ReSYWDEN

Speech and Language
Documentation Policy and Procedure

Date of Writing: April 8, 2021
Last revision: November 23, 2025

The following documentation standards and guidelines are provided to all therapists at Bowden Speech
and Language Therapy in order to ensure clarity, consistency, appropriate timing, and compliance with
CASLPO standards.

General expectations:
Clinical notes of any kind (assessment, therapy, phone/email communication) should be drafted at a into
the electronic medical record system (Jane) within 48 hours of occurrence. This ensures accurate and
timely reporting of information and sharing of important information with other team members. Chart notes
should be finalized and signed within 7 days of occurrence, allowing time for supervisor sign off.

All chart entries must be signed, as this ensures that the writer's name and professional designation are
included in the entry (as per CASLPO standards).

All interactions with clients must be documented in the clinical record. These include phone calls/text
messages, emails, meetings, discussions with other professionals, and clinical sessions. Therapy
providers are encouraged to copy and paste emails directly into the record system to ensure accurate
documentation. Therapy providers are encourage to screenshot and uploaded text message
communication which includes information other than scheduling. Scheduling related information may be
documented in therapy notes so long as the date of communication is included (e.g., session confirmed
by text message with mother/father on X date).

When entering a note, it is required to adjust the label type to indicate what type of interaction you are

documenting. See example below for adjusting the label type. Therapy providers may opt to include this
information in the body of the note instead.

7 March 16, 2021

Note

it March 16, 2021

phone call
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The most recent report or intervention plan for a client should be starred so that it remains at the top of
the client’s chart and is easily located by the therapy provider and supervisor.

Report requirements:

Speech-Language Pathologists should make use of the reporting templates provided to them in order to
ensure demographic requirements are met. These include:

- 2 client identifiers on every page (name and DOB)

- Parent information in the report

- Contact information

- Assessment Date

- Timeline for plan revision if appropriate.

All reports are required to meet CASLPO standards with regards to documenting case history, referral
source, assessment tools used, assessment results (including standardized testing), recommendations,
and additional referrals.

Fee for Service reports should be completed within 2 weeks of assessment and sent to the parents
through the Jane system. Ontario Health at Home reports should be completed within 5 business days
and sent to parents through the Jane system

File naming convention fee for service:
Last name, first name, Professional short form, type of document short form or name, year-month
E.g., Doe, Jane, SLP ax 2020-10

File naming convention for Ontario Health at home:
BRN Last name, First name, type of report (SLP ax, interim, dc), year-month

Intervention plan requirements:
Intervention plans separate from reports are required to include the following:
- Brief history of the client including initial assessment results (if applicable), amount of therapy to
date (if applicable), relevant case history, referral source.
- Summary of observations made at the time of update.
- Progress towards previously identified short term goals (if applicable).
- Additional short-term goals as appropriate.
- Adjustments to the recommended course of therapy

All intervention plans are expected to include:
- Strategies for clients, caregivers, and teachers as appropriate.
- Recommendations
- Long term goals
- Short term goals

Intervention plans should be shared with clients prior to the next therapy session.
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All intervention plans and notes must be entered as chart entries, rather than as files. This
ensures the documents become part of the electronic medical record.

Parental acknowledgement:
After writing a report or intervention plan, the therapist should share these documents with the
client/parent using the Jane system. This is done at the bottom of a chart entry:

& Visible To Client
v B Not Visible To Client

When prompted, the therapist should include a written message to the parent, indicating that the report is
in the client’s file and that the therapist will discuss the goals/report with the parent at the next session or
by phone prior to the visit, at the parent’s preference.

At the next therapy visit, the therapy provider (SLP or SLA) should ensure that the acknowledgement of
report or intervention plan (as appropriate) is completed by the client or their parents, following the
appropriate discussion of the report and plan. This will involve the therapy provider having the client
access their file on a computer or tablet. These acknowledgements can be found under the “chart
templates” drop down:
*r April 8, 2021 - Acknowledgement of Intervention Plan o Socially Thinking-

Superflex 2

Speech-Language
Statement Assessment

- - . Speech-
By signing below, | confirm that | have received and read the Intervention Plan provided to me by my Speech-Language Pathologist The goals and plan have been discussed to my satisfaction and | am in agreement with the Speech-Language
Assessment <18
menths
Speech-Language
Assessment General
Parent's name Supervisor Sign OFf
Therapist Checklist
Fall 2020
Acknowledgement of
Intervention Plan
Acknowledgement of
Signature Report and
Intervention Plan

Draw Type

These acknowledgements should also be made visible to the client in Jane.

For clients who do not book therapy, the Speech Pathologist should follow up within a week of sending
the report to discuss the report and complete these acknowledgments. Acknowledgement should also be
made visible to parents, so they can see what they have agreed to.
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Reports and acknowledgements will be entered into Jane by SLPs only. SLAs are responsible for
completing the acknowledgement form with clients, or referring clients back to their supervising SLP if
families have questions about their intervention plans.

Therapy notes:
All therapy (and assessment) notes must be associated with the sessions for which they are being
written. This automatically occurs when a therapist accesses a client’s file from the schedule on the date
of the visit. Therapy providers are asked to ensure all visits are associated with the correct session by
checking for the calendar symbol next to a chart entry, as well as the script below a chart entry:

& Mary Bowden =
- £ Appointment: March 18, 2021 11:00 AM

If therapy providers are unsure how to make this association, they are asked to review the training videos
on Jane and to contact the administration.

Therapy notes written by Speech-Language Associates must indicate the name and registration number
of the supervising therapist. E.g., This program is supervised by Jane Smith, SLP (C) Reg. CASLPO #
XXXX. Notes should include session number based on how many sessions have occurred since the
client’s most recent update.

Supervising therapists should review session notes regularly and document their revision in the record.
Revision every 2-4 weeks is required and must be documented in the record. See the policy related to
working with a speech-language associate for additional information.

All therapy notes should follow the SOAP format (although writing out these headings is not required).
Location of the session, who attended/brought a client, and consent should be documented at the
beginning of each note. Every session should be documented, and each session note should reference
the client’s current goals. If a particular goal is not addressed, the therapy provider should indicate that
the goal was not targeted or NT. Each note must also include a clear plan for the next session, detailed
enough that another provider could plan for the session if necessary.

Files:
Therapy providers may choose to use the “Files” portion of Jane to store visual supports or home
programming for clients. Any documents provided by families such as reports, IEPs, etc. must be
included in the client’s chart, not only in the files portion of Jane.

Family Access:
Parents are always to have access to reports, intervention plans, and acknowledgements of these
documents through Jane. Should a parent request access to therapy notes, they can be provided through
Jane free of charge. Should a hard copy be requested, fees outlined by Speech and Audiology Canada
are applicable.

In the case of shared custody with separated parents, a common username should be created so that
both parents are able to access the client’s file.
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