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HOW DID WE GET HERE

We started with endeavor back in Fall 2023.

We designed with visual prototypes with end users/focus groups through Sept 2023 –March 2024 .

We met with medical directors, nurses (supevisors, LVNs/PT/RNs), prescribers, pharmacists, 

dieticians, internists, inpatient/CSU teams in different counties to understand their workflows, talk 

about what they struggled with the current templates, and get feedback.



PREMISE OF  THIS NOTE  TEMPLATE:
We designed this new note template because end-users desired the following:

• Ability to push from certain sections of the previous “Psychiatric Note” template.

• Ability to retain previous note’s information so that authors can review what was written previously and push 

important medical information without having to retype.

• Pull real-time objective data such as vitals, allergies, labs and medications/orders.

• Key Phrase functionality can be leveraged to create custom text template.

• Flexibly select relevant sections pertinent to the visit and document efficiently via customized text templates by 

individual or clinic/unit.

• Allow for documentation of medication consent.

• Other tools have been built to aid in documentation



WHAT NEEDS  TO HAPPEN BETWEEN  TODAY AND GO-LIVE
CalMHSA is focused on...

• We are changing the "Display As" Names

• Deployment script to assign this template its' procedure codes

• We are fixing high priority bugs

Recommendations for counties to focus on...

• Make sure your providers are aware ( Nurses, Prescriber, Dieticians, Pharmacists) of change and have the information to help them write a 

note.

o The Display As" Name change will happen 07/26/24, 4:30 PM PST. 

o Finish all outstanding notes that use the old psychiatric note template by 08/04/24 11:59 AM because after this date, you will not be 

able to access any old drafts. You will lose access to the old template at that point and will not be able to finish your note.

o List of outstanding/pending notes using the psychiatric note template has been sent out to county EHR admins to follow up with their 

providers. 

o Your EHR admin can set up an announcement on the log in page to help also remind your providers.

• The procedure codes being associated to the Psych Medical Note Template will happen on 08/05/24 in early morning.The SmartCare system 

may be down anytime between 12:00am – 6:00am on Monday 8/5. During these hours we recommend implementing downtime procedures 

(paper documentation) to ensure current work is not lost, when the system becomes unavailable while this change is made in your 

production systems.



THIS IS WHERE  YOU CAN SEE YOUR PENDING 

DOCUMENTS AND ANY OUTSTANDING NOTES
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AGENDA
• Intro

• Looking at historical data

• Inpatient Supporting Documents

• Transitioning from the Old Psych Note

• Filling out the Psych Note Template

• Leveraging Key Phrases

• Adding Allergies

• Adding Vitals

• Adding Medications and their consents

• Diagnosis

• A/P and Shared Care Plan

• Additional information

• Billing Diagnosis

• Show and Hide PDF Section Fxn

• Completing Note

• Procedure Codes New Names

• Discharge / Aftercare Summary

• What needs to happen between today and go – live

• Links to Training Material

• Future State



LOOKING AT HISTORICAL DATA : WHY  THIS IS 

IMPORTANT

• The medical / psych note is not meant to have ALL of the client's history. We 

purposely chose to include on most recent and relevant data. 

• We created filterable reports that allow for historical data can be used, sit as a 

pseudo split screen to your note, and be able to review specific 

historical data while writing your note.

• Can also print historical reports for transfers or discharges.



LOOKING AT HISTORICAL DATA: USING REPORTS

• Client Medical Facesheet: 

high level overview of a patient's 

medical information

https://2023.calmhsa.org/client-medical-facesheet/


LOOKING AT HISTORICAL DATA

Abbreviated Notes Report- compilation of all 
notes from all clinicians and primarily 
where people would write their "plans" for a 
client. 

Most of the information in the client 
abbreviated notes report will NOT pull into the 
medical / psych note, primarily just the subjective 
and A/P sections

https://2023.calmhsa.org/colla/


LOOKING AT HISTORICAL DATA

• Cumulative Lab Report-
cumulative report of labs 
results across time for a client

• Psych / Medical note will pull in 
last 2 months of 
labs, to view historical 
report of labs, please see 
the cumulative lab report. 

https://2023.calmhsa.org/lab-flowsheet-report/


MEDICATION RECONCILIATION
This tool is helpful to capture if a patient is taking medications or not. It will pull current medications  or expired 

medications within last 1 year.

https://2023.calmhsa.org/how-to-complete-a-medication-reconciliation/


INPATIENT SUPPORTING DOCS

• CalMHSA MAR Report

• Medication Reconciliation - pending 

digital instructions, live in PROD

• Shift Report (coming soon!)

https://2023.calmhsa.org/calmhsa-102-mar-report/


 NOTE TEMPLATE AGENDA

• Create a new service note

• Fill out Service Tab

• Filling out Note Tab

• SOAP note template: each section

• Associated Tables and Refreshing Tables

• Show and Hide Toggle

• Leveraging Key Phrases

• Adding Allergies

• Adding Vitals

• Adding Medications and their consents

• Diagnosis​
• A/P and Shared Care Plan​
• Additional information​
• Billing Diagnosis​
• Show and Hide PDF Section Fxn
• Completing Note​
• Procedure Codes New Names

https://2023.calmhsa.org/how-to-complete-the-psychiatric-medical-note/


TRANSITION FOR  THE OLD PSYCHIATRIC NOTE

https://2023.calmhsa.org/transition-from-the-old-psychiatric-note-template-to-new-psych-medical-note/


SERVICES  TAB 
What will show up on the final PDF

• Status*

• Program*

• Procedure*

• Location*

• Mode of Delivery

• StartDate*

• Start Time*

• Travel Time (if needed)

• Documentation Time

• Service Time*

• Attending (if needed)*



NOTE  TEMPLATE

Textbox Data will only initialize If:
• Same Client
• Same Author
• Same Program

Within the Program,  different procedures 
(that also meet the same client, same 
author, same program criteria) and use the 
psych medical note template, will initialize 
from last signed.

If you go to a different screen that data will 
hold if you don't close out the note, BUT we 
highly recommend that you also "Save" 
often.



LEVERAGING KEY PHRASES

• Keyphrases can be used to take  preset text and autoload into their note

• It allows customization of the template

o Creating Assessment as Key Phrases

o Functional Keyphrases are available for use to pull in specific data (digital instructions 

pending for end users)

o Counties should make and organize county level/agency level key phrases to support 

their end users and standardize as they see necessary.

o End users should learn how to create key phrases to expedite their documentation.

o Instructions

• Keyphrases Set up for Admin

• Users with Edit Agency Key phrases

• How to Add, Edit, and Use Key Phrases: w/ Permission Only

• How to document verbal medication consent in notes

https://2023.calmhsa.org/keyphrases-instructions-for-sys-admin/
https://2023.calmhsa.org/key-phrases-how-to-edit-agency-key-phrases/
https://2023.calmhsa.org/how-to-add-edit-and-use-key-phrases-w-permission-only/
https://2023.calmhsa.org/how-to-document-verbal-medication-consent-using-keyphrases-in-notes/


SUBJECTIVE SECTION

This section can be used to capture the subjective part of a patient visit. 
It can also be used to record  visit notes, and if you choose to not document using any other sections.
This is mandatory to fill out. 



CLIENT HISTORY

This section can be used to capture the patient’s history such as their previous psychiatric, medical, medication, or program 
history. It can also be used to capture any social, substance use, family history, pertinent tests. The “Do Not Include in PDF” 
functionality can be utilized.

We highly recommend creating Key Phrase Templates to assist with what client history you want your staff to collect. It is 
different for every user, clinic, and county.



LAB RESULTS 

This section pushes two months of lab 
data into the note. 

It includes the lab name, result date, if 
any abnormality (H = high, L= low, 
N=Normal), the lab value, the range, lab 
comments, and if it has been reviewed 
by staff.

The “Do Not Include in PDF” functionality 
can be utilized.



ADD ALLERGIES

Authors can input or edit from the Allergies, Intolerance and Failed Trials from Medication Rx and/or the 

Allergies screen.

This information may NOT refresh since this Medications Rx operates in a separate window, but if you go to a 

different screen, it will refresh. Even if the data does not refresh, any data that is new and/or modified in the Rx 

module will appear in the final PDF. It will list the severity, reactions and comments.

The Do Not Include in PDF” functionality can be utilized.



ADD RX MEDICATIONS

This section will pull medications from Medication Rx module. It will only display medications that are active, 
and the end date has not expired within 1 year. It will include the number of refills and who prescribed the 
medications. This information may NOT refresh since the Rx module operates in a separate window, but if you 
go to a different screen it will refresh. Even if the data does not refresh, any data that is new and/or modified 
in Rx module will appear in the final PDF. The “Do Not Include in PDF” functionality can be utilized.

CalMHSA is aware of this issue and is working on creating a real-time refresh mechanism.



MEDICATION CONSENTS

• If verbal or written consent is captured for certain 

medications, can check off this. This will change 

the icon for that specific medication within 

Medication Rx from a yellow warning to a 

green checkmark and add to the Medication 

Consent History.

• The subsequent note will gray out because there 

is a valid medication consent.



REMINDER: MEDICATION CONSENT KEYPHRASES

Use vetted Medication Consent Keyphrases to be efficient to document consents. 
Remove any medications that are not relevant if using CalMHSA's template



ADD HOME MEDICATIONS

This section will push medication from Medication Rx module’s “Add Medication” section. It will only display 

medications that are active and the end date has not expired. It will include “Comments” and “Source”.  The 

initiated date is displayed here.

This information may not refresh since this Medications Rx operates on a separate window, but if you go to a 

different screen, it will refresh. Even if the data does not refresh, any data that is new and/or modified in Rx will 

appear in the final PDF.

The “Do Not Include in PDF” functionality can be utilized



ADD VITALS

This section will pull the last 3 vitals within a CDAG from the “Vitals/Meaningful Use” Flowsheet or “Enter 

Vitals”. This information will refresh the note automatically with any added information. The “Do Not Include 

in PDF” functionality can be utilized.



MSE/PE

This is a section that can be used to document the Mental Status Exam or Physical Exam. We highly recommend creating Key Phrases to 
improve efficiency. 

The “Do Not Include in PDF” functionality can be utilized.

AIMS Completed During Visit:  The data collection should be done in the AIMS Assessment Document,  and if users mark the checkbox 
then this information will be displayed on the Client Medical Facesheet  This checkmark will NOT be retained for the subsequent note.

https://2023.calmhsa.org/how-to-complete-the-aims-assessment/
https://2023.calmhsa.org/client-medical-facesheet/


DIAGNOSES AND PROBLEMS LIST
• This section captures the client’s diagnoses and problem list from any programs that are within the same CDAG. The 

active diagnosis captured by Diagnosis Document is included in the diagnosis sub-section. Also, any problems 

that are documented in the Client Problem List are demarcated in the Problem's subsection.

• Any common ICD10s are grouped together.

• The date represents the most recent entry for that ICD10 code.

• You can checkmark the issues that were addressed at the visit.

• Any selection will NOT retain its checkmark for the subsequent note.



ASSESSMENT AND PLAN

• This section can be used to capture the Assessment / Plan. It is mandatory to fill this out.

• Documentation of CURES being reviewed can be checked. This information will be displayed on the Client Medical 

Facesheet as an efficient way to see when it was last completed and by whom. This checkmark will NOT be retained 

for the subsequent note.

• Add to Shared Care Plan: This is optional as we are still building out a future-state Shared Care Plan to be more 

collaborative and efficient in data collecting and data sharing. The goal is that for facilities that use a shared care 

plan or treatment plan, individual’s plans can feed into the document to reduce the need for double entry. For now, 

if the box is checked, this saves to the Shared Care Plan Report which is a compilation of individual’s psych medical 

note’s plans



CURES + ADD SHARED CARE PLAN

• Documentation of CURES being reviewed can be checked. This information will be displayed on 

the Client Medical Facesheet. This checkmark will NOT be retained for the subsequent note.

• Add to Shared Care Plan: This is optional, as we are still building out a future-state Shared Care 

Plan/Treatment Plan to be more collaborative and efficient in data collecting and data sharing.

o The goal is that for facilities that use a shared care plan or treatment plan, individual’s plans can feed 

into the document to reduce the need for double entry.

o For now, if the box is checked, this saves to the Shared Care Plan Report which is a compilation of 

individual’s psych medical note’s  A/P sections to facilitate ease of reading of all provider's A/Ps



SHARED CARE PLAN REPORT

https://2023.calmhsa.org/calmhsa-100-shared-care-plan-report/


ADDITIONAL INFORMATION

This section is a flexible section for authors to capture information that does not fit in any above section but should be included. (For 

example: attending attestation, client’s timeline within the program, family conversations, follow-up information). The “Do Not Include 

in PDF” functionality can be utilized.



BILLING DIAGNOSIS

• Autopopulates from Diagnosis Document and is program specific

• No change in functionality here, as previously done.



SHOW AND HIDE PDF SECTION
The reason why we included this functionality is :

1) To appease lumpers and spliters writers and give 
agency to end users about what type of note they 
want to use. 

2) Can choose because having a comprehensive note 
with multiple sections or less sections depending 
on the user and type of visit. 

3) Can preview ahead of time the pdf by toggling 
between Show and Hide PDF Sections

4) Remove checkbox for "Do not include in PDF" if you 
want have new information that was added to the 
section.

5) If there is no checkbox for "Do not include in PDF" 
then, the data in that textbox will initialize to 
subsequent note.
If there is a mark in the checkbox, then the data 
will NOT initialize to the subsequent note, only the 
last signed section will show up next time. 



COMPLETING NOTE
Sign note and can review PDF
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Amend or  Assign Co-signer



PROCEDURE CODES + NEW NAMES + ASSOCIATED 

TEMPLATE

Psych Medical Note Template Associated to Procedure Codes- 
which notes will have the new template and any changes to the 
"Display As" name. 

The Display As" Name change will happen 07/26/24, 4:30 PM 
PST. 

The procedure code being associated to the Psych Medical Note 
Template will happen on 08/05/24 in early morning.

Which procedure code to use in which scenario is county 
dependent but we have provided recommendations.

https://2023.calmhsa.org/2024-psych-medical-note-template-associated-to-procedure-codes/


DISCHARGE/ AFTERCARE SUMMARY

How to Get a Summary of Care - very extensive

How to Complete the Discharge Instructions - pt focused

How to Complete the Discharge Summary- text based and some medical information

How to Create the Aftercare Discharge Summary Medical Report includes the Discharge Summary's text + 

medical relevant information ( including changes to medications) , can be used for patients and/or transfer of 

care to other providers

https://2023.calmhsa.org/how-to-get-a-summary-of-care/
https://2023.calmhsa.org/how-to-complete-the-discharge-instructions/
https://2023.calmhsa.org/how-to-complete-the-discharge-summary/
https://2023.calmhsa.org/how-to-complete-the-discharge-summary/
https://2023.calmhsa.org/how-to-create-the-aftercare-discharge-summary-medical-report/


WHAT NEEDS  TO HAPPEN BETWEEN  TODAY AND GO-LIVE
CalMHSA is focused on...

• We are changing the "Display As" Names

• Deployment script to assign this template its' procedure codes

• We are fixing high priority bugs

Recommendations for counties to focus on...

• Make sure your providers are aware ( Nurses, Prescriber, Dieticians, Pharmacists) of change and have the information to help them write a 

note.

o The Display As" Name change will happen 07/26/24, 4:30 PM PST. 

o Finish all outstanding notes that use the old psychiatric note template by 08/04/24 11:59 AM because after this date, you will not be 

able to access any old drafts. You will lose access to the old template at that point and will not be able to finish your note.

o List of outstanding/pending notes using the psychiatric note template has been sent out to county EHR admins to follow up with their 

providers. 

o Your EHR admin can set up an announcement on the log in page to help also remind your providers.

• The procedure codes being associated to the Psych Medical Note Template will happen on 08/05/24 in early morning.The SmartCare system 

may be down anytime between 12:00am – 6:00am on Monday 8/5. During these hours we recommend implementing downtime procedures 

(paper documentation) to ensure current work is not lost, when the system becomes unavailable while this change is made in your 

production systems.



WEBSITE INSTRUCTIONS
• Psych Medical Note Instructions

• Psych Medical Note Template Associated to Procedure 

Codes

• Shared Medical Care Plan

• Keyphrases Set up for Admin

• Users with Edit Agency Key phrases

• How to Add, Edit, and Use Key Phrases: w/ Permission Only

• How to document verbal medication consent in notes

• How to Complete the AIMS Assessment

• Client Medical Facesheet

• Abbreviated Notes Report

• Cumulative Lab Report

• CalMHSA MAR Report

• How to Get a Summary of Care

• How to Complete the Discharge Instructions

• How to Complete the Discharge Summary

• How to Create the Aftercare Discharge Summary 

Medical Report

• Medication Reconciliation 

• Shift Report- pending instructions and final testing 

in QA , will send announcement in our Bulletin 

https://2023.calmhsa.org/how-to-complete-the-psych-medical-note/
https://2023.calmhsa.org/2024-psych-medical-note-template-associated-to-procedure-codes/
https://2023.calmhsa.org/2024-psych-medical-note-template-associated-to-procedure-codes/
https://2023.calmhsa.org/calmhsa-100-shared-care-plan-report/
https://2023.calmhsa.org/keyphrases-instructions-for-sys-admin/
https://2023.calmhsa.org/key-phrases-how-to-edit-agency-key-phrases/
https://2023.calmhsa.org/how-to-add-edit-and-use-key-phrases-w-permission-only/
https://2023.calmhsa.org/how-to-document-verbal-medication-consent-using-keyphrases-in-notes/
https://2023.calmhsa.org/how-to-complete-the-aims-assessment/
https://2023.calmhsa.org/client-medical-facesheet/
https://2023.calmhsa.org/colla/
https://2023.calmhsa.org/lab-flowsheet-report/
https://2023.calmhsa.org/calmhsa-102-mar-report/
https://2023.calmhsa.org/how-to-get-a-summary-of-care/
https://2023.calmhsa.org/how-to-complete-the-discharge-instructions/
https://2023.calmhsa.org/how-to-complete-the-discharge-summary/
https://2023.calmhsa.org/how-to-complete-the-discharge-summary/
https://2023.calmhsa.org/how-to-create-the-aftercare-discharge-summary-medical-report/
https://2023.calmhsa.org/how-to-create-the-aftercare-discharge-summary-medical-report/
https://2023.calmhsa.org/how-to-complete-a-medication-reconciliation/


WHAT IS BEING FIXED AFTER AUGUST 5TH
• Manual Refresh button for all tables  *

• When you type in an area, undo the "Do not include in PDF" checkbox for that field *

• RDL: The "cosigner" field can be cut off *

• Tables not forcing page breaks*

• Pull-Forward: Note must be signed to be eligible to pull-forward*

• For fields that delete on Save, change it to "Delete this from the Note"

• When you uncheck a checkbox, uncheck "Select ALL" checkbox

• Hidden PDF information should be replaced with pull-forward information when delete

• Vitals not accurately displaying in Pysch/Med Note – this is working in our systems technically but some 

counties are reporting that it is not consistently pulling in for them in their QA systems.  We are testing
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ASANA SMARTCARE GROUPS
Benefits include:

• Hear from other counties that are in the same boat

• Share ideas/perspectives/workflows

• Give feedback to CalMHSA on an issue/prototype/prioritization

• Any enhancement request or bug should still be logged in Helix as a ticket.

SIGN UP FOR INPATIENT MEDICAL SMARTCARE USER 
GROUP: https://forms.gle/G6Uuc9fFfTSP4pKn9

SIGN UP FOR OUTPATIENT MEDICAL SMARTCARE USER GROUP:
https://forms.gle/sn8ojvmAzrHpwiY77



Q/A

• Thank you for joining!
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