
A-1633 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(b)(3) Contain a record of mental status; 
 
Interpretive Guidelines §482.61(b)(3) 
 
The mental status must describe the appearance and behavior, emotional response, 
verbalization, thought content, and cognition of the patient as reported by the patient and 
observed by the examiner at the time of the examination. This description is appropriate 
to the patient’s condition. 
 
Explore the mental status for descriptions of the patient’s presentation during the 
examination that are relevant to the diagnosis and treatment of the patient. An example of 
a portion of the patient interview: The patient periodically states the examiner’s name 
correctly during this examination after hearing it once, accurately describes his past 
history in great detail, precisely characterizes his present situation, can list events in 
logical sequence that have led to his present illness, but believes that his pre-admission 
insomnia, anorexia, and 35 pound weight loss over the past four months are totally the 
result of his sexual promiscuity of ten years ago and have nothing to do with his 
concurrent use of 50 to 60 mg. of Amphetamine daily.” From this information one can 
conclude that the patient is oriented, his memory is intact, but that he has poor judgment 
and no insight. It is not acceptable just to write “oriented, memory intact, judgment poor, 
and insight nil,” without any supportive information. 
 
A-1634 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(b)(4) Note the onset of illness and the circumstances leading to admission; 
 
Interpretive Guidelines §482.61(b)(4) 
 
In a hospitalized patient, the identified problem should be related to the patient’s need for 
hospital admission. The psychiatric evaluation includes a history of present illness, 
including onset, precipitating factors and reason for the current admission, signs and 
symptoms, course, and the results of any treatment received. 
 
Survey Procedures §482.61(b)(4)  
 
How long has the patient been ill? Was it a gradual or sudden onset?  
Is this a recurrence?  
What were the precipitating factors? What happened?  
What symptoms, signs, behaviors made this hospitalization necessary?  
What treatment has the patient already received before coming to the hospital?  
Is any medication he received listed? 
 



A-1635 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(b)(5) Describe attitudes and behavior; 
 
Interpretive Guidelines §482.61(b)(5) 
The problem statement should describe behavior(s) which require change in order for the 
patient to function in a less restrictive setting. The identified problems may also include 
behavioral or relationship difficulties with significant others which require active 
treatment in order to facilitate a successful discharge. 
 
A-1636 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(b)(6) Estimate intellectual functioning, memory functioning and 
orientation; and 
 
Interpretive Guidelines §482.61(b)(6) 
 
Refer to §482.61(b)(3) 
 
A-1637 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(b)(7) Include an inventory of the patient’s assets in descriptive, not 
interpretive fashion. 
 
Interpretive Guidelines §482.61(b)(7) 
 
Although the term strength is often used interchangeably with assets, only the assets that 
describe personal factors on which to base the treatment plan or which are useful in 
therapy represent personal strengths. Strengths are personal attributes i.e., knowledge, 
interests, skills, aptitudes, personal experiences, education, talents and employment 
status, which may be useful in developing a meaningful treatment plan. For purposes of 
the regulation, words such as “youth,” “pretty,” “Social Security income,” and “has a 
car” do not represent assets. (See also §482.61(c)(1).) 
 
 
A-1640 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(c)(1) Standard Treatment Plan. Each patient must have an individualized, 
comprehensive treatment plan based on an inventory of the patient’s strengths and 
disabilities. 
 
Interpretive Guidelines §482.61(c)(1) 


