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BHCS SUD FORMS

For transition to DMC-ODS Waiver
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TRAINING OBJECTIVES

Increase understanding of Alameda County SUD documentation work flow
Be able to document SUD treatment using required BHCS SUD forms

Understand different SUD requirements based on program type
Introduction to CQRT

6.27.18
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ACRONYMS USED IN SUD
SERVICES

CG - Clinicians Gateway (EHR)
BHCS - Behavioral Health Care Services

SUD - Substance Use Disorder

RES — Residential Services

OS - Outpatient Services IS/IT — Information Systems/Technology

ROI - Release of Information

OTP/NTP - Opioid/Narcotic Treatment
Provider

|OS — Intensive Outpatient Services

RS — Recovery Services

WM - Withdrawal Management Services

CM - Case Management

PC - Physician Consultation
ALOC - ASAM Level of Care

6.27.18



HOW TO USE THE FORMS/NOTES

These forms/notes are temporary until providers have been set up in
Clinician’s Gateway (CG)

In order to expedite CG onboarding process, please submit all required
documents to BHCS IS/IT as quickly as possible

The forms are locked fillable Word documents based on upcoming Clinician
Gateway templates

Paper forms are designed to assist in transition to CG

Forms contain fillable text fields and dropdown menus
» Use dropdown menus when available

Forms/Notes may also be printed and filled out by hand

6.27.18



CLAIMING USE BHCS NOTES

* |[n order to claim a progress note is required

 Forms are not for claiming

» For example, if a OS SUD Counselor and a beneficiary meet to develop the
treatment plan, the SUD Counselor might meet with the beneficiary to discuss
treatment plan goals, then later that day or the next day the SUD Counselor sits
down to write the plan. The SUD Counselor would document that this way:

* Possible to write one note
 Document the face-to-face session with dates and times of service
* Include documentation date/time for writing the progress note and writing the plan

6.27.18
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Forms

Initial Medical Necessity
Assessment

ALOCs

ROIs

Informing Materials

Treatment Plan

Continuing Service Justification

Continuing Service Justification — Counselor
Recommendation Only

Brief Engagement Tool
Drug Test

Discharge Summary
Discharge Plan

FORMS/NOTES AVAILABLE

Progress Notes

RES Single Service

RES — Daily Note

WM RES - Single Service
IOS/OS/RS — Group Service
IOS/OS/RS - Single Service
Informational Note (non-billable)



* QA is hosting a comprehensive CQRT Training July 19, 2018 at 2000
Embarcadero from 9a-4p

» All SUD providers except NTP/OTP are required to attend
* QA will lead monthly CQRT meetings with all SUD providers at BHCS QA
Offices
* RES providers are scheduled for every 3 Thursday from 9a-3p
« OS/IOS/RS providers are scheduled for every 4t Thursday from 9a-3p

» The purpose of CQRT is to authorize SUD treatment services during the
assessment and treatment planning phase of treatment

« CQRT also monitors documentation requirements to ensure claims are
accurately made and documented

6.27.18



SUD MEDICAL NECESSITY

In DMC-ODS there are two essential components to establishing medical
necessity:

* Included SUD Diagnosis
» ASAM Level of Care

6.27.18
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INCLUDED SUD DIAGNOSES

 Diagnoses that are treatable through DMC-ODS SUD treatment are
indicated on the Alameda County SUD Diagnoses Included List

* Must use the most recent list published by BHCS on 1/4/18
« Only diagnhoses on this list may be treated through SUD services

* The beneficiary must meet criteria as specified in the DSM-5 for the
established diagnoses

* Only LPHAs may establish a diagnosis

» Unlicensed LPHAs must have their diagnoses and medical necessity forms
reviewed and co-signed by a licensed LPHA

* The LPHA establishing the diagnosis must meet face-to-face or via telehealth
with the beneficiary or with the SUD counselor who completed the intake

6.27.18
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BHCS INITIAL MEDICAL
NECESSITY FORM

Required for all treatment modalities

* |OS/OS/RS — Due within 30 days of date of admission

* RES — Due within 5 days of date of admission
» Part of pre-authorization packet required by BHCS UM

* WM RES (ASAM 3.2) — Due within 24 hours of admission

6.27.18



LPHA must include the
written basis for
diagnosis. DSM-5 criteria
must be individualized
and include specific
signs and symptoms for
each diagnosis.

LPHA must enter all
ASAM levels of care

here (up to 3) \

SUD Initial Medical Mecessity Form - Waiver

b Fserm in mast fie ins

Cliaeh Information.

o e
CEL

= __btial Modical Noceschy ____ —
g A7 (LRI} 3 [ Linttantt [Fdn), Aagitarad
e [Rpl; ! "
avkrs [LPCCH; Licwraws Mairiage #red Parmily Thatasiits [LWPTal; sred Ucenie-Ehglhy

o i pa mesiaal

. W In unicerad
1ge tha dos this 35 dnys o

BHCS INITIAL MEDICAL |

NECESSITY FORM

FOr an MBI 1D B UWIT 0% AN, TR IVa1 MG ORI

b s, 42 MU, Batwaen

g Fun

the
T et me fage 10 face whn the benaficary
i mar tha sum

iy e S 1018 Cota.

cuted §L0 DL 450 10 Name:
ansimenggenoss icu- 10 case!
ansmienal T4/ B A
Caneral sardcal O

iran Basis 15 PO (L i by (2114 B

Pl 4584 £AA Ll o Each-
1:ni chean than the peaicely PO DN

it ISfarmtian St bk Badn CERUSHTAS ArLAs ol Rowng
= T bnafisieen's sl mondical i ekt e S ceven o nfarmativn it the S el LEHA

Faga1ear
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SUD Initial Medical Necessity Form - Waiver

~ *Physical Exam [whan svailabie]

the

ntiated by chart documenttion
medically necessa

2ry and consistent with 22 CCR Section 51303 ..which ar

Manuzl
Oves O

OvesOne
OvesOne
Oves O
OvesOne
DOvesOne

generally accepred practices

O ves Ono

Physical Exam RequirEment.
1) M.D. eonducts physical xam or client pravides copy
2| client will provide copy of recent physical exam fwithin 12 months] or
3) The client must schedule an exam. Options 2 & 3 must be added 1o ciient t plan.

and neurniogical assessment conducted by 2 qualfied physician.

Physical examination gznerally inciudes vital signs; head, face, ear, throat, & noss; evalustion of organs for infectious disease,

Msdical Director physician or LPHA Must Initial on of tha Folle

clor, | have determined thers ars not physical or

1 af of the ab with the SUD

mental dist that would Ficiary 2t excass risk in the treaiment program planned, 2nd that the
iciary 2nd beneficial be expectad i

condition.

2 After review of the abave

|
and the beneficiary should be discharged from vreatment.

nt is not medically necessary

Unlicnsed LPHA Signature (It completing form) Printed Name

Licensed LprA Signature (required) Printed Hame

Page20f2

All must be

determined as ‘Yes’

in order for medical

necessity to be
4 established.

Can only be completed

by an LPHA

« If completed by an
unlicensed LPHA, a
licensed LPHA must
review and co-sign the
form

e If not, medical
necessity will not have
been established and
claims will be
disallowed
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CONTINUING SERVICES
JUSTIFCATION

Required for all treatment modalities

 Must be completed every 5 to 6 months of treatment

* No sooner than every 5 months and no later than every 6 months from the date
of admission or most recent continuing services justification

o Similar to the Initial Medical Necessity Form

* The LPHA establishing the diagnosis must meet face-to-face or via telehealth
with the beneficiary or with the primary SUD counselor

» Unlicensed LPHA requires licensed LPHA review and co-signature

6.27.18



Only an LPHA may
complete this form.

When the
beneficiary is
receiving multiple
levels of care, the
LPHA would
indicate all levels.

6.27.18
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CONTINUING SERVICES
JUSTIFICATION FORM

SUD CONTINUING SERVICES JUSTIFICATION FORM

‘This farm is not for claiming, service must b documented in a prograss note in order to be claimed

Client

client;

= ey Pt Hame
Location:

ageney: RU:

services were provided in by O interpreter or O clinician

For eath beneficiary, Continuing Services Justifn F must b Teted no sooner than Rs and no later than 6
manths sfcer date of admission or date of last €51, When &n unlicensed L#HA sstablishes medical necessity, a licensed LPHA must
review and co-sign this document (within 15 days and by medical necessity dus dete}

Episade Opening Date: Dste of last C51 (i applicable):

Miedical Necessity

e his Form, must check [
T LPHA met face-to-face with the engficizry
T LPHA met face-to-face with the beneficiary's primary SUD Caunselor

To ensure fulfliment of their role for the physician ¥ ‘continued services are
medically necessary using D3M-S criteria to document the basis for the dizgnosis

Primary Included SUD ICD-10 Cods:

Primzry Incluced SUD OShi-5 Nam:

‘additional Disgnosis ICD-10 Code:

SUD CONTINUING SERVICES JUSTIFICATION FORM

'+ *Physical Exam [if not available, a treatment g0l to obtain within & months]
Medical Necessity i i ing Wall are nat yes):
3) The client has 3 p: -cal Included SUD fr Statistical Manus! (0sM-
5] thatis substantisted by chart decumentstion. OvesONo
b} SUD Hasith Care Services are medically nacsssary and consistent with 22 CCR Section 51303 which 3ra
reasonable and necessary to protect life, to prevent significant iliness or significant disability, or to alleviate
severs pain through the disgnesis or trestment of diszsss, iliness or injury.. OvesOne
€} The basis for the diagnasis is documented in the elient's indidual cliant racard O ves Ol Ho
d} D3M diagnostic criteria for 2ach diagnosis thatis = focus of trestment is identified sbove O'ves O He
&) Evidience bssed trastmant is known to improwe hesith outcomes snd will be provided in sccordance with
generally s, OvesOno
(f} LPHA has considered LPHA/SUD Counselar racommendation Dves Dmo

Fhysical Exam Requirement.

1) M., conducts physical exam or dient provides copy.

2} client will provide <opy of recent physical exam (wit

3} The client must schedule an exam. aptions 2 & 3 must be added to ciient tx plan.
Physical Examinatian generally includes vital signs; head, face, ear, throat, & nose; valuation of organs for infectious disease; and

hin 12 menths) or

neurological assassment conducted by 2 qualified physicin.

Medical Director or LPHA MUST INITIAL one of the Following,

1 after in-parson review of the above information with tha SUD counselor, | have datermined there ara no known
physical or v place the trestment program planned, and
that the b i receiving spproprizts and beneficial treatmant pe =

condition,
z el

and the baneficiary shoul rged from treatment.

= sbove named information, | have determined that continued trestment is not medicelly necessary

‘additional Diagnasis DSI-5/1CD-10 Name:

WITtten Basis for DIsgnosis MUSt be completed by LPHA & includ 2 of Medi-Cal includd primary sUD dizgnosis)

LPHA determined Asa
LPHA dater

LPHA determinad ASan Level of Care
s level of care recommendation different than the previously assessed ALOC? I ves [ Mo

Explain i yes

FEtENE INfOrmERion Ehat 125 been ConsIdered Incluges the folowing

«+ The beneficiary's persanal, medical and substance use history
The benficiary's progress notes and treatmant plan gosls
The bensficiary's prognosis

The therapist or counselor's i jusei

SUD Cont. Services Justific:

ion Form Page 1of 2

Unlicensed LPRA Signsture {f completing form)

Hame/Credentials.

Datz

Ucznsed LPra signature (required]

SUD Cant. Services Justification Form Page 2 of 2

Printed Name/Gredel

If any are
determined to be
‘No’, medical
necessity is not met

The LPHA must
initial one of these
two statements

4



CONTINUING SERVICES
JUSTIFICATION COUNSELOR
RECOMMENDATION FORM

SUD CONTINUING SERVICES JUSTIFICATION - COUNSLLOR RECOMMENDATION FORM

This form must be completed by the —_— N —
Primary SUD Counselor/LPHA. e ——
If an LPHA is the primary SUD provider,

they must still complete this S
recommendation form prior to i —

completing the Continuing Services
Justification Form.

6.27.18
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ASAM LEVEL OF CARE (ALOC)

 If the beneficiary is referred to SUD services through one of the portals a brief
ALOC screening will be provided

« Often the portals’ screening will have incomplete information
« May have been a phone screening
* Providers must review the portals’ ALOC

* If no changes are noted the provider may use the portal ALOC for initial
authorization. Providers must document their review of this ALOC in a progress note.
Both the ALOC and progress note are required as part of UM authorization packet.

» If any updates are indicated, the provider must rescore a new ASAM (ALOC Initial
Assessment Form) and submit that to UM

« If the beneficiary has not had an ASAM prior to intake, the provider must
complete the ALOC Initial Assessment Form according to established
timeframes (see next slide)

6.27.18
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ASAM LEVEL OF CARE (ALOC)
DUE DATES

OS/RS - Due within 30 days from date of admission and then every 90 days

|OS — Due within 30 days from date of admission and then every 60 days

RES — Due within 5 days from date of admission and then every 30 days
* This is a required component of the BHCS UM authorization packet

WM RES - Due within 24 hours from date of admission and then every 30 days

6.27.18
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ASAM LEVEL OF CARE (ALOC)

» Portals — Use ASAM ALOC Screening Form

» All other providers use ASAM Level of Care Assessment (ALOC)
* ALOC Initial Assessment Form
« ALOC Re-Assessment Form

* These forms are identical and have different names for tracking purposes
» Using identical ALOC:s allows for direct comparison across treatment time frames

6.27.18
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ASAM LEVEL OF CARE (ALOC)

BHCS SUD ALOC | | Assessment — Waiver
This form is not for claimi i b in a progress note in order to be claimed
—
client:
nsyztE Last Name First Hame
Location: episode Opening Date:
Servicas were provided in by O interpreter or O clinician
STAFF INFORMATION
Provider: RUC
Primary Counselor/LPHA:
ALOC ASSESSMENT

"ALOC 30 Day Assessment COntinuum of Care Form
Directions: The Brief ASAM-Level af Care (4-L0C) engagemant quastions are designed to ensure placsment into the appropriste
A-LOC. Ifor when it is determined = different level o care may be neaded the client shauld receive & mare through ALOC Re-
Assassment

Current Relevant Information
e

Re-2ngagad with Famity? ves Plans to Enrollin School? vesO woD
somewhere szfe to reside? vesO wod Did you put work an hold to enroll in suo T O wneD
Plans to retur to wark? YesO noO identified relapse triggers O neD
Recsiving services for mental iiness?  YesO No O Wedical insurancs? vesO meD
Outside suppart systam in place? ve:D Nod vesO Mo

Stage of Change

Ol Pre- contempiation [l Contempiation ) Praparation Ll Action Maintznance 0 Relapse
comment:

O o dasire (4) O Littie desire (3) O ambivalent desire (2} ‘0 Desires to change, with some resenvations {1)
O Active desire to change (0}
comment
Relapse Prevention

T Actively objects to 2 relapse prevantion plen (4] T Unwilling to develop 3 relepse or continued use prevention slan (3)
Ol ambivalent shout s relapss or cont. use prevention plan (2} O willing to do 3 refspse or cont. use pravention plan (1]
Ol warking actively on 2 prevention or continued use prevention pizn (o}
comment:

Interpersonal/ Social Functioning
0 Actively toxic relationships (4] ' Mot supportive relationships (2) O Marginally supportive {2)
O Moderately supportive (1) O Very sugportive (0]
Comment

Self-Care

Page Lofd

BHCS 5UD ALOC Re-Assessment — Waiver

This form is not for claimi in a progress note in order to be cl
ALOC Assessment
client:
Ta e, First Name

Locatior Episads Opening Date:
Senvices were providad in by O interprecer or O clinician
'STAFF INFORMATION

Provider AU

Primary Counselor/LPHA

ALOC 30 Day Assessment Continuum of Cars Form

Directions: The Brief ASAN-Level of Care (4-LOC) engagement questions are designed to ensure placement into the appropriste
A-LDC. i or when it is determined a differant level of cars may be needed the client should racsive a mors through A-LOC Re-

assessment.
Current Relevant Information
Re-2ngaged with Family? vesO NoOl Plans to Enroll in Schoal? vesO NoOl

somewhere szfe ta reside? Did you put work on hold to enrollin sUD T?  vesD wo O

Flans to retumn to work? Identified relspse triggers vesO oD
Receiving services formentalilness?  vesO Mo Megical insurance? vesO NoO
Qutside support system in placa? ves O NoO YesO NoO

Stage of Change
O fre-contemglstion O Contemplation O Freparation I Action Maintsnance I Relapse
Comment:

T o desire (4] O Little desire (3] C Ambivelent desire (2) ' Desires to chanse, with some reservations (1)
D active desire to change o)
Comment:

Relapse Prevention

I Actively objects to & relzpse prevention pian (4] O unwilling to develop a relapse or continuzd use prevention plan ()
O Ambivalent sbout a ralapss of cont. use prevention plan (2} O Willing to do a relapse or cont. use pravention plan (1]
O Working actively on 2 f2n (0}

comment:

Interpersonal/ Social Functioning
O ctively toxic relationships (4} 0 not supportive relationships (3] 0 warginally supportive (2)
O Moderately supportive (1] O very supportive (0]
comment:

Fagelofd
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INFORMING MATERIALS

BHCS Informing Materials are required for all SUD beneficiaries

Providers may add additional privacy notices, informing forms, etc, if
necessary but may not remove or modify any components of the BHCS form

Providers must review and have signed the informing materials by the
treatment plan due date
» This does not relieve you of your duties to have agreement to consent of
treatment, ROIs, etc. in place as required by regulation

 BHCS required ROIs must be signed prior to releasing any information and prior to
entering any information into Clinician’s Gateway/InSyst

« BHCS recommends these documents are signed on the day of admission

Providers must retain the signature page in the beneficiary’s medical record

6.27.18
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Informing Materials -- Your Rights & Responsibi

Welcome to Alameda County Behavioral Health Plan

Welcomel As a member (beneficiary) of the Alameda County Behavioral Health Plan (BHP) who is
requesting behavioral health services with this provider, we ask that you review this packet of informing
materials which explains your rights and responsibilities. Alameda County’s BHP includes both mental
health services offered by the County Mental Health Plan and substance use disorder (SUD) treatment
services offered by the County SUD Organized Delivery System; you may be receiving only one or both
types of services.

PROVIDER NAME:

The person who welcomes you to services will review these materials with you. You will be given this
packet to take home to review whenever you want, and you will be asked to sign the last page of this
packet to indicate what was discussed and that you received the materials. Your provider will keep the
original signature page. Providers of services are also required to notify you about the availability of
certain information in this packet every year and the last page of this packet has a place for you to
indicate when those notifications happen_

This packet contain a lot of information, so take your time and feel free to ask any questions!
Knowing and ing your rights and ibilities helps you get the care you deserve.

Consent for Services

s a member of this Behavioral Health Plan (8HP), your signature on the last page of this packet gives
our consent for voluntary behavioral health services with this provider. If you are the legal
representative of a beneficiary of this BHP, your signature provides that consent.

Your consent for services also means that this provider has a duty to inform you about their
recommendations of care, 5o that your decision to participate is made with knowledge and is
meaningful. In addition to having the right to stop services at any time, you also have the right to refuse
to use any recommendations, behavioral health interventions or treatment procedures

This provider may have an additional consent form for you to sign that describes in more detail the kinds
of services you might receive. These may include, but are not limited to, assessments, evaluations,
individual counseling, group counseling, crisis intervention, psychotherapy, case management,
rehabilitation services, medication services, medication assisted treatment, referrals to other behavioral
health ionals, and with other professionals on your behalf.

Professional service providers may include, but are not limited to, physicians, registered nurse
practitioners, physician assistants, marriage and family therapists, clinical social workers (LCSW),

COMPONENTS OF INFORMIN

MATERIA

Must review all of
these items and
check these
boxes indicating
these items were
reviewed

Beneficiary
signs here

Alameda County Behavioral Health Care Services

Beneficiary Name: Program Name
sirthdate: [ Admit date
INSESI RU #, if applies:

Informing ials -- Your Rights & R ibilities
Acknowledgement of Receipt

Consent for Services

As described on page one of this packet, your signature below gives your consent to receive voluntary
behavioral health care services from this provider. If you are a beneficiary's legal representative, your
signature gives that consent.

Informing Materials

Your signature also means that the materials marked below were discussed with you in a language or
way that you could understand, that you were given the Informing Materials packet for your records,
and that you agres with the method of delivery for the Guide and Provider Directory as checked. You
may request an explanation and/or copies of the materials again, at any time.

ial Notification: Please mark the boxes below to show which materials were discussed with you at

reedom of Choice
nfidentiality & Privacy
sintaining a Welcoming & Safe Place (not a State-required informing material)
uide to Medi-Cal Mental Health Services” OR “Guide to Drug Medi-Cal Services”
elivery via: OWeb access [ E-mail electronic copy O Paper copy
vider Directory for Alameda County Behavioral Health Plan
livery via: OWebaccess  LIE-mail electronic copy O Paper copy
gneficiary Problem Resolution Information
vance Directive Information (for age 18+ & when client turns 15}
Have you ever created an Advance Directive? OYes ONo
If yes, may we have a copy for our records? DYes CNo
If ne, may we support you to create one? JYes CNo
otice of Privacy Practices — HIPAA & HITECH
otice of Information 42 CFR PART 2: Information on Drug and Alcohol Patient Disclosure (for
lients receiving Substance Use Treatment services only)

Beneficiary Signature:
{or legal ive, if applicable) Date:
Clinician/Staff Witness Initials: Date:

E-mail address for delivery of Guide & Provider Directory, if applicable:

Qi Informing Materiis - Engish 5-25-201 Page17 of 18
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COMPONENTS OF INFORMING
MATERIALS

 Consent for Services

 Freedom of Choice

» Confidentiality & Privacy

 Maintaining a Welcoming & Safe Place (nhot a State-required informing material)

» “Guide to Medi-Cal Mental Health Services” OR “Guide to Drug Medi-Cal Services”
» Provider Directory for Alameda County Behavioral Health Plan

» Beneficiary Problem Resolution Information

 Advance Directive Information (for age 18+ & when client turns 18)

* Notice of Information 42 CFR PART 2: Information on Drug and Alcohol Patient
Disclosure (for clients receiving Substance Use Treatment services only)

6.27.18
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GRIEVANCES

» All of the following BHCS Grievance materials must be posted and available
in the lobby:
» Poster

 Forms

* Envelopes

» Beneficiaries with Grievances & Complaints of any type must be referred to
the ACBHCS Grievance Line, see poster for more information

6.27.18
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GRIEVANCE & APPEAL PROCESS
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GRILVANCL AND APFLALS PROCLSS

£ if you have a concern or problem ar are not satisfled with your behavioral health
services, the Behavioral Health Flan (BHP) wants (o be sure your concerns sre resalved
simaly ahd quickly. ¥ou oF yaur réprasentative may file & Grievance o Appeal with the
Consumer Assistance office at 1{800) 7790787 You may alsa ask yaur provider if they
have & process for resolving grievances. Please use the Grievance and Appeal Request
Form to file & Grievante or to request an Appeal, Please note that appeals may only be
filedl with Cansumes Assistance and mat with your provider. You will not be subject to
disermination or any other peaalty for filing a Grievance or Appeal,

A Grievance iz defined a5 an expression of dusatisfaction about anv matter regarding wour
Behavioral health services that are ret ane of the prablems covered by the Appeal and State

Eais Hearing provexses desorbed below, Examples of gricvanees might b as fallows. the
quality of care of services provided, aspects of { h h e of

an emplayee, et Steps ta file a Grievance:

= File s Grievance orally or in writing. Oval grievances do not have to be followed up in
writing. You may authurize another person to act on your behall,

Yeu may file a Grievance at any time

Veu will receive a written acknowledge of receipt of your Grievance postmarked within
5 days of receipt of the Gricvance

The BHF has 30 calendar days after the receipt of your Grievance to review it and natify
yuu o your representative in writing aboul the decision. If resclution of your grievance
is not renched withan S0 calendar days you will be provided prompt oral and/or written
natification of your rights and specific information on your grievance,

Timelrames may be extended by you up o 14 calendar days if vou request sn extemion,
or i the 8HP feels that there ks a need for additianal information and that the delay s
e youer henefit in which case yau will receive aral and written potice fram the BHP
Where to Flle Your Grievance
With Alameda County BHCS:
Peghens:  1-800-775-0787 Consumer Assistance
Foor ausistance with heasing or pmaking, call 711, Califarnia Reley Service
Wi s Mad: 2000 tmbarcadero Cove, Sute 400, Oakland, CA 38506
In Person. By visiting Consumner Assistance st Mental Health Assccistion,
954-50™ Streel, Suile 10, Oakland, CA 04508
With your provider: Your provider may resalve your grievance internally or direct you to
ACBMCS abave. ¥ou may ohiain forms and assissance from yaur provides

Pagetot
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An Appeal is @ review by the BHP of an Adverse Senefit Determination (ABD). An Adverse
Benefit Determination is defined to mean any of the following actions taken by the BHP or a
BHP-contracted provider regarding Medi-Cal behavioral health care services: 1) The denial or
limited authorization of a requested service, including determinations based on the type or
level of service, medical necessity, appropriateness, setting, or effectiveness of a coverad
benefit; 2)The reduction, suspension, or termination of a previously authorized service; 3) The
denial, in whole o in part, of payment for a service; 4) The failure to provide services in a timely
manner; 5) The failure to act within the required timeframes for standard resolution of
grievances and appeals; or 6} The denial of a beneficiary's request to dispute finandial libility.
The decision made by the BHP about your behavioral health services may be described in a
Notice of Adverse Benefit Determination (NOABD) letter sent or given personally to you.
Steps to file an Appeal:

Only Medi-Cal beneficiaries may file a Standard or Expedited Appeal with BHCS
regarding a NOABD for a Medi-Cal behavioral health service.

File an Appeal in person, on the phone or in writing within 60 days of the date of a
NOABD. If you file the Appeal orally, you must follow it up with a signed written Appeal
If you did not receive a NOABD, there is no deadline for filing; s0 you may file at any
time. You may authorize another person to act on your behalf

Upon request, your benefits will continue while the Appeal is pending IF you file the
Appeal within 10 calendar days from the date the NOABD was mailed or given to you

You will receive a written acknowledge of receipt of your Appeal postmarked within 5
calendar days of receipt of the Appeal.

The BHP has 30 days after the receipt of your Appeal to review it and notify you or your
representative in writing about the decision.

» Timeframes may be extended by you up te 14 calendar days if you request an extension,
or if the BHP feels that there is a need for additional information and that the delay is
for your benefit in which case you will receive oral and written notice from the BHP.

Appeals are not available to beneficiaries that are not happy with the outcome of a
grievance.

An Expedited Appeal can be requested if vou think waiting 30 days could seriously ieopardize
your mental health or substance use disorder condition and/or your ability to attain, maintain
or regain maximum function. If the BHP agrees that your appeal meets the requirements for an
Expedited Appeal, the BHP will resolve it within 72 hours after the Expedited Appeal is received
Steps to file an Expedited Appeal:

File an Expedited Appeal in person, on the phone or in writing within 60 days of the date
of a Notice of Adverse Benefit Determination (NOABD). Verbal and in person requests
for Expedited Appeals do not have to be put in writing. You may autherize another
person to act on your behalf.
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Upon request, your benefits will continue while the Expedited Appeal is pending IF you
file the Appeal within 10 calendar days from the date the NOABD was mailed or given to
you.

The BHP has 72 hours after the receipt of your Expedited Appeal to review it and notify
you or your representative in a written Notice of Appeal Resolution (NAR), and may
notify you verbally as well.

Timeframes may be extended by you up to 14 calendar days if you request an extension,
or if the BHP feels that there is a need for additional information and that the delay is
for your benefit.

if the BHP decides that your appeal does not qualify for an Expedited Appeal, they will
notify you right away verbally and in writing within 2 calendar days. Your appeal wil
then follow the Standard Appeal process.
Where to File Your Appeal
With Alameda County BHCS:
Byphone:  1-800-779-0787 Consumer Assistance
For assistance with hearing or speaking, call 711, California Relay Service
2000 Embarcadero Cove, Suite 400, Oakland, CA 94606
InPersan: By visiting Consumer Assistance at Mental Health Association,
954-607 Street, Suite 10, Oakland, CA 94508

¥ia US Mai

You have a right to a State Fair Hearing, an independent review conducted by the California
Department of Social Services, if you have completed the BHP's Appeals process and the
problem is not resolved to your satisfaction. A request for a State Fair Hearing is included with
each Notice of Appeal Resolution (NAR); you must submit the request within 120 days of the
postmark date or the day that the BHP personally gave you the NAR. You may request a State
Fair Hearing whether or not you have received a NOABD. To keep your same services while
waiting for a hearing, you must request the hearing within ten (10) days from the date the NAR
was mailed or personally given to you or before the effective date of the change in service,
whichever is later. The State must reach its decision within 90 calendar days of the date of
request for Standard Hearings and for Expedited Hearings within 3 days of the date of request.
The BHP shall authorize or provide the disputed services promptly within 72 hours from the
date it receives notice reversing the BHP's ABD. You may request a State Fair Hearing by calling
1(800) 952-5253, or for TTY 1(800) 952-8349, online to

http://secure dss.cahwnet gov/shd dss-reguest aspx or writing to: California
Department of Social Services/State Hearings Division, P.0. Box 944243, Mail Station 8-17-37,
sacramento, CA 94244-2430.

For more detailed information on the Grievance or Appeals process, please ask your provider
for a copy of Guide to Medi-Cal Mental Health Services OR Guide to Drug Medi-Cal Services.
For questions or assistance with filling out forms, you may ask your provider or call:

Consumer Assistance: 1(800) 779-0787
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RELEASES OF INFORMATION (ROI)

 Required for any contact outside of your agency
 Required BHCS form has been approved by County Counsel

 BHCS has four (4) versions of this two (2) page form:
* Generic

« Emergency Contact

e SUD Programs < REQUIRED BY DAY ONE AND BEFORE ANY ENTRY INTO INSYST/CG
 Criminal Justice

6.27.18
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SUD INTAKE ASSESSMENT

Required for all treatment levels

For OS/IOS/RS
* Due within 30 days of episode opening date (EOD)

For RES
e Due within 10 days of EOD

For WM RES
 Due within 24 hours of EOD

LPHA must review the assessment as part of the determination of medical necessity if
assessment client-reported information was collected by a SUD Counselor

« BHCS form has two signature lines to document completion and LPHA review

6.27.18



BHCS SUD Assessment Form — Waiver Version

‘This form is not for cl

SUD
client
e ey Fret Hame
Location: Episcde Opening Bate:
i ided in by O interpreter or O cinician
Broviaer wu

primary clinician

ASSESSMENT — SUD INTAKE & ASSESSMENT — Per Client Report
O Health Seraening Questionnaire Reviewed with Client (check if reviewed)

INTAKE INSTRUCTIONS: Per alcohal and/or other Brug Program Certification Standards (12020 Program staff shall review each
complated health questionnaire that was complet: nt. The health questionnaire can help identify a participant's
trestmant it il £ information on ing i i
family history, educztion, employment history, criminal history, legal status, medical history, zlcohol 2nd/or other drug history,
and previous treatment.

Per ia, 1v.65: Incake includes the evaluation or analys's of th cause er nature of mental, emeticnal, psychological, behavioral,
disorders; the dizgnosis of substance use di nd the assessment of

Gather ing i cion from client:
Episode Opening Date: Birthdate. Preferred Languaze.
Prefered Last Name: Praferza First Name
Whatis your pronoun? Dishe/rier  Dre/iim O TheyThem O Unknown/Not Reporiad
O other:
Sex Assigned At irth: DDecinetostate CIMale CiFemale D imersex O Other/Non-sinary.
Gender Identity: DOunknown OMale [ Female Ointersex O Gender Queer [ Decline to stste
O other:
Transgender: D wiale to Female Ol remale to male
sexual Orientation- O unknown O Bisesual [ DeclinedtoState [ Gay [ GenderQueer [ Lesbian
O Heterosexuzl/Straight O Questioning T Quieer
Oother:
Emergancy Contact Relationship.
contact  Tgoor et Unit contact
address: ehone:
v £ 3

O Relesse for Emergancy cantact: Clinician attests that ion of treatment

‘Assessment sources of Informatian (Check 2l that apply)-

Oclient O Family/Guardian O Hospital O Other:

Page10f8

Nine (9) page assessment form

SUD INTAKE ASSESSMENT

BHCS SUD Assessment Form — Waiver Version

10) Tolerance, 3 d=fined by sither of the
foliawing: 3] & nesd for markedly incrazsad
amaunts of the substance to achieve
intvication or desired sffect; and/ar b] 4
markedly diminished effect with comtinued
the substance.

useof
L2 Withgrawal, 3s man fested by sther of
the followin: =] The characteristic

O | withérawal syndrome for the substance:
and/or b) The substance istaken to relieve
or svoid withdrawal symptams

T I Exriy Remission [no Symptoms, except for Craving, for 3 1 Under 12 manths)

5 In Sustain=3 Remission {no sympioms, except for Craving, for mors than 12 months)

o o Therzpy [F tzking The erters Farthe agonist
medicat 10and 23)

“Symptams 10 and 11 ara the cient iz
prascribed consistent with physician’s orders je g.
Frester quantity than prescriced, not cpersting machinery, ste.)
additional comments if any}:

‘opioid, o samuEnT
i quently

Sgnature of SUD Counselar® Printed Hame Date

Sgnature of LA (requred]® Printed Hame Date

i 8 LPHA must 15 days of counselor completion and by

Intake/Assessment due date.

Page9of9
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TREATMENT PLAN TEMPLATE

ASI models are currently integrated with this plan, ASAM dimensions coming soon to CG version

BHCS SUD Treatment Phan Farm = ODS Walver BHCS SUD Treatment Plan Form = D5 Walver BHESSUD Traatmant PR Eonm.— TG Wahnr BHCS SUD Treatment Plan Form = 0D5 Waiver
y —T T e = PRI TN
. —— "
e IR R ST e
] i '
i T
Towe
Beesplen ofsedsase b pibed
AT BT
ERATarm Ahaata OF Tarpe e - - e ol
e wctas
Bertion o awvtants b psates
ot Dertion of v ts e szeed
[
Feve o et T Fait or Enmis e :
T Datirption o sperces 1 b srovated I e -
L T o e
i CRALLTHGES
Soeire - = e Iy =y T =
Drieretionof sevian s b e v onn peondEy o
M— L e R ]
Setvred i e e S R BF e e W g e i =
| EEIFEY GRIE TS LTI CeEEs
Tho o At Com e e T
e s scan el of g areant, G e
- e, ot b
S tampanit mprrns
vy e e
ez Fagen

Copy page 2 as needed to add additional goals, problems, or action steps
6.27.18
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TREATMENT PLAN DUE DATES

Required for all service modalities

» OS/IOS/RS
* Due within 30 days from EOD

* RES
e Due within 10 days from EOD

WM RES
e Due within 24 hours from EOD

* Treatment plan updates are due at a minimum of 90 days from date of
previous plan (date of primary counselor/LPHA’s signature)

* Plan may need to be updated more frequently based on beneficiary status

6.27.18
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TREATMENT PLAN SIGNATURES

 If the SUD Counselor completes the plan, a LPHA must review and co-sign
the plan

* LPHA must co-sign the plan within 15 days of the SUD counselor signature
and within plan due date

» Beneficiary must sign the initial plan within plan due date

* For plan updates, the beneficiary must sign the updated plan within plan
due date

» For all notes, forms, etc., including the treatment plan, all signatures must
include legibly printed name, credentials, signature, and date signed

6.27.18
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IOS/OS/RS PROGRESS NOTES

* Required for each claim for each unique service made for SUD services

* For example, two groups on the same day require separate group notes — two (2)
notes on that day

« Documentation of groups with co-facilitators (2) must be co-signed by both staff

* Must be completed by the staff that provided the service within 7 calendar days of
the service

* Providers must enter the actual time and minutes on the service note, InSyst will
calculate correct claiming

6.27.18
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MINIMUM TIME REQUIREMENTS
FOR 1I0OS AND OS

1OS

 Minimum of 9 hours to 19 hours per week of allowable services (adults 21+)

« Minimum of 6 hours to 19 hours per week of allowable services (adolescents
aged 12-20)
» Excludes as needed: physician consultation and case management services

» Up to 9 hours per week for adults
» Up to 6 hours per week for adolescents
» Excludes as needed: physician consultation and case management services

Time is recorded in actual minutes - input start/end time accurately on notes

6.27.18



OSand IOS:

OS/I0S/RS ALLOWABLE SERVICES

Assessment, treatment planning; individual and group counseling; patient education; family therapy; medication
services; collateral services; crisis intervention services; and discharge planning and coordination.

RS:

* Individual and group counseling, assessment, treatment planning, and

iv.

V.

Vi.

6.27.18

Recovery Monitoring: Recovery coaching, monitoring via telephone and internet.
Substance Abuse Assistance: Peer-to-peer services and relapse prevention.

Education and Job Skills: Linkages to life skills, employment services, job training, and education
services.

Family Support: Linkages to childcare, parent education, child development support services,
family/marriage education.

Support Groups: Linkages to self-help and support, spiritual and faith-based support.

Ancillary Services: Linkages to housing assistance, transportation, case management, individual
services coordination.



ﬁ WHY CAN'T IOS PROVIDERS WRITE

DAILY NOTES?

o Currently IOS claiming requirements are not met with daily service notes

a
f
Alll:j!
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IOS/OS/RS GROUP CLAIMING

Use this note only for group claims, for all other claims use the SR

single service note
Servicas were provided in by O interpreter or O
- . Group count: # of group facilitators:
Complete all fields and staff must sign o — ———
. Doc. Date:
FFENd: Travel 2 End:
Total Time (group claiming time entered inta Insyst) = Total FF Time + Total Travel Time + All Group clients’ Doc Time.
Total of all Group clients’ Doc Time: Total Time:
Group co-Facilitator. Insyst ID:
Total FF Time: staff 2 Total Travel Time:

Total Time (graup clziming time entered ints Insyst] = Total FF Time ¢ Total Travel Time Total Time:

Instructions and Pre-Existing Diagnoses
When writing = d o trestment plan and signs and sympoms relsted to
Inclug in the cli W thers is  include an

explznation of the limited progress
Topic of the session

Provider Support £

problems, goals, action steps, objectives, and/or referrals)

Client’s

must be updated.)

LPHA/SLD Counsaior 27

6.27.18



* For all other OS/IOS/RS claiming other than S
groups, a single service note for each -
activity must be documented e e

FF ENG: ot Eng:

aaaaaaaaaaa

Total Doc. Time:

* Use BHCS single service OS/IOS/RS progress Wmmm:m
note to document these services, including e
case management and physician

consultation (if allowed)

6.27.18
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RES / WM RES PROGRESS NOTES

A daily progress note is required

 Must be completed within 7 calendar days of the service

Only include reimbursable activities in this progress note
Only a staff that has provided a reimbursable service to a beneficiary that day may

write that day’s progress note

Services are claimed by the day unit, both in the note and InSyst
A minimum of 20 hours of residential treatment service components per week are

required, These include:

6.27.18

Individual and/or group counseling sessions and/or structured therapeutic activities
shall be provided for each client in accordance with the client’s treatment plan or
recovery plan.

Of these 20 hours, for:
 ASAM Level 3.1 -5 clinical hours required per week
« ASAM Level 3.3 & 3.5 - 12 clinical hours required per week
At least one (1) hour of clinical services must be provided daily



Daily services
logged separately
in these areas

Include
intake/assessment,
group/individual
counseling, family
therapy, crisis,
treatment planning,
discharge planning,
patient education,
and transportation

6.27.18

Calculate total time and enter

here, do not include

documentation time as this is used
to track service time requirements

RES DAILY NOTE

BHCS SUD RES Daily Note

Progress Note - RES Daily Hote

counsalor/LHa:

BHCS SUD RES Daily Note

Group co-Facilitator:

StareTime: Ena Time: Duration:
client:
Travel 1 start: Travel 1 Enc:
P ot tame Tt Name Total Travel Time:
Travel 2 start: Travel 2 ena:
Servics Date Procedure Code: Eon: . =
Sarvices were provided in: o Total TmeVe doc. time] -
o by T interprater or O clinician | ) E—
ncy: wu
sgency: . _ Service Type: Location:
Locstion: _Residential Substance Abuse TreaumEnt Faiy. P ———.
roup Co-racilitator:
[ el e Eorin T e ane Start Time: End Time: Duration:
When wring tes, respend oF tr2atmant pan and SigRS AN Sy pEOmS FEIEd £0 rmvel 1 s el 10
E the i IFthers is , includs an N Total Travel Tima:
‘explanation of the limited prograss. Reminder: Providers are required to establish znd maintain 3 sign-in sheet for every graup Travel 2 start: Travel 2 End
o 6. Sign-in shest c1) sigrature [ty ervice 7—re
whe conducts the sessian; 2) start & end time of an; 3} date of ion ] tapic of session; and, 5) client legibly prp—
printed name and signature. serueaTyme e
[ ONLY Counselor/LoRa: Group Co-raciliat
Topic/Purpase Start ime: End Time ouration
Sarvice Type: Lacation: Travel 1 start- Travel 1 End: I
counselorLPHA Totel Travel Time:
ounse Travel 2 Start: Travel 2 End:
Start Time: End Time Duration: T
Travel 1 Start: Travel 1 End. -
Total Travel Time: Ticte includes 1] i problems, ozl Gbjectives, and/ar referrals. 2]
Travel 2 start: Travel 2 nd: Provider support and ) Glient’s Plan fincluding new issues or problems that affect trestment plan]
[ ; T
Topic/Purpose:
Service Type Location:
Counselar/LomA; ‘Graup Co-raciliator
Start Time: End Time Duration:
Travel £ Start: Travel 1 End: [
Travel 2 Start: Travel 2 End:
[ : g
Tepic/Purpose:
Service Type. Locstion: _ _ S
counselor/LoHA: Group Co-raciltator: o i ee
Start Time: End Time ouration:
Travel 1 start: Travel 1 End: [—
Travel 2 Start: Travel 2 End: 7 = on Tirme
[y ; iy B oo oo Time
Topic/Purpase Do not include this time abave]
Service Type Location: Start Time:
Counselor/LoHA, Group Co-Faciliatar: st Time:
StarcTime: End Time: Duration: S Time: <
Travel 1 Start: Travel 1 End: I an T
Travel 2 Start: Travel 2 End an Ers
ily i ices onLY
Topic/Rurpose:
Service Type: Locaton: Sgnature of SUD Counselor/LPRA Printed Name/credental Date

SUD Progress Note Daily RES Page 10 2

SUD Progress Note Daily RES Page 2 0f 2

Log time spent
documenting the
daily note here

Log time spent on
other
documentation
- activities here,
such as writing the

assessment or

treatment plan



* Intake/Assessment*

* Individual Counseling*
* Group Counseling*

* Family Therapy*

» Collateral Services*

» Cirisis Intervention Services*
* Treatment Planning*
» Discharge Planning*

40

RESIDENTIAL TREATMENT SERVICE

COMPONENTS

A total of 20 hours of these services are
required per week for residential treatment

» Patient Education - Individual or Group (non-clinical hours)
» Transportation Services: Provision of needed transportation to and from medically necessary treatment (non-

clinical hours)

*Counts towards 5 clinical hours per week

6.27.18
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PHYSICIAN CONSULTATION AND
CASE MANAGEMENT

* For all service levels, including residential, these services must be
documented in separate single service progress notes

AND

* The time spent providing these services does not count towards minimum or
maximum hours of treatment services as these are different service types

6.27.18
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DISCHARGE PLAN

* Discharge planning is a vital component of SUD treatment and every
attempt should be made to complete a discharge plan with a beneficiary

» Even with beneficiaries who abruptly terminate treatment, there are often in-
person opportunities to quickly develop a supportive discharge plan

* The Discharge Plan must be developed within 30 days prior to the last
scheduled face-to-face

» Claim for service using Discharge Planning procedure code

 This service may take place over multiple sessions and must be documented
accordingly in progress notes

6.27.18



» A progress note is required for claiming for this service, this three (3) page

43

DISCHARGE PLAN FORM

form is not a claimable document

6.27.18

DDDDDDDDDDDDDDDD

ﬂﬂﬂﬂﬂﬂﬂﬂ

s

L T

Leuatin Ersote Sownng Ditn

Sarvcus i s o T e e e —
[

Edatracd rci

T

[

. pit g o nesach,sagge v o vl

= | s

ey e Shang it -

et samsormamas shara

ek s b b Qo Tew g —

D Lsistion Grspen -

IPCHS08, MENTCR, IAITUAL ACVIS0R R OTER JURPORT PERSON

o 5 gt s

" o W T Tt 5 ey €

Gev pien ot 1 et

TGPPOET SR COAMMTRANT ———rrty ians, Elle L

ettty —"

= ' e, e grenpe, we il o]
oy Des
e
Sagur sapwian puspis

DDDDDDDDDDDDDDD

ooooooo

DDDDDDDDDDDDDDDDDDD

mechatay dacharge

T iy i e
TR
e -
Telphons &
1uppan srriem wim peopie mns rare 12 s
Feva b T Twarwiry o
e LT =
il L i rapeee 3 ive 17 w3tk ge o g
e LI iy Foiaaing sl

Den g Sarrerary Codes Adwmssilistors - Tavie &
B o T St Vet ey Plan Sk el
S -1k £ Comwaind Trastartfriavery PanSed e Balered
D _rises : safors & s nog. e
ERI-] e Ursaeituctor, #rogreil o
Frted
Y e R

|
f
i

f
Y A!l



« Whenever a provider loses contact
with a beneficiary a discharge
summary must be completed within
30 days of last

« Completing the discharge summaury is
a non-billable service.

« Document completion of the
discharge summary in a progress note
as a non-billable service

6.27.18

DISCHARGE SUMMARY

BHCS SUD Discharge Summary

Discharge Summary
client:
InSyat R Lart Name Firct Name
Location: Epizade Opening Date:
serviceswereprovidedin: _____ byDlinterpreteror O clinician

Discharge Summary — Adi rative (non-billable)

The provider shall complete a Discharge summary within 30 calendar days of the [ast face to face treatmENt contact for any
beneficiary with whom the provider last contact.

Episode epizcde Date of Last
Opening Date: Closing Date: Face-To-Face:

Discharge Summary Codes - Administrative - Table B

Percent (%) of Tx Plan Goals Achieved Discharge status code

O 75-s0% 4. Left B=fore Completion with Satisfactory Frogress - Not Referred

O <so% & Left ssfare ion with Unsati Prograss - Not Referred
) 7. Deatn

T incarceration 5. Incarceraticn

Was the cliant pregnant during trestment? O Yes T No O Unknawn

Frimary Froblzm:

Instructions: The counselor/therzpist Narrative summary of the Trestmant Episode includes prasenting problzm, traatment
provided and final qutcome. The narrative summary must include a referance to the following applicable areas: Current Drug
Usage; Legal Issues and/or Criminl Activity; Vo chigvements; Living Situstion and Referrals.

Counselor/LPHA Narrative Summary of Progress, Treatment, and Reason for Discharge:

Prognosis (select ane): L Excellent L Good L Fair ] Poor J Guarded [ Unstable
Prognosis Describe rationale for prognosis and further treatment recommendations):
The therapist/counselor must document efforts mads to contact the person.

SUD Gounsalory LPAR Signature Printed Name Date

Page1of1
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DRUG TEST REPORTING FORM

Form to be used to report Drug Test results, say to
the court, and provide a record in CG

client:

Completing the form or associated drug testing

Staff Information
activities is not claimable as it is an administrative e e
T ua O quick Test Deresthaiyzer O Other:
.. it O prescribed O goth ] ot Testex
DrugTested | TH [ mETH | coc | ame | or | san | enz | maw | eron | MPMA | oxy | ce | omHer
. {Ecstasy)
Pasitive. a o a oo a o a a a a
Hegative o|o o|o|ao o o|o| o
Dilute o|o olo|o a ool o
Itered o | o olo|o a ool o
ot Tested o | o olo|o =] olo| o
‘Description

6.27.18



* Refer to SUD Service Definitions
document, thisis a 16 page
document. This document includes

DESCRIPTION OF SERVICES

Substance Use Service Definitions
Drug Medi-Cal Organized Delivery System

I i I DMC ODS services shall be available as a Medi-Cal benefit for individuals who meet medical
a d eSC rl ptl 0 n Of al | b I | I ab | e D M C S U D necessity criteria and reside in Alameda County. Determination of who may receive the DMC
Se rVI C eS QDS benefits shall be performed in accordance with DMC ODS Special Terms and Conditions

(8TC) 128 (d), Article ILE 4 of the Intergovernmental Agresment (TA).

& All claims must be entered through CG and In3yst by the minute with the exception of
residential which must be entered by the day
®*  The service provider, or ane of the service providers, must write the note

) For eaCh SerV|Ce Type’ there |S a Pleaze refer to the full zeronym key at the end of this document.
modality, HCPC Code, Authorized oy Aeronym | Miadliy Name
Service Provider, Frequency, and o5 — Tepsive Opatent Sarvias
PrOV|S|0n Of SerV|Ce (POS)_ %I\TP E?;Ed;%:{i%it:mtﬁogam-ﬂumhcsTreatn:LEntPIogam

6.27.18
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