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Basic Guidelines for Client Record-Keeping

Why Is It Important To Keep Accurate Client Records?


Ultimately, accurate client records enhance the agency’s ability to intervene effectively on behalf of the client to meet his/her needs.  Records are, above all, a documentation of eligibility and service provision.  An agency should be able to turn to its records and identify who has been served, why they were eligible to receive services, what services were provided, and the outcomes of those services.  This kind of record-keeping is also essential to identify the “best practices” of the agency and to learn about which services are working and which ones are not.  

Client records assure continuity of service if properly maintained and routinely updated.  Thus, if a worker is out sick, absent, or on vacation, or should resign suddenly, the agency will be able to pick up where the worker left off.  The supervisor or another worker will be able to provide assistance to a particular client or to justify or explain the nature of the agency’s involvement with that client.  Cases may also be transferred from worker to worker or be opened or closed several times.  The existence of an accurate client record can prevent duplication of effort, save time, and result in more effective provision of services to the individual client.


Client records provide the supervisor with a tool for keeping track of worker activity and for providing case guidance.  Record review is also a means of assessing the kind and quality of services being provided.  Accurate client records will facilitate on-going service delivery and improve client interventions.

Finally, HIPAA, FOIA, and other federal and state laws regarding records, privacy, and accountability often guarantee client access to their records.  This has also resulted in increased media and public attention being paid to individual files and records.  This means that client records may come under increased scrutiny during a client appeals proceeding, a lawsuit, a HIPAA-related complaint or request, or during monitoring/auditing visits.
What Is Included In A Client Record?

Remember that accurate client record-keeping should attempt to reconcile three conflicting goals: accountability, efficiency, and privacy.  The worker should fully document information about the reasons for professional decisions and actions, the type of services or actions delivered, and the consequences of the decisions and services.  


It is important to remember that information about the client’s situation should only be recorded if it is clearly relevant to service delivery.  This includes information that demonstrates why services were offered, how these services were delivered, and the impact of the services (you may also want to refer to HIPAA guidance on client records).  Any other information about the client’s situation may not be relevant, may invade the client’s right to privacy, is time-consuming, and may “come back to haunt” the worker and agency during a client appeals proceeding, lawsuit, or HIPAA-related complaint or request. 


A record should document eligibility, decisions, barriers/challenges, and service provision through time.  Workers should carefully review the Service Standard for each service provided to be sure that the client record includes all the elements required by the Service Standard.  

During the initial phase of service, the record should include:

1) The reason for the service request or referral.
2) An assessment of eligibility and description of the client’s situation.
3) Available resources.

4) Services to be provided.

5) Referrals to other resources, if any.

6) Anticipated barriers, challenges, or problems, if any.


Once services have begun to be provided (or a care contract has been developed), the record should include:

1) Ongoing worker and client decisions regarding services.
2) The purpose and goals of the services.
3) A care plan (if part of the agency’s procedures).
4) Ongoing service activities.
5) An assessment of the impact of the service.

Once a decision to terminate services has been made, the record should include:

1) The reason for termination.
2) Documentation that the client was given information about their right to appeal the decision.
3) An evaluation of the impact the service has made on the client’s situation.
4) Plans for future service, if any.
5) Follow-up plans, referrals, etc., if any. 


How Should Client Records be Maintained?

Accurate records are updated on a regular (routine) basis.  A schedule for updating client records should be developed by the agency.


Records should be maintained in a neat and professional manner.  The use of pencil and “sticky notes” should be discouraged.  Abbreviations should be used with caution.  The agency should consider developing a list of approved abbreviations for use by all workers.  This list of abbreviations could be attached to the inside cover of each client record, for example.  This would allow anyone who is reviewing the record to “translate” your abbreviations.

Errors in records should be corrected and corrections should be initialed and dated by the worker who makes the correction.  This provides a record of who made the correction and when it was done.  Note that it is a commonly accepted practice that corrections should be made by drawing a line through the incorrect information.  Incorrect information should never be erased or otherwise deleted.  “White-out” (or correction fluid) should never be used for correction purposes.  Remember that client records may, at some future point in time, be scrutinized during a client appeals proceeding, lawsuit, or HIPAA-related complaint or request.  Your records should never give the appearance that information has been removed or tampered with.

Finally, AAAs are encouraged to develop their own policies and procedures on client record-keeping that incorporate these guidelines.  AAAs should also address how often records are updated as well as record security, record retention, and record disposal. 
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