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ACBHD Fiscal Updates

Spring Provider Meeting Fiscal Refresh
* Changes between ACBHD and the State, effective 7/1/23

* As of 2023-24 California Department of Health Care Services (DHCS) reimburses ACBHD on a Fee-For-
Service basis based upon rates set by DHCS. These rates vary by the Practitioner type performing the
service.

* DHCS also eliminated the requirement for cost settlements with Counties, and local match is established
via Intergovernmental Transfers in place of Certified Public Expenditures.

e 7/1/2023 ACBHD implemented the SmartCare system to align with the DHCS Payment Reform changes.

 Payment Transformation- ACBHD and CBOs FY 23-24 and 24-25 Payments/Settlement
* More flexible invoicing options.

* To support a more intentional transition with our CBO partners, ACBHD continued to be flexible on
invoicing for FY 23-24 and FY 24-25.

* Service Entry in SmartCare for FY 23-24 and FY 24-25 is required, as settlement or final payment
provisions have not changed.

e As of August 15t, 2025, June 2025 service data should be complete. Refer to the BHD Provider
website, SmartCare Tab, for past fiscal year service entry due dates.
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ACBHD Fiscal Updates

Invoice Report Go-Live

* Rate-based and Fee-For-Service reimbursement will start in September 2025, for the
August 2025 service month. There are two report types available for use in SmartCare:

* Refer to your Organization’s FY 25-26 Procurement Contract Exhibit B Attachment
Section 2- Method of Reimbursement Rate Sheet to determine the report needed to
complete your Provider Claim Template.

Invoice Report

* Invoicing rate times unit by the legacy modalities (Case Management, Mental
Health Services, Medication Support, and Crisis Intervention).

* Includes Travel and documentation time in the total duration for reimbursement
purposes.

Invoice Report by Practitioner

* Fee-For-Service reimbursement method for programs reimbursed by Practitioner
Type/CPT code.

* Travel and Documentation Time is NOT included. (I Sz
[ Berarimen™
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Training Agenda

- SmartCare Invoice Report Demos

* Invoicing for Treatment Programs (Legacy by Modality Type)
* Demo Invoice Report
e ACBHD Invoice Template and Instructions

* Fee-For-Service (By Practitioner Type/CPT)
* Demo Invoice Report
e ACBHD Invoice Template and Instructions

* Invoice Submission

e Service Data Reconciliation
* Service Errors and Warnings
 ACBHD Tools and Resources

* Questions & Answers
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FY 25-26 Procurement Contract Exhibit B Attachment -
Method and Rate of Reimbursement/Rate Sheet

Invoicing for Treatment Programs
(Legacy)

* BDHrecommends working internally with
your agency’s Fiscal Manager to obtain a
copy of the current contract rate sheet.

* The contract rate sheetis needed to
complete the Provider Claim form.

* Review the Contracts rate sheet, Service
Type/ Description column.

* Providers with legacy modalities listed in
the Service Type/Description column by
reimbursement method, i.e., Provisional or
Negotiated rate, will use the SmartCare
Report “Invoice Report (My Office)” for
reimbursement.

EXHIBIT B-ATTACHMENT
METHOD AND RATE OF REIMBURSEMENT
Section 2: RATE SHEET

ABC Program (XY0122)

FY 2025-2026

Service Type / Description Unit Reimbursement Method Rate
Outpatient Services
.. $200.00
Case Manhagement Per Hour Provisional Rate
Mental Health Services Per Hour Provisional Rate $100.00
Crisis Intervention Per Hour Provisional Rate $300.00
Medication Support Per Hour Provisional Rate $400.00
Interactive Complexity Per Occurrence Negotiated Rate $18.89
Other Services/ Expenditures
Other Services/ Expenditures  N/A Actual Cost N/A

i
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Invoicing for Treatment Programs (Legacy)

Generating SmartCare Invoice Report

* Log in to the SmartCare system
« Once in SmartCare, search for the Invoice report by typing “Invoice” into the search bar Q

 NOTE: By typing the first three characters, the drop-down list will begin to populate
« Select the report titled “Invoice Report (My Office)”

= ‘SmartCare Q & &4 &

:= Dashboard Q [In

S |° Invoice Report (My Office) N

@ Warnings, Errors, Flags e Invoice Report - Practitioner (My Office) ]
Select Assignment... 0 Invoice Report - Practitioner (Show) (My Office) [

Services 7z 0 Invoice Report - Staff Details (My Office) A
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Invoicing for Treatment Programs (Legacy)

Generating SmartCare Invoice Report

* The report pop-up box will populate in a new window

e Complete the report filters.
* Add Start and End date.

* For monthly Provider Claims, the date range should be for the entire service month.
* Example, for the service period July 2025, the start and end dates will be 07/01/2025-
07/31/2025.

Start Date 7/1/2025 :ﬁ End Date  7/31/2025 3
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Invoicing for Treatment Programs (Legacy)

- Generating SmartCare Invoice Report

* Selectthe Program

* To select programs, place a check next to the program name in the drop-down list.
* Providers are limited to access to the Programs within their applicable CDAG permissions.
* Providers can select as many programs as needed; there is no selection limitin the program
list; however, please note that the larger the file, the longer it may take to generate.
Program Name |V|
(Select ALl a
A BETTER WAY ALAMEDA SCH M} 0

A BETTER WAY EPSDT MHS CHILL
e Select View Reportin the right-hand corner of the pop-up window

View Report
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Invoicing for Treatment Programs (Legacy)
Generating SmartCare Invoice Report

Behavioral Health Fian Dkec

'l‘ " Department un Date:
. &t August 20, 2025 15:09

Created By:

Diana Hernandez
Invoice Report
July 01, 2025, through July 31, 2025

ABC Program (XY0122)

Procedure Travel Documentation Service
Invoice Category Code ID Procedure Code Name Time(hours) Time Time Units Count
Case Management 48 T1017 Targeted Case Mgmt (TCM) 12.63 0.83 4.98 51 17
Case Management Total 12.63 0.83 4.98 51 17
Medication Support 774 (99212- 99215) E/M Est Office/OP (w/99415 Add-on) 4.83 0.00 234 9 =]
Medication Support Total 4.83 0.00 2.31 9
Mental Health Services (MHS) 33 H2017 Psychosocial Rehab 3523 0.00 7.86 140 35
64 HO0032 Plan Development by Non-Physician 1.70 0.00 0.36 7 3
67 HO0031 MH Assessment non-Physician 250 0.00 0.42 10 2
137 H2000 Comp. Multi-disciplinary Eval. 14.83 0.00 425 59 17
523 H2017 Group Psychosocial Rehab 6.00 0.00 0.34 24 2
783 90791 Psy. Diag. Eval. (w/T2024 Sub-Code) 2.00 0.00 3.25 2 “.
379 90832, 90834 & 90837 Psychotherapy. w/Patient (w,T2021 Sub- 47.84 1.67 11.11 73 50
Code)
Mental Health Services (MHS) Total 110.10 1.67 27.59 315 111
Total 127.56 2.50 34.88 375 137

This report 1s based on “Completed™ Services onlv as of run date.
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Invoicing for Treatment Programs (Legacy)

Review Provider Claim/Service Report (Invoice) Template and

instructions

- After you generate your Invoice report and review it for completeness and accuracy, it is now time to fill in your
service information on the ACBHD Provider Claim form.

Documents needed to complete Provider Claim Form-
FY 25-26 Procurement Contract Exhibit B Attachment - Method and Rate of Reimbursement/Rate Sheet

SmartCare Invoice Report
- Travel time documentation time supporting documentation

- Actual Cost Statement of Activities/ Line Items details
- Additional supporting documentation as required for Provider Claim reimbursement (as listed/ approved

in the Procurement contract)

Complete your invoice template setup using the contract rate sheet-
Complete the Unique claim fields and the Contact and Billing Information section
Once you have added your rates to your claim template

Enter the information as shown on the SmartCare Invoice Report
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Invoicing for Treatment Programs (Legacy)

Review Provider Claim/Service Report (Invoice) Template and
instructions pm—

EXHIBIT B-ATTACHMENT me of ontracs (aster o S8t womvosr ot sorvice: s
METHOD AND RATE OF REIMBURSEMENT

4567 Magic Kingdom Lane Original Submission x
Section 2, RATE SHEET Oakland CA. 94601 Revised Submission
: —
Billing Contact Name: Mickey Mouse Phone Number: 510)555-5555
ABC Program (XY012Z) e e———
PROGRAM NAME: ABC Program
PROGRAM NUMBER: XY012Z2
Units. Rate Gross Claim Units Rate Gross Claim Units Rate Gross Claim
Mental Health Services [i i travel and dacumentation b 100.00 0.00 0.00 0.00 0.00 0.00
FY 2025 2026 Case [ ling travel and d t 200.00 0.00 0.00 0.00 0.00 0.00
- Crisis Intervention (i i travel and time) 300.00 0.00 0.00 0.00 0.00 0.00
Medication Support [including travel and i time]) 400.00 0.00 0.00 0.00 0.00 0.00
Peer Support 0.00 0.00 0.00 0.00 0.00 0.00
Outreach & i i MAA) - Rate Based 0.00 0.00 0.00 0.00 0.00 0.00
Client Support Services [MHSA or Adult Service Team) 0.00 0.00 0.00 0.00 0.00 0.00
TBS 0.00 0.00 0.00 0.00 0.00 0.00
Total Services - Actual Cost Programs Only e e e

Service Type / Description Unit Reimbursement Method Rate o S Espenis- ot ot

DOutreach & ling MAA) - Actual Cost
CalwORKs Fee 100.00 0.00 100.00 0.00 100.00 0.00
CalwORKs Initial Reporting Fee 50.00 0.00 50.00 0.00 50.00 0.00

H H CalwORKs Follow-Up R i Fi 25.00 0.00 25.00 0.00 25.00 0.00
Outpatient Services o e o e oo

Falt Rate - Intera

. $200'00 24 Hour Care 0.00 0.00 0.00 0.00 0.00 0.00
Case Management Per Hour Provisional Rate Dttcr (it e apecit o p— oo o0 v o0 500 s00
. .. TOTAL GROSS CLAIM [ o00] [ eod] [ o00]

Mental Health Services Per Hour Provisional Rate $100.00

LESS REVENUE:
Crisis Intervention Per Hour Provisional Rate $300.00

MEDICARE
OTHER REVENUE
TOTAL REVENUE DEDUCTED 0.00 0.00 0.00

Medication Support Per Hour Provisional Rate $400.00 HET PROGRAM LA
Interactive Complexity Per Occurrence Negotiated Rate $18.89 Mote: Use Ciam.rae 7 f contract nos more than hree programs. Tatal Nt Program Claim:

(Fotal of All Pages)

Other Services/ Expenditures Loss Cash Advance Reimbursement ]
. . Payment Due:
Other Services/ Expenditures  N/A Actual Cost N/A

I hereby attest that the information i in this and truthfully reflects the costs incurred and
revenue generated in the performance of the services as stated in the contract against which this claim is being made.

Date:

[must mateh CBO Signature Authorization Form on file with ACBHD)

Printed Name: Title:

Rev. 074112025
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Invoicing for Treatment Programs (Legacy)

Provider Claim/Service Report (Invoice) Template and instructions

Page _1_of 7 ““»" Behavioral Health S

Department
ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT i
BEHAVIORAL HEALTH PROGRAMS AUgUSt 20, 202515:09
PROVIDER CLAIM | SERVICE REPORT Created By:
Diana Hernandez
Provider Name: ABC Non-Profit Company Provider's Claim Number: 7312025
Type of Contract (Master or SAN): Master Month/Year of Service: Jul-25 InVOlce Report
Remittance Address: Check One:
4567 Magic Kingdom Lane Drig-inal suhmi-ssl-nn X July 0 1 p 2025, through July 3 1 5 2025
Oakland CA, 94801
ABC Program (XY0122)
Billing Contact Name: Mickey Mouse Phone Number: 510)555-55655 g
E-Mail: i m FAX Number: 510)111-11M
Procedure Travel Documentation Service
PROGRAM NAME: ABC Program. Invoice Category CodeID  Procedure Code Name Time(hours) Time Time Units Count
PROGRAM NUMBER: XY0127 =
Units Rate Gross Claim | Units Rate | GrossClaim | Units Rate | GiossClaim | \Case }{mgmmt 48 T1017 Targeted Case Memt (TC}\{) 12.63 0.83 408 51 17
Mental Health Services [i travel and doct on kit 110.10 100.00 11,010.00 0.00 0.00 0.00 0.00 = =
Case ManagementiBrokerage [including travel and documental 1263 20000 | 252600 0.00 0.00 0.00 0.00 Case Management Total 12.63 0.83 4.98 S1 17
Crisis Intervention (including travel and ion time] 300.00 0.00 0.00 0.00 0.00 0.00
lication Support (i ing travel and ion time) 4.83 400.00 1,932.00 0.00 0.00 0.00 0.00 . " T r < E . >
Peor Support 000 200 000 200 o ooa] |Medication Support 774 (99212- 99215) E/M Est Office/OP (w/99415 Add-on) 4.83 0.00 231 9 9
Outreach & including MAA) - Rate Based 0.00 0.00 0.00 0.00 0.00 0.00 =
Client Support Services [MHSA or Adult Servlac: T::ren] 0.00 0.00 0.00 0.00 0.00 0.00 Medication Support Total 4.83 0.00 231 9
TBS 0.00 0.00 0.00 0.00 0.00 0.00 R N _ -
Total Services - Actual Cost Programs Only - * Mental Health Services (MHS) 33 H2017 Psychosoqal Rehab 35.23 0.00 7.86 140 35
Supplemental Falt Rate - i i 18.89 0.00
avert Subnort Expendilurcs — Aolual Cost 64 H0032 Plan Development by Non-Physician 1.70 0.00 0.36 7 3
Dt . Eoagamtos [ineaog AT~ Aatesl Cone 67 H0031 MH Assessment non-Physician 2.50 0.00 0.42 10 2
CalWORKs Fee 100.00 0.00 100.00 0.00 100.00 0.00 o N N
CalWORKs Initial Reporting Fee 50.00 0.00 50.00 0.00 50.00 0.00 137 H2000 Comp. Multi-disciplinary Eval. 14.83 0.00 425 59 17
CalWORKs Follow-Up Reporting Fee 25.00 0.00 25.00 0.00 25.00 0.00
2 Hous Care_ 000 0o 2 L L b 523 H2017 Group Psychosocial Rehab 6.00 0.00 0.34 24 2
ay Treatment A ! Y ! ! A
Other (must be specifically ized in contract] 0.00 0.00 0.00 0.00 0.00 0.00 783 90791 Psy. Diag. Eval. (w/T2024 Sub-Code) 2.00 0.00 325 2 2
TOTAL GROSS CLAM [ ssasnon] [—oo] [—oo] 90832, 90834 & 90837 Psychotherapy, w/Patient (w/T2021 Sub- 47.84 1.67 1111 73 50
879 ’ "
e Code)

';::EE :ECE;:ED"E"“GE Mental Health Services (MHS) Total 110.10 1.67 27.59 315 111
TOTAL REVENUE DEDUCTED 0.00 0.00 0.00 Total 127.56 2.50 34.88 375 137
NET PROGRAM CLAIM [15468.00] [ ooo] [ ool ; : :

This report is based on “Completed” Services only as of run date.
Note: Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim:

(Total of Al Pages)

N If the program is rate based, enter the “Time in Hours,”
S and the claim form will calculate the total amount in the

revenue generated in the performance of the services as stated in the contract against which this claim is being made. G rOS S C | a i m CO I u m n . Behavi | Health
ehaviora ea
‘‘‘‘‘ ) [must match CBO Signature Autharization Farm on File with ACBHD) o ““.”’ De partment

Alameda County Health

Printed Name: Title: 1 2




Invoicing for Treatment Programs (Legacy)

Provider Claim/Service Report (Invoice) Template and instructions

Page 1 of 2

ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT
BEHAVIORAL HEALTH PROGRAMS

PROVIDER CLAIM / SERVICE REPORT Behavioral Health
(‘ " Department Run Date:

. 3 . ) August 20, 2025 15:09
Provider Name: ABC Non-Profit Company Provider's Claim 3 7312025 Created By'
Type of Contract (Master or SAN): Master Month/Year of Service: Jul-25 Diana Hernandez
Remittance Address: Check One: .

4567 Magic Kingdom Lane Original Submission X InVOlce Report
Oakland CA, 94601 Revised Submission
July 01, 2025, through July 31, 2025
Billing Contact Name: Mickey Mouse Phone Number: 510)555-5555
E-Mail: FAX Number: 51001111111 ABC Progra m (XY01 ZZ)
PROGRAM NAME: ABC Program
PROGRAM NUMBER: XY012Z Procedure Travel Documentation Service
—— | Unit= Bate | GroscClaim | Unws | Rste | GrossClaim | Units | Rate | Gross Claim Invoice Category CodeID  Procedure Code Name Time(hours) Time Time Units Count
Mental Health Services g travel and documentation timg=110.1+1.67+27.29 13,906.00 0.00 0.00 0.00 0.00 »
Case Management/E: ge [including travel and docum i 18.44 200.00 3,688.00 0.00 0.00 0.00 0.00 Case Management 48 T1017 Targeted Case Memt (TCI\I) 12.63 0.83 4.98 51 17
Crisis Intervention (including travel and documentation time) 300.00 0.00 0.00 0.00 0.00 0.00 I ous ued I
Support [including travel and documentation time]) 714 400.00 2,856.00 0.00 0.00 0.00 0.00 Case xlﬂnagEmelﬂ Total [ 12-63 0.83 4-98 | 51 11
Peer Support 0.00 0.00 0.00 0.00 0.00 0.00
Dl Suppen Services (MHSA or Acult ervics Toam) 200 000 000 a00 000 b0 Msilication Sapgont 774 (99212-99215) EMEst Office/OP (/99415 Add-on) 483 0.00 231 9 9
o Sontors pett ot Pomg s R o S R =08 S R | Medication Support Total | (483 000 ] e o
Eupoemental Falt Rate Iniuraciive com 1882 800 Mental Health Services (MHS) 33 H2017 Psychosocial Rehab 3523 0.00 7.86 140 35
MHSA One-Time cctual Cost s
Measune A R Medi-Cal E ~Actual Cust 64 HO0032 Plan Development by Non-Physician 1.70 0.00 0.36 7 3
Dutreach & E;| lincluding MAA] - Actual Cost N =
CalWORKs Fee 100.00 0.00 100.00 0.00 100.00 0.00 67 H0031 MH Assessment non-Physician 250 0.00 0.42 10 2
CalwORKs Initial Reporting Fee 50.00 0.00 50.00 0.00 50.00 0.00 . S . _ _
CalWORKs Follow-Up Reporting Fee 25.00 0.00 25.00 0.00 25.00 0.00 137 H2000 Comp. Multi-disciplinary Eval. 14.83 0.00 4.25 59 17
24 Hour Care 0.00 0.00 0.00 0.00 0.00 0.00
Day Treatment 0.00 0.00 0.00 0.00 0.00 0.00 523 H2017 Group Psychosocial Rehab 6.00 0.00 034 24 2
Other (must be specifically authorized in contract) 0.00 0.00 0.00 0.00 0.00 0.00
783 90791 Psy. Diag. Eval. (w/T2024 Sub-Cod 2.00 0.00 325 2 2
TOTAL GROSS CLAIM sy. Diag. Eval. (w ode) .
LESS REVENLE: 879 (9:0?13;: 90834 & 90837 Psychotherapy, w/Patient (w/T2021 Sub- 47.84 1.67 11.11 3 50
MEDICARE O
T A EERASE Mental Health Services (MHS) Total 110.10 1.67 27.59 315 1
TOTAL REVENUE DEDUCTED 0.00 0.00 0.00 Total 127-“ 2.50 34'88 375 137
NET PROGRAM CLAM [204s000] [——oe] [ o] This report 1s based on “Completed” Services only as of run date.
Note: Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim:
(Fots of Al Pages)
A S— Enter Travel Time and Documentation Time, when
Payment Due: I . bl
| hereby attest that the information il in this d t and truthfully reflects the costs incurred and p p

revenue generated in the performance of the services as stated in the contract against which this claim is being made.

Dote: Behavioral Health
[must match CBO Signature Authorization form on File with ACBHD) - “ ” De pa rtment

Alameda County Health

Printed Name: Title:

Rev. 07412025
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Invoicing for Treatment Programs (Legacy)

Provider Claim/Service Report (Invoice) Template and instructions

Page __1__of_2__

ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT

BEHAVIORAL HEALTH PROGRAMS EXHIBIT B-ATTACHMENT
PROVIDER CLAIM | SERVICE REPORT
METHOD AND RATE OF REIMBURSEMENT

Provider Name: ABC Non-Profit Company Provider's Claim Number: 7312025

Type of Contract (Master or SAN]: Master Month/Year of Service: Jul-25 seCtlon 2: RATE SHE ET
Remittance Address: Check One:
4567 Magic Kingdnm Lane original Submission X
Oakland CA, 94601 Revised Submission ABC Program (XYOlzz)
Billing Contact Name: Mickey Mouse Phone Number: 510)555-5555
E-Mail: FAX Number: 5100 111-1111 FY 2025 2026
PROGRAM NAME: ABC Program
PROGRAM NUMBER: XY012Z - - -
Mental Health Services [including travel and doc tation b L’:'C‘SI::HS n:.UECI‘UCI G':ZSQ‘—;I;I:H Hes na;.eﬂﬂ o BI:I:U e na;?ml S CI:.‘[']“U
Case Management!Brokerage [including travel and d t 18.44 200.00 3,688.00 0.00 0.00 0.00 0.00 - . - - -
Cost prarsanian nciudng vavelsnd cesmemon ey || —se0sel—_osg o — T — Service Type / Description Unit Reimbursement Method Rate
Peer Support 0.00 0.00 0.00 0.00 0.00 0.00
Dutreach & E (including MAA]) - Rate Based 0.00 0.00 0.00 0.00 0.00 0.00
Client Support Services [MHSA or Adult Service Team) 0.00 0.00 0.00 0.00 0.00 0.00
IR 0.00 0.00 0.00 0.00 0.00 0.00
Supplemanaet Falt e ~ toteractee somptesity | T I E— ——— Outpatient Services $
M e o Eopane o - 200.00
T v S T S Ve Case Management Per Hour Provisional Rate
Dutreach & E lincluding MAA) - Actual Cost
e T — o — T — Mental Health Services Per Hour Provisional Rate $100.00
Cal'wORBKs Follow-Up Reporting Fee 25.00 0.00 25.00 0.00 25.00 0.00
Dy Trestment 500 500 500 o00 500 500 Crisis Intervention Per Hour Provisional Rate $300.00
IDIher [(must be specifically autherized in contract] I 0.00 0.00 0.00 0.00 0.00 0.00
TOTAL GROSS CLAM Medication Support Per Hour Provisional Rate $400.00
LESS REVENUE: . N N
meoicaRe Interactive Complexity Per Occurrence Negotiated Rate $18.89
TOTAL REVENUE DEDUCTED 0.00 0.00 0.00 Other Services/ Expenditures
NET PROGRAM CLAM . .
Other Services/ Expenditures  N/A Actual Cost N/A
Note: Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim:

(Yotal of AN Pages)

Less Cash Advance Reimbursement:

If the “reimbursement method” is “actual cost,” list the
e e e e om0 o e e e 2l 0 ot e e total actual costs for the month on the applicable line of

futhorized Stananire: {must match CBO Signature Authorization form on file with ACBHD] et ——— th e CI a i m fo rm .
Behavioral Health
Printed Name: Title: “ ” Department

Rev. 07/W2025 Alameda County Health




Invoicing for Treatment Programs (Legacy)

Provider Claim/Service Report (Invoice) Template and
instructions T

BEHAVIORAL HEALTH PROGRAMS
PROVIDER CLAIM SERVICE REPORT

Provider Name: ABC Non-Prefit Company Provider's Claim H 7312025
Type of Contract (Master or SAN): Master Month/Year of Service: Jul-25
Remittance Address: Check One:
4567 Magic Kingdom Lane Original St ission x
Oakland CA, 94601 Revised Submission
Billing Contact Name: Mickey Mouse Phone Number: 510)555-5555
E-Mail FAX Number: (510)111-1111
PROGRAM NAME: ABC Program
PROGRAM NUMBER: XY012Z

Units Rate Gross Claim Units Rare Gross Claim Units Rate Gross Glaim
Mental Health Services (including travel and docy tation ti 139.06 100.00 13,906.00 0.00 0.00 0.00 0.00
Case ManagementBrokerage [including travel and documental 18.44 200.00 3,688.00 0.00 0.00 0.00 0.00
Crisis Intervention [including travel and docy tation time]) 300.00 0.00 0.00 0.00 0.00 0.00
Medication Support (including travel and d ion time) 714 400.00 856.00 0.00 0.00 0.00 0.00
Peer Support 0.00 0.00 0.00 0.00 0.00 0.00
Outreach & E (including MAA) - Rate Based 0.00 0.00 0.00 0.00 0.00 0.00
Cliert Support Services [MHSA or Adult Service Team) 0.00 0.00 0.00 0.00 0.00 0.00
TBS 0.00 0.00 0.00 0.00 0.00 0.00
Total Services - Actual Cost Programs Only
Supp tal Falt Rate - Interactive complexity 18.89 0.00

Client Support E xpenditures - Actual Cost
MHSA One-Time E xpenses - Actual Cost
Measure A Non-Medi-Cal E le Expenses - Actual Cost

Outreach & E [including MAA]) - Actual Cost
CalwORKs E Fee 100.00 0.00 100.00 0.00 100.00 0.00
CalwORKs Initial Reporting Fee 50.00 0.00 50.00 0.00 50.00 0.00
CalwORKs Follow-Up Reporting Fee 25.00 0.00 25.00 0.00 25.00 0.00
24 Hour Care 0.00 0.00 0.00 0.00 0.00 0.00
Day Treatment 0.00 0.00 0.00 0.00 0.00 0.00
Other [must be sp il authorized in contract] 0.00 0.00 0.00 0.00 0.00 0.00
TOTAL GROSS CLAIM 20,450.00
LESS REVENUE:

MEDICARE

OTHER HEALTH COVERAGE

OTHER REVENUE
TOTAL REVENUE DEDUCTED 0.00 0.00 0.00
NET PROGRAM CLAIM 20,450.00 0.00

Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim: 20,450.00

(Fotal of All Pages)

| Less Cash Advance Reimbursemeant: |
Payment Due: 20,450.00

I hereby attest that the information contained in this document accurately and truthfully reflects the costs incurred and
revenue generated in the performance of the services as stated in the conlract against which this claim is being made.

Authorized Signature: Date: Behavioral Health
{must match CBO Signature Authorization form on file with ACBHD) ‘ ’ Department

Alameda County Health

Printed Name: Tide:

Reu. 07112025




Submit Claims to Accounts Payable (AP)- ACBHD

- Reminder-This is a restructured process between:
o Accounts Payable (AP) - ACBHD
o Disbursement Division — Alameda County Auditor — Controller’s office

Submit claims/questions to the AP Unit at:
CBOPayment@acgov.org
o Always copy your fiscal contract manager

- CalWORKS/Grant program invoices due — 10 Days after end of service month, or by earlier
Grant deadline if communicated by ACBHD

- Templates, we will follow up with a communication around how to receive Provider Claim
templates.

- Currentinsurance on file; Exhibit C must be current, or there will be an issue getting your
voucher processed.

Behavioral Health
“ ’) Department

Alameda Cou
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Payment Transformation — Moving towards FFS (Invoice Report
by Practitioner Type)

Spring Provider Meeting Fiscal Refresh

* Full-Service Partnership (FSP), Mental Health Plan (MHP) FFS and Opioid
Treatment Program (OTP) Pilots

e InFSP, MHP FFS and OTP Services-As-Needed (SAN) Pools

* FFS Rates - By Service Modality (FSPs); By CPT Code (MHP FFS and OTPs)
e Cost Settlement not required for Medi-Cal Treatment

* Early adoption for School-Linked Services (SLS) and MHP FFS CBOs

 Additional SAN Pool will be created for FY 25-26 (4 SLS providers, 6 MHP
FFS)

* FFS Rates by CPT Code

* Cost Settlement not required for Medi-Cal Treatment

Behavioral Health
“ ’) Department
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FY 25-26 Procurement Contract Exhibit B Attachment -
Method and Rate of Reimbursement/Rate Sheet

Invoicing for Treatment Programs (By
Practitioner)

* BDHrecommends working internally with
your agency’s Fiscal Manager to obtain a
copy of the current contract rate sheet.

* The contract rate sheetis needed to
complete the Provider Claim form.

* Review the Contracts rate sheet, Provider
Type column.

 Contractrate sheets with Provider Type
column and Provider rates by minutes,
Individual, and Group, will use the
SmartCare Invoice Report — Practitioner (My
Office).

EXHIBIT B ATTACHMENT
METHOD AND RATE OF REIMBURSEMENT
RATE SHEET

EFFECTIVE 7/1/2025
Contract Reimbursement shall be limited to codes in the QA Manual:

ACBHD Procedure Code Table
(https://bhecsproviders.acgov.org/providers/QA/qa_manual.htm) and
ACBHD Billing System for each contracted program.

Rates are listed at the per minute rate by practitioner type and will be
reimbursed based upon the corresponding duration, or flat fee, per billing
code.

Interactive Complexity rate of $18.89 for FY 25-26 was determined by the
California Department of Health Care Services (DHCS) and shall be
superseded by subsequent updates posted by DHCS at:
https://www.dhcs.ca.gov/services/MH/Pages/medicalbehavioral-health-
fee-schedulesmain.aspx.

Program 789 (LMN567P)

Contractor: .
Provider Provider
Provider Type Ra-tes by Raf:es by
Minute Minute
Individual Group
Certified AOD Counselor $ -
Clinical Nurse Specialist $ 8.11 $ 1.80
Community Health Worker $ -
LCSW/LPHA (Licensed, Waivered or Registered) $ 4.24 $ 0.94
Licensed Physician/Psychiatrist $ 16.31  $ 3.62
Licensed Psychiatric Technician $ 298 $ 0.66
Licensed Vocational Nurse $ 3.48 % 0.77
MFT/LPCC (Licensed, Waivered or Registered) $ 424 $ 0.94
Medical Assistant $ 2.39
Mental Health Rehabilitation Specialist $ 3.19
Nurse Practitioner $ 8.11 $ 1.80
Occupational Therapist $ 565 $ T
Other Qualified Practitioner $ 3.19 0.66
Peer Recovery/Support Specialist $ - $ -
Physician Assistant $ 7.31 $ 1.63
Psychologist (Licensed or Waivered) $ 6.56 $ 1.46
Registered Nurse $ 6.62 $ 1.47
Registered Pharmacist $ 7.81  $ 1.73
Provider Provider

Flat Fee CPT Codes/ Supplemental Services
Flat Rate Flat Rate

Interactive Complexity (All Types) $18.89 $18.89

(M

Behavioral Health

Department
Alameda County Health
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Invoicing for Treatment Programs (By Practitioner)

Generating SmartCare Invoice Report

* Log in to the SmartCare system

« Once in SmartCare, search for the Invoice report by typing “Invoice” into the search bar Q
 NOTE: By typing the first three characters, the drop-down list will begin to populate

« Select the report titled “Invoice Report - Practitioner (My Office)”

County of Alameda | 06/21/2023

“SmartCare Q « B a

f B = Qb

e Invoice Report (My Office) [
Clinical Data Access Groups

e Invoice Report - Practitioner (My Office) [
GL Accounts e Invoice Report - Practitioner (Show) (My Office) [
MMEF Eligibility Records e Invoice Report - Staff Details (My Office) [
Clients with Invalid DSM-IV TR Current 0

My Office > Diagnosis (My Office)
[

o Psynergy (View Report)
Provider Group

Behavioral Health
“ ’) Department

Alameda County Health
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Invoicing for Treatment Programs (By Practitioner)

Generating SmartCare Invoice Report

* The report pop-up box will populate in a new window

e Complete the report filters.
* Add Start and End date.

* For monthly Provider Claims, the date range should be for the entire service month.
* Example, for the service period July 2025, the start and end dates will be 07/01/2025-
07/31/2025.

StartDate  7/1/2025 2] EndDate 7/31/2025 fin

Behavioral Health

“ ’) Department
Alameda Cou
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Invoicing for Treatment Programs (By Practitioner)

- Generating SmartCare Invoice Report

* Selectthe Program

* To select programs, place a check next to the program name in the drop-down list.
* Providers are limited to access to the Programs within their applicable CDAG permissions.
* Providers can select as many programs as needed; there is no selection limitin the program
list; however, please note that the larger the file, the longer it may take to generate.
Program Name |l|
(Select ALl a
A BETTER WAY ALAMEDA SCH M} 0

A BETTER WAY EPSDT MHS CHILL
e Select View Reportin the right-hand corner of the pop-up window

View Report

Behavioral Health
“ ’) Department
Alameda County Health
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Invoicing for Treatment Programs (By Practitioner)
Generating SmartCare Invoice Report

Behavioral Health Run Date:

l(«.”' Department August 21, 2025 03:13
Alameda County Health Created By:

Shukura Reynolds

Invoice Report By Practitioner
July 01, 2025, through July 31, 2025

Program 789 (LMN567P)

Procedure Travel Documentation Billable Service
Practitioner Code ID Procedure Code Name Time(hours) Time Time Units Minutes Count
Mental Health Rehab 33 H2017 Psychosocial Rehab 2.27 0.00 0.28 9 135 3
Specialist Mental Health Rehab Specialist Total 5 0.00 0.28 9 135 3
Other Qualified Practitioner 33 H2017 Psychosocial Rehab 0.99 0.00 0.25 4 60 2
Other Qualified Practitioner Total 0.99 0.00 0.25 4 60 2
Other Qualified Practitioner 523 H2017 Group Psychosocial Rehab 5.17 0.00 0.66 21 315 5
Group Other Qualified Practitioner Group Total 5.17 0.00 0.66 21 315 5
Social Worker 48 T1017 Targeted Case Mgmt (TCM) 0.60 0.00 0.13 2 30 1
879 90832, 90834 & 90837 Psychotherapy, w/Patient (w/T2021 1.21 0.00 0.43 1 30 3

Sub-Code)
Social Worker Total 1.81 0.00 0.56 3 60 4
Total 10.24 0.00 1.75 37 570 14

This report is based on “*Completed™ Services only as of run date

Behavioral Health
“ ’) Department

Alameda County Health




Invoicing for Treatment Programs (By Practitioner)

Review Provider Claim/Service Report (Invoice) Template and
instructions

- After you generate your Invoice report and review it for completeness and accuracy, it is now time to fill in your
service information on the ACBHD Provider Claim form.

Documents needed to complete Provider Claim Form-
FY 25-26 Procurement Contract Exhibit B Attachment - Method and Rate of Reimbursement/Rate Sheet

SmartCare Invoice Report
- Actual Cost Statement of Activities/ Line Items details
- Additional supporting documentation as required for Provider Claim reimbursement (as listed/ approved

in the Procurement contract)

Complete your invoice template setup using the contract rate sheet-
Complete the Unique claim fields and the Contact and Billing Information section

Once you have added your rates to your claim template
Enter the information as shown on the SmartCare Invoice Report

Behavioral Health
“ ’) Department

Alameda County Health
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Invoicing for Treatment Programs (By Practitioner)

Review Provider Claim/Service Report (Invoice) Template and
instructions o

Page __1__of __X

ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT

EXHIBIT B ATTACHMENT BEHAVIORAL HEALTH PROGRAMS
METHOD AND RATE OF REIMBURSEMENT PROVIDER CLAIM/ SERVICE REPORT
RATE SH EET Provider Name: Prugram 789 Non-Profit Company Provider's Claim H 7312025
EFFECTIVE 7/1/2025 .
Contract Reimbursement shall be limited to codes in the QA Manual: Type of Contract (Master or SAN): SAN Month/Year of Service: Jul-25
ACBHD Procedure Code Table Remittance Address: Check One:
(https://bhcsproviders.acgov.org/providers/QA/ga_manual.htm) and 21 Jump Street Original Submission N S

Oakland CA, 94601 d

ACBHD Billing System for each contracted program.
Rates are listed at the per minute rate by practitioner type and will be

reimbursed based upon the corresponding duration, or flat fee, per billing Billing Contact Name:  Roger Rabbit Phone Number: 510-222-2222
code. E-Mail: Eiabbiti0 il FAX Number: 510-444-4444
Interactive Complexity rate of $18.89 for FY 25-26 was determined by the
California Department of Health Care Services (DHCS) and shall be PROGRAM NAME: Program 789
superseded by subsequent updates posted by DHCS at: — PROGRAM NUMBER: = "—RM"“”’?B == = = —— = = e
https://www.dhcs.ca.gov/services/MH/Pages/medicalbehavioral-health- Mental Health Rehabilitation iali 3.19 0.00 319 0.00 3.19 0.00
R Other Qualified Pr it 3.19 0.00 3.19 0.00 3.19 0.00
fee-schedulesmaln.aspx. Other Qualified Pr it Group 0.66 0.00 0.66 0.00 0.66 0.00
Social Worker [Licensed, Wai d. or T 4.24 0.00 4.24 0.00 424 0.00
Contractor: Program 789 (LMN567P) NS 200 200 500 200 .00
-~ = - 0.00 0.00 0.00 0.00 0.00
Provider Provider —— iti 0.00 0.00 0.00 0.00 0.00
proviast | pevias Practitioner Type
- ates by ates by ano 0.00 0.00 0.00 0.00 0.00
Provider Type A H Select Practitioner 0.00 0.00 0.00 0.00 0.00
Minute Minute 0.00 0.00 0.00 0.00 0.00
Individual Group Supplemental Falt Rate - Interz Type 0.00 0.00 0.00 0.00 0.00
v Sign L anguage or Oral Interprs 0.00 0.00 0.00 0.00 0.00
Certified AOD Counselor $ - Client Support Services [MHS: 0.00 0.00 0.00
Clinical Nurse Specialist $ 8.11 % 1.80 W
X ient Suppor -
Community Health Worker $ - MHSA One-Time Expenses - Actual Cost
H P H A Non-Medi-Cal Eligible Expenses - Actual Cost
L-CSW/LPHA (Ijlr;ensed, Wélvgred or Registered) $ 4.24 $ 0.94 -y Cincriioe AR Aeteal Coot
Licensed Physician/Psychiatrist $ 16.31 $ 3.62 24 Hour Care 0.00 0.00 0.00
Licensed Psychiatric Technician $ 2.98 $ 0.66 E?:J(musl be spocifically T, 0.00 200 0.00
Licensed Vocational Nurse $ 3.48 $ 0.77
TOTAL GROSS CLAIM
MFT/LPCC (Licensed, Waivered or Registered) $ 4.24 $ 0.94
. . LESS REVENUE:
Medical Assistant $ 2.39 MEDICARE
Mental Health Rehabilitation Specialist $ 3.19 OTHER HEALTH COVERAGE
L. OTHER REVENUE
Nurse Practitioner $ 8.11 $ 1.80 TOTAL REVENUE DEDUCTED 0.00 0.00 0.00
Occupational Therapist $ 565 $ -
. o 0.66 NET PROGRAM CLAIM
Other Qualified Practitioner $ 3.19 -
Peer Recovery/Support Specialist $ - $ - Naote: Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim: |
{Total of All Pages)
Physician Assistant $ 7.31 $ 1.63 Less Cash Advance Reimbursement
Psychologist (Licensed or Waivered) $ 6.56 $ 1.46
Ps it Due:
Registered Nurse $ 6.62 $ 1.47 eyment bue:
Reglstered Pha rmacist $ 7‘81 $ 1 ‘73 I hereby attest that the inf i i in this tely and truthfully reflects the costs incurred and revenue generated in the performance of the
as stated in the contract against which this claim is being made.
Signature: Date:
Provider Provider 9 [must match CBO Signature Authorization form on file with ACBHD]

Flat Fee CPT Codes/ Supplemental Services

Printed Name: Title:
Interactive Complexity (All Types) $18.89 $18.89 Department
Alameda County Health

—
—

Reu. 6126125

Flat Rat Flat Rat -
at Rate at Rate “”” Behavioral Health




Invoicing for Treatment Programs (By Practitioner)

Provider Claim/Service Report (Invoice) Template and instructions

ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT
BEHAVIORAL HEALTH PROGRAMS
PROVIDER CLAIM/ SERVICE REPORT

Provider Name: Program 789 Non-Profit Company Provider's Claim Number: 7312025

| | Type of Gontract (Master or SAN): SAN Month/Year of Service: Jul-25 Behavioral Health Run Date:

' 7 ‘“‘”" Department August 21, 2025 03:13
Remittance Address: Check One: Alamec unty Health Created By:

: 21 Jump Street Qriginal Submission X Shukurﬁ Reynﬁlds
Oakland CA, 94601 Revised Submission

Invoice Report By Practitioner

E-Mail: Babhirlt L FAX Number: 510-444-4444
July 01, 2025, through July 31, 2025
z PROGRAM NAME: Program 789
3 PROGRAM NUMBER: (LMN567P)
1 it Units Rate Gross Claim Units Rate Gross Claim Units Rate Gross Claim
5 Mental Health Rehabilitation Specialist 135.00 3.19 430.65 3.19 0.00 3.19 0.00 Progra m 789 (LM N567 P)
5 | Other Qualified Practitioner 60.00 3.19 191.40 3.19 0.00 319 0.00
7| Other Qualified Practitioner-Group 315.00 0.66 207.90 0.66 0.00 0.66 0.00
s Social Worker [Licensed, Waivered, or Regi ) 60.00 4.24 254.40 4.24 0.00 4.24 0.00
El 0.00 0.00 0.00 0.00 0.00 Procedure Travel Documentation Billable Service
Bl 0.00 0.00 0.00 0.00 0.00 Practitioner Code ID Procedure Code Name Time(hours) Time Time Units Minutes Count
1 0.00 0.00 0.00 0.00 0.00
z 0.00 0.00 0.00 0.00 0.00 Mental Health Rehab 33 H2017 Psychosocial Rehab 227 0.00 0.28 9 135 3
3 0.00 0.00 0.00 0.00 0.00 Specialist —
1 0.00 0.00 0.00 0.00 0.00 Mental Health Rehab Specialist Total 2.27 0.00 0.28 9 135 &l
5 0.00 0.00 0.00 0.00 0.00 . L. X
5 [Suppl Falt Rate — ive c i 0.00 0.00 0.00 0.00 0.00 Other Qualified Practitioner 33 H2017 Psychosocial Rehab 0.99 0.00 0.25 4 60 2
7 Sign Language or Dral Interpretive Services 0.00 0.00 0.00 0.00 0.00
5 Client Support Services [MHSA or Adult Service Team) 0.00 0.00 0.00 Other Qualified Practitioner Total 0.99 0.00 0.25 4 60 2
3 Total Services - Actual Cost Programs Only b it it . . X
3 | Client Support Expenditures - Actual Cost Other Qualified Practitioner 523 H2017 Group Psychosocial Rehab 5.17 0.00 0.66 21 315 5
1 [MHSA One-Time E - Actual Cost Group 5 L
2 | Measure A Non-Medi-Cal E| le Expenses - Actual Cost Other Qualified Practitioner Group Total 517 0.00 0.66 21 315 5
3 Dutreach & E (including MAA) - Actual Cost .
+ [24 Hour Care 0.00 0.00 0.00 Social Worker 48 T1017 Targeted Case Mgmt (TCM) 0.60 0.00 0.13 2 30 1
5 | Day Treatment 0.00 0.00 0.00 .
5 [ Other [must be specifically : in contract] 879 90832, 90834 & 90837 Psychotherapy, w/Patient (w/T2021 1.21 0.00 0.43 1 30 3
i Sub-Code)
3 |TOTAL GROSS CLAM
2 LESS REVENUE: Social Worker Total 1.81 0.00 0.56 3 60 4
! MEDICARE Total 10.24 0.00 1.75 37 570 14
B OTHER HEALTH COYERAGE
3 OTHER REVENUE This report is based on “Completed” Services only as of run date
4 | TOTAL REVENUE DEDUCTED 0.00 0.00 0.00
5 |NET PROGRAM CLAIM
i
H
3| Note: Use Claim-Page 2 if contract has more than three programs. Total Net Program Claim:
3 (Total of All Fages)
z Less Cash Advance Reimbursement:
H
1 Payment Due:
3 H 13 = - »
7|1 hereby attest that the information contained in this document accurately and truthfully reflects the costs incurred and revenue generated in the performance of the
3| as stated in the contract against which this claim is being made. y
a
1 | Authorized Signature: Date:
B

D and the claim form will calculate the total amount in the
[ — Gross Claim column. _
Behavioral Health
““.”’ Department

Alameda County Health




Invoicing for Treatment Programs (By Practitioner)

Provider Claim/Service Report (Invoice) Template and instructions

A B C o E F =] H J LM
1 Page __1 of _X__
2
3 ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT
4 BEHAVIORAL HEALTH PROGRAMS
5 PROVIDER CLAIM/ SERVICE REPORT
e
 |Provider Name: Program 789 Non-Profit Company Provider's Claim Number: 7312025
s
3 | Type of Gontract (Master or SAN): san Month/Year of Service: JuLzs
10
1 |Remittance Address: Check One:

12 |21 Jump Street Original Submission X
12 |Oakland CA, 94601 5 .

s

6 |Billing Contact Name: _Roger Rabbit Phone Number: 510-222-2222

s

e |E-Mait FAX Number: 510-444-4444

a1

22 PROGRAM NAME: Program 789

23 PROGRAM NUMBER: (LMNS67P)

2q i Units: Bate | GrossClam || Units Rate | Gross Claim || Unies Rate | Gross Claim

25 Mental Health 135.00 3.9 430.65 3.9 0.00 3.19 0.00

26 | Other Qualified Practitioner 60.00 349 191.40 3.9 0.00 349 0.00

27 | Other Qualified Practitioner-Group 315.00 0.66 207.80 0.66 0.00 0.66 0.00

23 | Gocial Worker [Li d. W, , or Regi 60.00 424 254.40 424 0.00 424 0.00

29 0.00 0.00 0.00 0.00 0.00

£ 0.00 0.00 0.00 0.00 0.00

31 0.00 0.00 0.00 0.00 0.00

a2 0.00 0.00 0.00 0.00 0.00

33 0.00 0.00 0.00 0.00 0.00

34 0.00 0.00 0.00 0.00 0.00

ES 0.00 0.00 0.00 0.00 0.00

£ Falt Rate - i i 18.89 0.00 18.89 0.00 18.89 0.00

7 | Sign Lanquage or Oral ive Services 0.00 0.00 0.00 0.00 0.00
Client Support Services [MHSA or Adult Service Team] 0.00 0.00 0.00
Total Services - Actual Cost Programs Only "

40 | Client Support Expenditures - Actual Cost

41 [MHSA One-Time - Actual Cost

4 |Measure A Non-Medi-Cal Eligible Expenses - Actual Cost

4 | Outreach & (including MA#A) - Actual Cost

45 | Day Treatment 0.00 0.00 0.00

45 | Other (must be ifi wthorized in contract)

a7

43 | TOTAL GROSS CLAIM
3

=0 |LESS REVENUE:
=1 MEDICARE

52 OTHER HEALTH COVERAGE
53 OTHER REVENUE

54 | TOTAL REVENUE DEDUCTED 0.00 0.00 0.00
=5

55 |NET PROGRAM CLAIM 108435
57

55

53 |Note: Use Claim-Page 2 if contract has more than three programs. otal Net Program Claim: 1,084.35
'l (Total of ANl Pages)

62 Less Cash Advance Reimbursement:

B3

Ba Payment Due: 1,084.35
55

57 |1 hereby attest that the information contained in this document accurately and truthfully reflects the costs incurred and revenue generated in the performance of the
58 | as stated in the contract against which this claim is being made.
B3

71 i i Date:
Tz (must match CBO Signature Authorization form on file with ACBHD)

74 | Printed Name: Title:

s Rev. 6126125

If the “reimbursement method” is “actual cost,” list the total actual costs for the
month on the applicable line of the claim form.

(17

Behavioral Health

) Department
Alameda County Health
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Invoicing for Treatment Programs (Legacy)

Provider Claim/Service Report (Invoice) Template and
instructions | Lo

ALAMEDA COUNTY HEALTH BEHAVIORAL HEALTH DEPARTMENT
BEHAVIORAL HEALTH PROGRAMS
PROVIDER CLAIM/ SERVICE REPORT

Lm

Provider Name: Program 789 Non-Profit Compan: Provider's Claim Number: 7312025
Type of Contract (Master or SAN): SAN Month/Year of Service: Jul-25
Remittance Address: Check One:
21 Jump Street Original Submission X
Oakland CA, 94601 Revised Submission
Billing Contact Name:  Roger Rabbit Phone Number: 510-222-2222
E-Mail: FAX Number: 510-444-4444
PROGRAM NAME: Program 789
PROGRAM NUMBER: (LMN567P)
Units Rate | GrossClaim || unis Rate | GrossClam | Units Raste | Gioss Claim
Mental Health ilitati iali 135.00 3.9 430.65 319 0.00 3.19 0.00
Other Qualified it 60.00 3.19 191.40 3.19 0.00 3.19 0.00
Other Qualified i Group 315.00 0.66 207.90 0.66 0.00 0.66 0.00
Social Worker [Licensed, Waivered, or i 60.00 4.24 254.40 4.24 0.00 4.24 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00
Falt Rale - Interactive 18.89 0.00 18.89 0.00 18.89 0.00
Sign Language or Oral ive Services 0.00 0.00 0.00 0.00 0.00
Client Support Services [MHSA or Adult Service Team] 0.00 0.00 0.00
Total Services - Actual Cost Programs Dnly
Client Support i - Actual Cost
MHSA One-Time Expenses - Actual Cost
Measure A Non-Medi-Cal Eligible - Actual Cost
Outreach & ling MAA) - Actual Cost
24 Hour Care 0.00 0.00 0.00
Day Treatment 0.00 0.00 0.00
Other (must be specifically ized in contract]
TOTAL GROSS CLAIM 1,084.35
LESS REVENUE:
MEDICARE

OTHER HEALTH COVERAGE
DTHER REVENUE

TOTAL REVENUE DEDUCTED 0.00 0.00 0.00
NET PROGRAM CLAIM 1.084.35
Use C age 2 if contract has more than three programs. Total Net Pregram Claim: 1.084.35

Fotal of All Pages)

| Less Cash Advance Reimbursement: |

o ¢ Due: [osaze]
I hereby attest that the this and reflects the costs incurred and revenue generated in the performance of the
as stated in the conlract against which this claim is being made.
Si it Date:
{must match CBO Signature Authorization form on file with ACBHD] R

Behavioral Health

Printed Name: Title: ‘ ’ Department
Alameda County Health

Reuv. 6126125




Submit Claims to Accounts Payable (AP)- ACBHD

- Reminder-This is a restructured process between:
o Accounts Payable (AP) - ACBHD
o Disbursement Division — Alameda County Auditor — Controller’s office

Submit claims/questions to the AP Unit at:
CBOPayment@acgov.org
o Always copy your fiscal contract manager

- CalWORKS/Grant program invoices due — 10 Days after end of service month, or by earlier
Grant deadline if communicated by ACBHD

- Templates, we will follow up with a communication around how to receive Provider Claim
templates.

- Currentinsurance on file; Exhibit C must be current, or there will be an issue getting your
voucher processed.

Behavioral Health
“ ’) Department

Alameda Cou
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Reconciling SmartCare Service Data

Invoice Report - Staff Details (My Office)

County of Alameda | 06/21/2023 B Repir Vs o Micuson s -

& https://alameda.smartcarenet.com/AlamedaSmartcareProd/ShowReport. aspx?Reportld=5NjMNplL4yK4%3D&ReportServerld=RUNPkrlID3Q%3D&Staffld=undefined&ReportServerPath=yCyMO1Yx08alwOfFEBIKNGafCwyvZ3k3I8c... &

= ‘SmartCare Q v & & b

Start Date 7/1/2025 T endpate 7/31/2025 iz | | View Report
Program Name  _ ~|
; e H EE Q InVI 4 4 1 [ ¢ Find Next W @) &
11“”1 Depariment " aogust 21, 2028 0840
—— . . epartmen ugust 21, 4
e Invoice Report (My Office) N s et : oty
wkura Roynlds
@ Clinical Data Access Groups ! ;
Q Invoice Report - Practitioner (My Office) e Invoiﬁfl f;plﬁ:utg;fytif:ogeta'l

@ GL Accounts Q Invoice Report - Practitioner (Show) (My Office) [ _

@ MMEF Eligibility Records @ 1rvoice Report -Staf Details (y Office) H "ES e cote oy e e ous v oo

Services (My Office) - List Page =il T EEe

All Services v AllService Statuses Vv Include Do Not Complete »  All Programs Vv Financial Assignment... v ENIRSITE
All Locations ~ Al Procedure Codes v Al Clinician @ Al Service Entry Staff  ¢®  All Service Areas v
County of Alameda | 06/21/2023 Service Id Entered From ¥ Entered To [~ DOS From 08/21/2025 [ ¥ DOSTo 08/21/2025 [ ¥
— /ﬁ Q ﬂ [ ] Include Services created from Claims ~ [_] Only include Services with Add On Codes [ Only show Non-Billable Services Show Only Active Clients
= ‘SmartC *
— a a re - ! Client Name Pe 3 Organizational Hierarchy... o
All Primary Payers v [ Self-Pay Clients @
® e Q SerV|ces|
- O Select: All, All on Page, None
Failure to
H - Client o Charge - q Add On
e Ser\/lCeS (My Ofﬁ Ce) I Name DOS Units (Rate Td) Procedure  Status Clinician Program Location Comment ;:ams;:l:(l; Codes

@ Clinical Data Access Groups

Services (Chent) . es by Pa No data to display

Behavioral Health
“ ’) Department

Alameda County Health
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System Update - SmartCare Service Entry Reminder

Service Month

Service Data Entry

. Due Date
- Smart Care Service Entry July 2024 January 17, 2025
. ) . August 2024 February 7, 2025
FY 24-25 deadlines I September 2024 February 28, 2025
. October 2024 March 21, 2025
- FY 25-26 Standard deadlines o April 11, 2025
Service Month Service Data Entry December 2024 May 2, 2025
Due Date January 2025 May 23, 2025
July 2025 August 31, 2025 February 2025 June 6, 2025
August2025  September 30, 2025 March 2025 June 20, 2025
September2025  October 31, 2025 April 2025 July 4, 2025
October 2025 November 30, 2025 May 2025 Juty 18, 2025
November 2025  December 31, 2025 Ame 0 Sigust %, 20
December 2025 January 31, 2026
January 2026 February 28, 2026
February 2026 March 31, 2026
March 2026 April 30, 2026
April 2026 May 31, 2026
May 2026 June 30, 2026
June 2026 July 31, 2026

Behavioral Health
“ ’) Department

Alameda County Health




Service Errors and Warnings

SmartCare System Setup Requirements for Successful Service Entry

To ensure successful Service Entry in SmartCare, the below factors and requirements should be
validated before you begin to record services. These requirements include:

e Programs (previously known as Reporting Units) must be set up in SmartCare.
e Procedures codes must be setup in SmartCare.

o The Clinical Staff license/degree (previously known as discipline) — will determine
what procedure codes can be selected.

e SmartCare Staff Accounts

o The clinical staff providing the services must have a SmartCare staff account, with
appropriate permissions and be linked to the program.

o The data entry staff entering the services must have a SmartCare staff account and
be linked to the program.

o Clinical Staff must have the correct license/degree for service entry in SmartCare.

NOTE: Staffing license/degree changes for successful service entry can be reported
via the Staff E-form.

e Client Registration and Program Enrollment (formerly known as episodes)
o Clients must be Registered and Enrolled (formerly known as opening an episode) in
the Program(s) you are entering services for.

NOTE: For program updates and/or changes please contact the HIS Support desk for
assistance.

o Clients must have a SmartCare Diagnosis document on file within the program

enrollment period updated with the diagnosis information as it pertains to the
service provided.

Behavioral Health
“ " Department

Alameda County Health




Service Errors and Warnings

Review the Services (My office) list page
daily and address services in error status.
Common Provider errors
- Billing Diagnosis
- Unable to find matching rate
- Authorization required

Ensure your SmartCare staff information is
up to date.

Completing E-forms with accuracy and
completeness.

Common Service Entry Validation Errors

Here are some frequently encountered validation errors during Service Entry and Completion

Processing:

Error Type ID

Service Completion Error and Warning Messages

4401 This procedure requires a clinician to be specified for the service.
4403 Unable to find a matching rate for the selected procedure.
4404 Billing diagnosis required for completing the service
4406 Authorization is required
4407 Auth requested but not approved
4410 Financial information has not been completed for this client.
4411 Duration does not match DateTime In/DateTime Out.
4412 End Date does not equal Start Date.
4413 Duration cannot be negative.
4414 Service Date/Time does not match Time In/Time Out.
11127444 Please enter valid Start Time
11127445 Please enter valid Duration
11127446 Please enter valid End Time
11134507 Pregnancy Indicator is required
11134508 Pregnancy Indicator does not match the value set on the Claim.
11134509 Emergency Indicator cannot be set as "No"
11136057 Pregnancy Indicator cannot be set as "No" or "N/A"
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ACBHD Tools and Resources

- Provider Website: Home, News | ACBH Providers Website (acbhcs.org)
o SmartCare | ACBD Providers Website
o QA Manual

o Staff E-forms for SmartCare and Invoice Report Access

o QA Memos and Notices
o DHCS MedCCC - Library
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https://www.acbhcs.org/providers/Main/Index.htm
https://bhcsproviders.acgov.org/providers/Smartcare/Smartcare.htm
https://bhcsproviders.acgov.org/providers/Smartcare/Smartcare.htm
https://www.acbhcs.org/providers/QA/qa_manual.htm
https://www.acbhcs.org/providers/QA/qa_manual.htm
https://www.acbhcs.org/providers/QA/qa_manual.htm
https://www.acbhcs.org/providers/QA/memos.htm
https://www.acbhcs.org/providers/QA/memos.htm
https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-Library.aspx
https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-Library.aspx
https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-Library.aspx
https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-Library.aspx
https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-Library.aspx

Provider Questions: Other Resources

Responses to Questions and Invoice Report Support
- Presentation and handouts will also be posted online

- MH Office Hours

MH Office Hours
Monday & Wednesday - 3:00pm - 4:00pm
NOTE: Given the demand for SC MHS Office Hours, we will be reducing the sessions to twice a week.
Please click the attached link to join the call.

Click here to join the meeting

Meeting ID: 231 302 352 240
Passcode: Pq5sjp

Download Teams| Join on the web
Or call in (audio only)

+1 415-915-3950,,334618237# United States, San Francisco

(888) 715-8170,,334618237# United States (Toll-free)

- ACBHD Help Desk: HCSASupport@acgov.org

Help Desk Phone #: (510) 567-8181

M —F: 8:30am to 5:00 pm
FAX #: (510) 567-8161
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