
Tender Touch Rehab Services 
 

Quarterly Chart Audit Form   Q______ Year_______ 
 

 
Facility_______________________________              Auditor’s Name________________________________________________ 
 
Residents Name________________________             Diagnosis_______________________ Admission Date_ (DOS)__________ 
 
Payor __________          RUG __________                 Discipline  PT _____       OT _____       ST _____ 
 

 
Required Item Met Not 

Met 
Comments 

Medical Necessity    
Diagnosis (ICD#) - Services are consistent with nature and severity of illness, injury 
and medical needs.  All services are reasonable and necessary for diagnosis, treatment 
of illness or injury and to maintain and/or improve function 
 

   

Reason for Referral - Documentation clearly indicates why intervention is indicated at 
the current time.  Physician clearly states that patient requires such at intensity. 

   

Establishment of Risk Factors – Co-morbidities mentioned, precautions, 
complications and safety issues. 

   

Pertinent Medical History - Medical history, social history, history of present illness, 
chief complaint and onset noted.  

   

Prior Level of Function - Previous function and activity level.     
Documentation of Functional Limitations - Services are not just needed for the 
general welfare of the resident but demonstrate an impairment and functional 
limitation.  Limitation is stated in eval 
 

  . 

Objective Measurements - Specific tests and measures, standardized tests and 
functional assessments and findings appropriate for impairment and are reflected in 
short term goals. 
 

   

Prognostic Statement - Predicted functional outcome and duration to achieve the    
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desired functional outcome, estimated duration of services.  Does potential 
improvement exist within a reasonable and predictable time, or are skilled services 
needed to prevent further deterioration or perceive current capabilities. 
 

Required Item Met Not 
Met 

Comments 

Skilled Intervention    
Individualized assessment demonstrates need for skilled care based on facts and 
circumstances of the resident’s particular case. 

   

Interpretation of findings demonstrates clinical decision making and plan of care with 
measurable goals.  

   

Appropriate type, frequency and duration for individualized needs.    
Anticipated discharge plan included.    
Documentation reflects why the skills of a therapist are required to deliver the 
necessary intervention vs. an unskilled provider (assessment/recommendations). 

   

Was therapist services needed to establish a safe and effective program to prevent, 
delay or minimize functional decline. 

   

Documentation of skilled interventions and modalities that meet professional standards 
to be offered during episode of care in TENS notes. 

   

Document clearly indicated services rendered were required at the intensity offered for 
diagnosis, medical status, functional outcome and resident goals (subjective/objective). 

   

Documentation demonstrates patient tolerated treatment intensity, time rendered at 
every visit and patients response to treatment, or was plan changed if patient could not 
tolerate intensity (comments).  
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Services were not repetitive, stating the same treatment each day.     
Progress noted demonstrates changes in functional level and comparative progress.     
Progress notes demonstrate modification in patients program based on response to 
treatment and why the skills of a therapist continue to be needed to render services. 

   

Required Item Met Not 
Met 

Comments 

Miscellaneous    
Acceptable terminology and abbreviations used.    
No overlapping or duplicative services.    
Codes selected accurately describe skilled interventions offered.     
Documentation supports billing.    
Is chart technically correct (doctors orders dated, recertification, physician plan of care 
signed and dated. 

   

Therapist notes look individualized and are not generic and repetitive.    
 


