WELCOME

WE'RE GLAD YOU’RE HERE!

Mental Health Plan Fee-For-Service (FFS) Provider
Clinical Documentation Training




Agenda: May 3, 2018

TIME TOPIC
9:00am —9:30am * Introductions, Training Objectives, News & Updates

9:30am—-10:30am * Initial Authorization Timelines and Processes

Re-Authorization Timelines and Processes

10:30am—10:45 am Break

10:45am—12:15 pm e Authorization continued
* Audit Highlights

* Medical Necessity

* Pre-Assessment & Assessment Requirements Documentation Requirements
(including SO/GI data)

* Plan Documentation Requirements

12:15 pm—12:45 pm Lunch

12:45 pm—1:45 pm * Plan Documentation Requirements continued
* Progress Note Documentation Requirements

1:45 pm — 2:00pm Break

2:00 pm—3:00 pm * Procedure Codes Documentation Requirements
* Activity

3:00 pm—=4:00 pm * Questions, Post Test, & Course Evaluation
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Introductions & Housekeeping

> What is your name?

» What type of Mental Health Fee for Service Provider are you?
(formerly known as Level Il Network)
* Individual, Group, or Organization

* What is one question you want to get answered today?

» Housekeeping Reminders
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News and Updates

SEE PROVIDER WEBSITE: HTTP://WWW.ACBHCS.ORG/PROVIDERS/MAIN/INDEX.HTM
QA SECTION & SIGN UP FOR UPDATES: HTTP://WWW.ACBHCS.ORG/PROVIDERS/QA/QA.HTM

AUDIT NOTICES, REPORTS & TOOLS: HTTP:// WWW.ACBHCS.ORG/PROVIDERS/QA/QA.HTM
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raining Objectives

» Review Initial Authorization & Reauthorization Processes
» Understand Package of Services

» Review Clinical Documentation Requirements

* Discuss the core elements of Medical Necessity and the Clinical Loop aka Golden
Thread

* Strengthen the ability to assess and document client problem areas, symptomes,
strengths, and impairments in an Assessment.

* |Improve the ability to develop client goals and mental health objectives in
compliance with Medi-Cal/DHCS requirements

e Learn how to document Medi-Cal/DHCS Progress Notes
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Mental Health Providers
Fee For Service
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Network Providers
(formerly known as Level Il Providers)

This training is for mental health providers contracted by Alameda County who
claim via paper form CMS 1500.

Currently these providers are known as:
Mental Health Providers Fee For Service (MHP FFS) Providers

These providers are individual therapists, groups of therapists,
and Organizations (Non-Master Contract Organizations).

There are some documentation related differences between
these providers that will be described in this training.
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ACCESS Referral Letter & Episode Opening Date

The provider must offer an appointment date within 10 business days of
this date. If this is not possible, then the referral should be returned to
ACCESS.

The episode opening date (EOD) must be after this date.

The assessment must be completed within 30 days of EOD. The
treatment plan must be completed within 60 days of EOD. Both the
assessment and plan must be completed before the 3™ session.

If continued services are necessary, the Request For Continued Services
(RCS) can be submitted up to 2 weeks before 6 months from EOD. See
slide 15.

Extensions packages start 6 months from EOD.

If no extension is requested or approved all services will expire 6 months
from EOD (even if not all the sessions were used).
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| Alameda County
O ‘j Behavioral Health Care Services TO: Jane Adams, LCSW

Mental Health Plan FAX #: (510)000-0001

| Access Program
| (level:3) Referral # 123456 referral form3 10/14/88
| 2000 Embarcadero Cove, Ste. 205 Oakland, CA 1(800) 491-9099 Fax: (510) 346-1083

ReferraN_etter
Date: 7/29/2017  Reviewedby: ~SteveAccess, MFT

STk 001234

ewrieT Name; Jane Adams, LCSW s e
Provider Address: 1001 San Pablo Avenue. Oakland. CA

Provider Phone #: (510) 000-0000 Provider Ext; -
Client Name: Test, Timoteo PSP Number: 77777777

Client Address: 2002 West Grand Avenue, Oakland, CA 94604
Clicnt's Date of Birth: 8/8/1988 Social Security #:  012-34-5678

Client Phone #:  (510) 000-1234  Work Phone #: (510) 123-4567  Other Phone #:
Insurance  Medi-Cal Insurance No: 1111-2222-3333

‘We are referring the above-named client to you for:

¥ Assessment and possible treatment
[l Other (describe)

[ Psycho-diagnostic evaluation
LT Court Ordered Services

Based on the following symptoms: [") Medication Evaluation

equesting theragy of ion and increased suicidal thoughts. Caller denies active SI, but has.
been thinking about it more recently since he lost his 01 job and had to start  new one *hates.” Reports feeing he doesn't have any options
because of his work hi eports i e ything fun anymore, and has lost hi Consumer

g refer 1 & =Py

VILNIAI4N

Under the following condition:
This is @ Medi-Cal cient who must continue to meet medical necessity criteria to be eligible for ongoing treatment, This Client has
active Medi-Cal in the current month. It is your respons ity to verify Medi-Cal status and Share of Cost for subsequent months.
You may do so by using the AEVS system. Authorization expires 6 months from the date of this referrsi letter,

-IA

!

|
1 PLEASE CONTACT CLIENT TO SCHEDULE AN APPOINTMENT WITHIN 10 BUSINESS DAYS OF DATE ON
| THIS REFERRAL LETTER.

| Ifyou have any questions regarding the above referral, or if you cannot offer an appointment within 10 business days
of date on this letter, please contact the ACCESS reviewer at 1-800-491-9099, For therapy referrals only, the

following services have been apps o ized: 2 sessions for planning, 20 therapy
| sessions, 2 hours of brokerage/linkage and 2 hours of collateral. Attestation must be submitted to Utilization
Management (formerly Authorization Services) prior to 3rd session and within 60 days of initial visit. Fax to 510-567-
|

‘ The information in this fax message is privileged and confidential, intended for the use of the designated recipient, Any other

or copying of this is @ violation of the law and is prohibited. If you have received
this communication in error, please notify us by telephone and destroy or return this document. Thank you.




MHP FFS Provider

vpes - Outpatient

All claims must be made with form CMS 1500

Individual Clinician

Licensed master’s level (o

greater) therapist,

psychiatrist, or psychologist

*  Only Licensed LPHAs can
provide services

r *  Group of 2+ individual

Group of Clinicians

clinicians

* Licensed master’s level (or
greater) therapist,
psychiatrist, or psychologist

* Only Licensed LPHAs can
provide services
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)

Non-Master Contract
Organizations

Both Licensed and Board
Registered or Waivered LPHAs
may provide services (with
Assessment and Plan restrictions
and per your contract)




Some Important Terms

 CMS 1500 — Federal form used for medical claiming. Last updated 2012-02-01.

e Current Procedural Terminology or CPT Codes — Expansive medical billing code set published by
American Medical Association.

* InSyst — California/Alameda County medical billing system. This system is only used by the County and
Master Contract Organizations (MCQOs).

e Level | Providers — Previous term used to categorize MCQOs. These providers use InSyst for claiming.
* Level Ill Providers — Previous term to categorize contracted providers who use CMS 1500 for claiming.

e Specialty Mental Health Services (SMHS) — Service designation under which moderate-to-severe
mental health services are provided to Medi-Cal beneficiaries in California.

* Non-MCOs (Non-Master Contract Organizations) — Also known as Organizational Providers. These are
organizations that do not have a Master Contract and claim using the CMS 1500.
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CMS 1500 Claiming Rates & Codes

See July 1, 2016 Specialty Mental Health Rate sheets

e Organization, Community Clinic, and Multidisciplinary Group (MHP FFS
Orgs) Rates

HEALTH INSURANCE CLAM FORM

* Physician Rates

* LCSW, MFT, LPCC Rates

* PhD Rates (includes psychological testing)

Remember to refer to the Rate/Code sheet for your license.
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New Forms for all Providers

Beginning July 1, 2016 the old Request for Extended Services (RES) and Request for Concurrent
Review (RCR) forms are no longer accepted. These forms are replaced by the following:

1. Medi-Cal compliant Assessment and Client Plan forms:
URL: http://www.acbhcs.org/providers/Forms/ProviderNetwork.htm

2. Attestation Form
URL: http://www.acbhcs.org/providers/Forms/Forms.htm#UM

3. The NEW Request for Continued Services (RCS) Form required to request

services beyond the initial package.
URL: http://www.acbhcs.org/providers/Forms/Forms.htm#UM
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MHP FFS Provider Attestation Form
Required Form

ALAMEDA COUNTY MENTAL HEALTH PLAN
SPECIALTY MENTAL HEALTH SERVICES
MANAGED CARE NETWORK PROVIDER ATTESTATION

By completing this form, the provider aecmie 1 2

Fax to Utilization Management (UM) Program: (510) 567-8148. Questions, call UM: (510)567-8141
attests that they have completed and will e s e
continue to complete the required e T s e sl

PROVIDER
. . . INITIALS PROVIDER CERTIFICATION

d O C u m e ntat | O n to C | a I m fo r S e er Ce S | hereby certify thet medical necessity has been met for Specizlty Mental Hezlth Services (SMHS) 25

specified by Medi-Cal (see Medical Necessity for SMHS on Providers Web Site — ACCESS Forms] and the

Alameda County Mental Health Plan [MHP) moderate-to-severe criteria per the ACBHCS screening tool.

.
t h ro | l g h IVI e d I _‘ a | Date of 1st offered appointmeant: Date of 1st face to face service:
.

| certify that | have completed z full Assessment [Dated: } and Client Plan
[Dated: J, which meaat the published QA standards, prior to delivering my first trestment
service. These services are only Medi-Cal reimbursable when there is 2 completed trestment plan.

T

| certify that my Client Plan documents the need for specific services provided.

. . .
FO | | OW a | | Of t h e I n St r u Ct I O n S O n t h I S fo rI l l | 2gres to submit my Assessment and Client Plan for Utilization Review within 2 specified timeframe whan
* requested by the Utilization Management Program.
| acknowledge that | am subject to review or audit of my records and agree to keep up to date records.

The Attestation Form must be completed S
and submitted to UM prior to the third | ey e s el et ecemy n e hkthof e e nd e

| certify that 2|l information provided istrue, sccurats, and complete. | understand that payment clzims

. . . . . . will be from Federal and State funds, and that any false claims, statements, or documeants, or concealment
S e S S I O n A N D W I t I n 60 ayS rO m t e | n It I a of 2 materizl fact, may be prosecuted under applicable Federal or State laws.
[m)

PROVIDER/ CLINICIAN INFORMATION

. .
V I S I t . Clinician’s printed name Signature with discipline (e.g. PhD, LCSW, MFT, MD) Date
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ew Assessment and Client Plan Forms
equired for all MHP FFS Providers

ASSESSMENT TEMPLATE

Initial MH Assessment — Short Form

For Provider Use Name:
[0 Informing Materials signed (annually)
[0 Release of Information Forms signed (annually) Insyst#
RU#
Pagelof8
PROVIDER ADDRESS PHONE FAX
CLIENT LAST NAME CLIENT FIRST NAME MIDDLE NAME SUFFIX (Sr.Jr)
PREFERRED LAST NAME PREFERRED FIRST NAME D.OB.
Circle Preferred Pronoun: He/Him, She/Her,
They/Them, Other-

EPISODE OPENING DATE
Sex Assigned at Birth: CIMale OFemale Cintersex [C0ther:
Gender Identity. COMale  CFemale  Clintersex 0 Gender Queer OUnknown  CIMale to Female  CIFemale to Male
[Decline to State  CIGender non-conforming  CJOther
SEXUAL ORIENTATION: CUnknown CIHeterosexualiStraight ClLesbian CJGay [Bisexual [ Queer CIGender Queer
[CJQuestioning  CIDeclined to State CIOther:

Emergency Contact Relationship Contact address ( Street, City, State, Zip) Contact Phone number

CIRelease for Emergency Contact obtained for this time period:

\ Assessment Sources of Information(Check Al that Apply): | [IClient | CIFamily Guardian | CISchool | [ClOther:

REFERRAL SOURCE/ RESON FOR REFERRAL/ CLIENT COMPLAINT

Describe precipitating event(s) for Referral; Current Symptoms and Behaviors (intensity, duration, onset, frequency): Impairments in Life Functioning
caused by the MH ors (from persp of client and/or others):

DOINarrative continued in Addendum

MHP FFS - VERSION 08.11.2017

CLIENT PLAN TEMPLATE

CLIENT PLAN

Page 10f2

Name:

InSyst #:

RU%

0 @NOT | Client is an ACBHCS
icheck box) | long-term beneficiary
(3 mos tx—current or
expected).

PLAN TYPES (dreckong)s Olnitial | 0 Update fuchds
Annual)

LIFE GOALS: CLIENT'S DESIRED RESULTS FROM MH INTERVENTIONS (Client quote if possible)

CLIENT/FAMILY STRENGTHS TOWARD OVERCOMING BARRIERS AND ACHIEVING DESIRED MH RELATED RESULTS

IMPAIRMENTS OF FUNCTIONING IN DAILY LIVING

Area of Difficulty: Community | Level of Describe Specific Functional Impairments related to MH Diagnosis’s Signs & Symptoms. [For

Life, Family Life, Safety Difficulty: | Case Mgt must indicate need for C/M service, ie. ct. is homeless. Also, must indicate (1) which severe
School Bducation, Vacational, A{gg‘gmig" Symptoms/Impairmenis resulting from MH Diagnosis that prevents client from accessing/maintaining needed
Independent Living (ADL’s), Heaith, | Or Severe services, or (2) for child that the lack of such services (caretaker not providing) exacerbates child’s MH
Housing, Legal, SUD, symptoms/impairments. |

Food/Clothing/Shelter, etc.




New Request for Continued Services (RCS)
Required Form

This form is required whenever an extension of REQUEST FOR CONTIVUED SERVIE RS |
services is being requested. Client Name:

SUBMIT 2 WEEKS PRIOR TO CURRENT Client DOB:
AUTHORIZATION EXPIRATION DATE TO: .

Utilization Management Program (UM) Cllen.t CIN or S3N:
Alameda County Behavioral Health Care Services Provider Name:

Additional services beyond six months of the most 2000 Enbarader Cove, e 400 e sl
Oakland, CA 94606 Provider Phone:
recent authorization may not be claimed without a Phone [S10)567-8141  FAX (510) 567-8148

RCS being approved by UM. General stuctons:

= This form is available online at http://www.acbhcs.org/providers/Forms/Farms.htm under “Utilization Management” section.

= If client has a Client Identification Number (CIN), the CIN must be used, per State regulations. (CIN is on the Medi-Cal card and AEVS)
= Indicate “N/A" or “none” if the question is not relevant to client.

= Incomplete or illegible forms will be returned to sender.

Follow the instructions on the form and submit to L s e e e oot e e B e e
UM two weeks prior to current authorization.

RELATED TO YOUR REIMBURSEMENT

¥ Date of first face-to-face contact with client:
» If you have multiple sites, at which site does this client receive services?
Once services are approved, the provider must CLIENT ASSESSMENT INFORMATION:
CO m p | ete t h e U p d a te d p | a n a n d/O r a SS e S S m e nt 1. Please describe your client's current presenting problems. Include specific risks, symptoms, and diagnosis(es),
. . . . and the specific, current impairment(s) in daily functioning that result. What are the specific maladaptive
Wit h IN aut h orize d tm efra mes. behaviors in important areas of daily functioning that result from your client's mental illness? (e.g. suicidal

ideation, poor sleep, poor eating, low energy and social isolation due to a major depressive episode puts the client at risk for
self-harm and loss of housing, and prevents ability to work and hinders ability to find community support)
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Doc Training Guidelines

* Providers are expected to attend a minimum of one (1) ACBHCS clinical
documentation training every three (3) years, as well as any additional ACBHCS
required trainings.

* The expectation is for providers to keep up to date with all current policies,
procedures and regulations.
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ACBHCS Clinical Documentation Standards
Manual for Network Providers

http://www.acbhcs.org/providers/QA/docs/ga manual/7-
2 MHP NETWK PROVIDER DOC STANDARDS.pdf

Alameda County Eehavioral Health Cars

MHP Provider Network * Documentation Standards manual for all providers that claim
Documentation Manual using the form CMS 1500
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http://www.acbhcs.org/providers/QA/docs/qa_manual/7-2_MHP_NETWK_PROVIDER_DOC_STANDARDS.pdf

Reminders

* All requests for outpatient services must be referred through ACCESS, including psychological
testing

* In order to improve timeliness of connection to services, providers are expected to outreach to
prospective clients to schedule appointments upon receipt of ACCESS referral letters.

e Providers are expected to carry a minimum caseload of three (3) MHP FFS Provider Network
clients (some exceptions apply.)

* Because our beneficiaries typically benefit from connection to additional community
resources, providers are expected to use the new “Brokerage/Linkage” billable service for
assisting clients in connecting with community resources such as primary care physician,
housing resources and social services.

* Organizational Providers must comply with OIG and Other Exclusion List Monitoring, Oversite
and Reporting Policy

MHP FFS - VERSION 08.11.2017
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Specialty Services

Psychodiagnostic Evaluation/Psychological Testing

* Any provider may request psychological testing for their client by submitting Psychological Testing
Authorization Request (PTAR) form to ACCESS

* Must be in treatment for a minimum of three (3) months before requesting testing
 http://www.acbhcs.org/providers/Forms/Forms.htm

Children and Family Services (paid by Social Services) and Customized Services
e Child Welfare Worker (CWW) initiates referral to ACCESS

* For Customized Services, CWW must obtain supervisor approval

* Providers must submit progress reports or treatment summaries to assigned CWW once every six
months or upon request. When authorized by CWW use approved code for claiming this activity.

Probation and/or CalWORKS recipients
 All initial authorizations must come through ACCESS and use assigned CalWORK codes.
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Insurance Eligibility Verification

Alameda County is a retrospective payment authorization county. Service authorization is given for 6 months
into the future but is not a guarantee of payment. Payment of claims is dependent on continued insurance
eligibility, medical necessity, and timeliness of claim submission.

It is the provider’s responsibility to check insurance eligibility monthly and understand medical necessity criteria
for SMHS. Remember to verify eligibility prior to initially providing services and then on the first of each calendar
month.

If Medi-Cal has been discontinued, alert the beneficiary to follow-up with the Medi-Cal Office so that hopefully
their benefit will be reinstated (usually retroactively if alerted same/next month from discontinuation).

It is strongly recommended for the provider to know each of their beneficiary’s Medi-Cal Managed Care Plan
(MCP) to help ensure continuity of care as a beneficiary's condition improves from moderate-to-severe to mild-

to-moderate.

See MHP FFS Documentation Standards Manual for more information.
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Insurance Eligibility Verification

DHCS provides several options to verify Medi-Cal eligibility AEVS: General Instructions -

[The Automated Eligibdity Verification System (AEVE] is an interactive voice response system that allows

you the ability—through a touch-tons telephone—to access beneficiary eligiviity, clear Share of Cost
{S0C) Eability and’or reserve 3 Medi-Servica.

Beneficiary eligibility verificati 1is ilablz for Medi-Cal, County Medical Services Program
{CM5P) and Fa mlryP.hCT B e‘ﬁ iary ngmiwn rthe cde alth and Disability Prevention (GHOF)

Automatic Eligibility Verification System (AEVS): FEgn G T

Therz is no enrolimant requirement to participate in AEWS. Providers must use a valid Provider

https://files.medi-cal.ca.gov/pubsdoco/AEVS home.asp m“‘;;mm”*fmgmfw =

For guestions about:  Call:

Operation of AEVE POS Help Desk: 1-300-427-1285

Or using the online DHCS system: e e ey
https://www.medi-cal.ca.qov/eligibility/login.asp

‘GEMERAL INFORMATION

[Edit Conditions Use of AEWS does not guarantee that the claim will be paid. All
eisting edit conditions — such as sErlee El ctons, 20C
certification, provider eligibility or prior author. requirements —
must still be safisfied.

Transactions Available AEVS verifies a beneficiary’s eligibility for the current andfor prior 12

As these are DHCS systems, providers must contact DHCS for
conditions of use and access to these systemes. s ey s G

plan, a Denti-Cal managed care plan, or both: identifizs any service
res 'cmnsplauedcm that ben Eﬁlar;rd ears SOC liability; and allows
pd airists 3 nd c=rtain allizd health providers fo resenve
MMMMMMMMMM

Department of
Health Care Services

& tets-Cat
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Who to ask....

» ACCESS for referral questions, (510) 346-1010

» Utilization Management Program Daily Coordinator for RCS & Attestation
guestions, (510) 567-8141

» Provider Relations for claims processing questions, (800) 878-1313
» Network Office for contract questions, (510) 567-8296

» Quality Assurance for documentation questions, (510) 567-8105
o QA Technical Assistance (A-H) — cheryl.narvaez@acgov.org
o QA Technical Assistance (J-Z) — brion.phipps@acgov.org
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To stay up to date with Quality Assurance announcements: Sign up for QA
updates at:

http://www.acbhcs.org/providers/QA/QA.htm

Scroll down to “stay in touch with QA”, click on “e-subscribe” and enter your
email contact information.

STAY IN TOUCH WITH QA MHP Network Providers === e-Subscribe
- Use these links to subscribe for updates: CBOs & County Clinics/Programs === =) e-Subscribe
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Initial Authorization &

Re-Authorization
for MHP FFS Providers




MHP FFS Overview —
For outpatient services

e Authorizes the initial package of services (6 months) J

e Authorizes the Extension/Annual Package of Services (6 month) J

GAEEN ¢ BHCS remits payment to provider

e Provider submits claim within 60 days of the service date month J
Relations
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Authorization/Documentation Timeline
for MHP FFS providers

Access authorizes the
Initial package of
Service.

Provider must update
client plan the next
session after extension
approval. No additional
services can be
provided until plan is
updated.

Provider offers client
an appointment date
within 10 business
days of authorization
date

UM grants or denies

Extension or Annual

Package of Service
authorization

Provider completes
Initial Assessment by
the 3 visit or within

30 days of
authorization date -
whichever occurs first
(files in chart).

Provider submits RCS
Form to UM for any
subsequent
authorization requests
15 days prior to
current auth expiration
(6 months)

MHP FFS - VERSION 08.11.2017

Provider completes
Client Plan prior to 3™
session or within 60
days of authorization
date - whichever
occurs first (files in
chart)

Provider Medical
Necessity Attestation
Form faxed to UM
prior to rendering of
the 3" session.




ACBHCS Brief Screening Tool

For every new client, the appropriate ACBHCS Screening Tool is required. These tools are also
embedded in the RCS form and are required at each extension request.

There are three (3) age specific versions for this tool; 0-5, 6-17, and Adult. Choose the one for the

age of the client. If a client is determined to have mild-moderate severity or lower, they must be
referred to a lower level of care, such as Beacon Health Options.

O errer——— B maiied = |

eatarngyeatng ot L1 PP L] et Cow 3 s L] rchicié L1 obor,
o

Pertinent CumentPast informatian:

——

Asscras

sty

| pree——

e

e zwis

Standalone Screening Tools found here: http://www.acbhcs.org/providers/Access/referral.htm
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Initial/Annual Package of Services
for MHP FFS Providers

MHP FFS who claim via CMS 1500

* Two sessions™ to complete both the Assessment and Plan (90791: indicate actual 60+ minutes in Progress Note)

» Assessment must be completed within 30 days or before the 3rd visit, whichever comes first
» Plan must be completed prior to the 3rd session and within 60 days of initial session, whichever comes first

» Providers may not provide treatment services before both the initial/annual assessment and client plan are
completed

» See required Assessment and Client Plan forms at http://www.acbhcs.org/providers/Forms/Forms.htm

» Short-form assessment template may be used for your initial assessment; however, the long-form is required for
your annual assessments.

* Attestation must be submitted to Utilization Management Program (UM) prior to 3rd session and within 60 days of initial
visit (whichever comes first). FAX to 510-567-8148.

*Assessment and Plan sessions are not minute-based, but reimbursement rate is similar to a 90 minute session
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Initial/Annual Package of Services
for MHP FFS Providers

For MHP FFS Providers, a package of 26 services (over 6 months) consists of:

20 therapy sessions (combination of Individual, Family &/or Group Therapy)
* Individual Therapy (indicate: 90832-30", 90834-60”, or 90837-90" sessions in Progress Note)

* Code Crisis Therapy (additional visit) as Individual Therapy—call UM if additional sessions required.

Family Therapy (indicate: 90846-60" or X9510-90” sessions in Progress Note)
Group Therapy (indicate: 90853-60" or Y9506-90” sessions in Progress Note)
Rehab services are not allowed

Each session regardless of length (30, 60, or 90) = 1 of 20 allowed sessions
PLUS

e *Up to 120 minutes of Brokerage/Linkage in (10173-30” in PN) and (10176-60 in PN) *Up
to 120 minutes of Collateral in 10” (90887-10" in PN) and (90888-45" in PN)

*60 minutes of Brokerage/Linkage or Collateral is considered 1 session.
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Recommended Procedure for Completing
Assessment/Plan in two sessions

Session 1

* Use first 90 min. session and meet with client face-to-face for 60 minutes focused on Assessment
and developing Plan. Spend 30 minutes writing Assessment/Plan. If you don’t complete
Assessment or Plan in the first session, document in the session’s Progress Note that you,
“completed pages 1 & 2 in Plan” or “completed sections X, Y, & Z of Assessment.”

*OR

* Use first 90 min. session and meet with client face-to-face for 90 mins. doing collaborative
documentation. If you don’t finish the Assessment or Plan in the first session, document in the
session’s Progress Note that you, “completed pages 1 & 2 in Plan” or “Sections X, Y, & Z of

Assessment.”
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Recommended Procedure for Completing
Assessment/Plan in two sessions

Session 2

* Use second 90 min. session to meet with client face-to-face for 60 minutes focused on
Assessment and developing Plan. Spend 30 minutes completing the Assessment and Plan. Obtain
verbal consent agreement and document this in the session’s progress note. Also, document that
client will sign the typed plan at the next visit (unless signs written plan created today).

OR

* Use second 90 min. session and meet with client face-to-face for 90 mins. doing collaborative
documentation and complete the Assessment and Plan. Obtain client’s approval and signature on
client plan at end of session.

FYI: $112.80 for each Assessment/Plan session roughly equivalent to 90 minutes of therapy services
(5§108.80)

MHP FFS - VERSION 08.11.2017
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Re-Authorization for
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Request for Continued Service (RCS)
details for MHP FFS Providers

If additional services are needed beyond the initial 6 month specified Package of Service authorization by ACCESS,
complete the Request for Continued Service (RCS form) two weeks prior to the authorization expiration date. This is also
true for any other subsequent RCSs.

MHP FFS Providers: submit to UM via FAX: (510) 567-8148

The RCS form is available online in two versions - one fillable and one printable at the UM Program Link:
http://www.acbhcs.org/providers/Forms/ProviderNetwork.htm

e The RCS must document medical necessity for SMHS with current significant impairment.

* The RCS has a screening form and algorithm to help you make impairment severity determinations (i.e. moderate-to-
severe vs. mild-to-moderate).

*  Please complete only the screening form which is age appropriate for your beneficiary and fax all pages
*  Must refer out if client is determined to be mild-moderate

*  Four pages of the RCS are required, including the signature block, which requires a signature of a licensed for
individual and group providers (MHP FFS Organizations may use Registered/Waivered for completion—but must be co-
signed by Licensed).

MHP FFS - VERSION 08.11.2017
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RCS — UM’s response for
MHP FES Providers

» In response to the RCS, providers will receive a letter of approval or denial by a Clinical Review
Specialist (CRS). Notification will also be sent to the beneficiary. Authorization is usually for a 6 month
time span unless otherwise specified.

» A CRS from ACBHCS UM may request responses for additional information that does not impact the
current authorization, such as “For beneficiary’s current medications, please list dosage and
frequency.” These requests will be highlighted in yellow on the approval letter; responses expected on
the next RCS.

» A Provider may receive a phone call from a licensed Clinical Review Specialist (CRS) requesting case
consultation if continued need for services is not clearly documented on the RCS.

» If, by the 14th calendar day, the Provider fails to respond to a telephone request to help
determine medical necessity, the RCS will be considered withdrawn and no authorization will be
processed. This will most likely result in returned claims.
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Standard 6 Month Extension Package

One (1) session to complete updated Client Plan (use Psychiatric Diagnostic Eval code)
* A new client plan must be completed in the first session after extension authorization.

* For next six months (see prior slides for codes and minutes to chart to):

* 20 Therapy sessions — Any combination of Individual, Family &/or Group Therapy as long as the
modality is specified in the plan.
 |Individual (30, 60, 90 minutes)
e Family Therapy (60 or 90 minutes)
e Group Therapy (90 minutes)

* 3 hours - Brokerage/Linkage (30 and 60 minutes increments)
* 2 hours — Collateral (10 and 45 minutes increments)

26 total services within the 6 month span
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Checklist for 6 Month Reauthorization

 Document medical necessity with current functioning impairment directly related to mental
health symptoms on the RCS.

1 Complete only the applicable screening form on the RCS. Choose one according to age of
client.

[ Sign the RCS & submit all pages 15 days prior to expiration date of current authorization.
MHP FFS Providers fax RCS to (510) 567-8148

L If there has been a lapse in service or a new service is being requested, indicate the start date
for the requested 6 month authorization period

[ Once authorization is approved, update the Client Plan with new goals/objectives for the next 6
months. Client must sign plan. File in chart — do not send. Use your one Psychiatric Diagnostic
Eval code to update Assessment / Plan.
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Standard Annual Extension Package:
For an additional 6 months

Two (2) Sessions to complete Annual Assessment & Client Plan (use Psychiatric Diagnostic Eval
code)

* Assessment update and new client plan must be completed in the first two (2)
sessions after extension authorization.

* For next six months (see prior slides for codes and minutes to chart to):

* 20 Therapy sessions — Any combination of Individual, Family &/or Group Therapy as
long as the modality is specified in the plan.

* Individual (30, 60, 90 minutes)

e Family Therapy (60 or 90 minutes)

e Group Therapy (90 minutes)
* 2 hours - Brokerage/Linkage (30 and 60 minutes increments)
e 2 hours — Collateral (10 and 45 minutes increments)

26 total services within the 6 month span
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Checklist for Annual Reauthorization

d

Document medical necessity with current functioning impairment directly related to mental
health symptoms on the RCS.

Complete only the applicable screening form on the RCS. Choose one according to age of
client.

Sign the RCS & Submit all pages 15 days prior to expiration date of current authorization.
MHP FFS Providers fax RCS to (510) 567-8148

If there has been a lapse in service or a new service is being requested, indicate the start date
for the requested 6 month authorization period

Once authorization is received complete Annual Assessment using the Long Form and new
Client Plan. Client must sign Plan. One (1) Assessment/Plan session could be used for the write
up for Annual Assessment and Annual Plan. File in chart — do not send.
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When are the Assessment and Plan
due after the Initial one?

AT EVERY 6 MONTH RE-AUTHORIZATION AT EVERY 12 MONTH/ANNUAL RE-

AUTHORIZATION
v Make sure RCS is submitted in time to ensure v Make sure RCS is submitted in time to ensure
that authorization to provide services is that authorization to provide services is
approved. RCS can be submitted up to two approved. RCS can be submitted up to two
(2) weeks prior to 6 months from previous (2) weeks prior to 6 months from previous
authorization date. authorization date.

v" New Plan with client approval and signature v New Plan with client approval and signature

v" New Assessment is not required v" New Assessment (that includes any relevant
updates). ACBHCS Long Form Assessment
REQUIRED
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MHP FFS Additional Services

* The package of services is expected to cover the six (6) month authorization period.
Services might need to be rationed in order to adequately provide coverage until
reauthorization.

» Additional services (i.e. services beyond the package) can only be related to crisis
situations. Depending on when the crisis happens, services frequency might need to be
adjusted to provide consistent (but less frequent) therapy until reauthorization. Crisis
services should be claimed as therapy.

* |t is expected that 50% of clients served by MHP FFS providers will be extended beyond
the initial 6 month authorization period.

* |f services in addition to the standard package are clinically required and remaining
services cannot be adjusted, please contact Utilization Management at (510) 567-8141
for approval.
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A note about mild-moderate impairment

If a Provider is interested in continuing to work with a beneficiary whose condition improves to
mild-to-moderate impairment, it is recommended that the Provider become a Beacon and/or
Anthem Blue Cross provider.

Beacon Health Options (855) 856-0577 Anthem %‘%

Anthem Blue Cross (888) 831-2246 BlueCross

>
aihs, raser beacon

PERMANENTE. health options

Kaiser Permanante (510) 752-1075

Y
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ACBHCS Audits Claims Disallowance Rates

Target claims disallowance rate < 5%
January 2017 DHCS Triennial Audit: 18% disallowance
January 2013 DHCS Triennial Audit: 50% disallowance

Four Quarterly Internal ACBHCS System of Care Audits from 2015-Q4

to 2016-Q3 (four audits):
e Across all Provider (CBO & County): 28% disallowance
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Common Claims Disallowances: \f‘(/I
ACBHCS SOC 2015-16 Audits

The majority of disallowances (54%) were due to non-compliance with
Initial and/or Annual Mental Health Assessments and Client Plans.

* Assessments were not signed by an appropriately credentialed staff, not
completed on time, and/or did not have an included diagnosis.

* Client Plans did not include service modality, lacked client (or guardian) signatures,
were not completed on time, and/or lacked objectives/interventions that were
addressed in treatment.
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Common Claims Disallowances: \f‘(/I
ACBHCS SOC 2015-16 Audits

An additional 25% was due to non-compliance with Progress Notes.

* Progress Note contents did not support amount of time claimed, the progress
note was absent or not completed, the time billed for documentation was
excessive, a non-billable activity was claimed, duplication or services occurred,
and/or a clinicians interventions were not documented.

* Group activities were incorrectly billed or documented
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&

Ten Important Quality Review Items Out of \fY/I
Compliance: ACBHCS SOC 2015-16 Audits

1. MH Assessments and Client Plans were not completed within required

timeframes. This reason can also pose a potential disallowance.

2. MH Assessments and Client Plans were missing key required elements (such
as service modalities, youth developmental history, allergies, medical history,
7 substance use areas, etc.).

. Safety Plans (or objectives) were not completed for Danger to Self or Others.

Informed Consents for Medications were not done, or were missing elements.

5. Required signed Releases of Information were not present or renewed every

12 months.

B~ W
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Ten Important Quality Review Items Out of \f‘(/I
Compliance: ACBHCS SOC 2015-16 Audits

6. Mild-Moderate-Severe Screening Tool

7. Cultural/Linguistic/Physical needs were not assessed and/or addressed.

8. Progress Notes did not include: the required components (P/BIRP). were late,
or illegible.

9. The ACBHCS required “Informing Materials Signature Page” was not fully
completed.

10. No documentation that client was offered a copy of, participated in the
development, and agreed to the Client Plan (or updated when clinically
indicated)
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Pre-Assessment — Brief Screening Tool

The Brief Screening Tool (BST) must be administered in order to determine the
severity of client’s sx’s and if they are eligible for SMHS
* This must be done before any services can be claimed and with every request for re-
authorization.
e BST is embedded in the RCS, complete the appropriate tool for the client’s age
* For Individual and Group Providers the BST must be administered by a Licensed LPHA.

* For Organizations a Waivered/Registered LPHA with a Licensed LPHA co-signature may also complete
the BST.
* Completion of RCS is not billable. An informational/non-billable progress note should be
completed.

* Client must continue to meet criteria for Moderate — Severe to be eligible for Specialty Mental
Health Services. If client is not referred accurately, this may result in denial of authorization

and claim disallowances.
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re-Assessment — Brief Screening Tool

° SC reen | N g TOO | S FO rms are em bed d e d Wlth | N th e RCS 3. Criteria Screening: (Please choose age appropriate screening form):
fo rm Adult 18+

List A (Check all that curently apply) List B (Check all that cumently apply) List C
[ Persistent mental health symptoms & [ 2+in-pafient psychiatric hospitalizations within Oowgor
U R L . impairments after psychiatric consult and 2 or pasf 18 months cleehol
’ more medicafion frials in pest § months [ Functionally significant perancia, delusions, addiction and
[ Co-morbid mental health and serious health hallucinations faied SBI
congitions- [ Curent & on-going suicidalfsignificant self screening &
. i - - brief
http://www.acbhcs.org/providers/Forms/Forms.htm#UM Speci L1 iousihomiidl recccupalon o o
[ Behavior problems (aggressive/assaultive/self- behaviorin past year- primary care)
destructive/extreme isolation)- Specify: .
Specify.___ [ Transitional Age Youth with acute psychafic
[0 3+ ED visits or 911 calls in past year episode
[ Sigrificant cument fife stressors [e.g. 0 Eating Id'\solrder with related medical
homelessnass, domestic viclence, recent loss]- complications
Speciy: [0 Personaiity disorder with significant functional
L impairment

[0 Hxof trauma/PTSD that is mpacting curent L o .
functioning [ Significant functional impaiment (not lited

[0 Nor-minor dependent above) due to @ mental health condition®

[ May net progress developmentally as
individually appropriate without mental health
infervention (ages 18 fo 21only)

Meets Criteria For:

Primary Care Provider (PCP) care [-2in List A and nene in List B
Managed Care Plan (MCF) [J3inlist A (21 ages 18-21) and none in list B OR
[Alameda Alliance, Anthem Blue Cross or Kaiser] [biagnosis excluded frem county MHP

[ 4 or more in list A (2 or more if ages 18-21) OR
[ or mare inist B

Refer to County Alcohol & Drug Program (1-800-491-9099) O from st

Specialty Mental Health Plan
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Pre-Assessment — Informing Materials

ACBHCS Informing Materials (in client’s preferred
threshold language) must be given to and signed by
the client

 Before services provided (recommended) and no
later than 30 days after the EOD

* Annually by the 1%t day of the EOD Month

 All areas must be addressed (indicated by checking
ALL boxes)

* This service may be claimed as part of the MH
Assessment process.

MHP FFS - VERSION 08.11.2017
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Pre-Assessment — Informing Materials

Forms are located on Provider Website > Quality
Assurance > Informing Materials

http://www.acbhcs.org/providers/QA/General/informing.htm

The beneficiary must check all of these boxes, indicating

A 4

Eeneficial is Fame:
Alameda County . o Birth Date: Admit Date:
of I Health Care IDVChart #: RU#, if applies:
Menial Health Division X .
Provider Name:

that these materials were discussed.

The beneficiary then signs and dates here

MHP FFS -

VERSION 08.11.2017

Informing Materials -- Your Rights & onsibilities
Acknowledgement of Receipt

Consent for Services
As described on page one of this packet, your siznatre below gives vour consent to voluntary mental health care
sarvices from this provider. If you are a beneficiary’s lagzl representative, your signature gives that consent.

Informing Materials

Your signature also means that the materials marked below were discussed with you in 2 languzage or way that you
«could understand, and that vou were given the packet for your records. You may raquest an explanation and’or
copies of the materials agzin, at any time.

Initial Notification: Please mark the boxes below to show which materials were discussed with you at
admission or any other time.
Consent for Services
Fresdom of Choica
“Guide to Medi-Cal Mental Health Sarvices™ (copy available upon request)
Provider List for Alameda County Behavioral Health Plan {copy available upon request)
Confidentiality & Privacy
Advance Diractive Information (for age 13+ & when clisnt mums 18)
Hirve you ever creqted an Advavce Directive’  OFer ONp
Ifyes, may we hurve a copy for our records? DFes ONo  [{mo, may we support you to create one? O¥es ONo

oooooo

O Eensficiary Problam Fesohition Information
O DNMzintaining a Welcoming & Safe Place (not 2 State-required informing material)
O Motice of Privacy Practices (HIPAA document)

Date:

Date:

Annual Notification: Your provider must ramind you sach year that the materials listad abova ars available for
your review. Please put your initials and the date in 2 box below to show when that happens.
Initials & date: | Initials & date: | Initials & dste: | Inftials & date:

Uss oz box avary yuit (sea 2bove) for the bomgficiary s imitials & date (ar et legal raprasantativa).

Fruwder Direczions:
Initial Mofification: Discuss esch relevant ifem in the packet with the beneficiary (or legsl representative) in their
preferred lzngusge or method of communication. Complets the identifying information box af the ﬂ:lp right of

this page. Mark the relevant checkboxes fo indicste the ifems di i Ask the to sign
& dste in the appropriate box. Provide staff initials & dafe in the iate box. Give the ining ir
materials par.'Jvee‘to the beneﬁmaryhrﬂwrecmds File this signature page in the chart.

< Annusl Remind i of the i of alf matenals for their review, and review any
materials, if requested. Obisin the sppropriste dated initials in the boxes provided.

mgpmmaﬂ & & deailed shest are avallable at Www.scbihcs org/providers, In the

QA 13D,

Alamoda Comnty Echavioral Health Care Sarvices Informing Matarials 7-2013.doc - English

Quuality Assurance Ofcs Paga11o£11



http://www.acbhcs.org/providers/QA/General/informing.htm

Pre-Assessment — Releases of Information

* Must be signed by client

* Not required for other Alameda Health Care Services Providers—but
recommended

* Not required to simply facilitate treatment referral to other MH Providers—but
highly recommended

* By law, Releases of Information are valid for no longer than 12 months regardless
if a longer timeframe is indicate

To avoid gaps in consent, obtain signatures on relevant ROls
annually during re-authorization of Assessment & Plan so that
they fall in-sync with authorization cycle

MHP FFS - VERSION 08.11.2017 5 3




Medical Necessity




The “Golden Thread” is the sequence of documentation that supports the

demonstration of ongoing medical necessity and ensures all provided services
are reimbursable.

The sequence of documentation on which medical necessity requirements
converge is:

» The Assessment
» The Client Plan
» The Progress Note
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Part 1 — Included Diagnosis

* DSM-5 diagnosis must be current (not historical)

* For Individual and Group Providers the diagnosis must be

established by Licensed LPHA
» See scope of practice grid for approved list of LPHAS

* For Organizations, if established by Waivered/Registered LPHA, the
diagnosis must be co-signed by a Licensed LPHA.

* |f co-signature is missing, then multiple claims may be disallowed until
compliant.
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Part 1 — Included Diagnosis

* See Lists & Crosswalk —
http://www.acbhcs.org/providers/QA/audit.htm

* MH Outpatient M/C Included Dx List—Alpha

* MH Outpatient M/C Included Dx List—Numeric

* MH M/C Included Dx Crosswalk: DSM-IV to DSM-5

* General Medical Codes List

 Psychosocial Conditions List (may use any present in DSM-5).
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Part 2 — Qualifying Impairment

A Qualifying Impairment (meets one of the following):
a) Asignificant impairment in an important area of life functioning

b) A reasonable probability of significant deterioration in an important area of
life functioning (without treatment)

For EPSDT (children < 21 yrs): a reasonable probability that a child will not
progress developmentally as individually appropriate

C)
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Part 2 — Qualifying Impairment

If the client has had recent (within the last 3 months of indication)
HI/SI (no plans or means required), or other high risk conditions:

A comprehensive Risk Assessment and a formalized, and written
Safety Plan — must be created for treatment purposes.

See the BHCS Provider website for resources:

http://www.acbhcs.org/providers/QA/docs/2013/TR Suicide-
Homicide Risk Assesment.pdf
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Risk Assessment & Safety Plan

http://www.acbhcs.org/providers/QA/docs/audit/ACBHCS SMHS FAQ
s.pdf

Client and Others Safety

Q1. If a clientis found to have suicidal/homicidal/other significant risk ideation is a Safety Plan
required?

Al. Yes, if at any point ideation is identified (having occurred anytime in the past 90 days)--both a
comprehensive Risk Assessment AND a formal written Safety Plan must be developed in
coordination with the client. Also, see Q2 below.
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Client & Others Safety Continued

http://www.acbhcs.org/providers/QA/docs/audit/ACBHCS SMHS FAQ
s.pdf

Q2. What if a client has a history of suicidal/homicidal/other significant risk ideation but is
currently stable and has these symptoms controlled.

A2. ACBHCS requires that if a client has had any a suicidal/homicidal/other significant risk
ideation in the past 90 days that both a comprehensive Risk Assessment AND a formal written
Safety Plan must be developed in coordination with the client. If it has been more than 90 days
since the client last experienced symptoms of suicidal/homicidal/other significant risk ideation
the clinical situation must be considered carefully to determine if a comprehensive Risk
Assessment AND a formal Safety Plan should be completed. Beyond 90 days of ideation, if it is
determined that a Comprehensive Risk Assessment and formal written Safety Plan are not
indicated, document the clinical reasoning for this decision.
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Client & Others Safety Continued

http://www.acbhcs.org/providers/QA/docs/audit/ACBHCS SMHS F
AQs.pdf

Q3. What elements must be documented in a comprehensive Risk Assessment and formal Safety
Plan?

A3. The Comprehensive Risk Assessment must be documented in the Clinical Record. The Safety
Plan must also be documented in writing and provided to the client as a resource for reference as
needed. It is crucial that the development of the Plan is a clinical process and that each step is
embraced and endorsed by the client. Critical elements of each include:
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Client & Others Safety Continued

Comprehensive Risk Assessment (must be documented in Clinical Record):

Reason for Comprehensive Assessment

Current Episode: Current Intent (Subjective Reports & Objective Signs); Plans; Access to Means; and Ideation (Frequency, Intensity &
Duration)

History of Risks and Attempts (Self-Harm, Risk to Others, & Hospitalizations related to Risk)
Risk Factors (Internal, & Environmental)
Protective Factors (Internal, & Environmental)

Focused Symptom Severity (Depression, Anxiety, Anger, Agitation, Insomnia, Hopelessness, Perceived Burdensomeness, Impulsivity/Self
Control, Chronic Risk, Therapeutic Alliance, and Current Level)

Status of Crisis Safety Plan
Comprehensive Risk Assessment Resource:

http://www.acbhcs.org/providers/QA/docs/2013/TR Suicide-Homicide Risk Assesment.pdf
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Client & Others Safety Continued

Formal Crisis Safety Plan (written from client’s perspective as their plan).
What are my Warning Signs (Thoughts, Images, Thinking Processes, Mood & Behavior)?
What Are My Triggers?

What Internal Coping Strategies may | Use (ldentification of, Likelihood of Use, Barriers and Problems
Solving)?

What Social Contacts May | Use (For Distraction &/or for Support—multiple people in multiple settings)?

When Will | contact my Family Members and/or Friends to Assist in the Resolution of the Crisis?
Which, and When Will | Contact, Professionals and Agencies for Assistance (Priority & Expectations)?
How May | Reduce the Potential for Use of Lethal Means?

The Implementation of Safety Plan (Likelihood of Use and Problem Solve if Obstacles; Regular Review)

Resource: www.mentalhealth.va.qov/docs/VA Safety planning manual.doc

MHP FFS - VERSION 08.11.2017
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Part 3 — Treatment will address impairments

The focus of treatment are the Signs/Sx’s of the Included Dx’s
and address the following:

a) Decrease the significant impairment in an important area of
life functioning

b) Prevent the probability of significant deterioration in an
important area of life functioning

c) (For Children - EPSDT) Will allow the child to progress
developmentally as individually appropriate.

MHP FFS - VERSION 08.11.2017



Assessment




Who can create and complete an
Assessment?

* For Individual and Group providers, Assessment must be completed by a
Licensed LPHA.

* Non-MCO Organization claiming through a CMS 1500 paper form:
Licensed LPHAs OR Waivered/Registered therapists with Licensed LPHA co-
signature.
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Assessment Templates

 MHP FFS Individual, Group and Organizations that Claim with a CMS 1500

paper form MUST use Clinical Templates found on BHCS Provider Website:

http://www.acbhcs.org/providers/Forms/ProviderNetwork.htm

Provider Network

MH Initial or Annual Assessment—Long Form
MH Initial Assessment—Short Form

Client Plan (aka Treatment Plan)
MH Progress Note

MHP FFS - VERSION 08.11.2017
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Assessment Template — Short Form

Use for Initial Assessment

MHP FFS - VERSION 08.11.2017

Initial MH Assessment — Short Form

For Provider Use Name:
O Informing Materials signed (annually)
O Release of Information Forms signed (annually) Insystf
RU&
Page 10f8
PROVIDER ADDRESS PHONE FAX
CLIENT LAST NAME CLIENT FIRST NAME MIDOLE NAME SUFFIX (Sr.Jr)
PREFERRED LAST NAME PREFERRED FIRST NAME DOB.
Circle Preferred Pronoun: HefHim, She/Her,
They/Them, Qther
EPISODE OPENING DATE
Sex Assigned at Birth: CMale CFemale Cintersex [0ther:
Gender Identity: CiMale  CIFemale  Olintersex 0 Gender Queer OUnknown  CIMale to Female  CIFemale to Male

[Decline toState  IGender non-conforming  IOther

SEXUAL ORIENTATION: CIUnknown CIHeterosexual/Straight ClLesbian CGay ClBisexual O Queer CIGender Quesr
OJQuestioning  CIDeclined to State CIOther:

Emergency Contact Relationship Contact address ( Street, City, State, Zip) Contact Phone number

[IRelease for Emergancy Contact obtained for this time period:

Assessment Sources of Information(Check All et Apply) | OiClient | CIFamily Guardian | CiSchool [ CiOther:

REFERRAL SOURCE/ RESON FOR REFERRAL/ CLIENT COMPLAINT




Assessment Template — Long Form

May be used for the initial
assessment, but is optional.

The Assessment Long Form is
required for 12 month/Annual
Assessment

Both the Long and Short forms
capture the same information, the
long form has additional prompts for
the assessor.
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Mental Health Assessment - Long Form

Name;
For Provider Use Insyst#
0 Initial |0  Update
0 Informing Materials signed (annually) RU#
T Release of Information Forms signed (annuall) Page 1of 14
PROVIDER ADDRESS PHONE FAX
CLIENT LAST NAVE CLIENT FIRST NAME MIDDLE NAVE SUFFIX( St dr)
PREFERRED LAST NAVE PREFERRED FIRST NANE D0B.
- Cirle Prefemed Pronoun HelHim, SherHer
They/Them, Other

EPISODE CPENNGDATE ~ INDICATE 120, AUTHORIZATION GYCLE

Sex Assigned at Bty LMale UFemale ClIntersex

O0ther

Gonder dentty CNele  OFemale  Climersax [ Gender Quser

] Gender
Non-Conforming

OMaletoFemale  CIFemale o Male

/0




Discussing SO/GI Sensitively

What’s in a Word? T[ﬂ&Wﬂmaﬂ
S =Eender [xpressmn = éNﬂﬂ i
Gl in Clin /Sttg Tthy/ stitute %%3’2 HM
Shm——— Idenllly 225 Elushanbe
bisexual - Queer Syial l]nenlalmn
Genderuueel Trans Fem



http://www.lgbthealtheducation.org/

Discussing SO/GI Sensitively

The ACBHCS EHR (CG) has been modified to include Sexual Orientation and Gender Identity
(SOGI) data collection.

The Data collection will serve to identify LGBTQQI2-S populations which have historically been
underserved as well as to assist the provider in providing culturally sensitive & responsive
services.

Gathering such data in clinical settings will allow providers to better understand and treat their
clients, and to compare their clients” health outcomes with national samples of LGB or LGBT
people from health surveys.
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Why are we collecting this information?

Social determinants affecting the health of LGBTQ individuals largely relate to systemic oppression
and discrimination.

Lesbian, gay, bisexual, and transgender (LGBT) clients have unique health needs and experience
numerous health disparities

They are an underserved population that is largely invisible in the health care system

Routine and standardized collection of sexual orientation and gender identity (SO/GI) information
in medical and electronic health records (EHRs) will help assess access, satisfaction with, quality of
care, inform the delivery of appropriate health services, and begin to address health disparities

MHP FFS - VERSION 08.11.2017 73



Why are we collecting this information?

National Resource Center for Youth Development - Fact Sheet & Healthy People 2020:

Healthy Peopl \
LGBT youth are 2 to 3 times more likely to attempt suicide. \ - yZ(()eg%e

LGBT youth are more likely to be homeless.

Transgender individuals have a high prevalence of HIV/STDs, victimization, mental health issues, suicide and are less
likely to have health insurance than heterosexual or LGB individuals.

70% report being harassed at school
90% report feeling unsafe at school

The risk is very real, already in 2017, thirteen African American transgender women have been murdered

Elderly LGBT individuals face additional barriers to health because of isolation and a lack of social services and
culturally competent providers.

LGBT populations have the highest rates of tobacco, alcohol, and other drug use.
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Discussing SO/GI Sensitively

Recommendations for Assessment Clinician—Confidentiality & Privacy

* LGBT clients may be hesitant to disclose information about their sexual orientation or gender
identity due to fears about confidentiality and privacy.

* These fears may have to do with not knowing what will happen with this information

* Clients may be reluctant to provide such personal information to office staff in a waiting room, because
it feels less private than answering the question of a provider in a private office.

* During provider-client interaction there are several potential barriers to gathering this
information.

* Providers may not be comfortable asking these questions, or lack knowledge on how to elicit this
information.

* Some worry LGBT people will be reluctant to disclose due to anti-LGBT stigma and prejudice.
* This may be true, and as a result not all LGBT clients will disclose their sexual or gender identity.
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Discussing SO/GI Sensitively

Questions recommended by national LGBTQ organizations include:

Two-step sex/gender question

* What is your current gender identity: male, female, transgender, or other? (For
written—select from list.)

* What was your sex at birth: male or female? (For written—select from list.)

And

A sexual orientation question

* Do you consider yourself to be: Straight or Heterosexual; Gay or Lesbian, Bisexual,
another sexual orientation or don’t know? (For written—select from list.)
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Discussing SO/GI Sensitively

Recommendations for Assessment Clinician—Language and Client Choice to Disclose:

* Providers can also use inclusive or neutral language, such as “Do you have a partner?” instead of
asking “Are you married?” which to most people still refers to heterosexual relationships.

* Providers should ask permission to include information about a client’s sexual orientation and
gender identity in the medical record, and assure confidentiality.

* |f self-disclosure does not come up in response to general questions such as those proposed
above, further questions can be embedded in the sexual history. Such a history should address
sexual risk behavior as well as sexual health, sexual orientation (including identity, behavior, and
attraction), and gender identity.

o |.e. Many men may disclose they have sex with a man but not identify as LGBTQ.
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Client Information & SO/GI (Sexual
Orientation and Gender ldentity)

Preferred Last Name: | | Preferred First Name: |poB:|[  |E
What is your Pronoun: [she/Her [ Hemim L] TheyThem [ Unknown/ Not Reparted
[ lother
Sex Assigned at Birth: O unknown O Male ) Female ) Intersex O Other
Gender ldentity: Clunknown C male LI Female [ intersex [l ender queer [ Decline to State
[ lother
Transgender: [ ] pMale to Female [l Female to Male
SEXUAL ORIENTATION: L IUnknown [ Bisexual [l Declined to State L zay [ Gender Queer
] HeterosexualfStraight [l Lesbian 1 Cieestioning L cueer
L lother:

For Gender Identity, Sexual Orientation and “My Pronoun” select all that apply.

When collecting “caretaker/guardian” information—use that label rather than mother/father (may be
same-sex household), parent (may be extended family members), etc. Only exception would be biological
parents if genetic information is needed.

If spouse is being requested: indicate “spouse or significant-other”.
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Referral Source, Mental Health History

REFERRAL SOURCE/ RESON FOR REFERRAL! CLIENT COMPLAINT
Describe precipitating event(s) for Referral:

[Cliarrative continued in Addendum

Current Symptems and Behaviors (intensity, duration, cnset, frequency):

[CINarrative confinued in Addendum
Impairments in Life Functioning causad by the MH symptoms/Behaviors (from perspactive of client andior others):

[Cliarrative continued in Addendum

MENTAL HEALTH HISTORY

Psychiatric Hospitalizations: 0 Yes ONo O Unable to Assess
If s, describe dates, locations, reasons, response to, and satisfaction with treatment:

[CINarrative continued in Addendum

Outpatient Treatment: O Yes ONo O Unable to Assess
If s, describe dates, locations, reasons, response to, and satisfaction of treatment:

[CIiarrative continued in Addendum
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Mental Health History, Risk Factors (including
reminder about Safety Plan

[Mental Health Assessment Continued RUS
MENTAL HEALTH HISTORY CONTINUED Page 2 of 11

Prior Mental Health Records Requested:] Yes [C] Mo (See InSyst Face Sheet for current and history of past services)
Prior Mertal Hesith Records Requested from:

[CMarrative confinued in Addendum
History of Trauma or Exposure to Trauma: ] Yes [CJ Mo [C] Unable to Assess
Has client ever: (1) been physically hurt or threatened by another, (2) been raped or had sex against their will, (3) lived through a disaster, (4)
been a combat veteran or experienced an act of temorism, (5) been in severe accident, or been close to death from any cause, (6) witnessed
death or violence or the threat of violence 1o somecne else, or {7) been the victim of crime? Describe:

[CIMarrative confinuad in Addendum
Risk factors:
Agaressiveivioient behaviondanger to seffothers, and include fevel of impairments (i e, school suspension, iaw enforcementincarcaration, crisis
senices, and ftaliz ati
a Flease check i occumed within the fast 30 days. Date of onse,
Client:

Family:

[CINarrative continued in Addendum
[ Safety plan completed or MH objective in Tx Plan
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Psychosocial History

PSYCHOSQCIAL HISTORY Fagesorll

FAMILY HISTORY

[CIMarrative continued in Addendum
FAMILY HISTORY OF MENTAL ILLNESS, SUBSTANCE ABUSEINEGLECT (physical, sexual, emotional, etc ), AND/IOR SUICIDE ( suicide
attempt/ unexplained death):

[CIMarrative continued in Addendum
Cultural factors which may influence presenting problems as viewed by client/family/caregiver and clinician (may include ethnicity,
race religion, spiritual practice, sexual orientation, gender identity, caregiver socioeconomic status, living environment, etc.):

[CItarrative confinued in Addendum

How is beneficiary's/family’s diversity a strength for the beneficiary?

[CIMarrative continued in Addendum

What special treatment issues result from beneficiary's/ family’s diversity?

[CINatrative continued in Addendum
SEXUAL ORIENTATION: [CJUnknown [JHeterosexual/Straight [JLesbian [JGay [ Bisexual [ Queer [JGender Queer
[CJQuestioning [JDeclined to State [JOther:

ADULTS, 18+ yrs. only (CHILDREN & YOUTH, SEE PAGE §)
Childhood {where, who rearedfived in house where grew up, importantiraumatic events, school experience and performance, history of physicalsexual abuse,
placement history, et ).
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Cultural Considerations

Cultural factors which may influence presenting problems as viewed by clientfamily/caregiver and clinician (may include ethnicity,
race religion, spiritual practice, sexual orientation, gender identity, caregiver socioeconomic status, living environment, etc.):

[Narrative continued in Addendum

How is beneficiary’s/family’s diversity a strength for the beneficiary?

[CINarrative continued in Addendum

What special treatment issues result from beneficiary’s/ family’s diversity?

[CINarrative continued in Addendum
SEXUAL ORIENTATION: [[JUnknown Hetemsexuab'suaight [CJLesbian [[JGay [[] Bisexual [[] Queer [[JGender Queer
[CJQuestioning [[JDeclined to State [_JOther:
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Cultural Considerations

|dentified during the Assessment Process and addressed in the Plan if
appropriate
* Language & Physical Limitations
e Race, Ethnicity, Socio-Economic Status, Class, Religion,
Immigration status/Citizenship, Geography,
e Assessment template forms now include SO/GI (Sexual
Orientation/Gender Identity) fields
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Developmental History (Child, Youth only

<18 Yrs. Only YOUTH, FAMILY, EDUCATION, & DEVELOPMENTAL HISTORY Page60f11

| This Section for YOUTH ONLY < 16 YRS OLD [ [ See MENTAL HEALTH ASSESSMENT ADDENDUM FOR INFANT/TODDLERS, AGES 0-3
LIVES WITH: First Name of others in home (children & adults] Age Relationship
Immediate Family
Extended Famil
Foster Family
Cther
DESCRIBE FAMILY OF ORIGIN:

[CIMarrative confinued in Addendum

EDUCATION Current School: SpecEd LJYES LINO
Grade: ContactTeaches Phit
Active IEP/Special A vices: [Ow [ooio [ JsEo
Last School Aftended:
ocational Activites:

History (for each section also include any si culturally related rites of passage, rituals, ies, etc.)
F i il d il icn (include preg . developmental mi i i , and ofher signij evenis) 0-Gyrs:

[CINamative continued in Addendum

Latency (peerisibling relsfions, extracurricular activifies, delinquency, environmental stressors of other signi events) 7-11yrs.c
HiA

[CInarative continued in Addendum
Adolescence (inchede onset of puberty, extracuricular activites, teen parenthood, delinguency, gang involvement, emvironmental stressors of other significant

events) 12-17 yrs.-
&
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Medical History

MEDICAL HISTORY
Name: Phone#: Last Date of Service

a.  Primary Physician:
b.  Other medical provider(s):

. Date records requested:
From whom, if applicable:

Relevant Medical History (complete checklist and comment on those checked below): Check only those thaf are relevant

General Information: Weight Changes. Bazeline Weight [if able to obiain): BP:
CardiovascularRespiatory: |LJChest Pain ClHypertension ClHypotensicn CIPabitation [Clsmaking
GenitalUrinary/Bladdar Elnwnﬁnenne ClMoctuia [JUtinary TractInfection. [ JRetention Hufgency
o _ Hearibum [ClDiarhez Clconstipaton  [IMausea Vorriting

Gastrointzstinal ol Clulcers ClLanative Use lincontinence
Nervous System: [lReadaches [loizziness Cleizures CIVemary ClConceniration
Musculoskeietal [ JBack Pan [5tiffness [ Jarthritis [ IMability/Ambulation
Gymecology: lPregrant UIPehic Inflam. Disease [ IMencpause  [JTEVLOC
Skir: Scar Lesicn Lice DDermatiﬁs Clcancer
Endocrine: Diabetes Thyroid Cther:
Fespiratony. [laronchitis Clasthma LJCOPD [JOther
[ cthers:
Cther:  [ClSignificant Accident/Injurizs/Surgeries:

[CIHospitzlizations:

[CIPhysical Disabilitizs:

[Clchranic lingss:

[CIHW disease:

[Cluiver diszass:
Comments:

[CINarrative confinued in Ardendum
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Substance Use

T
Mental Health Assessment Continued RUS#
SUBSTANCE USE Page 7 of 11
SUBSTANCE USE SCREENING
0-10 yor
is under 11 and SUD screening not indicated per clinical judgment. [CJSee Substance Risk, Use, & Atfitide Exposure, next
11-17yo:
2] Client is unwilling to discuss at this ime; will address as appropriate.
During the Past 12 months, did you: NO YES
1. Drink any alcohol (more than a few sips)? [m] [m}
{Do not count sips of alcohol taken dwring family cr religious events.)
2. Smeke any marijuzna or hashish? E E
3. Use anything else fo get high?
(anything else” includes ilegal drugs, over the counter and prescription drugs,
and things that you sniff or “huff)
FFor Clinic use only- Did patient answer “yes” to any question? [m} [m]
NO YES
Ask CAR question £1 below, then stop Ask all § CRAFFT questions below
NO YES
1. Hawe you ever idden in 2 CAR driven by someone (including yourseff) [m] [m]
who was "high® or had been using alcohol or drugs?
2. Do you ever uee alcohol or drugs to RELAY, feel better about yourself, [m} [m]
o fitit?
3. Do you every use aloshol or drags while you are by yourself or ALONE? [m} [m]
4. Doyou every FORGET things you did while using alcohol or drugs? [m} [m|
5. Do your FAMILY or FRIENDS ever tell you that you should cut dowm on [m} O
your drinking or drug use?
6. Have you ever gotien into TROUBLE while you were using aicohol or o o
57
2 or more “yes” indicate need for further
18+yo ND YES
A Have you feit you should cut down or stop drinking or using substance? D [m]
B.  Has anyone annoyed you or gotien on your nerves by teling you fo cut [m} [m}
down or stop drinking or using substance?
C.  Have you feit quilty or bad about how much you drink or use of [m] [m]
substance?
D Have you heen waking up wanting to drink or use substance? [m] [m]
Any “yes” angwer may indicate a problem and need for further assessment.
SUBSTANCE EXPOSURE
Prenatal | AGEAT CURRENT SUBSTANCE USE
Exposure FIRST Hanel Current | Curent Curent I Client percened
Check if ever used: Unknown USE Denies use ADuse FREcovery ProgienT?
ALECHOL L m m m O 0O | vO
ALFHETANINES [SPEEL/UPFERS, CRANK ETC) O O O m] O O N
COCANEICAANK m 0 0 0 0 0 sl
‘CFIATES [FERGIN, CRILM NETHADCNE] D D D O 0 sl=
FALLUCIENDGENS |50, MUSHROCMS, FEVOTE, ECTASY) m m m 0 0 [=
“SLEEPMG FILL, PAN FOLLER:S, VALIIW, OR SIMLAR 0 0 0 0 sl=
FSF [FHENCYCLUIDINE) OF DESIGNER DRUES [GHE) m D O D O O [ O
THHALENTS [FAINT, GAS, GLUE, ARECGLE) D D D | sl=
WEFURRA FASHIS O [=
TAEACCO! NIDOTNE 0 [=
‘CAFFEINE [ENGERY DRINKS, SCORS, COFFEE, ETC.) 0 N
CVER THE COUNCER: u] N
CTHER SUSSTANCE. L u N
CONFLIMENETARY ALTERNATIVE MEDICATION O O N
5 beneficiary reca Yes, from this ider ¥ rovider o
¥ yes, ype of sicchol and dnug senvices Residendal | Cutpatient [Commurity’ Support Grou;
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Substance Use Considerations

Must Assess for Substance Use in 7 Areas:
= Tobacco, ETOH, Caffeine, CAM, Rx, OTC, and lllicit Drugs

Assess for Substance Use Disorders (SUD):
= Document past and current use in record

= For children/adolescents also document the caregivers’ use and impact upon the client

If appropriate establish SUD Diagnosis
= Cannot be primary (FOCUS OF TX) Diagnosis

= Best to also include in Client Plan. However, this is only done so by addressing the underlying MH Dx’s
signs, Sx, and behaviors through the MH Obijectives.
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Mec

ical Necessity

Mental Status Exam (MSE

e
Mental Health Assessment Continued RU#
MEDICAL NECESSITY Page 9 of 11
MENTAL STATUS. (Check and describe if abnormal or impairea)
Appearance/Grooming. ) Unremarkable Rematkable for:
BehaviorRefatzdness: EUnremamaMe Huummgnated Hmanenﬁue HA'midmt
Impulsive Motor Retarded Hostile SuspiciousGuarded
Ciher:
Speech; Unremarkable Remarkable for:
MoodiAffect: Unrematkable Depressed ElatzdExpansive [ Jnvious
Labile Irritable/Angry Cther:
Thought Processes: Unremarkable Concrete EDim’t&d HDisnrganized
Oddldinsmeratc Blocking Paucity of Content Circumstantial
Tangental hsessive [IFlioht of 1dz33 [IRacg Thouhts
Loosening of Assoc Cther:
Thought Content [lunremarkable [Halucinafions [Delusions [lideas of Reference
Clcther
Perceptual Cantent DUnremarkable [OHalucinaons [OHomicidal ldeation ~ [JParanaid Reference
LLJFlashbacks [IDepersonalizaion  []Derealizaion [LIiszeciation
Dlcther:
Fund of Knowledge: DUnremchahIe Rematkable for:
Origntation: HUnremchahIe Remarkabls far
Memory: Unrematkable Impaired:
Intellct HUnr&maH{able Remarkable for
Insight/Judgment: Unremarkable Remarkable for:
Describe abnormaliimpaired findings:
Additional Observations/Comments (if any): [CINarrative continued in Addendum
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Medica
Functio

Necessity

nal Impairments

FURCTIONAL IMPAIRMENTS:
Mone  Mild  Mod  Severs None  Mild Mod  Severs
Family Relations H E E E Circle appropriate: Substance Use/Abuse E E E E
School Performance/Employment Activities of Daily Living
Epizodes of decompensation & increase of
Self.Care O O 0O O symptoms, each of exiended durafion O OO 0O
Cther (Describe): OO 0O 0O
Food/Sheiter O O 0O O
SocialPeer Relafions O OO0 O
Physical Health O OO O
Commerts (if an): [CMarrative confinued in Addendum
TARGETED SYMPTOMS:
Mone  Mild  Mod  Seuers MNone | Mild | Mod [ Severs

CogniionMemoryThought O O 0O O Perceptual Disturbance
Attention/Impulshvity O OO0 O CppositicnalConduct
Socizization/ Communication O OO0 O Destruchive/hssaultive
Depressive Symptoms O O 0O O Agitafion/Lability
Anziety/phobialPanic Aftack O OO0 O Somatic Disturbance
Affzct Regulation O OO O Other:
Comments (i any): | [CIMartative continued in Addendum
Impairment Criteria (must have one of the following :) AND:  Intervention Criteria (proposed INTERVENTION will....)}

A Significant impairment in an important area of lif
a fumciion. AND & Significantly diminizh impairment

E.  Probabilty of significant deteriorstion in an important E. Prevent significant deterioration in an imporiant area of ife
a area of functioning. AND funciioning.

C. [Under 21) Without treatment will not progress . (Under 21) Probably allow the child to progress developmentally as
a developmentally as individually appropriate. AND individually appropriate.

| T 0. MNone of the ahove. AND D. Nonz of the ahove
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Medical Necessity
Diagnostic Summary and ICD 10/DSM 5 Dx

MEDICAL NECESSITY CONTINUED Page 10 of 11
Diagnostic Summary: (Be sure t0 includs assessment for risk of suicidalhomicidal behaviors, significant strengthsiweaknesses,
observations/descripions, symptoms/fimpairments in life functioning, i.e. Work, School, Home, Community, Living Arrangements, efc. and
Justification for diagnosis)

[CINarrative confinued in Addendum

1CD-10 DIAGNOSIS — NOT BY HISTORY, MUST BE CURRENT DIAGNOSTIC FORMULATION

Dimensions: ICD-10 Code: DSM -5* Description WITH all specifiers: Primary &
*for Codes FA4.5 F84.0 F84.2 FB4.3 & F84: list DSM-IV-TR Descriptor (Dx Name) Secondary Dx's

MH Diagnozes: PRIMARY DX
Secondary Dx
Secondary Dx
Secondary Dx

Substance Use Diagnoses: Secondary Dx
Secondary Dx
Secondary Dx

Psychosocial Conditions

Diagnoses:

eneral Medical Condifions:

Cpfional Dizabiity Measures (WHODAS, Diagnosis est. by (with licznsz): On date:
gic.)
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Assessment Signatures

Signatures (OR SEE PROVIDER PROGRESS NOTE DATED: )
Aszessor's Signature & M/C Credential Date Co-Signature & MIC Credential Date
Printed Name Date Printed Name Date

MHP FFS - VERSION 08.11.2017




No Planned Services
Before Assessment and Plan Are Complete

MAY BE CLAIMED MAY BE NOT BE CLAIMED*

* MH Assessment/Plan Development Services * Brokerage/Linkage

* Crisis Intervention (must be at immediate risk ¢ Psychotherapy (Individual or Group)

of hospitalization due to danger to self, danger . N , .
to others or grave disability.) MHP FFS Rehabilitative Services (Individual or Group)

Providers use Individual Therapy code. e Collateral

* Medical Providers - prescribers (as needed may

: : = > e *list not exhaustive
prescribe while claiming Psychiatric MH Assessment)
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Medication Services—Prescribers Only

* For children who are wards or dependents of the juvenile court and living in an
out-of-home placement or in foster care prescribers are required request
permission from the court before any psychotropic medications are
administered.

 See http://www.courts.ca.gov/documents/jv217info.pdf for more specific
information about JV-220 requirements.

* |n addition to a completed JV-220, prescribers must also complete medication
consent forms, as described on the following slide.
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http://www.courts.ca.gov/documents/jv217info.pdf

Medication Services—Prescribers Only

Medication Consent Forms
* Required for all medications prescribed by Medical Provider

* ACBHCS Medication Consent Forms Required—or equivalent—all sections
completed.
http://www.acbhcs.org/providers/Forms/Forms.htm#Med consent

* Additional Medication Information Sheets are available online.
* |f client’s preferred language is other than English
* |f ACBHCS Threshold Language—use that Medication Consent Form.

* Always offer to explain (or have interpretation) of the information contained
in the Medication Consent Form in their preferred language if client speaks
language other than threshold languages in which forms are translated—
document this in the progress note.
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CANS / ANSA

2

Objective Arts

@ & @ are not required at this time.

Please Login

User name

Password

LOGIN CLEAR

Forgot your password?
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Assessment Finalization Timelines
For ALL MHP FFS Providers

* The Initial Assessment — Short or Long form - is due within 30 days of
authorization date AND prior to the client’s 3™ visit.

* |f client is seen for more than 12 months, the Annual Assessment — Long Form is
required and must be completed within the first two sessions AND within 30
days of authorization

* See Assessment and Plan Due Dates Chart—or initially by 37 visit whichever
comes first.

MHP FFS - VERSION 08.11.2017 9 6




Client Plans

CLIENT PLAN

Page 1 0of 2
Name:
InSyst #:
RU#:
O @fNOT | Client is an ACEHCS
check box) long-term beneficiary
(3 mos tx--current or
expected).
PLAN TYPES (check one).: O Initial O Update fincludes

Annual)
LIFE GOALS: CLIENT'S DESIRED RESULTS FROM MF INTERVENTIONS (Client quote if possible)

CLIENT/FAMILY STRENGTHS TOWARD OVERCOMING BARRIERS AND ACHIEVING DESIRED MH REIATED RESULTE

IMPAIRMENTS OF FUNCTIONING IN DAILY LIVING
Area of Difficulty: Commnin Level of Describe Specific Functional Impairments related to MH Diagnosis's Signs & Symptoms. [For

Life, Family Life, Safery Difficulty: Care Myr, muct indicare nead for C/M service, Le. oL Lt Iy less. Alro, wmust ind) (IJ which severa
School Education. Vocational, Moderata, Symptoms/ Impairments resulting from MFH Diagnosis that prevents client from ac fod
Independent Living (ADL's), Health, | Or Severe servicas, or (2} for child that the fack of such services (caretaker not providing) lrm:lrbm‘u child’s .HH
Heusing, Legal, SUD, symproms/Impairments. ]

Fopd Clothing Shalter, etz
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Getting Ready to Write Plan with Client

 Established Medical Necessity

d Completed Assessment (with required co-signatures if applicable)

(d Documented the need for case management in the Assessment if considering providing case
management services

(J Have conducted a Risk Assessment and developed & written a Safety Plan if you have assessed
any risk factors within the past 90 days and including an objective related to containment.

(d Consider addressing any cultural, linguistic, physical limitations in Plan
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Who can create and complete Plans?

» Individual or Group of Providers
» Licensed LPHAs only

» Qrganizations
» Licensed LPHAs OR Waivered/Registered Interns
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Plan Finalization Timelines

* The Initial Client Plan is due within 60 days of Authorization AND prior to the client’s 3™ visit.
* |f a case is closed before the third visit, a completed plan is NOT required.

e Client plan must be updated immediately following any extension and annual update
 Six month plan updates are due before the 2" session after the 6 month RCS approval.

* Annual/Yearly plans are due by first day of the EOD Month. (Repeat 6 month & 12 month cycle)

*The Client Plan is not considered complete until the both client and therapist have signed the plan. Once
the client signs the plan no changes can be made to that plan.

Client’s/Representative approval and signature must be obtained each time plan is updated.
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Plan Signhatures

Plan is considered finalized when Client/Representative
AND a Licensed LPHA signs

Client/Conservator Signature
By signing, T agree that T have: 1) participated in the development of the Treatment Plan_ and 2) have been offered a copy of the plan.

DATE

|CLIENT (IF NO SIGNATURE, PLEASE SEE PROGRESS NOTE DATEL: FOF. EXPLANATION & WHEN NEXT ATTEMPT WILL BE)

|GUARDIAN/PARENT (IF NO SIGNATURE, PLEASE SEE PROGRESS NOTE DATED: FOR. EXPLANATION & WHEN NEXT ATTEMPT WILL BE )|

|[PROVIDER. COMPLETING PLAN] [INDICATE M/C CREDENTIAL |
|LICENSED LPHA SUPERVISOR. (IF NEEDED)| |INDICATE LICENSED M/C CREDENTIAL]
[PSYCHIATRIST/OTHEE. PRESCRIBER (REQUIRED WHEN PRESCRIBING)| |INDICATE M/C CREDENTIAL: MD, DO, NP, CNg]
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What if | can’t obtain the client’s signature?

If you are unable to obtain a client’s signature, you must document either
by writing on the plan or in a progress note the reasons why you cannot
obtain client’s signature and that you will attempt again at the next face to
face session (or clinical reason why contraindicated).

o “Client agreed verbally to Client Plan formulation at last visit. Client no
showed for today’s session. Will review plan and obtain written signature

at next session.”
o “Due to client’s paranoia, client gave verbal consent, but refused to sign
plan. Clinician will attempt to obtain signature within next three months.
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What if | still can’t obtain client’s signature?

If the client does not sign or refuses to sign the Client Plan, regular efforts must
be attempted and documented to obtain the client’s approval.

If not fully documented per instructions above, DHCS/BHCS QA (per Jan. 2013
Triennial Audit) will disallow all claims made after the date the Plan should have
been signed by the client and until all required signatures are obtained.
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Client Plan Updates (outside of 6 month cycle)

Providers MUST be attentive to the need to update changes in the treatment plan through-out the year.
DHCS (and QA) will disallow notes if the treatment plan has not been updated to reflect new client goals,
mental health objectives, and events in the client’s life.

Examples of events requiring a consideration of change to the Plan be documented in the PN include, but
are not limited to:

Hospitalization, new thoughts or behaviors of self-harm or dangerousness to others, additions of new service
modalities (i.e. medication services, case management, group rehab, individual therapy, etc.), school
suspension, placement risk, etc.

Claim plan updates as an Individual Therapy session and each counts as one of the allotted therapy sessions.

Remember, with every plan update, Brief Screening Tool and new signatures are needed
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Client’s Life Goals Section

PLAN TYPES (check one) 0 Initial 0 Update
LIFE GOALS: CLIENT'S DESIRED RESULTS FROM MH INTERVENTIONS (Client guote if possible)

CLIENT/FAMILY STRENGTHS TOWARD OVERCOMING BARRIERS AND ACHIEVING DESIRED MH RELATED RESULTS
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Client Goals

The Client Goals are the long-term hopes of the consumer and/or caregiver/parent. Goals...

Should focus upon their personal vision of recovery, wellness, and the life they envision for themselves

e (Can bein the client’s own words

Increase client engagement and buy-in to services

With the client’s goals in mind, providers assist the client by “translating” their goals into short
term Mental Health objectives.

Client says, “l want to live on my own someday.” or “| want to have a better relationship with my
family.”

To identify what mental health goals to work on, providers can ask “What gets in the way of you
achieving these goals?”
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Impairments / “Area of Challenges”

IMPAIRMENTS OF FUNCTIONING IN DAILY LIVING

Area of Difficulty: Community |Level of Difficulty: Describe Specific Functional Impairments related to MH Diagnosis’s Signs &
Life, Family Life, Education, Moderate, Severe Symptoms. [For Case Mgt, must indicate need for C/M service, i.e. ct. is
Vocation, Independent Living, homeless. Also, be sure to include severe Symptoms/Impairments resulting
Health, etc. from MH Diagnosis that prevents client from accessing/maintaining needed

services, or for child that the lack of such services (caretaker not providing)
exacerbates child’s MH symptoms/impairments.]
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Impairments / “Area of Challenges”

Impairments of Functioning in Daily Life

Indicate Area of Challenges: Community Life, Family Life, Safety School/Education, Vocational, Independent
Living (ADL’s), Health, Housing, Legal, SUD, Food/Clothing/Shelter, etc.

Indicate Level of Challenges

o Moderate or Severe (remember to rate accordingly—severe—if documenting to a Significant
Impairment in an Important Area of Life Functioning for Medical Necessity).

Describe Specific Functional Impairments related to MH Diagnosis’s Signs & Symptoms.

o [For Case Mgt, must indicate need for C/M service, i.e. ct. is homeless. Also, must indicate: (1) which
severe Symptoms/Impairments resulting from MH Diagnosis that prevent client from
accessing/maintaining needed services, or (2) for child that the lack of such services (caretaker not
providing) exacerbates child’s MH symptoms/impairments.]
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Discharge Plan

Estimated treatment plan duration, describe criteria (readiness) that would
indicate client could successfully transition to a lower level of care with possible
referrals and discharge plan.

DISCHARGE PLAN
(readiness/timeframe/expect
ed referralz/ete):

“Long Term Client w/o Discharge Expected”
Is never a discharge plan
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Mental Health Objectives

~

target symptoms, behaviors, or impairments in functioning.

Short-Term Mental Health Objectives: Specific, quantifiable or observable outcomes o

OBJ#

\

Target Date:
(12 months
unless
specified)

t Reassessment:
en appropriate indicate level of
improvement, date and initial.

\

O Not Improved

O Somewhat Improved
O Very much Improved
O Met | Date: Initials:

Note that the BHCS Treatment Plan Template
prompts for a 12 month Objective Target Date,
however as treatment plans are required to be
updated every 6 months, most objectives will need
modification at 6 months.
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Mental Health Objectives

All Objectives MUST directly address the client’s mental health sx’s and cannot
focus on finding housing, getting a job, providing SUD counseling, etc.

o A way to see if the client (not caregiver) is improving

o Measurable change in helping the client achieve his/her long-term goals
o Can address MENTAL HEALTH symptoms, behaviors or impairments identified in the Assessment
OR

o Be Strength-Based mental health objectives replace problematic Sx with positive MENTAL HEALTH
coping skills/behaviors/etc.

o Should be based upon the client’s abilities and be meaningful to the client
o What is he/she identifying as the problem? Why did he/she reach out for help?
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SMART Objectives

* SMART (Specific, Measurable, Attainable, Realistic and Time-Bound)

* Important to look at how they might impact and build upon
strengths and supports

* Must include duration: at least 6 months

* Special note about duration: At least one mental health objective must be
valid for 6 months or the plan will need to be updated due to not having any
current (or not-expired) objectives after the last stated duration (such as only
having a MH Objective with a 6 month duration).
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Service Modality

SERVICE MODALITIES

MODALITY

FREQUENCY

DURATION

Case Management

Medication Management

Individual Rehab

Group Rehab

Individual Therapy

Family Therapy

Other:

Oo|o|o|o|o|o|oio

Other:
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Service Modalities

* |dentify the proposed type(s) of service modalities to be provided
along with a proposed frequency and duration.

* |f the planned service modality for a claimed service is not in the
client plan it MAY NOT BE CLAIMED and MUST be disallowed if it is
claimed. This includes Case Management and Collateral.

* Don’t include Assessment/Plan Development/Crisis modalities in
the plan.
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Detailed Interventions

Detailed Interventions are required for each Modality

DESCRIBE SPECIFIC AND DETAILED INTERVENTIONS FOR EACH MODALITY:

Provider(s):
(AALL THAT Detailed Intervention(s): MODALITY:
APPLY)

O Case Manager

O Clinician

o MD/NPPA

O Peer

O Family Partner
O Other:

O Case Manager

O Clinician

o MD/NPPA

O Peer

O Family Partner
O Other:

O Case Manager
O Clinician

o MD/NPPA

O Peer

O Family Partner
O Other:
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Detailed Interventions

For each service modality include a detailed description of interventions to be
provided. Interventions must focus upon and address the identified functional
impairments as a result of the mental disorder.

° Interventions must be consistent with the client plan mental health objectives
and the qualifying diagnoses.

o Interventions for Collateral should include listing significant others (by names
and/or roles) for whom contact is planned and indicating “and others as
needed.”

o Detailed Interventions for Case Management should indicate that successful
C/M (linkage and monitoring) will result in the client’s MH Symptoms being
reduced (i.e. achievement of Client’s MH Objectives).
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Detailed Interventions - Examples

Detailed Interventions should be general and also specific to client’s mental health needs

Examples (For purposes of presentation only):
Individual Therapy

» Use CBT techniques to help client identify triggering thoughts that lead to client’s aggressive behaviors
and replace with prosocial behaviors and other positive activities.

Collateral

° Provide psychoeducation to significant support persons of client including parents, teachers, and school
counselor (others as needed) to assist client in his/her MH Goals and Objectives of x, y & z.

Med Services

* Medication management strategies to engage client in collaboration to find, and optimize the dosage
for effective anti-depressive medications.
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MH Plan Example #1: Client with
Moderate Symptoms

Billable example: Treatment Plan Goal

Dx: Generalized Anxiety DO (Excessive worry that is persistent throughout the day regarding most
situations, which occurs every day. Low energy, difficulty in concentration, feels irritable and
tense.

Impairments: Relationship difficulty with partner (frequent arguments), difficulty completing work
assignments, loss of enjoyment in daily activities (“polluted” by worry).

Goals: Client states: “I don’t want to feel this way...like something is wrong all the time.”

(Optional) Long Term MH Goal: Learn to control worrisome thoughts and feelings and increase
positive relationship with partner (gain more patience/less irritability).
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MH Plan Example #1: Client with
Moderate Symptoms

Billable example cont.:

Mental Health Objective(s):

#1) # of times client has arguments with family, friends, co-workers, will decrease from 10 times
per week to 3 or less per week as evidenced by partner and client report for the next 6 months.

#2) Increase the number of daily activities in which client feels they are able to control anxious
feelings from 1-2 times per day (currently) to 5 times per day or more as evidenced by self report
for the next 6 months.

#3) Client will increase the number of times they use coping skills learned in therapy to manage
anxiety from (0 times per day) to 10 or more per day as evidenced by journal keeping for the next
6 months.
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MH Plan Example #1: Client with
Moderate Symptoms

Billable example cont.:

Service Modality:
o Psychotherapy 1x/week, and as needed, for 20 sessions.
o Case Management 2 sessions in next 6 months.
o Collateral 2 sessions in next 6 months.

Detailed Interventions:

o Individual Psychotherapy — psychodynamic therapy to help client process through past traumatic events
that precipitated the onset of anxious feelings. CBT therapy to help teach client coping skills to manage
symptoms as they arise.

o Case Management — Successful linkage of client to primary care provider/psychiatrist to discuss possible
medication options for client.

o Collateral — Will provide psychoeducation to client’s partner regarding client’s symptoms and how to best
support client in managing anxiety.

MHP FFS - VERSION 08.11.2017

120




MH Plan Example #2: Client with Severe Symptoms

Billable example: Treatment Plan Goal

Dx: Major Depressive Disorder (lack of interest in all areas of life, low energy,
insomnia, indecisiveness, feelings of worthlessness, and poor self-care)

Impairments include Client’s difficulty in maintaining employment, having positive social
interactions, completing daily tasks, maintaining independent housing, and accessing resources in

the community.
Goals: Client states: “I want my own place to live.”

(Optional) Long Term MH Goal: Decrease depression and increase coping skills, so that client’s
depressive signs and symptoms do not negatively impact his ability to meet his life goals.
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MH Plan Example #2: Client with Severe Symptoms

Billable example cont.:

Mental Health Objective(s):

#1) Client’s depressive symptoms are reduced as evidenced by an increase in energy from “1-2”
energy level (current) to 6-8 on a 0-10 scale (10 being high energy) per self-report by 6-12
months.

#2) Client is engaged and invested in his self-care as evidenced by increased # of showers per
week from 0 to 2 or more; and increased brushing of teeth from Ox daily to once daily within the
next 6-12 months.

#3) Client will increase daily living activities and demonstrate successful self-identified task(s)
completion 3 — 4 x’s/week (now 0/week) for the next 3 — 12 months.
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MH Plan Example #2: Client with Severe Symptoms

Billable example cont.:

Service Modality:
o Psychotherapy 1x/week, and as needed, for 20 sessions.

o Case Management 2 sessions in next 6 months.
o Collateral 2 sessions in next 6 months.

Detailed Interventions:
o Psychotherapy — CBT to help client link feelings of worthlessness to depressive symptoms, to explore
roots of low self-esteem and areas of competence.

o Case Management — Successful linkage of client to housing resources in community. Connecting client to
resources is expected to decrease client’s sadness and depression.

o Collateral — Will provide psychoeducation to client’s mother regarding client’s symptoms and how to best
support client in managing his depression.

MHP FFS - VERSION 08.11.2017
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aiming Group Therapy for MHP FFS
roviders who claim with CMS 1500

O )

* For each group member, attending group counts as one session

* Group therapy modality must be listed in the treatment plan

* Facilitator must write individual progress notes for each group member

e Each group service for each client is claimed as 90853—60" or Y9506—90”
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Health Care Sewiceseg/ww—daf
Claiming to Medi-Cal

Every claim made to Medi-Cal MUST have a corresponding progress note in the client’s chart

All assessment and plan development sessions require progress notes in order to be claimed. The
assessment and plan are not enough to complete the claiming process. Use the appropriate
Assessment / Psychiatric Diagnostic Evaluation Codes to claim for these services.

When writing notes documenting the Assessment and Plan sessions, if each are completed in one
session, the progress note may include a reference to the completed form. For example, “This
therapist gathered information to complete the Assessment. See Assessment dated...”

If the Assessment or Plan spans multiple sessions, then the progress note may reference
completed sections in the assessment or plan, as long as what sections were completed in that

session are specified.

If it is not possible to reference specific sections of the assessment or plan, then the content of
the session must be included in the progress note.

MHP FFS - VERSION 08.11.2017 1 2 5




IHITISNiT}
DOCUMENTED™

THAPPEN -

memegenerator at

MHP FFS - VERSION 08.11.2017




=S A
yAyA
A U :{&g»w;:s;
~gF

e 5yt ™

“Just one question: is it billable?”
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What are some of the barriers/challenges of
writing progress notes?

IT'S OUR LATEST CASELOAD

MANAGEMENT SYSTEM_WE JUST
KEEP ADDING FILES UNTIL HE
FALLS OVER!




Challenges/Barriers

* Not enough time/productivity pressures

* Crisis situations add more paperwork

* Technology challenges — slow internet connection, old computers

* Exhausted, overwhelmed, tired after seeing clients

 Remembering all the rules of Medi-Cal documentation

* (Case load deadlines— tracking treatment plans, annuals due

* Lack of training in clinical writing

* Not a fun part of the job — didn’t become a clinician to do paperwork
e Can’t bill for a lot of what we actually do or want to do for our clients
e Writing 1 note can take a long time due to feedback/style/corrections
e Secondary trauma — writing notes can be triggering

* Hard to balance “client friendly” vs “professional, clinical” writing

* Not being in the office because of traveling to meet with clients

|II
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There are
Physical, Emotional, Mental, Programmatic, Technological, Systematic

challenges to writing progress notes!

paperwork?
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What are ways you as a clinician have overcome these
barriers/challenges?

Social Work: Saving the world one
progress note at a




Overcoming Barriers/Challenges

*Time management (setting up schedules, reminders, personal “tickler” system)
*Training, Practice - Reinforcing the right way!

*Reframing the purpose of documentation — seeing client’s record as part of client
care and collaboration, how our agencies get paid, how we get paid means we can
continue to provide services

*Tips and Advice from co-workers
*Using “tip sheets” (like slides or checklist)

*Supervision for support
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Progress Notes Musts

Progress Notes must contain:
> Procedure Code of service provided to client
o Date of Service

o Indicate what language the service was provided (unless English Speaking

client and in the MH Assessment it indicates: “English speaking client and all
services will be provided in English”.

o Legible Provider Signature with Medi-Cal credential (see Scope of Practice

Document—pg. 2 for credentials) and date signed (not date of service unless
written and finalized with signature on the same day.

o Time as described on the next slide

Only use ACBHCS abbreviations. See ACBHCS Abbreviations Handout.
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Progress Notes
MHP FFS Providers

* Simply indicate code and minutes designated from Code/Rate Sheet
In Progress Note

e Default to the code closest (rounding up and down) to the minutes
it took f-f or phone contact time and documentation time.

* Do not put the actual total minutes or break down face-to-face and
doc time for example.

e e.g. 60 minute Ind. Psychotherapy with 10 minutes documentation
is 90834-60" and 70 minute Ind. Psychotherapy with 12 minutes
documentation is 90834-90”
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B/PIRP Format — Progress, Not Process

O Always indicate which MH Objective (restate or reference # of Objective in Plan) is being
addressed

(1 Use B/PIRP Format

Behavior/Assessment, Purpose/Problem =documents what is presently going on with the client
(brief narrative), especially in terms of progress towards MH goals and objectives

Intervention by Staff =Identifies what you did today (i.e., what specific intervention was provided
toward the mental health objectives). Cut and paste interventions from previous session may
result in a disallowance.

Response of Client to Intervention = Identifies client’s response today toward the interventions and
impact/progress toward their MH objectives

Plan for future services = Provides plan for continued services i.e. collaterals, coordination of care,
continue with CBT techniques etc. Can include any follow up by the provider or client—not simply
and always: “next session on mm/dd/yy”
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o Moditying Progress Notes
for Case Management Services

> Modifying the B/PIRP Format for case mgt cont.

o “B/P” Problem: (“Client reports they were evicted over the weekend. Cients symptoms of
depressed mood & fatigue prevents client from contact the shelter for assistance in spite of
desire to do so”)

o “|” = Identifies what you did (i.e., what intervention was provided toward the mental health
objectives): provided or recelved info, etc. (i.e. with client present, | called the shelter with a
relJerra/ and made appointment for the client at 4pm today.)

o “R" = Identifies contact’s response toward the interventions and progress toward the
purpose above “B” (i.e. client agreed to make the shelter appointment as scheduled and to
report back to this provider of how it was going at our next scheduled appointment.)

o P =Provides plan for continued services as a result of this service: i.e. collaterals,
coordination of care, etc. Can include any follow up by the provider or client. (Successful
housing of the client through case management is expected to result in the client of meeting
their MIH goals of reducing depression and associated fatigue”)
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Progress Notes FAQS

Can | combine different types of services in one progress note?
No, claim separately even if provided on the same date of service.

Can | combine two of the same services on the same day, for example two collateral phone calls
to different people?

No, claim separately if talking to different people. Most likely these discussions will have different
purposes.

Can | combine two 10 minute collateral services together for one 20 minute collateral service?
Yes, you would put two 10 min. collateral codes on form CMS 1500 and document this in one
progress note for the chart.

MHP FFS - VERSION 08.11.2017 1 3 7




Non-Billable Services

o Travel time may not be incorporated for claiming purposes
> Voice mail, Email, Text messages (leaving or receiving)
° Faxing

Non-Treatment related report writing (i.e. disability report for SSA or Abuse/Neglect
reporting—phone or written)

Scheduling

No shows/ Missed Appointment

Lock-outs — See Lockout Handout next slide

° Transporting the client

o Completing the Brief Screening Tool

> Non-SMHS services such as vocational, housing, payee.

o

o

o

(¢]

f any part of the note includes such activities without indicating “did not claim
for the time it took to do that activity,” the claim will be disallowed.
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Non-Billable Services

* Payee related (Indicate payee portion of visit in a separate—non-billable
service note.)

* Socialization Group, which consists of %eneralized group activities that do not
provide systematic individualized feedback to the specific targeted behaviors of
the clients involved

* Translation and/or interpretive services, including sign language

* Activities or interventions whose purpose includes providing vocational
training, academic education or recreational activity

e After client’s death

If any part of the note includes such activities without indicating “did not claim
for the time it took to do that activity,” the claim will be disallowed.
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Mental Health Services Lockout

ACBHCS’ Mental Health (MH) Medi-Cal Lockout Grid

See updated handout: —

http://www.acbhcs.org/href _files/LockoutSituationsGrid 061517.pdf e e e e
“Lockouts” are services that cannot be reimbursed or claimed due to the B |
potential duplication of claim (“double billing”) or ineligible billing site. g =
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http://www.acbhcs.org/href_files/LockoutSituationsGrid_061517.pdf

Group Exercise: Putting on an Auditor’s Hat

» Read note together
» Look for ‘questionable’ issues

» Group discussion
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Final Considerations

Always keep in mind that the Clinical
Record belongs to, and is about, the
client. Write as if the client will be

reading it and it will be therapeutic to
do so.
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MHP FFS Procedure Codes

Choose the right one for your license:

EXHIBIT B-1
Alameda County Behaviorial Health Care Services
Speciality Mental Health Services
Bhysician Bates

EXHIET -1
Aizmeda County Bebaviorial Health Care Services
Speciaity Mentsl Hesith Services
Fr0 Rater
Eftective for Services Froviced as o uly 1. 2006

EXHIBIT B-1
‘Alameda County Behaviarial Health Care Services
Speciality Mental Health Services
LCSW/MFT/IPCC Rates

Effective for Services Provided as of July 1. 2016 ml‘ﬂi}ﬁl’:ﬂm RATE Comment Effective for Services vrwidedasullu\yl,lms
Dupatent. 1zE . Oid Code = 80802
T T3 =ATE = Hoept s R o i o o s [ PROCEDURE DESCRFTION RATE
[delete tF 3 =
o oF Pwmmm = Eﬁm‘ L T eara P S T 0761 [0P Pychiatic iag Eval 11280 [New Cods O Code - 60802 [ceT PROCEDURE DESCRIPTION RATE Comment
- | ASsessn 125 dew Coge. 0K Code = 50803 Hosp Peychiatric Diag Eval 112.80 New Code, Old Code = 30802
; E?P;;ydua_ma DwagEvi\‘m\ < New Code, Old Code :;p;% N a:":?:; — Support 1;5 =i = 0605 5 5530 New Code, Old Code= X9500 ‘90791 OP Psychiatric Diag Eval 11280 New Code, Old Code = 90802
iatrc Diag Eval wibed Srv 25 New Code Old Code = et ! : 7300 New Code, Old Code= 9502
190 |Hoso Pychitrc Dieg Evel wled S 12580 |New Code, 04 Code = %0803 e oo T o — 0850 [New Co, O Cose= 6501 (st [rsoyonsic g 11280 |New Code, Od Cace = 0802
) ocused i = — 220 New code, Old code = Y9505
géﬂ gi ﬂ g} E"‘:F‘mm: 2 g'm mm o o Low Comp - 257 T e ] ”90332 Individual Paychotheragy 30 min 520 New Code, Ok Code= X8500
: - o T Family Therapy (60 mi 7300 New Code, O Cod = 79508 ) )
%}g g:: a g} m 00:::: 531;32 i ;l;':aus New code e e T F:”"@[M"K :sn u ah ”90334 Individus Psychotheragy 60 min 0 New Code, Old Code= X502
x I utrseq Mo Compiex 21-30 min Ja; i range, 0¥ Co0 = YA 108 =
27T |17 M New Low Comp 75~ 0 B Thiowcoke I3 ompes e v e O G Yo S e ”9033? Individusl Psycholterapy 80 min 10880 |New Code, Ol Code= X504
P T o e ] | | o e e | 28 Bevcts Ot e
gg; IF EM Subses Low Complex ?gﬂ;‘-‘ %ﬁ Newmin w,udcm@g: S :” o e v e [F00T__|Tecig Soereoat (1] L (o6 forup Turapy 0 s
F EM Subseq Mod Comples 21-30 min 40 [Newmin range, O1d Code = R (Y0002 [Testing,ScoringERegortng (2hrs)
95753 |IF EM Subseq Hgh Complex 3135 mn G160 [Newmin range, O1d Code = Y8107 el e —— e e — ”90346 Family Therapy (50 min) 7300 New Code, O Code = Y3505
%g }E g: gxmgﬁ ] T:,] ;‘vD 0] %g mx N e V005 [Tesiing ScovgiResartng (5hrs] [IF ”xasm Famiy Trerapy (20 min) 10880
rge 31> min) - New Code, 01 Code= X504 YOO00& | Testing, Soore ing (6 hrs) 413.10
90833 | Individual Psychotherapy by MD 30 min B425  |Newoote canoniybe uses with 3m B cods, o coce zs0es 25 (odome-ve Y0007 [Tesing Sooring8Reporing (7 hrs) 5195 ”QDE.HJ Collateral Call (10 min) 555
90836 |Individual P apy by MD 60 min 8075 [wew oot can aniy be usea wim an EM coce, Ok Code <0807 7 O Goe = Y5508 Y0008 [Testing Scoring&Reporting (8 hrs) 55080 _ i
083 nelvid % ﬁ : i 115 = = - 2 wem (Y0008 [Testing Scorng8Reportng (3hrs) 61665 9088 | Colateral Viit (45 min) %0
ividual Py rapy by MD 30 min X [New code can anly D2 Used with an EM code, Okt Cude =30808 [SNF E/M Sibssq Prob Foc by WD [10-12 min) 3420 |New code, REPLACES 99347 o010 [Testing Scoring8Rzportng (10 hrs) 586,50
%_Gmg'ﬂmﬂw[% min) g . Oid code = Y3505 Eu i it Emm B V0011 [Tesing,Scofng&Reporing (11 hrs) 75735 10173 inkage (30 min) 435 New code
|Group Therapy (30 min . EM Figh Comp by WD (315 M: ade, REPLACES 99350 Y0012 | Testing Scofing&Reporting (12 hrs) 826.20 .
40846 |Family Therapy (60 min) 7300 |0 oode = X308 - V0013 Tesina, ScomatReserina (T3] e 10176 inkage (60 ir) 5840 New code
95 Fanmily Therapy (30 min) 108.80 - Y0014 [ Tesfing, Scoring&Reporfing (14 hrs] %3.90 N
BT ol o i) T forrs o o] T V0075 |Tecing ScomaiReportng (15 e Y990 |CaWORKS Engagement Fee 250.00 For CAWORKS clints anly
G0838  [Collateral Visit (5 mi 15 ] 2 G855 Y0016 [ Testing Sconng&Reporting (16 hrg 110160 _ . .
s Emw&éﬂr&}mm e otes e e VOO Tosig Sos i (17 s Y9935 CalWorks Initial Reporting Fee 50.00 For CAWORKS clients only
776 [Brokeragelinkage (0 min] 00 THow code = i = mg Eﬁ‘:ﬁm :}g ::} :ﬁjg Y9995 |CalWorks Quarterly Reporting Fee 500 For CaIWORKS clients only
e E &Reporing
Y9990 [CaWORKSE: Fee 25000 [For CalWORKS clients only [rooce = 3 13 Y9930 [CalWORKS Engagement Fez 750,00 For CalWORKS clients only ?
V095 [CaWors Imal Feperting Fae i) For CaWORKS certs orly g i = g_ e T s S il i Y9337 CFS Casework Report 45.00 For CFS clients only
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Procedure Code/Services

Assessment and Development of Plan

* Use same code for both assessment and plan development

* Most likely this will be OP Psychiatric Diagnostic Eval (90791) or OP Psychiatric
Diagnostic Eval w/Med Srv (90792).

* Indicate code and actual minutes between 60 — 90”.

* Using these codes counts towards the authorized two (2) allotted initial
Assessment/Plan Development sessions or one (1) reassessment/plan
development reauthorization session

* Code is not time based, but flat reimbursement rate is similar to a 90 minute
session.

* Can only be used for the first two sessions within the first 30 days and once
every 6 month at reauthorization.
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Procedure Code/Services
Individual Psychotherapy

e Atherapeutic intervention
* Focus primarily on symptom reduction

* Individual Psychotherapy modality must be in the plan to claim for
these services

See rate sheet for specific codes

Example: A 90 minute Individual Psychotherapy session by a MD
with a client at a Non-MCO Community Clinic would be coded as

90838-90
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~ Family Therapy

Client must be present during the session.

Interventions should address client’s presenting problems in the
context of the family system.

Interventions must focus on reducing the client’s mental health

symptoms. Client’s response to treatment must be documented
accordingly.

Family therapy must be a modality in the client plan.




Procedure Code/Services

Group Therapy

One facilitator can reasonably facilitate a group of up to six clients. For
multiple facilitators see slides on how to claim co-facilitated groups.

One group therapy session counts as one session from client’s
package.

Group Therapy must be a modality in the treatment plan.

For example: A 90 minute Group Therapy session facilitated by a Ph.D.
would used code Y9506-90.
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Procedure Code / Services

How do you document when your client has a crisis — mows raser o
situation?

=

Use Individual Psychotherapy codes TR e

. crisis | breakdown 4

This modality does not need to be in the treatment plan as crises are by
definition not planned.

A crisis session counts as one of the allotted services.

haroldsplanet.com © 2012
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Procedure Code/Services

Collateral

Collateral services by definition are to support Client Plan by:
Gathering information from, or

Explaining results of psychiatric, other medical examinations and procedures, or other
accumulated data to family or other responsible persons, or

Advising significant support persons how to assist client(s) in order for client to accomplish MH
Objectives

Maximum of 120 minutes TOTAL every 6 months
Collateral Call 90887-10" or Collateral Visit 90888-45" (round to closest);
Services provided to (any) significant support persons

Cr?nsultation, Training and Psychoeducation of significant support person in client’s life where
the

Modality must be in the treatment plan to claim.

*Focus is always in achieving mental health Objectives in Client Plan—If Plan is not completed,
there is no way to do so.
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Procedure Code/Services

Brokerage / Case Management

» Case Management/Brokerage: 10173-30” or 10176-60” (round up or down to the closest time);
* 30 or 60 minute increments
* Maximum TOTAL time is 120 minutes initial/annual and 180 mins. at 6 month reauthorization.

* Help clients to access medical, educational, social, vocational, rehabilitative, or other community
services that are identified in the Client Plan and Assessment.

* Linkage & Monitoring Services activities may include, but are not limited to:
* Communication with client & other individuals
e Coordination of care
* Referrals
* Monitoring service delivery to ensure client’s access to services.
* Monitoring client’s progress toward making use of services.
* Must meet documentation requirements in earlier slides to claim
* Brokerage modality must be described in the client plan in order to claim
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Psychological Testing Codes

Testing, Scoring, Reporting (1 — 19 hours)

Only available for approved psychological testing.

Providers can refer a client for psychological testing after 3 months of treatment.

All psychological testing must be approved by ACCESS.

Psychological Test Authorization Request (PTAR) is required to be submitted to ACCESS
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Other Procedure Codes

Not common and must be specified in Provider contract before they can be used

CFS Casework Report (Y9997)

CFS Customized Services

CalWorks related codes

E/M Codes
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What is the procedure
code?
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You’ve been referred a client from ACCESS for family therapy. In the second session you
finish the Assessment and start discussing the client plan. The session ends before you have
a chance to write up the plan and get client’s signature.

Is this a claimable service? If so...

What code do you bill for this service and why?
How do you document this in the progress note.

How should the therapist claim the next session?
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In the Assessment and Plan you as the therapist determine that client is very anxious and
disorganized and these symptoms are preventing them from seeking employment. One of
the plan objectives focuses on reducing their anxiety related to finding a job. A referral to
vocational services who will improve client’s knowledge and skill set and is expected to
lower the client’s anxiety related to gaining employment. The next time you meet with
client, you check in with client about their anxiety levels and if participating in the vocational
program has helped lower them.

Is this a billable service? If so...
What code do you bill for these types of service

and why?

What is required in the assessment and plan to

claim these services?
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You’re meeting with a client who suffers from severe anxiety for an individual therapy
session when they disclose that they use prescription painkillers regularly. They share that
they were initially prescribed them after a car accident, but they help the client feel less
anxious. They discuss how that their doctor won’t prescribe them any more but they still,
“need them to take the edge off.” They tell you they have “a guy” who helps them get some,
but they’re starting to need more and more and it’s getting very expensive. The “guy” has
suggested they try a more potent version he has that’s cheaper, but the client is concerned
what that might mean.

Is this a billable service? If so...

What code do you bill for these types of service
and why?

At the next session you decide that the client plan needs be
updated, how would you document that session?
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At the start of an individual therapy session, your client looks severely agitated. When
you ask the client they report feeling suicidal. You start to assess the client for self-harm
they abruptly get up and leave your office. You call their phone, but there is no answer.
You don’t have any emergency contacts listed on file. You are concerned that client has a
high risk for self-harm and contact the police to request a safety check. In total you spent
45 minutes for this service.

Is this a billable service? If so...
What are some potential codes you can claims for this service?

Please explain.

THERE IS HOPE
MAKE THE CALL

4E CONSEQUENCES OF
JUMPING FROM THIS
BRIDGE ARE FATAL
AND TRAGIC.
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The Assessment and Plan are completed and you have a conversation with your
client’s primary care doctor (at an outside health clinic) on the phone to gather

information regarding how coping with depression is impacting her chronic pain and
vice versa.

Is this a billable service? If so...

What needs to be in the plan for this to be claimed?

What are some potential codes that you can bill for
this service? Please explain.
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Thank you for coming!

SEE RESOURCE SLIDES FOR ADDITIONAL INFORMATION




