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Policy 001: Purpose of the Manual and Organiza:onal Profile 

Effective Date: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

1.1 Purpose of the Manual 
The purpose of this Policy and Procedure Manual is to serve as the definitive resource for operational 
guidelines, protocols, and ethical standards that govern all activities at [COMPANY NAME]. This 
manual ensures consistency in operations, compliance with state and federal regulations, and 
alignment with the organization’s mission, vision, and goals. It reflects [COMPANY NAME]’s 
commitment to providing compassionate, person-centered care and fostering a supportive 
environment for adults living with mental health challenges. 

The manual supports staff in understanding their responsibilities, providing high-quality care, and 
maintaining ethical and professional standards in all aspects of service delivery. It serves as a tool for 
training, performance evaluation, and continuous improvement, ensuring that every staff member 
upholds the organization’s values and practices. Additionally, it provides a transparent framework for 
clients, families, and stakeholders, demonstrating [COMPANY NAME]’s dedication to operational 
excellence and client-centered care. 

1.2 Organizational Profile 
1.2.1 Overview of [COMPANY NAME] 
[COMPANY NAME], located at [ADDRESS], is a leading residential care facility dedicated to 
supporting adults facing mental health challenges. The organization is built on the principles of 
compassion, empowerment, and inclusivity, offering comprehensive care that addresses the mental, 
emotional, and physical needs of each resident. By fostering a safe and structured environment, 
[COMPANY NAME] enables residents to achieve their fullest potential while promoting independence 
and a sense of belonging. 

1.2.2 Mission Statement 
At the heart of [COMPANY NAME]’s operations is its mission: 
“To provide compassionate, person-centered care in a safe and supportive environment for adults 
living with mental health challenges. We are dedicated to empowering individuals to achieve their 
fullest potential by fostering mental, emotional, and physical well-being. Through a holistic approach, 
personalized treatment plans, and community integration, we strive to promote recovery, 
independence, and a sense of belonging for every individual we serve.” 

This mission underscores the organization’s commitment to holistic and individualized mental health 
care, emphasizing recovery, empowerment, and community integration as core pillars. 

Our Goal 
1. Promote Individualized Recovery

• Develop and implement personalized treatment plans for each resident, ensuring that their
unique mental health needs, goals, and preferences are met. 

• Foster an environment where individuals can make progress at their own pace, with ongoing
support from clinical and care staff. 

2. Enhance Emotional and Psychological Well-being
• Provide therapeutic interventions (such as counseling, group therapy, or life skills training) to

help residents develop emotional resilience and coping strategies. 
• Address both immediate symptoms and long-term mental health challenges to support stable,

sustained recovery. 
3. Ensure Safety and Stability

• Create a safe, structured, and supportive environment that reduces triggers and fosters a
sense of security for residents. 
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• Maintain 24/7 supervision and provide crisis intervention when needed to prevent harm and
ensure the well-being of all individuals. 

4. Encourage Independence and Empowerment
• Help residents build the skills necessary for independent living, such as financial

management, self-care routines, job readiness, and social interaction. 
• Empower individuals by promoting autonomy in decision-making, fostering self-advocacy, and

supporting a sense of ownership over their recovery journey. 
5. Support Social and Community Integration

• Facilitate social and recreational activities to help residents develop healthy relationships and
reintegrate into the broader community. 

• Encourage participation in community-based programs, volunteer opportunities, and
employment to build social connections and reduce isolation. 

6. Promote Holistic Wellness
• Integrate a comprehensive approach to wellness, addressing not only mental health but also

physical health, nutrition, and overall well-being. 
• Encourage residents to engage in healthy lifestyle choices such as exercise, mindfulness,

and proper sleep hygiene to improve their overall quality of life. 
7. Collaborate with Families and Support Networks

• Foster strong communication and collaboration with residents' families, friends, and external
support systems to ensure consistent care and emotional support. 

• Provide family counseling and educational resources to help loved ones understand the
mental health challenges their family members are facing and to strengthen family bonds. 

8. Continuously Improve Care Standards
• Regularly assess the effectiveness of the care provided through feedback from residents,

staff, and families, and make adjustments to enhance quality. 
• Stay informed about current best practices in mental health care and ensure that staff are

well-trained and supported to deliver the highest standard of care. 

These goals aim to create a well-rounded, person-centered care environment that addresses both the 
immediate and long-term needs of residents, while promoting autonomy, well-being, and social 
integration 

1.2.3 Vision Statements 
[COMPANY NAME]’s vision is multifaceted, reflecting aspirations for systemic change, community 
integration, and holistic well-being. These statements articulate the organization’s long-term 
objectives and the standards it strives to achieve: 
1. Vision for Empowerment and Recovery:
"To create a future where individuals with mental health challenges are empowered to lead fulfilling, 
independent lives, free from stigma and barriers. We envision a world where everyone has access to 
compassionate, holistic care that nurtures their mental, emotional, and physical well-being, allowing 
them to fully integrate into society and thrive." 

2. Vision for Community and Belonging:
"Our vision is to build a community where individuals with mental health needs are treated with dignity 
and respect, and where they can develop the skills and confidence necessary to live independently 
and participate fully in society. We aspire to break down the barriers of isolation, fostering a culture of 
inclusivity and belonging for all." 

3. Vision for Holistic and Personalized Care:
"We envision a world where every individual living with mental health challenges has access to 
personalized, holistic care that addresses their unique needs and supports their journey toward 
recovery. Through innovative treatment, compassionate staff, and a community-centered approach, 
we aim to redefine mental health care and promote lifelong wellness." 

4. Vision for Systemic Change and Awareness:
"We strive to be a catalyst for change in mental health care, advocating for greater awareness, 
understanding, and access to quality services. Our vision is to see mental health care systems that 
are as integrated and respected as physical health care, where individuals are empowered with the 
tools and support they need to lead meaningful, productive lives." 
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5. Vision for Innovation in Mental Health: 
"Our vision is to set the standard for excellence in mental health care through innovative approaches 
to treatment and community involvement. By embracing evidence-based practices and continually 
improving our care models, we aim to provide an environment where individuals not only recover, but 
thrive—living lives full of hope, purpose, and opportunity." 
 
6. Vision for Strengthening Families and Communities: 
"We envision a future where mental health is a central part of community health, and where families, 
caregivers, and support networks are active partners in the recovery process. Our goal is to foster a 
system where people with mental health conditions are supported in their journey not just by 
professionals, but by a compassionate, knowledgeable community." 
 
7. Vision for Long-term Impact and Sustainability: 
"We aim to create a lasting impact on the mental health landscape by providing sustainable, person-
centered care that empowers individuals to achieve lasting recovery. Our vision is to build a model of 
care that not only transforms individual lives but also contributes to the broader movement toward 
mental health reform and social justice." 

 
1.3 Organizational Management and Structure 
1.3.1 Governance 
[COMPANY NAME] operates under a governance framework designed to ensure accountability, 
transparency, and excellence in all operations. The governing body consists of an Executive Director 
and a Board of Directors, each playing a pivotal role in strategic planning, policy development, and 
oversight. 
 
The Executive Director oversees daily operations, ensuring alignment with the organization’s mission 
and goals. The Board of Directors provides strategic guidance and approves major decisions, 
including resource allocation, quality improvement initiatives, and regulatory compliance measures. 
 
1.3.2 Management Roles 
Key management roles within [COMPANY NAME] include: 

1. Executive Director: 
Responsible for overall leadership, policy implementation, and strategic decision-making. The 
Executive Director serves as the primary liaison between the Board of Directors and 
operational teams, ensuring that the organization’s vision is effectively translated into 
actionable plans. 

2. Program Manager: 
Oversees program development and implementation, ensuring that services align with 
residents’ needs and regulatory requirements. The Program Manager collaborates with staff 
to create a supportive and engaging environment for residents. 

3. Clinical Coordinator: 
Manages the clinical aspects of care, including treatment planning, therapeutic interventions, 
and staff training. The Clinical Coordinator ensures that all residents receive high-quality, 
evidence-based care tailored to their unique needs. 

4. Compliance Officer: 
Monitors adherence to regulatory standards, ethical guidelines, and internal policies. The 
Compliance Officer conducts audits, investigates concerns, and provides training to ensure 
continuous improvement and compliance. 

5. Administrative Staff: 
Supports the organization through record management, communication, and logistical 
coordination. Administrative staff ensure that daily operations run smoothly and efficiently. 
 

1.3.3 Organizational Chart 
The organizational chart outlines the hierarchy and communication flow within [COMPANY NAME]: 
 

PLEASE INCLUDE THE ORGANIZATIONAL CHART HERE 
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1.4 Goals of [COMPANY NAME] 
[COMPANY NAME] has established specific goals to guide its operations and ensure positive 
outcomes for residents. These goals include: 

1. Promoting Individualized Recovery:
Developing and implementing personalized treatment plans for each resident, ensuring that 
their unique mental health needs, goals, and preferences are met. 

2. Enhancing Emotional and Psychological Well-being:
Providing therapeutic interventions such as counseling, group therapy, and life skills training
to support residents in developing emotional resilience and coping strategies. 

3. Ensuring Safety and Stability:
Creating a structured and supportive environment that reduces triggers and fosters a sense of 
security for residents. 

4. Encouraging Independence and Empowerment:
Supporting residents in building life skills necessary for independent living, including financial 
management, self-care, and job readiness. 

5. Fostering Social and Community Integration:
Facilitating social and recreational activities to help residents develop relationships and
reintegrate into the broader community. 

6. Promoting Holistic Wellness:
Addressing physical health, nutrition, and overall well-being as integral components of
recovery. 

7. Collaborating with Families and Support Networks:
Engaging families and external support systems to provide consistent care and strengthen 
bonds. 

8. Continuously Improving Care Standards:
Regularly assessing and enhancing the quality of care through feedback, training, and 
adherence to best practices. 
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Policy 002: Governing Body Policies 

Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

2.1 Purpose 
The purpose of this policy is to establish clear and comprehensive guidelines for the governance and 
operational procedures at [COMPANY NAME]. The policy ensures effective delegation of 
management authority, outlines criteria for client discharge, safeguards client record management, 
and promotes safe client transportation. Additionally, it specifies quality assurance and improvement 
protocols, incident reporting measures, fee assessment procedures, emergency preparedness plans, 
and volunteer utilization protocols. 

2.2 Additional Authority 
• 10A NCAC 27G .0201
• North Carolina General Statutes applicable to residential care operations
• Department of Health and Human Services (DHHS) standards

2.3 Scope 
This policy applies to all administrative staff, clinical personnel, volunteers, and other stakeholders 
involved in the management and operation of [COMPANY NAME]. 

2.4 Responsible Parties 
1. Executive Director: Oversees the implementation of all governing body policies and ensures

compliance with state and organizational standards. 
2. Program Manager: Administers daily operations, manages staff responsibilities, and ensures

adherence to chain-of-command protocols. 
3. Clinical Coordinator: Supervises client discharge procedures and oversees quality

assurance measures. 
4. Compliance Officer: Monitors adherence to client record management, incident reporting,

and medical preparedness protocols. 
5. Volunteer Coordinator: Manages volunteer activities, training, and ensures confidentiality

compliance. 

2.5 Definitions 
1. Chain of Command: The structured delegation of authority within the organization to ensure

seamless operational management.
2. Client Records: All documents, electronic or physical, containing information about

residents’ care and treatment.
3. Incident Levels: Categorization of incidents into Level I, II, and III based on severity and

impact.
4. Quality Assurance/Quality Improvement (QA/QI): Systematic processes to evaluate and

enhance client care and service delivery.

2.6 Policy Statement 
[COMPANY NAME] is dedicated to maintaining the highest standards of governance and operations. 
This policy outlines a comprehensive framework to ensure effective leadership, promote client safety, 
safeguard confidentiality, and provide a structured approach to operational management. 

2.7 Governing Body Policies 
2.7.1 Delegation of Management Authority (Chain of Command) 

1. The Executive Director defines the chain of command to delineate responsibilities and
establish accountability at every organizational level. 

2. Authority for daily operations is delegated to the Program Manager, who supervises staff
assignments, manages resources, and addresses operational challenges. 

3. Clinical oversight and program implementation are managed by the Clinical Coordinator, who
ensures regulatory compliance and quality care delivery. 
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4. The Compliance Officer conducts quarterly reviews to evaluate adherence to the chain of 
command and recommends adjustments as needed. 

 
2.7.2 Criteria for Client Discharge 

1. Discharge criteria are established by the Clinical Coordinator in consultation with the 
treatment team to ensure decisions are in the client’s best interest. 
a. Clients may be discharged due to successful completion of their treatment plan, voluntary 
withdrawal, safety concerns, or a determination that the program no longer meets their needs. 

2. A minimum notice period of 30 days is provided to the client, their legal representative, and 
other relevant parties, except in cases of immediate safety concerns. 

3. Written documentation of the discharge is prepared by the Clinical Coordinator, including a 
summary of the discharge criteria, notification recipients, and transition plans. 

 
2.7.3 Client Record Management 

1. The Compliance Officer supervises the maintenance and security of client records to prevent 
loss, tampering, or unauthorized access. 
a. Records are stored in secured physical cabinets or encrypted electronic systems. 

2. Transportation of client records is managed by authorized personnel and conducted in 
sealed, tamper-evident containers. 

3. All records are accessible to authorized users through secure channels, ensuring timely 
access for care delivery. 

4. Clients are provided access to their records upon request, with written authorization 
processed by the Compliance Officer within five business days. 

 
2.7.4 Safe Client Transportation 

1. The Program Manager oversees the development of transportation plans tailored to the 
individual needs of each client. 

2. Emergency information, including medical contacts and care instructions, is securely stored 
within the transport vehicle and accessible only to authorized personnel. 

3. Vehicles are equipped with seat restraints, safety kits, and communication devices to ensure 
a secure transport environment. 

4. Drivers receive annual training on emergency response, client handling, and defensive driving 
techniques. 

 
2.7.5 Quality Assurance/Quality Improvement (QA/QI) Committee 

1. The QA/QI Committee is chaired by the Clinical Coordinator and includes representatives 
from administration, clinical services, and direct care staff. 

2. A written QA/QI plan outlines objectives, evaluation methods, and improvement strategies. 
3. The committee monitors client outcomes, service utilization, and care appropriateness 

through quarterly reviews. 
4. Professional supervision ensures all direct care staff operate under the guidance of qualified 

professionals, with their qualifications and privileges reviewed annually. 
5. All client fatalities in residential programs are reviewed to identify systemic improvements and 

ensure compliance with standards of practice. 
 

2.7.6 Incident Reporting and Response 
1. Incidents are categorized into Level I (minor), Level II (moderate), and Level III (severe) 

based on their impact on safety and well-being. 
2. The Compliance Officer ensures all incidents are documented within the Incident Response 

Improvement System (IRIS). 
a. Preventative measures are implemented for recurring incidents. 

3. Reporting protocols include immediate notification of involved parties and a formal review 
within 48 hours. 

4. Corrective actions are discussed during monthly staff meetings and incorporated into training 
programs. 

 
2.7.7 Client Fee Assessment and Collection 

1. The Program Manager informs clients and their legal representatives about all fees during the 
intake process, providing clear documentation of service costs. 
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2. Fee assessments are conducted based on the client’s financial circumstances, with
adjustments made for those requiring assistance. 

3. The Finance Office collects fees monthly and issues receipts to clients or their
representatives. 

2.7.8 Medical Preparedness Plan 
1. The Program Manager ensures a medical preparedness plan is in place, detailing emergency

procedures, contact information for healthcare providers, and protocols for medication 
access. 

2. Regular drills are conducted to prepare staff for medical emergencies.
3. Emergency kits are inspected monthly by the Compliance Officer to ensure readiness.

2.7.9 Volunteer Utilization 
1. The Volunteer Coordinator manages the onboarding and supervision of volunteers, ensuring

they receive training aligned with [COMPANY NAME]’s standards. 
2. Volunteers provide supportive services, including administrative assistance, recreational

activities, and event coordination. 
3. Confidentiality agreements are signed by all volunteers before beginning their assignments.

2.8 Procedure 
2.8.1 Chain of Command Implementation 

1. The Executive Director provides each staff member with an organizational chart during their
orientation. The chart clearly delineates roles, responsibilities, and lines of authority within 
[COMPANY NAME]. The chart specifies primary and secondary points of contact for decision-
making to avoid ambiguities during daily operations or emergencies. New hires are required 
to review and acknowledge their understanding of the organizational structure within the first 
week of employment. 

2. The Executive Director updates the organizational chart on a quarterly basis or immediately
following any changes in staffing or management roles. Updates are distributed electronically 
and posted in designated common areas such as the staff room and administrative offices to 
ensure accessibility for all employees. 

3. Staff members participate in mandatory training sessions focused on understanding the chain
of command, which is scheduled biannually by the Program Manager. These sessions 
include role-play scenarios, case studies, and open discussions to reinforce the practical 
application of the chain of command in resolving issues and escalating concerns effectively. 

4. The Compliance Officer monitors adherence to the chain of command by reviewing records of
decision-making processes and issue escalations. Any deviations from the established chain 
of command are addressed through a formal inquiry led by the Compliance Officer. Findings 
are reported to the Executive Director within 72 hours, along with recommendations to 
prevent recurrence. 

5. When conflicts or ambiguities arise within the chain of command, the Compliance Officer
mediates a resolution by interviewing involved parties, analyzing documentation, and referring 
to the organizational policies. Resolutions are implemented within three business days, and 
outcomes are documented in the compliance report for future reference. 

6. Staff members who exhibit repeated failures to adhere to the chain of command receive
targeted retraining or face disciplinary action as deemed necessary by the Executive Director 
in consultation with the Program Manager. 

2.8.2 Client Discharge Process 

1. The Clinical Coordinator initiates the discharge process by scheduling a planning meeting at
least two weeks prior to the anticipated discharge date. In emergencies or expedited cases,
the planning meeting occurs as soon as feasibly possible to minimize disruption in client care.
Meeting attendees include the client, their legal representatives, care team members, and 
any external service providers involved in the transition. 

2. The discharge planning meeting focuses on reviewing the client’s progress, identifying
ongoing needs, and establishing a transition plan. The plan includes referrals to external 
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resources such as outpatient mental health services, housing support, or vocational training 
programs. The Clinical Coordinator ensures that clients and their representatives receive a 
detailed list of these resources, along with contact information and appointment schedules. 

3. For clients with complex needs, the Clinical Coordinator consults with external specialists to 
develop tailored transition plans. Specialists may include psychiatrists, social workers, or 
rehabilitation therapists. These consultations are documented in the client’s file to ensure 
continuity of care. 

4. Written transition plans are presented to clients and their legal representatives for review and 
approval. Clients are encouraged to provide input to ensure the plan aligns with their goals 
and preferences. The Clinical Coordinator incorporates feedback before finalizing the 
document. 

5. Before discharge, the client’s case file is reviewed by the Compliance Officer to verify that all 
documentation, including treatment summaries, consent forms, and follow-up instructions, is 
accurate and complete. Any discrepancies are addressed immediately to ensure compliance 
with regulatory standards. 

6. On the day of discharge, the Program Manager ensures that all necessary logistical 
arrangements, such as transportation and medication transfers, are in place. Staff members 
provide emotional support to the client to ease their transition and foster a sense of 
confidence in the next phase of their recovery. 

7. The Compliance Officer conducts a post-discharge audit within one week to evaluate the 
effectiveness of the process and identify areas for improvement. 

 
2.8.3 Client Record Management Process 

1. The Compliance Officer conducts a thorough inspection of client record storage systems 
biannually. This includes checking physical storage areas for secure locks, fireproofing 
measures, and organized filing systems, as well as verifying the integrity of electronic storage 
systems such as encrypted databases and password-protected access. 

2. All requests for access to client records are logged by administrative staff in a secure tracking 
system. Logs include the name of the requester, the purpose of access, and the date and 
time the request was fulfilled. This ensures transparency and accountability in record 
management. 

3. The Compliance Officer reviews access logs monthly to identify any unauthorized or unusual 
activity. Suspicious access patterns are investigated, and necessary corrective actions are 
taken to safeguard the confidentiality of client records. 

4. When client records need to be transported, authorized personnel use tamper-proof, sealed 
envelopes for physical records or encrypted devices for electronic files. Transportation is 
conducted through secure channels, with a chain-of-custody form signed by all parties 
involved. 

5. Clients or their legal representatives requesting access to their records must submit a formal 
written request to the Compliance Officer. Requests are processed within five business days, 
and access is granted in a secure, private setting to maintain confidentiality. 

6. The Compliance Officer ensures compliance with state regulations regarding record retention. 
Records are archived or securely destroyed after the mandated retention period expires. 

 
2.8.4 Transportation Protocol 

1. The Program Manager ensures that transportation protocols are tailored to meet the 
individual needs of each client. This involves assessing the client’s medical, psychological, 
and logistical requirements before any transport is arranged. 

2. Drivers verify the accuracy and accessibility of all emergency information, including medical 
contact details, care instructions, and an emergency response plan, prior to departure. This 
information is securely stored within the vehicle and is accessible only to authorized 
personnel. 

3. Staff members assist clients in boarding vehicles, ensuring that they are seated comfortably 
and securely with appropriate restraints. Clients with mobility challenges are provided with 
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additional support, such as wheelchair-accessible vehicles and assistance with boarding 
ramps. 

4. Vehicles are inspected weekly by the Program Manager to ensure they are equipped with
safety essentials, including first aid kits, fire extinguishers, and communication devices. Any 
deficiencies are addressed immediately. 

5. Drivers receive annual training in defensive driving, emergency response, and client handling.
Training sessions include simulations of transportation emergencies to prepare drivers for 
potential scenarios. 

6. If an incident occurs during transport, the driver and accompanying staff complete an incident
report immediately upon returning to the facility. The report is reviewed by the Compliance 
Officer, who initiates any necessary follow-up actions, such as notifying the client’s family or 
adjusting transportation protocols. 

2.8.5 Quality Assurance/Quality Improvement (QA/QI) Activities 

1. The QA/QI Committee, chaired by the Clinical Coordinator, meets on the first Monday of each
month to evaluate the quality and appropriateness of services provided at [COMPANY 
NAME]. Meeting agendas include a review of client outcomes, service utilization data, and 
feedback from clients and staff. 

2. Data collected during QA/QI meetings are compiled into a comprehensive report by the
Clinical Coordinator. The report highlights trends, identifies areas of concern, and proposes 
strategies for improvement. Reports are shared with all staff members to foster a culture of 
continuous quality enhancement. 

3. The QA/QI Committee ensures that professional supervision is provided to all direct care
staff. Supervisors conduct quarterly evaluations to assess staff competencies and identify 
training needs. Evaluation outcomes are documented and used to inform professional 
development programs. 

4. Annual QA/QI reports are submitted to the Executive Director, who reviews findings and
approves action plans for the coming year. The report includes an assessment of the 
previous year’s goals, achievements, and areas requiring additional focus. 

5. In the event of client fatalities within contracted residential programs, the QA/QI Committee
conducts a comprehensive review to identify systemic improvements. Findings are shared 
with the Executive Director and relevant regulatory bodies as required. 

6. The QA/QI Committee adopts standards aligned with best practices in residential care,
ensuring that operational and programmatic performance meets or exceeds applicable 
regulations and ethical guidelines. 

2.9 Continuous Improvement 
1. Governing body policies are reviewed annually to ensure alignment with updated regulations

and best practices.
2. Feedback from staff, clients, and stakeholders informs revisions to the policy manual.

2.10 References 
• 10A NCAC 27G .0201
• Department of Health and Human Services (DHHS) standards
• [COMPANY NAME]’s Operational Guidelines

2.11 Policy Review and Approval 
Executive Director Signature: ______________________________ Date: ___________ 
Compliance Officer Signature: ______________________________ Date: ___________ 

2.12 Policy Distribution 
This policy is distributed during staff orientation and is accessible in the administrative office and on 
the [COMPANY NAME] intranet. 
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Policy 003: Personnel Requirements 

Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

3.1 Purpose 
The purpose of this policy is to establish comprehensive guidelines for training professional and 
paraprofessional staff at [COMPANY NAME], ensuring competency in their roles and adherence to 
state and federal standards. Additionally, this policy details procedures for identifying, reporting, 
investigating, and managing infectious and communicable diseases to protect the health and safety of 
residents and staff. 

3.2 Additional Authority 
• 10A NCAC 27G .0202 – Personnel Requirements
• Occupational Safety and Health Administration (OSHA) Bloodborne Pathogens Standard
• Centers for Disease Control and Prevention (CDC) Guidelines on Infection Control

3.3 Scope 
This policy applies to all employees of [COMPANY NAME], including professional and 
paraprofessional staff, who are involved in direct or indirect resident care or administrative support. 

3.4 Responsible Party 
The Administrator oversees the implementation and monitoring of this policy. The Training 
Coordinator organizes and documents all staff training, while the Infection Control Officer ensures 
compliance with infection control protocols and manages disease-related incidents. 

3.5 Definitions 
• Professional Staff: Licensed personnel such as nurses and therapists who provide

specialized care.
• Paraprofessional Staff: Support staff such as aides and administrative workers assisting in

care delivery.
• Infectious Disease: Illnesses caused by microorganisms such as bacteria, viruses, and fungi

that spread within populations.
• Bloodborne Pathogens: Microorganisms in human blood capable of causing diseases like

HIV and hepatitis B or C.

3.6 Policy Statement 
[COMPANY NAME] is committed to ensuring that staff are fully trained to meet residents' needs 
through structured initial and ongoing education. The organization upholds the highest standards for 
managing infectious and communicable diseases, emphasizing prevention, timely intervention, and 
compliance with local, state, and federal regulations. 

3.7 Policy 
3.7.1 Staff Training 

1. Initial Training
o The Training Coordinator provides an 80-hour orientation program to all new hires

within six months of employment. This program includes a blend of classroom 
instruction, practical skill development, and competency assessments. 

o Core training areas cover communication skills, mental health awareness, de-
escalation strategies, crisis management, medication administration, and infection 
control measures. 

2. Ongoing Education
o All staff participate in annual in-service training sessions. These sessions are

structured to address updates in best practices, regulatory changes, and emerging
health and safety concerns. 

o The Training Coordinator organizes quarterly workshops on specialized topics such
as trauma-informed care, behavior management, and evidence-based therapeutic 
practices. 

3. Competency Evaluations
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o Supervisors assess the competency of professional and paraprofessional staff
annually, using structured evaluation tools. These assessments focus on skill 
proficiency, compliance with procedures, and the application of knowledge in real-
world scenarios. 

4. Documentation of Training
o The Training Coordinator maintains a comprehensive log of training activities,

including attendance records, course syllabi, and completion certificates. These 
records are reviewed quarterly to ensure compliance with 10A NCAC 27G .0202. 

3.7.2 Infectious Disease Management 
1. Identification and Reporting

o The Infection Control Officer trains staff to identify symptoms of infectious diseases
such as fever, rash, and respiratory distress. Suspected cases are reported 
immediately using standardized reporting forms. 

o Reports include the individual's symptoms, dates of onset, and potential exposures,
and are submitted to the Infection Control Officer within 24 hours. 

2. Investigation and Containment
o Upon receiving a report, the Infection Control Officer collaborates with local health

authorities to investigate potential outbreaks. 
o Isolation protocols are implemented for affected individuals, and staff involved in their

care are provided with appropriate personal protective equipment (PPE). 
3. Training on Bloodborne Pathogens and Infection Control

o All staff receive mandatory training on bloodborne pathogens and infection control
during orientation. This training includes proper use of PPE, procedures for handling 
biohazard materials, and protocols for exposure incidents. 

o Annual refresher courses reinforce safe practices and address updates in infection
prevention guidelines. 

4. Preventive Measures
o [COMPANY NAME] promotes immunization programs for preventable diseases like

influenza and COVID-19, ensuring all staff have access to necessary vaccinations. 
o Routine cleaning schedules include disinfection of high-touch surfaces every two

hours and deep cleaning of shared spaces weekly. 
5. Emergency Preparedness

o The Infection Control Officer conducts simulated outbreak response drills biannually
to ensure staff preparedness for infectious disease scenarios. 

o The Administrator updates emergency contact lists and infection control plans
annually to align with local public health recommendations. 

3.8 Procedure 
3.8.1 Training Implementation 

1. Orientation Process
a. The Training Coordinator schedules orientation sessions for new employees within their
first week of employment.
b. Orientation includes both theoretical and practical components, such as hands-on
demonstrations of infection control protocols.
c. New hires complete evaluations to confirm their understanding of key concepts before
beginning independent responsibilities.

2. Annual In-Service Training
a. The Training Coordinator publishes an annual training calendar in January, detailing
upcoming sessions and workshops. 
b. Staff sign up for training sessions through an internal scheduling system, with attendance
monitored electronically. 
c. Supervisors provide feedback on the relevance and effectiveness of training sessions
during quarterly reviews. 

3. Competency Reviews
a. Supervisors conduct competency assessments using standardized checklists to evaluate
staff performance and adherence to policies. 
b. Staff with identified skill gaps participate in targeted remedial training coordinated by the
Training Coordinator. 
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3.8.2 Infection Control Protocols 
1. Daily Monitoring 

a. All staff perform self-checks for symptoms before reporting to work. Symptomatic 
individuals inform their supervisors and refrain from entering the facility. 
b. Residents are assessed daily by nursing staff for signs of illness, with findings documented 
in their medical records. 

2. Incident Reporting 
a. Staff complete incident reports immediately upon identifying potential infectious disease 
symptoms in residents or colleagues. 
b. Reports are submitted to the Infection Control Officer for evaluation within 24 hours. 

3. Exposure Management 
a. Exposed individuals receive immediate medical evaluation and post-exposure prophylaxis, 
when applicable. 
b. The Infection Control Officer maintains detailed logs of all exposure incidents and monitors 
affected individuals' health status. 

4. Environmental Hygiene 
a. Cleaning staff follow a strict sanitation schedule, disinfecting all high-touch surfaces 
multiple times daily and conducting deep cleaning weekly. 
b. The Infection Control Officer audits cleaning practices monthly to ensure compliance with 
CDC guidelines. 

5. Collaborations with Health Authorities 
a. The Infection Control Officer maintains direct communication with the Monroe County 
Health Department for guidance on managing outbreaks and implementing control measures. 
b. Updates from health authorities are incorporated into staff training materials and 
operational protocols. 

 
3.9 Review and Revision 
The Administrator and Infection Control Officer review this policy annually. Updates are made to 
reflect regulatory changes, advancements in infection control practices, and feedback from staff and 
residents. 

 
3.10 References 

• 10A NCAC 27G .0202 – Personnel Requirements 
• Occupational Safety and Health Administration (OSHA) Bloodborne Pathogens Standard 
• Centers for Disease Control and Prevention (CDC) Guidelines on Infection Control 
• North Carolina Department of Health and Human Services Guidelines 

 
3.11 Policy Review and Approval 

• Administrator: ___________________________________ Date: ___________ 
 

• Training Coordinator: ____________________________ Date: ___________ 
 

3.12 Policy Distribution 
• Hard copies are distributed during orientation. 
• Electronic versions are available on the internal [COMPANY NAME] network under “Policies 

and Procedures.” 
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Policy 004: Competencies and Supervision of Paraprofessionals 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
4.1 Purpose 
The purpose of this policy is to establish a structured framework for the implementation and 
documentation of individualized supervision plans for paraprofessional staff at [COMPANY NAME]. 
This ensures that staff competencies align with state regulations, job requirements, and the 
organization’s mission to provide high-quality, person-centered care. 
 
4.2 Additional Authority 

• 10A NCAC 27G .0204 – Competencies and Supervision of Paraprofessionals 
• North Carolina General Statutes (NCGS) §131D-6 – Adult Care Home Regulations 
• Occupational Safety and Health Administration (OSHA) Training Standards 

 
4.3 Scope 
This policy applies to all paraprofessional staff at [COMPANY NAME], including newly hired staff, 
those undergoing professional development, and staff under performance review. 
 
4.4 Responsible Party 
The Clinical Supervisor oversees the development and implementation of supervision plans, while 
direct Supervisors provide regular guidance and evaluation. The Administrator ensures compliance 
with regulatory standards. 
 
4.5 Definitions 

• Paraprofessional Staff: Individuals providing supportive care services under the supervision 
of licensed professionals, including aides and other support personnel. 

• Supervision Plan: A tailored document outlining performance goals, areas for improvement, 
and strategies for professional growth. 

• Competency Evaluation: An assessment of a paraprofessional’s ability to perform job-
specific tasks safely and effectively. 

 
4.6 Policy Statement 
[COMPANY NAME] is committed to fostering professional growth and ensuring that all 
paraprofessional staff receive the supervision and training necessary to meet organizational and 
regulatory standards. Supervision plans are designed to enhance employee competencies, address 
identified areas of need, and support the delivery of high-quality care to residents. 

 
4.7 Policy 
4.7.1 Development of Supervision Plans 

1. Responsibility for Plan Development 
o The Clinical Supervisor develops individualized supervision plans for all 

paraprofessional staff within the first 30 days of employment. 
o Plans are based on a comprehensive needs assessment conducted during the 

onboarding process. 
2. Content of Supervision Plans 

o Each plan includes a detailed assessment of competencies, areas for improvement, 
and clear objectives aligned with job responsibilities. 

o Specific methods to address identified needs, such as additional training, mentorship, 
or practical skill development, are outlined. 

3. Collaborative Review 
o Supervision plans are reviewed collaboratively by the employee and their direct 

Supervisor during a formal meeting. 
o Both parties sign the supervision plan to confirm mutual understanding and 

agreement. 
 

4.7.2 Ongoing Supervision and Monitoring 
1. Frequency of Supervision 
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o Paraprofessional staff receive weekly supervisory meetings during their first 90 days 
of employment, transitioning to biweekly or monthly meetings thereafter, depending 
on performance and experience. 

o Supervisors provide additional oversight if performance concerns arise or if job 
responsibilities change. 

2. Competency Evaluations 
o Direct Supervisors conduct quarterly competency evaluations to assess progress 

toward meeting supervision plan objectives. 
o Evaluations include direct observation, performance reviews, and feedback from 

licensed professionals. 
3. Documentation of Supervision 

o Supervisors maintain detailed records of all supervision sessions, including meeting 
agendas, progress notes, and updated action items. 

o These records are securely stored in the employee’s personnel file for review by 
regulatory authorities. 
 

4.7.3 Addressing Identified Needs 
1. Training and Development 

o The Clinical Supervisor coordinates targeted training sessions to address specific 
skills or knowledge gaps identified during competency evaluations. 

o Training may include classroom instruction, on-the-job shadowing, and participation 
in external workshops. 

2. Performance Improvement Plans (PIPs) 
o Employees with persistent performance challenges are placed on a PIP, which 

includes clear performance goals, timelines, and support resources. 
o Supervisors monitor progress closely, providing regular feedback and adjusting 

strategies as needed. 
3. Mentorship Programs 

o Experienced staff members are assigned as mentors to provide guidance and 
support to new or struggling paraprofessional staff. 

 
4.8 Procedure 
4.8.1 Development of Supervision Plans 
1. Initial Needs Assessment 
a. Assessment Timing and Framework 

• The Clinical Supervisor conducts a comprehensive and structured needs assessment within 
the first seven days of employment. This process serves as the foundation for the supervision 
plan, ensuring the paraprofessional staff member’s skills and knowledge align with job 
expectations. 

• The assessment is designed to be thorough, encompassing various aspects of the 
paraprofessional’s background, including prior work experience, educational qualifications, 
and any certifications relevant to the role. The Supervisor reviews documentation such as 
resumes, application materials, and references to build an accurate profile of the employee. 

b. Assessment Components 
i. Experience and Skills Inventory 

• The Clinical Supervisor engages the new employee in a detailed discussion about their 
professional history, focusing on the tasks they have performed, their level of comfort with 
specific responsibilities, and any prior exposure to similar roles. 

• Employees are encouraged to share examples of past successes and challenges to help 
identify existing strengths and potential areas of improvement. 

ii. Training and Knowledge Evaluation 
• The Supervisor administers a baseline assessment to gauge the employee’s understanding 

of key concepts such as resident care standards, infection control practices, and 
communication protocols. 

• This includes practical demonstrations of basic competencies to ensure alignment with 
[COMPANY NAME]’s operational standards. 

iii. Role-Specific Competencies 
• The Supervisor evaluates the employee’s proficiency in core responsibilities specific to the 

role, such as assisting residents with daily living activities, supporting mental health 
interventions, and maintaining accurate documentation. 
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c. Output of the Needs Assessment 
• At the conclusion of the assessment, the Clinical Supervisor prepares a written summary that 

identifies the employee’s strengths, areas requiring targeted development, and competencies 
essential for excelling in the position. 
 

2. Plan Creation 
a. Drafting the Supervision Plan 

• Based on the findings from the needs assessment, the Clinical Supervisor creates a 
supervision plan tailored to the employee’s specific needs and the organization’s 
expectations. This plan serves as a roadmap for the employee’s professional development. 

• The supervision plan includes: 
i. Strengths and Areas for Development 

o A detailed summary of the employee’s capabilities and areas that require growth, 
ensuring clarity on the initial focus of the supervision process. 
ii. Performance Objectives 

o Clearly defined, measurable objectives tied to the employee’s job description. 
Objectives are categorized into short-term (30-60 days), medium-term (3-6 months), 
and long-term (6-12 months) goals. 
iii. Strategies for Development 

o A list of targeted interventions to address identified areas of need, such as on-the-job 
training, structured mentorship, or enrollment in workshops and courses. 

b. Employee Involvement 
• The draft plan is presented to the employee for review during a one-on-one meeting. The 

Clinical Supervisor discusses the proposed objectives and strategies, inviting feedback and 
adjustments to ensure the plan reflects the employee’s aspirations and comfort level. 

c. Feedback and Finalization 
• After incorporating the employee’s input, the Clinical Supervisor finalizes the plan. This 

ensures mutual agreement on the performance goals and developmental activities outlined in 
the document. 
 

3. Plan Review and Approval 
a. Formal Review Meeting 

• Within 30 days of the employee’s start date, the Clinical Supervisor and the employee hold a 
dedicated meeting to formally review and approve the supervision plan. 

• The meeting serves as an opportunity to reaffirm expectations, clarify timelines, and address 
any concerns regarding the plan’s implementation. 

b. Approval and Filing 
• Both the Supervisor and the employee sign the finalized supervision plan to signify 

agreement. The signed document is then added to the employee’s personnel file for future 
reference and regulatory compliance. 

 
4.8.2 Implementation of Supervision Plans 
1. Regular Supervisory Meetings 
a. Weekly Meetings During Onboarding 

• Direct Supervisors schedule weekly one-on-one meetings with new paraprofessional staff 
during the first 90 days of employment. These meetings provide consistent opportunities to 
review progress, address challenges, and reinforce expectations. 

• During each session, Supervisors use a standardized agenda that includes: 
i. Review of Progress 

o An evaluation of progress made toward performance objectives. 
ii. Feedback and Support 

o Constructive feedback on performance, coupled with actionable recommendations for 
improvement. 
iii. Goal Refinement 

o Adjustments to short-term goals based on observed progress and emerging needs. 
b. Transition to Biweekly or Monthly Meetings 

• After the onboarding period, Supervisors transition to biweekly or monthly meetings, 
depending on the employee’s performance and confidence in their role. 

c. Documentation of Meetings 
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• Each supervisory meeting is documented using a standardized template. Notes include key 
discussion points, agreed-upon action items, and any necessary follow-ups. These records 
are stored securely in the employee’s file. 
 

2. Competency Evaluations 
a. Observational Assessments 

• Supervisors conduct regular observations of the employee performing job-specific tasks, such 
as assisting residents, completing documentation, and adhering to safety protocols. These 
observations help gauge practical competency and adherence to [COMPANY NAME] 
standards. 

b. Feedback Integration 
• Evaluations incorporate feedback from residents, colleagues, and licensed professionals to 

provide a well-rounded assessment of the employee’s performance. 
c. Performance Reviews 

• Formal competency evaluations are conducted quarterly during the first year of employment. 
These evaluations include a comprehensive review of the employee’s progress, strengths, 
and areas for continued development. 
 

3. Adjustments to Supervision Plans 
a. Plan Updates 

• Supervisors revise supervision plans as needed to reflect changes in job responsibilities, 
newly identified training opportunities, or the employee’s progress toward objectives. Updates 
are documented and communicated to the employee. 

b. Collaborative Review 
• Updated plans are reviewed during a dedicated meeting, with both the Supervisor and 

employee signing the revised document to signify agreement. 
 

4.8.3 Addressing Performance Concerns 
1. Implementation of Performance Improvement Plans (PIPs) 
a. PIP Initiation 

• Supervisors initiate a PIP for employees who fail to meet supervision plan objectives after 
three months. The PIP outlines specific performance deficiencies, improvement strategies, 
and clear timelines for achieving goals. 

b. Detailed Improvement Strategies 
• The PIP includes targeted interventions, such as: 

i. Additional training sessions focused on identified gaps. 
ii. Enhanced supervision and one-on-one coaching. 
iii. Shadowing opportunities with experienced staff. 
 

2. Monitoring and Feedback 
a. Weekly Updates 

• Supervisors provide weekly updates on the employee’s progress during PIP implementation. 
Meetings focus on reviewing progress, addressing obstacles, and adjusting strategies as 
necessary. 

b. Review by the Clinical Supervisor 
• If the employee does not demonstrate significant improvement within the specified timeline, 

the Clinical Supervisor reviews the case to determine additional support measures or further 
action. 
 

3. Termination of Employment 
a. Final Review 

• If performance concerns persist despite comprehensive support, the Administrator conducts a 
final review of the employee’s file. Input from Supervisors, the Clinical Supervisor, and legal 
or HR advisors informs the decision-making process. 

• The Administrator ensures all termination procedures are carried out in accordance with 
[COMPANY NAME]’s policies and applicable laws. 
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4.8.4 Recordkeeping and Compliance 
1. Documentation Standards 
a. Comprehensive Records 

• Supervisors maintain detailed and accurate records of all supervision activities, including: 
i. Signed supervision plans and revisions. 
ii. Notes from supervisory meetings. 
iii. Competency evaluation reports. 
iv. PIP documentation. 

• These records are updated regularly and stored securely to ensure confidentiality and 
regulatory compliance. 

b. Access and Review 
• Documentation is accessible to the Administrator, Clinical Supervisor, and relevant regulatory 

authorities during audits or performance reviews. 
 

2. Annual Review of Supervision Policy 
a. Policy Evaluation 

• The Administrator and Clinical Supervisor jointly review this policy on an annual basis. The 
review process involves analyzing feedback from staff, outcomes of supervision plans, and 
findings from regulatory audits. 

b. Policy Revisions 
• Any identified gaps or areas for improvement are addressed through revisions to the policy. 

Updates are communicated to all staff and incorporated into training programs to ensure 
consistency. 

 
4.9 Review and Revision 
The Clinical Supervisor reviews this policy annually. Updates are made to reflect changes in state 
regulations, organizational goals, and employee feedback. 

 
4.10 References 

• 10A NCAC 27G .0204 – Competencies and Supervision of Paraprofessionals 
• Occupational Safety and Health Administration (OSHA) Training Standards 
• North Carolina General Statutes (NCGS) §131D-6 – Adult Care Home Regulations 

 
4.11 Policy Review and Approval 

• Administrator: ___________________________________ Date: ___________ 
• Clinical Supervisor: ____________________________ Date: ___________ 

 
4.12 Policy Distribution 

• Hard copies are provided to all supervisors during training. 
• Electronic copies are accessible via the [COMPANY NAME] internal policy portal. 
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Policy 005: Assessment and Treatment/Habilita:on Plan 
Effective Date: [Insert Effective Date] 
Reviewed and Revised Date: [Insert Reviewed/Revised Date] 

 
5.1 Purpose 
The purpose of this policy is to establish the procedures for completing a comprehensive admission 
assessment and creating individualized treatment or habilitation plans for each client admitted to 
[COMPANY NAME]. This ensures a thorough understanding of each client’s presenting problems, 
strengths, and needs while promoting their recovery, independence, and well-being through evidence-
based practices. 

 
5.2 Additional Authority 

• 10A NCAC 27G .0205: Assessment and Treatment/Habilitation or Service Plan. 
• Relevant provisions under North Carolina General Statutes for adult care homes and mental 

health services. 
 

5.3 Scope 
This policy applies to all clients admitted to [COMPANY NAME], as well as all clinical and care staff 
responsible for assessments, treatment planning, and ongoing care delivery. 

 
5.4 Responsible Party 
The Clinical Supervisor manages the overall process of client assessment and treatment/habilitation 
planning. Case Managers and care team members execute assessments and implement care 
strategies, while the Administrator ensures compliance with regulatory standards. 

 
5.5 Definitions 

1. Admission Assessment: The structured evaluation of a client’s presenting issues, strengths, 
and challenges upon admission to the facility. 

2. Provisional Diagnosis: A temporary diagnosis made at admission, subject to confirmation 
within 30 days through further evaluations. 

3. Established Diagnosis: A formal, confirmed diagnosis derived from in-depth assessments 
conducted post-admission. 

4. Treatment/Habilitation Plan: An individualized plan addressing the client’s needs, including 
goals, strategies, and outcomes for recovery or habilitation. 

5. Legally Responsible Person: An individual authorized to make decisions on behalf of the 
client, such as a guardian or power of attorney. 

 
5.6 Policy Statement 
[COMPANY NAME] is committed to providing a person-centered approach to care by performing 
detailed admission assessments for all clients before services begin. A treatment or habilitation plan 
is developed within 30 days of admission to address the client’s presenting problems and long-term 
goals. These plans are created in collaboration with the client and/or their legally responsible person 
and are regularly reviewed to ensure they remain relevant and effective. 

 
5.7 Policy 
5.7.1 Admission Assessment 

1. Initial Client Interview 
a. The Clinical Supervisor or Case Manager conducts an in-depth interview upon admission 
to gather information about the client’s presenting problems, needs, and expectations. 
b. The interview is designed to establish rapport with the client and ensure their participation 
in the care process. 

2. Gathering Relevant Documentation 
a. Case Managers collect and review prior medical records, social histories, psychiatric 
evaluations, and vocational assessments, as applicable. 
b. All documentation is securely filed and reviewed to inform the admission assessment. 

3. Assessment Components 
a. The admission assessment includes the following key areas: 

 
i. Presenting Problem: Detailed description of the client’s immediate concerns and 
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symptoms. 
ii. Needs and Strengths: Identification of the client’s unique capabilities and areas 
requiring support. 
iii. Provisional Diagnosis: Initial diagnostic impression to guide care during the first 
30 days. 
iv. Social, Family, and Medical History: Exploration of the client’s background, 
relationships, and health conditions. 
v. Specific Evaluations: Completion of psychiatric, substance abuse, medical, or 
vocational evaluations tailored to the client’s circumstances. 

4. Emergency Situations 
a. Clients admitted to detoxification or 24-hour medical programs receive an established 
diagnosis upon admission to facilitate immediate intervention and care. 

5. Preliminary Strategies for Care 
a. Before a treatment or habilitation plan is finalized, interim strategies are documented to 
address the client’s immediate concerns and presenting problems. 

 
5.7.2 Treatment/Habilitation Plan Development 

1. Collaboration and Participation 
a. The Case Manager engages the client and their legally responsible person to ensure the 
plan reflects their input and preferences. 
b. Multidisciplinary teams, including therapists, medical providers, and care staff, contribute to 
the development process. 

2. Core Components of the Plan 
a. The treatment or habilitation plan includes: 
 

i. Anticipated Outcomes: Specific goals the client aims to achieve, with a projected 
timeline for completion. 
ii. Strategies for Achieving Outcomes: Step-by-step actions addressing the client’s 
challenges and leveraging their strengths. 
iii. Responsible Staff Members: Assignment of team members to specific tasks or 
strategies within the plan. 
iv. Evaluation Metrics: Criteria for assessing progress and determining whether 
outcomes are met. 
v. Consent Documentation: Signed agreement from the client or their responsible 
party, or a documented explanation if consent cannot be obtained. 

3. Approval Process 
a. The finalized plan is reviewed and signed by the Clinical Supervisor, client, and legally 
responsible person. 
b. The plan is securely stored and distributed to relevant care team members. 

 
5.8 Procedure 
5.8.1 Admission Assessment Procedure 

1. Pre-Admission Activities 
a. Referral materials are reviewed to determine the suitability of [COMPANY NAME]’s 
services for the client. 
b. Initial discussions with the referral source clarify the client’s needs and expectations. 

2. Comprehensive Assessment Process 
a. On admission day, the Case Manager conducts a structured assessment, addressing: 
i. Presenting problems and immediate needs. 
ii. Social, family, and vocational history. 
iii. Medical conditions and current medications. 
iv. Psychiatric symptoms and prior mental health interventions. 
b. Additional assessments, such as substance abuse evaluations or vocational assessments, 
are scheduled based on the client’s profile. 

3. Documentation and Reporting 
a. All findings are documented using standardized forms and filed in the client’s record. 
b. A provisional diagnosis is recorded, pending further evaluations within the first 30 days. 
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5.8.2 Treatment/Habilitation Plan Procedure 
1. Collaborative Planning Meeting 

a. A meeting is held within 30 days of admission to develop the treatment or habilitation plan. 
b. Attendees include the client, legally responsible person, Case Manager, and any involved 
medical or therapeutic providers. 

2. Drafting the Plan 
a. The Case Manager prepares a draft plan based on assessment findings, incorporating: 
i. Goals tailored to the client’s strengths and challenges. 
ii. Interventions for immediate and long-term objectives. 
iii. Evaluation criteria to measure progress. 

3. Approval and Distribution 
a. The finalized plan is signed and distributed to care team members. 

 
5.8.3 Plan Review and Updates 

1. Regular Plan Reviews 
a. Formal reviews occur at least annually, or sooner if the client’s circumstances or goals 
change. 
b. Reviews involve the client, legally responsible person, and care team members. 

2. Incorporating Feedback 
a. Client and family feedback are actively sought to ensure the plan remains relevant and 
effective. 

3. Adjustments to the Plan 
a. Revised plans are reviewed and approved through the same collaborative process as the 
initial plan. 

 
5.8.4 Compliance and Documentation 

1. Recordkeeping 
a. All assessments, plans, and progress notes are securely stored and readily accessible for 
review. 

2. Policy Review and Updates 
a. The Administrator reviews this policy annually, incorporating feedback from staff and 
regulatory authorities. 

 
5.9 References 

• 10A NCAC 27G .0205 
• North Carolina General Statutes governing mental health and adult care services 

 
Approval Signatures: 

• Clinical Supervisor: _________________________ Date: __________ 
• Administrator: _____________________________ Date: __________ 
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Policy 007: Medica:on Management Policy 
Effective Date: [Insert Effective Date] 
Reviewed and Revised Date: [Insert Reviewed/Revised Date] 

 
7.1 Purpose 
The purpose of this policy is to establish comprehensive guidelines for the management of 
medications at [COMPANY NAME]. This includes dispensing, packaging, labeling, administration, 
storage, review, and disposal to ensure compliance with regulatory standards under 10A NCAC 27G 
.020G and the safe, ethical, and effective handling of medications for the health and safety of clients. 

 
7.2 Additional Authority 

• 10A NCAC 27G .020G Medication Requirements. 
• North Carolina Board of Pharmacy Regulations. 
• Federal Controlled Substances Act (CSA). 

 
7.3 Scope 
This policy applies to all staff, clients, and contractors involved in medication-related processes at 
[COMPANY NAME], including prescribing, dispensing, administering, transporting, storing, or 
disposing of medications. 

 
7.4 Responsible Party 
The Administrator oversees medication policies, ensuring compliance with regulations. Clinical 
Supervisors, Case Managers, and designated licensed personnel implement and monitor medication 
processes. The Registered Nurse (RN) provides training and supervision for unlicensed personnel 
involved in medication administration. 

 
7.5 Definitions 

1. Medication Dispensing: The process of preparing and providing medications to a client 
based on a licensed prescriber’s order. 

2. Medication Administration Record (MAR): A detailed document used to record medication 
administration to a client. 

3. Self-Administration: A client’s independent management of their prescribed medications, 
authorized in writing by a licensed medical professional. 

4. Medication Disposal: The secure and safe destruction of medications to prevent misuse or 
accidental ingestion. 

5. Medication Error: Any deviation from the prescribed medication order, including incorrect 
dosage, timing, or method of administration. 

 
7.6 Policy 

7.6.1 Statement on Medication Management 
[COMPANY NAME] adheres to all legal and ethical standards for medication management. 
Medications are handled only by licensed personnel or individuals appropriately trained under 
supervision. The facility ensures that medications are stored securely, administered correctly, and 
disposed of safely to prevent errors, misuse, or harm to clients. 

 
7.7 Medication Dispensing Procedures 

1. Authorized Personnel 
a. Medications are dispensed only by a registered pharmacist, licensed physician, or other 
authorized professionals registered with the North Carolina Board of Pharmacy. 
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b. Take-home methadone is administered exclusively by Registered Nurses (RNs) in licensed 
programs. 

2. Prescription Requirements 
a. Medications are dispensed based on a valid written prescription from a licensed medical 
doctor. 
b. The facility does not maintain a stock of prescription medications for dispensing unless a 
licensed pharmacist is engaged for this purpose. 

3. Emergency Stock 
a. Prescription medications for emergency use are stored and dispensed in compliance with 
state laws. 

 
7.8 Medication Packaging and Labeling Procedures 

1. Non-Prescription Medications 
a. Over-the-counter medications retain their original manufacturer packaging, with visible 
expiration dates. 

2. Prescription Medications 
a. Prescription medications are provided in tamper-resistant packaging. 
b. Each prescription label includes the following: 
i. Client’s name. 
ii. Prescriber’s name. 
iii. Date of dispensing. 
iv. Dosage and administration instructions. 
v. Medication name, strength, quantity, and expiration date. 
vi. Pharmacy or dispensing provider's name, address, and contact information. 

 
7.9 Medication Administration Procedures 

1. Authorization for Administration 
a. Medications are administered only based on a valid written order from an authorized 
prescriber. 
b. Clients may self-administer medications with written authorization from their physician. 

2. Licensed and Trained Personnel 
a. Licensed personnel administer medications, including injections. 
b. Unlicensed staff trained by an RN, pharmacist, or other qualified professional may 
administer medications under supervision. 

3. Medication Administration Record (MAR) 
a. A MAR is maintained for every client, documenting: 
i. Client’s name. 
ii. Medication name, strength, and quantity. 
iii. Administration instructions. 
iv. Date, time, and name/initials of the administrator. 

4. Documentation 
a. Medications are documented immediately after administration in the MAR. 
b. Client requests for changes in medications are documented and followed up with the 
prescribing physician. 

 
7.10 Medication Disposal Procedures 

1. Safe Disposal Practices 
a. All medications, including controlled and non-controlled substances, are disposed of 
securely to prevent diversion or accidental ingestion. 
b. Non-controlled medications are incinerated, flushed into septic systems, or returned to 
local pharmacies for destruction. 

2. Disposal Records 
a. A disposal record is maintained for all destroyed medications, detailing: 
i. Client’s name. 
ii. Medication name, strength, and quantity. 
iii. Disposal date and method. 
iv. Signatures of the individual disposing and a witness. 
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3. Discharge Protocols 
a. Upon a client’s discharge, unused medications are held for no longer than 30 days or 
disposed of promptly if the client does not return. 

 
7.11 Medication Storage Procedures 

1. General Storage Requirements 
a. Medications are stored in a securely locked cabinet within a clean, well-lit, and ventilated 
room. 
b. The room’s temperature is maintained between 59º and 86º F. 

2. Refrigeration 
a. Medications requiring refrigeration are stored between 36º and 46º F in a separate, locked 
compartment if food items are also present. 

3. Client-Specific Storage 
a. Medications are stored separately for each client, clearly labeled with their name. 
b. Internal and external medications are stored separately. 

4. Self-Medication 
a. Medications for clients approved for self-administration are securely stored according to the 
physician’s instructions. 

 
7.12 Medication Review Procedures 

1. Six-Month Drug Reviews 
a. A licensed physician or pharmacist conducts a drug regimen review for clients on 
psychotropic medications every six months. 
b. Findings and any corrective actions are documented in the client’s record. 

 
7.13 Medication Error Procedures 

1. Reporting and Documentation 
a. Medication errors or adverse drug reactions are reported immediately to the prescribing 
physician or pharmacist. 
b. Errors are documented in the client’s file, along with corrective actions. 

2. Client Refusal 
a. A client’s refusal to take medication is documented in the MAR, and follow-up with the 
physician is arranged. 

 
7.14 Procedure 

7.14.1 Medication Dispensing Process 
1. Verification of Prescriptions 

a. The Registered Nurse (RN) carefully reviews each prescription to ensure it is valid, current, 
and issued by a licensed medical provider. 
b. Prescriptions are verified against the client’s treatment plan, ensuring alignment with the 
medical history, current diagnosis, and approved therapeutic objectives. 

2. Communication with Prescribers 
a. If there are any discrepancies, incomplete information, or ambiguities in the prescription, 
the RN contacts the prescribing physician directly for clarification before proceeding. 

3. Authorized Dispensing 
a. Only authorized personnel, including registered pharmacists or licensed physicians, 
dispense medications. The RN oversees the process to ensure compliance with North 
Carolina regulations. 
b. Medications are dispensed strictly according to the prescription instructions, ensuring 
accuracy in dosage, timing, and formulation. 

4. Double-Check Protocol 
a. The RN cross-references the medication label, the client’s Medication Administration 
Record (MAR), and the original prescription to confirm the medication matches the order in 
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every detail. 
b. Special attention is given to medications with similar names or packaging to prevent errors. 

5. Handover to Responsible Party 
a. Once verified, medications are handed over to the client or staff responsible for 
administration. During this process, the RN explains the purpose, dosage, and administration 
instructions for each medication. 
b. For self-administering clients, the RN provides education on proper storage, timing, and 
potential side effects, ensuring the client understands the significance of adherence to the 
prescribed regimen. 

6. Documentation 
a. A record of every medication dispensed is maintained in the MAR, including the date, time, 
and quantity of the medication dispensed. 
b. Any communication with prescribers, such as prescription clarifications or modifications, is 
documented in the client’s file. 

 
7.14.2 Administration Protocol 

1. Preparation for Administration 
a. The staff member administering the medication retrieves the MAR and locates the specific 
client’s record. 
b. The medication is prepared in a quiet, distraction-free area to minimize the risk of errors. 

2. Client Identification 
a. Before administration, the staff member confirms the client’s identity using two identifiers, 
such as the client’s name and date of birth, as listed on the MAR. 
b. For clients unable to provide verbal confirmation, visual identification is used in conjunction 
with their photo ID or medical record. 

3. Label and Record Cross-Check 
a. The medication label is compared against the MAR to verify the name, dosage, route, and 
time of administration. 
b. If the medication is a controlled substance, the staff member follows additional protocols, 
including logging the medication into the controlled substances register and securing 
necessary signatures. 

4. Administration Process 
a. The staff member administers the medication according to the prescribed route (e.g., oral, 
topical, or injection). 
b. During administration, the staff observes the client for any immediate reactions or issues, 
documenting observations as necessary. 

5. Post-Administration Documentation 
a. Immediately after administration, the staff records the following in the MAR: 
i. Name and strength of the medication. 
ii. Dosage administered. 
iii. Time and date of administration. 
iv. Initials or signature of the staff administering the medication. 
b. Any deviations, such as a client’s refusal to take medication or observed adverse effects, 
are documented and reported to the RN and prescribing physician. 

6. Education and Follow-Up 
a. For new medications, the staff provides the client with information about potential side 
effects, drug interactions, and instructions for use. 
b. Follow-up with the client is scheduled to monitor effectiveness and report any concerns to 
the physician. 

 
7.14.3 Storage and Security Checks 

1. Daily Storage Monitoring 
a. Staff assigned to medication storage conduct daily visual checks to ensure all medications 
are securely stored in locked cabinets or designated areas. 
b. Medications requiring refrigeration are kept in a separate, locked compartment, and 
temperatures are logged daily to ensure compliance with storage requirements (36º–46º F for 
refrigerated medications). 
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2. Controlled Substance Management 
a. Controlled substances are stored in a separate, double-locked compartment, and access is 
limited to authorized personnel. 
b. A detailed log tracks every movement of controlled substances, including dispensing, 
administration, and disposal. 

3. Separation of Medications 
a. Medications are stored separately for each client, clearly labeled with their name to prevent 
cross-contamination or errors. 
b. Medications intended for external use (e.g., ointments) are stored separately from those for 
internal use (e.g., tablets). 

4. Weekly Audits 
a. Designated staff conduct comprehensive audits weekly to verify that all medications are 
stored securely, properly labeled, and within their expiration dates. 
b. Any discrepancies, such as missing or mislabeled medications, are reported immediately to 
the Administrator and investigated thoroughly. 

5. Inventory Checks 
a. A monthly inventory of all medications is conducted to ensure an accurate record of stock 
levels and to identify expired or near-expiry medications for timely disposal. 
b. Findings from inventory checks are documented and reviewed by the Administrator. 

 
7.14.4 Disposal Protocol 

1. Identification of Medications for Disposal 
a. Medications deemed expired, unused, or no longer required are flagged during weekly 
audits and inventory checks. 
b. For controlled substances, the RN completes the necessary documentation in compliance 
with the Controlled Substances Act. 

2. Secure Disposal Methods 
a. Non-controlled substances are disposed of by: 
i. Incineration. 
ii. Flushing into a septic or sewer system if approved. 
iii. Transfer to a licensed pharmacy for destruction. 
b. Controlled substances are destroyed in the presence of two authorized personnel, one of 
whom is an RN or pharmacist. 

3. Disposal Records 
a. Disposal records include: 
i. Client’s name. 
ii. Medication name, strength, and quantity. 
iii. Disposal date and method. 
iv. Signatures of the personnel disposing of the medication and the witness. 
b. Records are securely stored and made available for review by regulatory authorities during 
inspections. 

4. Discharge Medication Disposal 
a. Upon a client’s discharge, remaining medications are held for up to 30 days unless there is 
a documented plan for the client’s return. 
b. After 30 days, unclaimed medications are disposed of according to the facility’s standard 
protocols, ensuring documentation is completed. 

5. Review of Disposal Practices 
a. Disposal logs are reviewed monthly by the Administrator to ensure compliance with 
regulatory requirements. 
b. Any identified gaps or violations are addressed through corrective actions, including 
additional staff training if needed. 

 
7.14.5 Continuous Quality Improvement 

1. Policy Review and Updates 
a. Medication dispensing, administration, storage, and disposal procedures are reviewed 
annually by the Administrator and Clinical Supervisor. 
b. Feedback from staff and clients, as well as findings from audits, inform revisions to ensure 
the procedures align with the latest regulatory and best-practice standards. 
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2. Training and Education 
a. Staff receive annual training on all medication-related procedures, including updates to 
protocols and compliance requirements. 
b. Newly hired staff complete a comprehensive orientation covering medication policies 
before assuming responsibilities. 

3. Incident Review 
a. Medication errors and adverse drug reactions are reviewed during monthly quality 
assurance meetings to identify patterns and implement preventive measures. 
b. Outcomes of incident reviews are shared with staff during training sessions to promote a 
culture of safety and continuous improvement. 

 
7.15 References 

• 10A NCAC 27G .020G Medication Requirements. 
• North Carolina Board of Pharmacy Standards. 

 
 

Approval Signatures: 
• Clinical Supervisor: _________________________ Date: __________ 
• Administrator: _____________________________ Date: __________ 
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Policy 008: Search, Seizure, and Periodic Internal Review 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

 
8.1 Purpose 
The purpose of this policy is to establish and communicate clear guidelines regarding search and 
seizure activities and periodic internal reviews at [COMPANY NAME]. This ensures that client privacy 
and dignity are respected while maintaining a safe and secure environment. The policy also ensures 
compliance with applicable state regulations, specifically 10A NCAC 27D .0103 and .0104, which 
require documented procedures for searches and periodic reviews to uphold client rights. 

 
8.2 Additional Authority 

• North Carolina Administrative Code (NCAC) 10A NCAC 27D .0103 – Search and Seizure 
• North Carolina Administrative Code (NCAC) 10A NCAC 27D .0104 – Periodic Internal Review 
• Federal and state privacy and confidentiality laws 
• [COMPANY NAME] Client Rights Guidelines 

 
8.3 Scope 
This policy applies to all staff members of [COMPANY NAME], including administrative and clinical 
personnel, as well as clients residing in the facility. It encompasses all activities related to searching 
clients, their belongings, or their living spaces, as well as the regular evaluation of compliance with 
client rights policies. 

 
8.4 Responsible Parties 

• Clinical Supervisor: Oversees the search and seizure processes, ensuring adherence to 
this policy. 

• Administrator: Conducts and supervises periodic internal reviews to ensure compliance with 
client rights and organizational standards. 

• Staff Conducting Searches: Responsible for carrying out searches in a respectful and 
compliant manner and maintaining accurate documentation. 

Contact: [Insert Contact Information] 

 
8.5 Definitions 

• Search: A formal inspection of a client’s belongings, room, or living space to ensure the 
safety and compliance of the home environment. 

• Seizure: The act of confiscating items that may pose safety risks or violate facility policies. 
• Compliance Review: A systematic evaluation of policies and practices to ensure alignment 

with client rights and regulatory requirements. 

 
8.6 Policy Statement 

[COMPANY NAME] prioritizes the safety and privacy of its clients while ensuring compliance with 
regulatory standards. Search and seizure activities are conducted only when there is a compelling 
need to maintain safety or enforce policy compliance, and they are carried out respectfully and 
transparently. The home also conducts periodic internal reviews every three years to assess and 
enhance adherence to client rights regulations. 

 
8.7 Policy 
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8.7.1 Search and Seizure 
1. Searches of a client’s personal belongings or living space are conducted only when there is 

reasonable suspicion of a safety concern, contraband, or violation of facility policy. 
a. The Clinical Supervisor authorizes all searches, ensuring they are necessary and 
proportionate. 

2. Searches are conducted respectfully, safeguarding the client’s dignity and privacy. 
a. Clients are informed of the reasons for the search prior to the search unless doing so 
compromises safety. 

3. Seized items are handled according to documented procedures, ensuring proper 
accountability. 
a. Items that violate policy or pose a safety risk are secured and disposed of or returned in 
accordance with [COMPANY NAME]’s guidelines. 

4. Each search and seizure is documented comprehensively to include: 
i. The scope and reason for the search. 
ii. The procedures followed. 
iii. A description of any seized items. 
iv. The disposition of seized items. 

 
8.7.2 Periodic Internal Reviews 

1. The governing body ensures that compliance reviews related to client rights are conducted no 
less than every three years. 
a. Reviews are overseen by the Administrator and involve input from key staff members and 
stakeholders. 

2. The findings of these reviews are documented and maintained in a secure manner. 
a. Reports include compliance status, gaps identified, and recommendations for 
improvement. 

3. The three most recent review reports are kept on file and made available for regulatory 
audits. 

4. Client and staff feedback is incorporated into the review process to ensure continuous 
improvement in upholding rights and dignity. 

 
8.8 Procedure 

8.8.1 Search and Seizure 
 
8.8.1 Search and Seizure (Expanded and Detailed) 

1. Identification and Authorization 
a. Observing the Need for a Search: 
Staff members, during their routine interactions or supervisory responsibilities, remain vigilant for any 
indicators that may necessitate a search. These indicators include but are not limited to: 
i. Observed possession of contraband or dangerous items, such as weapons, drugs, or stolen 
property. 
ii. Behavioral changes in clients suggesting potential safety risks, such as secretive actions, hostility, 
or attempts to hide belongings. 
iii. Direct reports or complaints from other clients, staff, or visitors about potential safety threats or 
policy violations. 

b. Assessing the Situation: 
The Clinical Supervisor reviews the situation to confirm whether the reported risks or observed 
behaviors justify a search. This includes: 
i. Consulting with the reporting staff member to gather a complete account of the concern. 
ii. Evaluating the potential threat level to determine the urgency of the search. 
iii. Determining whether alternative measures, such as mediation or counseling, could address the 
concern without a search. 
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c. Authorization of the Search: 
Once the need for a search is established, the Clinical Supervisor issues authorization. 
i. In standard situations, written authorization is provided and stored in the client’s file for 
transparency. 
ii. In urgent cases where safety is at immediate risk, verbal authorization is given, and a written record 
is completed post-search. 
iii. The Clinical Supervisor specifies the scope and limits of the search, ensuring it aligns with 
[COMPANY NAME] policies and state regulations. 

 
2. Preparation 
a. Ensuring Transparency and Fairness: 
To uphold client rights and minimize disputes, at least two staff members are designated to conduct 
the search. 
i. These staff members are selected based on their training and understanding of respectful search 
protocols. 
ii. One staff member leads the search, while the second acts as a witness to verify the actions taken 
and document the process. 

b. Informing the Client: 
Clients are informed about the search before it begins, unless immediate safety concerns justify 
confidentiality. 
i. Staff explain the reason for the search, emphasizing that the purpose is to ensure a safe and secure 
environment. 
ii. Clients are reassured that their dignity and privacy will be respected throughout the process. 
iii. If informing the client beforehand would jeopardize safety (e.g., in cases of concealed weapons), 
the Clinical Supervisor decides on the timing and extent of disclosure. 

c. Preparing the Environment: 
The search area is organized to minimize disruption and ensure efficiency. 
i. Staff check the environment for hazards that could interfere with the search process, such as sharp 
objects or crowded spaces. 
ii. Any unrelated individuals, including other clients or visitors, are politely asked to leave the 
immediate vicinity to maintain confidentiality and prevent interference. 

 
3. Conducting the Search 
a. Systematic and Respectful Process: 
The search is conducted methodically to ensure thoroughness while respecting the client’s personal 
space and belongings. 
i. Staff start with easily accessible areas, such as tables, drawers, or open containers, before moving 
to more concealed spaces like closets or under beds. 
ii. If clothing or personal items need to be inspected, clients are given the option to handle the items 
themselves under staff supervision whenever feasible. 

b. Handling of Personal Items: 
Personal belongings are treated with utmost care to avoid damage or unnecessary disturbance. 
i. Staff avoid scattering or mishandling items, instead organizing them neatly as they inspect. 
ii. Fragile or valuable items are handled with caution, and their placement is documented to ensure 
they are returned to their original state post-search. 

c. Respecting Client Presence: 
Whenever possible, clients are invited to be present during the search. 
i. Their involvement helps build trust and demonstrates transparency in the process. 
ii. If the client declines or is unavailable, the staff proceed but ensure all actions are meticulously 
documented. 
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4. Seizure and Documentation 
a. Handling Prohibited Items: 
If prohibited or dangerous items are found, staff take immediate action to secure them. 
i. Dangerous items, such as weapons or hazardous materials, are removed from the area and placed 
in a secure location designated for such items. 
ii. Items that violate policies, such as contraband or stolen goods, are logged and stored according to 
[COMPANY NAME]’s protocols. 

b. Detailed Documentation: 
Each search and any items seized are documented comprehensively to ensure accountability and 
transparency. 
i. Staff create a detailed report that includes: 

• A full description of the items found, including their condition and approximate location. 
• The date and time of the search. 
• The names and roles of all staff members involved in the process. 

ii. The documentation is signed by both staff members present, and, if applicable, by the 
client to acknowledge the findings. 

c. Proper Handling of Seized Items: 
Seized items are managed according to their nature and associated policies. 
i. Dangerous items are handed over to law enforcement if necessary, with a chain-of-custody log 
maintained. 
ii. Non-dangerous items are either stored securely, returned to the client under supervision, or 
disposed of in accordance with established guidelines. 

 
5. Post-Search Communication 
a. Reporting to the Client: 
After the search, staff meet with the client to discuss the outcomes and any follow-up actions 
required. 
i. If no prohibited items are found, the client is informed of this result to reassure them. 
ii. If items are seized, staff explain the reasons for the seizure and the next steps, such as disposal or 
return conditions. 

b. Support and Counseling: 
When searches reveal issues requiring intervention, such as substance use or possession of harmful 
materials, clients are offered support services. 
i. The Clinical Supervisor arranges a counseling session to address the underlying concerns. 
ii. Clients are encouraged to participate in problem-solving discussions or support groups to promote 
positive behavioral changes. 

c. Documentation of Follow-Up Actions: 
All post-search actions are recorded to maintain a complete record of the incident and resolution 
process. 
i. Follow-up meetings, counseling sessions, or referrals to external services are documented in the 
client’s case file. 
ii. If disciplinary measures are applied, they are clearly outlined and aligned with [COMPANY NAME]’s 
policies. 

 
6. Monitoring and Evaluation of Searches 
a. Periodic Review of Search Records: 
The Clinical Supervisor reviews search and seizure records on a quarterly basis to identify trends, 
ensure compliance, and evaluate the effectiveness of current procedures. 
i. Reviews include examining the frequency, scope, and outcomes of searches to identify patterns. 
ii. Staff involved in searches receive feedback and additional training if necessary based on these 
evaluations. 
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b. Incorporating Client Feedback:
Clients are encouraged to provide feedback on search procedures during regular check-ins or 
anonymous surveys. 
i. Feedback is used to refine practices and address any concerns related to fairness or respect.
ii. Positive suggestions from clients are acknowledged and, when feasible, integrated into policy
updates. 

c. Continuous Improvement:
Findings from periodic reviews are shared with the Administrator and governing body to drive 
continuous improvement in search and seizure policies. 
i. Recommendations for updates or additional staff training are presented during quarterly staff
meetings. 
ii. Updated procedures are disseminated to all relevant personnel and incorporated into the staff
handbook.

8.8.2 Periodic Internal Reviews 

1. Scheduling and Preparation
a. Strategic Scheduling of Reviews
The Administrator oversees the scheduling of compliance reviews, ensuring they occur at least once 
every three years, as mandated by 10A NCAC 27D .0104. To maintain alignment with the facility's 
operational priorities, the review timeline is integrated into [COMPANY NAME]’s annual planning 
calendar. 
i. The Administrator identifies optimal review periods based on staffing availability, operational
milestones, and past review timelines. 
ii. Advance notice of at least three months is provided to staff to allow adequate preparation and
alignment of resources. 

b. Establishing Review Objectives
Prior to initiating the review, the Administrator sets clear objectives to guide the process. 
i. Objectives focus on evaluating compliance with client rights policies, effectiveness of implemented
corrective actions, and identification of opportunities for improvement. 
ii. Specific goals for each review are communicated to the review team to ensure clarity and focus.

c. Compilation of Relevant Documents
The Administrator or designated staff collects and organizes all necessary documents for review. 
i. This includes the three most recent compliance reports, client rights policies, search and seizure
records, client feedback logs, and incident reports. 
ii. Documents are sorted chronologically and categorized for efficient analysis during the review.

d. Formation of the Review Team
The Administrator appoints a review team comprising key personnel with diverse expertise. 
i. The team includes representatives from clinical staff, administrative personnel, and at least one
external consultant or auditor for an impartial perspective. 
ii. Team members are briefed on their roles and responsibilities, including their focus areas and
deliverables during the review process. 

2. Review Process
a. Comprehensive Examination of Records
The review team conducts a detailed examination of all relevant records to assess adherence to client 
rights policies and the effectiveness of current procedures. 
i. Search and Seizure Records:

• The team reviews the scope, documentation accuracy, and outcomes of past searches.
• Patterns or inconsistencies are identified to assess adherence to policy guidelines.
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ii. Client Feedback: 

• Feedback collected from surveys, complaints, or exit interviews is analyzed to gauge client 
satisfaction and identify recurring concerns. 

• Emphasis is placed on how effectively feedback has been addressed in past corrective 
actions. 

iii. Incident Reports and Corrective Actions: 

• Incident logs are scrutinized to assess the frequency, severity, and resolution of reported 
events. 

• Corrective actions taken are evaluated for timeliness, effectiveness, and alignment with 
regulatory standards. 

b. Staff and Client Interviews 
Interviews are conducted to gather qualitative insights and assess the practical implementation of 
policies. 
i. Staff Interviews: 

• Staff members are asked about their understanding of compliance procedures, challenges 
faced, and suggestions for improvement. 

• Specific focus is placed on their experience with search and seizure protocols and their 
involvement in corrective actions. 

ii. Client Interviews: 

• Clients are invited to share their experiences with [COMPANY NAME]’s policies, including 
their perception of fairness and respect during searches or interventions. 

• Efforts are made to ensure clients feel comfortable and safe providing honest feedback. 

c. Identification of Trends and Gaps 
The review team synthesizes findings from records and interviews to identify trends, gaps, and areas 
of risk. 
i. Trends indicating positive compliance, such as consistent adherence to search documentation 
standards, are highlighted. 
ii. Gaps, such as recurring client complaints about privacy violations, are flagged for immediate 
attention. 

 
3. Documentation of Findings 
a. Development of the Compliance Review Report 
The review team compiles a comprehensive report that captures all findings in a structured format. 
i. Compliance Status: The report outlines the extent to which the organization adheres to client rights 
rules and related policies. 
ii. Identified Gaps and Risks: Specific areas of non-compliance or procedural weaknesses are 
detailed, including examples and potential consequences. 
iii. Recommendations: Actionable recommendations are provided to address identified gaps, 
mitigate risks, and enhance policy effectiveness. 

b. Inclusion of Supporting Evidence 
The report includes supporting evidence to substantiate findings. 
i. Data from records, client feedback, and interview notes are referenced and included as appendices. 
ii. Visual aids, such as charts or graphs, are used to illustrate trends or statistical findings for clarity. 

c. Presentation to the Governing Body 
The finalized report is presented to the governing body for review and decision-making. 
i. A formal meeting is scheduled where the review team summarizes key findings and 
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recommendations. 
ii. The governing body provides feedback on the report and approves next steps for implementation.

4. Implementation of Recommendations
a. Translation of Recommendations into Action Plans
The Administrator develops detailed action plans to operationalize the recommendations from the
compliance review.
i. Each action plan includes specific tasks, responsible personnel, timelines, and measurable
outcomes.
ii. Priority is given to addressing high-risk gaps, such as procedural deficiencies in search and seizure
protocols or unresolved client complaints.

b. Staff Training and Education
Training sessions are organized to address gaps identified during the review and reinforce
compliance with updated policies.
i. Training content focuses on practical scenarios, such as proper documentation of searches or
handling of sensitive client information.
ii. Attendance and participation in training sessions are documented, and post-training assessments
are conducted to ensure retention of knowledge.

c. Policy and Procedural Updates
The Administrator updates relevant policies and procedures based on review findings.
i. Changes are communicated to all staff through internal memos, updated handbooks, and staff
meetings.
ii. Updated policies are reviewed and approved by the governing body before implementation.

d. Ongoing Monitoring of Corrective Actions
Progress on implementing corrective actions is tracked through regular staff meetings and follow-up
reviews.
i. The Administrator assigns specific personnel to monitor each action item and report on progress
during bi-weekly meetings.
ii. Any delays or challenges in implementation are addressed promptly to ensure timely resolution.

e. Follow-Up Reviews
A follow-up review is scheduled within six months of the initial compliance review to assess the
effectiveness of implemented changes.
i. The review focuses on previously identified gaps to determine whether corrective actions have
resolved the issues.
ii. Findings from the follow-up review are documented and integrated into ongoing quality
improvement efforts.

5. Continuous Improvement and Organizational Learning
a. Integration of Lessons Learned
Insights from the compliance review process are used to refine [COMPANY NAME]’s policies and
practices.
i. Best practices identified during the review are documented and shared with staff to standardize
effective approaches.
ii. Lessons learned from identified gaps are used to proactively prevent similar issues in the future.

b. Creation of a Compliance Review Archive
The Administrator maintains an archive of compliance review reports and supporting documents.
i. This archive serves as a resource for future reviews, enabling comparison of progress over time.
ii. It also provides evidence of compliance for external audits or regulatory inspections.

c. Building a Culture of Accountability
The periodic review process reinforces a culture of accountability and continuous improvement within

© 2025 The Write Direction Inc. All rights reserved.



 

 
 36 

 [COMPANY NAME] 

 |     POLICIES AND PROCEDURES 
MANUAL 

[COMPANY NAME]. 
i. Staff are encouraged to view compliance reviews as opportunities for growth and enhancement, 
rather than as punitive measures. 
ii. Open communication and collaboration during reviews foster trust and commitment to shared 
goals.

 
8.9 Review and Revision 

1. This policy is reviewed annually by the Administrator and Clinical Supervisor to ensure 
alignment with current regulatory requirements and best practices. 

2. Staff feedback and client experiences are considered during revisions to enhance clarity and 
effectiveness. 

 
8.10 Documentation and Records 

1. Search and seizure records are securely stored for a minimum of three years and made 
available to regulatory authorities upon request. 

2. Periodic review reports are maintained for at least nine years to ensure the availability of the 
three most recent reports. 

 
8.11 References 

• North Carolina Administrative Code: 10A NCAC 27D .0103 and .0104 
• [COMPANY NAME] Client Rights Guidelines 
• Applicable federal and state privacy laws 

 
8.12 Policy Review and Approval 
This policy is reviewed and approved by the governing body of [COMPANY NAME]. Amendments are 
documented and approved by the same authority. 
 
Approval Signatures: 
Administrator: ___________________________________ Date: ___________ 
 
Clinical Supervisor: _______________________________ Date: ___________ 

 
8.13 Policy Distribution 
Copies of this policy are distributed to all employees and relevant personnel. An electronic version is 
made available on [COMPANY NAME]’s internal systems for easy access. 
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Policy 009: Informing Clients 

Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

9.1 Purpose 

The purpose of this policy is to ensure that clients of [COMPANY NAME], along with their legally 
responsible persons, are fully informed of their rights, responsibilities, and the policies governing their 
care. This includes providing clear and timely communication that promotes understanding, respect, 
and empowerment, while ensuring compliance with 10A NCAC 27D .0201 and relevant provisions 
under G.S. 122C, Article 3. 

 
9.2 Additional Authority 

• G.S. 122C, Article 3 
• 10A NCAC 27D .0201 
• The Disability Rights of North Carolina 

 
9.3 Scope 

This policy applies to all clients of [COMPANY NAME], their legally responsible persons, and all staff 
involved in the admission and orientation processes. It also governs the ongoing dissemination of 
information to clients and their representatives throughout their stay. 

 
9.4 Responsible Party 

The Administrator is responsible for overseeing the implementation of this policy, ensuring that staff 
adhere to procedures for informing clients. The Clinical Supervisor coordinates training for staff on 
client rights and ensures all communication materials are accurate and accessible. Contact 
information is provided to clients upon admission. 

 
9.5 Definitions 

Client Rights Summary: A written document summarizing the rights of clients under G.S. 122C, 
Article 3. 
Legally Responsible Person: A person authorized to make decisions on behalf of a client who is 
unable to do so independently. 
Disability Rights of North Carolina: An advocacy organization that protects the rights of individuals 
with disabilities. 

 
9.6 Policy Statement 

[COMPANY NAME] commits to ensuring that every client and their legally responsible person is 
informed of their rights, responsibilities, and all relevant policies in a timely, clear, and culturally 
appropriate manner. This aligns with the organization’s mission to foster dignity, autonomy, and 
transparency in every aspect of care. 
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9.7 Policy 

1. Client Rights Summary 
The Residential Coordinator provides each client and their legally responsible person with a written 
summary of their rights upon admission. 
a. The summary includes details on confidentiality, access to the Disability Rights of North Carolina, 
and procedures for grievances and policy access. 
b. Staff members explain the rights verbally in a manner appropriate to the client’s level of 
understanding. 

2. Timely Notification 
Clients are informed of their rights and relevant policies based on the following timelines: 
a. Clients receiving day/night or periodic services are informed within three visits. 
b. For clients admitted to 24-hour facilities, rights are explained within 72 hours of admission. 

3. Rules and Penalties 
The Residential Coordinator provides clients with a written list of rules and potential penalties. This 
includes behavioral expectations, consequences of rule violations, and the process for appealing 
penalties. 

4. Confidentiality Protections 
Clients and their representatives receive an explanation of how [COMPANY NAME] safeguards 
confidential information under G.S. 122C-52 through G.S. 122C-56. 

5. Access to Treatment Plans 
Clients and their representatives are informed of the process for obtaining copies of their treatment or 
habilitation plans. Requests are directed to the Clinical Supervisor, who responds within five business 
days. 

6. Governing Body Policies 
Clients receive written information on the following governing body policies: 
a. Fee assessment and collection processes, including any applicable sliding scale or payment plans. 
b. Grievance procedures, including contact details for filing complaints and accessing assistance. 
c. Suspension and expulsion criteria and processes. 
d. Search and seizure procedures, including client protections and documentation requirements. 

7. Special Considerations for Restrictive Interventions 
For clients in 24-hour facilities or those receiving restrictive interventions: 
a. Information is provided about behavior management systems, including goals, reinforcement 
structures, and potential restrictions. 
b. Clients and their representatives are informed of the use of restrictive interventions, notification 
requirements following emergencies, and procedures for restricting client rights. 

8. Documentation 
Staff document the explanation of client rights and policies in the client’s record. This includes the 
date of explanation, materials provided, and acknowledgment of receipt by the client or legally 
responsible person. 

 
9.8 Procedure 

9.8.1 Admission Process and Orientation 

1. The Residential Coordinator initiates the process of informing clients of their rights during the 
admission meeting. 
a. Written materials, including the Client Rights Summary, are provided to the client and their 
legally responsible person. 
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b. The Coordinator explains the materials verbally, adapting communication to meet the 
client’s needs and comprehension level. 

2. For clients admitted to day or night services, the Residential Coordinator ensures rights are 
explained within three visits. 
a. A checklist is used to verify that all required information has been provided. 
b. Documentation of this explanation is filed in the client’s record. 

3. For clients in 24-hour facilities, rights are explained within 72 hours of admission. 
a. The Clinical Supervisor reviews the explanation process to ensure compliance. 
b. Staff address any questions or concerns raised by the client or their representative during 
the orientation. 

 

9.8.2 Explaining Policies and Procedures 

1. The Residential Coordinator provides detailed information on rules, penalties, and grievance 
processes during orientation. 
a. Examples of rule violations and their consequences are discussed to ensure 
understanding. 
b. Clients are informed of their right to appeal decisions related to penalties or disciplinary 
actions. 

2. Staff explain confidentiality protections and the specific measures [COMPANY NAME] takes 
to safeguard client information. 
a. Examples include secure storage of records, limited access to personal information, and 
procedures for sharing information with third parties. 

3. The Clinical Supervisor explains how clients can request copies of their treatment or 
habilitation plans. 
a. Requests are documented, and copies are provided within five business days. 
b. If a request cannot be fulfilled, the Clinical Supervisor provides a written explanation. 

 

9.8.3 Ongoing Communication 

1. Clients are periodically reminded of their rights and policies, especially following significant 
changes in their treatment plans or facility rules. 
a. Updates are communicated during case reviews, team meetings, or family conferences. 

2. The Clinical Supervisor ensures that all new policies or procedural updates are 
communicated to clients and staff promptly. 

 

9.8.4 Documentation and Verification 

1. Staff document all communication regarding client rights in the client’s record. 
a. The documentation includes the date, materials provided, and acknowledgment of receipt. 

2. The Residential Coordinator conducts periodic audits to verify that all clients have been 
informed of their rights and relevant policies. 
a. Discrepancies are addressed immediately to ensure compliance. 

 
9.8.5 Special Considerations for Restrictive Interventions 

1. For clients receiving restrictive interventions, staff provide detailed information about behavior 
management systems and potential restrictions. 
a. Clients are informed of the goals and structure of these systems, including how behaviors 
are reinforced or redirected. 

2. In cases involving the emergency use of restrictive interventions, the Clinical Supervisor 
ensures the client and their representative are notified immediately. 
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a. The notification includes the reason for the intervention, its duration, and steps taken to
prevent recurrence. 
b. A written summary is provided within 24 hours of the intervention.

9.8.6 Review and Quality Improvement 
1. The Administrator schedules quarterly reviews of client rights communication processes.

a. The review team evaluates documentation, client feedback, and staff compliance.
2. Findings from the review are used to refine communication strategies and improve client

satisfaction. 

9.9 Review and Revision 
The Administrator ensures this policy is reviewed and revised annually or as needed to reflect 
changes in regulations or organizational practices. Feedback from staff, clients, and legally 
responsible persons informs revisions. 

9.10 References 
• G.S. 122C, Article 3
• 10A NCAC 27D .0201
• Disability Rights of North Carolina

9.11 Policy Review and Approval 
• Administrator: ___________________________________ Date: ___________
• Clinical Supervisor: _______________________________ Date: ___________

9.12 Policy Distribution 
Copies of this policy are distributed to all staff and are available to clients and their legally responsible 
persons upon request. Electronic copies are accessible on [COMPANY NAME]’s internal systems. 

Note to Readers: 

Thank you for exploring this sample of our work. To keep our online showcase 
concise, we have provided only a selection from this piece. 

Should you be interested in viewing the complete work or explore more of our 
portfolio, please don't hesitate to reach out. We're more than happy to provide 

additional samples upon request. 

Thank you, 
The Write Direction Team 
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