN Monterey County Behavioral Health

• Revoke Authorization (This needs to complete ONLY if there is a need to revoke
the authorization)

• Problem Resolution

79 | P a g e 



 

  
 

   
 

 

              
       

               
 

  
   
  

             
 

          
   

            
           

    
       

        
           

    
       

 
          

         
  

           
       

            
       

           
    

       
           

 
          

          
 

         
          

 
              

  
                 

 
              

 
          
               

                

 

STEPS -
INFORMED 
CONSENT 

Once you have selected the client you will be taken directly into the form. 
1. Was the informed consent scanned? 

a. If Yes, the rest of the informed consent will deactivate except for the 
following: 

i. Date 
ii. Staff Name 
iii. Time 

b. If No, the rest of the informed consent section will be required. 

2. If applicable, was the informed consent interpreted/translated in the 
client’s/representative’s preferred language? 

a. If Yes, you will need to complete the following required questions: 
i. What is the client or representative’s preferred language? (if other 

than English or Spanish) 
ii. Notes on interpretation of informed consent 

b. If N/A the following will be deactivated: 
i. What is the client or representative’s preferred language? (if other 

than English or Spanish) 
ii. Notes on interpretation of informed consent 

3. By signing below the client of their representative acknowledges 
understanding the informed consent for MCBH services, complete the 
following fields: 

a. Client/Representative Signature: If the client is unable to sign; their 
representative will sign the consent. 

b. Name of representative completing this form: Enter the name of the 
representative if they signed the informed consent. 

c. Relationship to client: Enter the relationship if any, between the 
representative and the client. 

d. Date: This field is always required 
4. Client or representative refuses to sign informed consent for MCBH 

services. 
a. If yes, you will need to complete the following: 

i. Client or representative’s reason for refusing to sign informed 
consent. 

b. If N/A, the following field will be deactivated. 
i. Client or representative’s reason for refusing to sign informed 

consent. 
5. Witness (Staff) signature: this field needs to be signed by the staff completing 

the form. 
6. Staff Name: This is a required field. Enter the name of the staff completing the 

form. 
7. Date (Staff Signature): the Date of when the Witness (staff) signed the informed 

consent. 
8. Time: Enter the time the informed consent was signed. 
9. The printed Informed Consent will be in: Select the language the client would 

like to have the informed consent printed. The options are English or Spanish. 
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RULES This form is to be filled out by a minor age 12 or older in addition to the Informed Consent 
Section. 
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STEPS -
MINOR 
CONSENT 

1. Is this applicable? 
a. If this section does not apply to the client, please select “No”. Once No is 

selected the remainder of the Minor Consent Section will be deactivated 
and you can continue to the Consumer Rights section of the Form. 

b. If this section is applicable to the client continue filling out the Minor consent 
section. 

2. Was the Minor consent scanned? 
a. If Yes, the rest of the minor consent will deactivate except for the following: 

i. Date 
ii. Staff Name 
iii. Time 

b. If No, the rest of the minor consent section will be required. 
3. I can give my own consent to these services because I am a minor that is 

(select one): The client will select one of the following reasons. 
a. I am a minor seeking "sensitive" services (e.g., outpatient mental health 

services and/or substance abuse treatment) 
b. I am emancipated (e.g., married, active U.S. military, or by court order) 
c. I am a self-sufficient minor (15 years or older, living separate and apart from 

parent/legal guardian and managing my own finances) 
4. If applicable, was the Minor Consent interpreted/translated in the client’s 

preferred language? 
a. If Yes, you will need to complete the following required questions: 

i. What is the client or representative’s preferred language? (if other 
than English or Spanish) 

ii. Notes on interpretation/translation of Minor Consent 
b. If N/A the following will be deactivated: 

i. What is the client or representative’s preferred language? (if other 
than English or Spanish) 

ii. Notes on interpretation/translation of Minor Consent 
5. By signing below, the client acknowledges understanding the Minor Consent 

for MCBH Services. 
a. Client Signature: this must be signed by the Minor if the client is 12 or 

over. 
6. Client refuses to sign Minor Consent for MCBH Services 

a. If yes, you will need to complete the following: 
i. Client’s reason for refusing to sign Minor Consent section. 

b. If N/A, the following field will be deactivated. 
i. Client’s reason for refusing to sign Minor Consent section. 

7. Witness (Staff) signature: this field needs to be signed by the staff completing the 
section. 

8. Staff Name: This is a required field. Enter the name of the staff completing the 
section. 

9. Date (Staff Signature): the Date of when the Witness (staff) signed the minor 
consent. 

10. Time: Enter the time the minor consent was signed. 
11. The printed Minor Consent will be in: Select the language the client would like 

to have the minor consent printed. The options are English or Spanish. 
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RULES This form must be offered to clients receiving services. 

STEPS – 
CONSUMER 
RIGHTS 

1. Date Consumer Rights offered to client? – This is the date that the 
form was offered to the client 

2. If applicable, was the Consumer Rights interpreted/translated in 
the client’s/representative’s preferred language? 

a. If Yes, you will need to complete the following required 
questions: 

i. Client or representative’s preferred language? (if other 
than English or Spanish) 

ii. Notes on interpretation/translation of Consumer Rights 
b. If N/A the following will be deactivated: 

i. Client or representative’s preferred language? (if other 
than English or Spanish) 

ii. Notes on interpretation/translation of Consumer Rights 
3. Client or representative accepted copy of Consumer Rights? 

a. If Yes, you will need to complete the following required field. 
i. Client’s or representative’s reason for refusing copy of 

Consumer Rights 
b. If No, the following will be deactivated: 

i. Client’s or representative’s reason for refusing copy of 
Consumer Rights 

c. Client Signature: this must be signed by the Minor if the client 
is 12 or over. 

4. The printed Consumer Rights will be in: Select the language the 
client would like to have the consumer rights printed. The options are 
English or Spanish. 
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RULES 

STEPS – 
NOTICE OF 
PRIVACY 
PRACTICES 

This form must be GIVEN to clients receiving services. 

1. Date Notice of Privacy Practice GIVEN to client? – This is the date that the form 
was GIVEN to the client 

2. If applicable, was the Notice of Privacy Practices interpreted/translated in the 
client’s/representative’s preferred language? 

a. If Yes, you will need to complete the following required questions: 
i. Client or representative’s preferred language? (if other than English 

or Spanish) 
ii. Notes on interpretation/translation of Notice of Privacy Practices 

b. If N/A the following will be deactivated: 
i. Client or representative’s preferred language? (if other than English 

or Spanish) 
ii. Notes on interpretation/translation of Notice of Privacy Practices 

3. The printed Notice of Privacy Practices will be in: Select the language the 
client would like to have the Notice of Privacy Practices printed. The options are 
English or Spanish. 

86 | P a g e 



 

  
 

             
             

           
          

            
             
      

          
       

             
       

   
 

  
 

 
  

 
 

 
 

 
 

 
 

 

          
       

            
 

  
   
  

           
 

            
         
     
        
        
        

             
  

            
 

           
          

     

           

          

        

          
               

             
       

         
       

 
            

         
   

        
        

         
   

        
          

RULES 

STEPS – 
AUTHORIZATION 
FOR USE, 
EXCHANGE, 
AND/OR 
DISCLOSURE OF 
CONFIDENTIAL 
BEHAVIORAL 
HEALTH 
INFORMATION 
WITHIN 
MONTEREY 
COUNTY 
BEHAVIORAL 
HEALTH 

The completion of this document authorizes the use or release of confidential 
behavioral health information about the client. It is important that they complete this 
Authorization prior to receiving services from the Monterey County Behavioral Health 
(MCBH) to use, exchange, or disclose confidential behavioral health information 
about the client within Monterey County Behavioral Health programs and with any 
clinician who works within the program, regardless of discipline, for the purpose of 
enabling the program and its staff: 

1. To evaluate the client’s need for behavioral health services, including
participation in a co-occurring disorders program, and

2. To provide and coordinate the care the client receives which may include
both mental health and substance abuse treatment.

1. Was the Authorization for Use, Exchange, and/or Disclosure of
Confidential Behavioral Health Information WITHIN MCBH scanned?

a. If Yes, the rest of the Authorization… will deactivate except for the
following:

i. Date
ii. Staff Name
iii. Time

b. If No, the rest of the Authorization… section will be required.

2. This authorization is being completed by? The report will print information
based on the selection made on this section.

a. Adult client or representative
b. Minor client of consenting age or representative
c. Parent of minor not of consenting age
d. Representative of minor not of consenting age

3. Client or representative is authorizing - Select who will be disclosing the
information.

a. MCBH AOD Provider = this is strictly an Alcohol and Other Drug
provider

b. MCBH MH Provider = this is strictly Mental Health Provider (which
does not even offer any dual diagnosis of substance abuse
counseling within its services)

NOTE: Both boxes should be checked for disclosure of services provided 

through MCBH since our electronic health record contains information about 

mental health services and substance abuse services. 

4. I understand the MCBH utilizes and electronic health records system
and all the providers who may be involved in my or my child’s care may
access that record. (Select One) This selection is to determine when the
authorization will no longer be in effect.

5. If applicable, was the Authorization for Use...interpreted/translated into
the client’s/representative’s preferred language (besides English or
Spanish)

a. If Yes, you will need to complete the following required questions:
i. Client or representative’s preferred language? (if other than

English or Spanish)
ii. Notes on interpretation/translation of Authorization for Use…

b. If N/A the following will be deactivated:
i. Client or representative’s preferred language? (if other than

English or Spanish)
ii. Notes on interpretation/translation of Authorization for Use…

6. Client Signature – Client or representative will sign authorization.
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a. If not client, name of representative completing this form – Enter 
the name of the person completing this section IF the client is unable 
to sign or complete this section. Enter in this format: 
LASTNAME,FIRSTNAME 

b. Relationship to client - Enter the relationship between the client and 
the representative if any. 

7. Client or representative refuses to sign Authorization for Use… 
a. If yes, you will need to complete the following: 

i. Client’s reason for refusing to sign Authorization for Use… 
b. If N/A, the following field will be deactivated. 

i. Client’s reason for refusing to sign Authorization for Use… 
8. Witness (Staff) signature: this field needs to be signed by the staff 

completing the section. 
9. Staff Name: This is a required field. Enter the name of the staff completing 

the section. 
10. Date – Enter the date this section was completed. 
11. Time: Enter the time this section was completed 
12. The printed Authorization for Use… will be in: Select the language the 

client would like to have the Authorization printed. The options are English or 
Spanish. 
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RULES 

STEPS – 
REVOKE 
AUTHORIZATION 

This section of the Onset of Services will be completed when and if there is a need 
to REVOKE the existing Authorization for Use, Exchange, and/or Disclosure of 
Confidential information WITHIN MCBH 

1. Was this revoked Authorization scanned?
a. If Yes, you will need to complete the following required questions:

i. Date authorization revoked - This is the actual date the client
relayed the information of revoking the authorization.

ii. Staff Name - Enter the STAFF name of the person who is
receiving the information that the client is revoking this
Authorization.

iii. Notes on revocation of authorization- Enter the reason why
the client is revoking this authorization.

If the Revoke Authorization was not scanned, the questions are not required. 
However, if you receive the notification from the client verbally you will need to 
complete all questions. 
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RULES Clients will not be subjected to discrimination, intimidation, or any other retaliation for 
expressing concerns, filing a Grievance or Appeal. If a client is unhappy with any issue 
related to the mental health services they are receiving, they have options that may help 
them with the resolution of these issues. 
This form will be offered to client. 

STEPS – 
PROBLEM 
RESOLUTION 

1. Date Problem Resolution was offered to the client - Enter the date staff 
offered this form to the client. 

2. If applicable, was the Problem Resolution Form interpreted/translated into 
the client’s/ representative’s preferred language -

a. If Yes, you will need to complete the following required questions: 
i. Client or representative’s preferred language? (if other than 

English or Spanish) 
ii. Notes on interpretation/translation of Problem Resolution 

b. If N/A the following will be deactivated: 
i. Client or representative’s preferred language? (if other than 

English or Spanish) 
ii. Notes on interpretation/translation of Problem Resolution 

3. Client or representative accepted copy of the Problem Resolution Form? 
a. If Yes, the following question will be deactivated. 

i. Client’s or representative’s reason for refusing copy of Problem 
Resolution form. 

b. If No, the following question will be required. 
i. Client’s or representative’s reason for refusing copy of Problem 

Resolution Form. 
4. The printed Problem Resolution will be in: Select the language the client 

would like to have the Problem Resolution printed. The options are English or 
Spanish. 
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DOCUMENT CAPTURE 

This chapter will cover how to import a document from a file on your computer or an attachment from an 
email. This feature allows you to scan historical paper charts into a current electronic medical record 
system. A benefit of using document imaging is that documents are unalterable and become part of the 
client’s electronic medical record. Staff can process medical records requests in an efficient and timely 
manner to better serve our clients. 

LOCATION AvatarPM → Radplus Utilities → Document Management 

PURPOSE The purpose of the “Document Capture” form is to be able to import scanned documents 
into the client’s electronic health record and integrate both paper documents and 
electronic documents. 

Our goal is to assure that all clinical information is shared internally in an effective and 
efficient manner. 

RULES •Document Capture must be launched from the client chart overview (double click on
the client ID/Name)

•All documents must be imported as NON-EPISODIC

•Scanning categories for County staff do not have a prefix. Contracted providers start
with the agency name or their Abbreviated agency initials. (see below)

▪ Community Human Resources = CHS
▪ Door To Hope = DTH
▪ Interim Inc = Interim
▪ FSA of San Francisco =PREP
▪ Pajaro Valley Prevention Agency = PVPSA
▪ Sun Street Centers = SSC
▪ USC Telehealth = USCT
▪ Valley Health Associates = VHA
▪ The Village Project = Village
▪ Young Women’s Christian Association = YWCA

• In the description enter the following:
o Title of the document you are scanning.
o The date that is in the document, such as assessment date, IEP date, lab

date, consent date, etc. (NOT the date you are scanning)
o Where the document is coming from

▪ Example: “Lab Report 3/1/2016 LabCorp”

STEPS 1. Search for the client – double click on the client name/number to get to the client
chart OVERVIEW.

2. Once in the chart overview, select “Document Capture.”
3. When prompted to select Episode Number, click OK. DO NOT SELECT an

episode.
4. If you are prompted “How would you like to capture documents?” Select “Import”
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STEPS 5. You can capture a document 2 different ways
a. Click on “Capture” located on the top left corner.
b. Or, click on the large paper icon located in the center of the screen

STEPS 6. in the “Select Files” box, click on Browse.
7. Select the document you are uploading for the selected client.
8. Click on “Open”
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STEPS 9. Verify that the file has been selected, then press “Done” 
10. Verify the Document Properties are correct. 
11. Document Type: Use the drop down menu to select a category 
12. Document Date: Leave this field alone. The date will default in for the day you 

imported the document 
13. Document Description: Enter the description of the scanned document. Such 

as 
a. Name of the document 
b. Date in the document 

14. Once you have verified the document has been imported and you have entered 
the items 11-13, click on Save. 

15. Once you see “Save was successful” and “Document Added to Avatar!” the 
document has been successfully imported into the client chart. 

To add additional documents for the same client, repeat the steps. Otherwise, to view 

the documents captured, click on then refresh 
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SCANNED DOCUMENT CATEGORIES 

• 26.5 REFERRAL: For 26.5 referrals from the schools 

• ACCOUNT ADJUSTMENT: Account Adjustment form received from the billing department when a 

clinician/PAR is adjusting the clients UMDAP information. 

• ADJUNCT ASSESSMENTS: such as Assessments from the Crisis Unit 

• AOD: Alcohol and Other Drug Program Information 

• APS/CPS MANDATED REPORTS: Adult Protection Services and Child Protection Services – 
mandated reports 

• BH CONSENT: Signed consent forms 

• CLINICAL DOCUMENTS: Other documents not covered in the EMR that are generated from clinical 

staff. 

• CONTROLLED SUBSTANCE PRESCRIPTIONS: For medication prescriptions that require a 

controlled substance prescription be handed to the client. 

• COURT/LEGAL DOCUMENTS: Conservatorship documents, court orders, 5150, CPS reports, APS 

reports, CNC court updates, probation documentation, booking info, and attorney letters. 

• CRISIS ASSESSMENT: All Crisis Assessments are to be scanned under this category. 

• FINANCIAL: For clients financial information 

• HISTORICAL CHART: information previously in the paper chart 

• PHOTO IDENTIFICATION: Copy of the client’s driver license or valid ID 

• IEP (INDIVIDUALIZED EDUCATION PLAN): for the Copy of the Individualized Education Plan 

• INCOMING CORRESPONDENCE: Documentation related to client’s physical health care such as 
documents from primary care physicians and Letters coming into the clinic related to the client, NOT 

including legal correspondence or documents from service providers. 

• INSURANCE, MEDI-CAL & MEDICARE CARD: Copy of client’s insurance cards, private, including 
Medi-cal and Medicare. 

• INTERIM: Documents from our Interim programs 

• LABS: Labs received from multiple sources 

• MEDICATION CONSENT: Various medication consents signed by client given by MD. 

• MEDICATION PROGRESS NOTES: Is used for historic progress notes that were in the client’s 
paper chart. 

• OUTGOING CORRESPONDENCE: Letters sent from behavioral health office, such as letters from 

clinical staff. 

• PRIMARY CARE DOCUMENTATION: Documents received from clients primary care physician 

office. 

• PROVIDER DOCUMENTATION: Treatment plans from outside providers, treatments updates from 

providers, letters or other or other documentations related to services from a service provider (e.g., 

Interim Inc., Kinship center, Manzanita, CHOMP, NMC discharge info. Crisis intake info, etc.) 

• REFERRAL: Use this category for all Referrals except for the 26.5 Referral 

• PSYC TESTING MATERIALS: 

• RELEASE OF INFORMATION: The purple form signed by clients. 

• SAFETY PLAN: 

• SSA LETTERS: Letters or documents from The Social Security Administration related to benefits, 

and the request of medical records. 

• STRENGTHS ASSESSMENT: Strengths assessments 

• TAR PACKET: Treatment Authorization Requests that are received from hospitals. 
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ADDING DOCUMENT CAPTURE TO CHART OVERVIEW 

This will allow you to easily access Document Capture from within the client’s chart overview. 

STEPS-
ADDING 
DOCUMENT 
CAPTURE 

Go to your clients Chart Overview. 

1. Click on “Customize Forms”
2. Click on the green plus sign on the right of the screen.
3. Name the form group: Document Capture - Scanning
4. Add the form by clicking on the green plus sign.
5. Search for the form Document Capture. Select by double clicking on the form

name.
6. Click “Submit”

1 2 

3 4 

5 

6 
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VIEWING SCANNED DOCUMENTS FROM CHART VIEW 

You can view scanned documents From CHART VIEW. 

STEPS-
VIEWING 
SCANNED 
DOCUMENTS 

Go to your clients Chart Overview. On the left side of the screen, you will see a 

Documents Category. 

7. Click on My Avatar Scans 
8. Select the documents you want to view or Print. 
9. Press on the View button or on the Print Selected to Print 
10. To close and go back to the chart view section 
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VIEWING SCANNED DOCUMENTS FROM CLINICAL DOCUMENT VIEWER 

LOCATION Avatar CWS → Document Management →Clinical Document Viewer 

STEPS- 1. Select type: “Client.”
VIEWING 2. Select All or Individual Chart: “Individual”
SCANNED 3. Enter the client ID or Client Name of the person you want to view the scanned
DOCUMENTS documents for

4. For Episode: Select Non Episodic (Documents are scanned on a client level)
5. Click on Process
6. Select the documents you want to view.
7. Press on the View button.
8. To close and go back to the chart view section
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ACCIDENTAL/INCORRECT CLIENT ACCESS 

LOCATION AVATAR CWS→CLINICIAN MENU→ACCIDENTAL/INCORRECT CLIENT ACCESS 

PURPOSE To protect client’s confidentiality only those individuals who are authorized to access the 
client’s health information for treatment purposes may do so. It is our policy that no staff 
member may access a client’s health record for their own personal gain. We recognize that 
there may be times when a staff member enters a client number incorrectly and gains access 
to a client’s record in error. As a result, we have developed this form to more accurately 
document when a client’s health record has been accessed in error. 

This form will be used for audit purposes to evaluate who has accessed the record and for 
what purpose. This form may also help staff members recall the reason the record was 

accessed and when the error occurred, if this is ever in question. 

RULES This form shall be completed by the staff member who accessed the client’s health record in 
error. The staff member will enter a brief description of the error (i.e., wrong client number 

entered). 

Do not enter another client’s name in the description. 

STEPS 1. Select Accidental/Incorrect Client Access
2. Enter your NTID (your Avatar USERNAME) and select.
3. The first time you enter data into this form it will default open to the form. If you have

previously entered data, from the pre-display select ADD to enter new information or
Edit to make changes to an existing entry.

4. Enter the date of the Incorrect client was accessed.
5. Enter the Client ID or Name of the INCORRECT client.
6. Enter the Client ID or Name of the CORRECT client.
7. Enter a description of why or how you accessed INCORRECT client. (i.e., wrong client

number entered).
8. Submit.

105 | P a g e 



 

  
 

 

 

 

 

 

  

106 | P a g e 



 

  
 

   

         

      

          

     
               

   
      
             
          
         
             
           
      
  

 

 

 

  

ACCOUNT OF DISCLOSURE 

LOCATION Avatar CWS → Quality Assurance → Account of Disclosure 

PURPOSE Track Information released from record. 

RULES This form is required when information is released. 

STEPS Select the client. 
If there are previous entries, you will see a pre-display screen- To enter a new 
disclosure click “Add.” 

1. Enter the Date of Disclosure
2. Enter the information of the Agency you are disclosing the information to
3. Enter a description of the information that was disclosed.
4. Enter a reason why the information was disclosed.
5. Is there an authorization to release this information? Select yes or no.
6. Enter the Name of the Staff that release the information.
7. Enter any comments if necessary.
8. Submit
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LOCATION CWS →CLINICIAN MENU →GENERAL AUTHORIZATION FOR DISCLOSURE OF 

CONFIDENTIAL HEALTH INFORMATION 

PURPOSE This form is used to obtain client consent prior to disclosure of information in 
accordance with regulations. 

RULES Complete an authorization for everyone PRIOR to any disclosure. 
Follows confidentiality regulations for permissible disclosure of protected health 
information 

STEPS Select the client or if the client is in your recent clients section, make sure he is the 
selected client (it will be highlighted). 

1. Select whether form was scanned (completed on paper and scanned in 
health record) 

2. Enter the entity(ies) or individual permitted to disclose the information. 
3. Select the type of health information that may be disclosed. 
4. Enter the amount and kind of information to be disclosed. 
5. Enter the names of the individuals to WHOM information may be disclosed. 
6. Enter the entity(ies) to WHOM the information may be disclosed. The client 

has a treating provider relationship with this entity. 
a. Treating Provider Relationship means a provider who can assess, 

diagnose, and treat. 
7. Enter the purpose for the disclosure. 
8. Client initials. Use signature pad by clicking “get signature” button. 
9. Select when authorization to expires. 
10. Client signature to authorize disclosure. To get client signature by clicking on 

“get signature” and date of signature. If a representative is signing for the 
client; indicate their name and relationship. 

11. Indicate whether authorization was interpreted/translated in language other 
than English/Spanish 

12. Indicate if copy of authorization was accepted to client/representative. 
13. Designate the language which this document will print 
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STEPS 1. Indicate if form was scanned in health record.
2. Date authorization was revoked; staff completing revocation; and reason for

revocation
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LOCATION CWS →CLINICIAN MENU →WITHIN AUTHORIZATION FOR DISCLOSURE OF 

CONFIDENTIAL HEALTH INFORMATION 

PURPOSE This form is used to obtain client consent to save information within the Monterey 
County Behavioral Health electronic health record, Avatar. As a behavioral health 
system, a holistic treatment of care is ideal. 

RULES Complete the “WITHIN” authorization for each individual as they enter treatment. 
The “WITHIN” authorization is placed within the onset of services form and is also 
available as a stand-alone form. PRIOR to any disclosure 
Must be completed at least once at time of admission. 
May be completed by multiple programs, however, only required to be completed 
once at start of services or when there is a break in all services for 365 days or 
greater. 
The “WITHIN” authorization has been prefilled to meet the sharing of information 
between MCBH and its contracted providers. 
May be revoked at any time. 
Contact MCBH QI at 755-4545 to request disclosure protection if the client 
refuses or revokes the “WITHIN” authorization. 
Follows confidentiality regulations for permissible disclosure of protected health 
information 

STEPS Select the client or if the client is in your recent clients section, make sure he is the 
selected client (it will be highlighted). This section has been pre-filled to meet the 
needs of the integrated record; however, you may add additional program information 
as necessary) 

1. Select whether form was scanned (completed on paper and scanned in 
health record) 

2. Enter Specific entity, program, or individual who is permitted to disclose 
information. 

3. Select the type of health information that may be disclosed. 
a. Additional information is necessary for Substance Use Disorder 

services; amount and kind of information must explicitly be 
identified. 

4. Enter the names of the individuals to WHOM information may be disclosed 
(there is NO treating provider relationship) Generally, this section will be 
left blank for the “WITHIN” authorization because MCBH and its contracted 
providers have a “treating relationship” with the client (see #5 below) 

5. Enter the entity(ies) to WHOM the information may be disclosed. The client 
has a treating provider relationship with this entity. 

a. Treating Provider Relationship means a provider who can assess, 
diagnose, and treat. 

6. Enter “third-party” information. 
7. Enter the explicit purpose for the disclosure. 
8. Client initials. Use signature pad by clicking “get signature” button. 
9. Select when authorization to expires. 
10. Client signature to authorize disclosure. To get client signature by clicking on 

“get signature” and date of signature. If a representative is signing for the 
client; indicate their name and relationship. 
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STEPS 11. Select when the authorization expires. 
12. Notify client of their rights and warnings 
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STEPS – 
REVOKE 
AUTHORIZATION 

1. Is the client requesting to revoke this Authorization for Use, Exchange,
and/or Disclosure of Confidential Information WITHIN MCBH? Select Yes
or No
Was this revoked Authorization scanned?

a. If Yes, you will need to complete the following required questions:
i. Date authorization revoked - This is the actual date the client

relayed the information of revoking the authorization.
ii. Staff Name - Enter the STAFF name of the person who is

receiving the information that the client is revoking this
Authorization.

iii. Notes on revocation of authorization- Enter the reason why the
client is revoking this authorization.

b. If No, skip these questions.
11. 
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BENZO/METHADONE/SUBOXONE CONSENT 

LOCATION CWS →CLINICIAN MENU →Benzo/Methadone/Suboxone Consent 

PURPOSE The purpose of this form is to documents consent to risks and benefits of these 
medications 

RULES Scan completed document in “Consents” category. 
For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date consent was completed. 
2. Select if the consent was scanned. 
3. Enter the date the consent was scanned 
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OTP ADMISSION CRITERIA CHECK LIST 

LOCATION CWS →CLINICIAN MENU →OTP ADMISSION CRITERIA CHECKLIST 

PURPOSE This optional form is used by OTP programs who choose to scan the program’s checklist 
document. 

RULES Optional 
Scan program document in “Program Specific Documentation” category 
For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date the check list was completed.
2. Select if the check list was scanned.
3. Enter the date the check list was scanned
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OTP CONSENT TO TREATMENT 

LOCATION CWS →CLINICIAN MENU →PHYSICAL EXAM 

PURPOSE This optional form is used by OTP programs 

RULES Scan document in “Consents” category 
For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date consent was completed. 
2. Select if the consent was scanned. 
3. Enter the date the consent was scanned 
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OTP MULTIPLE REGISTRANTS/VISITING PATIENTS 

LOCATION CWS →CLINICIAN MENU →OTP MULTIPLE REGISTRANTS/VISITING PATIENTS 

PURPOSE Opioid Treatment Programs (OTP) are required to demonstrate evidence of verification to 
ensure an individual is not receiving OTP/NTP services within a 200-mile radius prior to 
admission to OTP/NTP program. Documentation must also include advisement on 
program’s responsibility of the patient. 

Temporary dosing responsibilities require proper documentation prior to taking patient 
responsibility. 

A signed authorization for disclosure must be obtained prior to contacting OTP/NTP 
programs, in accordance with Part 2 regulations. 

RULES • Select the agency from whom the information will be requested.

• Scan OTP consent form in “multiple registrants” category

• For directions on scanning see: Document Capture

STEPS Select the client. 

1. Enter the date the form was sent.
2. Select the agency from whom the information is being requested.
3. If agency is not on list, enter the name of the agency in the “other agency”

section.
4. Enter the fax number for the program who the information is being requested.
5. Select if the request was scanned in the health record.
6. Enter the date the form was scanned in the health record.
7. Enter the name of the staff sending the request.

Click SUBMIT to save the information entered on the form. 

For Results: 
When results are received, enter information in the results section of this form. 

8. Open the form, click on “results” section of the form (left hand side of form)
9. Select if the results documents were scanned.
10. Enter date the result was scanned in health record.
11. Enter the staff name who received the results.

Click SUBMIT to save the information entered on the form. 
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OTP PHYSICIAN ADMISSION ORDERS 

LOCATION CWS →CLINICIAN MENU →OTP PHYSICIAN ADMISSION ORDERS 

PURPOSE Physician’s orders must include evidence of physical dependence and addition to 
opiates. Including evidence of observed signs of physical dependence or results of initial 
rests or analysis of illicit drug use, evidence confirming history of at least 2 years of 
unsuccessful attempts in withdrawal, etc. 

Detox treatment episode regulations apply, when applicable 

RULES Scan these documents in the “Physician Orders” category. 
For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date the order was completed.
2. Select if the order was scanned.
3. Enter the date the order was scanned
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OTP COWS 

LOCATION CWS →CLINICIAN MENU →OTP COWS 

PURPOSE The optional form is used by OTP programs; program level decision 

RULES Scan form in these “OTP COWS” category 
For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date document was completed. 
2. Select whether document was scanned. 
3. Enter the date the document was scanned 
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OTP STEP LEVEL JUSTIFICATION 

LOCATION  CWS  →CLINICIAN  MENU  →OTP S TEP  LEVEL  JUSTIFICATION  

PURPOSE  This  form  is  used  to  capture  information  on  step-level  schedules  for  Take-Home  
medication  privileges.    

RULES  Program-level  form  will  be  used  to  document  this.   
Progress  note  reflecting  discussion  with  patient  should  be  made.  
Scan  documents  in  “Step  Level”  category  
For  directions  on  scanning  see:  Document  Capture  

STEPS  Select  the  client.   

1. Enter  the  date  the  form  was  completed. 
2. Select  if  the  form  was  scanned. 
3. Enter  the  date  the  form  was  scanned  
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SUD SCREENING 

LOCATION  Avatar  PM  → SUD  → SUD  SCREENING  

PURPOSE  The  SUD  Screening  Tool  may  be  conducted  by  individuals  who  completed  the  ASAM  
Training  and:   

• Monterey  County  Behavioral  Health: 
o a  Social  Worker  III  or  Licensed  Practitioner  of  the  Healing  Arts  (LPHA)  to 

determine  which  level  of  care  may  best  serve  the  needs.  

• DMC- ODS P rovider: 
o A r egistered  or  certified  drug  and  alcohol  counselor  or  Licensed  Practitioner  of 

the  Healing  Arts  (LPHA)  to  determine  which  level  of  care  may  best  serve  the 
needs. 

RULES  This  screening  tool  should  be  completed  on  the  same  day  the  beneficiary  requests  services.   

STEPS  Select a client.          
• Search  “SUD  Screening”  in the “search forms” box.
• Select  the  episode  number.  
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STEPS DMC-ODS Screen section: (complete all required fields in red)

• Draft/Final: finalize form once all fields are complete.

• Date of Request

• Time of Request

• Type of Contact

• Perinatal Client

• Urgent

• Referral Source

STEPS Complete Dimension 1 – Withdrawal / Detoxification Potential 
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STEPS Complete Dimension 2 – Biomedical Conditions and Complications 

STEPS Complete Dimension 3 – Emotional / Behavioral / Cognitive Conditions and 
Complications 
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STEPS Complete Dimension 4 – Readiness to Change 

STEPS Complete Dimension 5 – Relapse / Continued Use Potential 

Complete Dimension 6 – Recovery EnvironmentSTEPS 
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STEPS • Complete Medication for Addiction Treatment (MAT) 
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STEPS • Complete Level of Care Inquiry

STEPS Complete Level of Care Disposition 

1. Screener recommendation LOC: Determined by staff conducting screening tool.
2. Actual Substance Use Treatment LOC: the accepted LOC accepted by

beneficiary.
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STEPS • Complete Additional Outcomes Program Referrals (if applicable) 

STEPS Complete Next Steps for Timeliness (for new beneficiaries only): 

a) Date of 1st offered appointment: in most cases, this is the date the SUD Screening 

Tool was administered with the beneficiary. 

b) Date of 1st offered follow up appointment: 

i) For DMC Providers: this may be the next offered appointment including Case 
Management (with the beneficiary present), Assessment, or Group/Individual 

Counseling. 

ii) For MCBH: Any billable service (case management, mental health rehab, 
individual/group therapy, assessment, etc.) while the client is being linked to the 
DMC ODS provider OR this may be the next offered SUD appointment with the 
DMC ODS Provider. 

c) MCBH & its DMC ODS contracted Providers are required to follow the timeliness 
standards outlined in Policy 148 Network Adequacy and Timeliness Standards. 

i) Beneficiary requesting Outpatient Services 

(1) Non-Urgent: 1st offer appointment within 10 business days from request. 

(2) Urgent: Offer appointment within 48 hours of request, 96 hours for service 

requests that require prior authorization (i.e., Residential) 

(3) Follow-up: offered within 10 business days from the 1st rendered service. 

ii) Beneficiary requesting Opioid Treatment Services (NTP/MAT) 

(1) Non-Urgent: Offer appointment within 3 business days from request. 

(2) Urgent: Offer appointment within 48 hours of request. 
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STEPS Complete the Substances Used by Client section (if applicable) 
1. Add new item.
2. Select “Substance Used” from the dropdown menu.
3. Select the “Method of Use” from the dropdown menu.
4. Enter the “Date Last Used”
5. Enter the “Amount Used”
6. Enter the “Frequency of Use”
7. Enter the number of “Days used in the past 30.”
8. Enter the “Age of First Use”

Once all fields have been completed, you may submit the form. 
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SUD RESIDENTIAL/INPATIENT AUTHORIZATION 

LOCATION PM  → CLINICIAN  MENU  → SUD RESIDENTIAL/INPATIENT  AUTHORIZATION  

Providers  shall  complete  an  SUD  Screening  Tool  immediately  at  the  time  of  the  phone  call,  
walk-in  or  referral.  Providers  shall  complete  necessary  documentation  in  accordance  with  
access  criteria,  prior  authorization  requirements,  and  scope  of  practice  prior  to  submitting  a  
request  for  residential/inpatient  authorization  to  MCBH.   

1.  The  following  documents  must  be  completed  in  AVATAR  prior  to  submitting  a  
residential/inpatient  authorization  request  to  MCBH  to  consider  the  request  complete  
and  valid:  

•  SUD  Screening  Tool.  

•  Within  Authorization  for  Disclosure  of  Confidential  Health  Information   

•  ICD-10  code  set  (may  use  Z55-Z65  or  Z03.89)  completed  by  the  LPHA.  

•  Authorization  Request  Form.  
 

2.  Providers  shall  submit  authorization  request  for  residential/inpatient  stays  to  

•  415-SUD@countyofmonterey.gov  

•  In  Subject  Line:   
a)  Authorization  Request  for  Residential  Services.   
b)  Authorization  Request  for  Inpatient  Services.  
c)  Authorization  Request  for  Residential/Inpatient  Services  for  Perinatal,  as  

applicable   

•  Body  of  Message:  Include  the  Client  ID,  level  of  care  being  requested,  and  the  
provider’s  contact  information.   
 

3.  MCBH  SUD  Authorization  Team  will  review  documentation  for  appropriateness  of  
level  of  service  being  requested  when  making  the  decision  for  authorization  and  
notify  the  provider  of  the  decision  within  24  hours  from  receipt  of  a  complete  and  
valid  request,  including  on  weekends  and  holidays.  

PURPOSE 

RULES 
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STEPS Select a client. 

1. In search forms, enter “SUD RESIDENTIAL/INPATIENT AUTHORIZATION” Form.
2. Select the Episode.
3. If you are adding a new entry the form will automatically open to the first section.

Otherwise, to add a new row, select ADD.
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STEPS 4. Date of Request (defaults) 
5. SUD Screening Tool: select from the dropdown menu. 
6. Diagnosis: select from the dropdown menu. 
7. Within Authorization: select from the dropdown menu. 

PERSON REQUESTING AUTHORIZATION 
8. Person Requesting Authorization: Enter the name of staff requesting this 

authorization. 
9. Notes: enter any notes, if applicable. 

(SUBMIT form) 

COUNTY AUTHORIZATION TEAM 
10. Enter County Authorization Reviewer Date 
11. Enter County Authorization Reviewer staff. 
12. Select Eligibility 
13. Enter County Authorization Reviewer Notes, if applicable. 
14. Entry Date (defaults) 
15. Time Stamp (defaults) 
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SUD RE AUTHORIZATION FORM 

LOCATION 

PURPOSE 

RULES 

STEPS 

PM → HIDDEN → SUD RE AUTHORIZATION FORM 

Prior to the expiration of the 90th day of the residential/inpatient treatment stay, SUD 
providers shall complete a re-authorization request no later than 10 calendar days 
prior to the 90th day, and for each additional re-authorization request, SUD providers 
shall complete a re-authorization request 10 calendar days prior to the 30th day of the 
additional extension. 

1. The re-authorization request shall clearly document/justify the need for a re-
authorization of residential/inpatient treatment services. 

a. Making progress but goals not yet attained. 
b. Not making progress but showing capacity; or 
c. Making progress, but there is a new problem that needs to be 

addressed. 

1. The following documents must be completed in AVATAR prior to submitting a 
residential/inpatient re-authorization request to MCBH to consider the request 
complete and valid: 

• Within Authorization for Disclosure of Confidential Health Information 
(verbal consent will no longer be accepted during the re-authorization 
period) 

• Re-Authorization Request form with explanation for re-authorization. 
• Providers shall submit re-authorization requests for residential/inpatient 

stays to: 415-SUD@countyofmonterey.gov 

• In Subject Line: 
a) Re-Authorization Request for Residential Services. 
b) Re-Authorization Request for Inpatient Services. 
c) Authorization Request for Residential/Inpatient Services for Perinatal, 

as applicable. 
• Body of Message: include the Client ID, level of care being requested, and the 

provider’s contact information. 

2. MCBH SUD Authorization Team will review documentation for appropriateness of 
continuation of residential/inpatient services and notify the provider of the decision 
within 24 hours from receipt of a complete and valid request, including on 
weekends and holidays. 

Select a client. 

1. In search forms, enter “SUD Re Authorization Form.” 
2. Select if the form was scanned. 
3. Enter Date Completed. 
4. Select the Level of Care. 

PERSON REQUESTING AUTHORIZATION 
5. Enter the Number of Days in Residential Treatment. 
6. Select the Eligibility for Reauthorization. 
7. Enter the staff name of Person Requesting Authorization. 
8. Enter a brief Explanation / Reason for Reauthorization. 

(SUBMIT form) 

COUNTY AUTHORIZATION TEAM 
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9. Enter County Authorization Reviewer Date
10. Enter County Authorization Reviewer staff name.
11. Eligibility for Reauthorization findings
12. County Authorization Reviewer Notes
13. Current time (defaults)
14. Entry Date (defaults)
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SUD ASSESSMENT 

LOCATION CWS →CLINICIAN MENU →SUD ASSESSMENT 

PURPOSE This form is used to document the assessment for substance use disorder treatment services. 
Each dimension addressed different elements with an area to document rating for the 
dimension. This assessment is used to establish medical necessity and determination of level 
of care. 

RULES SUD assessment is used to document medical necessity and determination of level of care. 
May be completed by SUD Counselors and/or LPHAs. 
When completed by SUD Counselor, face-to-face consult with LPHA must take place; LPHA 
reviews, confirms medical necessity is established, and assessment is signed and finalized by 
LPHA. 
SUD assessments not meeting above requirement is considered invalid. 
The SUD assessment incorporated the “Immediate Risk Assessment” section for evaluation 
risks which may need immediate action 

STEPS Select the client or if the client is in your recent clients section, make sure he is the selected 
client (it will be highlighted). 

1. Select the SUD episode/program.
2. Assessment date defaults to the date of entry; this date may be changed to

accurately reflect the date assessment was conducted.
3. Assessment status defaults to draft. The assessment status should be marked as

“Final” once the SUD assessment is completed. The “Final” form prevents additional
edits.

4. Practitioner defaults to the staff member who is completing the SUD Assessment
5. Immediate Need Risk Assessment section: To select, make sure item contains a

. 
6. The summary shows information on the selections made above. This section

contains information on actions that may be taken.
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DIMENSION 1 7. Complete Dimension 1: Acute Intoxication and/or Withdrawal Potential
8. Use the Substance Used section to enter alcohol and substance use details.
9. Some selections will activate and require text box fields for additional details.
10. Select severity for Dimension 1; 0-4 scale: (0) none to (4) severe

SUBSTANCES 1. Click the button “Add New Item” this will add a new row into the multiple
USED iteration table. The row will store information entered below. Multiple rows

may be added.
2. Select the substance used from list; if not found, type in the name of the drug

used
3. Select the method of use.
4. Enter the last date substance was used.
5. Enter the amount and frequency of use.
6. Enter the number of days the drug was used in the past 30 days.
7. Enter the age at first use
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DIMENSION 2 12. Select all items that apply under Dimension 2: Biomedical Conditions 
13. Enter information on “chronic medical problems or disabilities” and “ER or 

Hospital Admissions.” 
14. Enter estimated dates of onset of conditions for items selected above. 
15. List any allergies to medications and enter information on head injuries, when 

applicable 
16. Select severity for Dimension 2 
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DIMENSION 3 17. Complete Dimension 3: Emotional, Behavioral, or Cognitive Conditions and 
Complications; Include information on mental illness and treatment, as 
applicable. 

18. Use the Client Medication List section to enter a list of the client’s 
medications. 

19. Select severity for Dimension 3 

CLIENT 
MEDICATION 
LIST 

1. Click the button “Add New Item” this will add a new row into the multiple 
iteration table. The row will store information entered below. Multiple rows may 
be entered. 

2. Enter information on medications Select the medication name. 
3. Enter medication dosage. 
4. Enter prescription date. 
5. Enter name of prescriber 
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DIMENSION 4 19. Complete Dimension 4: Readiness-To-Change
20. Select severity for Dimension 4
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DIMENSION 5 21. Complete Dimension 5: Relapse, Continued Use, Or Continued Problem 
Potential 

22. Select Dimension 5 Severity 
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DIMENSION 6 23. Complete Dimension 6: Recovery/Living Environment
24. Select Dimension 6 Severity
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SUD LEVEL OF 
CARE/SUMMARY 

25. Information on severity of Dimensions previously selected are displayed here. 
26. Select whether individual requires narcotic treatment services through 

Narcotic Treatment Program (NTP) 
27. Enter information in Clinical Summary section. This section should cohesively 

present information regarding the assessment, clearly identify level of need, 
identify level of care, and other clinically relevant data. This is the opportunity 
to succinctly bring the information together and present the case for the level 
of care based on the functional impairments. 

28. Select the appropriate level of care based on the SUD assessment. 
29. Finalize form when complete. 
30. Submit document 
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DIAGNOSIS 

LOCATION 

PURPOSE 

RULES 

STEPS 

AVATAR PM→CLIENT MANAGEMENT→CLIENT INFORMATION→DIAGNOSIS 

A diagnosis must be present for the county to submit a claim for services. A primary diagnosis 
must be indicated and updated at least once every 12 months 

• Only staff that have authorization to enter a diagnosis can perform an update to an

existing diagnosis.

• All clients must have an admission diagnosis – An “Admission Diagnosis” should

NEVER be edited.

• For mental health programs, when a mental health diagnosis and a substance

use/abuse diagnosis are both present, the mental health diagnosis must be the

“primary diagnosis” and Bill Order 1.

• For substance use disorder programs, when a substance use/abuse diagnosis and a

mental health diagnosis are both present, the substance use/abuse diagnosis must

be the “primary diagnosis” and Bill Order 1

• F or each of the diagnosis in the diagnosis table, you must select “yes” to add items to
the problem list. Selecting “yes” will activate the onset date field, which indicates the

onset date for the items in the problem list. Accurate client problem lists are valuable

tools for improving the quality of care, enabling clinical decision support, and facilitating

research and quality measurement.

TO ENTER AN ADMISSION DIAGNOSIS: 
Select the client and then select the Diagnosis Form 

1. Click on admission diagnosis. When an admission diagnosis is selected, the date of
diagnosis will be auto assigned by the system (Do NOT modify this date)

2. Click on Current for the time of diagnosis.
3. Select New Row and verify that the Bill Order is 1 and that the ranking of the

diagnosis is Primary.
4. Search for the diagnosis by entering the term to describe the client’s condition or by

entering the diagnostic code. Use your “Enter” key or click on the search button to
begin the search – make sure that the diagnosis contains an DSM-5 and ICD-10 code
set - double click on the diagnosis to make your selection.

5. Select Active for the status.
6. Select the classification.

Mental Health: A mental health program should have the primary diagnosis classified
as a Mental Health classification.
Substance Abuse: A substance use disorder treatment program should have the
primary diagnosis classified as a Substance Abuse classification.
Environmental: This used to be categorized in the Psychosocial and Environmental
Problems previously captured under Axis-IV. This category is used to indicate other
clinically significant issues and provide additional context for a clinical formulation.
Medical: Use of this category is OPTIONAL; however, all mental health programs
continue to be required to complete the General Medical Condition located within
section 2 of the diagnosis form titled Additional Diagnosis Information which contains
CSI information

7. Verify that the Ranking is primary and that the bill order is 1.
8. Select the diagnosing practitioner by entering the first few letters of the last name into

the search box and by clicking on the search button.
9. Select yes on add to problem list.
10. Enter estimated onset date for problem list entry.
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11. Verify that the diagnosis contains a DSM-5 and ICD-10 code set in the code cross-
mapping box. If one of the required codes is missing from the code cross-mapping 
box, change the search terms to select a related diagnosis that has the required codes. 
• To add additional diagnosis, repeat steps 3 – 10 – additional diagnosis will not have a 
ranking of primary or a bill order of 1 

12. Go to Additional Diagnosis Information tab and Enter CSI data (required for state 
reporting purposes) 

13. Submit the form 
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ROLL OVER 
DIAGNOSIS 
FROM A 
PREVIOUS 
EPISODE 

1. Select the type of diagnosis.
2. Enter the date of diagnosis.
3. Enter the time of diagnosis.
4. Click on the “select episode to default diagnosis information from” drop down

to select the episode/program where you would like to copy the diagnosis from
5. Click on the “select diagnosis entry to default information from” drop down to

select the diagnosis entry to copy from
6. Continue to complete diagnosis and submit.
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SUD PROBLEM LIST 

LOCATION AVATAR PM → SUD → SUD Problem List 

PURPOSE 

RULES 1. All beneficiaries shall have a problem list. 
2. Staff may use the 161 Problem List Hist by Client DMC_ODS 

STEPS Select a client. 
1. In Search forms, type SUD Problem List 
2. Select an Episode (program) 
3. Select “Problem List 
4. Select Add New Item (to add, repeat step 4-14) 

5. Problem: Enter the text or the code. Click on the magnifying glass to activate the 
search. 

1. Ensure the problem entered has both an ICD-10 and a DSM-V code. 
6. Type: select Primary or Secondary 
7. Status: (Select one of the following) 

1. Active 
2. Auto Delete from Treatment Plan 
3. Inactive 
4. Monitoring 
5. Resolved 
6. Unresolved 
7. VOID: 

8. Severity (Select one of the following) 
1. Incapacitating 
2. Mild 
3. Moderate 
4. Severe 

9. Chronicity 
1. Acute 
2. Chronic 
3. Undetermined 

10. Action 
1. Treating 
2. Not Treating 

11. Enter Date Identified 
12. Enter Date of Onset 
13. Enter Time of Onset 
14. Specify Other: Enter the additional information related to the problem 
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EDITING A PROBLEM 

LOCATION 

STEPS 

 

  
 

   

         

    
        
      
   
    
           
     

   
 

 

 
 

 
 

 

AVATAR PM → SUD → SUD Problem List 

Select a client. 
1. In Search forms, type SUD Problem List 
2. Select an Episode (program) 
3. Select “Edit” 
4. Select “Problem List” 
5. Click once on the row you would like to edit. 
6. Select “Edit Selected Item” 

Update necessary fields. 
Submit 

154 | P a g e 



 

  
 

 
 

 

 

        

    

            

         

 

          

 

 

REPORT: 161 PROBLEM LIST HIST BY CLIENT DMC_ODS 

1. Select a client.

2. In Search forms: search for “161 Problem List Hist by Client DMC_ODS”

3. Select the Type of print out and Process.

4. The report will come up for review. Sample below.
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SUD TREATMENT PLAN 

PURPOSE 

RULES 
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Treatment  plan  requirements  are  as  follows:   

1. Life  Goals  and  Aspirations  (Note:  will  not  be  scored  in  a  utilization  review)  

a. Future  desires 

2. Challenge  or  Barrier  (Problem)  (Note:  will  not  be  scored  in  a  utilization  review) 

a. Barriers  to  achieving  the  goal  and  connected  to  the  condition(s)  identified  in  the  

assessment. 

3. Hope  (Goal)  (Note:  will  not  be  scored  in  a  utilization  review)  

a. Hope  stated  in  beneficiaries’  own  words.  

4. Action  Steps  (Objectives)  

a. Action  steps/objectives,  if  achieved,  would  help  beneficiary  reach  their  goal  and  

are  related  to  the  mental  health  needs  and  functional  impairments. 

b. Action  steps/objectives  are  specific,  observable,  and/or  quantifiable. 

5. Supports  (Interventions)  

a. Supports  are  specific  and  includes  proposed  interventions,  frequency,  and  

duration. 

b. Supports  are  developed  around  one  or  more  barrier  (symptom  or  functiona l 
impairment). 

6. Goal  Management 

a. The  Plan  is  developed  at  onset  and  is  updated  a  least  annually  and/or  when  

there  are  significant  changes  and  clinically  appropriate.  

7. Beneficiary  Participation 

a. Evidence  beneficiary  and/or  or  caregiver  participated  actively  in  process. 

b. Participation  must  be  documented  in  the  Plan  Development  progress  note. 

• If  there  is  no  previous  treatment  plan,  you  will  be  taken  directly  to  the  Treatment  Pla n 
form,  then  skip  to  step  3.  

• If  a  client  has  an  existing  active/current  SUD  Treatment  Plan  that  is  marked  FINA L 
and  you  want  to  update  and/or  add  new  treatment  goals  to  the  plan,  then  select  “ADD ” 
and  default  the  information  from  the  finalized  treatment  plan  when  prompted  (shown  in  
snapshot  2  below).  This  will  create  a  copy  of  the  finalized  plan  that  may  be  update d 
and/or  new  treatment  goals  may  be  added  (currently,  the  “client’s  overall  goal  in  their  
own  words”  section  and  the  treatment  start,  and  end  dates  will  not  default  in—th e 
treatment  plan  dates  MUST  remain  the  same  as  the  finalized  treatment  plan  you  use d 
to  create  this  draft  plan). 

• If  a  client  was  closed  to  all  services  and  is  being  reopened  and  has  a   SUD
Treatment  Plan  on  file  (which  is  NOT  currently  active)  you  choose  “ADD”  a  treatmen t 
plan  to  create  a  new  treatment  plan  and  you  decide  whether  it  is  pertinent  to  default  th e 
previous  treatment  goals,  or  not.  Note:  Treatment  Plan  dates  MUST  coincide  with  th e 
“original  date  of  coordination”—please  refer  to  “Treatment  Plan”  section  of  the  
Documentation  Guide  for  an  explanation  of  treatment  dates. 

LOCATION  Avatar  CWS  → Treatment  Planning  → SUD  Treatment  Plan  



 

  
 

    
 

    
               

       

 

 

  

  

 

  

STEPS Select the client. 

1. Select an Episode
2. If you would like to default information from an existing plan select Yes, otherwise

select No to create a new plan.
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SUD  TREATMENT  PLAN  

STEPS  –  3.  Enter  the  Plan  Name  
SUD 4.  Select  the  Plan  Type  
TREATMENT  5.  Enter  the  Clients  overall  goal  (in  their  own  words)  
PLAN  6.  Enter  the  Plan  Date  (coincides  with  original  date  of  coordination)  

7.  Enter  the  Next  review  date  (45  days  before  treatment  plan  expires)  
8.  Enter  the  Plan  End  Date  of  the  Treatment  Plan  
9.  Enter  the  status- 

a)  Final  (will  not  allow  future  changes),   
b)  Draft  (allows  for  future  changes),  
c)  or  Pending  Approval  (will  not  allow  for  future  changes)  

10.  If Status  Pending  Approval,  select  Team  Member  from  drop-down  list  to  be  
Notified  
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CHALLENGE OR BARRIER 

STEPS  –  11. Select  the  Challenge  or  Barrier  from  the  drop-down  list  for  which  you  will  link  the 

te 
CHALLENGE  goal  (if  none  on  list,  complete  this  field) 
OR  12. The  Date  Opened  field  will  default  with  the  current  day,  but  changes  to  this  da
BARRIER  are  allowed. 

13. Enter  name  of  staff  responsible  for  helping  client  with  this  goal 
14. Staff  Assigning  defaults  with  the  information  of  the  staff  completing  plan. 
15. File  and  continue  to  My  Hope/Goal 
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HOPE/GOAL  

STEPS  –  MY  16.  Select  the  Challenge  or  Barrier  from  the  drop-down  list  for  which  you  intend  to  
HOPE/GOAL  link  with  the  goal.  

17.  Select  the  status  of  the  Challenge  or  Barrier  
18.  Enter  My  Hope  Goal  or  select  one  with  an  “*”  from  the  drop-down  list.  
19.  Ensure  the  date  is  accurate  –  this  defaults  to  the  current  date.  
20.  Staff  Assigning  defaults  to  the  staff  completing  the  treatment  plan  but  may  be  

edited.  
21.  Enter  the  Staff  Responsible  
22.  File  and  continue  to  the  “My  Action  Steps”  section  
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ACTION STEPS 

STEPS – MY 23. Select the Hope/Goal from the drop-down list.
ACTION 24. Select the status of the action step.
STEPS 25. Enter the Client Action Steps (Objectives)

26. Ensure accuracy of date
27. Staff Assigning defaults to the staff completing the treatment plan but may be edited.
28. Enter the Staff Responsible
29. File and continue to the Supports section
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SUPPORTS 

STEPS – 30. First, select the Action Steps you are working with. 
SUPPORTS 31. Select the status. 

32. Enter the “Supports” (interventions) 
33. Verify Date Opened. SUD Treatment plan Start Date defaults. 
34. Enter the Staff Responsible 
35. Staff Assigning defaults to the staff completing the treatment plan but may be edited. 
36. File and continue to the Support Team section 
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SUPPORT TEAM 

STEPS – 37. Select a row from Select Team member.

SUPPORT 38. Select the “Role” from the drop-down list of categories (this list is intended to include

TEAM anyone who may be helping the client to reach their goals) 
39. NOT county staff - Enter the name of the support person in the Name field.
40. County Staff - Enter the name of the support person in the “Select Staff Member” to

begin the search and make your selection.
41. Select Yes or No if the team member is the plan author and if a notification is required

(to remind staff that treatment plan will soon expire)
42. File (return to SUD Treatment Plan to update the status (draft, final, pending approval))
43. Submit
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PROGRESS NOTES 

CLINICAL PROGRESS NOTES MC (OUTPATIENT) 

PURPOSE 

RULES 

STEPS 
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The  progress  note  is  used  to  record  the  services  that  result  in  claims  and  to  provide  
the  treatment  team  with  the  most  accurate  information  on  treatment  progress.  Notes  
must  accurately  reflect  the  services/interventions  provided  and  must  be  a  medically  
necessary  service.   

LOCATION  CWS  → Clinician  Menu  → Clinical  Progress  Note  MC  

• Must  be  completed  within  72  business  hours  of  service. 

• Clearly  identify  the  intervention  and  be  medically  necessary 

• Duration  of  service  provided  must  be  in  minutes. 

• All  progress  notes  must  be  finalized 

1. Select  the  Episode  or  Program  and  click  “Ok.” 
2. New  Service  will  automatically  select  for  you  in  the  “Progress  Note  For”  box,  if 

it  is  not  automatically  selected  then  select  “New  Service.”  
3. Enter  the  date  of  service,  this  is  the  date  you  provided  the  service. 
4. from  the  drop  down,  select  the  Location  where  the  service  was  provided. 
5. Enter  the  Service  Charge  Code  (if  the  client’s  chart  is  not  in  compliance  the 

Service  Charge  Code  will  automatically  change  to  a  330  service  code  and  it 
will  lock  not  allowing  you  to  modify  the  Service  Charge  Code) 

6. Enter  the  Service  Duration 
7. Select  the  Note  Type  from  the  drop-down  box.  
8. If  the  type  of  note  is  “Co-Signature  Required”  in  this  field,  you  will  select  the 

staff  member  who  will  be  co-signing  the  note. 
9. Click  on  Select  T.P I tem  Note  Addresses  to  open  clients  Treatment  Plan 

10. Select  the  Intervention  linking  to  this  progress  note.  If  you  chose  the  incorrect 
intervention  and  wish  to  reselect  the  intervention,  click  on 

11. Type  your  notes  in  the  Notes  Field  (Function,  Intervention,  Response,  Plan  will 
default).  If  the  clients  preferred  Language  is  other  than  English,  it  will  default 
“Services  provided  in  clients  preferred  language  via”  in  the  Notes  Field  box. 

Select  the  client.   

In  the  “Additional  Information”  section  (duration  is  entered  in  minutes)  
12. Enter  Travel  Duration  if  any. 
13. Enter  Documentation  Duration 
14. From  the  drop  down,  select  the  Evidence  Based  Practice 
15. By  selecting  Restricted  Disclosure,  you  are  notifying  the  QI  team  that  the  

progress  note  contains  sensitive  information  that  should  be  reviewed  prior  t o 
disclosure. 

16. The  Client  Signature  is  designated  for  certain  teams.  (Please  consult  with  your  
supervisor  should  you  have  any  questions  re  this  box) 

17. Select  “Draft”  if  the  note  is  incomplete  or  needs  edits.  Select  “Final”  if  the  note  
is  complete.  

18. Submit  the  note  
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INPATIENT PROGRESS NOTE MC (INPATIENT/RESIDENTIAL) 

PURPOSE 

RULES 

STEPS 
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LOCATION  CWS  → SUD → Inpatient  Progress  Note  MC  

The  progress  note  is  used  to  record  the  services  that  result  in  claims  and  to  provide  
the  treatment  team  with  the  most  accurate  information  on  treatment  progress.  Notes  
must  accurately  reflect  the  services/interventions  provided  and  must  be  a  medically  

necessary  service.   

• Must  be  completed  within  72  business  hours  of  service. 

• Clearly  identify  the  intervention  and  be  medically  necessary 

• Duration  of  service  provided  must  be  in  minutes. 

• All  progress  notes  must  be  finalized 

1. New  Service  will  automatically  select  for  you  in  the  “Progress  Note  For”  box,  if  
it  is  not  automatically  selected  then  select  “New  Service.”  

2. Enter  the  date  of  service,  this  is  the  date  you  provided  the  service. 
3. Enter  the  Service  Charge  Code  
4. from  the  drop  down,  select  the  Location  where  the  service  was  provided. 
5. Enter  the  Service  Duration 
6. Select  the  Note  Type  from  the  drop-down  box.  
7. If  the  type  of  note  is  “Co-Signature  Required”  in  this  field,  you  will  select  the  

staff  member  who  will  be  co-signing  the  note. 
8. Type  your  notes  in  the  Notes  field. 

Select  the  client.   



 

  
 

        

 
         

              
         

  

 

 

           
        
        
          
             

           
 

             
         

                
   

     

 

 

STEPS 9. Select SUD T.P. Version by selecting: 

Item Note Addresses to open clients Treatment Plan 
10. Select the Intervention linking to this progress note. If you chose the incorrect 

intervention and wish to reselect the intervention, click on 

STEPS In the “Additional Information” section (duration is entered in minutes) 
11. Enter Travel Duration. If none enter 0. 
12. Enter Documentation Duration. If none, enter 0. 
13. From the drop down, select the Evidence Based Practice 
14. By selecting Restricted Disclosure, you are notifying the QI team that the 

progress note contains sensitive information that should be reviewed prior to 
disclosure. 

15. The Client Signature is designated for certain teams. (Please consult with your 
supervisor should you have any questions re this box) 

16. Select “Draft” if the note is incomplete or needs edits. Select “Final” if the note 
is complete. 

17. Submit the note 
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HOW TO VIEW PROGRESS NOTES 

LOCATION Avatar CWS → Progress Notes→ Progress Note Viewer 

PURPOSE This form is used to view progress notes for the selected client, episode, date range and 
note type 

RULES • This option allows you to view notes by episode for the selected client

STEPS 31. Select the client.
1. Select the Episode or Program you would like to view progress notes for and click

“Ok.”
2. Enter a start date.
3. Enter an end date.
4. Select the type of notes to be viewed (to select ALL, hold down the Control Key and

press on the A key once)
5. Click on the “print progress notes” button to view progress notes
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GROUP NOTES 

There are three parts in creating group notes. 

• Section 1 will explain how to register a group and add clients to the group. 

• Section 2 will show you how to enter your group default note and add or remove clients that were not 

present in your group. 

• Section 3 will show you how to edit the individual clients progress note. 

GROUP REGISTRATION 

LOCATION Avatar CWS → Group Note→Group Registration 

PURPOSE The first thing you need to do is create a group by registering it in the “Group Registration”. 
Here you can enter the name of the Group and add the clients that you know will be attending 

this group. In the Group Registration section, you can continue to add new clients once they 

join the group. You can remove clients when they have completed their sessions or have 

dropped the group. You can enter Client ID/names to a group to enable easy management. To 

enter the client ID/names to a group, the group must be registered beforehand. The purpose of 

registering clients into the group is to have the client’s auto fill when you are ready to write the 
group notes. 

RULES • Used for interventions offered to two or more clients. 

• One to three eligible practitioners may provide these services. 

• Only one progress note for each client is written, even when more than one 
practitioner leads the group. 

• Progress notes written ONLY for client’s who participated in group. 
• Duration of service is measured in minutes 

STEPS 1. Enter the name of the Group and click on (to process search) then click on New 
Group to proceed in registering the group. 

2. Select Yes to Assign the new group an ID number. 
3. Enter the name of the Group and Enter the date the group was registered (created) 
4. Continue to the Group Member Assignment Section 
5. Click on Add New Item 
6. Enter the Client’s Name or Client ID number, Under episode Number select the 

episode you will be working under (note: you cannot select a closed episode or a pre-
admission episode) then Select a group assignment start date (The date client will 
enter the group) 

7. To add another client, click and repeat the process to 

develop a group list, when finished, click 
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GROUP DEFAULT NOTE 

LOCATION Avatar CWS → Group Note→Progress Notes (Group and Individual) 

PURPOSE This section of the progress note can be looked at as the “Functional” and some of the 
“Intervention” sections of the FIRP format used for progress notes. This section of the 
progress note will default into every client’s progress note written for this group. 

RULES • GROUP DEFAULT NOTES section needs to be completed before the Individual 
Progress Notes. 

• DO NOT move between section or you will lose all information. 

• Complete Group Notes before saving data. 

• You CANNOT leave Group Notes in Draft. 

STEPS 
PROGRESS 
NOTES -
GROUP 

1. Enter the Date of the Group 
2. Enter the name or staff ID of the Practitioner coordinating the group. 
3. Select New Service for Progress Note For section. 
4. Enter the Group Name or Number 
5. Enter the duration of the Group (Include Preparation, Group time and Post Group 

Time) 
6. Select the Service Program 
7. Select the Location of the Group 
8. Enter the Service Charge Code 
9. Select the Note Type. If Co-signature required, select the name of the staff from 

“User to send Co-Sign to Do Item to”. “Staff to send scratch note to do item to” will 
default from Practitioner entry. 

10. To Add a client to the group 

• click on Add Client to Group – this will enable the search field. 

• Enter the Name or Client ID of the client you are adding to the group. 

• Select the episode make sure to select a program you can bill under 
11. To Remove a client from the group 

• Click on Remove Client from Group 

• Select the name from the drop-down menu. 
12. Write the Note in this section (note should be in a FIRP format) 
13. Select the Evidence Based Practice/Evidence Based Service Strategy List from the 

drop down. 
14. File the Note 
15. Go to Individual Progress Notes section after the note has been filed. 
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EDIT INDIVIDUAL NOTE 

STEPS 
PROGRESS 
NOTES – 
INDIVIDUAL 
PROGRESS 
NOTES 

1. Enter the Group Name or Number 
2. Enter the Date the Group Note was written. 
3. Select the note you want to Edit (Click on the drop down menu to select the 

client you are editing the note for 
4. Location will default from Group Default Note entry 
5. If a co-signature is required the staffs name will default from Group Default Note 

entry 
6. Date of Service, Service Charge Code, Service Program, Service Duration and 

Practitioner will default from Group Default Note entries. 
7. Notes Field: type the note for the specific client in this section. 
8. Click on Select the Treatment Plan Version 
9. Select on Treatment Plan Item Note Addresses → after you have selected the 

treatment plan item, it will be displayed to the right. 
10. Click on Clear “Note Addresses Which Treatment Plan Problem” text if you need 

to erase the treatment plan item note addresses. 
11. File Note – 
➢ Once you file the Individualized Progress Note, select the next client, and 

repeat steps 3-11 until all the notes have been completed for all clients 
that attended the group. 

12. All the information in this section will default from Group Default Note Entry- Do 
Not Change information in this section 
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DISCHARGE SUD 

LOCATION CWS →CLINICIAN MENU →DISCHARGE SUD 

PURPOSE This form is used to capture information on Discharge Pan and Discharge Summary. 

• Discharge Plan: Completed when an individual is being discharged from care 
(voluntary or involuntarily) 

• Print-out of signed discharge plan shall be provided to the individual. 

• Discharge Summary: Completed when program has lost contact with the 
individual. 

“Right-Click” templates are available to ensure documentation of minimal information is 
captured. 

RULES 15. Completed to discharge a client from program/episode. 
16. Completed once the “CalOMS Discharge” has been submitted 

STEPS Select the client. 

1. Enter the date the discharge plan or discharge summary is completed. 
2. Select Discharge Plan (voluntary or involuntary discharge) 
or Discharge Summary (loss of contact) 
3. Right click in the white box (Discharge Plan/Summary) and select a template 

and fill in the Discharge Plan/Discharge Summary 
4. Select whether a copy was given to the client. 
5. If NO copy is given to the client, enter notes on why a copy was not given to the 

client. 
6. Get client Signature if applicable (Necessary for Discharge Plan) 
7. Enter the Date of client signature. 
8. Enter Name of Staff completing the form 
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–CHAPTER 5 DISCHARGE 

LOCATION CWS → Clinician Menu → Discharge 

PURPOSE This form is used to discharge a client from a specific program or episode. 

RULES • Do not enter # signs into the address section.

• Enter discharge progress note prior to completing discharge.

• Make sure there are no pending draft notes prior to discharge.

• Assign an end date to the client case coordinator form if applicable

STEPS Select the client. 
1. Select the episode/ program and click Ok.
2. Enter the date of discharge.
3. Enter the time of discharge.
4. Select from the drop down the type of discharge.
5. Enter your clinician number or name (last name first)
6. Enter any additional comments or remarks in this notes section.
7. Go to the demographics section to update client demographics if needed.
8. Review all the fields to make sure they reflect the client’s current information at

discharge (scroll all the way down)
9. Click on the CSI section.
10. Select from the drop down the patient status code.
11. Select from the drop down the legal class.
12. click submit
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RECURRING CLIENT CHARGE INPUT 

ADDING DAILY CHARGES 

LOCATION Avatar PM → Services → Ancillary → Ambulatory Services → Recurring Client Charge Input 

PURPOSE 

RULES 

STEPS As an example, daily charges are being added for 1 month. 
Section “Recurring Client Charge Input.” 

1. Enter the date range you want to enter services for (example 3/01/2024 to
3/31/2024)

2. Select whether you want to exclude weekends.

• Selecting Yes will not include weekends in the list of dates.

• Selecting No will include weekends in the list of dates.
3. Select the dates you want to enter charges for (dates the client was present)

• To select all dates: click on the 1st date check box then using your
keyboard, select the keys “Ctrl” and “A”.

4. Select “Client Charge Input.
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STEPS Section “Client Charge Input” 
5. Enter Client ID. 
6. Select the episode. 
7. Enter the service code for the daily charge. 
8. Enter the staff ID/name (this is the staff providing the service) 
9. Enter “1” for minutes. 
10. Submit the form. Once submitted, the daily charges will be added to the billing 

tables. 
11. Click “Yes” to “Do you wish to return to the form?” (to enter board and care 

charges, if any) 

. 
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ADDING BOARD & CARE CHARGES 

The information previously entered has remained on the form. Avatar will take you back to the first section to 

verify the date range. In this scenario we will add the board and care charges to the same dates previously 

entered for the daily charges. Therefore, no changes were made the Recurring Client Charge Input section. 

Section “Client Charge Input” 

Run report 113 Client Service Summary to view the charges 

 

  
 

 
     

                   

                    

                

    

           

 

 

 

 

 

      

 

 

  

Select “No” to exit the form. 
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STEPS  
12. Click  on  “Client  Charge  Input. 
13. Update  the  service  code  to  board  and  care  services. 
14. Submit. 



 

  
 

   

       

        

      
        
     
        
        

     

        
       
         

 

 

  

HEALTH QUESTIONNAIRE SUD 

LOCATION CWS →CLINICIAN MENU →HEALTH QUESTIONNNAIRE SUD 

PURPOSE This is a self-administered physical health document 

RULES • Form provided by program. 
• Results shall be discussed with individual. 
• Supports treatment planning. 
• Scan completed document to “Health Questionnaire” category. 
• For directions on scanning see: Document Capture 

STEPS Select the client. 

1. Enter the date the questionnaire was completed. 
2. Select if the questionnaire was scanned. 
3. Enter the date the questionnaire was scanned 
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PH
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YSICAL EXAM 

OCATIO

URPOS

ULES  

TEPS  

N  CWS  →CLINICIAN  MENU  →PHYSICAL  EXAM  

E  The  purpose  of  this  form  is  to  capture  a  history  of  physical  exams  scanned  into  Avatar  

• Completed  at  least  on  admission  and  annually,  thereafter. 
• If  no  physical  examination  is  present 
• The  program  physician  may  complete  one. 
• The  program  shall  add  this  as  a  goal  within  the  treatment  plan  and  provide 

support  to  help  client  obtain  physical  examination  (if  no  physical  examination  is 
noted  within  3-months  of  admission,  the  program  shall  demonstrate  evidence  of 
supporting  the  client  in  obtaining  as  evidenced  by  identification  of  barriers  and 
referrals.  

• Scan  completed  document  in  “Physical  Exam”  category. 
• For  directions  on  scanning  see:  Document  Capture 

Select  the  client.   

1. Select  if  the  client  has  had  a  physical  exam  in  the  past  12  months  prior  to 
admission. 

2. Enter  the  date  of  the  physical 
3. Select  if  the  physical  was  scanned. 
4. Enter  the  date  the  physical  exam  was  scanned 

P

R

S
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LABORATORY  TESTING  

LOCATION  CWS  →CLINICIAN  MENU  →LABORATORY T ESTING  

PURPOSE  This  form  is  used  to  capture  information  on  laboratory  testing  by  the  program,  incoming  
from  another  clinic,  and/or  drug  screening  refusals.  

RULES  •  Tracks  when  laboratory  testing  was  ordered  by  the  program  or  when  laboratory  
tests  were  obtained  from  another  clinic.   

•  Scan  lab  order/results  in  the  “Labs”  category  
•  Drug  Screening  Refusal:  for  programs  using  this  option,  complete  this  section  to  

document  client’s  refusal  to  drug  testing.  
•  For  directions  on  scanning  see:  Document  Capture  

STEPS  Select  the  client.   
LAB  TESTING  

1.  Select  the  type  of  lab  work.  SECTION  
2.  If  “other”  is  selected,  enter  the  type  of  lab  work  ordered/obtained.   
3.  Enter  the  Date  Specimen  was  collected.  
4.  Enter  the  Date  Specimen  was  sent  to  the  lab.  
5.  Enter  the  Name  of  the  staff  who  sent  the  specimen  to  the  lab.  
6.  Select  Date  lab  order  was  scanned  into  Avatar.  

Click  SUBMIT  to  save  the  information  entered  on  the  form.   
 
For  Results:   
When  results  are  received,  enter  information  in  the  results  section  of  this  form.  Open  the  
form,  click  on  “results”  section  of  the  form  (left  hand  side  of  form).  
 

7.  Enter  the  Date  the  Results  were  Received.   
8.  Select  the  Lab  Results  
9.  Select  whether  Results  were  Scanned  into  Avatar  
10.  Enter  the  Date  Results  were  scanned.   
11.  Name  of  Staff  who  received  results    
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DRUG 
SCREEN 
REFUSAL 
SECTION 

Drug Screen Refusal: This section is completed by programs who use this option. 

1. Enter the Date of Refusal 
2. Type the Month of Refusal 
3. Click “Get Signature” to get clients signature using a signature pad. 
4. Enter the Date of Client Signature 
5. Click “Get Signature” of staff completing form. 
6. Enter the Date of staff signature. 
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CLIENT INVENTORY 

LOCATION  CWS  →CLINICIAN  MENU  →CLIENT  INVENTORY  

PURPOSE  The  purpose  of  this  form  is  to  capture  information  pertaining  to  client  belongings  at  time  
of  entry  to  program.  Generally,  this  is  a  program  level  decision  for  residential  treatment  
programs.  

RULES  • Each  agency  may  use  their  program’s  form.  
• Scan  document  in  “Personal  Inventory”  category 
• For  directions  on  scanning  see:  Document  Capture 

STEPS  Select  the  client.   

1. Enter  the  date  the  client  inventory  form  was  completed. 
2. Select  if  the  inventory  form  was  scanned. 
3. Enter  the  date  the  inventory  form  was  scanned 
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PRN AUTHORITY LETTER 

LOCATION  CWS  →CLINICIAN  MENU  →PRN  AUTHORITY L ETTER  

PURPOSE  This  is  a  program-level  physician  order  form.  This  form  shall  be  completed  by  program  
physician  when  deemed  appropriate  to  allow  PRN  of  a  medication(s).  This  form  is  
generally  used  in  residential  treatment  programs.      

RULES  •  This  form  shall  be  completed  by  program  physician.  
•  Scan  these  questionnaires  into  the  “PRN  Orders”  category.  
•  For  directions  on  scanning  see:  Document  Capture  

STEPS  Select  the  client.   

1.  Enter  the  date  the  PRN  letter  was  completed.  
2.  Select  if  the  letter  was  scanned.  
3.  Enter  the  date  the  letter  was  scanned   
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LOCATION  CWS  →CLINICIAN  MENU  →CENTRALLY S TORED  MEDICATION  AND  

DESTRUCTION  RECORD  

PURPOSE  This  form  is  used  by  programs  who  store  medications   

RULES  • Scan  these  documents  in  the  “Program  Specific  Documentation.” 
• For  directions  on  scanning  see:  Document  Capture 

STEPS  Select  the  client.   

1. Enter  the  date  the  log  was  completed. 
2. Select  if  the  log  was  scanned. 
3. Enter  the  date  the  log  was  scanned  
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RESOURCES 

Information and updates are located on the following Monterey Count Behavioral Health Quality Improvement 

website pages: 

User Guides: https://www.countyofmonterey.gov/government/departments-a-h/health/behavioral-

health/quality-improvement/user-guides 

Substance Use Disorders (SUD): https://www.countyofmonterey.gov/government/departments-a-

h/health/behavioral-health/quality-improvement/contract-providers/substance-use-disorder-sud 

For questions or comments contact 415-SUD@countyofmonterey.gov 

For password issues, please contact (831) 755-4545 from 8 AM to 5 PM Monday – Friday, excluding holidays. 
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