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QA UPDATES FOR SUD ODS PROVIDERS 

10.29.18 
This supersedes any prior information that was addressed in prior updates, 

trainings or technical assistance. 

 

It is crucial to review this document in full for all updates/revisions.  It 

includes additional information to that sent in a recent email. 

 

Contents: 

 SUD ODS Training 

 Revised SUD ODS Clinical Documentation Training Power Point—New 

Update 

 The BHCS Led CQRT Process—Modified Process—New Update 

o Outpatient Services (OS/IOS) CQRT-authorization—New Update 

o Immediate Action Required for November Residential and OS/IOS CQRT 

 Confidentiality during the CQRT process—New Update 

 Residential Progress Notes—Update  

 Body Specimen Testing—New Update 

 Printing InSyst and CG Facesheets—New 

 Service Definitions—New 10-17-18 

 Incidental Disclosure Form—Revised 9-31-18  

 Resources 

 

 

SUD ODS Training 

 In response to Provider feedback, next year QA will attempt to offer 

separate SUD ODS trainings tailored to the following levels of care:  

o WM and RES,  

o OS/IOS, and 

o OTP 

 

Revised SUD ODS Clinical Documentation Training Power Point 

Available on QA’s Training Page: Click Here 

 

http://www.acbhcs.org/providers/QA/Training.htm
http://www.acbhcs.org/providers/QA/docs/training/SUD/SUD_Doc_Compliance_Training.pdf
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The BHCS Led CQRT Process—Modified Process 

 Given feedback from providers we have proposing a modified CQRT process 

which will reducing the provider time commitment to that that was outlined 

in the SUD ODS RFP.   

o This process has been reviewed at the October Residential & OS/IOS 

CQRT meetings.  

o With the additional feedback given, we finalized the process and 

informed the ADAP committee as described below. 

 SUD providers will bring only four charts for full CQRT review.  

o Required for November CQRT: These four charts must have had a 

thorough CQRT review done internally (bring the completed review 

sheets and full charts).   

o If fewer than four charts came up for authorization in the prior 30 

days or calendar months, bring only those charts. 

o If an agency has two locations, charts from both are expected to be 

brought to CQRT. 

 Only one QA staff from each provider will be required to attend CQRT  

o At a minimum this must be a Certified SUD Counselor, but ideally 

will be a Licensed LPHA. Contact QA if this requirement is not able 

to be met. 

o Any agency may bring up to 3 staff for training purposes if they so 

choose. 

 For each level of care, a monthly three hour BHCS CQRT meeting 

commitment is required of each SUD provider.   

o RES providers are required to attend the first three hours of the cqrt 

meeting—and may stay longer for additional ta and training if they 

elect to do so. 

o OS/IOS agencies may attend one six hour cqrt per month, or the first 

three hours of two cqrt meetings per month. 

o IF Options and Second Chance both elect one six hour cqrt 

meeting/mos—they will need to be on separate days given the number 

of charts requiring authorization. 

 CQRT is expected to occur for 6 – 12 months.   

o When providers are fully trained in documentation requirements, and 

demonstrate competency in meeting those standards (demonstrate 

consistent ability to find and address documentation issues) they will 

be excused from further County CQRT meetings.  If competency drops 

(such as demonstrated in an audit), providers may be brought back 

into CQRT as described in the RFP. 
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Outpatient Services (OS/IOS) CQRT-authorization 

 The charts (Beyond the four charts for full cqrt review) will be authorized by 

county clinicians in a separate meeting to occur simultaneous to CQRT.   

o Required for November CQRT: These charts will only require that the 

agency do a revised brief internal CQRT review.  These must be done 

for every chart needing authorization.  As well, the Authorization 

(Request) form must be completed for each chart.   

See attached Brief MN/CQRT review form & Authorization (Request) form. 

 Note, if the LPHA of record is reviewing the chart for 

finalization of the Intake/Assess, Plan and MN this review time 

is claimable.   

 If it is any other agency reviewer, it is a CQRT activity and not 

claimable.   

 Completion of the MN/Brief CQRT Checklist and Authorization 

(Request) forms are not claimable. 

o As well, fewer chart documents will be required to be brought in for 

each such chart. 

 For Initial Episode: CG Facesheet, Assessment, Initial 

Medical Necessity (IMN), Initial Plan, and Authorization 

(Request) Forms 

 For Update: Continuing Service Justification (CSJ), 

Prior Plan, Current Plan, and Authorization (Request) 

Forms 

 When an agency has fully converted over to Clinician’s Gateway--and all 

required chart documents for a given CQRT authorization review are in the 

EHR—we hope to develop an authorization system where copies of the 

charts up for authorization will not need to be brought into CQRT. 

 The county clinicians will review and authorize based on a review of 

medical necessity and minimum documentation requirements as described in 

the revised brief CQRT sheet.   

 The county QA clinicians will also use the attached BHCS SUD Signs and 

Symptoms for the Primary Included Dx to confirm that the Signs and 

Symptoms meet the Included Dx criteria as described in the DSM-5. 

 Provider charts will either be authorized—or not authorized requiring 

return.  These outcomes will be tracked and will demonstrate compliance 

with requirements to allow for “graduation” from CQRT as described 

below. 
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 If a review item is not fully compliant, but does not result in non-

authorization, the provider will have it corrected in the record. 

 Charts not authorized and needing to be returned: 

o QA will indicate what documents need to be updated and returned 

o Only the deficient items will be reviewed for authorization 

o Will be faxed or securely emailed (or indicate which form has been 

redone in CG for compliance) to prevent charts having to be carried 

back and forth 

 Provider charts will either be authorized—or not authorized requiring 

return.  These outcomes will be tracked and will demonstrate compliance 

with requirements to allow for “graduation” from CQRT as described 

below. 

 If a review item is not fully compliant, but does not result in non-

authorization, the provider will have it corrected in the record. 

 Charts not authorized and needing to be returned: 

o QA will indicate what documents need to be updated and returned 

o Only the deficient items will be reviewed for authorization 

o Will be faxed or securely emailed (or indicate which form has been 

redone in cg for compliance) to prevent charts having to be carried 

back and forth 

 The authorization process (beyond the LPHA chart review which is 

claimable if done for determination of MN) is expected to take 

approximately five minutes (to complete the MN/Brief CQRT Checklist and 

Authorization (Request) Forms. 

 

Confidentiality during the CQRT process. 

 Please note confidentiality is NOT violated during the CQRT process as: 

o On day 1 of services, all clients must sign an Release Of Information 

Form that indicates their medical information may be shared with 

BHCS SUD staff and contractors, 

o Consent to treatment includes disclosure of sharing of medical 

information for payment purposes.  Payment purposes include 

authorization and quality oversight. 

 

Residential Progress Notes 

 On multiple occasions, and as recent as 9/26/18, BHCS has received verbal 

direction from DHCS that a weekly note is the minimum requirement and 

not required if daily notes are done. (Daily notes are currently required and 

a weekly summary note may be completed, but is not a BHCS requirement.) 
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 As well, the IA clearly indicates a weekly note is simply a minimum 

requirement:  

o “For intensive outpatient treatment and residential treatment 

services, the LPHA or counselor shall record at a minimum one 

progress note, per calendar week, for each beneficiary participating 

in structured activities including counseling sessions or other 

treatment services.” 

 However, at our SUD providers’ request, BHCS as sought written 

confirmation from DHCS regarding this and will disseminate the 

information when received. 

 

Body Specimen Testing 

 Is no longer limited to urinalysis if BHCS develops guidelines allowing 

additional body specimen testing. 

 A SUD ODS provider sub-committee is being established to do so.  

 

Printing InSyst and CG Facesheets 

 Given, it is now required that all clients sign the ROI—SUD BHCS 

Providers form there is no prohibition from printing and utilizing either 

InSyst or CG Facesheets as mistakenly presented in a recent IS training. 

 

Service Definitions—New 10-17-18 

Available on the Forms Page: Click Here. 

 

Incidental Disclosure Form—Revised 9-31-18 

See attached newly revised client form. 

 

Resources: 

 BHCS SUD ODS Transitions Website: 

http://www.acbhcs.org/providers/sud/Transition.htm 

 BHCS Quality Assurance SUD Treatment and Recovery Services: 

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

 BHCS Welcome to SUD Tx and Prevention Provider Site: 

http://www.acbhcs.org/providers/Sud/index.htm 

 Quality Assurance Technical Assistance: 

o CQRT and Auditing Topics: Brion.Phipps@ACgov.org 

o Other QA Topics: Sharon.Loveseth@ACgov.org 

o QA Management: Tony.Sanders@ACgov.org 
 

http://www.acbhcs.org/providers/Forms/Forms.htm#top
http://www.acbhcs.org/providers/Forms/SUD/Sub_Use_Service_Def.pdf
http://www.acbhcs.org/providers/sud/Transition.htm
http://www.acbhcs.org/providers/QA/aod.htm
http://www.acbhcs.org/providers/Sud/index.htm
mailto:Brion.Phipps@ACgov.org
mailto:Sharon.Loveseth@ACgov.org
mailto:Tony.Sanders@ACgov.org
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SUD Services DMC-ODS Authorization Form OS/IOS/CM/WM v.07.23.18

		Complete all of the following:



		[bookmark: Text1]1. CQRT Date:

		                     		5. Reporting Unit:

		                     		



		2. Client Name:

		                     		6. Primary:

		                     		



		3. Client InSyst #:

		                     		7. Episode Opening Date: 

		                     		



		4. Provider Name:

		                     		8. SUD Program Type:

		                     		



		

		

		

		

		



		9. OS/IOS Substance Use Disorder Services request as indicated on treatment plan (check all that apply):





		☐ Individual Counseling

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Group Counseling

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Medication Services

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Family Therapy (LPHAs Only)

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Collateral Services

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Patient Education (Grp/Ind)

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Group Multi-Family Counseling - ADOL

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		

		

		

		

		

		

		



		Withdrawal Management Services request as indicated on treatment plan (check all that apply)

		



		☐ Observation

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Medication Services

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		

		

		

		

		

		

		



		Recovery Support Services request as indicated on treatment plan (check all that apply)

		



		☐ Individual Counseling

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Group Counseling

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Recovery Service Monitoring/SAA

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		

		

		

		

		

		

		



		10. Case Management Services request as indicated on treatment plan (check all that apply)

		



		☐ Case Management: Care Coordination

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		☐ Case Management: Service Coordination

		Frequency:

		                     		and As Needed 

		Duration:

		                     		



		

		

		

		

		

		

		



		11. Medical Necessity (both required for medical necessity):



		☐

		Included SUD Diagnosis with individualized written basis (LPHA completing the diagnosis and written basis must meet face-to-face or via telehealth with beneficiary or SUD counselor who completed the assessment. Unlicensed LPHAs must have licensed LPHA co-signature)



		☐

		ASAM Level of Care (ALOC). May be completed by SUD counselor or LPHA. Differences in LOC and placement must have clinical explanation.



		12. Primary Counselor/LPHA:

		

		Recommend Approval: ☐ Yes   ☐ No



		

		Signature/Credentials

		



		13. Agency Supervisor: 

		

		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)   ☐ No



		

		Signature/Credentials

		



		14. CQRT Reviewer (REQUIRED):

		                     		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)   ☐ No



		

		Printed Name

		



		

		

		

		               		



		

		Signature/Credentials (LPHA or Certified SUD Counselor)

		

		Date

		



		15. CQRT Chair (REQUIRED): ☐ Full Authorization–Start Date:

		                     		End Date:

		                     		



		Returns: ☐ Authorization pending return in 30 Days, by this date:

		              		



		☐ No Authorization for DMC-ODS Services, chart to be returned to CQRT, by this date:

		                   		



		CQRT Chair Comments: Indicate if any services that have been claimed need to be voided and/or any future services should not be claimed (including time period).

               



		

		

		

		                     		

		                     		



		

		CQRT Chair Signature (Must be Licensed LPHA)

		

		InSyst ID

		

		Date

		








		Use this Addendum if Chart is to be returned



		1st Return



		Primary Counselor/LPHA Comments:                      

		Supervisor Comments:                      



		Primary LPHA/Counselor:

		

		Recommend Approval: ☐ Yes   ☐ No



		

		Signature/Credentials

		



		Agency Supervisor: 

		

		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)  ☐ No



		

		

		



		CQRT Reviewer or Chair Comments:                       



		CQRT Reviewer:

		

		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)  ☐ No



		

		Signature/Credentials (must be a Licensed, Registered or Waivered LPHA)



		CQRT Chair: ☐ Full Authorization–Start Date:

		                     		End Date:

		                     		



		Returns: ☐ Authorization pending return in 30 Days, by this date:

		                		



		☐ No Authorization for SUD DMC-ODS Services – Chart to be returned to CQRT, by this date:

		                     		



		CQRT Chair Comments: Indicate if any services that have been claimed need to be voided and/or any future services should not be claimed (including time period).



		

		

		

		                     		

		                     		



		

		CQRT Chair Signature/License:

		

		InSyst ID

		

		Date

		



		2nd Return



		Primary Counselor/LPHA Comments:                      

		Supervisor Comments:                      



		Primary LPHA/Counselor

		

		Recommend Approval: ☐ Yes   ☐ No



		

		Signature/Credentials

		



		Agency Supervisor: 

		

		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)  ☐ No



		

		

		



		CQRT Reviewer or Chair Comments:                       



		CQRT Reviewer:

		

		Recommend Approval: ☐ Yes   ☐ Pending (30 Day Return)  ☐ No



		

		Signature/Credentials (must be a Licensed, Registered or Waivered LPHA)



		CQRT Chair: ☐ Full Authorization–Start Date:

		                     		End Date:

		                     		



		Returns: ☐ Authorization pending return in 30 Days, by this date:

		              		



		☐ No Authorization for SUD DMC-ODS Services – Chart to be returned to CQRT, by this date:

		                  		



		CQRT Chair Comments: Indicate if any services that have been claimed need to be voided and/or any future services should not be claimed (including time period).



		

		

		

		                     		

		                     		



		

		CQRT Chair Signature/License:

		

		InSyst ID

		

		Date
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SUD Incidental Disclosure Form  v.09.31.18 


Client Acceptance of Secondary (Incidental) Disclosure(s) 


Substance Use Prevention and/or Treatment Services 


I, ________________________________(print name), accept and recognize that both 42 Code 


of Federal Regulations (CFR) Part 2 and HIPAA Privacy Rule require SU prevention and/or SUD 


treatment programs (Program(s)) to take practical protections and safety measures to protect 


my private healthcare information (PHI).  


General privacy values initiated in state and federal law are not intended to forbid the 


treatment team from talking to each other and/or to their clients. Practical protections should 


be used to avoid sharing client information with others not involved in the client case and at 


times, minor amounts of client information may be disclosed to people near where the client 


care is delivered or being coordinated. This is referred to as secondary (incidental) disclosure. 


Clients in Programs usually see one another at the program sites and may even talk together. 


They are free to talk about their own client‐identifying information to other clients or anyone 


else without violating the privacy laws. Federal and state law restrict only the treatment 


Program’s disclosure and use of information. Clients’ free talk between themselves is nothing 


but a self‐disclosure which 42 CFR Part 2 and HIPAA do not control.  


Program group sessions require clients to enter their name on a group sign‐in sheet for each 


scheduled group session. Because clients see one another’s’ names on the sheet, the sign‐in 


sheet reveals the identities of other clients. This is not self‐disclosure by the client. The 


Program’s requirement that the client sign in changes the clients’ self‐disclosure into a 


disclosure by the Program.  


The required disclosure is only allowed if it meets one of the exceptions in 42 CFR Part 2 and 


HIPAA. HIPAA does have an important exception. HIPAA permits the use of sign‐in sheets as a 


“secondary” disclosure as long as the least amount of information needed for the sign‐in sheet 


is used. 42 CFR Part 2 has no exception for secondary disclosures. 42 CFR Part 2 requires the 


client to provide written consent to disclose their names to other clients through a sign‐in 


sheet.  


I accept that I must take reasonable precautions to protect and respect the privacy of others in 


this service setting and that I will take reasonable precautions to not violate other client 


confidential information that I may hear while in a group setting conducted by Program staff. 


Name of SU Service Provider: ___________________________________________________ 


Client Signature: __________________________________________  Date: ______________ 


Staff Signature/Printed Name: _______________________________ Date: ______________  








SUD ODS OS/IOS MN and BRIEF CQRT REVIEW


Client Name: Agency Name: EOD / Effective Plan Date:


Client PSP: Type of Services: IOS / OS (circle)


CATEGORY


Yes No N/A Action Yes


No = 


Correct 


onsite


No = No 


Auth & 


Return


No 


Revie


w Comments


MEDICAL NECESSITY (For Initial Medical Necessity & 


Continuing Service Justification review)


6. Primary Dx Included? (If No = No Auth/Ret)


7. Documentation of Symptoms on MN form written by 


LPHA which supports primary Dx? (If No = No Auth/Ret)


7a. Sx of Dx (including timeframes provided) tailored to 


individual?


8. MN signed by LPHA, or co-signed if unlic LPHA?  (Legible 


with credentials) (If No = No Auth/Ret)


9. LPHA met with ct or counselor face-to-face for initial MN?  


(If No = No Auth/Ret)


10. Initial MN Timeframe met? (OS/IOS-30 d)


11. ALOC completed for MN (IMN or CSJ)


11. ALOC completed within MN (IMN or CSJ) timeframe? 


(Initial-30 days from EOD, and Continuing 5-6 mos from most 


recent MN.)


13. ALOC Re-Assessment completed as required? (IOS Q60d, 


OS/RSS Q90d)


ASSESSMENT/INTAKE (for initial episode review)


24. Physical Exam Requirements met (or in Plan)?


29. AOD Programs have completed DHCS 5103? (Health 


Ques.)


30. Intake Assess is complete w/in req'd timeframes? (30 d)


33. All required elements of Assessment are complete?


34. Drug/Alcohol history assessed?


41. For perinatal women, add'l perinatal items done?


Date of CQRT:


BHCS CQRT SCORE (Non claimable)


AGENCY MN REVIEW SUMMARY (Form 


completion time not claimable)


v.10-19-18 Page 1 of 2 Percent of Consistency: __ / __ = __ %      







SUD ODS OS/IOS MN and BRIEF CQRT REVIEW


42. If SUD counselor completed Assessment, LPHA (Licensed 


or Board Registered) reviewed and co-signed? (Legible with 


credentials) (If No = No Auth/Ret)


TREATMENT PLAN (For Initial and all Plan update reviews.)


44a. There is a completed (in full) current Plan? (If No = No 


Auth/Ret)


44. Plan completed within req'd 30 day timeframe? (use sig 


date of LPHA/Counelor)


46. Plan update completed within 90 days of prior plan staff 


sig?


47. Plan is consistent with dx and Med. Nec.?


51. Goals are specific, observable or measureable and with 


target dates?


52. Plan includes Service Descriptions  (type of service) and 


frequency (If No = No Auth/Ret)


53. Plan includes ICD-10 Code and DSM-5 Name with 


specifiers and matches Dx on MN form. (If No = No 


Auth/Ret)


56. Client risks have a safety plan? (DTS/DTO, harm to self, at 


risk for DV, Abuse, etc.)


58. Plan completed by SUD Counselor has LPHA (Licensed or 


Board Registered) co-signature (legible with credentials)? (If 


No = No Auth/Ret)


59. Plan lists Primary LPHA/Counselor"? (If No = No 


Auth/Ret)
61. Plan signed/dated by client (or legal rep when approp) or 


doc of client refusal or unavilability within plan due dates? (If 


No = No Auth/Ret, If Yes but outside timeframes--just 


comment)


     MN Reviewer:


    CQRT Reviewer:


Documents needed for BHCS CQRT review:                                               


For Initial : Assess, IMN, Plan, Auth Request.                                                                                               


For Plan Update : CSJ (if due), Prior Plan, Current Plan, Auth 


Request.  Note: If LPHA of record is reviewing  chart for 


finalization of Assess, Plan and MN the review  is claimable 


as Assess or Plan Develop.  (If it is another agency reviewer, 


it is a CQRT activity and not claimable.) The resultant 


completion of this MN checklist and of Authorization 


(Request) form is not claimable (approximately 5 minutes).


Printed Name/Signature/Credentials/Date


Printed Name/Signature/Credentials/Date


v.10-19-18 Page 2 of 2 Percent of Consistency: __ / __ = __ %      





