COUNTY OF LOS ANGELES
DEPARTMENT OF MENTAL HEALTH
LOCAL MENTAL HEALTH PLAN

. LOS ANGELES COUNTY

AAR: DEPARTMENT OF
5“3 15 MENTAL HEALTH

o 0[pE. recovery. wellbeing.

MEDI-CAL SPECIALTY
MENTAL HEALTH SERVICES
FEE-FOR-SERVICE NETWORK
PROVIDER MANUAL

7™ EDITION
SEPTEMBER 2020



https://lacounty.sharepoint.com/sites/DMH

INTRODUCTION

Los Angeles County Department of Mental Health Local Mental Health Plan (LMHP) was
approved by California Department of Health Care Services (DHCS) to provide, among
other mental health services, specialty mental health services rendered by contracted
credentialed Fee-For-Service mental health professionals to Los Angeles County Medi-
Cal beneficiairies.

These professionals comprise the LMHP network of providers. These individuals and
groups have entered into professional service agreements with the LMHP to support the
LMHP and have made a difference in the lives of residents of Los Angeles County. The
LMHP embraces the “Recovery Model” or person centered and family-driven approach
to treatment. In this model, the client (s) has the right to participate fully in developing their
treatment plan and goals. The Fee-For-Service mental health professional collaborates
with clients in treatment planning, including discharge planning or termination of treatment.

Welcome to the Local Mental Health Plan (LMHP) Provider Network of the Department of
Mental Health for Los Angeles County.

This revised County of Los Angeles Department of Mental Health Local Mental Health
Plan Medi-Cal Specialty Mental Health Services Provider Manual, 7" Edition, September
2020 replaces, in its entirety, the Provider Manual, 6" Edition, December 2018. For your
convenience the Provider Manual is located on the Fee-For-Service website at:
https://dmh.lacounty.gov/pc/cp/ffs/ Under “Manuals and Guides”

As updates, changes and additions to the current manual are required, you will receive
Provider Bulletin publications which will supersede or augment the specified content in the
Provider Manual, 7" Edition, September 2020. It is important to keep abreast of new
Provider Bulletin for new policies, legislations and updated changes in LMHP system
billing changes. The Provider Manual and all subsequent Provider Bulletins have the same
authority as the Medi-Cal Professional Services Agreement which stipulates that providers
shall perform Specialty Mental Health Services in accordance with the terms and
conditions of the legal agreement and the requirements in the LMHP Provider Manual and
Provider Bulletins.

In addition, Network Providers who render Specialty Mental Health Services in an Acute
Inpatient Psychiatric Hospital should refer to the Medi-Cal Fee-For-Service Inpatient
Hospital Provider Manual. This manual can also, be located on the Fee-For-Service
website at: https://dmh.lacounty.gov/pc/cp/ffs/  Under “Manuals and Guides”

We trust that you will find the Provider Manual to be a valuable and useful resource. If
you have any questions, or need additional information please feel free to contact the
Provider Relations Unit at (213) 738-3311.

We look forward to working with you to ensure the delivery of quality Specialty Mental
Health Services to Los Angeles County Medi-Cal beneficiaries.
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Important Phone Numbers

ACCESS Center (800) 854-7771

Patients’ Rights/Beneficiary Services Program (213) 738-4949

Help Desk (213) 351-1335
Individual and Group Provider Contracts (213) 738-2841
Over-Threshold Services (213) 738-4889
Psychological Testing (213) 738-4889
Provider Credentialing (213) 738-2814
Provider Relations Unit (213) 738-3311

CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

Medi-Cal Provider Telephone Service Center

(800) 541-5555

Los ANGELES MEDI-CAL FIELD OFFICE

311 S. Spring St.
P.O. Box 60172, MS 4513
Los Angeles, CA 90060-0172

Call (213) 897-0745
for
Medi-Cal Case Management
Hospital Services Section
Allied Health Services/Appeals
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION | = PURPOSE, PRINCIPLES AND GOALS

PURPOSE

The purpose of the Los Angeles County Department of Mental Health Local Mental Health Plan
(LMHP) is to administer all Medi-Cal and State grant funds for Specialty Mental Health services
that are in compliance with the Health Insurance Portability and Accountability Act (HIPAA), and
designed to ensure availability and accessibility of quality mental health care for Los Angeles
County Medi-Cal beneficiaries. These services include, but are not limited to, mental health
assessment; individual, collateral group and family therapy; mental health services in inpatient,
outpatient, and residential settings; medication support and psychological testing.

The LMHP is responsible for informing fee-for-service network providers of the specialty mental
health services provided by the LMHP, referring Medi-Cal beneficiaries to qualified mental health
network providers, maintaining a HIPAA-compliant information system, providing quality
management services, processing submitted claims, reimbursement, and evaluating clinical
outcomes of mental health services.

PRINCIPLES
The LMHP is governed by the following principles:

e Services are provided to any Medi-Cal eligible individual meeting medical necessity criteria
for specialty mental health services;

¢ Culturally sensitive services are delivered to ethnically diverse populations in the communities
in which they are located;

e Services are client-centered, family-focused and culturally competent;

o Treatment is provided to the greatest extent possible in the individual’s own community and
at the least restrictive but most effective level of care;

e Innovative treatment approaches and clinical practices are utilized to optimize the clinical
outcome;

e Possibilities for relapse are reduced through the identification and coordination of ongoing
mental health services; and

¢ Medi-Cal beneficiary’s treatment preference and selection of a network provider are honored.
GOALS

e Establish working relationships in a public-private partnership with network providers to
provide quality specialty mental health services;

e Maintain a network of skilled and effective network providers selected and retained based on
demonstrated clinical performance;

e Match treatment needs to a network provider with specialized skills to address the needs of
the Medi-Cal beneficiary; and

e Maintain a comprehensive well-managed mental health system to relieve clinical and
symptomatic distress and improve the quality of life for Medi-Cal beneficiaries.

SECTION | PROVIDER MANUAL PAGE1OF 1
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LOCAL MENTAL HEALTH PLAN

SECTION |l = THE PROVIDER NETWORK

The Local Mental Health Plan (LMHP) Provider Network is comprised of licensed mental health
professionals whose scope of practice permits the practice of psychotherapy independently. Network
providers may be psychiatrists (MD/DO), psychologists (PhD/PsyD), licensed clinical social workers
(LCSW), licensed marriage and family therapists (MFT), or registered nurses (RN) who are board
certified with a master’s degree in psychiatric/mental health nursing as a clinical nurse specialist or as
a nurse practitioner. Nurses and Nurse Practitioners must be certified by the American Nurses
Credentialing Center (ANCC) or the American Association of Nurse Practitioners (AANP) in behavioral
health.

All mental health providers must be credentialed and contracted with the LMHP to receive
reimbursement for specialty mental health services provided to Los Angeles County Medi-Cal
beneficiaries. Credentialed providers may contract with the LMHP as an individual provider or render
services as part of a contracted group. A group is comprised of two or more licensed, credentialed
mental health providers. All members of the group must be credetialed by DMH, Intensive Care Division
for either inpatient and/or outpatient services. Sub-contracting is not permiited in this Professional
Service Agreement.

CREDENTIALING

Credentialing is the formal process of collecting and verifying the professional credentials and
gualifications of licensed providers and evaluating them against the standards and requirements
established by the LMHP to determine whether such licensed providers meet these standards and
requirements. Before an LMHP network applicant can be offered a LAC-DMH contract, he or she must
apply for enrollment in the State Medi-Cal program, and be free and clear of any Medi-Cal related
adverse actions.

Network providers are required to re-credential every three years in order to continue to participate in
the LMHP Provider Network. Providers will be sent an email reminder or letter and an application to re-
credential approximately four months prior to the expiration of their credentials. A certified letter with
return receipt will be mailed to the provider if the re-credentialing application is not submitted within a
month of the expiration date

Note: It is the network provider's responsibility to maintain current credentials. A network
provider’s failure to maintain current credentials will result in the termination of
reimbursement privileges for specialty mental health services rendered to Medi-Cal
beneficiaries. Dates of service upon which a network provider has experienced a break
in active credentialing status will not be subject to retroactive reimbursement. Even if a
contract is in place at the time credentials lapse, the contract is considered in default,
and claims will not be reimbursed until the provider’'s credentials are renewed.

APPLICATION

Mental health providers may request a credentialing application by contacting the Provider
Credentialing Unit at (213) 738-2814. Arequest may also be faxed to (213) 487-9658. When requesting
credentialing applications, mental health providers should provide the following information: 1) full
name, discipline, mailing address, and email address (please include a 9 digit zip code); 2) telephone
and fax number(applicants must provide a phone number that would allow direct contact); 3) whether
the requested application is to provide specialty mental health services as an individual or as a group
provider; and 4) if the provider will be providing services within the geographic boundaries of Los
Angeles County. Applicants refer to the geographical Service Area Map (FIGURE A). Applications will
be mailed within 2-3 working days.

SECTION Il PROVIDER MANUAL PAGE 1 0OF 6
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| COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LoCAL MENTAL HEALTH PLAN |

The application packet contains the credentialing application form entitled Application to Participate as
a Provider in the Los Angeles County Department of Mental Health Local Mental Health Plan and all
the necessary information for completing the application requirements (Attachment II).

The following documents are required in addition to the completed credentialing application form:

e General Administration Profile Self-Assessment (Attachment 1)
e Work History
e National Provider Identifier Number

e Psychiatrist are to include a copy of their current Drug Enforcement Agency (DEA) Certificate, a
current curriculum vitae, a Certificate of Professional Liability Insurance, and a Consent To Release
Information To Biller form, if applicable.

e Psychiatrists are to include hospital and clinic priviledges.

e Psychiatrists must be either board certified or board eligible in order to provide services under the
LMHP. Psychiatrists who are not board certified must include a copy of their certificate of completion
of psychiatric residency training.

e Psychologists, LCSWs and MFTs are to include a curriculum vitae, a Certificate of Professional
Liability Insurance, and a Consent To Release Information To Biller form, if applicable.

¢ Clinical nurse specialists and nurse practitioners are to include a curriculum vitae, a Certificate of
Professional Liability Insurance, and a Consent To Release Information To Biller form if applicable.

e Clinical nurse specialists are also to submit proof of graduation from a master’s degree program in
psychiatric/mental health nursing as a clinical nurse specialist or a master’s degree within a scope
of practice that includes psychotherapy.

¢ Nurse practitioners are also to submit a DEA certificate and proof of graduation from a master’s
degree program in psychiatric/mental health nursing as a nurse practitioner (the quality of graduate
program’s curriculum as well as applicant’s experience will be included in the overall decision).

e History of sanctions from patrticipating in Medicare and/or Medicaid/Medi-Cal: providers terminated
from either Medicare or Medi-Cal, or on the Suspended and Ineligible Provider List, may not
participate in the Plan’s provider network. This list is available at: http:/ffiles.medi-
cal.ca.gov/pubsdoco/SandiLanding.asp; and

e History of sanctions or limitations on the provider’s license issued by any state’s agencies or
licensing boards.

All affirmative answers to any professional liability or attestation questions on pages five through seven
of the application require a detailed explanation including supporting documents from the court(s) or
attorney(s). Documentation from the appropriate licensing board is required if disciplinary action has
been taken, or is pending, against a provider. Applicants will also be required to attest that they have
downloaded and read the LMHP Provider Manual. The manual can be downloaded at:
https://dmh.lacounty.qgov/pc/cp/ffs/ Under “Manuals and Guides”

GROUP APPLICATION

Group network providers must include two or more credentialed mental health providers. A group
provider may request a Group Network Provider Application form (Attachment Ill) by contacting the
Provider Credentialing Unit at (213) 738-2814. A request may also be faxed to (213) 487-9658. The
following information will be required on the group application:

¢ The name and address of the group;

e The group Medi-Cal provider and NPl numbers;
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o The names of the rendering providers in the group and their Medi-Cal provider and NPl numbers;
and

e The name of the person in the group authorized to enter into legal agreements on behalf of the
group.

To add new group members after the group has been contracted, submit a Group Network Provider
Application form and include page 3 of the application with an updated list of the group members.

The completed application form for individual and group providers, including all the required documents,
is to be submitted via mail or fax to:
Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Note: The County shall not be responsible to provide or arrange and pay for Specialty
Mental Health Services provided by Federally Qualified Health Centers, Indian
Health Centers, or Rural Health Centers.

ATTESTATION

For all network providers who deliver covered services, each provider’s application to contract with the
Plan must include a signed and dated statement attesting to the following:

1. Any limitations or inabilities that affect the provider's ability to perform any of the position’s
essential functions, with or without accommodation;

A history of loss of license or felony conviction;

A history of loss or limitation of priveleges or disciplinary activity;

A lack of present illegal drug use; and

The application’s accuracy and completeness.

abrwn

CONTRACT WITH THE LMHP

After completion of credentialing, the Contracts Development and Administration Division (CDAD) will
send credentialed individual providers an individual provider legal agreement. The agreement is to be
signed and returned to CDAD for processing with all the required documents.

Group providers will be sent a group provider legal agreement, which must be signed by the legally
authorized representative of the group. Only individuals listed in the group agreement shall render
services to Medi-Cal beneficiaries. Substituting other providers in-lieu of those who have resigned
violates the group provider agreement. Instead, add a new group member by submitting a Group
Network Provider Application form and include page 3 of the application with an updated list of the group
members.

When contract processing is successfully completed the individual or group provider will be sent a
signed, dated, executed legal agreement signed by the Director of the Department (Refer to Attachment
IV: FFS2 Contract Workflow).

Note: Reimbursement may only occur after the legal agreement is executed and only
for specialty mental health services delivered on or after the effective date of the
legal agreement. Retroactive reimbursement for services delivered prior to the
completion of an executed contract will not be authorized.
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CREDENTIALING POLICIES AND PROCEDURES

Credentialing policies and procedures are included at the end of this section to provide detail regarding
credentialing, re-credentialing, due process requirements for the limitation and termination of a
provider’s privileges and a provider’s right to an independent review of any decisions to deny or restrict
participation in the Provider Network (Refer to Attachments V to VIII).

CREDENTIALING REVIEW COMMITTEE

The purpose of the LMHP Credentialing Review Committee (CRC) is to ensure that the initial and
ongoing credentials of the applicants and Network Providers are evaluated and maintained in
accordance with the credentialing standards established by the LMHP.

New Applicants and existing Network Providers may be referred to the CRC according to established
criteria. The CRC shall review cause for concern and recommend action to the Intensive Care
Division’s Medical Director. Network Providers shall be notified and due process shall be given for
any recommended adverse action.

NATIONAL PROVIDER IDENTIFICATION AND TAXONOMY

As of 2008, all providers are required to obtain a National Provider Identifier (NPI) prior to applying to
the LMHP. Providers who do not have a NPI will be unable to receive reimbursement for specialty
mental health services. To apply to a National Provider Identifier, go to the National Provider and Plan
Enumeration System (NPPES) website at:
https://nppes.cms.hhs.gov/INPPES/StaticForward.do?forward=static.npistart

During the process of obtaining a NPI, providers will need to submit a taxonomy which is related to the
license or certification they possess. It is necessary to ensure that all licensure and certification properly
reflect eligibility to render specialty mental health services.

The following taxonomies are applicable to Fee-for-Service Network Providers:

Discipline Taxonomy
M.D. / D.O. 2084P0800X
Ph.D. / PsyD 103TCO0700X
L.C.S.W. 1041C0700X
M. F.T. 106HO0000X
R.N. 163WP0808X
N.P. 363LP0808X
CNS (child) 364SP0807X
CNS (adult) 364SP0809X

INDIVIDUAL VS. INCORPORATION PROVIDERS

Individual providers are considered sole practitioners whom shall have a Type | NPI in the NPPES
system, and a contract and credentialing application stating as such. Incorporations are considered
sole practitioners; however, they must have a Type | and Type Il NPI in the NPEES system, as well as,
a contract and credentialing application stating they are to be recognized as an incorporated entity.
Even though a provider has a Type | and Type Il NPl in NPPES, if they have not contracted with DMH
and the LMHP as an incorporation, they will still be considered as an individual provider.
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REGISTRATION AS A COUNTY OF LOS ANGELES VENDOR

All newly contracted individual and group network providers who provide a Federal Tax ID Number to
the LMHP must register with the County of Los Angeles as a vendor in order to receive payments.

Registration as a vendor may be completed online via the internet by accessing the County of Los
Angeles homepage and vendor registration website address at: http://camisvr.co.la.ca.us.webven/.

Provider Vendor information must be correct and current in order to continue to receive payments.
Contact ISD Vendor Relations at (213) 267-2725 or (213) 323-881-3613 if assistance is needed to
modify the information in the system.

ON-LINE VENDOR REGISTRATION REQUIREMENT

In order to receive payments, network providers who have contracted with the LMHP using a Federal
Employment Identification Number (FEIN) are required to register as a vendor with the County of Los
Angeles, Internal Services Department (ISD) at the following website address:
http://camisvr.co.la.ca.us/webven/.

Do not register as a vendor if the network provider contracted with the LMHP using a social security
number only and did not provide a FEIN. It is recommended that network providers confirm in the
system, via the “Vendor Search” link, whether a registration has already been completed before starting
the registration process. Registrants should also be prepared to enter the network provider's FEIN.

Click on the “New Registration” link at the website listed above. Enter Your FEIN or SSN to
begin the process.

Note: The network provider's name and address must be exactly the same as the billing
address used on their credentialing application and contract to avoid
reimbursement delays. In the event that a change of billing address becomes
necessary, network providers must also update their ISD vendor registration by
selecting “Change Registration” at the website listed above in a timely manner to
avoid reimbursement delays.

Please contact ISD Vendor Relations at (323) 267-2725 or (323) 881-3613 for questions regarding
vendor registration.

CHANGES IN PROVIDER STATUS AND CONTACT INFORMATION

It is very important to advise the LMHP of any changes that would affect a network provider’s contract
or ability to receive payment, such as changes in name; a request to terminate the contract; a change
in corporate status; changes in mailing, billing or service location addresses; or changes in required
insurance coverage. The Contractor Address form (Attachment 1X) is to be completed to report
address changes: http://lacdmh.lacounty.gov/hipaa/documents/ATTACHMENTX-
ContractorAddressForm2018-10-04NG _Rev20181106.pdf

Submit all changes via mail to:
Department of Mental Health
Contracts Development and Administration Division
550 S. Vermont Ave., 5" Floor
Los Angeles, CA 90020
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CONTRACT TERMINATION

When the Network provider’'s contract is terminated, the provider is responsible for notifying current
clients in writing that they are no longer a Medi-Cal provider in the LMHP Provider Network effective
the date of contract termination. The Provider shall make a good faith effort to give written notice of
termination of a contract within 15 calendar days after the termination date, to each beneficiary who
was seen on a regular basis (42 C.F.R. Section 438.10 (f)(1)). The notification letter is to advise clients
they may contact the ACCESS Center or the Patients’ Rights Office to receive referrals to other LMHP
network providers, directly operated providers or contract providers. Network providers may elect to
utilize the Sample Beneficiary Notification Letter (Refer to Attachment X).

If the network provider is rendering services in an acute hospital setting (POS 21)(POS 51) that
require a TAR, and the provider is no longer under contract with the MHP or credentialed then the
provider shall notify the hospital’s Medical Executive Committee of this status.

The network provider is to send one copy of the client notification letter and a list of clients that were
sent the notification letter to:

Department of Mental Health
Patients’ Rights Office
550 S. Vermont Ave., 6th Floor
Los Angeles, CA 90020

SECTION Il PROVIDER MANUAL PAGE 6 OF 6
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COUNTY OF LOS ANGELES- DEPARTMENT OF MENTAL HEALTH

The General Administrative Profile is a mandatory self-assessment tool sent to the Network
Providers triennially. Network providers are to utilize these tools to review their administrative
procedures and clinical practices to evaluate compliance with the LMHP legal agreement and
Medi-Cal requirements. Please complete this assessment in its entirety and submit it with
your application.

Note: Information on the Self-Assessment Tool will be verified during the biennial chart review.

GENERAL ADMINISTRATIVE PROFILE
Self-Assessment

Individual and Group Network Providers
Page 1 of 8

PROVIDER INFORMATION

Provider Name:
Provider Discipline: (Ivp, [po, [phD, [psyD, []JLcsw, [JMFT, [INP, LICNS
Provider License/Certification Number:

Provider Medi-Cal Number:
Provider's LMHP Status: [ ] Individual Contract [ ] Group Contract

Primary Office Address:

Is this a []private residence, or [Joffice building?

Phone Number: Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [ ] Adults, [] Older Adults (65+)

Secondary Office Address:

Is this a []private residence, or  [Joffice building?

Phone Number: Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [] Adults, [] Older Adults (65+)

Tertiary Office Address:

Is this a []private residence, or [office building?

Phone Number:

Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [ ] Adults, [] Older Adults (65+)

(Attach additional addresses if more than three. Please complete the succeeding pages of this assessment
separately for each of the addresses.)

Name of Individual Completing Form: Date Completed:

No Outpatient Services Provided D




A.

ADMINISTRATION

1.

PHYSICAL ENVIRONMENT

a.

Is your office maintained in a manner that provides
for the physical safety of beneficiaries, visitors and
personnel?

Is your office clean, sanitary and in good repair?

Does your office meet federal requirements of the
Americans with Disability Act? Does it have:

1) Ramps for accessibility?
2) Bathrooms that can accommodate wheelchairs?
3) Handicapped parking?

ADMINISTRATIVE PROCEDURES

a.

In accordance with your contract, are you aware of the
provisions of Article 9, Chapter 4, Section 6150 of the
Business and Professions Code related to Unlawful
Solicitation?

Do you maintain a Drug-Free workplace?
Do you maintain a smoke-free workplace?

In accordance with your contract, are you knowledgeable
about the child, dependent adult and elder abuse reporting
laws and the reporting requirements?

In accordance with your contract, do you ensure there
is no evidence of discrimination on the basis of ethnic
group identification, race, creed, religion, age, sex, or
physical and mental disability in the provision of
services to clients?

Do you maintain appropriate Health Insurance Portability
and Accountability (HIPAA) policies, including:

1) Informing clients about HIPAA upon admission;

2) Use and Disclosure of Protected Health Information
Requiring Authorization;

3) Use and Disclosure of Protected Health Information
(PHI) without Authorization;

4) Clients Right to Access Protected Health Information.

Do you inform clients about the need for an Advance Health
Care Directive?

CONFIDENTIALITY

a.

Are beneficiary records accessible only to authorized
personnel?

Describe how you protect the confidentiality of client records
and govern the disclosure of information in the records.
(W&I Code 5328; Calif. MH Confidentiality Laws; Title 22)
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Are you taking necessary steps to ensure the continuous
security of all computerized data systems containing PHI

Have you educated and/or trained all your office staff on
maintaining beneficiary confidentiality at all times?

1. MAINTENANCE OF RECORDS

a. Where are clinical records maintained?

b. Do you fulfill your responsibility to safeguard and
protect clients records against loss, unauthorized alteration
or disclosure of information?

c. Are you in compliance with the following consent
standards stipulated in the current Medi-Cal Specialty
Mental Health Services Provider Manual?

1) A signed Consent for Services is obtained at first

contact with beneficiary

2) An appropriately executed Consent of Minor is

obtained at first contact with a beneficiary who is a minor.

3) A signed Informed Consent for Psychotropic

4)

Medication is obtained from the beneficiary when
prescribing psychotropic medication.

A signed Authorization to Release Information is

obtained from the beneficiary as to what information

is released from the beneficiary's record.

d. Are you in compliance with the minimum requirement of
clinical records/documentation standards stipulated in

the Medi-Cal Specialty Mental Health Services Provider Manual?

1)

Are clinical records retained at least ten (10)
years from the time of discharge for clients who
are at least eighteen years of age or legally
emancipated at the time of discharge?

2) Are records that have audit or legal action pending retained

2)

three (3) years after the issues have been settled or ten (10)
years from the date of discharge, whichever is longer?

If the client is a minor or not legally emancipated
at the time of discharge, are clinical records
retained at least one year after such minor has
reached the age of 18, but never less than
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ten (10) years?
ACCESS/AUTHORIZATION
1. How many Medi-Cal clients were referred to you last Fiscal
Year, either through a DMH directly operated or contracted
agency?
2. Of this number, how many were you able to serve?
3. Are you familiar with the DMH directly operated or contracted
agencies in the area(s) where you practice?
Yes [INo
e |dentify the Mental Health agencies you communicate/coordinate
with the most frequently. OYes [No
4. Describe the type of relationship you have with the mental
health agencies in your area(s).
NOTIFICATION
Was a NOABD received by you from the LMHP of limited, denied,
reduced, suspended modified termination services [lYes [INo
1. Are notices informing beneficiaries of their access to specialty
mental health services and the LMHP complaint and grievance
procedures posted in an area in ready view of the beneficiaries? “Yes  [No
Are Patients’ Rights brochures in appropriate languages? “Yes  No
3. Are Patients’ Rights brochures in the appropriate
languages, displayed in an area in ready view of the “Yes  [No
beneficiaries?
4. Are Grievance, Appeal Procedures-and State Fair Hearing
pamphlets in appropriate languages? COYes [No
5. Are Grievance Appeal Procedure and State Fair Hearing
pamphlets in appropriate languages, displayed in an area
in ready view of the beneficiaries? COYes [INo
6. Do you provide a copy of the Beneficiary Booklet
(Informing Material) to the beneficiaries upon first
receiving Specialty Mental Health Services and upon
request? OYes ONo
CLIENT INFORMATION (FOR MEDI-CAL CLIENTS SEEN THROUGH YOUR
CONTRACT WITH THE DEPARTMENT OF MENTAL HEALTH ONLY)
Primary Secondary Tertiary

Location Location Location



9)

10)

11)

Indicate the total number of cases
presently open at each of your
provider locations
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How many clients are dually diagnosed,
substance abuse/mentally ill?

How many clients are dually diagnosed,
intellectual disability?

How many clients are wards or
dependents of the courts?

How many forensic clients are part of
your caseload?

Please provide the following specific
client data
¢ The ethnicity
percentages of clients at
each provider location.

1) Caucasian

2) Hispanic

3) African-American

4) Asian/Pacific Islander

5) Native American

6) Other (Please specify)

Primary Secondary
Location Location

What is the age range of the clients
you serve?

Tertiary
Location

How many clients do you refer to
an emergency room each month for
psychiatric hospitalization?

Are beneficiary telephone numbers and

addresses updated when there is a change? U Yes L[INo
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Credentialing Application Instructions
Individual providers and group rendering providers are licensed or certified (registered nurses only) to practice

psychotherapy independently and must be credentialed by the Local Mental Health Plan (LMHP). Non-psychiatric
physicians may not be credentialed with the LMHP.

e Credentials will be renewed every three years.

e The credentialing application must be typed or printed legibly.

e Applicants must provide a phone number and an email address that allows direct contact.

e All providers must report their DUNS (Dun & Bradstreet) number, which uniquely identifies providers
in the claims submission processing. The following website allows you to register for the DUNS

number: http://www.sba.gov/content/getting-d-u-n-s-number . In addition to including your DUNS
number in the application, please submit your DUNS number via email to CPTT@dmh.lacounty.gov.

e Visit the National Plan & Provider Enumeration System (NPPES) website
https://nppes.cms.hhs.gov/INPPES/Welcome.do and ensure your primary taxonomy matches
your discipline, as illustrated in the following chart and include a copy of your NPI Registry (required

document).

Discipline Taxonomy
M.D./D.O. 2084P0800X
Ph.D. / PsyD 103TCO700X
L.C.S.W. 1041C0700X
M. F.T. 106HO0000X
R.N. 163WP0808X
N.P. 363LP0808X
CNS (child) 364SP0807X
CNS (adult) 364SP0809X

e The provider application must be completed in its entirety.

o |f the answer to any professional liability question is “yes”, provide full details on an attached separate
sheet and include all pertinent documents from the court and/or attorneys.

o |If the answer to any attestation question is “yes”, provide full details on an attached separate sheet.
Documentation is required from the professional licensing board if any action has been taken against your
license. Additionally, documentation is required from Medi-Cal or Medi-Caid authorizing final disposition
on any adverse actions.

e Psychiatrists are to include a copy of their current Drug Enforcement Agency (DEA) certificates, a current
curriculum vitae, copies of their Medical Degrees, a Certificate of Professional Liability Insurance, a
completed Consent to Release Information to a Biller form (if applicable) and a completed Rendering
Provider form. Psychiatrists must be either board certified or board eligible in order to provider services
under the LMHP. Psychiatrists who are not board certified must include a copy of their certificate of
completion of psychiatric residency training.

e Psychologists, LCSWs and MFTs are to include a curriculum vitae, copies of applicable Graduate
Degrees, a Certificate of Professional Liability Insurance, a completed Consent to Release Information to
a Biller form (if applicable) and a completed Rendering Provider form.



http://www.sba.gov/content/getting-d-u-n-s-number
mailto:to_CPTT@dmh.lacounty.gov
mailto:CPTT@dmh.lacounty.gov
https://nppes.cms.hhs.gov/NPPES/Welcome.do
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o Clinical nurse specialists and nurse practitioners are to include a curriculum vitae, a Certificate of Professional
Liability Insurance, Proof of ANCC or AANP certification in behavioral health, a completed Consent to
Release Information to a Biller form (if applicable) and a completed Rendering Provider form. Clinical nurse
specialists are to submit proof of graduation from a master’s degree in psychiatric/mental health nursing as a
clinical nurse specialist. Nurse practitioners are to submit proof of graduation from a master’s degree program
in psychiatric/mental health nursing as a nurse practitioner and a DEA certificate.

e Required documents to initiate the credentialing process:
o Proof of Malpractice Insurance Liability Requirements:

$1,000,000 per Occurrence and $3,000,000 Aggregate

o W-9 Form, Articles of Incorporation (if incorporated), Fictitious Business Name Statement (if Doing
Business As)

e The Credentialing Unit will query the following websites to confirm licensure/certification, and obtain
information regarding limitations or sanctions and malpractice claims.
State licensing boards and Medical Specialty Boards

National Provider Data Bank and Healthcare Integrity and Protection Data Bank
Office of the Inspector General exclusion list
Department of Health Care Services Medicaid/Medicare Suspended and Excluded List

o O O O

Please mail or fax the completed application with the required documents to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Avenue, Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Credentialing Unit Telephone Numbers: (213) 738-2814

Helpful Resource Links:

1) National Plan and Provider Enumeration System (NPPES)
https://nppes.cms.hhs.gov/NPPES/Welcome.do

2) D&B D-U-N-S® Number http://www.dnb.com/duns-number.html|

3) Los Angeles County Vendor Registration (WEBVEN) http://camisvr.co.la.ca.us/webven

4) Enter address to look up the full address with the 9-digit ZIP Code™
https://tools.usps.com/go/ZipLookupAction!input.action or http://www.unitedstateszipcodes.org/

5) LA County District Locator for Service Areas and Supervisorial District

http://qgis.lacounty.gov/districtlocator/



https://nppes.cms.hhs.gov/NPPES/Welcome.do
http://www.dnb.com/duns-number.html
http://camisvr.co.la.ca.us/webven
http://www.unitedstateszipcodes.org/
http://gis.lacounty.gov/districtlocator/
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Application to Participate as a Provider in the
Los Angeles County Department of Mental Health
Local Mental Health Plan

PROVIDER INFORMATION

Last Name: First Name: Middle Initial:
Gender: Birth date: Ethnicity: Degree:

Social Security Number: Direct Contact Phone Number:

Fax Number: Email Address (required):

National Provider Identifier (NPI):
https://nppes.cms.hhs.gov/NPPES/Welcome.do __ Please attach a copy of your NPl number

Medicare Number:
Explanation if no Medicare Number:
O Opted out
O Excluded
O Other (explain):

DMH Medi-Cal Provider Billing Number (FFS 2 Provider #):

Is /are there any other name(s) under which you have been known?
Name(s):

DMH Office Use Only Performed by Date Reviewed by Date

Application completed w/ req. docs

Credentials verified

Contract/Amendment requested

Contract/Amendment executed



https://nppes.cms.hhs.gov/NPPES/Welcome.do
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PRACTICE INFORMATION

INDIVIDUAL PRACTICE INFORMATION
Only one of the listed Individual Practices is acceptable. Attach a copy of the IRS Form W-9

O Individual Practice as a sole proprietor under individual name.
O Individual Practice and doing business as (DBA); attach a copy of Fictitious Business Name Statement

Business name:

NPI Organization Number of the business:

O Individual Practice and incorporated; attach a copy of Articles of Incorporation

Corporation name:

NPI Organization Number of the corporation:

Federal Tax Identification Number (EIN) of DBA/corporation :

Name Affiliated with the above EIN :

For Services Reimbursement purposes:

Data Universal Numbering System (DUNS) number:
http://www.sba.gov/content/getting-d-u-n-s-number

LA County Vendor Registration Number (WEBVEN or ECAPS) number:
http://camisvr.co.la.ca.us/webven

GROUP PRACTICE INFORMATION

O Group Practice as a member of a group.

Name of the Group:

NPI Organization Number of the Group:

DMH Contract Number of the Group (only completed by existing contracted groups):

Federal Tax ldentification Number (EIN) of the Group :

Name Affiliated with the above group EIN :
OTHER PRACTICE

Are you currently a County of Los Angeles employee? O Yes O No
If the answer is yes, please provide the following information: O Full-time O Part-time 0O Consultant

Name of Department:

Work Location:

Position:

Job Responsibilities:



http://camisvr.co.la.ca.us/webven
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MAILING ADDRESS: Address to which all official notices will be sent. Address must match the NPI Registry.

Street: Suite Number: Post Office Box Number:

City: State: 9 Digit Zip Code (required):
http://www.unitedstateszipcodes.org/

Phone: Fax Number: Email Address (required):

PRACTICE LOCATIONS and ASSOCIATED BILLING INFORMATION: Practice location address will be

listed in the LMHP Directory of Network Provider).

PRIMARY PRACTICE LOCATION (must match the NPI Reqistry) Suite Number:
Street:
City: State: 9 Digit Zip Code (required):
Phone: Fax Number: Is this office wheelchair accessible?
O Yes O No

Medi-Cal Provider Billing Number:

NPI number associated to this primary practice location address on NPI registry:

Service Area (Circleone): 1 2 3 45 6 7 8 Other Supervisorial District (Circleone): 1 2 3 4 5
http://gis.lacounty.gov/districtlocator/
OTHER PRACTICE LOCATION (if any) Suite Number:
Street:
City: State: 9 Digit Zip Code (required):
Phone: Fax: Is this office wheelchair accessible?
O Yes O No
Service Area (Circleone): 1 2 3 45 6 7 8 Other Supervisorial District (Circleone): 1 2 3 4 5

PAY TO ADDRESS: Reimbursements will be mailed to this address and must match the IRS Form W-9

Street: Suite Number: | Post Office Box Number:

City: State: 9-digit Zip Code (required):

Phone: Fax Number: Contact Person (please print): | Billing E-Mail Address (required):



http://www.unitedstateszipcodes.org/
http://gis.lacounty.gov/districtlocator/
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PROFESSIONAL EDUCATION
. oL From To
Educational Institution Degree
2 (mmlyy) (mmlyy)
Graduate School/ Institution:
Medical School Address:

City, State, Zip:

Internship Institution:
(for MD and DO only)
Address:

City, State, Zip:

Residency Institution:
(for MD and DO only)
Address:

City, State, Zip:

Fellowship Institution:
(for MD and DO only)
Address:

City, State, Zip:

If you are an international medical school graduate, are you certified by the Education Commission for Foreign Medical
Graduates (ECFMG)? O Yes O No

For Non-Board Certified Physicians please include Residency completion Certificate
PROFESSIONAL LICENSE (S):

Include a copy of your license(s) with your application materials

Specify Active

State .
or Inactive

Licensing Board Name License Number Expiration Date

DEA CERTIFICATE: M.D.s’/D.O.’s/Nurse Practitioners

Include a copy of your current certificate with your application materials

DEA Certificate Number: Expiration Date:
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BOARD CERTIFICATION: M.D.’s/D.0./CNS

Name of Board Certification Date

Expiration Date (If Applicable)

HOSPITAL PRIVILEGES: List all hospitals at which you have privileges

Hospital City

Appointment Date

Board and Care

BOARD AND CARE FACILITIES: List all facilities at which you provide services

City

Insurance Carrier

Per claim amount Aggregate amount

PROFESSIONAL LIABILITY COVERAGE:

Expiration Date

Please answer either “yes” or “no” after each question. If you answer “yes” to any question, please provide a
detailed explanation on a separate sheet. Documentation is required if you have any malpractice actions pending
or settled within the past 7 years. Documentation must be from an attorney or entity that issued the judgment.

Have you ever been denied professional liability insurance? O Yes O No
Has your professional liability insurance ever been canceled, denied renewal O Yes O No
or subject to restriction (e.g. reduced limits, surcharged)?

Within the past seven years have you been a party to any malpractice actions? O Yes O No
Within the past seven years has any malpractice action been settled or has O Yes O No
there been an unfavorable judgment(s) against you in a malpractice action?

To your knowledge, is any malpractice action against you currently pending? O Yes O No
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ATTESTATION QUESTIONS:

Please answer “yes” or “no” after each question. If you answer yes to any question, please provide a detailed explanation on a separate
sheet. Documentation is required from the professional licensing board if any action has been taken against your license.
LICENSURE

1. Has your professional license in any state ever been limited, suspended, revoked or subjected to probationary conditions or

have proceedings toward any of those ends ever been instituted against you?.........ccccoeeervieenrnennne O Yes 0O No
a. Have you ever voluntarily surrendered your ICEBNSE?.........cvviiiiieiiiiiiiie e esveee e O Yes O No
b. Are formal charges pending against you at this time?........ccoiiiiiiiiiiiiiin e O Yes O No

HOSPITAL PRIVILEGES AND OTHER AFFILIATIONS

2. Have you ever had an application for membership or privileges at a hospital or other health care facility denied,
granted with limitations, suspended, revoked, not renewed or subjected to probationary conditions or have
proceedings toward any of those ends ever been instituted against you, or ever been recommended by a standing medical
staff committee or governing board of a hospital, other health care facility or any medical organization?
............................................................................................................... O Yes 0O No

3. Have you ever voluntarily or involuntarily relinquished a medical staff membership, your clinical privileges, a professional
license, or a narcotics permit under threat of disciplinary action, threat of censure, restriction suspension or revocation of
SUCKH PIIVIIEOES 2.ttt et et h et e b e bt e et e e et e e ebeenbeeanenreene O Yes O No

4. Have you ever been terminated for cause or not renewed for cause from participation, or been subject to any disciplinary
action, by any managed care organizations (including HMOs, PPOs, or provider organizations such as

| o o @ 1S PP RUUPTOTRRPTRON O Yes O No
5. Have your medical staff membership, your clinical privileges, a professional license, or a narcotics permit ever been limited
or subjected to disciplinary action of any Kind?.........c.cccooiiiiiiiiiii e O Yes O No

6. Areyou currently being investigated or have you ever been sanctioned, reprimanded, or cautioned by a military hospital, or
agency, or voluntarily terminated or resigned while under investigation or in exchange for no investigation by a hospital or
healthcare facility of any military @geNCY? ..uuviuiiiiiiiieiiiiirr e O Yes O No

7. Areyou currently the subject of any investigation by any hospital, licensing authority, DEA, or CDS authorizing entities,
education or training program, Medicare or Medicaid program, or any other private, federal or state health program or a
defendant in any civil action that is reasonably related to your qualifications, competence, functions, or duties as
a medical professional for alleged fraud, an act of violence, child abuse or a sexual offense or
SEXUAI MISCONAUCT? ..ttt a et e e ekt e e ekt e et e e ab bt e e st et e e e e enbe e e e e abneeesnnneas O Yes 0O No

8. Has your membership or fellowship in any local, county, state, regional, national, or international professional organization
ever be revoked, denied, reduced, limited, subjected to probationary conditions, or not renewed, or is any such action
PENAING . bbb et bbb e a e e e e bbb s O Yes 0O No

EDUCATION, TRAINING AND BOARD CERTIFICATION
9. Have you ever surrendered, voluntarily withdrawn, or been requested or compelled to relinquish your status
as a student in good standing in any internship, residency, fellowship, preceptorship, or other clinical
EAUCALION PIOGIAM ..ttt s h e e b e s e b e s e b e e e s e e e s b b e e sb b b e s b e e e bb e s sha e e s s e s abe e e sabeesaes O Yes O No
10. Has your specialty board certification or eligibility ever been limited, suspended, revoked, denied, relinquished,
not renewed, or reduced or subjected to probationary conditions, or have proceedings toward any of those ends ever
been instituted? (MD/DO ONIY).uiuuiuiiuiiiiiiiiiaiii s eaas O Yes O No

DEA OR STATE CONTROLLED SUBSTANCE REGISTRATION
11. Has your DEA certificate or any other controlled substances authorization, ever been suspended, revoked, limited,
denied renewal, or have any proceedings toward any of those ends ever been
instituted against you?( M.D./D.O./ Nurse Practitioners only)......ceeviieiiuieiineninniinsnsnnsnnnn O Yes O No

MEDICARE, MEDICAID OR OTHER GOVERNMENTAL PARTICIPATION
12. Do you have any pending disciplinary action, or are you currently sanctioned, expelled, or suspended from any federally

funded programs, including but not limited to, Medi-Cal, or MediCare?.........cccccvvivieeinieeeiiiiiie e O Yes O No
13. Have you ever been fined, had an arrangement suspended, been expelled from participation or had criminal charges brought
against you by Medicare 0r MEAICAIA?.........uvii ittt s e e e e e nneeee O Yes 0O No

14. Have you ever been sanctioned, expelled, suspended from, or had criminal charges brought against you by any federally
funded programs, including but not limited to, Medi-Cal, or Medicare?........ccccuveeiieeeeiiiiiee e O Yes O No
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PROFESSIONAL LIABILITY INSURANCE INFORMATION AND CLAIMS HISTORY
15. Has your professional liability insurance ever been terminated, or not renewed, restricted, or modified (e.g. reduced limits,
restricted coverage, surcharged), or have you ever been denied professional liability insurance, or has any professional
liability carrier provided you with written notice of any intent to deny, cancel, not renew, or limit your liability insurance or its
coverage Of any ProCEAUINE? uveieiiirarrreirarrarereararararasassasararasnsnssasarasasasnnsnsas O Yes O No

MALPRACTICE CLAIMS HISTORY
16. To your knowledge, has information pertaining to you ever been reported to the National Practitioner Data bank or Healthcare

Integrity and Protection Data BanK?........co ittt s et s O Yes O No
17. Has any malpractice lawsuit and/or arbitration been filed against you in the last 10 years?.............. O Yes O No
18. To your knowledge, do you have any pending malpractice suite, arbitrations or judgments?......... O Yes O No

CRIMINAL/CIVIL HISTORY
19. Have you ever been court-martialed for actions related to your duties as a medical professional?(M.D./D.O./N.P.s only)

........................................................................................................................ O Yes 0O No

20. Have you ever been a subject of charges related to moral or ethical turpitude?..........cccoccvviviniennnns O Yes O No

21. Have you ever been convicted of any crime, other than a traffic violation, or pled nolo contendere? O Yes 0O No

22. Have you ever received sanctions from or are you currently the subject of investigation by any regulatory agencies (e.g. CLIA,
(015 1N o PSR O Yes 0O No

23. Have you ever been convicted of, pled guilty to, pled nolo contendere to, sanctioned, reprimanded, restricted, disciplined or
resigned in exchange for no investigation or adverse action within the last 10 years for sexual harassment or other illegal
VT oTo] o [Tt o TP P TSSOSO PP PPRTOUPP PRSP O Yes O No

ABILITY TO PERFORM JOB

24. Do you have a history of alcohol and/or chemical dependency/substance abuse?........ccccccccvvvvrnunnnn.. O Yes O No

25. Do you have a current problem with alcohol and/or chemical dependency/substance abuse?....... O Yes 0O No

26. Do you use any chemical substances that would in any way impair or limit your ability to practice medicine and perform the
functions of your job with reasonable skill and safety?........cccceiiieii i O Yes 0O No

27. Do you have any physical or mental impairment which would render you unable, with or without reasonable accommodations,
to provide professional services within your areas of practice, without posing a direct threat to the health and safety of
(0] (g 1] €3 T PTP U O PP UPPPRPOPRON O Yes O No

28. Areyou able to perform all the services required by your agreement with, or professional bylaws of, the Healthcare
Organization to which you are applying, with or without reasonable accommodations, according to accepted standards of
professional performance and without posing a direct threat to the safety of patients?.................... O Yes 0O No

PRIOR LOS ANGELES COUNTY EMPLOYMENT

29. Have you ever been employed in any capacity by Los Angeles County?......ccccooovveiiiiieenniiieensiieneenns O Yes 0O No
30. If yes, were you terminated of did you resign because of a performance issue or in the midst of any kind of
[V 2= o = 4 o USRS O Yes O No

I do hereby certify that the information contained in this application is accurate and complete to the best of my knowledge and belief. |
fully understand that any misstatement in or omission from this application constitutes cause for denial of credentialing and
enrollment as a network provider in the County of Los Angeles Department of Mental Health Local Mental Health Plan (LMHP). | agree
to notify the LMHP promptly if there are any material changes in the information provided in this application.

| authorize the LMHP to consult orally, electronically, and in writing with the state licensing board(s), the American Medical
Association, the National Technical Information Service, educational institutions, malpractice insurance carriers, specialty boards,
Educational Commission for Foreign Medical Graduates, hospitals, the National Practitioner Data Bank, the Healthcare Integrity and
Protection Data Bank, and any other person or entity from whom/which information may be needed to complete the credentialing
process or to obtain and verify information concerning my professional competence and qualifications. Applicants are hereby
advised that the LMHP participates in the National Practitioner Data Bank, The Office of the inspector General, California Licensing
Boards, American Board of Medical Specialties, and the Department of Health Care Services Medi-Cal Suspended and ineligible
Provider list, and the Healthcare Integrity and Protection Data Bank. Applicants acknowledge that adverse actions taken by the LMHP
may be reported to these agencies and/or other disciplinary boards/authorities as necessary.
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| consent to the release by any person to the LMHP of all information that may be relevant to an evaluation of my professional
competency and qualifications, including any information relating to any disciplinary action, suspension or curtailment of privileges. |
release the LMHP and all those whom the LMHP contacts from any and all liability for their acts performed in good faith in obtaining
and verifying such information and in evaluating my application.

| agree to obtain and maintain in effect all licenses, permits, registration, accreditations and certificates as required by all Federal,
State and local laws, ordinances, rules and regulations, and policies of the LMHP. | agree to immediately notify the LMHP upon any
investigation, revocation, reduction, termination, denial, limitation or suspension of my DEA number, furnishing certificate,
professional license, professional liability insurance, participation in federally funded programs such as Medi-Cal or Medicare or other
certification and/or other credentials authorizing me to practice my profession. | also agree to immediately notify the LMHP upon
termination, suspension or revocation of my staff privileges at any hospital or health care facility.

I understand that | must meet any requirements set forth in this credentialing application and that this credentialing application
implements the LMHP credentialing policy, all of which apply to the application and any decision made by the LMHP with respect to it.

| certify under penalty of perjury that | have downloaded and read the LMHP Provider manual.

Signature of Applicant Date
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PROVIDER PRACTICE PROFILE

NEW PATIENT MEDI-CAL REFERRALS

Do you wish to receive new outpatient Medi-Cal client referrals? O Yes O No
Do you wish to be included in the LMHP Directory of Network providers? O Yes O No

Please notify Provider Credentialing at (213) 738-2814 or to close or open your practice to new referrals.

Note: The County does not guarantee referrals

What age groups of clients do you serve? (Please check only those that apply)

Children 0 through 5.........ccccconn. O Children 6 through 13 .................... O Adolescents 14 through 17 ........... O
Transition Youth 18 through 20.....00 Adults 21 through 59..................... O Adults 60 and over .........cccceeeeennn. O
Services you provide:

Brief Psychotherapy .........cccccvvvvnes O Medication Services...................... O

INpatient.........ceeveeeeeeeveieieiiveieieininnns O Consultation and Liaison .............. O Psychological Testing ..............u... O
Family Psychotherapy..........c.c...... O Neuropsychological Testing ......... O Group Psychotherapy .................. O
Psychological testing that considers the influence of medication on test results .........cccccoeiiiiiiiiiiiiiiiiiiiiiccecceccenns O

Practice settings in which you provide services: For each practice setting that you check, please indicate the Service Area
(SA) in which you are available to provide these services. Example: You have offices in both Hollywood and Santa Monica.
Check Office and SA 4 and 5. You provide services to group homes, but only in Hollywood. Check Group Home and SA
Area 4. You may refer to the map attached to this application to assist you in determining which cities are in which SA.

Practice Settings Service Area
1 2 3 4 5 6 7 8

1. Office O O O O O O O O O

*For each Service Area you check, please

complete the practice location information on

page 2.
2. Inpatient O O O a a O O O O
3. Youth Group Home/Residential/Schools O O O O O O O O O
4. Residential Facilities O O O a a a O O O
5. Probation Facilities O O O O O O O O O
6. Nursing Facilities O O O O O O O O O
7. Clients’ Homes O O O O O O O O O
8. Board and Care Facilities O O O O O O O O O

SA1 Antelope Valley

SA?2 San Fernando/Santa Clarita Valley
SA3 San Gabriel Valley

SA4 Metropolitan/Hollywood

SAS5 Santa Monica/ West Los Angeles
SA 6 South Los Angeles

SA7 Southeast Los Angeles

SA8 Harbor /Long Beach

MFTs, LCSWs, and RNs are not reimbursed by the LMHP for services in inpatient settings.
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Identify any foreign language(s) or sign language in which you are sufficiently proficient to provide competent mental health services without

the assistance of a translator:

Afghan, Pashto, Pusho
Afrikaan

American Sign Language
Amharic

Arabic

Armenian

Bengali

Bulgarian

Burman or Burmese
Calo

Cambodian
Cantonese

Cebuano

Chinese, other specify:
Choctaw

Creole

Czech

Danish

Dutch

English

Ethiopian

Farsi

French

German

Greek

OO00000000O00O00O00O00O00O0O0O0OoOooOoan

OO0000OO00O0O0OO0O0O0OO0O0O0O0On0on

Hebrew

Hindi
Hindustani
Hmong
Hungarian
Ibonese

Igorot

llocano or lloko
llonggo
Indonesian
Italian
Japanese
Konkani
Korean

Lao

Lingala or Ngata
Lithuanian
Mandarin
Marathi

Mie

OO0O000000O00O00O0OO0O00O00O0O0O0O0O00O0O0O0OO0O0O00O

Native American Dialects Norwegian
Pakistani

Pangasinan

Polish

Portuguese

Punjabi

Romanian

Samoan

Serbo-Croatian

Sinhalese

Swalhili

Swatowese

Swedish

Russian

Sign Language, Specify:

Somali

Spanish

Tagalog

Taiwanese

Telegu

Temne

Thai

Toisan

Tonga

Turkish or Ottoman

Ukrainian
Urdu
Vietnamese
Visayan
Yao
Yiddish
Yoruba
Other, specify

Cultural competence is an awareness, understanding, and acceptance of the dynamics of cultural differences. It involves the
ability to adapt practices to the cultural context of the consumer. The culturally competent practitioner utilizes the universal
similarities present in all of us in order to engage the individual(s) and transcend barriers.

Areas of Cultural Competency:

African-American

American Indian

Armenian

Asian Indian

Cambodian

Chinese

Filipino
Gay/Lesbian/Bisexual/Transgender

OoOoOoooooo

OoOooooon

Hispanic/ Latino
Hmong
Japanese
Korean

Persian

Korean

Older Adults

Ooooooog

Russian
Samoan and other Pacific Islanders
Transitional Age Youth

Turkish
Vietnamese
Veterans
Other, specify
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Clinical Expertise:

From the list below select the areas for which you have training and expertise (Each requires supporting documentation).

O Abuse Survivors O Domestic Violence Perpetrators O Mobility Impaired

O Adjustment Disorders O Domestic Violence Victims O Mood Disorders

O Adoption O Dual Diagnosis O Norm-Referenced Psychological Testing

O AIDS/HIV O Eating Disorders O Personality Disorders

O Anxiety Disorders O Elder Care Abuse O Psychotic Disorders

O Attention-Deficit/Hyperactivity Disorder O Family Therapy O Sex Offenders

O Developmental Delays O Gang Members O Severe and Persistent Mental lliness

O Disorders of Adolescence O Gay/Lesbian O Sexual Abuse Victim

O Disorders of Childhood O Gender Identity Disorders O Substance Abuse

O Disorders of Infancy O Grief/Bereavement O The Use of American Psychological Association

O Dissociative Disorders O Group Therapy Guidelines in Child Protection Matters
O Hearing Impaired O Visually Impaired
O Homeless O Other, specify

Hours of Operation: Select the days and indicate the hours of your practice.

[0 Monday AM to PM
[0 Tuesday AM to PM
[0 Wednesday AM to PM
[ Thursday AM to PM
1 Friday AM to PM
[0 saturday AM to PM
[] Sunday AM to PM

Please note that according to 42 C.F.R. section 438.206(c)(1)(ii), the regulation requires providers to have hours of operation
during which services are provided to Medi-Cal beneficiaries that are no less than the hours of operation during which the
provider offers services to non-Medi-Cal beneficiaries.

Revised: 3/2019
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LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

550 S. VERMONT AVE., LOS ANGELES, CA 90020 HTTP://DMH.LACOUNTY.GOV

September 3, 2020

To: Group Provider Credentialing Applicant

Thank you for applying to become a group provider in the County of Los Angeles
Department of Mental Health Local Mental Health Plan (LMHP). In order to enroll as a
group provider and receive reimbursement for specialty mental health services provided
to Medi-Cal beneficiaries, the legally authorized official of your group must sign a Group
Provider Contract with the LMHP.

Please provide the information requested below:

Name of Official:

Address:

Service Location Address:

City/State: Zip Code:

Phone Number: Fax Number:

Official Group Name:

Group Medi-Cal Provider Number: Tax ID:

Vendor Number (if already assigned):

NPI Number:

Do you wish to receive new outpatient Medi-Cal client referrals? 0O Yes 0O No
Note: The County does not guarantee referrals

Are you a Federally Qualified Health Center (FQHC): OYes ONo
Note: The County shall not be responsible to provide or arrange and pay for

specialty mental health services provided by FQHCs, Indian Health Centers, and
Rural Health Clinics.



Attachment Il
20f3

Group Provider Applicant

Page 2

Please mail or fax the requested information to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., 7" Floor, Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

You cannot be enrolled in the LMHP as a group provider until we have received the above
information and have credentialed the individual providers in your group. If you have any
guestions, please contact the Provider Credentialing Unit at (213) 738-2814.
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Please return this completed form with the Group Provider Application to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Group Provider Name:

Group Medi-Cal Provider No:

Address:
City/State: Zip Code:
Telephone Number: Fax Number:

Please list the individual providers in the group who provide Medi-Cal specialty mental
health services. Each provider must complete an individual provider application and be
credentialed.

9 Digit
Individual Provider Name Provider No. NPI No. Request Type Eff. Date

New __ Terminate __Change___

New __ Terminate _ Change___

New __ Terminate _ Change___

New __ Terminate __Change_

New __ Terminate _ Change___

New __ Terminate __Change___

New __ Terminate _ Change___

New __ Terminate _ Change___

You may attach a separate sheet to list additional provider names

Signature: Date:

Name: Date:
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I—A DEPARTMENT OF MENTAL HEALTH

Intensive Care Division

DMH POLICY/PROCEDURE

w LOS AMGELES QO UMNTY
1 = = 5 O
MENTAL HEALTH

SUBJECT: POLICY MO, EFFECTIVE PAGE
CREDENTIALING OF DATE
PROVIDER

s ~ 313.51 12/28/2018 10f0
APPROVED BY: SUPERSEDES ORIGINAL DISTRIBUTION

W huk ISSUE DATE LEVEL(S)
01/13/2016 11/01/98 1

Meadical Director

PURPOSE

To outline the standards, requirements and guidelines for the credentialing of
licensed mental health providers to participate as network providers in the Los
Angeles County Departbment of Mental Health Plan Local Mental Health Plan
(LMHP).

POLICY

2.1

Licensad mental health professionals whose scope of praclice permils the
practice of pasychotherapy independantly, who meet the credentialing standards
and contracting requirements aslablished by the LMHP and who have a signed
and executed contract, will be approved to provide specialty mental health
sanvices to Los Angeles County Medi-Cal beneficiaries,

DEFINITION

3.1

3.2

3.3

Credentialing: The formal process of collecting and wvenfying the professional
credantials and qualifications of licensed individual providers and evaluating
them against the standards and requirements established by the LMHP to
determine whether such individual providers meet these standards and
requirements.

Credentialing Timeframe: The process of completing credentialing must occur
within 180 days of the LMHP receipt of the provider's complete application.

Providers: The following mental health providers who are licensed or certified
and recognized by the State of California to practice independently may apply to
parficipate as network providers in the LMHP.

3.3.1 Board aligible or board cerified psychiatrists
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3.3.2 Licensed clinical psychologists
3.3.3 Licensed clinical social workers
3.3.4 Licensed marriage and family therapists
3.3.5 Registered nurses with a masler's degree in psychiatric/mental health
nursing as a clinical nurse specialist (CN3S) or Psychiatric Mental Heaalth
Murse Practitioner (PMHMNP).
PROCEDURES
4.1 Upon receipt of a request for an application to participate in the LMHP, the
provider's name, discipline, address, phone number and fax number are to be
entered in the Application Request Log.
4.1.1 Each entry in the Application Reguest Log is to be dated and include the
initials of the Credentialing Unit staff member who recorded the request,
4.1.2 The application packet will be sent to the provider within five working days
of the request.
4.1.3 The packet contains the application, credentialing reguirements and
direction for completing the application.
4.1.4 The date the application is sent and the initials of the staff member who
processaed the application request are to be entered on the Application
Request Log.
4.1.5 Completed logs are to be retained for 60 days for future reference.
42 Upon receipt of a completed application, it is date stamped on page 1 of the
application indicating the date of receipt of the application matenals.
4.3 A Cradentialing Unit staff mamber will review the application within two weeks of

receipt of the application and determine if the application matarials are complete
and current.
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4.3.1

4.3.2

4.3.3

4.3.4

A Mental Health Provider Application Checklist is to be completed
recording the outcome and date of the review.

The application form must be completad, signed and dated. If the
application formm is incomplete and'or the documents required are not
included or are not current, the provider will be contacted via telephone or
letter. A copy of the nolification letter will be retained in the provider file.
The incomplate application form is returmed to the provider and a copy Is
retained in the provider file,

A detailed explanation is required for an affimative answer to liability or
attestation guestions. A history of all professional liability claims which
resulted in settlements or judgments paid on behalf of the provider is
requirad.

The following documents are reguired for credentialing and must be
included with the application form:

1) A copy of the cenificate of completion of Psychiatric Residency
Training {physicians who are not board-certified in psychiatry).

2) Documentation of complelion of a graduate nursing program in
Psychiatric/Mental Health Nursing (clinical nurse specialists and nurse
practitionars). For Clinical Murse Specialist (CNS), an advanced
practice registered nurse (APHN), documentation with graduate
preparation (eamed master's or doctorate) from an approved program
that preparas CN5s. For Psychiatric Mental Health Nurse Practitioner
(PMHMNP), documentation indicating a master's degree in nursing from
an accredited college or university with a specialty in Psychiatric
Mental Health Mursing and completion of an approved Adult, Child, or
Family Nurse Practitioner program, or documentation of complation of
an approved master's level Psychiatric Mental Heahh Nurse
Practitioner Program issued by an accredited college or university.

3) A copy of a current DEA cerificate (physicians and nurse practitioners
only)
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4.4

4.5

4.6

4) A current curriculum vitag or work history;

5) Evidence of current malpractice insurance with liability requirements of
$1,000,000 and $3,000,000 aggregate. Other evidence of insurance
required by LAC DMH Board of Supervisor; and

6) Mational Provider Identifier Number.

The Credentialing Unit staff member will complete a query of the National
Provider Data Bank and the Healthcare and Integrity Protection Data Bank. A
copy of the results of the query will be added to each providers file.

The Credentialing Unit staff member will verify that the provider is not on any
federal or state list excluding the provider from Medicare or Medicaid payment.
The results will be documented in the provider's file. Specifically, history of
sanctions from participating in Medicare and/or Medicaid/Medi-Cal: providers
terminated from either Medicare or Medi-Cal, or on the Suspended and Ineligible
Provider List, may not paricipate in Plan's provider network. This list is available
al  hiip:/file li ing.asp;, and history of
sanctions or limitations on the provider's license issued by any state’s agencies
or licensing boards.

Verification of Professional License/Physician Board Certification,

4.61 M.D.: License status is verified directly with the Medical Board of
Califomia via the intemet. The verification is printed and retained in the
provider's file. Completed a residency training program accredited by the
Accreditation Council for Graduate Medical Education (ACGME).

4.6.2 Board certification by the American Board of Psychiatry and Neurology is
verified directly via the Internet. The search results are printed and
retained in the provider's file. Possesses a valid and active license issued
by the California Medical Board, has completed an ACGME accredited
residency training program, and is certified by the American Board of

Psychiatry and Neurclogy in general psychiatry, a psychiatric sub-
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4.6.3

464

4.6.5

4.6.6

4.6.7

. Licensa status is werfied with the Osteopathic WMedical Beoard of
Califomia wia the Intemet. The wverification is printed and kept in the
provider's file.

Board cerdification by the Amencan Osteopathic Board of Psychiatry and
Meurology is verified directly via the inlemel. The search results are
printed and retained in the providers file,

Fsychologists: License status is verified directly with the Califormia Board
of Psychology. The verification is printed and kept in the provider's file.

Licensed Clinical Social Workers and Licensed Marmiage and Family
Therapists: License status is verified directly with the Califomia Board of
Behavioral Sciences via the Intemet. The verfication is printed and kept in
the provider's file,

Registered Murses with a masters degree License status is wverified
directly with the Calfomia Board of Registered Mursing via the internet.
The verfication is printed and kept in the provider's file. Clinical Nurse
Specialist (CNS) is an advanced practice registered nurse (APRN), with
graduate preparation (earmned master's or doctorate) from an approved
program that prepares CMNSs. The Psychiatric Mental Health MNurse
Practitioner (PMHMP) possesses a master's degree in nursing from an
accredited college or university with a specialty in Psychiatric Mental
Health Mursing and completion of an approved Adult, Child, or Family
Murse Practitioner program, or completion of an approved masters level
Psychiatric Mental Health Nurse Praclitioner Program issued by an
accredited college or university.

4.7 Critara for Accreditation into the LMHF Frovider Melwork,

4.7.1

Minimum criteria must be met for an applicant to be considered for
enroliment azs a LMHP Metwork Provider. These minimal criteria are
indicated in the provider application. Applicants who fail to meet the
minimum criteria shall be notified by the Credentialing Unit staff member in
writing of those criteria that are not met and that further consideration of
the application will not occur until such criteria are met. Applicants have no
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1)

2)

3)

4)

3)

&)

right of appeal when the application is denied due to failure to mesat
minimum cradentialing critena. Minimum criteria are as follows:

Practice location meets the following standards for individual and group
practice sites:

a) Practice site is maintained in a manner that provides for the physical
safety of beneficianes, visitors and personnel.

b) Practice site is clean, sanitary and in good repair.

¢} Medications are securely stored and dispensed according to State and
Federal regulations.

d) Clinical records are maintained sect rely and confidentially.

Graduation from an accredited professional schoaol at the time of altendance,
and/or highest fraining program applicable to the academic degree, discipline,
and licensure of the provider.

Physicians must hawve attained Board certifbcation or be eligible for
examination to receive certification by the Amerncan Board of Psychiatry and
Meurclogy. A. copy of the cerificate of completion of psychiatnc residency
training must be submitted with the application materials for those physicians
who are not Board certified.

Valid, current California license.

Valid, current, unrestricted Drug Enforcement Agency (DEA) Certificate,
where applicable.

Submission of a completed, signed and dated application form with all
required documents as indicated on the application.

Absancea of falsification of the provider application or material omission of tha
information requested in the provider application.
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48

8) Current professional liability insurance that meets or exceeds the
Department's minimum limits of £1 million per incident’ $2 million annual
aggregate per clinician. The Contracts Development and Administration
Drvizion will conduct current and additional imposed insurance verification in
accordance with the Board of Supervisor.

89) Absence of current sanctions (i.e., exclusions or suspensions) by federal or
State agencies in the National Plan Provider Enumeration System (NPPES)
and the Excluded Parties List System (EPLS), Office of the Inspector General
(OIG) List of Excluded Individuals/Entities (LEIE), and Mational Practitioner
Data Bank (NFDEB).

10)Venfication that the clinician is not in the Social Security Adminisiration’s
Death Master File,

Additional Credentialing Criteria: Applications thalt meel the minimum
credentialing criteria listed in Section 5.1.1 of this policy will be reviewed by the
credentialing specialist for the following additional criteria. Applications will be
referrad to the Credentialing Review Committee (CRC) if the additional criteria
are not mat which may result in a determination to deny credentialing.

1) Absence of a history of invohvement in a malpractice suit, arbitration or
settlement in the past five years in accordance with the criteria set forth
below. Waiver of this requirement can be mada only by review of the CRC.
Evidence must exist that any such history does not adversely affect the
applicant's ability to perform histher professional duties,

a) Mo more than three malpractice suils, arbitrations, or settlements within
the [ast five years greater than $100,000 in aggregate.

b) Mo single judgment, arbitration or settlement within the last five years that
is greater than $100,000.

c) The CRC reviews all open caseas.

2) Absence of a history within the past 10 1/ears of disciplinary actions affecting
the applicant's professional license, Board standing, DEA cerification, or
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4.9

3)

4)

3)

&)

7)

In

other required certification. Waiver of this requirement can be made only by
review of the CHC. BEvidence must exist that any such history does not
adversely affect the applicant’s ability o perform his/her professional duties.

Absence of felony or misdemeanor convictions, other than traffic violations.
Waiver of this requirement can be made only by review of the CRC. Evidence
must exist that any such conviction does not adversely affect the applicant's
ability to perform hisher professional duties.

Absence of a history of sanctions by regulatory agencies including
Medicare/Medicaid and any other public regulatory agency. Waiver of this
requirement can be made only by review of the CRC. Evidence must exisl
that any such history does not adversely affect the applicant's ability to
perform his/her professional dutias,

Absence of a history of alcohol and chemical dependancy/substance abuse.
Waiver of this requireament can be made only by review of the CRC. Evidence
must exist thal any such history does not adversely affect the applicant's
ability to perform hisher professional duties.

Absence of a physical or mental impairment which would make the
applicant'provider unable, with or without reasonable accommodaltions, to
provide professional services within his/her area of practice, without posing a
direct threat to the haalth and safely of others. Waiver of this reaquiremeant can
be made only by review of the CRC. Evidence must exist that any such
condition does not adversaly affect the applicant’s ability to pardform his‘her
professional duties,

If the CRC denies waiver for one of the situations addressed in this section an
applicant may not apply for a credential for two years or until such a time as
the situation reguiring waiver is resolved.

situations where currently credentialed providers would be excluded by

changes in credentialing policies or changes in application of the policies, such
providers may be excluded from the policies and their application reviewead on a
case by case basis.
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MHSUDS Information Notice No: 18-019
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MENTAL HEALTH
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PURPOSE

1.1

To outline the structure, composition and functions of the Credentialing Review
Committee (CRC).

POLICY

2.1

The Cradentialing Review Commiltea shall review and consider the applications
of all mental health provider whose credentials present special issues that
require further consideration and who do not clearly meet the slandards for
credentialing in the Los Angeles Counly Department of Mental Health Local
Mental Health Plan {(LMHP) Provider Network.

DEFINITIONS

31

Credentialing is the formal process of collecting and verifying the professional
credentials and qualifications of licensed providers and evaluating them against
the standards and requirements established by the LMHFP to determine whather
such providers meet these standards and reguirements.

3.2 The CRHC is a confidential, multi-disciplinary body appeinted by the Director or its
designes, The purpose of the CRC is to ensure that the initial and ongoing
credentials of applicants and netwaork providers are evaluated and maintained in
accordance with the credentialing standards established by the LMHP.

PROCEDURES

4.1 CRC Meetings

4.1.1 The CRC meating is scheduled monthly.

4.1.2 Prior to each meaeting the credentialing specialist will notify commiltea
members of the scheduled meating.
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4.1.3 The credentialing specialist will prepare a meeting agenda prior to each

5.1

d. 1.4

4.1.5

4.1.6

4.1.7

scheduled meeating.

The credentialing specialisl will distribute the minutes of the prewvious
committee meeting to the committee members for review prior 1o each
scheduled meeating.

The credentialing specialist prepares and presents documentation for
consideration by committee members. Prior to each meeting, the redacted
credentialing documents scheduled for review will be distributed to the
committee members. The application materals will be marked
CONFIDENTIAL.

The credentialing specialist will prepare CRC minutes. The minutes will
reflect the discussion of the relevant issues prasented and consideration
of the provider's credentialing documents before a credentialing decision
is made. The committee minutes will be marked CONFIDENTIAL.

Approved committee minutes will be kept in a binder in the Medi-Cal
Professional Services and Authorization Division,

Applicants will be referred to the CRC under the following circumstances:

9.1.1
5.1.2

5.1.3

2.1.4

5.1.5

Falsification or misrepresentation of any information on the application.

A pending or previous malpractice claim that reflects quality of care or
clinical practice problems.

More than two professional malpractice actions within the past five years.

Applicants who are currantly on probation with the professional licensing
board.

Applicants with a disciplinary action(s) pending before the professional
licensing board.
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5.1.6 Applicants whose professional license or narcotic registration has
previously been revoked, suspended or limited.

2.1.7 Applicants who have been the recipient of adverse actions by Medicare,
Medi-Cal or any other public program.

5.1.8 Applicants who have been the recipient of adverse actions by a specialty
board, professional organization, hospital medical staff, clinical group,
independant practice association or other health delivery system.

5.1.9 Applicants who have been convicted of a felony.

5.1.10 Applicants who hawve a physical or mental impairment which might render
him/her unable, with or without reasonable accommodations, fo provide
professional services within his/her area of practice, without posing a
direct threat to the health and safety of others.

5.1.11 Applicants who raise concermn regarding clinical practice outside the
professional standard of care.

5.1 MNetwork providers will be referred to the CRC under the following
circumstances:

6.1.1 A disciplinary action concerning a network provider is brought before the
professional licensing board.,

6.1.2 The professional licensing board enforces a disciplinary action against a
network provider.

6.1.3 A malpractice claim s brought against a network provider that reflects
quality of care or clinical practice problems.

6.1.4 The network provider becomes the recipient of an adverse action by Meadi-
Cal, Medicare or any other public agency.
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6.1.5

6.1.6

©6.1.7

6.1.8

The network provider becomes the recipient of an adverse aclion by a
specialty board, professional organization, hospital medical staff, clinical
group, indepeandant practice association or other health delivery systam.

Felony criminal charges are filed against a network provider that raises
concam about clinical practice and quality of care.

The network provider has developed a physical or mental impairment
which might render him/her unable, with or without reasonable
accommaodations, to provide professional services within his/her areas of
practice, without posing a direct threat to the health and safety of others.

A complaint{s) raises concem regarding professional standard of care.

7.1 Responsibilities and functions of the CRC are as follows:

7141

1.2

713

f.4

f.1.5

7.1.6

To serve as an advisory panel in the development of standards for the
credentialing of mental health providers.

To serve as an advisory panel in the development of credentialing policies
and procedures.

To review and evaluate the credentials of mental health providers whose
application and/or credentials present special issues or indicate adverse
evants that require further consideration.

To review and evaluate the credentials of network providers who no longer
appear to meet the established criteria for credentialing during the term of
an existing contract or at the time of contract renewal.

To review and evaluate the credentials of network providers at the time of
re-credentialing who no longer appear to meeat the astablished criteria for
credentialing.

To advise the Director or itz designea of the Deparment of the
committae’'s recommendations for the denial of credentialing of mental
health providers.
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8.1 The CRC Evaluation of ication an ials are as follows:
B.1.1 The CRC will review all documents peraining to the evaluation of the

B.1.2

B.1.3

8.1.4

B15

8.1.6

professional credentials of a provider presented to the committee.

The CRC may request additional information from the provider or partinent
arganizations that may assist the committee in the evaluation process.

The CRC may request a personal interview with providers to clarify any
guestions related to the approval/denial of credentialing.

Upon completion of the review, the CRC will recommend a decision
regarding the qualfications of the provider o participate in the LMHP
Provider Network. Recommeandations may include, but are not limited to
full approval, approval with speacific restrictions and monitoring and denial.

A recommendation by the CRC to deny credentialing to deny re-
credentialing or to recommend the termination of an existing contract will
be reviewead with the Director or its designee of the Department.

The Lirector or its designee will notify providers in writing, via certified
mail, of a decision to place a provider on probation, to deny credentialing,
o deny re-credentialing or to recommend termination of an existing
contract.

9.1 A recommendation by the CRC to deny credentialing, deny re-credentialing
or recommend termination of an existing contract may be made under the
following circumstances:

9.1.1

8.1.2

89.1.3

Falsification or misrepresentation of information required for credentialing
or re-credentialing.

Failure to supply current information when requested for credentialing.

Failure to attest, explain or provide accurate information regarding the
following:
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9.1.3.1 Past andfor current professional liability claims and settlements.
89.1.3.2 Past andlor current denial, temination, restricion, or
madification of professional lability insurance.
8.1.3.3 Past andfor current suspension, limitation or termination of
professional licensea or narcotic registration.
8.1.3.4 QCurrent sanction activity by a professional licensing board or
Drug Enforcement Administration.
89.1.3.5 Past and/or current sanction activity or adverse actions by
Medicare, Medi-Cal, a specialty board, hospitai medical staff,
health faculty, clinical group, independent practice association or
other health delivery entity or system.
89.1.3.6 A felony conviction.
89.1.3.7 A physical or mental impairment, which would render the
provider unable, with or without reasonable accommodation,
to prowvide professional services within his'her area of practice,
without posing a direct threat to the health and satety of others.
9.1.4 Inability to veniy credentials submittad by provider.
89.1.5 Excessive or agregious past or current malpractice claims andfor
settlemants.
8.1.6 Excessive or significant beneficiary or provider complaints as verified by

primary source and/or internal quality management information,

9.1.7 Excessive or egregious administrative non-compliance as determined by
internal quality management information.

9.1.8 Provider

has stated or demonstrated practice pafterns oulside of

professional standard of care.
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9.1.9 Provider is unable to provide professional services wilhin hisher area of
practice, with or without reasonable accommodation, for a physical or
mental impairment, wilhow posing a direct threat to the health and safaty
of others.

8.1.10 The CRC determines, based upon the provider's application, cradentials
and information obtained from primary source verification, the provider's
inability to execute the duties and obligations as assigned in the provider
legal agreement.

10.1

re-cradentialing information and files.
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PURPOSE

1.1 To ensure that the credentialing/re-credentialing, limitation, and termination
decisions of the Los Angeles County Department of Mental Health Local Mental
Health Plan {LMHP) network providers' privileges are followed in a consistent
manner and with due process.

POLICY

21 LMHP shall,

as appropriate, deny credentialing or re-credentialing, restrict,

suspend or terminate a provider's privilege to participate in the LMHP Provider Metwork
if it is determined that a provider:

a) Does not meet the standards enumerated in Policies 313.51, 313.52, or
this policy;

b) Does not comply with the credentialing or re-credentialing procedures
specified in Policies 313.51, 313.52 or this policy;

) Fails to comply with any of the provisions sel forth in the provider contract;

d) Poses an immediate threat to the health and safety of any individual,
including current or prospective beneficiaries;

) Fails to provide care in a mannar consistent with professional slandards or
fails to provide quality patient care;

f) Violates LMHP rules, policies or other requirements;

a) Violates professional ethics;
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h) Is convicted of a crime related to health care, substance abuse or olher

I

k)

crime, the commission of which, demonstrates dishonesty or lack of
filness to provide care within the Provider Metwark;

|z subject to licensure restrictions that limit the provider's practice or
require professional oversight for care provided, This provision
illustrates that the requirements for credentialing in the LMHF exceed
those of licensing authorities;

s excluded or restricted by Federal, Slate or local authorities from
participation in any program receiving public health care reimbursement;

|s subject to mandatory termination as described in Section 6.1 of this
policy.

2.2 A decision to deny credentialing, re-credentialing, limit or terminate a provider's
privilege to participate in the LMHP Provider Network, shall be subject to
indepandent review pursuant o Policy CR4.

PROCEDURES

3.1 Denial of Initial Credentialing/Re-credentialing:

3.1.1

3.1.2

3.1.3

3.1.4

Failure to pass the minimum standards established by the LMHP for
credentialing as delineated in Policy 313.51 Section 5.1 will result in
the denial of initial credentialing’re-credentialing.

The credentialing specialist’designee notifies the provider in writing of
the failure to meet the minimum credentialing standarnds.

The provider shall be given 60 days to correct the application or submit
additional information to show compliance with the minimum
credentialing criteria.

If the provider does not meet criteria a within 80 days, the credentialing
specialist/'designee shall close the applicant's file for consideration as an
LMHP network provider.
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4.1 Failure to comply with the re-credentialin oCeS5:

5.1

4,.1.1 The credentialing specialist/designee shall send a request and application

4.1.2

4.1.3

for re-credentialing no less than 120 days before the expiration date of
the credentials.

If the provider fails to respond to the initial request for re-credentialing
within 30 days, the credentialing specialist/designee shall submit a
second requeast in writing to the providar.

If the provider fails to respond to the second request, his or her
participation in the LMHF Provider Network shall terminate upon the
expiration of the period for which he or she was last credentialed.

Termination or denial of credentialing/re-credentialing:

=.1.1

2.1.3

A provider's participation in the LMHP shall terminate upon the
axpiration of the period for which he or she was last credentialed,
unless he or she is re-credentialed.

5.1.2 The Credentialing Review Committee (CRC) may recommend
to the Director or its designee of the Department, that a provider
applicant or network provider not be credentialed, not be re-
credentialed or have his or her credentials terminated. 3Such
recommendation shall be based on the CRC's full review and
evaluation of all available material at a regularly scheduled or special
meeting. The content of the CRC and the discussion of the issues
ralative to the denial recommendation shall be reflected in the maeating
minutes. The recommendation shall be forwarded to the Director or its
designee of the Departimeant within five business days of the decision.
The Director or its designee of the Department may accept, reject, or
request additional action on any recommendation of the CRC.

If the Director or its designee of the Department takes action to deny
credentialing or re-credentialing based upon the recommendation of
the CRC, he or she or a designee shall serve the provider in writing
via certified mail with a Motice of Intended Action to deny or restrict
the provider's participation it the LMHP Provider Network. The Motice

of Intended Action shall include:
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6.1

51.4

5.1.5

5.1.6

1) The nature of the action proposed to be taken;

2) A date not earlier than thirty days subsequent to receipt of the
Motice of Intended Action on which the intended action will take
place;

3) The specific reasons for the proposed action;

4) The provider's right to regquest an independent review of the
proposed action in the manner descrnbed in Policy CR4;

5) The thirty-day time limit within which the provider may requesl an
independant review pursuant to Policy CR4;

G) A summary of the provider's rights with respect to an independent
review. A copy of Policy CR4 shall be enclosed with the notice
prascriped by this section.

If the provider does nol request an independent review pursuant to
Folicy CR4, the action taken by the Director or its designee of the
Dapartment shall become final and not subject to further appeal or
review within the LMHF. The provider will be notified in wrting via
certified mail that the action is final.

A provider who has sought an independent review pursuant to Policy
CR4, and who is not subject to summary suspansion or mandatory
termination pursuant to Section 6.1 of this policy may participate in the
LMHF pending the decision of the Credentialing Appeals Committee
(CAC) for up to 120 day:; after receipt by the provider of the Notice of
Hearing as described in Policy CR4 Section 3.3.2

A provider who has received a Notice of Intended Action pursuant to
Section 5.1.3 of this policy may, upon written notice given to the Chair
of the CRC, and as soon as practicable after receipt of the Notice,
inspect and at his or her own expense, copy any non-privileged, non-
confidential documentary information relevant to the intended action
that the CRC has in its possession or under its control.

Provider Terminations, Suspensions., and Restriction's during the

Enriud of cudnntinling:
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6.1.1

6.1.2

6.1.3

At any time during the pericd of credentialing, the CRC may make a
recommendation to the Director or its designee of the Departmeant to
terminate, suspend or restrict the privilege of a provider to participate
in tha LMHP Provider Network if it determines thal a provider no
longer meets the requirements of this policy or FPolicies 313.51 and/or
313.52. Any information that might lead to an action by the CRC
pursuant to this paragraph shall first be reviewed by the Diractor or its
designeea in order 1o determine the need for, or course of, further
invesligation. Al the discretion of the Director or its designee such
investigation may result in informal resolution, referral to the CRC for
further ewvaluation, summary suspension or restriction of clinical
privileges as described in Sections 6.1.2, 6.1.3 and 6.1.4 of this policy.

Summary Suspension: The Director or its designee of the Department
or the designee, may at any time, immediately suspend or restrict
clinical privileges of a provider where failure to take such action may
result in imminent danger to the health of any individual including
prospective benaficiaries. The terms of the suspension or restriction
shall remain in effect pending full investigation, CRC evaluation, and
final decision. In the event of such summary suspension, the case
shall be forwarded immediataely to the CRC and the procedures
described in this policy and Policy CR4 shall be followad. Additionally,
notification shall be given 1o the provider and the ACCESS Center to
suspend referrals until a full investigation and review has beaen
completed.

Mandatory Termination: MNotwithstanding of the provisions of this
policy or Policy CR4, a provider shall be terminated from participating
in the LMHP upon the occurrence of any of the following events:

a. Revocation, or suspension of the provider's license by the
applicable licensing authority;

b. Commitment o jail or imprisonment;

c. Conviction of a crima related to provision of health care within the
LMHP;

d. Loss of professional liability insurance;
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e. Exclusion or rastriction of paricipation in the Medi-Cal or Medicare

programs.

6.1.3.1 The Director or its designee will immediately notify the
provider of the mandatory revocation in writing via certified mail.
This notification shall specify the reason for which the provider
was terminated and shall include a copy of any documentary proof
that supports the revocation. Mandatory termination of privileges
pursuant to this paragraph is nol subject to a Nolice of intended
Action as provided in Section 5.1.3 of this policy. Howevar, the
terminated provider shall have the nght to an indepandent raview
of the termination as provided in Policy CR4 with respect (o the
grounds for mandatory revocation.

6.1.4 In the event of summary suspension or mandatory termination, the
following actions shall take place:

G.1.4.1 The credentialing specialist or designeaea shall;

a. Request a list from the provider of all clients currently in
treatment with the provider which is to include the client's
name, CIN #, addrass and phone number

b, Obtain a claims based report of all clienls for whom claims
ware paid to the provider from the Medi-Cal Professional
Services and Authorization Division Provider Relations Unit
and reconcile the report with the provider list to establish an
accurate client list

c. Forward the client list to the Beneficiary Services Program in
the Patients' Rights Office who shall notify the clients in
writing of the following:

1. The provider is no longer a participant in the LMHP
Provider Network

2. Dua 1o the inactive status of the provider, the LMHF is not
responsible for any aspects of the services delivered by
the provider as of the date of notification
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3. The cliant may contact the ACCESS Center or the Benaficiary
Sarvices Program to receive referrals to other LMHP network
providers, directly operated providers or contract providers

4. The Beneficiary Services Program Specialist will assist the
client in transferring to another mental health provider if
hefshe so chooses

5. Confidentiality surrounding adverse actions imposed on the
provider will be maintained during the course of client
discussions

6.1.5 The Credentialing Specialist or designee shall notify the

6.1.6

Contracts Development and Administration Division of the action. The
Contracts Development and Administration Division shall immediately
terminate the prowvider contract.

Metwork Providers who elect to terminate their provider contract
shall be responsible for nﬂtlf?mﬁ the provider's current beneficiaries
in writin nf the termination of the contract as provided in Section
6.1.4.1(c ~4]- of this policy and in accordance with the requireaments in
the LMH rmrl'der Manual or through Provider Bulletins.

Network Providers with Accusations against their License: The

cra antialin spacialist may dentify a providar WF”'I an accusation
rom the "ho si"ueets" or_other published HMM licensin
credentia

ocard activities. In such occurrences, the

ng specialist
review the accusation with the Director or its designee to
roviger may be

'a_HiErI'I'III'IE !EH course of further II'IH'!EEIEIEIE". The E‘ ¥
orwarded to the or full evaluation, review and recommende

action. The CRC may:

a} Hequest additional information from the provider regarding the accusation

b} Conduct further investigation deemed necessary by the CRC

g) Require that the provider provide reports on the status of the
accusation on a quarterly basis

d} Pend the case until iudﬂment has been rendered from specific

authority investigating t

e casa (i.e., Medical Board).
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7.1.1 If upon full evaluation the CRC recommends imposing a limit,
suspension, or termination to the credentialing status of the
provider, the proceduras delineated in Section 5.1 of this policy

shall be followed.

3.1 Heporting Requirements

8.1.1 The LMHP shall comply with the provisions of California Businass
and Professions Code Sections 800-809 and the Federal Health

Care Quality Improvement Act of 1986.

8.1.2 LMHF shall file a Section B05 report with the Medical Board of
California or the other appropriate Calitfornia licensing board and a
repart with the National Practitionar Data Bank within 15 days aflar
the effective date of the action, when the LMHP takes the following

actions:

a) Takes a professional review action that adversely affects
the clinical privileges of a provider for a parod longer than
30 days

b) Accepts the surrender of clinical privileges of a provider
while the provider is under an investigation relaling to
possible incompetence or improper professional conduct,
or in return for not conducting such an investigation

c) Takes a professional review action that adversely affects
the membership of the provider into the natwork
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FPURPOSE

1.1

To provide a fair, prompt, final and independeant review of decisions made to
deny provider credentialing or re-credentialing, or limit or terminate a
practitioner's privilege to participate in the Los Angeles County Depariment of
Mental Haaith Local Mental Health Plan (LMHP) Provider Network.

POLICY

2.1 Providers who wish to contest notices of proposed actions to deny or restricl
network parlicipation in the LMHP Provider Network may have an independent
review in the fashion described in this policy. This policy is intended to comport
with, and should be interpreted to apply to, the provisions of California Business
End Professions Code Sections 809.1 through 809,29 and 42 United States Code
Seclion 11112

2.2  All actions taken pursuant to Policy 313.53 shall be subject to final determination
pursuant to this policy.

PROCEDURE

3.1 Demands for Independent Heview

3.1.1 Not later than 30 days after receipt of a Motice of Intended action as
describad n policy 313.53, a provider may demand an indepandent

review. Such demand will be served on the Director or its designes.

3.1.2 If the provider chooses to be represanted by an altormey or other parson
al the independent Review Hearing, the demand is to provide the
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representative’s name and contact information no later than 30 days after
receipt of a Motice of Intended Action as described in Policy 313.53.

3.2 Motice of Independent Review Hearing

3.2.1

322

Mot later than 30 days after receipt of the providers demand for an
Independent Review Hearing, the Director or its designee will give the
provider, or if the provider so designates as provided in section 3.8 of this
policy, his or her representative, a written Motice of Hearing that specifies
the date, time and place of the Independent Review Hearing, as well as
the names of the Hearing Officer described in Section 3.5 of this policy
and members of the Credentialing Appeals Committee (CAC) described in
Section 3.6 of this policy. In addition, this notice shall specify the names
and qualfications of all individuals who will testify or present justification
for the intended action at the Independent Review Hearing, along with a
very brief summary of the information they will present.

Copies of all records, writings or other ion-verbal materials to be
prasanted by the Credentialing Review Committee (CRC) at the
Independant Review Hearing shall be provided along with the notice. This
provision is intended to facilitate the independemt review process and
support full opportunity for advance preparation for the Independent
Review Hearing. Failure to provide information as described in this
subsection shall foreclose a presentation of verbal or non-verbal matarnals
al the Independent Review Hearing.

3.3 Objection to the Notice of Hearing

3.4.1

Mot later than 15 days after physical receipt of the Motice of Hearing, the
provider, or his or her representative, may submit written gquestions {voir
dire) conceming the qualifications or impardiality of the members of the
CAC or of the Hearing Officer 1o which written responses shall be given
within 15 days of submission.
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3.3.2 Not later than 30 days after physical receipt of the Motice of Hearing, the
provider, or
his or her representative, may objact in writing to the date, time or place of
the Independent Review Hearing to the Hearing Officer. The grounds for
such objections shall be stated specifically. The Hearing Officer shall
promptly consider and determine such objections. However, in all cases,
Independent Review Hearings shall take place not later than 120 days
after receipt by the provider of the Notice of Hearing described in Section
3.2 of this policy.

3.4 Responses to the Notice of Hearing

3.4.1 Mot later than 30 days after physical receipt of the Notice of Hearing, the
provider, or his or her representative, shall give a wrilten response 1o the
Motice of Hearing to the Director or ils designee. The response shall
specify the names and qualfications of all individuals who will testify or
present in opposition to the intended action at the Independant Review
Hearing, along with a very grief summary of the information they will
present. Copies of all records, writings or other non-verbal material 1o be
presented shall be provided along with the response. This provision is
intended to facilitate the independent review process and support full
opportunity for advance preparation for the Independant Review Hearing.

3.4.2 Except as provided in Section 3.1.4 of this policy, failure to provide
information as described in this subsection shall foreclose a presentation
of verbal or non-verbal materials at the Independent Review Heaaring.

3.5 Role and Qualifications of the Hearing Officer

3.5.1 The Hearing Officer shall be an attomey or other person knowledgeabls
about legal process and the introduction and preservation of evidence.

3.5.2 The Hearing Officer shall have no interest in, or derive direct financial
benefit from, the outcome of the Independent Review Hearing and shall be
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3.5.4

fair and impartial in all matters pertaining to the Independant Raview
Hearing process.

The Hearing Officer shall nule on requests, motions or objections made by
either party: shall rule upon and regulate the introduction of ewvidence;
shall control the proceedings of, and mamtain order at the Independent
Review Hearing; and shall instruct the members of the CAL as to their
role and responsibilities as decision makers,

The Hearing Officer shall not act as a prosecuting officer, defending officer
or decision maker with respect to the outcome of the Indepandent Raview
Hearing. However, he or she may ask such guestions, challenge such
proffered evidence and make such comment as may assist the parties or
the CAC or assure the effective and efficient conduct of the independent
review process.

3.6 Roles and Qualifications of the Credentialing Appeals Committee

3.6.1

3.6.2

The CAC will consist of three members who shall hear and consider such
avidence as is presanted to them and shall determine the outcome of the
Independent Review Hearing. The CAC members shall have expertise
sufficient 1o understand and decide upon the issues to be determined in
The Independent Review Hearing and, where feasible, will include an
individua! practicing in the same specialty as the provider,

The members of the CAC will have no interest in the oulcome of the
Independent Review Hearing: shall not have acted as an accuser,
investigator, fact-finder, or inthal decision maker; shall be fair and mpartial
in all matters peraning to the Independent Review Hearing; and may not
be in direct economic competition with the provider.

a7 Represantation of Parties
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3.7.1 In all matters pertaining to this policy, the provider may be represented by

an attorney licensed to practice law in California or other person of the
providers choice. If the provider is represented, the CRC may be
representad. The attormey or other representative shall comply with the
requiremenis and constraints of this policy and of law. The Hearing Officer
is empowerad to make such rulings, and take such actions, as will assure
such compliance.

Pre-hearing Communications and Pre-Hearing Conference

3.8.1

3.8.2

3.8.3

3.84

All written communication to the provider shall be made by United States
mail at the address provided by him or her to the LMHP. All written
communication fo the LMHP shall be made to the Director or its designee
Departmeant of Mental Health, 550 5. Vermont Avenue, Room 704, Los
Angeles, Califomia S0020.

If the provider or the LMHP is represented by an attormey or other person,
gach may designate that written communications and service of
documents be given to the representative at an address provided.

Copies of all written communications and documents described in this
policy will be provided to the Heanng Officer.

At the discretion of the Hearing Officer, pre-hearing conferences or
settlernent discussions may occur.

Time, Place and Attendance at the Independent Review Hearing and Record
of Hearing

3.9.1

The Independent Review Hearing will be held in a single session at the
time and place specified in the Notice of Hearing, unless otherwise
mutually agreed upon by the Director or its designee, the Provider and
approved by the Hearing Officer.
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3.9.2

3.8.3

394

The Indepandent Review Hearing will take place during the pericd of one
and one half hours unless, for good cause shown, the Heanng Officer
extends the time.

Thosa in attendance at the hearing may be: the Director of Mantal Health,
the Director or its designea of the Department of Menlal Health, the
provider and his or her representative, if any, the Direclor or its designee,
the Chair and members of the CRC and their representative, if any,
witnesses to be called, and such others as permitted by the Hearing
Officer for good cause shown. The Hearing Officer may hear and
determinge objections to the attendance of anyone during all or part of the
Hearing.

A record will be made of the Independant Review Hearing and a copy of
will be given lo the provider upon payment of charges associated with its
preparation.

Procedure at independent Review Hearing

3.10.1

3.10.2

The CRC and the provider will have egual time to present at the
Independent Heview Hearnng. Dunng such time they may call, examine
and cross-axaming witnessas, prasent documentary evidence, rebut
avideance presented, object to or move o sirike evidence, and make
arguments, and submit writtean statements of any length. In no event
shall the CRC or the provider exceed its total allocated time for any such

purpose,

The Hearing Officer will permmit only relevant evidence at the
Independent Review Hearing. For purposes of this policy relevant
gvidence fends logically to prove or disprove something at issue,
Evidence of the gualifications or credibility of witnesses will be permitted,
A party offering documentary or demonstrative proof must establish its
authenticity. Meither party shall be permitted to present evidence that
was not provided pursuant to paragraphs 3.2 or 3.3 of this policy or not
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3.10.3 The Hearing Officer may exclude evidence if its probative value is
substantially outweighed by the probability that it will consume undue
time, create undue prejudice, confuse the issues at the independeant
Review Hearing, or mislead the CAC.

3.10.4 Except as provided in this subsection, all evidence is admissible at the
Independent Review Hearing and the rules of evidence in judicial
proceedings shall not apply.

3.11 Presentation of Evidence and Burden of Persuasion

3.111

43.11.2

3.11.3

3.11.4

At all Independent Review Hearings, the CRC will have the initial
responsibility to present evidence sufficient to support its intended
action,

The party bearing the burden of persuasion must persuade the CAC by
a preponderance of the evidence that what it asserts is more likely to be
true than not true.

The burden of persuasion shall be on the provider in cases where the
reason for denial of credentialing is failure to meet any of the additional
requireaments in 313.51 Section 6.1 which the CRC finds inadequate
reason 10 waive.

Burden of persuasion for Initial Credentialing: if the provider is
challenging a decision related to initial credentialing, he or she shall bear
the burden of persuasion with respect to his or her qualifications by
producing information that allows for adequate evaluation and resalution
of reasonable doubts conceming such qualifications. However, an initial
apphicant shall not be pemitted to infroduce information not provided
with the completed provider application described in Policy 313.51,
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Section 4.2, or to the CRC pursuant to Policy 313.52, Section 8.1.2 or
Section 8.1.3, unless the initial applicant establishes that the information
could not have been produced praviously in the exercise of reasonable
diligence.

Burden of Persuasion at Other Hearings: If the Provider is challenging
a decision other than one related to inttial credentialing, the CRC shall
bear the burden of persuasion to establish that s intended action is
reasonable and warranted under LMHP policies related to pafient care
and provider credentialing.

3.12 Consideration of Evidence

3.12.1 Notwithstanding the burden of presenting evidence or the burden of
persuasion, the CAC may consider all evidence admitted at the
Indepandent Haview Haaring.
3.13 Submission to and Decision of the Credentialing Appeals Committee

3.13.1 After submission of all evidence and argements, the Independent Review
Hearing shall end and the proceduras described balow shall take place.

31311

3.131.2

3.13.1.3

Questions: After all evidence has been submitled and
argumeants made, the membears of the CAC may ask relevant
questions of the paries or their representatives or of the
Hearing Officer.

Instructions: The Hearing Officer shall instruct the CAC
conceming the consideration of evidence, burdens of
persuasion and their responsibilities to decide the matter before
the Committes.

Decision: A final determination of the provider's credentialing
status shall be rendered by the CAC and communicated to the
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DATE

3.14

3.15

3.16

provider in writing via cerified mail by the Chair of the CAC, or
his or her designee, within 14 days of the Independent Hewview
Hearing. If the detemmination is adwverse, the communication
shall include a stalement of the basis for the decision.

LMHP Participation Pending Final Datermination

3.14.1 During the periods provided in this policy for independent review and
pending the final decision by the CAC, a provider who has sought an
Independent Review Hearing and who i not subject to summary
suspension or mandatory termination may participate in the LMHP.

3.14.2 Consistent with the provisions of Section 3.2 of this policy, however, the
provider's participation in the LMHP shall in all cases terminate 120 days
after receipt by the provider of the MNotice of Independent Review
Hearing described in section 3.2.1 of this policy.

Finality of Decision

3.15.1 The decision of the CAC is final and the provider has no further right of
appeal to the
LMHP.

Strict Construction of Proceduras

3.16.1 Consistent with the purposes of this policy, the proceduras described
herain shall be stnctly applied.

3.16.2 Deviation from thesa proceduras shall be parmitted only if found by the
Hearing Officer to constitute a threat of gross injustice to a party or a
substantial detriment to the role and responsibilitias of the CAC.
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ADDITIONAL INFORMATION CONTRACTOR ADDRESS FORM

PROVIDER NUMBERS are primary locations where the services are provided. Please ensure
the correct Provider Numbers are reflected in this Contractor Address Form.

THE PAY TO ADDRESS is the address that will be used FOR REIMBURSEMENT. If you receive

reimbursement at more than one location, please indicate in writing by placing a checkmark in
the proper Pay To Address, which corresponds with the correct Provider Numbers.

UsE THIS FORM IF You HAVE A CHANGE OF ADDRESS

Complete the Contractor Address form and return to the address printed on the form. If you have
several Provider Numbers, ensure that the correct numbers are included with the Contractor
Address Form.

Be extra careful to ensure the correct Provider Numbers are on this form.
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Change of Address

Contractor Name:

[Must be e same name In e NP1 Reglsiry £ Confract)

DBA:
(D=t be the same name in the WP Pesizoy J Coniract)

Contract Number:
Provider Type: Growp [] Indnadual

All fields below are required

Mailing Address

[miucs attach NP1 Ragletry pring cut & must matah ths Provider Bucinacs

A, Mialling Address in te KF1 Eaglstry FF5 Provider #:
Telephone Mo, | | Fax Ho. _{ )
Provider E-mail:
Office Service Location eisd in Metwors Provigers Dirsctory) Accept Referrals: Yes No
B. {miusi mateh the MF| Raglctry & Poct Oiflee Box e not aoos prhed) HPI1 #:
Telephone Mo, | 1 Fax Ho. _{ )
hito:publichealth lacoumtv. gowchs SPAMan Seracellanmnes Areas hins :

Service Area: [ ICICICICICICIE] Supervisorial District C1CI1C0C0C]
1 2 3 4 5 & 7 8 Otfer 12 3 4 5
" Use amcther shees for addiional S=rvice location on Frovider Direciony

hittp: camizvr.cola.canzwebven

Pay To Address
. miust attach W-B Torm & muct matoh ihe addracs In W-8 form] ECAPSWebVen Vendor #

Telephone MNo. { ] Fawx #: { }

Billing office E-mail:

ﬁea.se mail the signed form and attachments to Contracts Development and Administration Division,
ATTHN: Fee-For-Service Section, 550 5. Vermont, 5 Floor, Los Angeles, CA 90020

Signature: Date:
Print Name of Authorized Signer: Title:

Fev: 10/04/2018
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Cayipgut®

CONTRACTOR ADDRESS FORM Page 2 of 2 [optional): for additional service locations

Contractor Name:

Musi be the same name in the NF1 Reglsiry & conirect)

DBA:

bust be the ssee name in the NE1 Repisiry & oontract)

Contract Number:

Provider T"g'pE: Group Individual
Add Delete Other Service address (icted In Hebwork Providers Dirsofors)
A Accept Referrals: es Mo
Teleph one No. { | Fax Mo. [ ]
Opailichealibh lacouniv, govichs/ SPAMain ServicePlannins Aregs him -
E-EH"IDE Area: |_||_||_||_||_||_||_||_||_| Supervisorial District |:||:||:||:||:|
3 2 7_B_Other Iz 3
Add Delete Other Service address (icted In Hetwork Providers Dinsofors)
B. Accept Referrals: Yes Mo
Telephone No. | 1 Fax No. [ )

nilichealih Jacounty, govichs/ SPAMain ServicePlannins Arass him -

EEF\"IDE Area: |_||_||_||_||_||_||_||_||_| Superviserial District ]I
3 2 5 E T 8 Other 1 2 3 4 5
Add Delete Other Service address (iebed In Hetwork Providers Direotors)
C. Accept Referrals: Yes Mo
Telephone No. { i Fax Mo. [ ]

mizlichealibh Jacouniv, govichs/ SPAMain ServicePlannins Aregs him -

E-EF;."IDE Area: |_||_||_||_||_||_||_||_||_| Supervisorial District |:||:||:||:||:|

3-—'5E"E"'H'Er

Please mail the 5|gne-::| form amd att achme nts to Contracts Development an-::l .ﬁ.dmlnls.ratinn Civision,
ATTH: Fee-For-Service Section, 550 5. Vermont, 5 Floor, Los Angeles, CA 90020,

Signature: Date:
Print Name of Authorized Signer: Title:

Rev: 100042018
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SAMPLE BENEFICIARY NOTIFICATION LETTER

Date

Client Name
Address
City, State

Dear Client/Parent/Caregiver:

The purpose of this letter is to inform you that | am no longer a Medi-Cal provider in the
County of Los Angeles Department of Mental Health Provider Network.

If you would like assistance locating another mental health provider or other mental health
services in the provider network, you may call the Department of Mental Health ACCESS
Center at 1-800-854-7771. The ACCESS Center is available for calls 24 hours a day, 7
days a week.

If you need additional assistance you may also contact the Beneficiary Services Program
at (213) 738-4949.

Sincerely,

Provider Name
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION Il = THE PROVIDER RELATIONS UNIT

The Provider Relations Unit provides technical, administrative and clinical assistance to Local
Mental Health Plan (LMHP) network providers and their authorized representative (e.g., billing
agent, group provider administrator) to aid in the delivery of quality specialty mental health
services. The Provider Relations Unit may be contacted at (213) 738-3311 during the business
hours of 8:00 a.m. to 5:00 p.m., or create a Self Service Support ticket at the following link:
https://dmh.sslvpn.lacounty.gov/dmh/contractor to receive the following technical,
administrative, and clinical assistance:

TECHNICAL ASSISTANCE

e Disseminate guidelines regarding changes to County’s claims processing information systems
technical requirements and the submission of HIPAA-compliant claims to the LMHP;

o Advise and resolve network providers’ and billing agents’ issues concerning electronic
claiming, disputes and reports in the County’s claims processing information systems;

e Provide assistance regarding electronic Medi-Cal beneficiary enroliment; and

o Direct network providers and billing agents to appropriate resources, internal and external to
the LMHP.

ADMINISTRATIVE ASSISTANCE

e Provide information and assistance to mental health providers on the application,
credentialing and contracting process;

¢ Disseminate LMHP guidelines, policies and State and Federal regulations;

e Compile, prepare and post the Network Provider Manual via the Department’s outpatient
website;

o Distribute bulletins and other network provider informational materials;

o Provide information regarding network providers’ responsibility for obtaining forms for Medi-
Cal beneficiary materials;

e Develop and administer the network providers’ fiscal appeal process; and

¢ Provide administrative assistance to network providers and billing agents regarding Notices
of Action.

CLINICAL ASSISTANCE

e Serve as liaison between Medi-Cal beneficiaries and network providers to facilitate access to
services and care coordination;
e Provide guidelines regarding procedure and diagnosis codes;

o Assist with out-of-county provider services and authorization of over-threshold and
psychological testing services;

e Coordinate the clinical appeal process; and
o Provide information to network providers regarding clinical records and consent standards.

SECTION III PROVIDER MANUAL PAGE 1 OF 2
SEPTEMBER 2020
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

If you have any questions or need additional information, please contact the Provider Relations
Unitat the following location:

Department of Mental Health
Provider Relations Unit
550 S. Vermont Ave., 7" Floor
Los Angeles, CA 90020
Phone: (213) 738-3311
Fax: (213) 487-9658

Email: FFS2@dmh.lacounty.gov

SECTION III PROVIDER MANUAL PAGE 2 OF 2
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION V= ACCESS TO SERVICES

Medi-Cal beneficiaries can access specialty mental health services through the Access to
Community Care and Effective Services and Support (ACCESS) Center at (800) 854-7771, 24
hours a day, seven days a week. Services are organized on a geographic basis to facilitate
greater ease of access. However, Medi-Cal beneficiaries are free to request services in any
geographic service area of the mental health system, and may secure referrals to any mental
health program, whether directly operated by, or contracted with, the LMHP.

The ACCESS Center (AC) is a major entry point to the LMHP for Medi-Cal beneficiaries and is
staffed with multi-disciplinary, multi-cultural and multi-lingual personnel. The AC is also able to
provide services to individuals with hearing impairments. The AC provides mental health
screening and triage through licensed and unlicensed clinicians who evaluate treatment needs
and ensure expedient and appropriate access to LMHP services.

The AC offers the following:

¢ Information and referrals to Medi-Cal beneficiaries seeking specialty mental health services;

o Determination of appropriateness for specialty mental health services through the LMHP
based on medical necessity;

e Screening and triage of client calls to identify service needs;
e Crisis intervention;

e Connection to emergency services such as the Psychiatric Mobile Response Team and other
urgent delivery service systems;

e Determination of programs currently providing services to a specific client;
o Referrals to Medi-Cal network providers;

e Direction for network providers to appropriate LMHP Divisions for authorization of
psychological testing and other outpatient professional services;

e Direction for out-of-county providers to client enrollment and authorization services;

o Direction for out-of-county and out-of-state provider authorization requests to the appropriate
resource;

¢ Information regarding linkage to community resources;

¢ Information and referrals for other non-related mental health services;
e Linkage and referral to services provided by the LMHP;

» Information regarding client problem resolution processes; and

¢ Referral to the Patients’ Rights Office and the Provider Relations Unit

SECTION IV PROVIDER MANUAL PAGE 1 OF1
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION V — CONFIRMATION OF MEDI-CAL ELIGIBILITY
AND ELECTRONIC MEDI-CAL BENEFICIARY ENROLLMENT

ELIGIBILITY VERIFICATION

Confirmation of Medi-Cal eligibility is a MUST by network providers, billing agents/services and
clearinghouses. Network providers are required to verify client Medi-Cal eligibility prior to
providing services. In addition, Network providers shall verify Medi-Cal eligibility no less than
thirty (30) days

Clients are required by the State of California to present their Benefits Identification Cards (BIC)
in order to access their Medi-Cal benefits. Carrying the BIC helps providers affirm that the client
is entitled to Medi-Cal benefits and facilitates checking clients Medi-Cal eligibility. The issue date
can be found on the front of the card along with other information such as the recipient's name,
gender, date of birth, and the Client Index Number (CIN). The CIN is a unique identifier assigned
to an individual.

Each CIN begins with a 9 followed by seven (7) digits, an alpha character other than B, 1, J, K, L,
0O, P, Q, R, or S, and ends with a "check digit." This sequence is then followed by a four (4) digit
sequence (e.g., 91234567A2 9180). The issue date for the BIC is the sequence after the CIN in
the Julian calendar date format. The first number of this sequence represents the year and the
last 3 numbers represent the day of the year. For example, in the four (4) digit sequence 9180
the 9 represents the year 2009, and 180 represents the one hundred eightieth day of that year,
June 29th. The BIC issue date in this example would be June 29, 2009.

Medi-Cal eligibility and share of cost information may be verified by entering the Medi-Cal
beneficiary’s Client Index Number (CIN) printed on the beneficiary’s Medi-Cal card in one of the
State eligibility systems as follows:

e Providers with a California Department of Health Care Services (DHCS) issued provider
number may verify Medi-Cal beneficiary eligibility by swiping the beneficiary’s Medi-Cal
card through the Point of Service (POS) Network Device. Contact the Medi-Cal POS and
Internet Help Desk at (800) 427-1295 for information about acquiring a POS device. The

State of California’s website for verifying Medi-Cal eligibility
(https:/lwww.medi-cal.ca.gov/Eligibility/Login.asp) has changed. The new website for
verifying Medi-Cal eligibility is https://www.medi-cal.ca.gov. To verify Medi-Cal coverage
for all clients, providers must use the new Medi-Cal eligibility verification website.

SECTION V PROVIDER MANUAL PAGE10F3
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

To verify clients’ Medi-Cal eligibility using the new website, select Providers followed by

Providers will be directed to a login

page. Enter your program’s User QDHCS  Medi-Cal Providers
ID (the service location’s provider
number with five (5) leading zeros e

[e.g., 000001234]), then enter your Login to Medi-Cal
Provider Identification Number
(PIN) as your password. Click
Login.

Transactions from the dropdown menu. /

ALERT!

Attention! Please check the System Status Alert page for the latest system status informatie

Providers . Beneficiaries Resources . Related . Contact Us Search
"_O Provider Enroliment Transactions
Eproll or U os o Madi ol el = = Access automated provider services for claims, eligibility inquiry
= § B @  andother Medi-Cal services
"~ New Provider Publications

é’_ Welcome new providers, access content to help you get started Access Medi-Cal Provider Manuals, Provider Bulletins and news
R  with Medi-Cal

— Outreach and Education Medi-Cal Subscription Service
One-stop learning and resource center for Medi-Cal billers and Free subscription service to keep you up-to-date with the latest
- providers Medi-Cal news
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Providers , Beneficiaries Resources Related , Contact Us Search

UserID* 000001234 |
Transactions  Passuord' seseesss

+ Enrollment
Requirements
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 System Status Ales | L9

Login Help

The Transaction Services screen will display once logged into the Medi-Cal Portal.
Under the Elig tab, click Single Subscriber to begin the process of verifying a single
subscriber’s eligibility.

Transaction Services

You are logged in as: 00000

-» Automated Provider Services (PTN) |">> Single Subscriber |
“» Multiple Subscribers - Batch Internet Eligibility
-» Medical Services Reservations (Medi-Services) % SOC (Spend Down) Transactions

Enter the following information on the Medi-Cal Eligibility Verification form:

o Subscriber ID (Client Index Number [CIN] or Social Security Number)

o Subscribers Birth Date (MMDDYYYY)

o Issue date (Issue date from the Benefit Identification Card [BIC] or today’s date)
o Service date (Date of Service)
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Click SUBMIT to receive an eligibility response.

Medi-Cal requires eligibility to be verified on the date of service. Once eligibility is verified,
place a copy of the eligibility verification response in the client’s financial record. Ensure
that all clients have been financially screened and that their financial screening
information is current and correct.

. Providers with a DHCS issued provider number may verify Medi-Cal beneficiary eligibility
by entering the CIN in the Automated Eligibility Verification System (AEVS). The AEVS
is an interactive voice response system that allows the provider to verify eligibility through
a touch-tone telephone. The AEVS may be accessed by calling (800) 456-2387. When
verifying eligibility using AEVS, complete the AEVS Response Log to document the
verification. Include the log in the client’s financial record. The AEVS Response Log is
located on the Medi-Cal website at the following link below: https:/files.medi-
cal.ca.gov/pubsdoco/publications/masters-mtp/Partl/aevtrn1form.pdf

. Groups, licensed clinical social workers, marriage and family therapists and registered
nurses are not issued DHCS provider numbers. These disciplines may contact the
Provider Relations Unit, Fee-for-Service Section at (213) 738-3311 to obtain specially
designated provider numbers (user ID) and personal identification numbers
(pin/password) to verify Medi-Cal eligibility via the website at https://www.medi-
cal.ca.gov, or AEVS at (800) 456-2387.

It is recommended that network providers maintain a copy of the Benefits Identification Card and
a copy of Medi-Cal eligibility obtained from one of the State eligibility systems listed above.

BENEFICIARY ENROLLMENT

Electronic Medi-Cal beneficiary enroliment is a process that requires network providers, billing
agents/services and clearinghouses to enroll Medi-Cal eligible clients in the County’s claims
processing information system (i.e. Provider Connect). The purpose of electronic Medi-Cal
beneficiary enrollment is to assign unique Department of Mental Health client identification
numbers and maintain a tracking system for Medi-Cal beneficiaries receiving services from
network providers. Reimbursement will only be provided if Medi-Cal beneficiaries are enrolled
in the County’s claims processing information system.

For gquestions regarding Medi-Cal beneficiary enrollment and Medi-Cal eligibility transactions,
please contact the Provider Relations Unit at (213) 738-3311 or FFS2@dmbh.lacounty.gov.

For assistance with the Integrated Behavioral Health Information System (IBHIS) Provider
Connect Portal, please report the incident at the following link:
https://dmh.sslvpn.lacounty.gov/dmhcontractor or contact the Help desk at (213) 351-1335.
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SECTION VI — THE BENEFICIARY SERVICES PROGRAM
AND
REQUIREMENTS FOR PROVIDING
MEDI-CAL BENEFICIARY MATERIALS TO CLIENTS

MEDI-CAL BENEFICIARY MATERIALS

Under California Code of Regulations (CCR), Title 9, Chapter 11, the Local Mental Health Plan
(LMHP) and its network providers are required to provide beneficiaries with a booklet and Provider
Directory upon request and when a beneficiary first receives a specialty mental health service.

The LMHP has developed user-friendly Medi-Cal beneficiary materials that provide a general
understanding of services offered. All Medi-Cal beneficiary materials listed below must be posted
in prominent locations where Medi-Cal beneficiaries obtain outpatient specialty mental health
services, which includes the waiting areas of a network provider's place of service.

The LMHP has made an effort to ensure that the cultural and linguistic needs of the diverse
populations served throughout the LMHP are met by developing Medi-Cal beneficiary materials
in the LMHP's threshold languages which are: Arab, Armenian, Cambodian, Chinese Simplified,
Chinese Traditional, English, Farsi, Korean, Russian, Spanish, Tagalog, and Viethamese. The
Medi-Cal beneficiary materials available in the LMHP's threshold languages are:

o Guide to Medi-Cal Mental Health Services: Booklet informs Medi-Cal beneficiaries on how
to access and obtain routine and emergency specialty mental health services;

e Grievance/Appeal Procedures: Pamphlet describes the beneficiary problem resolution
process for filing a grievance;

o Beneficiary Grievance/Appeal Form: Form provides Medi-Cal beneficiaries the opportunity
to register written dissatisfaction about any aspect of services offered by the LMHP; and

e Local Mental Health Plan Poster: A poster designed to provide Medi-Cal beneficiaries
simple and user-friendly information while upholding Title 9, California Code of Regulations.
The FFS Network Provider should post the Beneficiary Poster in prominent locations and/or
waiting areas where Medi-Cal beneficiaries obtain outpatient specialty mental health services.

To obtain copies of the Medi-Cal beneficiary materials identified above, including the Local Mental
Health Poster, you may contact The Patients’ Rights Office at:

Department of Mental Health
Patients’ Rights Office
550 S. Vermont Ave, 6th Fl., Rm. 608
Los Angeles, CA 90020
(213) 738-2524

Orders to the Patients Rights’ Office must be on the organization’s letterhead. Materials will only
be delivered to a street address, not a P.O. Box. Requests may also be faxed to (213) 365-2481.
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Medi-Cal beneficiary materials in all LMHP’s threshold languages are available to download from
the Department of Mental Health’s Internet website, http://dmh.lacounty.gov. Please go to the
Patients’ Rights Office link on the website to access and print these materials.

For further assistance, the Patient’s Rights Office can be reached at (213) 738-4888 or (800)
700-9996. Information is also available on the Patient’s Rights Office website at
http://dmh.lacounty.gov/patient_rights.asp.

THE BENEFICIARY SERVICES PROGRAM

The Beneficiary Services Program in the Patients’ Rights Office assists beneficiaries in filing and
resolving an informal complaint, a formal grievance and State Fair Hearings on any aspect of their
specialty mental health services under the Local Mental Health Plan. Advocates record,
investigate and coordinate resolution of complaints and grievances filed by beneficiaries. Further,
the Beneficiary Services Program provides beneficiaries representation at State Fair Hearings
conducted by the Department of Social Services. Beneficiary Services may be reached at (213)
738-4949.

BENEFICIARY INFORMATION
The following services are available:

¢ Provide information to Medi-Cal beneficiaries and/or their representatives regarding the LMHP
and services offered.

e Inform Medi-Cal beneficiaries of their rights under California Code of Regulations, Title 9,
Chapter 11, including the right to:

Use the Beneficiary Problem Resolution Process at any time;

Authorize another person to act on his/her behalf;

Protection of confidentiality at all times;

Request a State Fair Hearing after the appeal process of the LMHP has been
exhausted; and

+ A beneficiary is not subject to discrimination or any other penalty for filing a grievance,
appeal, or expedited appeal.

* ¢ O o0

o Assist Medi-Cal beneficiaries with comprehension of issues related to Notices of Adverse
Benefit Determinations.

o Develop, prepare and distribute Medi-Cal beneficiary materials.

o Provide information on the Health Insurance Portability and Accountability Act (HIPAA)
investigate and resolve DMH HIPAA complaints.

BENEFICIARY ASSISTANCE

e Assist in the problem resolution process for grievances/appeals filed with the LMHP about
access to service and service delivery issues.

e Record, investigate, and coordinate resolution of grievances filed by Medi-Cal beneficiaries
with the LMHP.

SECTION VI PROVIDER MANUAL PAGE 2 of 5
SEPTEMBER 2020



http://dmh.lacounty.gov/patient_rights.asp

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

e Provide referrals to emergency shelter and transitional housing.

e Represent Medi-Cal beneficiaries at State Fair Hearings upon request.

¢ Ensure that Medi-Cal Beneficiaries can access all services in their primary language and in a
culturally appropriate manner.

CLINICAL ASSISTANCE

o Assist Medi-Cal beneficiaries in accessing specialty mental health services available through
the LMHP, which can include accessing care, changing providers, requesting a second
opinion when indicated, and understanding and exercising their rights.

e Serve as liaison between Medi-Cal beneficiaries and network providers during the grievance
process and when requested.

e Provide outpatient clinic referrals to Medi-Cal beneficiaries and assist with coordination of
transfers.

¢ Provide assistance to Medi-Cal beneficiaries who receive notification of their network provider
contract termination with the LMHP.

STATISTICAL REPORTING/SYSTEM CHANGE
e Collect and provide statistical information regarding Medi-Cal beneficiary grievances/appeals
and the beneficiary problem resolution process.

o Make system change recommendations to the Director of Mental Health and Executive
Management Team.

e Make corrective action recommendations to directly operated and network providers.

e Develop policies and procedures to enhance the quality of services to Medi-Cal beneficiaries.
TRAINING AND EDUCATION

e Provide community outreach and education to Medi-Cal beneficiaries and community
stakeholders about Medi-Cal beneficiary protection-related issues and State regulations
affecting specialty mental health service delivery.

e Provide on-site educational presentations to network providers regarding the Medi-Cal
beneficiary resolution process.

¢ Provide consultation and recommendations to bureaus and other community stakeholders
regarding Medi-Cal beneficiary protection-related issues as stipulated under CCR, Title 9,
Chapter 11.

e Educate network providers on landlord/tenant law.
PATIENTS’ RIGHTS
Local Mental Health Plan (LMHP) network providers shall comply with applicable laws and

regulations relating to patients’ rights, including but not limited to Welfare and Institutions Code
5325, California Code of Regulations, Tittle 9, 8 860 through 868 and Code of Federal Regulations
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(CFR), Title 42, 8 438.100. The following patients’ rights provisions shall be taken into account
when providing services, including the right to:

Receive information about the services, treatment options, and alternatives offered by the
LMHP in a form that is easily accessible, easy to read. Such information shall be
accessible in all identified threshold languages and shall appropriately accommodate
persons with special needs, such as a visual impairment or reading difficulty. Beneficiaries
have the right to free language assistance services. This includes information about:

» The individual’s rights and responsibilities
Available services
Available practitioners and providers

Other obligations of the LMHP

YV V V V

Requirements of the LMHP’s contract with the state in the areas of:
+ Available services;
+ Assurance of adequate capacity and services;
+ Coordination and continuity of care;
+ Coverage;
+ Authorization of service;

+ Title 42 Code of Federal Regulation (CFR) Section 438.10, which describes
information requirements; and

+ Health care services in accordance with Title 42 CFR and Sections 438.206
through 438.210.

Receive a copy of the LMHP Guide to Medi-Cal Mental Health Services and participating
provider lists;

Be treated with personal respect, recognition of their dignity, and right to privacy;
Receive services in a safe environment;

Receive, free of charge, language assistance (including beneficiaries who have Limited
English Proficiency and/or are Deaf or Hearing Impaired) and upon request, cultural-
specific providers and services;

Participate with practitioners and providers in making decisions about their mental health
care, including the right to refuse treatment;

Participate in candid discussions of appropriate medical necessary treatment options for
their condition;

Voice complaints about the LMHP or the care it provides, as well as file grievances and
appeals with the LACDMH Patients’ Rights Office (PRO) in accordance with LACDMH
Policy No. 200.04, Beneficiary Problem Resolution Process;
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> If the individual is enrolled in a Health Maintenance Organization (HMO) that is
separate from Medi-Cal, the grievance and appeal process must go through that HMO.

¢ Make recommendations regarding the LMHP’s beneficiary rights and responsibility policy;

¢ Be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, punishment, or retaliation as specified in federal rules about the use of
restraints and seclusion in facilities such as hospitals, nursing facilities, and psychiatric
residential treatment facilities where one stays overnight for treatment;

e Request and receive a copy of their medical records and request for amendment(s) or
correction(s); consistent with LACDMH Policy No. 501.01, Clients’ Right to Access
Protected Health Information (PHI), LACDMH Policy No. 501.04, Client Rights to Request
Confidential Communication of Protected Health Information; and LACDMH Policy No.
501.06, Client Rights to Amend Mental Health Information.

o Receive a second opinion by a licensed mental health professional, other than a
psychiatric technician or a licensed vocational nurse, employed by, contracting with, or
otherwise made available by the LMHP when the LMHP or its providers determine that
the medical necessity criteria in CCR Title 9 Chapter 11 § 1830.205(b)(1), (b)(2), or
(b)(3)(C) and §1830.210(a) have not been met and that the beneficiary is, therefore, not
entitled to any specialty mental health services from the LMHP;

» The LMHP shall determine whether the second opinion requires a face-to-face
encounter with the beneficiary.

» The second opinion shall be provided at no cost to the beneficiary.

» Receive timely access to mental health services regardless if the mental health need
is routine, urgent, or an emergency psychiatric condition; and

o Participate in efforts to promote the delivery of services in a culturally competent and
linguistically appropriate manner. These include services for those persons with Limited
English Proficiency and/or are Deaf or Hearing Impaired, and have diverse cultural and
ethnic backgrounds.
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SECTION VII —= CONSENTS AND AUTHORIZATION STANDARDS
FOR CLIENT ACCESS TO HEALTH INFORMATION
AND USE/DISCLOSURE OF HEALTH INFORMATION

CONSENTS

It is the responsibility of network providers to ensure compliance with minimum requirements in
obtaining client consent for specialty mental health services. Copies of the Local Mental Health
Plan (LMHP) consent forms are at the end of this section for your reference in developing your
own unique forms. It is important to ensure that all the required information is included on your
consent forms and that they do not include a reference to the LMHP.

Form deficiencies identified during reviews are frequently the result of the absence of required
information. The minimum content for consents is included in this section to assist you with
ensuring compliance when developing a unique form.

The following types of consents must be included in a Medi-Cal beneficiary’s clinical record:

e Consent for Services form MH 500E in English or MH500S in Spanish (Attachment |)
http://file.lacounty.qgov/SDSInter/dmh/159879 cmsl 159879.pdf or
http://file.lacounty.qgov/SDSInter/dmh/193779 MH500S-ConsentforServicesSpanish04-03-
13.pdf;

Consent of Minor form MH 521E (Attachment II)
http://file.lacounty.gov/SDSInter/dmh/159882 cmsl 159882.pdf

¢ Informed Consent for Psychotropic Medication when appropriate; and

e Consent for an Appeal for services rendered on behalf of the beneficiary shall require the
beneficiary’s signed consent.

CONSENT FOR SERVICES

DEFINED

This process documents the Medi-Cal beneficiary’s agreement to receive specialty mental health
services, the mental health services provided, instructions and client rights. A Consent for
Services form must be signed during the first contact with a client and remains in effect for the
course of treatment

MINIMUM CONTENT REQUIRED
e Client Name
e Name of individual, group, or organizational network provider

e Type of Services Provided:

¢ List in specific language the type of service(s) that may be delivered, such as an
assessment, psychological testing, psychotherapy, medication, laboratory tests, and/or
diagnostic procedures.

e General Information:
¢ The client has a right to be informed and patrticipate in the selection of treatment services;
¢ Treatment services are voluntary;
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The client may request a change of service provider (agency or treating clinician); and

The information contained in the clinical record may be released to any LMHP operated
or contracted agency or provider, pursuant to Welfare and Institutions Code Section 5328,
without obtaining the consent of the client.

e Signatures Required:

¢ For adults: Client signature and date, or indication on the form if the client is
unable/unwilling to sign the Consent for Services form.

For minors: Signature of responsible adult, relationship to client, and date.

For clients unwilling to sign or a minor signing without parental consent: A witness
statement (which may be by the clinician) explaining the absence of the client signature
with the withess’ signature and date.

¢ For translators: Translator signature and date.

¢ Additional Requirements:

+ Affirmation that the Consent of Minor form has been completed for under-aged child or
adolescent;

Printed client name and the DMH Client ID number;
Confidentiality and disclosure statement; and

Date when the client or responsible adult was given or declined a copy of the Consent for
Services form.

CONSENT OF MINOR

DEFINED
This process documents the right of a minor, under the age of 18, to consent to services without
parental consent. This can occur only when one of the following special circumstances exists:

Emancipated: only a court can decide this status;
o Self-sufficient: client must be at least 15 years of age, living apart from the parent or guardian
(with or without their consent), and managing his/her own affairs;

o Military: client currently on active duty;
e Married: client currently or formerly married; or
¢ In need of mental health services:

+ client must be at least 12 years of age and mature enough to participate in the services
provided,;

+ there must be a danger of serious physical or mental harm if services are not provided or
there is alleged incest or child abuse;

+ there is documentation that the parent(s)/guardian(s) were contacted or the reason why
they were not contacted;

+ there is documentation regarding the parent(s)/guardian(s) participation or unwillingness
to participate in treatment; and it is documented that the client will not be prescribed
psychotropic medications without parental/guardian consent.
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MINIMUM CONTENT REQUIRED
¢ Emancipated: a copy of the minor’s Department of Motor Vehicles emancipated minor ID card;

e Self-sufficient: no official designated document; the network provider must consider and
document evidence presented by the minor;

o Military: a copy of the minor’s military ID;
¢ Married: a copy of the marriage certificate; or

e In need of mental health services: the network provider must note and attest to the
requirements on the Consent of Minor form.

Documentation validating at least one of the five special circumstances above must be obtained
at the same time the Consent for Services form is signed.

Documentation is required only once for minors who are emancipated or are, or have been,
married.

Documentation for minors who are in the military, declare themselves to be self-sufficient, or are
between the ages of 12—18 must be obtained each time a Medi-Cal beneficiary re-enters service
following a discharge either by the clinician or in the IS. A new Consent for Services form must
also be signed for the new course of treatment.

INFORMED CONSENT FOR PSYCHOTROPIC MEDICATION

DEFINED

This process documents the voluntary consent of the Medi-Cal beneficiary to take psychotropic
medication after the physician has reviewed all the information with the client listed below under
Minimum Requirements. A Medication Consent and Treatment Plan form MH 730
http://file.lacounty.gov/SDSInter/dmh/1042767 MH730NewComboMedConsentandTxPlanfillabl
€1-26-18.pdf (Attachment Ill) & Medication Outpatient Review form MH 556
http://file.lacounty.gov/SDSInter/dmh/1006199 MH-556-Outpatien-Med-Review-9-26-16.pdf
(Attachment 1V) is required for the following:

e When a new or different type of medication, such as anti-depressant or anti-psychotic, is
prescribed,;

e At least annually, even if there is no medication change; and
e When the client resumes taking medication following a documented withdrawal of consent.

MINIMUM CONTENT REQUIRED

e Explanation of the nature of mental disorder, what the medication(s) will address and why
psychotropic medication is being recommended;

o The general type of medication being prescribed (anti-psychotic, anti-depressant, etc.) and
the medication's specific name;

e The dose, frequency, and administration route of the medication(s) being prescribed,;
e Situations, if any, which may warrant taking additional medications;

e How long it is expected that the client will be taking the medications;

e Potential side effects; and

o \Whether there are reasonable treatment alternatives.
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e Signed by the beneficiary
e A statement that informs the beneficiary that the consent may be withdrawn at any time by
the beneficiary

AUTHORIZATION STANDARDS

This section, which is in compliance with the LMHP interpretation of Health Insurance Portability
and Accountability Act (HIPAA) regulations, is not to be viewed as legal advice or take the place
of advice provided by your legal counsel.

The LMHP authorization forms at the end of this section may be adopted by network providers or
used as a reference in developing your own unique forms. If a unique form is developed, it is
important to ensure that all the required information is included.

Form deficiencies identified during reviews are frequently the result of the absence of required
information. To provide assistance with developing unique forms, the minimum content for the
Access and Authorization forms are included in this section.

The following types of authorizations are required:

¢ Medi-Cal beneficiary’s access to his/her health information
¢ Medi-Cal beneficiary’s authorization to release or request information

CLIENT ACCESS TO PROTECTED HEALTH INFORMATION

A client has the right to inspect and obtain a copy of their protected health information (PHI) in a
designated record. Upon submitting a request to the network provider, any current or former adult
client, any minor client authorized by law to consent to treatment and any client’s legally
authorized personal representative, has the right to inspect and receive copies of the PHI
contained in the mental health record. A client's request for access to health information is
processed with the Authorization for Use or Disclosure of Protected Health Information form
MH602 (Attachment V) http://file.lacounty.gov/SDSInter/dmh/1041331 500 01 Attl.pdf

After receipt of a Notice of Adverse Benefit Determination (NOABD), the beneficiary has a right
to be provided upon request and free of charge, reasonable access to and copies of all
documents, records, and other information relevant to the beneficiary’s adverse benefit
determination.

There are a limited number of circumstances in which a client may not have access to all or some
of his/her PHI, such as information compiled in anticipation of, or use in, a civil, criminal or
administrative action or proceeding.

DEFINITIONS
e Access: to inspect, copy or arrange for copying, PHI maintained by the LMHP or its business
associates.

o PHI: under HIPAA, any information about health status, provision of health care, or payment
for health care that can be linked to an individual. This is interpreted to include any part of a
client’s clinical record or payment history.
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MINIMUM CONTENT REQUIRED
¢ Client name;

¢ Indicate if the request is to access and inspect health information or to request a copy of health
information;

e Description of the information to be accessed, copied or inspected;
e Inspection period,

e Fee information;

e Statement of rights:

e To receive a copy of the signed request;

e Torequest a review of denial of access;

e Signature of the client or the client’s personal representative; and
¢ Verification of identity.

AUTHORIZATION FOR REQUEST OR USE/DISCLOSURE OF PROTECTED HEALTH
INFORMATION

It is the network provider’s responsibility to obtain a client’s written authorization before using,
requesting, or disclosing PHI for purposes other than treatment, payment or mental health care,
except as permitted by the HIPAA Privacy Rule. Use and disclosure of a client's PHI must be
consistent with the valid authorization obtained from the client.

A network provider may release PHI under HIPAA rules only with a valid Authorization for Use
or Disclosure of Protected Health Information form, unless the rules specifically allow release
without an authorization. The authorization is to be documented in a standard form. The
authorization form is to include required elements, which will be more extensive if the network
provider, rather than the client, is requesting release of the information.

DEFINITIONS
o Disclosure: to release, obtain, transfer, provide access to, or divulge in any other manner, PHI
outside the entity holding the information.

e Use: the sharing, application, utilization, examination, or analysis of such PHI within an entity
that maintains such information.

MINIMUM CONTENT REQUIRED
e Client name;

o Name of disclosing party;

o Name of recipient of PHI;

e [nformation to be released;

e Purpose of disclosure;

o Expiration date;

e Statement of right to receive a copy of, and right to revoke the authorization;

e Statement that refusal to sign the authorization form will not affect the client’s ability to obtain
treatment; and

e Client signature and date.
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In addition, an Authorization for Use or Disclosure of Protected Health Information form must
contain further elements if the network provider is requesting the information for his/her own
purposes, e.g., if a network provider is seeking authorization to use/disclose PHI that is already
in his/her custody or if the network provider will be receiving any remuneration as a result of use
or disclosure.
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MH 500

Revised 02/11/11 CONSENT FOR SERVICES

The undersigned client* or responsible adult™ consents to and authorizes mental health services by

Mame of Fadility andfor Program

These senvices may include psychological testing, psychotherapy/counseling, rehabilitation services,
medication, case management, laboratory tests, diagnostic procedures, and other appropriate senvices.
While these services may be delivered at a different location, services provide within the Los Angeles
County mental health system will be coordinated by the staff of a single agency.

The undersigned understands:

1. Hefshe has a right to be informed of and participate in the selection of any of the above senvices
provided.

2. Hefshe has a right to receive any of the above services without being required to receive other
services from the Los Angeles County menial health system.

3. All of the above services are voluntary and hefshe has the right to request a change in service
provider (agency or staff) or withdraw this consent at any time.

4. All personnel of the agency, as a condition of their employment, annually sign an oath of
confidentiality which prohibits them from sharing client information except as allowed under Federal,
Siate, and Depariment confidentiality laws, policies, and procedures.

5. Any information disclosed to staff which is determined by them to be important to care, will be
recorded in the clinical record to ensure treatment staff have available to them the most complete
information about the client when deciding on treatment appropriate to the client's nesds and for
quality of care.

6. All client names are entered into a computer-based Information System that identifies the programi(s)
that isfare providing services to the client. This information is available without client authorization to
any workforce member of the Department’s directly-operated or contract service agency system.

7. Information from a client's clinical record relative o service delivery needs may be shared within this
agency and within the Los Angeles County mental health system (directly-operated and contract
agencies) without obtaining the authorization of the client.

Signature of Client” Diate
Signature of Responsible Adult™ Relationship to Client Diate
Sigmature of Witness/Interpreter *** Date
Thizs Consent was interpreted in for the client andfor responsible adult.
[f a ranslated wersion of this Consent was signed by the client andior responsible adult, the ransiated version must be attached to the English version.
Signator T was given | | declined a copy of this Consent on by .
Date Initials

This section must be completed by Staff if signed by Minor or if there is no signature by client and/or responsible adult

] Client is willing to acoept senvices, but umwilling to sign this Consent.

[ | have completed or have caused to be completed the Consent of Minor form for any client between the ages of 12-18 signing
above without parental’guardian consent.

Siﬂnamrenfﬁt.aﬁ Diate

- A mimor client receiving sendces under histher own Ejgnature- must have the signed Consent of Minor form on file in the dinical record.
" Responsible Adult = Guardiam, Conservator, or Parent of minor when required.
=" Witness/Interpreter = Person who either withessad the signing of the form (may be staff or other person) or the person who

intemreted this form inte another lan = for the client (must include the language it was interpreted intol.

Thic aonfidential informaticn Ic provided S0 you Im soord with Stabe and Feoeral lawe M. i |5
and regulstions Inoluding but not Imitsd to applloabls Weltsre and Inctthatione. oods, . -
Chll Coede and HIFAA Privacy Standands. Duplcation of thic Information for further

dicziocure 16 profbfed withowt prior written authortzafion of the clisntiauihorized | Agency: Provider £:
reprecentative fo whom £ pertaine unlscs otherwics psmmittsd by law. Dectructicn of
thic Information ks requirsd after the ctabsd purposs of B original requsct Is fufilad. Los Angeles County — Department of Mental Health

CONSENT FOR SERVICES



Attachment |
Page 2 of 2

040843 CONSENTIMIENTO PARA SERVICIOS

£l suscrito clients* o adulto responsable*™ consiente y autoriza los servicios de salud mental por parte de:

Mombre ded Centro yio Programa

Estos senvicios pueden incluir pruebas psicoldgicas, psicoterapialorientacion, servicios de rehabilitacion,
medicamentos, gestion de casos, pruehas de laboratorio, procedimientos diagnosticos v otros senvicios apropiados.
Si bien los servicios se pueden prestar en diferentes Iugares todos los senvicioz del sistema de salud mental del
condado de Los ﬁnge{e seran coordinados por el personal de una sola institucion.

El suscrito comprende gue:

1. Tiene derecho a recibir informacion v participar en la eleccion de los servicios que se le presten;

2. Tiene derecho a recibir cualquiera de los servicios antes mencienados 2in estar obligado a recibir otros
semnvicios del sistema de salud mental del condado de Los Angeles;

3. Todos los servicios son voluntarios v tiene derecho a solicitar un cambio de proveedor de servicios (institucian
o personal) y a cancelar este conzentimiento en cualguier momento;

4. Como condicion de empleo, todos los empleados de la institucion firman cada afo un juramento de
confidencialidad que les prohibe dar a conocer informacion sobre los clientes, excepto en los casos pemmitidos
por las leyes, politicas v procedimientos de privacidad federales, estatales v del Departamento;

f. Toda la informacion gue se comunigue a los empleados y sea importante para la atencion, debe incluirse en la
histora clinica para asegurar gque todo el personal gue participe en el tratamiento tenga a su disposicion
informacion completa sobre el cliente al decidir qué tfratamiento sera apropiado para sus necesidades y
brindarle atencion de calidad.

G. En una base de informacion computarizada se registra el nombre de todos los clientes v los programas que les
brindan servicios, y gue, sin requerirse su autorizacion, todos los empleados del sistema del Departamento, va
sea directos o de senvicios contratados, acceden a esta informacion;

7. Lainformacion de la historia clinica de los clientes sobre sus necesidades de servicios puede ser compartida
dentro de la institucion o denfro del sistema de salud mental del condado de Los Angeles (directamente o a
través de servicios confratados).

Firma del cliente" Fecha
Firma del adulto responsable™ Relacion con el clients Fecha
Firma ded testigo/intérprata®** Fecha

Al cliente y'o adulta responsable se le tradujo verbalmente el presente Consentimiento a [Mloma)
51 2l cllente o adulto responsable frmo una verskien aducida del presente Consenimlento, dicha verslon debe ad|untarse a la version en ﬂgIEtB

firmante [] recibid [] se rehusé a recibir una copia de este Consentimiento. Fecha: Iniciales del empleado: __

Esta seccion debe ser completada por un empleado si el firmante es menor o el cliente wo adulto responsable no firman.

[] E! cliente esta dispuests a recibir los servicios pero no a firmar este Consentimiento.

[] He completado o dispuesto que s= completara el formulario de Consentmiento para Menores, para los clientes de 12 a 18 afios
que frmaron sin autorizacion del padre o tutor.

Firma del empleado Fecha

Cuando un menar recibs s2rviclos con 8U propla imma, delbe haber un Consentmienis para Menores iMnado en su hisiona clinica.
Adulto responsable = Tutor, curadaor o padre del menar, cuando s2a requerida.

Testigointérprete = Persona que &5 testigo de la irma del formuiarko (puede ser un empleado v otra persona) o persona que tradujo verbalmeante a
cliente asta fomulano a ofro loma (se debe Inclulr el Idioma al que se tradujol

. - Q
Ugind molbe =cta infonmacion oonficenalal cororme a |ac layes ¥ reglamentoc Nombre: Gervicio N
prisialac v nderalec Que Incluyen, cin Imitarce a sboc, ol Codigo de Blensciar .
Fibilico & Incthslones de Salud, sl Codigo Chl y s Hormas de Privackdad de Agencia: Proveedor N°
Ly HIPAA Ecty prohiida by reprodunscisn de scha Informacitn para tercsros cin
autortzaokin prewia por seorfio del cllents o cu reprecendants auvtorizmdo a menos
gue |3 ey o peemita Una vez cumolido o propdeito de la colloiud originel, oo debs

fecirulr sea imormasian, Condado de Los Angeles — Departaments de Salud Mental

COMSENTISIENTD FARA FOTOGRAFIAS ¥ BRABACIONED Los Angeles County — Department of Mental Health
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Revised 121511 CONSENT FOR MINOR
Fleasze select the appropriate section. Ome section MUST be completed.

[] EMIANCIPATED: ({To be completed by staff) Thiz minor has been daclared emsncipated from his'her parent’muandisn
by the courts snd has been isswed an idensification card by the Department of Motor Vehicles (Cal Fam Code T120). A copy of the
idenfification card noost be filed with this form

[] ACTIVE DUTY WITH ARMED FORCES: (To be commpleted by staff) This mmor must be cwrrently serving m the
US Armmed Forces. A copy of his'her military ID mmst be filed with this form (Cal Fam Code 70020

[] MIARRIED: {To be completed by staffy This minor is or has been merried (Cal Fam Code 7002). A copy of the marriage
ceraficare mmsi be filed with this form

] SELF SUFFICIENT: (T¢ be completed by the cHent) This minor is self sufficient as exhibited by being shle to declare
all of the following (Cal Fan Code 6222

o Lam 15 years of age or older, having been bom on (oirthdsre).
= Dam living at the address given on admission for services which is spart from the home/residence of oy parents or legal
..

o I-amms_usg'.ng mry o financial affairs mdicared by the financizl information provided by me on admission for services.
o Inmderstand that T s financially responsible for the charges for mry mental health services and I may not disaffinm this consent
becmmse I am & mimnor.

Syt of Clar Diate

] NEED FOR AM[ENT AL HEAT TH SERVICES: (To be completed by an Authorized Aental Health Dizcipline- AN THDY).
This minor is in nesd of mental health sarvices. I cernfy that each of the following four requirements are met (Cal Fam Code 6924)
1. The client iz 12 or older and matare enough to participate intellizently in the services provided.
2. The client meets one of the following:
H there is danger of serions physical or mental harm if participation & not permitied
there is alleged incest or child abuze
The client's parent(s)'guardianis):
[ were conscted on by
[] wers mot contzcted becansa
4. The client’s parent{s )/ guardians =)
[] are currently imootved in the services provided
o Dot wamt or are nmwilling o partcipase in the oeament
AT N appropriate o partcipation o the services provided
HMiote: The chient WILL FKOT be presmibed psychismc medications without his her parent susndisn sizming the Consans for Sarvices form.

AMHT) Simaran and Disdpime Date

(] REQUEST FOR MENTAL HEAITH SERVICES: (To be completed by an Authorized Alental Health Discipline
ANHTY). This minor is manre enough o partcipate in mental health oeament. I cemfy thet each of the below three criteria are
mat and that services will not be claimed to Aedi-Cal (Health & Safety Code 124280). Services provided fo a chient who meets
only these criteria may NEVER be claimed to Medi-Cal; alternate funding mmst be available.

1. The clieat is 12 or older and mamire encugh to participate intellizently in the services provided.

2. The client’s parent(s)/suardian(s):
[ were congcted on by
[] ware not contacted becansa

3. The client’s parents)/guardians(s)
are ourrently imeolved in the services provided
oy mot want or are nmailling o partcipass in te oeamens
Are 0T SPRropIiate to partcipation in the senvices provided
Idote: The chient WILL MOT be prescibed peychiamic medications without his her perent’susendian sisnine the Conzed e Sevices form.

L

AMET 53 ad

Thes penickniisl mformaton @ provided i@ you o sccerd with S ed Fedorad e apsd q.'m ]'_EH_
regralstiens imciedieg bui e brawd o spplicsih Welfary and Iestituiisns code, Uivil Cede - " o
i HIFAA Privecy Sandards. Dupbcsnon of ths mflsrmades b firiber dislamrn =

perohibitd witheal prior wrinen s therioeson of @0 o bol sethers pd repre sl Erey i w heem Agenn‘ Provider #:
il portmns enlaes sihe ress p@rmitid by lew. Dasiraction 3@ this iefermaren is regeeed sfier
ihe stubed prarpass +f tha origival reqaest i Rl Los Angeles County — Department of Mental Health

CONSENT FOR MINOR
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Revised 121417 MEDICATION CONSENT AND TREATMENT PLAN

Date:
Current Medicatons:

Medicaton Consent Section:

The reazons for r2king the medications, including the likelihood of improving or not improving without such medicarions, were
dizcnssed with the clientlegal repressntative and are documented in the Clinical Record

The dosage, frequency, methed of sdoamisration and duration of the above medication(s), has been discussed with the client/
legzal representative. Any changes n medication dosage and’or frequency dunng the course of meament will be discuszed
with the clientlegs]l representative.

Feazonable altermatves, if smy, were dizcussed with the clientlegal representamve.

The client’ lagal representative has been mformed of possible side-effects including those that may be present after 3 months
and if applicable, notified that with some anf-psychonics there is a possible side-effect of terdive dyskinesia, which may cause
irvolumntary movement of the tongue, face, neck, limabs, or torso and may persist even after stopping the medicaton

Wntten potfication (e.g. OrderComnect leaflet) regarding the medicanon(=) and its side-effects was offered to the clientlegal
Tepraseniatdve.

The client' lagal reprasentative has been notfied that he'she should prompdly infiorm iz 'her meanng provider sbout chenges n
his'her condition (&.g.. dizminess, severe sedaton, rash), if she becomes pregnant, any decision to discontime 3 medication
and/or if any new medication(s) are prescribedtaken for other condiions.

The client’ legal representative has been informed thar be/'zhe may withdraw consent ar any dme.

| If applicable, indicate if the TV 220 was completed and enfered in the Clinicsl Fecord in addition to this medication consent
JWV-223 Order Date:

Treamment Plan Section

Objective: Feduce symptoms of as | | evidenced by

Intervention(s): Medication support services for one vear inchiding

Prescnbe medication(s) | Monitor climmcal effectiveness and side effects

Medication education | Collateral education A dmimister medications (e.g. imjections)
Proposed Frequency of Contact: Weekly Every other week [ ] Monthly Every 3 months

Sigamres Section

Information provided m: (lanzuzge)

Client SiznshoreTegal Fep Signatre:

Copy of thiz form was offered to the client: Yez [ |Mo

ADVINP Signatare: Diate:

Thib nefidentizl infermaiien b previded 15 vou In scord »oh S and Federal biws msald

rogalations incleding bt met Nenbid o spplicable Woltars and Lnschtwions code. Cl Name: DAH D
Code amd HIFAA Privecy Stasdards. of  dhin fer furiber
dischesure b prohibbed whbsst prar -rlbr-. awmhericstan of the cheo suthorteed Agenn" Provider =:

ropresenimthee o whom # prrisines usless sthereis permitied by los. Destructien of this - Los AnﬂEIEE Cou I'|l.'_l|l' DE-pa anit of Mental Health

isformalics i required sfier ihe staicd parposs of the criginal roguest o Tulfilled 1
MEDICATION CONSENT AND TREATMENT PLAN




Attachment IV

MH 556

Revigsd 312616 OUTPATIENT MEDICATION REVIEW
I have talked with nov pevclnabist or mose prachtionss, . wino has reconmmended that T/ ooy
child receives) medication(s) to treat symaptoms of . We have al=o

talkked about reasonable altematives, such as:
[ Mo reasonable alternatives available at this time.
The tvpels) of medications prescribed iz identified below:

MMedication{s) Type Diozage | Freguency Alethod | Duration
Arfideprezsant, Ansxiobytic, Mood, {induding PRM) FOnral T s teomn |
Stabilizer, Antinnychotc, Oibar

SN R I ol Bl Rl R

# [umderztand the dosage(s) and when to ke the medicatons), snd that amy chenges in medication dosage and'or
frequency timng the cowrse of mesmeent will be dizcussed with me.
# T have besn infonmed that some side effects are posdble, ncheding:

[ wiuscle stiffness/tremor [] Drowrsiness ] Dry mecathblurred vision/constipation

[] Meuses/sppetite changes [] sexunal problems [] Pregnancy issues ] Dizziness
[ Interactions with other drgs, food & health conditions [] Dviabetes ] Weight Gain
] other

# Tvmderstand that these are common side effects, and that there may be other les= common ones. T also understend that T should
prommpily mfomn oy psychiamst or mose pracinoner aboe chanees in noy conditon (e.g. dizzness, severe sedstion rash),
if T become pregnsnt, snd’or any new medications I may be prescnbediske for other condinoms.

# [In addifion to the above mentioned side effects, I nnderstand there may be additional long ferm wnse side effects
(present after 3 months) such as: [ Wone other than thoze listed above

[] Descrite long term side effects not identified above

# With some snf-peychotics I understand that there is a possible side effect, tardive dyskinesis which msy cause
orrchmisry movernent of the tongne, face, neck, Innbs, or torso and may persist even after stopping the medicaton

& Tumderstand that the decision to take medication 15 up to me, bt that I should slweys first disouss with ooy
peyvchiamistmirse pracutoner sy decision o stop mking medicanion

# [ underseand that moy psychismistmarse pracutoner believes this medicstion will help e but there is no guarsnies as to

the results.
0] IHAVE READ THIS FORM [ ] THIS FOREM HAS BEEN READ TO ME
[0 THIS FORM WAS INTEREPRETED IN FOR ME.

IF & cresslaged versiom of this Form was sgned by the oot adion responiible sdolt, the ransliisd version sl Be ansched 1o gse Engleh veraon
THE INFORAMATION ON THE FORM HAS BEEN EXFLAINED TO ME |, AND I AGEEE TO TARE THE
MEDICATION(S) AS PRESCRIBED. ITNDEESTAND THAT IMAY WITHDEAW CONSENT AT ANY TIME.

Signature: Sismature:

TR (Pepeni]agal Ui denn sy sor |

IHAVE EXFPILAINED THE BENEFITS, 5IDE EFFECTS AND RISKES OF THE MEDICATION(S) LISTED ABOVE
AND HAVE OBTAINED THE PATIENT 'SRESFONSIBELE ADULT'S INFORMED CONSENT.

Sisnature: Dhate:

[ Pevichisint of Marse Pracononsr e | il

This confadeimdal mfemadon b povided o ve e scord with Sews aned Fedderal laws wmd rejuuladsas Wame: DALH TDs-
I lading B nol Emved e apolicabls Wellirs and Inedardons cede, {Ovil Cads asd NEFAL Irivecy B " -

Soandirdi.  Duplicaidess of thls bawadon Fear laber dechensy b proffised sidea prisr smines .
sutsrbadss of e ol dhecarbisd div+ i whors |1 pertsine snbess otherads pamited by lw, | AEERCT: Provider #:

Tearmuodon of this lalor ek b regekred sl te 8 med pirpess of Ge or ipine] regessr s fulfls-d. |=|:lB AHEEI'B'H Euanw — Dapartmant of Mantal Haalth
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[Clear Entire Form]
LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH

AUTHORIZATION FOR USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION

CLIENT:
| |

Name of Client/Previous Name Birth Date Client Number

Name of Legal Representative (If applicable)

Street Address City, State ZIP Code
. USE OR DISCLOSURE OF
AUTHORIZES: PROTECTED HEALTH INFORMATION TO:
Name of Agency Name of Health Care Provider/Other
Street Address Street Address
City, State ZIP Code City, State ZIP Code
INFORMATION TO BE RELEASED:
| | Assessment/Evaluation || Psychological Test Results || Diagnosis
[ | Laboratory Results || Medication History/Current Medication [ | Treatment

[ | Entire Record (Justify):

| | Other (Specify):
MOTE: Records may include information related to alcohol or drug use and HIV or AIDS.
However, treatment records from drug and alcohol facilities or results of HIV test will not be
disclosed unless specifically requested.

Check all that apply: | | Alcohol or Drug Records [ | HIV Test Results
Method of delivery of requested records:
| Mail || Pickup || Electronic Device (CD, USB)

PURPOSE OF USE OR DISCLOSURE: (Check applicable category)
| | Client Request
| | Other (Specify):
Will the agency receive any benefits for the use or disclosure of information? [_| Yes [ | No

| understand that my Protected Health Information used or disclosed pursuant to this
Authorization may no longer be protected by federal law and could be further used or

disclosed by the recipient without my authonzation. | also understand that once my
information i1s used or disclosed, it may not be possible to recall.
EXPIRATION DATE: This Authorization is valid until / /

Month Day Year

MH 602 (09/2016) Page 1 of 2
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LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH

AUTHORIZATION FOR USE OR DISCLOSURE OF

PROTECTED HEALTH INFORMATION
- -—"- - - -~ - - -~

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:

Right to Receive a Copy of Authorization - | understand that if | agree to sign this
Authornization, which | am not required to do, | must be provided with a signed copy
of the form.

Right to Revoke Authorization - | understand that | have the nght to revoke this
Authorization at any time by notifying LACDMH in wnting. | may use the Revocation of
Authorization at the bottom of this form and mail or deliver the revocation to:

Contact Person Agency Name

Address City, State ZIP Code

| also understand that a revocation will not affect the ability of LACDMH or any health care
provider to use or disclose the health information for reasons related to the prior reliance
on this Authonzation or otherwise allowed by law.

Conditions: | understand that | may refuse to sign this Authornization without affecting my
ability to obtain treatment. However, LACDMH may condition the provision of
research-related treatment on obtaining an authorization to use or disclose protected
health information created for that research-related treatment. (In other words, if this
Authorization is related to research that includes treatment, you will not receive that
treatment unless this Authorization form is signed.)

| have had an opportunity to review and understand the content of this Authorization form.
By signing this Authonzation, | am confirming that it accurately reflects my wishes.

4 x

Signature of Client/Legal Representative Date

If signed by someone other than the client, state relationship and authority:
X

REVOCATION OF AUTHORIZATION

Mame of Client

Signature of Client/Legal Representative Date

If signed by someone other than the client, print name and state relationship and authority.

Printed Name:

Relationship and Authority:

MH 602 (09/2016) Page 20f 2



COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION VIII = DOCUMENTATION STANDARDS, TREATMENT STANDARDS
AND MEDICAL NECESSITY CRITERIA

DOCUMENTATION STANDARDS

Each network provider must open and maintain his/her own clinical mental health record in order
to document complete, accurate and current documentation of all services provided, including
assessment activities. The record must be secured and kept confidential in a locked file.

With the exception of the services that require Local Mental Health Plan (LMHP) authorization,
psychological testing and over-threshold services, network providers are not required to use the
LMHP forms for documenting clinical services as long as the documentation complies with Medi-
Cal requirements and meets medical necessity criteria. Minimal documentation requirements are
reflected on the forms contained in this section. Network providers must adhere to the clinical
records content and documentation standards of the LMHP. The minimum content includes both
administrative and clinical documentation.

If a network provider uses any forms other than the forms in this Provider Manual, each page
must include the Medi-Cal beneficiary’s name, the Department of Mental Health (DMH) Client ID
Number, the name of the individual or group network provider and a confidentiality/disclosure
statement similar to the statement on the LMHP forms.

OUTPATIENT MEDICAL NECESSITY CRITERIA

Every service claimed, other than those for assessment purposes, must meet the test of medical
necessity; i.e., the service must be directed towards reducing or ameliorating the effect of
symptoms/behaviors of an included diagnosis causing functional impairments or, minimally,
preventing an increase of those symptoms/behaviors or functional impairments. Each time a
service is claimed, the provider who delivered the service and submitted the claim is attesting that
he/she believes that there is sufficient documentation in the medical record to support the
intervention provided.

The following medical necessity criteria, as defined in the California Code of Regulations, (CCR),
Title 9, Chapter 11, Section 1830.205, must be met for reimbursement by the LMHP for all
outpatient services rendered by Network Providers.

1. The Medi-Cal beneficiary must have one of the included diagnoses in the most
current Diagnostic and Statistical Manual of Mental Disorder (DSM 5).

The complete list of allowable ICD-10-CM diagnosis codes in excel format can be
found at:
http://www.dhcs.ca.gov/providersandpartners/publications/lettersandnotices.

The State of California Department of Health Care Services (DHCS) Information
Notice No. is 18-053 was published on October 26, 2018. The 2019 International
Classification of Diseases, Tenth Revision (ICD-10) included code sets are effective
from October 1, 2018 through September 30, 2019. Annual updates will be published
through the Quality Assurance Bulletin. Network Provider should keep abreast of
Quiality Assurance Bulletins on updated changes to allowable diagnoses.

SECTION VIII PROVIDER MANUAL PAGE 1 0F 13
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

All providers must utilize the criteria found in DSM-5 to formulate the diagnosis and
make determinations of medical necessity for specialty mental health services
(SMHS). Once the diagnosis is formulated using the criteria found in DSM-5, a
corresponding ICD-10-CM code should be selected. DSM-5 provides a suggested
ICD-10 for each diagnosis. So long as the criteria from DSM-5 were used to formulate
the diagnosis, a different ICD-10-CM code (from the one found in DSM-5) may be
used. At times, there may be an ICD-10-CM code that provides greater specificity
than the ICD-10-CM code found in DSM-5.

DSM-1V criteria should continue to be used for Pervasive Developmental Disorders
(Autistic Disorder, Childhood Disintegrative Disorder, Asperger's Disorder, Rett’s
Disorder, and Pervasive Developmental Disorder Not Otherwise Specified) because
DSM-5 only has a single diagnosis of Autism Spectrum Disorder and the list of
included diagnoses does not account for this. ICD-10-CM codes can be found for
each of the DSM-1V Pervasive Developmental Disorders.

2. The diagnosis in the clinical record must be consistent with the most recent and up-
to-date clinical information documented in the assessment.

3. The beneficiary, as a result of the mental disorder, must have at least one of the
following impairments:

a) A significant impairment in an important area of life functioning;

b) A reasonable probability of significant deterioration in an important area of life
functioning;

c) A reasonable probability a beneficiary, under the age of 21 years, will not progress
developmentally as individually appropriate.

d) For full-scope Medi-Cal beneficiaries under the age of 21 years, a condition as a
result of mental disorder that Specialty Mental Health Services (SMHS) can correct
or ameliorate.

4. The intervention must meet each of the following intervention criteria:

a) The focus of the proposed intervention is to address the condition or impairments
identified in “2” above.
b) The expectation is that the proposed intervention will:

+ Significantly diminish the impairment, or

* Prevent significant deterioration in an important area of life functioning, or

+ Allow a beneficiary under the age of 21 years, to progress developmentally
as individually appropriate;

Medical Necessity Criteria for Reimbursement for Specialty Mental Health Services
for Eligible Beneficiaries under 21 Years of Age

CCR, Title 9, Chapter 11, Section 1810.215 defines Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) supplemental specialty mental health services as mental health related
diagnostic services and treatment, other than physical care, available under the Medi-Cal program
only to persons under 21 years of age pursuant to Title 42, Section 1396d(r), United States Code,
that have been determined by the State Department of Health Care Services (DHCS) to meet the
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

criteria of Title 22, Section 51340(e)(3) or (f); and that are not otherwise covered as specialty
mental health services.

For child, defined as a person under 21 years of age, who are eligible for EPSDT supplemental
specialty mental health services, and who do not meet the medical necessity criteria specified on
the Outpatient Medical Necessity Criteria described in this section, shall be met when all of the
following exist:

1. The beneficiary meets the allowable diagnosis codes found in DSM-5 and the
allowable code sets in ICD-10-CM. The yearly updated allowable code sets may
also be found on the DHCS website at: dhcs.ca.gov/providers and
partners/publications/lettersnoticesandbulletins

2. The beneficiary has a condition that would not be responsive to physical health
care based treatment; and

3. Persons who do not meet the medical necessity criteria listed above will meet the
medical necessity criteria per EPSDT (Title 22, Section 51340(e)(3)) eligibility
when specialty mental health services are needed to correct or ameliorate a defect,
mental illness or condition.

THE CLINICAL LooP

The “Clinical Loop” is the sequence of documentation that supports the demonstration of ongoing
medical necessity and ensures all provided services are reimbursable. All services claimed to
Medi-Cal, except for emergency services, MUST fit into the Clinical Loop and support Medical
Necessity in order to be reimbursed. The Clinical Loop is not a one-time activity. It occurs
throughout the beneficiary’s treatment and should be reviewed and updated on a regular basis to
ensure that current interventions are consistent with current symptoms/behaviors and
impairments documented in the Clinical Record.

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

1. The Assessment. The completion of an Assessment establishes the foundation for an
included diagnosis and impairments in life functioning. It further documents needs, barriers
and strengths which are helpful in the formulation of a treatment plan.

2. The Beneficiary Treatment Plan. The demonstration of medical necessity is carried
forward into the Beneficiary Treatment Plan where the diagnosis and impairments are
used to establish treatment goals/objectives and the proposed interventions to effect the
identified objectives. It creates a “road map” for the beneficiary, family and mental health
professional.

3. The Progress Note. Progress Note documents a service delivered that is related back
to an intervention identified in the Treatment Plan and the beneficiary’s response toward
the intervention.
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CLINICAL LOOP

ASSESSMENT

An initial assessment must be completed within 60 days of intake for a new admission (No open
episode in the entire system), or within 30 days when the beneficiary is being opened to a new
service, but has other open episodes. An assessment must be completed on all new Medi-Cal
beneficiaries. If a comprehensive assessment has been completed by another agency or network
provider in the last 6-12 months accompanies the referral, a copy of that assessment can be filed
in the clinical record and used as a baseline for the new provider’'s assessment. For children or
certain other beneficiaries who are unable to provide a history, this information may be obtained
from the parents/care-givers, etc. The assessment must clearly establish that mental health
services are medically necessary. For Contractors with an Electronic Health Record System
(EHRYS), the relevant form with all required data elements shall be used. The assessment is to
include, but is not limited to, the following:

a. Presenting Problem: The beneficiary’s chief complaint, history of the presenting
problem(s), including current level of functioning, relevant family history and current
family information;

=

Relevant conditions and psychosocial factors affecting the beneficiary’s physical
health and mental health; including, as applicable, living situation, daily activities,
social support, cultural and linguistic factors and history of trauma or exposure to
trauma;
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Mental Health History: Previous treatment, including providers, therapeutic modality
(e.g., medications, psychosocial treatments) and response, and inpatient
admissions. If possible, include information from other sources of clinical data, such
as previous mental health records, and relevant psychological testing or consultation
reports;

Medical History: Relevant physical health conditions reported by the beneficiary or
a significant support person. Include name and address of current source of medical
treatment. For children and adolescents, the history must include prenatal and
perinatal events and relevant/significant developmental history. If possible, include
other medical information from medical records or relevant consultation reports;

Medications: Information about medications the beneficiary has received, or is
receiving, to treat mental health and medical conditions, including duration of
medical treatment. The assessment shall include documentation of the absence or
presence of allergies or adverse reactions to medications, and documentation of an
informed consent for medications;

Substance Exposure/Substance Use: Past and present use of tobacco, alcohol,
caffeine, CAM (complementary and alternative medications) and over-the-counter,
and illicit drugs;

Client Strengths: Documentation of the beneficiary’s strengths in achieving client
plan goals related to the beneficiary’'s mental health needs and functional
impairments as a result of the mental health diagnosis;

Risks: Situations that present a risk to the beneficiary and/or others, including past
or current trauma;

A mental status examination;

Complete 5 Axis psychiatric diagnosis from the most current edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM), or a diagnosis from the most
current ICD-code shall be documented, consistent with the presenting problems,
history, mental status examination and/or other clinical data. To meet medical
necessity criteria for Medi-Cal reimbursement, the beneficiary must have one of the
diagnoses specified in the California Code of Regulations (CCR), Title 9, Chapter
11, Section 1830.205(b)(1)(A-R). The diagnosis in the clinical record must be
consistent with the most recent and up-to-date clinical information documented in
the assessment; and

Adequate information to assess the beneficiary’s needs in order to formulate a
treatment plan.
Signature of a staff person allowed to perform a Psychiatric Diagnostic Assessment

per the Guide to Procedure Codes. In addition to the staff signature, discipline/title,
identification number and date shall be included.

ASSESSMENT ADDENDUM

An Assessment addendum is required when there is additional information gathered, whether a
change or an addition, after the completion of an Assessment and prior to providing any services
that are not justified by the current Assessment. If using the LACDMH paper forms, the
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Assessment Addendum shall be used. For Contractors with EHRS, the relevant form shall be
used.

The Department of Health Care Services has set minimum standards for the content of an
assessment. In order to facilitate compliance, these standards were converted into forms which
when used help to ensure that the clinician covers all the required content of an assessment. The
assessment forms in this section have been in use in the LMHP for several years. The formats,
which are either equivalent to, or exceed, the content of the LMHP forms, may use their own
forms/formats. Note: The use of the 3-page MH 667, Network Provider Child/Adolescent
Assessment form shall be discontinued because the form does not have all the required elements.

The primary assessment forms are:

= Child/Adolescent Full Assessment form MH533 (Attachment )}
http://file.lacounty.qov/SDSInter/dmh/1058268 MH533ChildAdolesFullAssess7-1-

19fillable.pdff;

= Adult Full Assessment form MH532 (Attachment 1)}
http://file.lacounty.gov/SDSInter/dmh/1058271 MH532AdultFullAssess7-1-
19fillable.pdf;

The Child/Adolescent Assessment Addendum form 536A
http://file.lacounty.gov/SDSInter/dmh/1058266 MH536AChildAdolescentAssessAddendum7-1-
19fillable.pdf or the Adult Assessment Addendum form 532A

http://file.lacounty.gov/SDSInter/dmh/1058268 MH533ChildAdolesFullAssess7-1-19fillable.pdf
(Attachment Il & V) are to be used if additional writing space is needed for the initial assessment,
for assessment updates, or to confirm information on the original assessment.

ASSESSMENT UPDATE

The Assessment shall be completed every three years for clients receiving ongoing Specialty
Mental Health Services, including Medication Support. The Assessment is required when there is
a significant change in the clinical information, or at a minimum, every three years from the date
of the last assessment.

TREATMENT PLAN

The Client Treatment Plan form MH636 (Attachment V)
http://file.lacounty.gov/SDSInter/dmh/214727 MH 636_Client Treatment Plan 04-28-14.pdf is
required for all services, including Medication Support after the completion of a client assessment
and prior to the initiation of treatment services for a client. It must clearly address the problems
identified in the most current assessment. It shall be completed by the end of the Intake Period
(first 60 days) or within 1 month if opened elsewhere. As long as services hever exceed the LMHP
authorization threshold frequency of eight sessions in a four-month trimester period, the Medi-Cal
beneficiary’s treatment plan, if clearly identified as such, can be documented in the progress note,
provided all the required elements are present. The treatment plan must include the following
required elements:

= Specific and observable or quantifiable goals/treatment objectives related to the
beneficiary’s mental health needs and functional impairments as a result of the mental
health diagnosis;

SECTION VIII PROVIDER MANUAL PAGE 6 OF 13
SEPTEMBER 2020



http://file.lacounty.gov/SDSInter/dmh/1058271_MH532AdultFullAssess7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058271_MH532AdultFullAssess7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058271_MH532AdultFullAssess7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058271_MH532AdultFullAssess7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058266_MH536AChildAdolescentAssessAddendum7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058266_MH536AChildAdolescentAssessAddendum7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/1058268_MH533ChildAdolesFullAssess7-1-19fillable.pdf
http://file.lacounty.gov/SDSInter/dmh/214727_MH_636_Client_Treatment_Plan_04-28-14.pdf

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

= The proposed types of interventions/modality including a detailed description of the
interventions designed to address the identified functional impairments;

= The proposed duration and frequency of the interventions;

= The signature of the person providing the service (a Physician, Licensed Psychologist,
Licensed Social Worker, Licensed Marriage and Family Therapist, Nurse Practitioner
and Clinical Nurse Specialist); and

= Documentation of the beneficiary’s participation in and agreement with the treatment
plan as evidenced by the beneficiary’s dated signature. (Per DMH Policy 104.9,
Clinical Documentation, Section 4.3.8)

= |n cases where the client is unable, or refuses, to sign the plan due to his/her mental
state (e.g. agitated or psychotic), the client plan shall include a written explanation of
the refusal of unavailability. It is best practice to make subsequent attempts to obtain
the signature must be made and documented when the clinical record indicates that
the situation that justified the initial absence of signature is no longer a factor or in
effect.

= When the client, or other required participant in the treatment planning process, is
unwilling to sign the Client Treatment Plan due to disagreement with the plan, every
reasonable effort shall be made to adjust the Client Treatment Plan in order to achieve
mutually agreed-upon acceptance by the client or other required participant, and the
provider.

= Linguistic and interpretive needs: When special cultural and/or linguistic needs are
present, there must be documentation in the assessment, beneficiary treatment plan
or initial progress note indicating a plan to address the cultural and/or linguistic needs
(e.g. linking the beneficiary to culturally and/or linguistically specific services in accord
with LAC/DMH Policy No. 202.21, Language Interpreters). In accordance with Title VI
(Civil Rights Act) requirements, the expectation that family members provide
interpreter services is prohibited. If a beneficiary insists on using a family member or
friend as an interpreter, they may do so only after being informed of the availability of
free interpreter services. Under no circumstances shall a consumer be denied services
because of language barriers.

TREATMENT PLAN UPDATE

The Client Treatment Plan shall be reviewed and updated as clinically appropriate when there is
a change in the client’s mental status or treatment or every 365 days from the start date of the
first Client Treatment Plan. If the client is not available to participate in the review prior to the
expiration of the 365-day period, the Treatment Plan shall be reviewed and updated with the client
at the next contact with the client and prior to additional treatment services being provided. The
Client Plan is not final unless signed by the provider and client or responsible adult.

NETWORK PROVIDER PROGRESS NOTE

Service documentation should at a minimum include a recording for every service rendered on
the Progress Note form MH515 (Attachment VI)

http://file.lacounty.gov/SDSInter/dmh/084389 cms1 084389.pdf

Progress notes help ensure quality and continuity of care and are required to support claims. The
content of the progress note must always be consistent with the goals established in the
beneficiary’s treatment plan and reflect client care, clinical decisions, interventions, progress, and
referrals (when appropriate). The progress notes must describe how the services provided
reduced the identified impairment(s), restored functioning, or prevented significant deterioration
in an important area of life functioning outlined in the beneficiary treatment plan.
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The progress note must include:

= Date and time of service;

= The date the service was documented in the medical record by the person providing
the service;

= The amount of time taken to provide services;
= Procedure code;
= |ocation of service;

= Timely documentation of relevant aspects of client care, including documentation of
medical necessity;

= A description of changes in the medical necessity criteria, when they occur;

= Documentation of beneficiary encounters, including relevant clinical decisions, when
decisions are made, alternative approaches for future interventions;

= |nterventions applied, beneficiary’s response to the interventions;

= Documentation of referrals to community resources and other agencies, when
appropriate;

= Documentation of follow-up care, or if appropriate, a discharge summary;

= For family therapy, clear documentation of family therapeutic interventions shall be
clearly documented. The first names of the family members in attendance must be
documented; however, only one claim for the family session is to be submitted,
regardless of the number of family members present.

= The discharge summary (when applicable), if not recorded on a separate form; and

= The signature of the person providing the service (or electronic equivalent), the
person’s type of professional degree, licensure or job title and the relevant
identification number; and

= Documentation for all unique services such as psychological testing, family and group
therapy, medication support, etc. The type of service may be abbreviated, e.g.,
assessment-A, individual-1, group-G, psychological testing-PsyT, medication-Meds;

Other key features to remember regarding Progress Notes:

= Notes must be legible;
= References to other clients should only be by first name or initials;
= White-out or other forms of error correction materials are not allowed;

» If a mistake is made, place a single line through the mistake, write “mistaken entry”,
initial, discipline and date;

= Never skip lines when writing the note;
= Cross out all unused lines at the bottom of the entry; and
= Use black ink. The use of felt tip pens is not acceptable.

Timeliness/Frequency of Progress Notes.

There must be documentation on the progress notes for every Specialty Mental Health Services,
Medication Support or Crisis Intervention provided.
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Requirements for Claiming for Service Function Based on Minutes of Time

For Fee-For-Service Network Providers, Mental Health Services and Medication Support are
billed in minutes of time. The following requirements apply for claiming of services:

1. The exact number of minutes used by persons providing a reimbursable service shall be
reported and billed. In no case shall more than 60 minutes of time be reported or claimed
for any one person during a one-hour period. In no case shall the units of time reported or
claimed for any one person exceed the hours worked.

2. When the person provides service to or on behalf of more than one beneficiary at the
same time, the person’s time must be prorated to each beneficiary. When more than one
person provides a service to more than one beneficiary at the same time, the time utilized
by all those providing the service shall be added together to yield the total claimable
services. The total time claimed shall not exceed the actual time utilized for claimable
services.

3. For the Network Provider's Family therapy services, the documentation shall include
family therapeutic interventions. The first name of the family members in attendance shall
be documented in the medical record. Only one claim for the family session is to be
submitted, regardless of the number of family members present.

MEDICATION SERVICES

Psychiatrists and nurse practitioners prescribing medications must document that the Medi-Cal
beneficiary or the person responsible for the Medi-Cal beneficiary understands and agree to the
administration of the psychiatric medications that are being prescribed. This understanding is
known as Informed Consent. Informed consent must be obtained and documented when a new
or different type of medication is prescribed or at least annually and if a client resumes taking
medications (Refer to Section VII: Consents and Release of Information Forms).

Elements to be documented on the Informed Consent shall include but not limited to:

= the reasons for taking such medications;

= reasonable alternative treatments available, if any;

= the type, range of frequency and amount, method (oral or injection), and duration of taking
the medication;

=  probable side effects, possible additional side effects which may occur to beneficiaries taking
such medication beyond three (3) months; and,

=  The written medication consent form must be signed by the beneficiary.

= the consent, once given, may be withdrawn at any time by the beneficiary.

Instead of using a progress note when medications are prescribed, service may be documented
on the following:

= the Initial Medication Support Service form MH657 (Attachment VII);
= the Complex Medication Support Service form MH653 (Attachment VIII); or
= the Brief Follow-Up Medication Support Service form MH655 (Attachment 1X)

These three forms include the required documentation elements of medication support services
referenced below.
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= the Initial Medication Support Service form should be used for initial medication evaluations

or when a client is unstable on his/her medications.

= the Complex Medication Support Service form should be used for when laboratory tests are
required.

= the Brief Follow-Up Medication Support Service form should be used when a client is stable
on his/her medications
(Refer to Chapter IX: Procedure Codes, Diagnosis Codes and Rates, for the appropriate use
of Medication Support/Evaluation and Management Procedure Codes).

When not using the medication support forms the progress notes must include:

= Name, dosage and quantity of the medication;

» Frequency and route of administration.

= Presence or absence of side effects;

= Response to medication(s), both positive and negative; and
= The beneficiary’s compliance with the medication regime.

When medications or dosages are changed, the reason for the change must be documented.

DISCHARGE SUMMARY

A discharge summary must be written within 30 days of discharge and must include the admission
date, presenting problem, a summary of the services delivered, medications (if any), referrals,
recommendations and follow-up plans if applicable, reason for termination and a discharge
diagnosis. As an alternative to the use of the Discharge Summary form (Attachment X) a progress
note may be used as long as it contains the required elements.

Outpatient Treatment Standards

In addition to the medical necessity criteria listed above, the LMHP requires the presence of a
valid and complete treatment plan and the general standards listed below:

A. Network Provider

+ Must be credentialed and contracted through the LMHP;

+ Must render specialty mental health services to accomplish the treatment goals; and
¢ Must be accessible and engaged in a good working relationship with the LMHP.
.

Network Providers who provide Psychiatric Inpatient Hospital Professional Services
shall apply the medical necessity criteria found in CCR, Title 9, Chapter 11, Section
1820.205.

¢ Network Providers who provide Outpatient Specialty Mental Health Services shall
apply the medical necessity criteria found in CCR, Title 9, Chapter 11, Sections
1830.205 and 1830.210.

¢ Must maintain a complete clinical record in accordance with the structure and content
specified by County DMH. All services provided to a beneficiary, for which Medi-Cal
reimbursement is sought, must be documented in this record in a manner which
complies with all applicable regulations and standards established by State
Department of Health Care Services and County DMH.

¢ The Network Provider shall provide clinical records to County, and any Federal or
State Department representatives having monitoring or reviewing authority, at
reasonable times during normal business hours. Furthermore, the Network Provider
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shall provide access to and the right to monitor all work performed under the Network
Agreement to evaluate the quality, ensure appropriateness and timeliness of services
performed.

B. Treatment Services

¢ Must be generally acknowledged as the most effective and safe treatment modality
available for achieving the treatment goals specific to the diagnosis and severity of
symptomatology;

¢ Must be delivered with a level of intensity consistent with the diagnosis and severity of
symptoms;

¢ Must have a reasonable expectation of effectiveness in a time frame consistent with
acceptable standards of treatment specific to the diagnosis; and

¢ Must be consistent with the wishes of the Medi-Cal beneficiary.

C. Treatment Course
¢ Progress rate must be appropriate;
Must have ongoing post-treatment and discharge planning;
Complications must be appropriately managed;
Medi-Cal beneficiary must have an appropriate level of satisfaction with the care.

* & o
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CLINICAL RECORD CONTENT

Clinical
i Attachment Comments
Minimum Record Content
Referral Information from LMHP N/A Referral Information from LMHP
Medication Informed Consent Refer to Medication Must be signed and can be
Services for elements of withdrawn at any time by
an Informed Consent beneficiary. Obtained annually.

Network Provider Child/Adolescent Attachment | An assessment must be

Assessment OR completed for all new Medi-Cal

Network Provider Adult Assessment Attachment II beneficiaries within 60 days of
admission.
All required elements must be
present

Network Provider Child/Adolescent Attachment 11| An assessment addendum may be

Assessment Addendum used when any changes/updates

OR are made to the assessment in the

Network Provider Adult Assessment Attachment IV clinical record

Addendum

Client Treatment Plan Must be formulated within 60 days

Attachment V of admission and with the

beneficiary’s participation, dated
and signed by provider and
beneficiary. Refusal to sign or
unavailability must be
documented.

Network Provider Progress Note Required for every service

Attachment VI rendered.
Initial Medication Support Service Attachment VII Used for initial medication

evaluations or when a client is

Complex Medication Support Service unstable on his/her medications.

Attachment VIII Used for when laboratory tests are
. L required.

ng\fichllow—Up Medication Support Attachment IX Used when a client is stable on
his/her medications.

Network Provider Discharge As an alternative to the use of the

Summary Attachment X Discharge Summary form, the
summary of the course of
treatment with a final diagnosis
may be documented in the
progress notes.
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Attachment |

MH 533 CHILD/ADOLESCENT
Revised 7/1/19 FULL ASSESSMENT Page 1 of 10

Date of first assessment contact:

ASESSING PRACTITIOMER (Mame and Discipline):

I IDENTIFYING INFORMATION AND SPECIAL SERVICE NEEDS

CHILD
MAME: DOB: Age:
Other Names Used: GEMDER: [ | Male [ | Female
ETHHICITY: PREFERRED LANGUAGE:

Referred by (Name & Mumber)

BIOLOGICAL PARENTS & CONTACT INFORMATION

Mother's Name: Fathers Name:
Marital Status: DOB: Marital Status: DOB:
Address: Address:
Phone: Work: Phone: Wiork:
Preferred Language: Preferred Language:
Interviewed: [ | Yes [| Mo Interpreter Used: [ | Yes [| No | Interviewed: [ | Yes [ | No  Interpreter Used: [ ] ves [| Mo
Language Used for Interview: Language Uszed for Interview:
PRIMARY CAREGIVER & CONTACT INFORMATION (Complete only if Biological Parent is not the Primary Caregiver)
[] Adoptive [] Guardian [] Foster [ Kinship/Relative [] Group Home [] Other
Mame: Relationship to Child: DOB:
Address:
Marital Status: Phione: Work:
Preferred Language: Language Used for Intenview: Interpreter Used: [ | Yes [ Mo

|| Cuftural Considerations, specify:
[ ] Physically challenged (wheslchair, hearing, visual, etc.) specify:
[ ] Access msues (transportation, hours), specify;

Il. REASON FOR REFERRAL / CHIEF COMPLAINT

PRECIPITATING EVENT({S)/REASON FOR REFERRAL
CURRENT SYMPTOMS AND BEHAVIORS (INTENSITY, DURATION, ONSET, FREQUENCEY) and IMPAIRMENTS IN LIFE
FUHCTIONING caused by the symptoms/behaviors (from perspective of client and others):

This e Gidential iaformalisn i providad 1o vie i sccsed wilh Sl dnd Feideral
baws seldl regulatioss inclediog but oo Esmied s applicable Wellare amd Name: DinTH T
lesGrstions Code, Civill Code and HIP AL Privacy Sandards. Duplicatisn of (his
mlwmaties for fonber doclisere @ prohibied s@hour pror sriben
authorizatisn of the cleavasthorized represcatative te wlhi i penaing ualas
sl rwins permsined by law, Descroction &F this inlsrmarion i3 roguired aler the
stssted] parpins of Ube seigiaal sequest is Tulfillal, Loz Anzeles County — Departmment of Mental Health

CHILIVADOLESCENT FULL ASSESSMENT

Agency: Provider #:




MH 523 CHILD/ADOLESCENT Attachment |
Revised 7/11/19 FULL ASSESSMENT Page 2 of 10

SUICIDAL THOUGHTS/ATTEMPTS: “Columbia Swicide Severity Rating Scale Screener (LACDMN Version)”
Wizh to be Dead: Person endorses thoughts about a wish fo be dead or not alive anymore, or wish to fall aslesp and not wake up.

1. Within the past 30 days, have you wished you were dead or wished you could go to sleep and not wakes up?
[]Yes [ Mo

Suicidal Thoughts: General non-specific thoughts of wanting fo end one’s Iifedcommit suicide, “Tve thought about killing myseif
without general thoughis of ways fo kil oneselffassocialed methods, infent, or plan.
2. Within the past 30 days, have you actually had any thoughts of killing yoursslf? [ Yes [] No

FYESto 2 askquestions 3. 4, 5 and 6
FNO to 2 go directly fo quesfion &

Suicidal Thoughts with Method (without Specific Plan or Intent to Act). Person endorses thoughts of swicide and has thoughts of af
least one method during the assessment period.

3. Have you been thinking about how you might kill yourself? [] Yes [ No

Suicidal Intent (without Specific Plan). Active suicidal thoughts of killing oneself and patient reports having some infent to act on
such thoughts.

4. Have you had these thoughts and had some intention of acting on them? [] Yes [ No

Suicide Intent with Specific Plan: Thoughts of killing oneself with defails of plan fully or parfially worked out and person has some
infent to carmy it out.

5. Hawe you started to work out or worked out the details of how to kill yourself and do you intend to camy out this plan®?
[Ives [INo

Suicidal Behawvior
6. Hawe you done anything, started to do anything, or prepared to do anything to end your life? [ Yes [ |No

If ye=, How long ago did vou do any of these?

Additional comments regarding suicidal thoughtsfattempts:

Self-Harm (without statement of suicidal intent) [ ] Yes [ Mo [ Unable to Assess
If yes, describe:

. MENTAL HEALTH HISTORY / RISKS

[PSYCHIATRIC HOSPITALIZATIONSS: || ves | | Mo || Unable to Assess
If yes, describe DATES, LOCATION, AMD REASONS

OUTPATIENT TREATMENT: [ | Wes [ | Mo [ ] Unable to Assess
If yes, DESCRIBE DATES, LOCATIONS, AND REASONS
RECOMMENDATIONS, RESPONSE TO TREATMENT, PARENTICHILD SATISFACTION

Prior Mental Health Records Requested: [ ves [ No
Prior Mental Health Records Reguested from:

This calfdential i@larmatisn s providad 1o e 8 secind wilh Sie dnd Federil
biwd sl regulifess indeling bul ool Bamied o oapplicsble Wellare and MName- DiATH Thes-
lasdvations Code, Civill Caale and HIP AL Privacy Standands. Duplicassa of (ks
imformaltiss for forber dbclicere i3 prohibieed s@hour prior srioen . - .
authorizatisn of the disatisboniss] roprescalstive te slo i penaing unles :‘Em FProvider #:
atlerwie permalied by law, Descroction +F this infsrmiarios is rogoired afier the
stsienl parpinse of he sriginal request is Tulfillal. Loz Angeles County — Departmment of Mental Health
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MH 533 CHILDVADOLESCENT
Revised 71/19 FULL ASSESSMENT

Attachment |

Page 3 of 10

TRAUMA or Exposure to Trauma: [ Yes [ No [ Unable to Assess

death or violence or the threat of viclence (o someone else, or (7] victim of a crime

Examples include: (1) physically hurt or threatened by another, (2) raped or had sex against their will, (3] lived through a dizaster,
{4) combat veteran or experienced an act of terronsm, (3) severe accident, or been close fo death from any cause, (8) witnessed

Iv. MEDICATIONS

client's perspective what seems fo be working and not working.

List "all" past and present peychotropic medications used, prescribed/non-prescribed, by name, dosage, frequency. Indicate from

MEDICATION DOSAGEFREQUENCEY PERIOD TAKEN EFFECTIVENESS/RESPONSE/SIDE-

EFFECTS/REACTIONS

General Medication Comments (incluede significant non-psychotic medication issueshistony):

V. SUBSTANCE USE Screening and Assessment

Child/Adolescent Screening Questions

Pari & Yes Mo
1. During the past 12 months, did you drink any alcohol (more than a few sips)? O O
{Dia not count sips of alcohaol faken dunng family or religious events)
2. During the past 12 months, did you smoke any marijuana or hashish? O O
3. During the past 12 months, did you use anything else to get high? O O
If the client answered “yez” fo any guesfionsz in Far A, continue with Part B.
Part B
4. Have you ever ridden in a CAR driven by someone (incuding yourself) who was “high™ or had O O
been using alcohal or drugs?
5. Do you ever use alcohaol or drugs o RELAX, feel better about yourself, or fit in? (| O
6. Do you ever use alcohal or drugs while you are by yoursalf, or ALONE? O O
7. Do you ever FORGET things you did while using alcchaol or drugs? (H| O
8. Do your FAMILY or FRIENDS ever tell you that you should cut down on your drinking or drug O O
use?
9. Have you ever gotten in TROUBLE while you were using alcohol or drugs? (H| O
This ceafidential iaTormatisa s providad 1o yoe ia sccend with S and Feileral
biws asd regulatoss inclediog but nol Bmited o applesble Wellare and Name:- DATH T
s iations Ciele, Civill Cide and HIPAA Prnacy Standards. Duplicaissa of this
lormialsss Tor furiber doclicsne @ prohibieed w#houl prer wribea i - )
authorizatisn of the clientssthorized represeststive to wiho it pemaing unles A'Em Frovider #:
atherwiee permitoed by law, Des jom ol this inl: il i reguired afier the
stsierl ,.‘.ﬁ::nh-“i:i..u ".:L".‘:‘h il B ' Loz Angele: County — Departinent of Mental Health
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Aszezssment/Additional Information

FAST AND PRESENT USE OF TOBACCO, ALCOHOL, CAFFEIENE, CAM (COMPLEMENTARY AND ALTERMATIVE MEDICATIONS) AND
OVER-THE-COUNTER, AND ILLICIT DRUGS. B2 sure to include route of administration, frequency (amount), withdrawals, etc. Also,
include any relevant information from other sources (i.e. teachers, social workers, etc.)

Parent/caregiver comments/concems regarding client's relationship with alcohol or drugs:
May utilize MHS552 Co-Occwring Substance Use ParentCaregiver Questionnaire

V1. MEDICAL HISTORY

FEDIATRICIAN'S HAME: PEDIATRICIAN'S PHONE:

Date of Last Physical Exam:

Glasses [¥es [ Mo Braces [ ves [ Sensony/Motor Impairment [Owes [
Mo Mo

Seizura/Meurs Disorder [Jwes (1Mo  Acute liness Oves O Chronic lliness O ¥es O
Mo Mo

Accidents |:| Yes |:| Mo Head Trauma |:| fes |:| Hearing Problems |:| fas |:|
Mo Mo

Dental [ ¥es [ Mo Vaccinations [1ves [] AsthmalLung Diseaze [Jves [
No Ho

Sexually Transmitted Disease [ | Yes [ Mo  Weight or Appetite Change [] ¥es [ Mo

ALLERGIES [ | ves [ Mo If yes, specify: HIV Test [] Yes [ Mo If yes. date:

Pregnant [ | ¥es [] No If yes, date:

Medical Comments:

[[] Records requested from:

Vil.  DEVELOPMENTAL HISTORY

Meonatal: Prenatal Care? []¥es [] Mo Temn: Mos. Birth Wit

Flace of Delivery: AgeofMother.  AgeofFather:  Martal Status:
Did Mother use alcohol, cigarettes, drugs? [ Yes [ Mo If yes, specify_
liness, accidents, stresses during pregnancy or at the time of pregnancy:

Type of Delivery: Duration of Labor:
Post-Partum complications:

Comments (include family and environmental siressors during pregnancy and af birth):

T b Gidentisl ialormatisn & providad 1o yoe is socerd with Saie dmd Federal
biwi el roguliGoss incleding bul ool Bemiled & appheable Wellare and Woame- DATH D=
lesrivations e, Civill Cide and HIP AL Privacy Standands. Duplicatssa of (his
mmformatie Tor funber doclsere i3 prohibiced s@hour prior =srioen

authorizatisn &f the dinlasthorized represcatative o wlho il penlain unlss A'Em Frovider #:
il Fwies e rimslned by law. Diesoruetion oF this inTermation is reguired aller the
stmtel purpme of the srigisal request is ulfillal, Loz Angeles County — Department of Mental Health

CHILD/ADOLESCENT FULL ASSESSMENT
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DEVELOPMENTAL MILESTONES ENVIROMENTAL STRESSORS
(Describe if mot within mormal Kmits) (Examples include moves, school changes,

loss of famifriends, changes in fam
compasition, SES, lifesiyle, exposure fo
fam conflictviolence, major ilinesses,
abuse/neglect, placement changes, efc.)

Infancy (0-3)

Modor skifls (=i, crawd,
walk)

Speech

Eating

Slesping

Tailat training
Coordination
Temperament
Separatian

Early Years (4-6)
Social Adjustment
Separation
Sexual Behaviors
Self-Care

Latency (T-11)
School adiusimeant
Pear & aduit relzbons /
friends
Inferestthobbics
Impuilze comdrol
Self-Care

Adolescence (12-om)
Sepamatian £ indhviduabon
Sexual anentation
Sexual behavior

Gender identify
Relationzhips / Suppord
Systems

Independent funchioming
Moral development

Infancy (0-3)

Early Years (4-6)

Latency (7-11)

Adolescence (12-on)

T chiaGilential ialormalisan s providal lo yie i sccerd Wil Sk and Feideril
b gl Feguilafess indleliag bul ool Emiled @ appbeable Wellare and Name: DiATH I
lasiEiatinns Cisle, Civill Ciale and HIP AL Privacy Standards. Duplicalssa of (ks

informatiss Tor furiler doclmesre i prohibieed s@hour prieor wrioes

- - &
dithisrizlisn & he chenl'dsthorised represcatalive o whi I peraind ualss :‘EEllf_'F Provider #:
il e ied by law. Destruetion &F this infsriiatios i4 reguired afler the
ststerd purpme of e srigisal request s Tulfilled. Los Angeles County — Departinent of Mental Health
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& PSHSGCIAL HISTORY
SCHOOL HISTORY, CURRENT STATUS & ASPIRATIONS
School: Grade Level: |
Special Education: Ve Mo Special Classes: [ Yes Mo
IEP: Yes Mo Dates:

Educational Comments (e.g. fype of school, academic performance, grade refention, school changes, afiifude/behavior,
attendancedruancy, suspension'expulsion)

VOCATIONAL INFORMATION (e.g. jobs, independent living program, fraining, job related problems, volunteer work, caresr
irferests)

JUVEHNILE COURT HISTORY [e.g. amesfzsiofifanses, icketzwamings, probation/stipuations, incarceration, placement)

CHILD ABUSE AND PROTECTIVE SERVICES INFORMATION jnaturs of allegafions, age of occurrence, offender,
dependency court action, childiparent response, placemernt and fype, senvices)

DCFS or Police Intervention: Yes Mo |= there & cument visitationinvelvement plan? [] Yes Mo

Thi csalfidenrisal isformatisn is providad 1o yom is sccerd with Suace and Feideral
biad sl refulifisd inclediong bul ool Emiled @ appheable Wellare dnd MName- DATH T
Vi o vt ok i, (0T il sl TP ALK Privacy Standands. Duplicatssa of (ks
wlormalie for fwrlser doclisere i@ prohibieed s@thout prior wribiea . . .
authorizatisn of the dieal'isthorized represeststive to who i perlaing unles :‘gm Frovider #:
alerwin permmalied hy law, Descruction & this inlssmiatios 2 reguired aller the

stmiel parpise of the seiginal request is fulfillal. Loz Anzeles County — Department of Mental Health

CHILD/ADOLESCENT FULL ASSESSMENT
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X, CURRENT LIVING SITUATION
Living Situation Type: | | Biclogical | | Adoptive | | Guardian | | Foster | | Kinship/Relative | | Group Home || Other

Is the client homeless? [ ] ves [ | No [] Unable to Assess
If yes, when did the client become homeless (estimated date)?

Others Diagnosed with Mental lliness in Living Situation: ] Yes [ Mo
Significant Current Drugf&lcohol Use in Living Situation: [ Yes [] Mo
Initial date of current living situation:

Family Composition (include siblings, stepparents/others, grandparents, exfended family, ethmiciyculiure, education, socio-
gconormic, religious affiiation)

FAMILY HISTORY:

History of Mental liiness in Immediate Family: [ | Yes [ | No [ ] Unable to Assess
AleoholDrug Uss in Immediate Family: 1 ¥Yes [ Mo [0 Unable to Assess
History of Incarceration in Immediate Familv: [] Yes [] Mo [] Unable to Azsess
Family History {including medical, mental, subsfance use, legal)

FAMILY RELATIOMSHIPS (quality of affachment, disciplinary style, conflictviclence, problem solving)

FAMILY STRENGTHS [clientfamily perspeciive, assessor's perspective)

Family Needs [clientTamily perspective, assessors perspective)

Stated Needs and Expectations
What are the family members/child expecting of mental health and inferagency system? What are they willing to contribufs?

This cenfidencisl isformatisa is providead o yow 8 sccerd with S and Federal
hiws med regulatess incleding but ool Emiled e applicsble Wellare amd Name: DiATH D=
s givetions Coslie, Uil Cosle and HIPAA Privacy Sandards. Duplication of this
wformiaies Tor forber dodlicere @ probibiced s@hour pror wrioes X . )
authorizatisn of the cdieal'isthorissd] represcatstive to whi i penaing unlss A'EE.]"'-F Frovider #:
wtherrwies permioed by law, Descroction of this infermarios is reguired afier the

ststedl parpine of the srigiaal request is Tulfillal, Loz Angeles County — Departiment of Mental Health

CHILD/ADOLESCENT FULL ASSESSMENT
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. RELEVANT PAST LIVING SITUATION

Living Situation Type: L] Bidlogical L] Adoptive L] Guardian L Foster L] KinshipRelative L] Group Home L] Other
Others Diagnosed with Mental lliness in Living Situation: [ Yes [] No

Significant Current DrugfAlcohol Use in Living Situation: ] Yes [ Mo

Family Composition (Include siblings, stepparentsfothers, grandparants, extended family, ethniciy/culfure, educalion, socio-
economic, religious affiiation)

FAMILY HISTORY:

History of Mental Iliness in Immediate Family: [| ves [

Aleohol/Drug Use in Immediate Family: [] wes [] Wo[] Unable to Azsess
History of Incanceration in Immediate Family: [] Yes [| WNo[ ] Unable to Azsess
Family History (including medical, mental, substance use, legal)

Mo [ Unable to Azsess

FAMILY RELATIONSHIPS [qualify of affachment, dizciplinary style, conflictdolence, problem salving)

FAMILY STRENGTHS (clientfamily perspective, assessors perspective)

Family Needs (clientfamily perspective, assessor's perspeciive)

Family/Child's Current Visitation & Involvement Plan and Schedule (Complete only if client does not reside with
family of origin}
What is the family’s curment
court-ordered visitation plan?
Include informadtion about
visits with biological parents,
stepparents/siblimgs, extended
family, if applicalie.
Include freguency of the visits,
length, and need for
moritoring.

Level of engagement in child's
assessment

This s fdencisl isTormatisa is provided 16 yom s sccend with S and Feideral
Litas sl refuilafioes incleding but aol BEmiled s appleable Wellare il Mame- DIATH T
L i vwtions s, Civill Ciade and HIPAA Privacy Standards. Duplicalssn of (his
imformatia for foriber doclisese & prohibied s@hour prier sriben ) . .
aurhorizatisn of the dicat'smhorized represeststive to who i perising unles _-\Eenr_qr Provider #:

ailrrwiee permitied by law. Desoruction of this infermation is reguired afier the
stsstend parpone of (e arigaal request is Tulfillel, Loz Anzeles County — Departinent of Mental Health
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X1. MENTAL STATUS EXAM Instructions: Check all descriptions that apply

Apparent Age:
[] ¥ounger [] Stated age [] Older
Comments:

Weight:
[ 1 Nomal range [ ] Underweight
[[] Crenarsight

Comments:
Cleanliness/Grooming’ Attire:

[[] Disheveled ! Messy
[[] Dirty / Odorous [ Neglected
Comments:

Behavior
Activity Level:
[] Momnal /
[] Fidgety ctive

kannerisms Tics
Comments:

[ Lethargic

Gross Motor:
[]Intact [] Impaired
Comments:

Fine Motor:
[ intact [] Impaired
Comments:

Behavioral Disturbances:

[] Aggressive [ | Poor impulse control
[ Passive [ ] Mone

Comments:

Manner of Relating to Examiner —
Eye Contact:

[] Good f Age Appropriate [ Lirnited
[] Awgided [[] Staring

Comments:

Ability to Cooperate and Engage:

[ Aggressive [| Other:

[ Well Groomed [ Clean f Normal for age

& Appropriate [ Hyperactive

[] Cooperative [ Indifferent [ | Anxicus
[ wWithdrawn [| Seductive [ | Cppositional

Comments:

Relatedness to Caregiver:

[ Appropriate [] Defiant / disobedient
[ Clingirg [] Bossy [] Mot observed
Comments:

Speech and Language
Rate:

] Mormal
[] Siow
Comments:

[] Rapid [] Pressured

Volume:
] Mormal
Comments:

O Louwd [ Soft

Clarity:

[ Clear [ Shurred [ Mumbled
[] stuttered [] Incoherent
Comments:

Content:

[] Mormal [ Age Appropriate

[ Hyper-verbal [ Impoverished w litthe
detail [] Mute [ Non-werbal

Comments:

Thought Content — Delusions

[] Persecutory [| Grandiose [ Paranoid
[] Religicus [] Somatic [] Nome
Conmiments:

Hallucinations:

[] Auditory ! Reacting to intemal stimuli

[] Visual [[] Tactile [| Ofaciory [| None
Commenis:

Anxiety:
[] Fears f Phobias [] Obsessions

[ Compulsions { Rituals
[[] Separation difficulties [] None
Comments:

Thought Process.,
[[] Mormal / Limear [| Disorganized

If disorganized, indicats:

[] Circumnstantial [] Alight of ideas
[] Paucity of ideas [_] Rumination
[] Tangential [] Loose associations
[[] Thought blocking

Conmiments:

Alertness / Attention and
Concentration:

[] #tert[] Focused

[] Short attention span [| Tired ! lethamgic
[] Easily distractible [] Other
Comments:

Orientation:
[] Oriented [ Disoriented

If disonented, disorented to:
[ Time [] Place [] Persaon
Comments:

Memory:

Short-term:

[ Intzct [ Imipaired [] NA& due to age
Comments:

Long-term:
[] Intzct [ Impaired [ M/A due to age
Comments:

Fund of Knowledge / Intelligence
[] Average [] Above Average

[] Below Average

Comiments:

Cognitive Ability / Insight
[] Good [[] Poor [ Fair [ NA due to age
Comiments:

Mood:
[ Euthymic/ Normal [ | Fearful / Anxious
|| Angry [] Buphoric ] Sad / Tearful
[ ] Imitable  Agitated [ Silly
[ | Other:
Comments:

Affect | Expression:

| Momal Range [ Incongruent w' mood
[ Blunted [[] Labile [| Congruent w' mood
|| Restricted / Constricted [_] Flat
Comiments:

Examination of Risk - Suicidal

[ Denies [] Admits

If suicidal, indicate:

[ Thoughts [] Plan [] Intent [] Recent
Atternpt

Comments:

Examination of Risk - Homicidal

[] penies [] Admits

If homicidal, indicate

[] Thoughts [] Plan [ Intent [] Recent
Atternpt

Comments:

alaeal parpise of ke drigisal requeil is Tullfillal

Thiai ceafidentisl iaTormatisa s providad 1o yom is sccend with St and Feideral
biwi sl regulitioss incleding bul ool Bemined e oapplicsble Wellare and
lssdvadiong Cisde, Cival Ciade and HIPAA Prvacy Stanidards. Duplicatssa of ks
mlormialse Tor furker doclicere @ prohibited s@boul peor sribéa
authorizatisn of the chent'asthorized represcststive to whe il periging unless
sl rwiee permiined by law., Descroction «F this infermation i3 roguired afier the

Name:

Agency:

DAMH I

Provider #:

Los Angeles County — Departinent of Alental Health
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X Summary and Diagnosis
CLIENT'STRENGTHS {fo assist in achieving freatment goals)

CLINICAL FORMULATION: Summanze'concepiualize all clinical information to aetermine the client's diagnosis and include
initial proposalis) for treatment. Be sure to identify any impaiments in life funciioning due to the dient’s diagnosis (Medical
Necessity). Formulation showld include risk factors as well as any significant strengths that can assist the client with treatment.

DAGHOSTIC DESCRIPTOR ICD DIAGHOSIS CODE (check at least one Primary)

Primary Code

Sec Code
Code
Code
Code
Code
Code
Code
Code

Disposition/Recommendations/Plan:

SIGHNATURE

Aszessor's Signature & Discipline Date Co-Signature & Discipline Date

Thi cenfidencis] isformatisn is provided 1o yon s scesed with S amd Federal
baws fsdd repulatess inclediog but ool hmited e applicsble Welfare amd Name- DAATH Th=-
T i vt vk sl il il i HIP AL Privacy Standands. Duplicaisen of (his

informalisa for fonber docloere i@ probibieed s@hour pror srioken

anthorizatisn of the cieat'smthoriza] represeststive (o wibo i peraing ualas :‘Em Frovider #:
il it s bed by law, Descroction oF this ialsrmiatios i required afier the
il parposs ol b srigiaal regest is Talfillad.

Loz Angeles County — Departiment of Mental Health
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DCrate of first assesament contact: |
ASSESSING PRACTITIONER (NAME AND DISCIPLIME):
ClientiCthers Interviewed:

I. DEMOGRAPHIC DATA & SPECIAL SERVICE NEEDS:

DoB: GEMDER: ETHHICITY: _ Marital Status:
Referral Source:

Mon-English Speaking, specify language used for this infeniew:

Were interpretive sernvices provided for this interview? || Yes Mo
| Cultural Considerations, specify:

Physically challenged (wheelchair, hearing, visual, etc.) specify:

Access issues (transportation, hours), specify:

Il. REASON FOR REFERRAL / CHIEF COMPLAINT

PRECIPITATING EVENTS(S)/REASON FOR REFERRAL
CURRENT SYMPTOMS AND BEHAVIORS (INTENSITY, DURATION, OMSET, FREQUENCY) and IMPAIRMENTS IN LIFE

FUNCTIONING caused by the symptomaibehaviors (from perspective of client and others):

SUICIDAL THOUGHTS/ATTEMPTS: “Columbia Swicide Severily Rating Scale Screener (LACDMH Version)”
Wish to be Dead: Person endorses thoughts about a wish to be dead or not alive anymore, or wish fo fall asleep and not wake
up.
1. Within the past 30 days, have you wizhed you were dead or wished you could go to sleep and not wake up?
Yes Mo

Suicidal Thoughts: General non-specific thoughts of wanting to end one’s life/commit suicide, “T've thought about killing mysel™
withouwt general thoughts of ways to kil oneseffassociated methods, intent, or plan.
2. Within the past 30 days, have you actually had any thoughts of killing yourssif? [_| Yes Mo

IFYES o #2 ask questions 3. 4, 5, and 6
IFNGC fo 2, go directly o guestion 6

Suicidal Thoughts with Method {(without Specific Plan or Intent to Act): Person endorses thoughts of suicide and has thoughts of
at least one method during the assessment period.
3. Have you been thinking about how you might Kill yourssi? Yes Mo

Suicidal Intent (without Specific Plan) Active suicidal thoughts of killing oneself and palient reports having some infent fo act on
such thoughts.
4. Have you had these thoughts and had some intention of acting on them? [] Yes Mo

This eonldenizal inlirmalion i provided o e in stoand with Siale dnd Faleral liss anil

ripulatioss iscluding but ool limitad to applecsbde WelTare and Insdostions «ode, Civil MName: DAH ITw-

Cile ssd HIFAA Privacy Sandsrds. Duplication of this faformstion for fordkssr

disilasure s prehibiicd withiowl prior writles astherizmbGos of the dieacasthorized . . -
represcalalive 1o w hom i pertass uales ollerwine permiined by s, Desirsctisn of this ';gm Frovider #:
infrmalion i regjeinal alter the staied punpice &F the srigial reguet B Malfllal L'IJS MEEIES CEII.IFII.'!." —_ DEPﬂI‘LI'I"lEFI[ |:|r M'E.‘rllﬁ| HEE|T]'I
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Suicide Intent with Specific Plan: Thowghis of killing oneself with details of plan fully or parfially worked ouwt and person has some
infent to carry it out.

5. Have you staried to work out or worked out the details of how to kill yourself and do you intend to carry out this plan?
Yes | Mo

Suicidal Behavior:
6. Have you done anything, started to do anything, or prepared to do anything to end your life? [ [Yes [ Mo

If yes, How kong ago did you do any of these?

Additional comments regarding suicidal thoughts/attempts:

Self-Harm (without statement of suicidal intent) fes Mo Unable to Assess
If yes, describe:

lll. MENTAL HEALTH HISTORY / RISKS

PSYCHIATRIC HOSPITALIZATIONS: || vYes [ | No || Unable to Assess
If yes, describe DATES, LOCATIONS, AND REASONS

OUTPATIENT TREATMENT: Yes Mo Unabile to Assess
If yes, describe DATES, LOCATIONS, AND REASONS.

Past Homicidal Thoughts/iAttempts (including dates, threat, intent, plan, target(s), access o lethal means, methods used)

TRAUMA or Exposure to Trauma: | | Yes | | Mo || Unable to Assess

Examples include: {1) physically hurt or threatened by another, (2) raped or had sex against their will, (3) ved through a disaster,
(4} combat veteran or experienced an act of terroriam, (3) severe accident, or been close to death from any cause, (6) witnessed
death or violence or the threat of violence to someone else, or (7) victim of a crime

This eonfidential information is provided o veu in secornd with e and Feders lass anid

g S oac i@l ding hul ol limitad to applacable Wellare and lasdpstions ¢ode, Civil M ame- DAH I

Codle sl HIFAA Privacy Sandsrde.  Duplication of this falersmstion for Toriker

disclasure i peshiibiied withiwl prior sritien astherizaGes of the clieac' s horised ) . o
Feprescmlalive 1o w hoim i perisies aaless ollerwine permained By law. Desiesdtisn ol this '-lgm Frovider #:
infsrmation is regeirad alter the stabed purpocs &F ithe srigiacl regoet B Malfllal L'IJS MEEIES CEII.IM"_." - DEPEI‘LI'I‘I&M I:If M'E'ntﬁl HEEM‘I
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IV. MEDICATIONS

Has the client ever taken psychotropic medications? [ | Yes || Mo || Unable to Assess
List "all" past and present psychotropic medications used, prescribedimon-prescribed, by name, dosage, frequency. Indicate from
client's perspective what seems to be working and not working.

MEDIC ATION DOSAGEIFREGQUENCY  PERIOD TAKEN EFFECTIVENESS/RESPONSE/SIDE EFFECTS/REACTIONS

General Medication Comments (include significant non-psychotic medication issueshistony):

V. SUBSTANCE USE / ABUSE Screening and Assessment

Does the client cumently appear to be under the influence of alcohol ordrugs? | |Yes | | Mo [ | Unabie to Assess

When was the last time the client used alcohol or drugs?

A, Alcohol Screening Questions
1. Inthe past year, how often did you have a drink

1 Drink = 12 ounces of beer, 5 ounces of wine, or 1.5 ounces of iguor
[ Mever [IMonthlyor [|24times [|3tmesa [ |4+timesa

containing alcohol? (0} less a month wesk wesk
(1} (2) (3} =]
If "Mever”, proceed o Drug Screening Questions.
1a. In the past year, how many drinks contmining alcohel [ 1or2 [ 3ord []5ora [7wg [] 10+
did you hawve on a typical day when you are (0} (1) (2} {3} (4}
drinking®
. . [ Mever []Lessthan [ | Monthly [[] Weakly [] Doaily or
1k In_ﬂ"rE past year, P'::-wu:vfen did you have six or morne i) ity 2) () almost daily
drinks on one oocasion? {1] i)
Low nizh/abzafain = score of 0-3
Alcohol Screening Score: Moderateshigh rick = score of 3-7 {women) and score of 4-7 (men)
Severs ngk (provide a bnef intenvenfion) = score of 8 or mons
Was a brief intervention provided? [ Yes [ | Mo
B. Drug Screening Questions ("Yes" fo any of the questions below indicales a positive screening)
Recenthy Used?
Ever Used? {within past § months)
fes Mo fes Ma
1.  Have you used nicotine products?  (Ciganstfes, cigars, elecironic cigarettes, smokeless M O O O
fobacoo)
2. Do you use products containing caffeine, such as tea, coffes or high-caffeine emergy = 0 0 O
drinks? [Such as AMP, Monster, Red Bull or 5 Howr Enengy
3. Have you used opicids? (Heroin, apivm, non-prescnbed pain medicabions) ] [l O O
4. Have you used preschplion medications, ower the counter medications, and/or non-
prescription supplernents in a manner cther than preserbed? (For example, fo gef high) [l O O O
5. Have you used stimulants, swch as cocaine or methamphetamine? 1 | | [l
G, Have you used manjuana? (smoked, edibles, wax, or other) | O O |
7. Hawe you used hallucimogens? (MDMA or Ecstasy, LS50, PCP, mushrooms, or psilocin | O O O
8. Hawe you used drugs intravenously? | O O O
2. Have you used other substances of abus=? | | O O

This eonfdential ol mation is provided o vea in sccond with Siaee and Feders] liss anid

v litiiss igfluding hut o limiited oo applecsbde Wellare and lasdostions code, Ciwil Mame: DAH 1T
Cwle ssd HIFAA Privacy Sandseds.  Duplication of this informstion for furdser

disclasure is prehibied withest prior sriten asthorizatos of the clieac'ssthorized ) . .
represcalalive 1o whiom il perisisd unless ollberwine permiimed by L, Desirsttisn of this A'Em Provider #:

i e sl on is regeieal aler the s puspise oF the o gisal reguest i Tallillal |-_'IJS MEEIES ':I:Il.lr'll'fl" — DEDEI‘LITIEH[ IIIf M'E'ntﬂl HEE"J'I
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C. Are you interested in changing your substance use pattems? Yes Mo MIA

Azseszsment/ Additional Information (answer anly if scresning is positive)
PAST AND PRESEMNT USE OF TOBACCO, AL COHOL, CAFFEIME, CAM (COMPLEMENTARY AND AL TERMATIVE MEDICATIONS) AND
OWER-THE-COUNTER, AND ILLICIT DRLNGS, if mot determined by screensr. Be sure to include rowte of administration, frequency (amount),

withdrawals, etc.

VI. MEDICAL HISTORY

MD NAME: MD PHOME: Date of Last Physical Exam:
Major medical problem (treated or untreated) (Indicafe problems with check: Y or N for client, Fam for family hisfory)
Fam % M Fam ¥ M Fam ¥ M Fam ¥ N
Seizure/neurns Cardicvascular | Liver disease Diarrhea
disorder diseasa'symp .
Head trauma Thiyroid | Renal Cancer
diseasa'symp dizseasa'symp
Slesp disorder Asthmalung | Hypert=nsion Seceual dysfunchion
disease
Weight/appetite chyg Blood disorder | Diabetes Sewually trans
dizease

ALLERGIES (If Yas, specify):
SensonyMotor Impaimment (If Yes, specify):

Pap smear Mammogram | HIWV Test Pregnant
If yes, date: If yes, date: If yes, date: If yes, due date:

Comments on above meadical problems, other medical problems, and any hospitalizations, including dates and reasons.

Vil. PSYCHOSOCIAL HISTORY

Pleaze sfafe gpecifically how mental health sfafus directly impacis each anea below. Be sure fo inciude fhe client’s strengths in esch amea.
EDUCATIONSCHOOL HISTORY
Special Education: Yes Mo Unable to Aszess Leaming Dizability: Ve Mo Unable to Assess

Describe mofivalion, education goals, literacy skill level, general knowledge skill level, math skill level, school problems, efc:

EMPLOYMEMNT HISTORY, Readiness for Employment and MEANS OF FINANTCIAL SUPPORT
Current Paid Employment: [_| Yes Mo Unable to Assess Military Service: [ | Yes Mo Unable to Azssess
Descrnibe work related problems, volurdesr work, maoney management, source of income, longest period of employment, eic:

This conldential infermation i provided (o veu in seeord sith Saee and Foderal lass and

ripulatoes istluding but sl limital (o applicsbde Wellare and lnsSostions eode, Civil MName: DINH IT=-

Ciodle sl HIFAA Prinady Sandsrde.  Duplication of this inlorsstion for Tordker

flisclasure s prabibiicd withosl prior wrillen dsthorisGes of the dbeat'asthorined ) . "
represealalive 1o whom il perisiss unless ollberwine permiined by s, Desirsetisn of (his '-I!"Em Frovider #:
infsrmation is reqeined aler the staied purposs o the il reqacst o Tallked. LGS MEEIES EDU"W — DEPEI‘LITI&M |:|r M'E'ntﬂl HEEM‘I

ADULT FULL ASSESSMENT



Attachment ||

MH 532 ADULT
Revised 7HH3 FULL ASSESSMENT Page 5of 7

LEGAL HISTORY AND CURRENT LEGAL STATUS
Describe any amests/ DU, probation, convictions, divorcs, conservatorship, parole, child custody, efc.:

CURRENT LIVING ARRANGEMENT and Social Support Systems
Describe fype of living setting, problems at selfing, community, religious, government agency, or other types of suppaort, efc.-

Is the client homeless? Yes Mo Unable to Assess

If ye=, when did the client become homeless (estimated date)?

DEPEMDENT CARE ISSUES

Mumber of Dependent Adulis: ~ Number of Dependent Children:

Describe ages of children, school aftendance/behavior problems of children, special needs of dependents, fosfer care/group
home placement issues, child support, efc.:

FAMILY HISTORY [ RELATIONSHIPS

History of Mental lliiness in Immediate Family: Yes Mo Unable to Assess
Alcohol/Drug Abuse in Immediate Family: Yes Mo Unable to Assess
History of Incarceration in Immediate Famiby: Yes Mo Unable to Assess

Describe family constellation, family of ongin, family dynamics, culfural factors, nature of relationships, domesfic violence,
physical or sexual abuse, home safely issues, family medical history, family legaliciminal issues

This conlidential infiemstion & provided o vea in secord with Soae and Folersl lass anid

i bifi i i@fluding hul ool liGiital o appleeable Wellare and las@ietions eode, Civil Mame- DATH -

Cile ssll HIFAA Privacsy Sandards. Duplicatien of this informstion for fordser

flistlasure i prelifaied withsal prior silléa dsthorizbes of the deeat'asthorissd .

represestalive io whom i perisies unless ollerwine permiined by s, Desirsetisn of this '-'!"EH]"'-F: Provider #:
infsrmation is regeired alier the staced parpice of the srigiaal reguct o Tulifillad. L'IJS MEEIES CDI.IFII’}.T — DEDEI‘LITI&FI[ I:If M-&ﬂlﬂ| HEEI|T]'I

ADULT FULL ASSESSMENT



MH 332
Revised /19

ADULT
FULL ASSESSMENT

Attachment Il

F‘aEeEuf?

Vill. MENTAL STATUS EXAM Instructions: Check all descriptions that apply

General Description
Grooming & Hygiene: [ Well Groomed
[ Average [ Dty [ Odomus [C]Disheveled
[] Bizarme
Cormments:

Eye Contact: [ ] Nomal for cufture
Litle [] Asoids [] Emafic
Comments:

Motor Activity: [ | Calm [] Restess

[ Agtated [] TremorsTics [ Postuning [
Rigd [ Retarded [ Akathesis [ EF.Z.
Comments:

Speech: [] Unimpaired [ Soft

[ Showed [] Mute [] Pressured [] Lowd
[ Excessive [ Shured [ Incoherent
I:IP'M't:.ll:lfua'rtﬁ'lt

Interactional Style: [ Cufturally congneent
[ICooperative [] Sensiive

[ Gamanded’Suspiciows [ Owerly Dramatic
[ Megatwe [ Silly

Comments:

Orientation: [] Criented

[] Disorented to:

] Timee [] Place [] Person [ Siuabon
Commenis:

Intellectual Functioning: [ Unempaired
[ Impaired
Comments:

Memory: [ Unimpaired

[ Impaired re: [ Immediate [] Remote ]
Recent [[] Amnesia

Cormments:

Fund of Knowledge: [[] Average
[[] Below Average [ Above Average
Cormmenis:

Mood and Affect
Mood: [] Euthymic [] Dysphoric [ Tearful
[ bmitable [CLack of Pleasure
[ HopelessWorthless. [ Anxious
[ Kricwan Stressor [ Unknown Siressor
Comments:

Affect [ Appropriate [ Labile [ Erpa'rswe
[ Constricted [] Blunted [] Flat [] Sad

[ Wormied

Comments:

Perceptual Disturbance
[] Mome Apoarent

Hallucinations: [ Visual [ Oifactony
[] Tactile [] Auditory: [ Command
[J Persemutory [ Other

Comments:

Self-Perceptions: [ Deperscnazatons
[] ideas of Reference
Comments:

Thought Process Disturbances
[ Mome Apparent

Associations: [] Unimpaired [] Loose

aT al [ Circumstantial [ Confshulous
[ Flight of Ideas [] Word Salad

Comments:

Concentration: [ Intact [ bmpaired by

[ Fumination [] Thought Blocking

[ Clouding of Consciousness. [ Fragmented
Comments:

Abstractions: [ Intact [] Concrete
Comments:

Judgments: [] Intact

[ kmpaired rec O] Minimum [ Modeate ]
Severe

Comments:

Insight: [ Adequate

[] Impaired re- [] Minimum [ Modeate []
Savere

Comments:

Serial T's: [] ntact [] Poor
Comments:

'I_'hnught Content Disturbance
[] Mone Apparent

Delusions: [] Persecutory [ Parancid []
Grandicse [ Somatic [] Religious [ Mhilistic
[ Being Controlled

Cormments:

Ideations: [] Bizame [] Phobic [[] Suspicious
[ Obsesswe [ Blames Cthers [
[] Assaultiee ldeas [[] Magical Thinking
E Irational Exressive Wy
Sevual Preocoupation
[] Excessiveinappropnate Rebgiosity
[ Excessiveinapproprate Guilt
Comments:

Behavioral Disturbance
H-ehawima] Disturbances: [ Mone []

[ Demandng [ Demeaning
|:| Eﬂllﬁ;ﬂ |:| ‘v.l’-::le"1 [] Destructive
uctive [ Poor Imipulse Control
I:I Excessivelinappropnate Display of Anger
[ Manipedative [] Antisocial
Cormrments:

SuicidalityiHomicidality

Suicidal: [0 Denies [ ldeation Only
[] Threatening [] Plan

Homicidal- [] Deries [ kdeation Cinby
[[] Threatening [] Target [] Plan
Cormments:

Other

Passive: [ Amaotivational [[] Apathebe
[ Isolated ] Withdrawn [] Evasive [
Ciepandent
Cormments:

Other: [] Disorganized [ Bizame
H Obsessvelcompulsive [ Ritualistic

Excessivelinapprophate Crying
Comments:

This conldenlial infrmstion i provided o vea in secord with SiEe and Federal Liss anid
regulifiioss igtluding hul ol linital oo appleealde Wellare and lns@istions ¢ode, Civil
Codle sl HIPAA Privacy Sandards.  Duplication of this ialersmation fer furder
disclasure is prehibbied wichis prior srinen asthorizades of the dieat'ssthoriaed
represcstative to whom it perisiss unless olberwine permimed by las. Desirsetion of this
infrmution is regeical after the staisd purpose of the srigisal requist @ Talfillal

Mame:

Agency:

Los Angeles County —

DAH I

Provider #:
Department of Mental Health

ADULT FULL ASSESSMENT




Attachment |

MH 532 ADULT
Revised 7113 FULL ASSESSMENT Page T of 7
I¥. Summary and Diagnosis

CLIENT'S STRENGTHS (fo assist with achieving treatment goals)

CLINICAL FORMULATION AMD DIAGNOSTIC JUSTIFICATION Summarizedconcepiualize all cfinical information fo defermine
the client’s diagnosis and include inffial proposal(s) for freatment. Be sure fo identify any impaimments in fife funclioning due to

the client’s diagnosis (Medical Necessity). Formulation showld include risk factors as well as any significant strengths that can
assist the client with treatment.

DIAGHOSTIC DESCRIPTOR ICD DIAGHNOSIS CODE (check at l=ast one Primary)

Primary Code

Sec Code
Code
Code
Code
Code
Dizposition/Recommendations/Plan:
SIGHATURE
Assessor's Signature & Discipline Date Co-Signature & Discipline Date

This eoahdenizal infiemation is provided 1o veu in secord with Swie and Faderal liss and
rigulaioss ietluding hut ool limitad te applecabds Wellare and InsGostions <ode, Civil Mame- DAH ITs-
Uide sl HIFAA Privacy Standsrds.  Duplication of this faformstion for fordser
disclasure s praliibdicd withosl prior srioen vsthorizaGos of the diencasthorized . . "
represcalalive Lo w laim il j=rises nles ollsrwioes permmiined by las, Dedtradisa of this 'J"Em' Provider #:

infsrmation is rogeired alver the stated purpise of the srigaal reguat & Talfillal,

Los Angeles County — Department of Mental Health

ADULT FULL ASSESSMENT




Attachment Il

CHILD/ADOLESCENT
Revieed 071119 ASSESSMENT ADDENDUM

Date of Addendum:

Assessing Practitioner (Mame and Discipline): |

Assessment to Addend:

Please categorize information into one of the following areas when updating the Initial Assessment:

Identifying Information Medical and Psychiatric History Living Situation
Reason for Referral/Chief Complaint Medications Mental Status
Mental Health History/Risks Substance Use/dbuse Cither Information

Diagnosis/Symptoms/Impairments
{If Diagnoziz iz changed, document jusfification below and complete the MH-501 Change of Diagnosis farm.)

Continued {Sign & complete information on last page of Child/Adolescent Assessment Addendum)

Signature & Discipine Date Co-signature & Disclpline Date

This confidentlal Information ks provided to you In accord with
state and Federal laws and regulations Including but not imited | Name: ID#:
te applicable Welfare and Instifutlons Code, Clvil Code and HIPAA
F'rl'.ra-:y Standards. DUFIIII:-BUIZIH of this Information for furthier
dizclosure Is prc-hll:-ltnd without the |:-rlur written authorization of
the patient'authorized representative to who It pertalns wnlsss
otherwlas permittad by law.

Agency: Provider #:

Los Angeles County — Department of Mental Health

CHILD/ADOLESCENT ASSESSMENT ADDENDUM



Attachment IV

ADULT ASSESSMENT ADDENDUM

MH 332A
Revised 0771119

Date of Addendum:

Assessing Practitioner (Mame and Discipline):

Assessment to Addend:

Please categorize information into one of the following areas when updating the Initial Assessment:

Demographic Data Medical and Psychiatric History Living Situation
Fresenting Problem/Chief Complaint Medications Mental Status
Mental Health History/Risks Substance Use / Abuse Cther Information
Diagnosis/Symptoms/Impairments Fsychosocial History

{If Diagnosiz iz changed, documenf jusfification below and compiete the MH-501 Change of Diagnosis form_)

Caontinued {Sign & complete information on last page of ChildiAdolescent Assessment Addendum)

Signature & Disclpine Date Co-signature & Disclpline Dale

Thiz confidential Informaticn ks provided to you In accord with

Stats and Federal laws and reguiations Including but not 1bmited Name:
te applicabls Waltare and inatutlons Cods, Chvil Cods and HIFAA R
Privacy Standarts. Duplication of this Information for further | Agency: Frovider #:
dizciozurs Iz prohiblisd without the prier written authorlzation of

the patientauthorizen representative to who It pertains unisss Los Angeles County — Department of Mental Health

otherwias permitbad by lsw. |
ADULT ASSESSMENT ADDENDUM

1D




Attachment V

MH 638

Revised 04728114 CLIENT TREATMENT PLAN Page 1 of 2

Diate: Mext Feview Date:

Cliznt Long Term Goals: (use client direct quote)

Short-term Goals | Objectives: Must ba SMART: Specific, Maastrable Guantifishla, Attinahle witkin the Treammest Plan review period. Realistc, and Tima-
bound. Must be linked to the clisnt's fenctional impadrment and diagnosds |/ sympromatolegy o docu ted m the Assesanent
Objective =1 Aszzigning Date:

Choical Infervemtiyns: Mns: be relared to the objective and achievabls within the fme frame of this Plan. Diescribs proposed interrention and duretion {specitfy if time
frama i loss than 1 ¥1).
Tvpe of zervace: [ | MES® [ TCM [ ] Med Sap Cnzis Bes || Trans Bes || Loog-Temm Bes TH5 L1 LiB

Chent Involvement Family Involvement:| | Biclogical Crther (TF othar, pleasa specify below)
Client agrees to participate by: Family iz available L] Yes | | Mo

Client consents fo family participation™ | | Yes | [We | | WA

Family agress to participate? | ¥es [CINo (T yes. plasse specify)

Short-term Goals | Objectives:
Objective =1 Assizning Date:

Clinical Interventions:
Tvpe of Service: [ MHY* [ TCM [ Med Sup [1 Crsis Fas TranzFes [T Lonz-TermFes ] THS CJDTI )28

Client Invelvement Family Tnvelvement:[ | Biological Ctther (I other. pleass specify balow)
Clisnt agrees 1o partcipats by: Family is available d¥es [JNe

Client consents to family participation? [ | Yes [ [No [ N/A

Family agress to partcipate? | ¥es [INo (i ves, plesse specify)

*MHS mciudss therapyrebab (ndividual foaly, ar group), collsteral and, in somes insances, plan development services.
Interpretation

Prefer a language other than English- [ | Yes [ Mo  This plan was interpreted: [ | Yes [|No Language:

This confidantal inlemation is provided B you n eccond with Sele and Foderal lews asd
regulgbioss ircludng bul ned limited 1o assicalis Welae asd IneSicbans code, il Code and H-EI'HE:
HIF&AA Privecy Slasdards. Duplicalion of B wforsatics for futher desclosere s prosibfed
withoul orice wrillen aulhorcs®on of Ba ceeblafhcoriom] epresenle®es o whom @ seriaim AQEHE]: Prﬂ\'idl':"l #:

I5#:

unies CSwiwise sermifed by lew. Desirectios of the nforseSen @ reguined afler e slebed
purpass of P originel negross? b Fu lfilied

Los Angeles County — Department of Mental Health

CLIENT TREATMENT PLAN




MH 636

Revised 04/28/14

CLIENT TREATMENT PLAN

Attachment V

Page 2 of 2

Except for Medicare, a signature on line (A) OF. (B) is REQUIRED for ALL objectives.
Sigmer or Co-5izner must meet Scope of Practice and Procedure Codes Manual requirements.
Sigmatures pmst be obiained wheo objectives are created (both initial and additional) apd at each review peniod.

» (ipe signature block can be used for muliiple ebjectives created on the same day if the objectives are within the scope of the signator.
(A) PhDPsyD, LCSW, Licenzed or registered and waivered PhD)/PsyD, licensed or registered waivered Social Worker and MFT,
MEFT, BN, CN5 B, repistered CHE. Signature minimally sipnifies consaltation/discnssion wiservice delivery staff.
Obiecti MDD or NP required for objectives asseciated with Medication Support Semvices. MDD required
J8CUVe | /By MD/DO, KP for any service claiiming to Medicare for Direcly-Operated; signature minimally signifies
Humber(s) comsultation/discussion w/service delivery staff
e (7 All Osher StaffTitle TUsed for any s@ff not holding one of the licenses or regismations above. Second siznamre required
— T Client* Diocument reason for lack of signanmre below. Signatore should be obtained as soon as possible with
(D) Clhien regular npdates in Progress Motes nofl obained.
(E} Clisnt Collateral® Preferred: Parent, Authorized Carspiver, Goardian, Conservator, or Perzonal Beprezentative for reamuent.
*The sipnanmre of the individoal signing the Consent for Services is preferred.  If unavailable, the siznators of one of the clisnt collaterals 1= permizsible
PhDPsyD, LOSW, MFT, BN, CHS Drate:
Objective | yD/DO, NP Date:
Number(s) All Orther StaffiTitle Diate:
Client® Drate:
Client Collateral* Diate:
Client was offered a copy of this objective: Arcepted Dieclined Smaff Initials: Drate:

If the required Client'Other’s signature is not sbowve, please justify/explain the refusal or unavailability of the Client/Other and the plan for
obtaining siznamre in the future

Objective
Iumber(s)

Client was offered a copy of this objectire:

PhDPsyD, LCSW, MET, BIV, CHS Drate:

MDDO, NP Drate:

ATl Oviher StaffiTitle Drate:

Client* Drate:

Client Collateral* Diate;
Accepted Dieclined Siaff Inofials: Drate:

If the required Client'Cither’s signamire is not sbove, please justify/explain the refusal or umavailability of the ClientOther and the plan for
obtaining siznamre in the fumre

Ohjectve
Muomber(s)

Client was offered a copy of this objective:

PhDvPzyD, LOSW, MFT, BN, CHNS Drare:

MD/DO, NP Drate:

All Criher StaffTide Drate:

Client® Drate:

Client Collateral* Dhate:
Accepted Declined Staff Initials: Diate:

If the required Clien® Crther’s signatire is not above, please justify/explam the refusal or umavailability of the ClientOther and the plan for
obtaining signamre in the futre

This confiental inematon & govided o you in eccond with Sate and Federal lews asd
reguiatioes inciudng Bl ol limied 1o assicabie Welfae asd ins®iobaons code, Uil Code and
HIFAA Privacy Slesdards Duplication of Sa sforsatics for futher descosere b prosibRed

withool oo wiilhan aulhorie®on of B desl'af borite] mprosenle®as o whom

% peariairm

unlais oSaiwise permiSed by L. Destrectios of ths nforeeSon @ reguined ofer Be lebed
purposs ol D origins negoes? s Fulfited

Name:

Agency:

|5#:

Prowvider #:

Los Angeles County — Department of Mental Health

CUENTTREATMENTPLAN



Attachment VI

Revoed (210608 PROGRESS NOTE

Dats- Telephons Contact (] ¥ [ M Rendering Provider Face-io-FacsiOther Time® (Hra:Mins):

Procadurs Cods: Orhar Stafl Inldals: Tokal Time* [Hra/Mina):

& &]| traved and dooumeneation T muct b recceded ac SOTher™ of “Tobal Time" Dthier Stafy Inlthals: Torkal Thmes Il’.&l“ m:l:

MHS actvity Typs: [ Assessment [ Ind Tz [ Ind Reh O Cad OPsyT [ Team ConfiCasston Orthar Activity Typs: [ Cris Int
[ GmpTx [] GrpRah # of Clients Repreasntsd 0 Tcm

O Contirmesd (Sign & complete ciam irdsmation on (35t page of note.)

8 COn PO you
State and Federal s and reguistions Including but not imitsd 1o || Mame: 15#:

applicabls Weltare and Instifutions Cods, Civil Code and HIPAA
Privacy Standards. Dupilcafion of this Informafion for further :

discioaura Is pronibitsd R Ut tha prior writisn authortzation of || -9eTCY Provider #

the patientiauthorized represemtative fo who It periaing unless

-:m'mﬁﬂm permlted by Lxw. we oW pertains un Los Angeles County — Department of Mental Health

FPROGRESS NOTE



Attachment VII

INITIAL MEDICATION
MH 657 SUPPORT SERVICE

Revised 12111112 {To be used by MD/DO and NP and students of these disciplines) Page 1 of 3

For use during the initial medication evaluation with a client
Detailed history, assessment and decision-making is required for prescribing medication.

Diate: Rendaring Provider Face-to-Faca/Other Time* {Hre:MIns):

Procadurs Code: Ofica Vislt [] New=* Client 53204 [] Esfablished Clant 35214 #&11 travel and doowmendation time mut be recorded ac SOther”
Home Visli [ ] New** Cllent 95344 [] Establizhed Cllant 353350
= Wew Clisnt Ic a ollant whao hac not besn casn at thic Ellling ProviderRaporting Unit by an MDIDO/MNP within ke pact thres yearc

Ta meet all payor documentation standards, the note must include detailed informiation in accord with the box checked below

[ Relevant parts of the Clinical Record (i.e. Initial Assessment, Assessment Addendums, etc) were reviewed on
Must check “No Additional Information”™ or include additional information for BOLDED elements of this form.

[[] Clinical Record was not reviewed at this time. Must include detailed information in all BOLDED elements of this form.
Checking boxes is not appropriate.

IDVIChief Complaint/Presenting ProblemiClient Goals: [ Mo Additional Information

Psychiatric History: || Mo Additional Information

Current Psychiatnc Medications (responses, side-effects]:

Previous Psychiatric Medications (responses, side-effects)

ies: [ | Mone

Thic sonfidantlal information le provided to you In aooord with 3tads and Faderal
laws and meguistione Incleding bui mot limbed to spplcabls Welfare and

Instthdlons oods, Chel Code and HIPAA Privacy Standards. Duplleation of thic | Mame: 15&:

Informaticn for furtber dicolocums bk prohibfsd without pricr writien authortzation

of the ollent'authorized reprecentative fo whom B perialee unless othereics Agencr; Prowvider #:
parmitted by law. Daciruotion of thic information le required afier the ctabed

purposs of the original requect ks fulfilled. Los Angeles County — Department of Mental Health

INITIAL MEDICATION SUPPORT SERVICE



Attachment VII

INITIAL MEDICATION
MH 657 SUPPORT SERVICE

Revised 121112

{To be used by MD/DO and MNP and students of these disciplines) Page 2 of 3
General Medical History (History and Cument): E Mo Additicnal Information
[ Pregnancy [] Diabetes Obesity [] Thyroid/Endocrine Disease [] Gat'Balance Disturbance
[[] 5TD=Anfectious Disease [] Corenary Artery Disease/MI/CHF  [| Cancer [[] Renallrinary Tract Disease
[] Hypertension [] Lung Diszase [ Seizure/Neurologic Dissase [] AnemiaBlood Disorder
[[] Hypedipidemia [[] GliLiver Disease [] GlavcomaiVisual Impaiment  [] Head Trauma

[ Other (Please list including current complaints):

Diate of Last Physical Exam: MD Mame and Phone:
Results of Last Physical Exam (Include labs, EKG, other test results and dates):

General Health (height, weight, BMI, waist circumference, efc |

Current Physical Health Medications (prescnbed, over the counter, herbal

Other Clinically Significant General Medical Data:

AlcoholiSubstance Abuse/Dependence (History and Current)l: | | Mo Additional Information
[] Alcohol  [] Marijuana [ Halkucinogens [] Psychostimulants [ ] Opiates [ Inhalants [] Other

Family History (Psychiatric, Medical, Substance Abuse): E Mo Additional Information

Psychosocial History!Developmental Histery- | | Mo Addmenal Infermation

Mental Status:

Thic sanfdantlal information & provided to ¥ou In aooond with Staie and Faderal
lewe ard raguisfionc Gnoleding bt not limisd fo applloabls Weltsrs and

Instthstions acds, Chell Code and HIFAA Privacy Standards. DupBioation of thic | Mame: 15&:

Informaticn for further dicclocure i prohibisd wihout prior writtsn authorization

of the clientzuthorized reprecsntative fo whom B perfainc uniecs otherwice | Agency: Provider #:
parmiftted by law. Daciruotlon of thic Information bk reguired after the ciabed

purpoce af ihe ariginal requect i Tulfllled. Los Angeles County — Department of Mental Health

INITIAL MEDIEA'I-'IGN SUPPORT SERVICE



Attachment VII

MH 657 INITIAL MEDICATION
Revised 12111112 SUPPORT SERVICE

[Te be used by MD/DO and MP and students of these disciplines) Page 3 of 3

Assessment/Clinical Impression:

Diagnosis: || Diagnosis remains the same | Diagnosis changed [complete Diagnosis Information Form (MH 501]]
Intervention/Plan/Clinical Decision Making/Counseling Provided/Recommended Consultations (Include explanation of changss in
Plan and/or Medication):

Laboratory Tests Onderad:
[ cBC I LFT [J Electrolytes [ Lipids [ Glucose O HgeAIC [OToxSereen [[Medlevels [JTFTs

[] OtheriDetails
Medicationis) Prescribed: The Owpatient Medication Review Form (MH558) must be completed by the MO/DOVMP annually and
amy time a new medication is prescribed or resumed following a documented withdrawal of the medication.

Rouwte of
Name Dosage Frequency Administration | Amount # of Refills

[ Provigsd through the uese of Talemental Health services. Client 2lgned the Consent for Telemental Health Services and cONCEME wars
dlscussed.

[ Contnued (Sign & compiste Information on Medication Nots Addendum)

Signature & Discipine Date Co-signature & Discplins Cate

Thic scnfideantial information le provided to Fou In accond with 3tads and Federal
laws ard maguistions noleding but mot limbsd to applicabls Wellars and

inctihtione code, Civil Cogs and HIPAA Privasy Stancarde. Duplleation of tac | Mame: 15#:

Informaticn for furthver dicolocure ke prohibfied wihout pricr writien authortzation B

of the cBenbiauthorzed reprecentative fo whom i pertalne unisce ofhereics | Agency: Provider #:
parmiited by law. Desiruction of thic information lc reguired affer the ciabed

purpoce of the orlginal requect ke fulfilled. Los Angeles County — Department of Mental Health

INITIAL MEDICATION SUPPORT SERVICE



Attachment VIl

COMPLEX MEDICATION
EHFﬂHzﬁmz SUPPORT SERVICE
{To be used by MOVDD and NP and students of these disciplines) Page 1 of 2
For use with clients not yet stable on medication which requires detailed history, assessment and decision-making for
prescribing medication.
Dafs: Randering Provider Face-to-FacsiOther Time* [Hra:MIns)
Procadurs Code: OMce Vielt [] Mew™ Cllent 33203 [ Established Cllant 33213 “201 bavel arad domsrrestation e musl be sesoned - Othe

Home Vistt (] New= Cllant 33343 [] Established Clisnt 33343
*# Mow Clant I & ollsnt wiho hac not been caen at thic EIllng Provl desFeporting Unit by an MOVDCOWME within the pact thres yea

Tz meet all payor documentation standards, the note must incude detaled information for BOLDED =lermemnts:
[ Chief ComplaintFresentng Frobleml Client Goals:

“History (Family and Social] [Inciude any changes or addibons 1o e Iniial Assessment of it Medicauon Support —enace (H 6o7 )

“Treatment ﬁesp-nnsaﬁile-di-:aﬁm Side Effects:

Adherence to Medication:

Current'Changes in Medical Siatus:

Mental Status:

'I'Itm‘l'ldﬂlhll'rhmdiun k& prowided $o you in acoord with Stale and Federal .
Iwe and meguiatons inoiudng but not lmitsd bo applicabls Weltars ang | NEme: 15+
inctttuticne nods, Tl Code and HIPAS Privaoy Handadc. Duplication of thic

Information for further dicolocurs i probibfed without pror wiithen authorzation | Agency. Prowider #:
of the ciisntimihorized mpocentaiive fo whom B perising uniecs otherwics
pemnitied by law.  Destruction of thic Information s mequined after the ciabed Los Angeles County — Department of Mental Health

purpocs of the original requect Ic fulflled

COMPLEX MEDICATION SUPPORT SERVICE




Attachment VIII

M 653 COMPLEX MEDICATION
Revised 1211112 SUPPORT SERVICE
{To be used by MD/DO and NP and students of these disciplines) Page 2 of 2

AssessmentiClinical Impression:

Diagnosis: || Ciagnosis rermains the sams [ Diagnesis changed [complede Ciagnosts Informmation Form [MH S0T]]
InterventonPlan/Clinical Decision Making'CounselingRecommended Consultations (nchude explanation of changes in Flan andior

Tests Ordered:
OcCeC OLFT [ Electrolytes [ Lipids O Gueese  [OHgbAIC [ToxSereen [Medlewels [JTFTs
[ CtherDetals:
Medication{s) Prescribed: The Outpatient Medication Review Form (MH353) must be completed by the MOVDOYNP annually and
any time a new medication is prescribed or resumed fiollowing a documented withdrawal of the medication.
Route of
Mame Dosage Frequency Administration | Amount # of Refills

[ Prowided through See wsa of Telemental Haalth senvices. Client signed the Consant for Telemantal Health Servicas and concams wars
disCussed.

O Contimeed {Sign & complete iInfomation on Medlcaton Mobs Addsndum)

= & Disciping ES Co-5iqnabure & Discipline Ciata

This sonfidential Information ke provided 4o you In aocord with Sats and Federal

wc and meguiaSons Inolsding but not limitsd to appiicabls Weifars and | Name: I5#:

insittutions: oode, Civil Code and HIPAZ Privaoy Handamds. Duplisation of this .
infcrmation for further dicolocurs ic probibited without prior weitten asthortzation | Agency: Prowider #:

of the clisnbauthorized mpmecentaive to whom B perising uniecs ctherwics

permifited by ke Destruction of thic Information s requined after the cibed Los Angeles County — Department of Mental Health
purpaGs Of the Corbginal resquesst |G fulflBedl

COMPLEX MEDICATION SUPPORT SERVICE



Attachment IX

BRIEF FOLLOW-UP

. MEDICATION SUPPORT SERVICE
{For use by MOVDO and NP and students of these disciplines)
Dafa: Rendering Proviger Face-fo-FacsiOthsr Time* [Hre:Mine)

Procadurs Code: [] OMcs Wialt: 95212 [J Home Vst 33347 O H2010 [bedaphons reflll]  =an travel and docomentaion Hes must b mecoded s =Dt
Chief Complaint IChient Goals:

“Brief I-ﬁstnr'f of Present lliness/Problem:

Treatment Response/Medication Side Effecis:

“Wental Status:

Diagnosis: [ ] Diagnosis remains the same [ Diagnosis changed [complete Diagnosis Information Formn (MH 501]]
Assessmentintervention/PlaniClinical Decision Making (Incdude explanation of changes in Plan andlor Medicaton):

Laboratory Tests Ordered: 0] CBC CILFT [ Bectoes  LlUpios | Ll Glucose  LIHgbAIC
OTox Soresn CMedlewls [OTFTs O CehenDietals:
Medication{s) Prescribed: The Cupatient Medcation Raview Form (WMHISE) must e completed Dy the MOVDOME annusily ard any time 3 new
medication i presoribed or resumed Tollowing 3 documented witfdrawal of the medcation.

Route of

Name Dosage Frequency Administration Amount # of Refills

Telamanial Heaih Servises and COncaIms W e OiBcUs=a

‘Signature & Discipine Dae Co-slgnature & Ciscipine Date
Thi confSestal Bformalon @ provaded b pou B socon! with Slate and Fodamal laws . |58
ared regulstices includisg bul ot = Bars and lsstistions. code, | NAME: -
Civll Code asd HIPAA Privecy Siar Do of lhisk T .
disciotess | peokiblied without prior wrilien authes o lhe ; Apgency. Prowider #:
copiesastinlive o wihcm B pertain ushess cthersss permiBed by v, Deslrection of this
SNCTNRICEN L Py s . —_—— - i Los Angeles County — Department of Mental Health

BRIEF FOLLOW-UP MEDICATION SUPPORT SERVICE



Attachment X
MH 672

R NETWORK PROVIDER DISCHARGE SUMMARY

Admission Date: Discharge Date*:

Presenting Information:

Services Received and Response:

Medication(s): (Include Dosage & Response) [ ] None

Disposition and Recommendations: [if referred, include name of agency(s) or practitioner(s)]

Referral Out Code:

Discharge Diagnosis:

Axis| []Prin [] Sec Code Nomenclature
] Sec Code Nomenclature
Code Nomenclature
Code Nomenclature
Axisll [JPrin ] Sec Code Nomenclature
[l Sec Code Nomenclature
Axis llI Code
Code
Code
Axis IV Psychological and Environmental Problems which may affect diagnosis, treatment, or prognosis (Check all
that apply)

1. [ Primary support group 2. [J Social environment 3. [] Educational 4. [] Occupational 5. [] Housing 6.[] Economics

7. [ Access to health care 8. [] Interaction with legal system 9. [ Other psychosocial/environmental ~ 10. [] Inadequate information

Axis V  Discharge GAF: Prognosis:

*Discharge Date: last service date or last cancelled or missed appointment

Signature & Discipline Date Co-Signature & Discipline Date

This confidential information is provided to you in accord with State and Federal laws
and regulations including but not limited to applicable Welfare and Institutions code,
Civil Code and HIPAA Privacy Standards. Duplication of this information for
further disclosure is prohibited without prior written authorization of the
client/authorized representative to whom it pertains unless otherwise permitted by
law. Destruction of this information is required after the stated purpose of the
original request is fulfilled.

Name: DMH Client ID#:
Individual/Group/Organizational Provider Name:

Los Angeles County — Department of Mental Health




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION IX — PROCEDURE CODES, DIAGNOSIS CODES AND RATES

PROCEDURE CODES

Network Providers and their designated billing agents must ensure that the correct procedure and
diagnosis codes are appropriately submitted on electronic claims. When choosing the appropriate
procedure code, Network Providers must select the appropriate set of codes that are identified
according to the service, place of service, and duration of the service as provided in the
Attachment | - FFS Procedure Codes, Durations and Rates by Disciplines to this section.

One of the objectives of the Health Insurance Portability and Accountability Act (HIPAA) is to
enable health care providers throughout the country to be able to conversant with each other
about the services they are providing through the use of a single coding system. Health care
claiming has also been improved and simplified as a result of HIPAA.

The two nationally recognized coding systems approved for use are the Current Procedural
Terminology (CPT) codes and the Health Care Procedure Coding System (HCPCS). The CPT
codes are five digit numeric codes, such as 90791. The HCPCS are a letter followed by four
digits, such as H0032.

CPT code definitions come from the CPT Codes Manual. HCPCS codes are almost exclusively
simply code titles absent definition. Therefore, the definitions for HCPCS codes were established
either exclusively or in combination from one of these sources - 1) California Code of Regulations
(CCR), Title 9, Chapter 11, Medi-Cal Specialty Mental Health Services; 2) California Department
of Health Care Services (DHCS) Letters and Information Notices; or 3) Program definitions such
as the Clubhouse Model.

Network providers must ensure that procedure codes documented in the client record and
submitted to the County’s claims processing information system on electronic claims accurately
reflect the specialty mental health services provided to the client.

CLARIFICATION OF FAMILY THERAPY, GROUP AND PLAN DEVELOPMENT
PRODEDURE CODES

FAMILY THERAPY

Family therapy is defined as a specialty mental health service provided to an individual or multiple
individuals within a family. The service must include the client’s significant others, whether or
not related by marriage or blood, such as a partner or spouse, parents, siblings, children,
grandparents, etc. The client must be present when family therapy is provided.

A client’s significant other(s) may be involved in the client’s treatment with or without the client
present, if the network provider determines that this would be of therapeutic value to the client. If
the client is not present, the service is to be claimed as collateral.

It is not appropriate to open a case for the client’s significant other(s) for the sole purpose of
providing family therapy to the client. Each clinical case that is opened must meet medical
necessity criteria and meet all Medi-Cal requirements for the delivery of specialty mental health
services.

SECTION IX PROVIDER MANUAL PAGE1o0F 3
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

In no case will family therapy be reimbursed if the family is present only to observe the intervention
of the therapist. Family observation of individual therapy is not considered an acceptable
therapeutic intervention.

When family therapy is provided, only one claim is to be submitted regardless of the number of
clients in the session. The name of any one client is to be selected and claimed once for the
entire family session. Network Providers need to account for the fact that multiple clients were
involved by adding “HE:HQ” modifiers to the procedure code. That is, provider cannot bill for
three separate family therapy sessions if there are three family members in the session. There
are no exceptions to this rule.

Claiming for multiple units of family therapy is allowed only when the
parents/caregivers/significant others are seen with a particular client at a different time from
another client. There must be clinical justification clearly documented in the clinical record when
multiple family therapy sessions are claimed.

GROUP THERAPY

Group therapy is therapy delivered to more than one family unit, each with at least one enrolled
client. Multi-family group therapy is to be claimed as group therapy and not family therapy. This
includes insight oriented, behavior modifying, supportive services delivered at the same time to
more than one non-family client.

Only one claim is to be submitted regardless of the number of clients and family units in the
session. Documentation for each group service claim must include how many clients were
present/presented, who the facilitators were, and how long the group therapy lasted. That is,
provider cannot bill for three separate group therapy sessions if there are three non-family clients
in the session. There are no exceptions to this rule.

PLAN DEVELOPMENT

Plan development is a stand-alone Mental Health Service that includes developing Client Care
Plans, approval of Client Care Plans and/or monitoring of a client’s progress. Plan development
may be done as part of an interdisciplinary inter/intra-agency conference and/or consultation with
other mental health providers in order to develop and/or monitor the client’'s mental health
treatment. Plan development may also be done as part of a contract with the client in order to
develop and/or monitor the client's mental health treatment.

Team conference/case consultation claims must be clearly documented in the clinical record and
include a summary of the client treatment planning process. The names of all attendees are to
be included in the progress note.

TELEHEATH SERVICES

Los Angeles County Department of Mental Health as the LMHP has been notified by the
Department of Health Care Services (DHCS) to assist Medi-Cal providers in providing medically
necessary health care services in a timely fashion for patients impacted by conditions that require
physical distancing. As a result, the approval of services via telehealth is sufficient and contract
changes are not required. The introduction of telehealth to maximize the number of services that
can be provided by telephone and telehealth and minimize community spread deceases.

SECTION IX PROVIDER MANUAL PAGE2 OF 3
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

Telehealth services shall be provided and reimbursed from March 16, 2020, until further notice
from the LMHP.

Network Providers shall make every effort to ensure that services furnished to Medi-Cal
beneficiaries’ standard of care is the same whether the patient is seen in-person, by telephone,
or through telehealth. The procedure codes allowable for claiming video telehealth and
telephone services are listed on Attachment Il - FFS Telehealth and Telephone Procedure
Codes. The telehealth modifier GT or telephone modifier SC modifier must be added to the
procedure code.

Place of Service (POS) must be documented as the location where you would have provided the
service in-person. Patients can receive telehealth services in their homes and providers may
deliver services via telehealth from anywhere in the community, other than a clinic or other
provider site. The POS should be where the provider would have normally provided the service,
such as their office, however, if the provider is normally providing services in the community then
the progress note should indicate the POS as where they saw the client and provided treatment
(e.g., Board & Care).

Network Providers rendering services in an inpatient setting must include POS as hospital or
psychiatric health facility.

Authorized Video Telehealth Applications
Providers can use non-public facing remote communication products. Specifically, Apple,

Facebook Messenger Video Chat, Google Hangouts Video, or Skype. However, Facebook Live,
Twitch, TikTok and similar communication application must not be used by Network Providers.

PROCEDURE CODE RATES

The network provider rates associated with the procedure codes FY19-20 are included in the
procedure code lists on Attachment I.

DIAGNOSIS CODES

Assessments are to include a five axis Diagnostic and Statistical Manual (DSM) diagnosis which
is consistent with the client’s presenting problems, history, mental status and other assessment
data. To meet medical necessity criteria for Medi-Cal reimbursement the client must have one of
the diagnoses specified in the CCR, Title 9, Chapter 11, Section 1830.205(b)(1)(A-R).

ICD-10 is the HIPAA standard code set for dates of service and dates of discharge on and after
October 2014.

SECTION IX PROVIDER MANUAL PAGE3 OF 3
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Attachment |
1of 14

INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO, PHD/PsYD, LCSW, MFT AND NP/CNS SERVICES

ASSESSMENT

Rate for

Duration of PhD/PsyD Rate for Rate for
i - to- ' NP/CNS MD/DO
Service Face-to MET, LCSW
Face
Psychiatric diagnostic 90791 | 21-39 min. $40.00 $40.00 $64.00
interview
Psychiatric diagnostic 90791 |  40-90 min. $80.00 $80.00 $106.00
interview
Psychiatric diagnostic
interview with Medical 90792 21-39 min. Not Applicable $40.00 $64.00
Services
Psychiatric diagnostic
interview with Medical 90792 40-90 min. Not Applicable $80.00 $106.00
Services
Note:

e This is an activity that may include a clinical analysis of the history and current status of a
client’'s mental, emotional, or behavioral disorder; relevant cultural issues and history; and
diagnosis.

e These services are recorded in the clinical record and reported into the County’s claims
processing information system in minutes.

Documentation:

e These codes should be used when completing an Initial Assessment form or when
performing subsequent assessment activities that are documented on an assessment
form.



Attachment |
INDIVIDUAL AND GROUP NETWORK PROVIDERS 2 of 14
MD/DO, PHD/PSYD, LCSW, MFT AND NP/CNS SERVICES

INDIVIDUAL PSYCHOTHERAPY (NON-FAMILY)

Rate for
Service Duration of PhD/PsyD, MFT,  Rate for
Face-to-Face LCSW & MD/DO
NP/CNS
90832 16-20 min. $30.00 $48.00
Insight oriented, behavior 90832 21-37 min, $40.00 $64.00
modifying, and/or
supportive psychotherapy
delivered to one client. 90834 38-52 min. $80.00 $106.00
90837 53+ min. $80.00 $106.00

Note:
e These services are recorded in the clinical record and reported into the County’s claims
processing information system in minutes.

Documentation:

¢ Clinical interventions must be included in the progress note and must be consistent with
the client’s goals/desired results identified in the treatment plan.

e The service focuses primarily on symptom reduction as a means of improving functional
impairments.



Attachment |
3o0f 14
INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO, PHD/PsYD, LCSW, MFT AND NP/CNS SERVICES

INDIVIDUAL PSYCHOTHERAPY (NON-FAMILY)

Rate for Rate for
Service Duration of PhD/PsyD,
Face- to-Face LCSW, MFT,

NP/CNS
Psychotherapy
in Crisis:
Implementation of 30-39 min. $68.00 $91.00
psychotherapeutic
interventions to
minimize the 90839

potential for
psychological
trauma while a
client is in a crisis
state.

40-60 min. $80.00 $106.00

Note:
e These services are recorded in the clinical record and reported into the County’s claims
processing information system in minutes.

Documentation:

¢ Clinical interventions must be included in the progress note and must be consistent with
the client’s goals/desired results identified in the treatment plan.

e The service focuses primarily on symptom reduction as a means of improving functional
impairments.



INDIVIDUAL AND GROUP NETWORK PROVIDERS

Attachment |

MD/DO, PHD/PsYD, LCSW, MFT AND NP/CNS SERVICES

FAMILY AND GROUP SERVICES (EXCEPT MED SUPPORT GROUP)

Service

Family Psychotherapy with One Client
Present

Psychotherapy delivered to a family with the
intent of improving or maintaining the mental
health status of the client.

90847

Family Psychotherapy with More Than One
Client Present (Group Service)

Psychotherapy delivered to a family with the
intent of improving or maintaining the mental
health status of the clients.

90847 HE:HQ

Individual Collateral with One Client Present
Interpretation or explanation of results of
psychiatric, other medical examinations and
procedures, or other accumulated data to family
or other responsible persons, or advising them
how to assist client.

90887

Group Collateral with More Than One Client
Present

Interpretation or explanation of results of
psychiatric, other medical examinations and
procedures, or other accumulated data to family
or other responsible persons, or advising them
how to assist clients.

90887 HE:HQ

Duration
of Face-
to- Face

30-49 min.

50-59 min.

60 + min.

Rate for
PhD/PsyD,

MFT, LCSW
& NP/CNS

$48.00

94.00

$140.00

4 of 14

Rate for
MD/DO

$84.00

$140.00

$140.00

Multi-family Group Psychotherapy
Psychotherapy delivered to more than one
family unit each with at least one enrolled client.
Generally clients are in attendance.

90849

Group Psychotherapy

Insight orientated, behavior modifying,
supportive services delivered at the same time
to more than one non-family client.

90853

30 minutes
minimum
with
2 clients
minimum to
9 clients
maximum

$28.00 per
client per hour.
Maximum
billable session
is $252.00

$30.00 per
client per
hour.
Maximum
billable
session is
$270.00

Notes:

e If 2 or more clients within a family are seen together, only one family therapy claim can be reimbursed regardless
of the number of clients in the family therapy session. Use the name of any one client to bill for the entire session.
Account for the fact that multiple clients were involved by adding “HE:HQ” modifiers to the procedure code.

e When group therapy is provided, only one claim is to be submitted.

e These services are recorded in the clinical record and reported into the County’s claims processing information

system in minutes.




INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO, PHD/PsYD, LCSW, MFT AND NP/CNS SERVICES

Service

Plan Development
A stand-alone service that includes

client’s progress. Plan development
inter/intra-agency conference and/or

monitor the client’'s mental health

mental health treatment.

developing Client Care Plans, approval of
Client Care Plans and/or monitoring of a

be done as part of an interdisciplinary H0032 35+
consultation in order to develop and/or
treatment. Plan development may also be

done as part of a contact with the client in
order to develop and/or monitor the client’s

PLAN DEVELOPMENT

Rate for
PhD/PsyD,
LCSW,

Duration
Code of Face-

to-Face MFT,

NP/CNS &
RN

may

minutes $72.00

Attachment |
50f 14

Rate for
MD/DO

$106.00

Notes:

e These services are recorded in the clinical record and reported into the County’s claims
processing information system in minutes.

e For Team Conferences: Claimable time should only include the actual time a staff person
participated in the conference and any other time a staff person actually spent related to the
conference, such as travel or documentation. Participation includes time when information

was shared that can be used in planning for client care or services to the client.

e When plan development is done as part of a team conference and/or consultation, it is best
practice that only those practitioners who are providing direct services to that client claim. If
the practitioner is not providing direct services, there should be detailed documentation to
support the practitioner’s involvement and time claimed.



INDIVIDUAL AND GROUP NETWORK PROVIDERS

MD/DO AND PHD/PSYD SERVICES

PSYCHOLOGIST SERVICES - PSYCHOLOGICAL TESTING

Service

Duration
of Face-
to- Face

Rate for

Attachment |
6 of 14

Rate for
MD/DO

Psychological Testing
Psycho-diagnostic assessment

(includes psycho-diagnostic

96130

Psychological

PhD/PsyD

assessment of emotionality, Testing Evaluation 60-1200
intellectual abilities, personality | Services (does not min
and psychopathology, e.g. include administration | for MD/DO
MMPI, Rorschach, and WAIS). or seoring
$1.20 per 1
For children, referrals are minute $1.50 per
_ 60-900 minute
made to clarify symptomology, min
rule out diagnoses and help '
: : 96136 for
delineate emotional from
learning disabilities PhD/PsyD
9 ' Administration &
Scoring
Neuropsychological Testing 96132
(e.g. Halstead-Reitan
Neuropsychological Batter, Neuropsychological | 60-1200
Wechsler Memory Scales and | Testing Evaluation min
Wisconsin Care Sorting Test) Services for MD/DO
(does not include
administration or $1.20 per | $1.50 per
scoring minute minute
96136 60-900
o _ min.
Administration & for
Scoring PhD/PsyD

Notes:

e Providers must document and submit a claim for the testing evaluation service on the day the
service is provided. A separate claim is to be submitted for the administration and scoring of test

on the day of the administration and scoring indicating which tests were administered.

o These services are recorded in the clinical record and reported into the County’s claims processing
information system by indicating the exact numbers of minutes the services took.



Attachment |
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INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO AND NP SERVICES

EVALUATION AND MANAGEMENT - OFFICE OR OTHER OUTPATIENT SERVICES

Severity of Code Duration of Rate

Service Components Presenting Face-to-

Problem(s) Face for

NP

e Expanded problem focused or detailed
history

e Expanded problem focused exam Low to 10-20 min. $40.00 $40.00

New Client Moderate 99201
. e Medical decision making for prescribing,
Evaluation L o S
and adjusting, or monitoring medication
2?2&:;??;; e Expanded problem focused history
includes at e Expanded problem focused exam Low to
least the three Moderate 99202 21-29 min. $40.00 $64.00
components e Straightforward medical decision
noted in the making
next column.
) e Detailed history

Counseling
and/or e Detailed examination 99203 $40.00
coordination Moderate 30-39 min. $64.00
of care with e Medical decision making of low
other complexity
providers or
agencies are e Comprehensive history
provided
consistent e Comprehensive examination
with the MOd:i;a;e © | 99204 | 40-59min. | $80.00 | $106.00
nature of the e Medical decision making of moderate
problem(s) complexity
and the
client's and/or | ® Comprehensive history
family’s c hensi o

. omprehensive examination
needs. M°d|_‘|9i;age © | 99205 60+ min. | $80.00 | $106.00

e Medical decision making of high

complexity
Notes:

e A new client is one who has not received any professional services from the physician or qualified
health care professional who belongs to the same group practice, within the past three years.

e Medi-Cal Lockout: Medication Support services are reimbursable up to a maximum of 4 hours a day
per client.

e These services are categorized in the data system as Individual Services and are recorded in the
clinical record and reported into the County’s claims processing information system in minutes.

e The duration is different from CPT codes and based on reimbursement not selection of code.
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INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO AND NP SERVICES

EVALUATION AND MANAGEMENT - OFFICE OR OTHER OUTPATIENT SERVICES

Severity of Duration of R
. g ate
Service Components Presenting Face-to- f
Problem(s) Face or
NP

Brief or problem focused history
Established Expanded problem focused exam
N Low to .

lient . . - 10-20 min. 40.00 40.00

Client ) Straightforward medical decision Moderate 99212 ! $ $
Evaluation and making regarding renewal or
management of simple dosage adjustments.
a client that
includes at Detailed history
least the three
components Detailed examination 99213 21-24 min $40.00
noted in the Moderate ‘ $64.00
next column. Medical decision making of low

complexity
Counseling
and/or Comprehensive history
coordination of
care with other Comprehensive examination Moderate to 99214 25-39 min. $40.00
providers or High $64.00
agencies are Medical decision making of
provided moderate complexity
consistent with
the nature of Comprehensive history
the problem(s) hensi o
and the client’s Comprehensive examination Moderate to ]
and/or family's . N _ _ High 99215 40+ min. $80.00 | $106.00
needs. Medical QeC|S|on making of high

complexity

Notes:

e An established client is one who has received any professional services from the physician or
gualified health care professional who belongs to the same group practice, within the past
three years.

e Medi-Cal Lockout: Medication Support services are reimbursable up to a maximum of 4 hours
a day per client.

o These services are categorized in the data system as Individual Services and are recorded in
the clinical record and reported into the County’s claims processing information system in
minutes.

e The duration is different from CPT codes and based on reimbursement not selection of code.



Attachment |
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INDIVIDUAL AND GROUP NETWORK PROVIDERS
PHD/PsYD SERVICES

CONSULTATIONS, OFFICE OR OTHER OUTPATIENT SERVICES

These services may be delivered in any setting other than Inpatient Hospital:
e  Office (POS 11)

Home (POS 12)

Urgent Care (POS 20)

Outpatient Hospital (POS 22)

Hospital Emergency Room (POS 23)

Ambulatory Surgical Center (POS 24)

Skilled Nursing Facility (POS Code 31)

Nursing Facility (POS Code 32)

Custodial Care Facility (POS Code 33)

Hospice (POS Code 34)

Duration Rate for

Service of Face-to PhD/PsyD
Face

Psychiatric diagnostic interview
90791 21-39 min. $40.00

90791 40+ min. $80.00

Note
e Services are recorded in the clinical record and reported into the County’s claims processing
information system in minutes.



Attachment |
10 of 14

INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO SERVICES

EVALUATION AND MANAGEMENT - OFFICE OR OTHER OUTPATIENT SERVICES
These services may be delivered in any setting other than Inpatient Hospital:
Office (POS 11)

Home (POS 12)

Urgent Care (POS 20)

Outpatient Hospital (POS 22)

Hospital Emergency Room (POS 23)
Ambulatory Surgical Center (POS 24)
Skilled Nursing Facility (POS Code 31)
Nursing Facility (POS Code 32)
Custodial Care Facility (POS Code 33)
Hospice (POS Code 34)

Severity of Duration
Service Components Presenting of Face-
Problems to Face
New or Problem focused history
Es_tab“Shed Problem focused examination Self-Limited | g5,,4 | 21-29 min. $64.00
Client or Minor :
Straightforward medical decision making
Counseling .
Expanded problem focused histor
and/or P P y
coordlnat_lon Expanded problem focused exam Low Severity | 99242 | 30-39 min. | $64.00
of care with it 4 medical decisi .
other Straightforward medical decision making
prowd_ers or Detailed history
agencies are _ o
provided Detailed examination Moderate | 95543 | 40-59 min. | $106.00
istent Severity
can|s Medical decision making of low complexity
with the
nature of the Comprehensive history
pr%blﬁm(s) Comprehensive examination Moderate to
and the High 99244 | 60-79 min. | $106.00
client’s Medical decision making of moderate Severity
and/or complexity
family’s
needi Comprehensive history
Comprehensive examination Moderate to
High 99245 80+ min. $106.00
Medical decision making of high Severity
complexity
Note:

e Services are recorded in the clinical record and reported into the County’s claims processing information
system in minutes.
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INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO SERVICES

EVALUATION AND MANAGEMENT — INPATIENT CONSULTATIONS

These services may only be delivered at an outpatient hospital (Place of Service Code 22).

Severity of .
. . Duration of Rate for
Service Components Presenting Face-to Face MD/DO
Problem
Inpatient Problem focused history
Consultations Broblem f g o
roblem focused examination i ) ;
for the . SelfrI';rirrwllct)?d or 99251 21-39 min. $64.00
evaluation and Straightforward medical
management decision making
services
related to the Expanded problem focused
admission of a history
new or E ded problem f d
. xpanded problem focuse
established examination Low 99252 40-54 min. $106.00
client that
requires three Straightforward medical
components. decision making
Only one Detailed history
consultation Detailed nati
etailed examination
should be Moderate 99253 55-79 min. $106.00
reported by a Medical decision making of low
per
admission. Comprehensive history
Comprehensive examination
MOdﬁigakfe 0 99254 80-109 min. $106.00
Medical decision making of
moderate complexity
Comprehensive history
Comprehensive examination
High 99255 110+ min. $106.00
Medical decision making of
high complexity
Note:

e Services are recorded in the clinical record and reported into the County’s claims processing
information system in minutes.



INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO SERVICES

EVALUATION AND MANAGEMENT - NURSING FACILITY

These services may be delivered at any of these locations:

Note:

Service

Initial Assessment
Evaluation and

Skilled Nursing Facility (POS* Code 31)
Nursing Facility (POS Code 32)
Intermediate Care Facility/Mentally Retarded (POS Code 54)
Residential Substance Abuse Treatment Facility (POS Code 55)
Psychiatric Residential Treatment Center (POS Code 56)

Components

e Detailed history

e Comprehensive examination

Severity of Condition

and/or Plan
Requirements

Stable, recovering, or
improving;

Attachment |
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Duration
of Face-to-
Face

management of anew | Sttt o it Affirmation of plan 99304 | 21-39 min. | $64.00

or established client raight-forward or low complexity of care required

provided by the medical decision-making

admitting physician ) -

when the client is e Detailed history Signif

admitted to the nursing e Comprehensive examination COES;ig;atlg[n

Iﬁfggycghrﬁggiﬂgs or new problem; | 99305 | 4049 M- | 4156 00

Counseling or ' e Medical decision-making of New plan of care

coordination of care moderate to high complexity required

with other providers or —

agencies are provided | ® Comprehensive history

consistent with the hensi o

nature of the problem(s) | ® Comprehensive examination Creation plan of care 50+ min.

and the client’s and/or required 99306 106.00

family’s needs. e Medical decision-making of

moderate to high complexity

Subsequent e Expanded history

Care, per day, for the

evaluation and e Expanded examination Inadequate response

management of a new to therapy or minor 99309 | 21-39 min. | $64.00

or establi.shed client ¢ Medical decision-making of complication

that requires three moderate complexity

components.

Counseling or ) ]

coordination of care * Detailed history

with other providers or o Detailed examination Unstable,

agencies are provided Significant 40+ min.

consistent with the . o . complication 99310 $106.00

nature of the problem(s) | ® Medical decision making of or new problem

and the client’s and/or moderate to high complexity

family’s needs

DiSCharge Y A_” services on day of d|scharge N/A 99315 21'39 min. $6400
99316 | 40+ min. | $106.00

These services are categorized in the data system as Individual Services and are recorded in the clinical record and

reported into the County’s claims processing information system in minutes.




Service

INDIVIDUAL AND GROUP NETWORK PROVIDERS
MD/DO SERVICES
DOMICILIARY, BOARD, & CARE, OR CUSTODIAL CARE FACILITY (Place of Service Code 33).

Components

Severity of
Presenting
Problem

Code

Attachment |

Duration
of Face-to-
Face

13 of 14

Problem focused history

New Client Problem focused examination
Service for the Low 99325 21-30 min. $64.00
evaluation and Straight-forward or low complexity
management of a medical decision making
new client that
requires three Expanded history
components.
Expanded examination
Counseling or Moderate 99326 31-45 min. $106.00
coordination of care Medical Decision-making of
Wlth Other prOViderS modera‘te
or agencies are
provided consistent Detailed history
with the nature of
the problem(s) and Detailed examination
the client's and/or High 99327 46-60 min. | $106.00
family’s needs. Medical Decision-making of high
complexity
Problem focused history
Estapllsl}edtlfllent Problem focused examination Stable,
> 5&}’&;‘;2 noz:\nde recovering, 99335 | 16-25min. | $64.00
iaht- i or improvin
management of an Stral'ght fomqrd or Iovy complexity p g
established client medical decision-making
that requires at -
least two of three Expanded history
components. o Inadequate
Expanded examination response to _
Counseling or ' . . therapy or 99336 26-40 min. | $106.00
coordination of care Medical DeC|S|0n-mak|ng of m”j]or .
with other providers moderate complexity complication
or agencies are
provided consistent Detailed history
with the nature of ' o Significant
the problem(s) and Detailed examination complication
the client’s and/or or new 99337 41-60 min. | $106.00
family’s needs. Medical Decision making of high problem

complexity

Note:

o These services are categorized in the data system as Individual Services and are recorded in
the clinical record and reported into the County’s claims processing information system in

minutes.
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INDIVIDUAL AND GROUP NETWORK PROVIDERS - NETWORK ADMITTING PHYSICIANS ONLY
EVALUATION AND MANAGEMENT - HOSPITAL INPATIENT SERVICES
These services may only be delivered at Inpatient Psychiatric Hospital or Psychiatric Facility
(Place of Service Code 21 or 51)

Service

Components

Severity of

Presenting
Problem

Code

Duration of
Face-to-Face

14 of 14

Rate for
MD/DO

Initial Care
The first hospital

Detailed history

Detailed or comprehensive exam

eﬂcg‘é“;rggg a‘,ig‘g““g Low 99221 21-29 min. $100.00
Elign; cl)n the inV[;l:':ltient Stra.ight-forwa'lrd or low complexity medical
unit for the decision-making
management and
evaluation of a new Comprehensive history
client that requires three 21 and over:
components. Comprehensive examination Moderate 99222 30-69 min. $156.00 .
Counseling or 20 and under:
coordination of care Medical decision-making of moderate complexity $170.00
with other providers or
agencies are provided . .
consistent with the Comprehensive history 21 and over:
nature of the problem(s) . o '
and the client's and/or Comprehensive examination High 99223 70+ min. $196.00 '
family’s needs 20 and under:
' Medical decision-making of high complexity $210.00
Problem focused history
Problem focused examination Stable,
Subsequent recovering, or 99231 15-24 min. $80.00
Carle, per day(,jfor the Straight-forward or low complexity medical iImproving
evaluation an . decision-making
management of a client
h i |
:W%t cr)??#rlgis atleast Expanded problem focused history Inadequate
components response to 21 and over:
Counseling or Expanded problem focused exam therapy or 99232 25-34 min $120.00
coordination of care minor . 20 and under:
with other providers or Medical decision-making of moderate complexity complication $128.00
agencies are provided
consistent with the Detailed history
nature of the problem(s) Unstable, 21 and over:
and the client’s and/or Detailed examination Significant
family’s needs complication, | 99233 35+ min $120.00
y ) ) o ) ) ’ ’ 20 and under:
Medical decision making of moderate to high or new $128.00
complexi problem :
plexity
All services on day of discharge N/A 99238 15-24 min. $80.00
Discharge 21 and over:
. $120.00
99239 25+ min. 20 and under:
$128.00

Note:

e These services require Treatment Authorization Requests (TAR) from the Inpatient Hospital.
e These services are categorized in the data system as Individual Services and are recorded in the
clinical record and reported into the County’s claims processing information system in minutes.




INDIVIDUAL AND GROUP NETWORK PROVIDERS

Attachment |
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FFS Telehealth and Telephone Procedure Codes Allowable Until Further Notice

Procedure

Code

SPECIALTY MENTAL HEALTH SERVICES

Definition

Telehealth

SMHS Modifier

90791 PSYCH DIAGNOSTIC INTERVIEW GT
90792 PSYCH DIAGNOSTIC INTERVIEW WITH MEDICAL SERVICES GT
90832 INDIVIDUAL PSYCHOTHERAPY GT
90834 INDIVIDUAL PSYCHOTHERAPY GT
90837 INDIVIDUAL PSYCHOTHERAPY GT
90839 INDIVIDUAL PSYCHOTHERAPY IN CRISIS GT
90847 FAMILY PSYCHOTHERAPY WITH ONE CLIENT PRESENT GT
90847 HE:HQ | FAMILY PSYCHOTHERAPY WITH MORE THAN ONE CLIENT PRESENT GT
90849 MULTI-FAMILY GROUP PSYCHOTHERAPY GT
90853 GROUP PSYCHOTHERAPY WITH MORE THAN ONE NON-FAMILY GT
CLIENT
90887 INDIVIDUAL COLLATERAL WITH ONE CLIENT PRESENT GT
90887 HE:HQ | GROUP COLLATERAL WITH MORE THAN ONE CLIENT PRESENT GT
99201 E&M INDIVIDUAL MEDICATION SERVICE GT
99202 E&M OFFICE OR OTHER OUTPATIENT EVALUATION NEW GT
99203 E&M OFFICE OR OTHER OUTPATIENT EVALUATION NEW GT
99204 E&M OFFICE OR OTHER OUTPATIENT EVALUATION NEW GT
99205 E&M OFFICE OR OTHER OUTPATIENT EVALUATION NEW GT
99212 E&M BRIEF MEDICATION VISIT GT
99213 E&M OFFICE OR OTHER OUTPATIENT EVALUATION ESTABLISHED GT
99214 E&M OFFICE OR OTHER OUTPATIENT EVALUATION ESTABLISHED GT
99215 E&M OFFICE OR OTHER OUTPATIENT EVALUATION ESTABLISHED GT
99221 E&M HOSPITAL INPATIENT INITIAL CARE GT
99222 E&M HOSPITAL INPATIENT INITIAL CARE GT
99223 E&M HOSPITAL INPATIENT INITIAL CARE GT
99231 E&M HOSPITAL INPATIENT SUBSEQUENT GT
99232 E&M HOSPITAL INPATIENT SUBSEQUENT GT
99233 E&M HOSPITAL INPATIENT SUBSEQUENT GT
99238 E&M HOSPITAL INPATIENT DISCHARGE GT
99239 E&M HOSPITAL INPATIENT DISCHARGE GT
99241 E&M CONSULTS OFFICE OR OTHER OUTPATIENT GT
99242 E&M CONSULTS OFFICE OR OTHER OUTPATIENT GT
99243 E&M CONSULTS OFFICE OR OTHER OUTPATIENT GT
99244 E&M CONSULTS OFFICE OR OTHER OUTPATIENT GT
99245 E&M CONSULTS OFFICE OR OTHER OUTPATIENT GT
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99251 E&M CONSULTS INPATIENT/NURSING FACILITY INITIAL GT
99252 E&M CONSULTS INPATIENT/NURSING FACILITY INITIAL GT
99253 E&M CONSULTS INPATIENT/NURSING FACILITY INITIAL GT
99254 E&M CONSULTS INPATIENT/NURSING FACILITY INITIAL GT
99255 E&M CONSULTS INPATIENT/NURSING FACILITY INITIAL GT
99304 E&M NURSING FACILITY ASSESSMENT GT
99305 E&M NURSING FACILITY ASSESSMENT GT
99306 E&M NURSING FACILITY ASSESSMENT GT
99309 E&M NURSING FACILITY SUBSEQUENT GT
99310 E&M NURSING FACILITY SUBSEQUENT GT
99315 E&M NURSING FACILITY DISCHARGE GT
99316 E&M NURSING FACILITY DISCHARGE GT
99325 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL NEW CLIENT GT
99326 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL NEW CLIENT GT
99327 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL NEW CLIENT GT
99335 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL ESTABLISHED GT
99336 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL ESTABLISHED GT
99337 E&M DOMICILIARY BOARD & CARE OR CUSTODIAL ESTABLISHED GT
H0032 PLAN DEVELOPMENT GT

SPECIALTY MENTAL HEALTH SERVICES

Procedure Definition Telephone
Code SMHS Modifier
90791 ASSESSMENT SC
90792 PSYCH DIAGNOSTIC INTERVIEW WITH MEDICAL SERVICES SC
90839 PSYCHOTHERAPY IN CRISIS SC
90847 FAMILY PSYCHOTHERAPY WITH ONE CLIENT PRESENT SC

90847 HE:HQ | FAMILY PSYCHOTHERAPY WITH MORE THAN ONE CLIENT PRESENT SC
90849 MULTI-FAMILY GROUP PSYCHOTHERAPY SC
90853 GROUP PSYCHOTHERAPY WITH MORE THAN ONE NON-FAMILY sc

CLIENT
90887 INDIVIDUAL COLLATERAL WITH ONE CLIENT PRESENT SC

90887 HE:HQ | GROUP COLLATERAL WITH MORE THAN ONE CLIENT PRESENT SC

H0032 PLAN DEVELOPMENT SC




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION X — QUALITY IMPROVEMENT

The Local Mental Health Plan (LMHP) has a responsibility and shared commitment with network
providers, to maintain and improve the quality of the service delivery system. It is a function of
the LMHP to support this commitment by establishing processes for the resolution of service and
system issues and the continuous improvement of the delivery of specialty mental health services.

The LMHP quality improvement activities focus on each of the following areas:

Service accessibility

Service delivery capacity
Medi-Cal beneficiary satisfaction
Network provider satisfaction
Appropriateness of care

Continuity of care
Coordination with health care
Utilization management
Adverse outcomes
Credentialing and peer review

* & & o o
*® & & o o

NETWORK PROVIDER RESPONSIBILITIES

+ Compliance with the terms and conditions of the LMHP Medi-Cal Professional Services
Legal Agreement, Exhibit A of the Legal Agreement (Service Provisions) and the
requirements in the LMHP Provider Manual and Provider Bulletins;

+ Compliance with all relevant Federal, State and County statutes, rules and regulations;

+ Maintenance of the clinical record for at least seven years following the discharge date of
the client. Clinical records of minors are to be maintained at least one year after the minor
has turned 18 years of age, but in any case, not less than seven years;

¢ Ensuring availability of all clinical records during normal business hours to authorized
representatives of the Federal, State and County government for the purposes of
inspection, program review and audit;

+ Coordination of care with other treating mental and physical health care providers which
should, at a minimum, include information exchange regarding treatment planning and
medications;

Emergency coverage at all times;
Reporting of adverse incidents to the LMHP;

Prompt response to requests from the LMHP Credentialing Review Committee; and

* & o o

Immediate notification to the LMHP of any accusations or actions against the network
provider’s clinical license, including, but not limited to, license suspension or termination.

MANDATORY SELF-ASSESSMENT TOOL AND SITE VISITS

The Medi-Cal Professional Services Legal Agreement mandates a review of individual and group
network providers on not less than an annual basis to determine compliance with the LMHP legal
agreement; however, this annual review is based on the number of unit staff and special projects
being undertaken. The network provider reviews for inpatient and outpatient will be scheduled
every three years and more often when egregious issues are identified. This Agreement stipulates
under, “Monitoring, Quality Improvement, Records, and Audits”, that Contractors shall establish

SECTION X PROVIDER MANUAL PAGE 1 0F5
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

clinical records in accordance with the structure and content specified by DMH in accordance with
the structure and content specified by DMH.

There are two assessments tools. The first tool is The General Administrative Profile self-
assessment for re-credentialing Network Providers. The second tool is the Outpatient/Inpatient
Chart Review Checklist.

¢ The General Administrative Profile is a mandatory self-assessment tool sent to
network providers triennially to coincide with the re-credentialing process (Refer to
Section II: Provider Network and its Attachment I). Network providers are to utilize this
tool to review their administrative procedures and clinical practices to evaluate
compliance with the LMHP legal agreement and Medi-Cal requirements. Network
providers are required to return the self-assessment tools to the Credentialing Unit
upon completion. The information contained in this form shall be validated for accuracy
during compliance reviews. A Plan of Correction shall be issued for non-compliance
to the following:

Physical Environment;
Confidentiality;

Maintenance of Records;
Notification; and

Medication Compliance, if applicable.

arwbdE

¢ The Outpatient/Inpatient Chart Review Checklist is used during the onsite review for
clinical and claiming chart documentation, as discussed in the Medi-Cal Professional
Services Agreement (Attachment |).

COMPLIANCE PROGRAM REVIEWS AND PROGRAM INTEGRITY

Pursuant to the Medi-Cal Professional Services Agreement with Individual and Group Providers,
the Compliance Unit of the Intensive Care Division, has a right to access, review and to copy any
records and supporting documentation pertaining to the performance of the Agreement during
normal business hours. The Outpatient/Inpatient Chart Review Checklist is used during this
process.

The purposes of the site visits and outpatient clinical chart reviews are:

1. To validate the information provided on the self-assessment tool through site inspection;

2. To review the quality of specialty mlental health services provided to beneficiaries,
including access to services;

3. To ensure compliance with the LMHP legal agreement, and Medi-Cal documentation
requirements;

4. To help identify fraud, waste and abuse issues; and

5. To help identify quality of care issues that need further improvement to better meet the
needs of the beneficiaries.

Another part of the clinical chart review is the beneficiary interview. This process may be
conducted either telephonic or through survey questions sent to the beneficiaries addresses. The
questions include verification whether services were actually furnished to beneficiaries. This
process helps the LMHP in meeting its obligation under Code of Federal Regulations (CFR), Title

SECTION X PROVIDER MANUAL PAGE 2 OF 5
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

42, Section 455.1(a) (2) and the Program Integrity requirement found in the LMHP Contract with
DHCS and California Code of Regulations, Title 9, Chapter 11, Section 1810.436.

The Compliance Unit will send a letter informing the providers of the date of the site visit at least
three (3) weeks prior to the review. The letter includes copies of Reasons for Recoupment and
Outpatient Chart and Review Worksheet. A list of the clinical charts for review will be sent to the
provider at least four (4) business days prior to the review. Within two months of the site visit, the
provider will receive a report summarizing the site visit and clinical chart review findings.
Documentation on the medical record that does not conform to the published county, state and
federal rules and regulations will be denied and payment already made will be recouped using
the “Reasons for Recoupment”. The reason(s) for recoupment and the dollar amount(s) of the
denied service date(s) will be identified in the “Line List of Disallowances”, which is a part of the
review report. When actions are required to correct deficiencies, a request for a Plan of Correction
(POC) will be included in the report. The POC is due from the providers within sixty (60) days of
the receipt of the written review findings, whether the provider is accessing the appeal process or
not. The POC will state how the provider will correct the deficiencies and a timeframe for
application to service provisions. A follow-up site visit may be scheduled to confirm
implementation of the POC. Further, when egregious clinical, financial and administrative issues
are identified during a compliance review, a follow-up review maybe scheduled within six months
from the time of the last site visit to ensure that the provider is in compliance with county, state
and federal rules and regulations.

Review findings regarding credentialing issues will be referred to the Credentialing Unit in addition
to the issuance of a POC.

The LMHP Compliance Program Office (CPO) also conducts reviews and audits of LMHP
programs, providers and contractors. The Intensive Care Division, Compliance Unit may refer
cases to the CPO when egregious over utilization of services, suspected fraud or abuse has
occurred, or if the findings are beyond the scope or capacity of the Compliance Unit to pursue.
The provider should be aware of the penalties for violations of fraud and for obstruction of
investigation as set forth in Public Contract Code, Section 10115.10.

PROVIDER APPEAL RELATED TO ONSITE REVIEW OF CLINICAL DOCUMENTATION
When a dispute arises from a decision of the Intensive Care Division (ICD), Compliance Unit staff
during clinical chart reviews, the provider shall seek resolution following the procedure outlined

below based on DMH Intensive Care Division Policy 313.62:

LMHP First Level appeal process

1. If the provider does not agree in whole or in part with the report of review findings, then
notification in writing shall be addressed and received by the office of the Mental Health
Program Manager lll, Intensive Care Division within 15 calendar days of the provider's
receipt of the report. The date that the notification is received by the ICD will be the
verification of receipt for the appeal.

The appeal letter shall include the following:
a) The appeal shall state the reason(s) for the dispute;
b) The LMHP’s reason for the denial of reimbursement; and

SECTION X PROVIDER MANUAL PAGE 3 OF 5
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c)  The remedy sought.

The provider shall include copies of supporting evidence or documentation to refute the
LMHP’s findings and support the appeal.

2. The Mental Health Program Manager Il shall assign the appeal to a clinical person not
involved with the clinical chart review.

3. ICD staff shall review and make a decision based on the documentation submitted and
the original documents obtained during the chart review. This written decision shall be in
writing and sent to the provider within sixty (60) days of the receipt of the appeal. If the
appeal is not granted in full, the provider shall be notified of any right to submit a second
level appeal.

Second Level appeal process

1. When resolution is not to the provider’s satisfaction, the provider may file a request for a
second level appeal. The appeal correspondence shall be directed to the ICD Mental
Health Program Manager lll. It shall be received within 30 calendar days after the receipt
of the first level appeal decision. The letter will be stamped date as verification of LMHP
receipt.

The appeal packet shall include the reason for disagreement along with supporting
evidence or documentation to support the appeal and a copy of the first level appeal
decision.

2. The appeal will be reviewed by a clinical staff not involved with the chart review or the first
level appeal. If the appeal is granted in part, a decision letter signed by the Mental Health
Program Manager Il will be sent to the provider within thirty (30) calendar days of the
receipt. The decision is final.

If the LMHP does not respond within 60 calendar days to the appeal, the appeal shall be
considered denied in full by the LMHP.

First and second level appeals may be forwarded to:

Name of Current Mental Health Program Manager I
Mental Health Program Manager ll|
Intensive Care Division
550 South Vermont Avenue, 7™ Floor
Los Angeles, CA 90020

REPORTING BENEFICIARY COMPLAINTS

Which Providers Does My MHP Network Provider Use?
MHPs use different types of providers to provide specialty mental health services. These
include:
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Individual Providers: Mental health professionals, such as doctors, who have contracts with your
county’s MHP to provide specialty mental health services in an office and/or community setting.

Group Providers: These are groups of mental health professionals who, as a group of
professionals, have contracts with your county’s MHP to offer specialty mental health services in
an office and/or community setting.

As indicated in the Department of Mental Health Medi-Cal Professional Services Contract
Exhibit A, Section 1.11, the “contractor shall follow established procedures as outlined in the
LMHP Provider Manual and Subsequent LMHP Provider Bulletins for beneficiary complaints
and shall make records of beneficiary complaints available for authorized review by County and
State.

The LMHP’s Patients’ Rights posters explaining the grievance and appeal processes, together
with informing materials, are required to be posted in provider’s offices or locations of service. In
addition to the posters, informing materials and self-addressed envelopes from the LMHP shall
be available to the beneficiaries without the beneficiary having to make a verbal or written
request to anyone.

SECTION X PROVIDER MANUAL PAGE 5 OF 5
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Outpatient/Inpatient Chart Review Checklist - LAC-DMH, Intensive Care Division, Compliance Unit
Beneficiary's First Mame: MR# Line #
Prowider: Reviewer:
Prowvider Number: Service Area:
Date of Admission: Date of Discharge:
Section | Administration - Required Forms YES | NO | NA
Client Face Sheet or Client Demographic Information
Cne of these Consents is present (indicate which with a yes)
Consent for Services signed by cientiparentguardian or refusal to sign is docurnented
T Consent Tor senaces Is Signed Dy mincr, mtaﬁmrﬁzﬁ % completed
Medication Informed Consent has been completed
|Acknowledgement of Receipt of Privacy Pradtices
Evidence that informing matenals were provided to dient or caregiver upon first accessing senvices & upon regquest?
[Are Pabents’ Rights posters benefciany gnevance and appeal toms, and LMHF seff-adoressed envelopes prominenty
deplayed in the Provider's workplace where Med-Cal beneficianes are being seen?
|5 the address of the beneficiary comectly identified in the dinical record?
5 the cument tebsphone nurnoer of the beneficiary y identihed in the clinical record?
|5 there a complete medical recond for every Medi-Cal beneficany?
If the Provider determined that there is no medical necessity for admission, is a Motice of Action (NOA-A) fiormn given to the
ciary or legal guardian’?
|Sectionl Asscessment YES | NO | NA
For a patent being evaluated for the first ime, is the timefTame between the assessment and refemal within the
acceptable parameter of the County?
[5 the fssessment compleied Witin ihe requined Tmelrame T (WInn B0 cays of MEEke Tor 3 New a0riSSon;, Winm o4 0ays
if being cpened to new senvice but has other open episodes)
|5 there 3 new re-Assessment 3 years orwhen significant changes in the beneficiany's situation occumed?
e @l the components of an SEMEnt compeeied! sessment is 10 incude, but not limited fo the following:
a) Presanting Froblem: The Beneficiany's chief complaint, HPY, curment level of funciioning, relevant family history and
curment family information;
b} Relevant conditions and psychological Tachors aTectng e Benehcary s physical and mental neali, . nouding as
appiicable: Iwing situation, daily actvities, social support, cultural and linguistic factors and history of trauma or
T i P Feey g e o Provder e o
c} Mental Hea story, nduding names rs, therapeutic ity andl response, inpabent admissions, and
redevant psychological testings
d)_Medical History: Relewant Eﬁical health conditions. For children and adolescents, the history must inchede prenatal
and pennatal events and relevant developrnental histony;
2] Medications: Information about medications the Beneficiary has received or is receiving, presence or absence of
alergies or adverse reacions 1o medications:
T Est:n::e Eposurel subsiance |Jse: Past of precent Use of IDbaccn, Aconol, catieine, elliclt and over the counter dnig
o) Beneficiany's strengths in achieving plan goals related to the Beneficany's mental health needs and functional
impaimments as a result of the mental health dagnosis;
h) Risks: Situations that present a nisk to the Beneficiany andior ofhers. induding presant fRuma
1] A mental stabus examinaton
| 1he benehcany must have one of the diagnosis speched m the 1D 10;
k) Adequate information to assess the Benefician’s nesds in onder fo formulate a treatment plan;
1| Eﬁﬁ}_.ﬂ’enfa staff allowed to ?rﬁ:ur'n a F‘s,zﬂimrc Diagnostic Assessment per the Guide to Procedure Codes. In
ihon bo the stalt signafure, discipimeditle, heense numiber and date shall be incuded
For | St the ime of sdmission?
|Section T Wedical Necessity YEG | HO | WA |
Dioes the dient meet all three of the following reimbursment criteria (1a 1b, 1 below)?
1a. The chent has an K20 10 or DEM 5 inchuded diagnosis? * Refier to DHCS MHSUDS Informiation Motice Moo 16-061
1. The client s 3 result of 3 mental discrder listed in 13 Must have at least one of the following critenia (1-4 below) *
1) A Signmcant FMp@ment in an IMpornant a3 of Funcioning.
2) A probabidity of signicant deterioration in an important area of funciioning.
3) A probability that the child will not progress developmentally as individually appropriate
4} For full-scope MC dients under the age of 21, a condition s a result of the mental health disorder that SMHS
an comedt of amelhorats
1z, Must meet each of the intervenbon cntena listed below:
1) The focused of the proposed intervention is to address the condibion identified in Mo 1b. (1-3) above, or fior fulk
scope MC dients under the age of 21 years. a condition as a result of the mental discrder that SMHS can comect
of ameliorate per Mo, 1o ) °
Los Angeles County DMH Managed Care Division, Compliance Unit 1113186
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2) The expectation is that the proposed intervention will do, at least, one of the following (A.B, C, D *

A. Significantly diminish the impament.

B. Prevent E'E"F-:a"t gdetenoration in an iw&ta‘ea of life funconing.
. Pllow ild fo progress opmentaly as mdwidualy appropnate

D For full-scope MC clients under the age of 21 years, comect or ameliorate the condition.

For INDSLENT SEMICES, 005 The OOCUMENTANaN 107 SOMES5I0N MES! MENICal NECE5SIy DEr | ME o, Fechmn 1hcl. e

Section IV Treatment Plan * (If no Treatment Plan]  Required for all services

|Are the goals specific, measurable, achievable, realstic, time framed and related to the beneficiany’s mental health nesds

and functional impaiments as a result of the mental health diagnosis?

Does the plan directly address the behawiors and rsks that were identfied on admission?

|5 there a detailed description of the MHS interventions designed o address the identified functional imoaiment(s|?
5 ere documentanon of the proposed JUration and TEgUENCY O e MISMVenbons T

|5 there 3 signature of the person prowiding the sendice?

|5 there documentation of the Benefciany's participation in and agreement with the treatment plan as evidenced by the

Beneficiary's dated signature? "

In cases where the Beneficiary is unable to sign the plan, did the Provider document the reason for the unawvalability

of the Beneficiany's signature? "
5 the plan refiect e be ary and/or family preferences, if applicable”

lis there documentation that the Beneficany needs linguistic or nberpretative senvices?

For Outpatient Senices, is the plan updated anmusally™

|5 there documented evidence that a copy of the reaiment plan was offered to the Beneficany”

0" INDSDENT SEfWices. 15 the IVa] | ESETEnt [ Ian TOMISIEn Witin | & DOUS Of SOaEson:
Does % Flai COnal o e COMDONSTis I0SMined above:

Section V Freﬂre-ss Motes

I5 fhere a progress note for eveny senice rendered and bilked o Med-Cal? *

On Beneficiary encounters. do the progrecs notes ndude decisions, mberventions and Baneficiary responses?

[What was attempied and'or accomplished during the contact fowards the attainment of the treatment goals)

jAre the progress notes signed (or electronic equivalent) by the Provider including discipiine and license number? *

|Are progress note enires legble?

When family therapy is provided, s there a dear documentation of family therapeutic nterventions? *

Did the Provider bill ondy one claim regandless of the numiber of family members present? *

For Medication Support Senvices, did the Provider document the followsng? *

a) side effects

b} response to medicabon(s)

¢) Beneficiany's compliance with the medication regimen

[Are comect Procedure Cc-:le5 used? ”

[5 the "Flace of Senvice” that appears on e raimbursement shest -xded comecty”

For pahent senvices, 15 Ihere evidence Mal INe Progress NoLE 15 Witlen Dy & persen credentaled by LIRS

[Section VI [ racking, Adapting. and Fian Implementation

[Are igentfed needs and problems besng acted on in a tmey manner?

|5 or |ack thereof being identified and noted?
[Fire new sTalegies oeveloped # M0 DrOgRess 15 Nobed

|Are detected problems being reported and addressed promptly?

I5 e plan being modified a5 a result of progress made, not made or changes in the Beneficiany's condition?
[r= orisis siuations beng sodressed prompty:

[Section W | reatment Authonzaton [T AR

|5 there 3 TAR submitted for every npatient admission?
me r bill authon tes only?

Section VIl Timely Access Reforenc 42 CFR Sub-Sechiond 38 2065y 1)),

Did the Provider provide SMHS to the MIC beneficary within 15 business days from request of appointment?

Fior nor-urgent niments with 3 non-physician mental health care der, did the benefciary receive SMHS
Wi ]h DUSINESS Oays TLET TEqUEsT OF ADDOINITIENL ]

For Reviewers: {Include a walkthrough of the facility to ensure compliancs to self assessment tool)

FINCINGS: (Use additional paper for findings and comments)

Los Angeles County DMH Managed Care Division, Compliance Unit
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SECTION X| — FINANCIAL SCREENING

FINANCIAL FOLDERS

Network providers are required to maintain a financial folder for each client receiving services at
their facility. The financial folder should contain all financial information regarding the client and
a detailed history of contacts and conversations with the client. The following are examples of
the types of information that should be filed in the financial folder:

1. Payor Financial Information (PFI) form
2. Verification of employment, income, allowable expenses and assets

Photocopy of identification, Social Security Card, paycheck stubs and health insurance
cards

Financial Obligation Agreement

Photocopy of the Medi-Cal beneficiary’s Benefit Identification Card (BIC)
Department of Public Social Services/Social Security Administration (SSA) Referral Card

Insurance Authorization and Assignment of Benefits
Lifetime Extended Signature Authorization
Authorization for Request or Use/Disclosure of PHI
10 Any correspondence to or from the client

11. Re-evaluation Follow-Up Letter

w

© ® NG A

Financial screening is the process of evaluating a client or a responsible party's ability to pay for
services. This includes the individual’'s ability to personally contribute, the individual’s ability to
access third-party benefits and the individual’s ability to qualify for benefits from social welfare
programs.

Clients have the right to refuse to provide financial information. However, if the client refuses to
provide financial information they then become liable for the actual cost of care; unless the client
has full scope Medi-Cal. There can be only one annual liability period for each Medi-Cal
beneficiary/payor and their resident dependent family members regardless of the number of
service providers within the state or county.

The objective of the financial screening interview is to obtain complete and accurate billing
information on each client. It is imperative that all third-party billing sources are identified and
clients are appropriately referred to social welfare programs for which they are potentially eligible.

It is the goal of the LMHP to interview all clients at the time of their first visit. If this goal is not
attained, measures must be taken to ensure an interview takes place during a subsequent visit.
Basic billing information, e.g., name, address, telephone number and Social Security Number is
to be obtained on all clients during their first visit, including those clients receiving emergency
services.

In the absence of adequate information to determine the UMDAP liability amount, the client
should be billed the actual cost of care; unless the client has full scope Medi-Cal. . The actual
cost of care amount can be rescinded once the information is provided.
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UNIFORM METHOD OF DETERMINING ABILITY TO PAY

The Uniform Method of Determining Ability to Pay (UMDAP) liability applies to services extended
to the client and dependent family members. It is valid for a period of one year. The UMDAP
liability amounts can be adjusted should the client's financial condition change during the liability
period. Under no circumstances should a client, including Share of Cost (SOC) clients, be billed
the UMDAP liability amount if the client has not incurred that amount in actual services. The client
is responsible for the actual cost of care or the annual liability amount (whichever is less).

DHCS requires that all Short/Doyle providers employ the UMDAP when assessing a client's ability
to personally pay for services rendered.

Third-party benefits are separate and aside. They apply first to the actual cost of care, then to
the annual UMDAP liability. Third-party payments do not lessen the established UMDAP liability
except in instances when the combined third-party payment and the UMDAP liability exceed the
actual cost of care. Assisting Medi-Cal beneficiaries in understanding this process is often one
of the most difficult tasks a financial screener encounters. See the following examples:

The actual cost of care is $1,000 and the UMDAP liability amount is $100. If the client has
insurance that paid $500, nothing is applied to the UMDAP liability because the amount paid by
the insurance did not reach or go below the UMDAP liability of $100.

Insurance Payment $500
Client’s obligation is the entire UMDAP

liability amount $100
County Cost: $400
Actual Cost of Care: $1,000

The actual cost of care is $1,000 and the UMDAP liability amount is $100. If the client has
insurance that paid $950, then $50 would be applied to the UMDAP liability. The client would be
liable for the remaining $50 liability.

Insurance Payment $950
Client’s obligation is the remaining

portion of the actual cost of care $50
Actual Cost of Care: $1,000

The UMDAP process that occurs during a client's financial screening may be waived for those
full-scope clients with no share-of-cost. However, network providers are still required to complete
the PFI form for all clients during the financial screening. The waiver only applies to the UMDAP
Liability Determination Sections 19, 20 and 21. All other sections of the PFI form must be
completed.

If a client is identified as being Medi-Cal eligible only after meeting their Medi-Cal share-of-cost,
technically they are not Medi-Cal eligible and must interface with the UMDAP process.
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PAYOR FINANCIAL INFORMATION FORM

The financial screener is to base the financial interview on obtaining the information required to
complete the Payor Financial Information (PFI) form (Attachment I). The PFI form is used to
capture client financial information in order to determine a client's ability to pay. Itis also used to
identify and document third-party payor sources for billing purposes. All information recorded on
the PFI form is confidential per Welfare and Institutions Code Section 5328.

The PFI form is mandated by the DHCS for content, but not for format. A PFI form must be
completed for each client treated in the county mental health care system. Each provider/clinic
should provide a written request for a copy of the PFI form completed at another facility. Each
clinic should provide a copy of the PFI form when a written request for information is received.
The following provides detailed instructions for the completion of the PFI form:

CLIENT INFORMATION
Line 1:
e CLIENT NAME: First, middle and last name

e CLIENT INDEX NUMBER: Enter the client’'s CIN number
e DMH CLIENT ID NUMBER: Enter the DMH Client ID number

¢ MAIDEN NAME: If applicable
e DOB: Date of Birth: Month, Day, and Year

¢ MARITAL STATUS: Circle one

M - Married
S- Single

D - Divorced
W - Widowed

SP- Separated
e SPOUSE NAME: If applicable

THIRD-PARTY INFORMATION
Line 3:

e NO THIRD-PARTY PAYOR: [] Check the applicable box to indicate whether or not
the client has a Third-party Payor.
Line 4:

e MEDI-CAL: []Yes []No Check the appropriate box to indicate whether the client
has Medi-Cal benefits

e MEDI-CAL COUNTY CODE/AID CODE/CLAIM NUMBER

e MEDI-CAL PENDING: [lYes [ INo Check the appropriate box to indicate
whether a Medi-Cal application is pending through the DPSS and/or a Supplemental
Security Income (SSI) application is pending through Social Security Administration
(SSA).
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REFERRED FOR ELIGIBILITY: [lYes [INo Check the applicable box to
indicate whether the client was referred to DPSS to apply for Medi-Cal benefits and/or
referred to SSA to apply for SSI. (See the Medi-Cal Eligibility Requirements and SSI
Requirements following the PFI form instructions).

o DATE REFERRED: Enter the date the client was referred

Line 5:

SHARE OF COST: [ ] Yes[] No Check the appropriate box to indicate
whether the client has a Share of Cost amount.

SHARE OF COST AMOUNT: Enter the amount of the client’s Share of Cost.
SSIPENDING: [] Yes (] No Check the appropriate box to indicate
whether an SSI application is pending through SSA.

SSI APPLICATION DATE: Enter the SSI application date.

IF MEDI-CAL/SSI ELIGIBLE BUT NOT REFERRED, STATE REASON: If the client
appeared eligible for Medi-Cal benefits and not referred to DPSS, indicate why the client

was not referred. In addition, if the client appears eligible for SSI and not referred to SSA,
indicate why the client was not referred.

Line 6: Check the appropriate box for the following:

MEDI-CAL HMO [ ]Yes []No
CalWORKs []Yes []No
AB3632 [ ]Yes []No
GROW [ ]Yes []No

HEALTHY FAMILIES []Yes []No
HEALTHY FAMILIES CIN Enter the Client Index Number.
OTHER FUNDING If applicable, enter other funding sources.

Line 7:

MEDICARE: A Federal Health Insurance Program for people who have attained the age
of 65 or over, or have received SSD for two or more years.
[lYes []No Checkthe applicable box toindicate if the client is eligible for Medicare.

MEDI-GAP INSURANCE: A private insurance policy that pays for some of the items that
Medicare does not cover such as deductible, co-payment, prescription drugs and dental.
[lYes [INo Check the applicable box to indicate whether or not the client is
covered by Medi-Gap insurance

CHAMPUS: Insurance for retired military service personnel, their dependents, and the
dependents of active duty service personnel.

[JYes [INo Check the applicable box to indicate whether or not the client is
covered by CHAMPUS.

VET/ADM (Veterans Administration): Veterans should obtain all medical care at VA
facilities. Refer to the DMH Policy identified below regarding exceptional instances such
as emergency care when clinics may treat veterans and bill the VA the cost of care.
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401.4.1 Procedures for Screening Veterans and Referring Veterans to the U.S.
Department of Veteran Affairs.
[lYes []No Checkthe applicable box to indicate if the client is a veteran.

PRIVATE INS [ ]1Yes [INo Check the appropriate box to indicate whether the
client is covered by an indemnity, private, or group health/medical insurance policy.

HMO (Health Maintenance Organization): To clarify who is eligible for treatment refer
to the appropriate DMH policy identified below:

401.6  Medi-Cal Prepaid Health Care Treatments and Billing
401.7 Medicare Prepaid Health Care Treatment and Billing
401.8 Private Prepaid Health Care Treatment and Billing

[lYes [INo Check the applicable box to indicate whether or not the client is
covered by an HMO.

Enter the applicable CLAIM NUMBER.

Line 8:

NAME OF CARRIER: Enter the name of the insurance policy carrier.
Enter the applicable GROUP/POLICY/ID NUMBER.
NAME OF INSURED: Enter the name of the primary client of the policy.

Line 9:

Enter the insurance CARRIER’S ADDRESS.

Check the applicable box to indicate whether an ASSIGNMENT/RELEASE OF
INFORMATION was OBTAINED.

[]Yes [ ]No

PAYOR PREFERENCES
LINE 10:

NAME OF PAYOR: (responsible person) if different from client.
RELATION TO CLIENT

DOB: Date of Birth: Month, Day and Year

MARITAL STATUS: Circle one

M- Married
S- Single
D - Divorced
W - Widowed
SECTION XI PROVIDER MANUAL PAGE 5 OF 17
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SP - Separated

e PAYORCDL/CAL ID: California Drivers License or California Identification Number. (This
information is not required in the event of a conservator or foster parent.)

LINE 11:

e Client or payor residence ADDRESS, CITY, STATE and ZIP CODE. (A post office box is
not acceptable as a residence address.)

¢ TELEPHONE NUMBER where client or payor may be reached. When necessary this can
be the telephone number of a neighbor or relative where the client regularly receives
messages.

LINE 12:

e SOURCE OF INCOME
Salary

Self-Employed
Unemployment Insurance
Disability Insurance

SSI

GR

VA

Other Public Assistance
In-Kind

Unknown

Other:

OUoduouogod

Check the box(es) for the appropriate source(s) of income. Clarification must be provided if
“Other” is selected for how the client/payor is supported. “In-Kind” should be checked for a client
receiving room and board from another person. Check “Other” and enter “unemployed” when the
client/payor or spouse is no longer employed.

e Client/Payor CIN NUMBER
Line 13:

e Client/Payor EMPLOYER name
e Client/Payor POSITION, payroll title, or occupation
e |F NOT EMPLOYED, INDICATE DATE LAST WORKED

Line 14:

¢ EMPLOYER’S ADDRESS: (Include City, State & Zip Code.)

e Enter the employer's TELEPHONE NUMBER.

Line 15:

e SPOUSE: If applicable, enter spouse’s name.

e Enter spouse’s ADDRESS: (Include City, State & Zip Code.)

e Enter Client/Payors SPOUSE’S SOCIAL SECURITY NUMBER
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Line 16:

e Enter Client/Payor SPOUSE’S EMPLOYER name
e Enter Client/Payor POSITION, payroll title, or occupation
e |F NOT EMPLOYED, INDICATE DATE LAST WORKED

Line 17:

¢ SPOUSE’S EMPLOYER’S ADDRESS: (Include City, State & Zip Code)
o Enter spouse’s employers TELEPHONE NUMBER.

Line 18:

e NEAREST RELATIVE AND THE RELATIONSHIP

o Enter ADDRESS of nearest relative and the relationship. (Include City, State & Zip
Code)

e Enter TELEPHONE NUMBER of nearest relative/relationship

COMPLETION OF PAYOR FINANCIAL INFORMATION FORM FOR CALWORKS
CLIENTS

The Medi-Cal program California Work Opportunities and Responsibilities to Kids (CalWORKS)
replaced Medi-Cal Aid for Dependent Children on January 1, 1998. Therefore, all clients identified
as CalWORKs are eligible for Medi-Cal benefits.

DHCS has directed that clients receiving full-scope Medi-Cal with no share-of-cost do not have
an annual liability. CalWORKSs clients receive full-scope Medi-Cal with no share-of-cost. During
the financial screening process, a PFI form is completed for all CalWORKSs clients. However, the
annual liability amount will be zero. The UMDAP Liability Determination sections 19, 20, and 21
on the PFI form may be disregarded (crossed out and not completed).

SECTION 19
LIQUID ASSETS
Savings
g $
Checking Accounts $
IRA, CD, Market Value of
stocks, bonds and mutual
funds. $
TOTAL LIQUID ASSETS $
Less Asset Allowance $
Net Asset Valuation $
Monthly Asset Valuation
(Divide Net Asset By 12) $
(5) VERIFICATION OBTAINED [ ] YES [ ] NO
SECTION XI PROVIDER MANUAL PAGE 7 OF 17
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5.

Enter the combined total of liquid assets (those easily converted into cash) of the client and
their spouse if applicable. Network providers are not limited to those indicated on the PFI
Form. Liquid assets also include Individual Retirement Accounts (IRAs), deferred
compensation plans, trust funds, etc.

Subtract the asset allowance amount. The asset allowance is the dollar amount of liquid
assets (savings, stocks, bonds, etc.) a family is allowed to retain without it being added into
their income for purposes of determining their annual liability. (The chart identified in this
training guide indicates the asset allowances for 1988 and 1989. The 1989 data should be
used to determine the asset allowance. This is the most current chart issued by the DHCS
and is still in use. When an update becomes available, it will be issued to all network
providers.)

Enter the NET ASSET VALUATION (the total liquid assets less the asset allowance).

The MONTHLY ASSET VALUATION is determined by dividing the Net Asset Valuation by
twelve (12). The amount entered here is to be carried forward to Section 21 - ADJUSTED
MONTHLY INCOME, and entered on the line identified as ADD MONTHLY ASSET
VALUATION.

VERIFICATION ATTACHED. ([] YES [] NO) The client must be charged the actual cost
of care if verification is not attached or available in the client's financial folder.

SECTION 20

ALLOWABLE EXPENSES

Court ordered obligations
paid monthly $

Monthly child care payments
(necessary for employment)

15

Monthly dependent
support payments $

Monthly medical expense
payments $

Monthly mandated

deductions from income for
retirement plans. (Do not

include Social Security) $

TOTAL ALLOWABLE EXPENSES $

VERIFICATION OBTAINED [ ] YES [ ] NO

1. Monthly obligations include court ordered child support and alimony obligations that are to be

verified with a copy of the certified court order and receipts or canceled checks verifying
payment.

2. Monthly childcare payments (necessary for employment) are to be verified with receipts or
canceled checks.
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3. Monthly medical expense payments include all health, medical and dental premiums as well
as expenses and regular monthly payments, i.e., installments on a hospital or dental bill.
Payments are to be verified with invoices, receipts, or canceled checks.

4. Monthly mandated deductions from income for retirement plans are those that are required
by the employer. DO NOT INCLUDE SOCIAL SECURITY (identified as Federal Insurance
Contribution Act on paycheck stubs). Verification of deductions is available from the client's
or their spouse’s paycheck stubs.

5. The total expense amount entered here is to be carried forward to section 21 - ADJUSTED
MONTHLY INCOME, and entered on the line identified as SUBTRACT TOTAL EXPENSES.

6. VERIFICATION ATTACHED. ([ ] YES [ ] NO ) All allowable expenses must be
substantiated. Do not include the expense in the determination of the client's annual UMDAP
liability if verification is not attached or available in the client's financial folder.

SECTION 21

ADJUSTED MONTHLY INCOME
Gross Monthly Family

Income $
Self/Payor $
Spouse
Other $
TOTAL $
Add monthly asset valuation $
Subtract total expenses $
Adjusted monthly income $
VERIFICATION OBTAINED [ ] YES [ ] NO

1. Enter the client's gross monthly income.

2. Enter the client's spouse’s gross monthly income.

3. Enter any additional monthly income.

4. Enter the total monthly income identified above.

5. The amount identified on this line is to be added to the total monthly income amount. (See
section 19 - LIQUID ASSETS for information regarding the determination of the MONTHLY
ASSET VALUATION.)
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6. Enter the TOTAL monthly income plus the MONTHLY ASSET VALUATION.

7. The amount identified on this line is to be subtracted from the combined totals of the monthly
income plus the monthly asset valuation. (See section 20 - ALLOWABLE EXPENSES for
information regarding the determination of monthly allowable expenses.)

8. Enter the balance of the following equation: Total gross monthly income plus monthly asset
valuation minus total expenses = adjusted monthly income.

9. VERIFICATION ATTACHED: ([]YES []NO) The client must be charged the actual cost of
care if verification is not attached or available in the client's financial folder.

Line 22:

NUMBER DEPENDENT ON ADJUSTED MONTHLY INCOME: Enter the number of
dependents applicable to the adjusted monthly income. Dependents are those persons
claimable as dependents on the client’s Federal Income Tax Return. Child support, which
is paid, but does not qualify client to claim the child as a dependent may be claimed in
section 20 - Allowable Expenses. Child support must be court ordered and verification
of payment must be provided.

ANNUAL LIABILITY: Enter the amount of the annual liability. The annual liability is
determined by using the adjusted monthly income amount and the number of dependent
on the adjusted monthly income. The Uniform Patient Fee Schedule provides the annual
UMDAP liability based on income and number of dependents. The shaded Medi-Cal
eligible area on the Uniform Patient Fee Schedule identifies income levels presumed
eligible if the client meets Medi-Cal eligibility requirements. Client income levels falling
into the shaded Medi-Cal eligible area are to be assessed an annual UMDAP liability of
zero. If the client meets the Medi-Cal eligibility requirements, the client is to be referred
to the DPSS to apply for Medi-Cal benefits. (See Medi-Cal Eligibility Requirements
following the PFI Form instructions.)

ANNUAL CHARGE PERIOD: FROM / / TO / / . The annual
liability period runs from the date of the client's first visit (regardless of when the PFI Form
is completed or of an adjustment) until the last day of the eleventh subsequent month. For
example, the client was admitted to a county mental health facility on October 22, 1996.
The UMDAP annual charge period would be 10/22/96 through 9/30/97.

There is only one circumstance that would warrant a change in the annual charge period.
If a provider fails to financially screen a client and later discovers that a PFI Form was
completed at another facility, the Network Provider may contact that facility requesting that
the annual charge period be changed to include their dates of service. The facility that
originated the PFI Form is the only Network Provider authorized to change the annual
charge period.

PAYMENT PLAN: $ per month for months

Line 23:

PROVIDER OF FINANCIAL INFORMATION: (If Other Than Patient or Responsible
Person)
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OTHER

Line 24:

¢ PRIOR MH TREATMENT: (Only applicable to current Annual Charge Period)
[ ]YES [INO If Yes, where?

e FROM: Enter the date prior mental health treatment began.

e TO: Enter the date prior mental health treatment ended.

e PRESENT ANNUAL LIABILITY BALANCE: Enter the amount of the client’s current
annual liability balance.

Line 25:

e ANNUAL LIABILITY ADJUSTED BY: Enter the signature of the person changing the
deductible or payment plan for financial need during a liability and service period. (See
Liability Adjustment and Therapeutic Fee Adjustment [TFA] following the PFI Form
instructions.)

Date: Enter the date an adjustment was made.

e ANNUAL LIABILITY ADJUSTED APPROVED BY: Enter the signature of the person
approving the adjustment of the deductible or payment plan for financial need during a
liability and service period.

Date: Enter the date an adjustment was made.

o REASON ADJUSTED: Enter the reason an adjustment was made. Any verification must
be kept in the client’s financial folder.

Line 26:

e SIGNATURE OF INTERVIEWER: Enter the signature of the person preparing the PFI
Form. The interviewer acknowledges by signature and date that an explanation of liability
and payment responsibility was given to the client or payor.

¢ PROVIDER NAME AND NUMBER: Enter the name and provider number of the mental
health facility where the PFI Form was completed.

Line 27:
| AFFIRM THAT THE STATEMENTS MADE HEREIN ARE TRUE AND CORRECT TO THE
BEST OF MY KNOWLEDGE.

o SIGNATURE OF CLIENT OR RESPONSIBLE PERSON: The client shall be asked to
sign affirming that the statements made are true and correct.

o DATE: Enter the date signed.
DISTRIBUTION
Once the PFI Form is completed, copies are to be distributed as follows:

e FINANCIAL FOLDER
e CLINIC (Medical chart)
e CLIENT (Client/responsible person)
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VERIFICATION

Verification of Social Security Number, employment, current address, liquid assets, allowable
expenses and income are mandatory. Copies of verification should be attached to the PFI Form
or placed in the client's financial folder. Until verification is received, the client or payor is
responsible for the actual cost of care.

Some sources available for verification of income are: pay check stub, tax return form, or bank
statements showing direct deposits.

Care must be exercised to maintain confidentiality in making inquiries to sources other than the
client or payor. Letterhead stationary that identifies the network provider as a mental health
clinician must not be used.

FINANCIAL OBLIGATION AGREEMENT

A Financial Obligation Agreement is a written agreement between the client and the provider, and
is required whenever a client has been determined to have an annual liability. This agreement
must detail the maximum liability amount and the monthly payment amounts. The agreement
must be signed by the client and acknowledged by a clinic representative.

Payment plans should allow the client to pay off their debt in the shortest time possible. The
payment plan should rarely exceed the anticipated length of treatment, and under no
circumstances should the plan exceed one year.

MEDI-CAL ELIGIBILITY REQUIREMENTS

Individuals age 65 or older, blind, disabled, or meeting the family circumstances required for
Temporary Assistance for Needy Families (TANF), are probably eligible for Medi-Cal benefits.
Anyone falling into these categories must be referred to their local DPSS office to apply. The
client is to be provided with a completed DPSS SSA Referral Card when referred to DPSS.

TANF replaces Aid to Families with Dependent Children (AFDC), which provides support to
eligible families when children are deprived of support due to death, incapacity, unemployment,
or the absence of one or both parents.

SUPPLEMENTAL SECURITY INCOME REQUIREMENTS

SSl is a program funded with Federal and State funds and administered by the SSA. Disabled
persons meeting eligibility requirements would be entitled to monthly cash grant to assist them
with living expenses. Individuals who are entitled to Social Security disability benefits lower than
the SSI amount will be supplemented with an SSI payment up to the SSI amount.

SSI beneficiaries receive Medi-Cal benefits automatically. Social Security work credits are not
required to qualify for SSI. The client should be provided with a completed DPSS SSA Referral
Card when referred to SSA.

Eligibility requirements for SSI are:
1. Age 65 or older, disabled adult or child, or blind;
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2. Aresident of the United States, a citizen, permanent resident alien, or resident under color
of law; and

3. Income and resources within SSI limits

LIABILITY ADJUSTMENT

An annual UMDAP liability amount may be adjusted when properly supported by additional
financial data justifying such change. An adjustment may be made for the time remaining in the
period at any time during the liability period. Reasons for such action may be for any significant
change in a person's financial circumstances. Since a client is responsible for prompt notification
of a change in financial circumstances, an adjustment cannot be retroactive, but is effective on
the date of notification. An adjustment to lower the annual liability cannot be made once a client
has incurred services that equal or exceed the amount of the annual liability. Verification
documentation supporting the adjustment must be kept in the client’s financial folder.

THERAPEUTIC FEE ADJUSTMENT

It is the policy of the DMH to allow UMDAP liability fee adjustments for therapeutic value only. No
other basis or rationale for fee adjustments will be accepted.

In the event the provider finds a client’s treatment would benefit by an increase or decrease in the
annual liability, a therapeutic fee adjustment is indicated. The financial screener may not initiate
a therapeutic fee adjustment.

Refer to the DMH Policy 404.3 Therapeutic Fee Adjustments regarding the requirements and
procedures for initiating a therapeutic fee adjustment.

INSURANCE AUTHORIZATION AND ASSIGNMENT OF BENEFITS

The Insurance Authorization and Assignment of Benefits is to be signed and dated by all clients.
The authorization allows network providers to submit insurance claims for reimbursement without
obtaining original client signatures on each claim form. A photocopy is attached to the insurance
claim, but the original should be kept in the client’s financial folder.

LIFETIME EXTENDED SIGNATURE AUTHORIZATION

The Lifetime Extended Signature Authorization is a statement to permit payment of Medicare
benefits to a supplier or physician. The authorization is to be completed, signed and dated by the
client. The original is to be maintained in the client’s financial folder.

AUTHORIZATION FOR REQUEST OR USE/DISCLOSURE OF PHI

The Authorization for Request or Use/Disclosure of PHI is a form that grants permission to the
provider/clinic to use client PHI, or disclose specific client PHI to another provider/clinic. The
authorization is to be completed, signed, and dated by the client. The original is to be
maintained in the client’s financial folder.
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ANNUAL RE-EVALUATION

The client is to be re-evaluated on an annual basis. The Re-evaluation Follow-Up Letter may be
used to facilitate the re-evaluation process. Telephone re-evaluations are acceptable, however,
missing information and verification of income and expenses are still required. The client
signature is to be obtained during the next visit. Clients that have not been re-evaluated are
responsible for the actual cost of care until the re-evaluation is completed.

The UMDAP liability period for a client who is still in treatment is continuous regardless of when
the PFI Form is completed. The re-evaluation date to be recorded on the PFI Form shall be from
the date of the initial UMDAP date and runs for 365 days (366 days for leap years).

DEPARTMENT OF MENTAL HEALTH POLICY MANUAL

The DMH Policy Manual should be accessed regarding specific policies addressed in this manual.
The DMH Policy Manual may be downloaded from the following website address:
http://dmh.lacounty.gov/wps/portal/dmh/admin tools. Click the “Policies, Parameters &
Guidelines” link, and then click the “DMH Policy and Procedures for Contractors” link to view the
DMH Policy Manual.
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FINANCIAL SCREENING
GLOSSARY OF TERMS

AB 3632

Synonymous with Special Education Pupils (SEP).

Actual Cost of Care

The actual cost of delivering services to the client. The
cost is determined by a provisional billing rate, a
negotiated rate, or a cost reimbursement rate.

AFDC

Aid to Families with Dependent Children. AFDC is a
public welfare program for needy families and pregnant
women. County of Los Angeles administers the program
based on requirements set by Federal and State laws and
regulations. Temporary Assistance has replaced this
program for Needy Families. (See TANF.)

Annual Charge Period

Synonymous with Annual Liability Period.

Annual Liability Amount

The annual liability amount applies to services extended
to the client and dependent family members and is
determined by using the adjusted monthly income
amount and the number dependent on the adjusted
monthly income.

Annual Liability Period

The annual liability period runs from the date of the
client's first visit until the last day of the eleventh
subsequent month.

BIC

Benefit Identification Card. Clients are issued a
permanent white plastic identification card by DPSS. The
card is not a guarantor of eligibility.

Medi-Cal beneficiary

The person receiving services is synonymous with
consumer.

CHAMPUS Civilian Health and Medical Program of the Uniformed
Armed Services. Insurance for retired service personnel,
their dependents and the dependents of active duty
service personnel.

CIN Client Index Number. Clients are assigned the Client
Index Number by DPSS.

Consumer Synonymous with client.

Dependents Those persons within a family unit dependent upon the
payor’s income for support as well as members outside
the family group that payor claims as dependents when
filing income tax.

DPSS Department of Public Social Services.

Family Unit Payor and his/her dependents.

FCC Full Cost of Care is synonymous with actual cost or care.
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Homeless

A client who does not have an address. The SDHS
required entries on the PFI Form are name, SSN if known
and the word “Homeless” or “Transient” to indicate the
financial condition of the client. In addition to the SDHS
requirements, the LMHP is requiring that the annual
liability dates and annual liability amount be completed.
The annual liability amount for homeless clients will be
zero.

Liquid Assets

Any possessions easily converted into cash, i.e., IRAs,
401Ks, or savings bonds.

Managed Care

A term coined originally to refer to the prepaid health care
sector (e.g., HMOs and PHPs). In general, the term
refers to a means of providing health care services within
a defined network of health care providers who are given
the responsibility to manage and provide quality cost-
effective health care.

Medi-Cal

California’s medical assistance program for eligible low-
income persons to pay for needed medical care.

Medicare

A Federal Health Insurance Program for people who have
attained the age of 65 or over, or have received SSD for
two years or more.

Medi-Gap

Insurance companies that contract with a Medicare
carrier that allows the carrier to directly cross-over your
claims to an insurance company. A Medi-Gap policy
would pay for some of the items that Medicare does not
cover such as deductible, co-payment, prescription drugs
and dental.

Payor

Person legally responsible for payment of client’s bills.

PFI

Patient Financial Information. The PFI Form is used to
capture client financial information in order to determine
a client’s ability to pay. It is also used to identify and
document third-party payor sources for billing purposes.

PHP

Prepaid Health Plan. A managed care plan.

SEP

Special Education Pupils. Parents of Special Education
Pupils receiving mental health services pursuant to an
Individualized Education Program (IEP) are not liable for
the costs of those services. The client information data,
Medi-Cal information (if applicable) and insurance
information (if applicable) should be completed on the
PFI Form. Services to clients may be billed through the
Short-Doyle/Medi-Cal program. Insurance or other
third-party payors may only be billed in the usual
manner with parental consent. The PFI Form should
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have written or stamped on it the following notation
which describes the parent’s exempt status:

Pursuant to Public Law 94-142, services are provided at
no charge to the parent or adult pupil, and in accordance
with Section 7582 of the Government Code, they are
exempt from financial eligibility requirements.

SSA

Social Security Administration

SSD

Social Security Disability. Workers who qualify for
disability income when they cannot work or are
diagnosed with a condition that is expected to last for a
year or result in death. A spouse of a disabled worker is
entitled to benefits at age 62 (including some divorced
spouses) or at any age if they have children under 16
years of age. A widow(er) at any age with children under
age 18 is eligible. A child including adopted or stepchild
may receive monthly benefits. Normally, children’s
benefits may continue indefinitely or start at any age if the
child has a severe physical or mental disorder, which
began before age 22 and keeps the child (or adult child)
from gainful employment.

SSI

Supplemental Security Income. A national program for
the purpose of providing supplemental security income to
individuals who have attained age 65 or are blind or
disabled.

SSP

State Supplementary Payments. SSP are any payments
made by a State to a recipient with SSI benefits. The
payments are made as a supplement to the Federal
benefit amount, thereby increasing the amount of income
available to the recipient.

TANF

Temporary Assistance for Needy Families. TANF
replaced AFDC and provides support to eligible families
when children are deprived of support due to death,
incapacity, unemployment, or absence of one or both
parents.

TFA

Therapeutic Fee Adjustment.

UMDAP

Uniform Method of Determining Ability to Pay. UMDAP
is a sliding payment scale that reflects variations in the
cost of living by family size and income by geo-economic
areas of the State. They are based on the U.S. Bureau
of Labor Statistics Consumer Price Index.

VET/ADM

Veterans Administration
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CLIENT INFORMATION

LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

PAYOR FINANCIAL INFORMATION

Attachment |

CONFIDENTIAL CLIENT INFORMATION
See W &I Code, Section 5328

1 | CLIENT NAME SS# CLIENT ID #
2 | MAIDEN NAME DOB MARITAL STATUS SPOUSE NAME
M S DW SP
THIRD PARTY INFORMATON
3 NO THIRD PARTY PAYOR []
4 MEDI-CAL MEDI-CAL OUNTY CODE/AID CODE/ CLAIM # MEDI-CAL PENDING O YES ONO | DATE REFERRED
O vEs O NO REFERRED FORELIGIBILITY [ YES 0O
NO
5 SHARE OF COST SOC AMT SSI PENDING SSI APPLICATION DATE IF MEDI-CAL/SSI ELIGIBILE BUT NOT REFERRED, STATE
O YES O NO $ 0O YES O NO REASON
6 MEDI-CAL HMO CAL WORKS AB3632 GROW HEALTHY FAMILIES HEALTHY FAMILIES OTHER FUNDING
[ YES O NO O YES O NO O YES O NO O YES O NO O YES O NO CIN #
7 MEDICARE MEDI-GAP CHAMPUS VET/ADM PRIVATE INS HMO | CLAIM#
O YES O NO O YESONO O YESONO O YESONO O YESONO ]
YES
O NO

g | NAME OF CARRIER

l GROUP/POLICY/ID #

NAME OF INSURED

9 CARRIER ADDRESS

ASSIGNMENT/RELEASE OF INFORMATION
OBTAINED O YES O NO

PAYOR REFERENCES (CLIENT OR RESPONSIBLE PERSON)

10 | NAME OF PAYOR

RELATION TO CLIENT DOB

MARITAL STATUS PAYOR CLD/CAL ID

M S D W SP
11 | ADDRESS CITYy STATE ZIP CODE ‘ TEL #
[ SALARY [0 SELF EMPLOYED [0 UNEMPLOYMENT INSURANCE [ DISABILITY INSURANCE

12 SOURCE OF INCOME

[ ssIdJGR [ VA [ Other Public Assistance [ IN-KIND [ UNKNOWN [JOTHER:

| PAYOR SS #

13 EMPLOYER

| POSITION

IF NOT EMPLOYED, DATE LAST WORKED

14 PLOYER ADDRESS (Include City, State & Zip Code)

TEL #

15 SPOUSE ‘ ADDRESS (Include City, State & Zip Code) SPOUSE’S SS #
16 SPOUSE’S EMPLOYER ‘ POSITION IF NOT EMPLOYED, DATE LAST WORKED
17 | SPOUSE'S EMPLOYER ADDRESS (Include City, State & Zip Code) TEL #
18 NEAREST RELATIVE/RELATIONSHIP ‘ ADDRESS (Include City, State & Zip Code) TEL #
UMDAP LIABILITY DETERMINATION
19 LIQUID ASSETS 2 ALLOWABLE EXPENSES 21 ADJUSTED MONTHLY INCOME
0
Savings S Court ordered obligations S Gross Monthly Family
paid monthly Income
Checking Accounts S Monthly child care $ s
payments (necessary for Self/Payor S
IRA, CD Market value of stocks, S employment) Spouse —_—
bonds and mutual funds Monthly dependent S P S
support payments Other $
TOTAL LIQUID ASSETS s Monthly medical expense CR— TOTAL
_— t:
Less Asset Allowance payments $ " ¢
S Monthly mandated Add monthly asset valuation
Net Asset Valuati — deductions from gross S
et Asset Valuation S income for retirement TOTAL s
Monthly Asset Valuation Efc?:i Szgur:?tt )lnclude Subtract total expenses
(Divide Net Asset by 12) S Total All IZI E S S
ota owable Expenses Adjusted Monthly Income
VERIFICATION OBTAINED [] YES [ ] NO VERIFICATION OBTAINED [] YES [] NO VERIFICATION OBTAINED [] YES[] NO
22 | Number Dependent on ANNUAL LIABILITY ANNUAL CHARGE PERIOD PAYMENT PLAN $ per month for
Adjusted Monthly Income EROM TO months.
23 PROVIDER OF FINANCIAL INFORMATION Name and Address (If Other Than Patient or Responsible Person)
OTHER
24 PRIOR MH TREATMENT (Only applicable to current Annual Charge Period) FROM TO PRESENT ANNUAL LIABILITY BALANCE
O Yes O No WHERE:
25 | ANNUAL LIABILITY ADJUSTED BY DATE REASON ADJUSTED
ANNUAL LIABILITY ADJUSTMENT APPROVED BY DATE

26 An explanation of the UMDAP liability was provided.

SIGNATURE OF INTERVIEWER

PROVIDER NAME AND NUMBER

27 || affirm that the statements made herein are true and correct to the best of my knowledge and | agree to the payment plan as stated on line 22

SIGNATURE OF CLIENT
OR RESPONSIILE PERSON

DATE
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SECTION Xl = CLAIMING INFORMATION

BACKGROUND

Network providers are reimbursed by the Local Mental Health Plan (LMHP) under the rules and
guidelines established for Phase Il Medi-Cal Consolidation which was effective June 1, 1998.

The LMHP amended its claiming system and the way in which Los Angeles County Medi-Cal
beneficiary data is received and processed to comply with Federal mandates. The federal
government enacted the Health Insurance Portability and Accountability Act (HIPAA) to improve
efficiency in healthcare delivery by standardizing electronic patient health, administrative and
financial data and by developing security standards to protect the confidentiality and integrity of
patient health information. Entities covered by HIPAA include mental health plans,
clearinghouses, and billing agents/services, which are required to transmit mental health care
data in a way that is compliant with, and regulated by, HIPAA.

In January 2014, the LMHP implemented the Integrated Behavioral Health Information System
(IBHIS), an electronic health record system for the Los Angeles County Department of Mental
Health (DMH). IBHIS integrates a broad range of functionality including referral management,
client registration, appointment scheduling, clinical documentation, workflow support,
authorization, billing, claiming and reporting, along with providing the base for the electronic
exchange of clinical information with other healthcare providers. This is an integrated, web-based
electronic system that is accessible and available around-the-clock that receives and processes
protected health information (PHI) and claims data in a format that complies with HIPAA. The
LMHP does not accept manual hardcopy claims from network providers.

When the LMHP receives HIPAA-compliant electronic claims from network providers, billing
agents/services and clearinghouses, they are forwarded to the California Department of Health
Care Services (DHCS) for adjudication as Short-Doyle/Medi-Cal (SD/MC) service claims.
Payments made to network providers are based on IBHIS approvals. The LMHP will recover from
network providers denied claim amounts resulting from the DHCS adjudication of SD/MC
services. The LMHP shall be held harmless from and against any loss to network providers
resulting from any such State denials, unresolved explanation of benefit claims, and/or Federal
and/or State audit disallowances.

New network providers are required to enroll or register in the IBHIS. A Dun & Bradstreet (DUNS)
number is required to confirm the provider identity in the enrollment process. The providers will
be able to create, save, update and submit a Trading Partner Agreement (TPA) request online.
The IBHIS TPA Application link is: https://extra.dmh.lacounty.gov/TPR/Security/Signin.aspx

CLAIMING AND ACCURACY OF CLAIMS DATA

Network providers submit HIPAA-compliant claims for reimbursement of their services in the
IBHIS via Electronic Data Interchange (EDI)/Secure File Transfer (SFT) or they can hire a billing
agent/service or clearinghouse to submit the claims on behalf of them.

Network providers are requested to thoroughly review the accuracy of claims data before
providing information to billing agents/services or clearinghouses to process. Invalid claims data
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may prevent and prolong timely reimbursements or the ability to successfully pass EDI/SFT
testing requirements. Due to the nature of most billing agents’/services’ and clearinghouses’
businesses, they simply format data files received from their network providers and are not
responsible for data content. Therefore, network providers are required to ensure that all claims
submitted to the LMHP on their behalf are as follows:

1) HIPAA-compliant;

2) Reimbursable by the LMHP, i.e.:

e Procedure codes are HIPAA-compliant and appropriately submitted in the IBHIS as
reflected in A Guide to Procedure Codes for Claiming Mental Health Services (Refer
to Section IX: Procedure Codes, Diagnosis Codes and Rates). Procedure codes are
valid for the network provider's taxonomy and contain the appropriate units of
measurement (minutes) and service time; and,

o Diagnosis codes are HIPAA-compliant and appropriately submitted (Refer to Section
IX: Procedure Codes, Diagnosis Codes and Rates);

3) Submitted with valid DMH Client IDs. Network providers and their billing agents/services
or clearinghouses use ProviderConnect application to search for clients and obtain the
DMH Client ID. ProviderConnect application is a web-based interface used to
communicate with IBHIS;

4) Submitted subsequent to being registered in the IBHIS;

5) Entered using the correct IBHIS FFS Provider ID: The number will be issued to the
provider, billing agent/service or clearinghouse when their EDI/SFT applications are
approved for testing;

6) Submitted with a valid National Provider Identifier (NPI) number and according to the
requirements listed in the EDI/SFT IBHIS 837 5010 Companion Guide.

7) Submitted with a valid authorization number. There are 2 types of authorizations. They
are Member Authorization and Funding Source Authorization. Network providers will put
only 1 authorization on a claim line. Member Authorization is specific to a client and used
for specific services (e.g. inpatient professional services, over threshold services,
electroconvulsive treatment services or psychological testing services,) and duration of
time. Member Authorization numbers are all numeric. Funding Source Authorization is
for under threshold and medication support services given by DMH annually according
to the disciplines of the providers. Funding Source Authorizations begin with an ‘F’,
followed by a number (Refer to Section XV: Over-Threshold and Inpatient Professional
Services & XVI: Psychological Testing Authorization, for additional information on the
specific services and how to obtain authorization);

8) Contain valid HIPAA Delay Reason Codes if necessary;

9) Compliant with the EDI/SFT IBHIS 837 5010 Companion Guide, which is available at:
http://lacdmh.lacounty.gov/hipaa/documents/[LACDMH8375010CompanionGuidev114.pd
f

Claims submitted in the IBHIS without the information listed above during testing and in production
will be denied.
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VALID CHARACTERS

The following valid characters may assist DDE and EDI users in avoiding claim denials, negative
eligibility and enrollment responses due to invalid character transmissions:

Approved Alphabet Format Approved Symbols
“A” through “Z” Dash “-*
“a” through “z” Number sign: “#”’
Period: “.”
Approved Numbers Ampersand: “&”

“0” through “9”

Beneficiary eligibility, enrollment and claims data received by DMH containing characters other
than those identified and approved above will cause a denial and may delay successful EDI
testing results.

SUPPLEMENTAL NETWORK PROVIDER CLAIMING INFORMATION

The information listed below provides additional claiming requirements essential for network
provider compliance:

+ Network providers are required to supply the LMHP with their valid National Provider
Identifier (NPI) numbers as follows:

1. Individual providers are required to furnish their type | NPl number;

2. Individual providers incorporated are required to furnish their incorporation’s
type Il NPI and their rendering providers’ type | NPl numbers; and

3. Group providers are required to furnish their group’s type Il NPl number and
their rendering providers’ type | NPl numbers

+ Contact the National Plan and Providers Enumeration System at the following
website address to apply for an NPI number:
https://nppes.cms.hhs.gov/INPPES/StaticForward.do?forward=static.instructions

¢ Network providers submit claims using the American Medical Association’s
Physicians’ Current Procedural Terminology/Healthcare Common Procedure Coding
System (CPT/HCPCS) codes. Network providers are reimbursed after IBHIS
adjudication at the LMHP rates (Refer to Section IX: Procedure Codes, Diagnosis
Codes and Rates).

+ Network providers must list the starting time and ending time of the session in the
client’s chart and the number of minutes on the electronic claim to ensure full
validation of time spent in the delivery of services to Medi-Cal beneficiaries. This
rule is necessary to substantiate claims when the definition of the service involves
time. In previous years, LMHP’s data analysis using minimum times for service
confirmed that some network providers were billing for over 20 hours daily. These
claims are unacceptable and subject to recoupment. The LMHP will only reimburse
for any appropriate and documented sessions.

¢ Proof of Medi-Cal beneficiary eligibility — Network providers must obtain and keep
proof of Medi-Cal beneficiaries’ eligibility for each month they receive services.

¢ The completed Uniform Method of Determining Ability to Pay (UMDAP) is required for
all Medi-Cal beneficiaries. The UMDAP instructions are included in Section Xl:
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Financial Screening. Each network provider must keep UMDAP and other financial
information either in a separate financial folder or in the medical chart.

All accounting records and supporting documents must be retained by network
providers for ten years after the closing of the fiscal year or until such time as the audit
has been settled for the fiscal year. A licensed psychologist shall retain a patient’s
health service records for a minimum of seven years from the patient’s discharge date.
If the patient is a minor, the patient’s health service records shall be retained for a
minimum of seven years from the date the patient reaches 18 years of age.

All network providers must be credentialed and entered on the LMHP’s Network
Provider Master File by the Provider Credentialing Unit.

Network providers are only paid for services rendered while under a contract with the
LMHP, approved by the Board of Supervisors and contingent upon active license and
credentials.

Note: The LMHP does not have authority to retroactively pay for
services provided outside of the credential/license/contract
effective and expiration dates.

Network providers must contact the LMHP for prior authorization of all psychological
testing electroconvulsive therapy and over-threshold services. When submitting a prior
authorization request, the Medi-Cal beneficiary’s CIN number, DMH Client ID number,
network provider's Medi-Cal provider number, procedure code and diagnosis code
must be identical on both the authorization request form and the electronic claim or
the claim will be denied.

Claims must be electronically submitted to the LMHP to be processed, approved,
converted to a SD/MC claim format and then transmitted to the DHCS.

Network providers are responsible to ensure claims are submitted in a timely manner
and denied claims are promptly corrected and resubmitted in order to comply with all
applicable statutes of limitations, or risk loss of reimbursement for their services.
Claims that do not reach the LMHP in time to be processed, approved and transmitted
to the DHCS within six months from the date of service will be considered late. Under
special circumstances, a valid HIPAA Delay Reason Code provided by the State must
be entered on claims over the six-month billing limitation but under the one year billing
limit to be accepted for claim adjudication.

The LMHP is not obligated to reimburse network providers for the services covered by
any claim if provider submits the claim to County more than one hundred eighty (180)
calendar days after the date provider renders the services, or more than ninety (90)
calendar days after the contract terminates, whichever is earlier. Additionally, the
LMHP is not obligated to reimburse Contractor where the claim does not meet
applicable Short Doyle SD/MC requirements.

Roughly 20% of all claims are denied. In most cases these denials are correctable if
reviewed and resubmitted promptly. Network providers, billing agents/services and
clearinghouses are to actively monitor the claims response files to reconcile and
determine the status of claims that have been received and adjudicated in the IBHIS.

SECTION XII

PROVIDER MANUAL PAGE 4 OF 7
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

DENIAL REASON EDIT CODES

The “IBHIS Denial and Adjustment Codes” is a list of denial reasons by type and code found on
835 file used to assist network providers, billing agents/services and clearinghouses with the
reconciliation of denied claims. The list can be downloaded at the following website address:
http://lacdmh.lacounty.gov/hipaa/documents/MSODenialCodesfoPublishing20170613 000.pdf
and the State Medi-Cal Claim Payment Advice (835) Denial Codes/Reasons/Remark list is at:
http://lacdmh.lacounty.gov/hipaa/documents/MHSUDS17 005Enc2 CARC RARC Codes Eff
20160823 000.pdf

Users are to monitor the claim response files daily and correct claims eligible for rectification in
a timely manner.

REIMBURSEMENT TIMELINE

Network providers are reimbursed based on IBHIS approvals to comply with the DHCS certified
public expenditure requirements. The LMHP will recover from network provider's amounts
denied by the State. Network providers shall hold County harmless from and against any loss
resulting from any such State denials, unresolved explanation of benefit claims, and/or Federal
and/or State audit disallowances. The reimbursement timeline is four to six weeks from the date
of claim submission.

CERTIFICATION OF MEDI-CAL CLAIMS

The California Code of Regulations, Title 9, Section 1840.112 requires that LMHPs provide
certification of compliance with specific statutory, regulatory and contractual obligations that are
required for Medi-Cal reimbursement of Short-Doyle/Medi-Cal claims. The Director of Mental
Health certifies each monthly claim prior to submission to the State for reimbursement.

The LMHP is unable to certify claims submitted by network providers and Short-Doyle/Medi-Cal
Providers and, therefore, requires that each network provider certify that Medi-Cal claims meet
Federal and State regulations and statutes annually by completing the Certification on Medi-Cal
Claim form in the FFS Medi-Cal Professional Services Agreement packet.

ON-LINE VENDOR REGISTRATION REQUIREMENT

In order to receive payments, network providers are required to register as a vendor with the
County of Los Angeles, Internal Services Department (ISD) at the following website address:
http://camisvr.co.la.ca.us/webven/. It is recommended that network providers confirm in the
system, via the “Vendor Search” link, whether a registration has already been completed before
starting the registration process. Registrants should also be prepared to enter the network
provider’s tax ID.

Click on the “New Registration” link at the website listed above and select the scenario that best
fits the network provider’s current status.
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Note:  The network provider's name and address must be exactly the same as the billing
address used on their credentialing application and contract to avoid
reimbursement delays. In the event that a change of billing address becomes
necessary, network providers must also update their ISD vendor registration by
selecting “Change Registration” at the website listed above in a timely manner to
avoid reimbursement delays.

Please contact ISD Vendor Relations at (323) 267-2725 for questions regarding vendor
registration.

ATTESTATION REGARDING FEDERALLY FUNDED PROGRAMS

The LMHP network provider legal agreement requires that each provider certify that he/she is not
currently excluded from participation in any federally funded health care program or that a recent
or current investigation would likely result in exclusion from any federally funded health care
program.

Network providers must certify on the Attestation Regarding Federally Funded Programs form in
the FFS Medi-Cal Professional Services Agreement packet that they will notify the LMHP within
thirty (30) days in writing of:

+ Any event that would require exclusion or suspension under federally funded health care
programs, or

+ Any suspension or exclusionary action taken by an agency of the federal or state
government against the provider barring the provider from providing goods or services for
which federally funded healthcare program payment may be made.

RESOURCE INFORMATION DOCUMENTS AND ONLINE SERVICES

SPECIAL BULLETINS

Network providers, billing agents/services and clearinghouses should regularly review the Special
Bulletins for the latest updates regarding issues that may affect billing requirements. The Special
Bulletins may be accessed at the following website address:
http://lacdmh.lacounty.gov/hipaa/ffs UIS Special.htm in the “Outpatient Fee-For-Service”
module. Click on the “Special Bulletins” link to access the bulletins.

INTERNET REPORTS

Windows Operating System and Internet Explorer 11 are required to start Windows Secure
Application Manager (WSAM) to run Internet Reports. To access the SSLVPN DMH Contactor
Login page, navigate to DMH Contractor page: https://dmh.sslvpn.lacounty.gov/dmh/contractor.
After WSAM starts, click on Internet Reports — FFS link to access the IBM Cognos Analytics —
DMH Contractor Login page. Users may access various reports on the DMH Internet Reports
Application to review claim adjudication status and payment records.
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The following reports are available on the Clinical Operations link:

1. FFS2 Claims Status Detail Report (CIOB 704)
= Alist of claims submitted with claims’ statuses and adjudication detail.

2. FFS2 Processed Claims Summary Report (CIOB 705A)
= Alist of checks with sequence numbers received by the Provider.

3. Claims Reconciliation Report (CIOB 706A)
= A list of provisional approved/paid claims and State denied claims. Sequence
number is required, which can be found in CIOB 705A Report.

If you have any questions or need additional assistance, you may submit a HEAT ticket to DMH
using the HEAT Self Service application available on the LACDMH secure website: DMH
SSLVPN, or contact the DMH Help Desk at (213) 351-1335. You may contact the ISD Service
Desk for password reset at (562) 940-3305.
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SECTION XIIl = PROCESS FOR RESOLVING FISCAL APPEALS

The Board of Supervisors of the County of Los Angeles authorized the Local Mental Health
Plan (LMHP) to establish a process for the resolution of fiscal appeals. The Alternate Dispute
Resolution (ADR) process includes procedures for a First Level Appeal and/or a Second
Level Appeal to resolve small claims presented to the LMHP by network providers. This
appeal process offers network providers and billing agents who are dissatisfied with the
processing or payment of an initial or resubmitted claim, a method for resolving disputed
claims.

PRINCIPLES OF THE ALTERNATE DISPUTE RESOLUTION PROCESS

1. Time is of the essence and network providers should take all the necessary steps to
initially submit a claim to the Department as soon as possible after providing service. Delay
in the submission of a claim may attribute to a State denial that would have otherwise
been a valid claim.

2. While there will be no commitment to pay all claims, this process offers an expeditious
administrative review of denied claims and where it is determined the LMHP or its agent(s)
are fully or partially at fault, there is a commitment to a reasonable settlement resolution.

3. The burden of proof will be on the network provider to establish the LMHP or its agent(s)
were fully or partially at fault for the denial.

GENERAL STEPS IN THE ALTERNATE DISPUTE RESOLUTION PROCESS

1. Network providers and billing agents must ensure the timely submission of a claim. Refer
to general claiming instructions for timelines:

» Prepare and submit a claim for payment as soon as possible after providing the service.

» Check the system reports for claim disposition; network providers are strongly encouraged
to submit and reconcile claims weekly and no later than one month after the date of
service.

> If the claim is denied, the claim denial reason code should immediately be accessed to
determine whether a claim is eligible for correction.

» Prepare and submit a new and corrected claim as soon as possible.

» If steps above in timely submitting a claim do not result in a provider reimbursement, a
network provider may submit a First Level Appeal and Second Level Appeal.

2. The First Level Appeal must be submitted to the LMHP within 90 day calendar days of the
denial. The LMHP has 60 calendar days from the receipt of the appeal to provide a written
statement of the decision and any action to be taken by the network provider.

3. A Second Level Appeal may be submitted if the First Level Appeal decision is not to the
provider’s satisfaction. The Second Level Appeal must be submitted within 30 calendar
days of the date on the written decision of the First Level Appeal. The LMHP has 60
calendar days from receipt of the Second Level Appeal to notify provider of the decision.

4, If an appeal leads to a settlement proposal, payment will be made upon the network
provider’'s agreement with the proposal and execution of an appropriate release.
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DOCUMENTATION REQUIREMENTS FOR THE FIRST LEVEL AND SECOND LEVEL
APPEAL

Network providers who wish to submit a First Level or Second Level Appeal must provide the
following documentation:

o A detailed cover letter explaining the reason for the dispute, the circumstances concerning
the denial and why the network provider or billing agent determined the fault was that of
the LMHP;

e Any correspondence related to the processing of the disputed claim(s) from the LMHP;

e A completed Appeal Form indicating whether the appeal is a First Level or Second Level
Appeal;

o A printout of a system report(s) that lists the history of the disputed claim(s) and error
reason(s) or discussion of the original electronic claim(s);

e Proof of Medi-Cal beneficiary eligibility for the date of service;
e A copy of the claim(s); and

e Copy of an approved outpatient treatment authorization request (OTAR) or hospital
treatment authorization request (TAR), if applicable.

Mail and fax all appeal documents to:

Department of Mental Health
Provider Relations Unit
550 S. Vermont Ave., 7th Floor
Los Angeles, CA 90020

INSTRUCTIONS FOR COMPLETION OF THE FIRST LEVEL AND SECOND LEVEL
APPEAL FORM

Each item below refers to an area on the Appeal Form (Attachment 1).

ItemDescription

A. Appeal Number. For LMHP use only.
B. Appeal Reference Number. For LMHP use only.

C. Network Provider Name/Address. Enter contracted individual or group network
provider's name and mailing address, city, state, and zip code.

D. Network Provider Telephone/Fax numbers. Enter network provider’s telephone and
fax numbers.
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E. Rendering Provider Number. Enter the nine-digit network provider number (ex.
MF0000000, 00A000000, PSY000000, etc.) Without the correct network provider number,
appeal acknowledgment and processing may be delayed.

F. Claim Type. Enter an “X” in the appropriate box to indicate whether the claim type is in
an inpatient or outpatient setting. Only one box may be checked.

G. Appeal Level. Check the box to indicate First Level or Second Level Appeal.
H. Statement of Appeal. Network provider’s attestation statement.

l. Client’s Name. Last name, First name.

J. Client’s Medi-Cal ID. Enter the Medi-Cal beneficiary’s CIN (client index number) obtained
from the beneficiary identification card (BIC).

K. Number of Minutes. Enter the number of minutes used by the provider for services.

L. Claim ID #. Enter the claim ID number, which can be obtained from one of the adjudication

detail reports that displays the disputed claim(s).

M. POS (Place of Service). Enter the appropriate service location/facility type code of the
place where the service was rendered.

N. Date of Service. Enter the date on which services were rendered to the Medi-Cal
beneficiary.
0. Prior Authorization #. If applicable, enter the hospital treatment authorization request

number (TAR) or over-threshold authorization request number (OTAR).

P. Procedure Code. Enter the procedure code.
Q. Diagnosis Code. Enter the diagnosis code.
R. Reason for the Appeal. Indicate the reason for filing the appeal. Be as specific as

possible. All supporting documentation must be included and attached to the appeal form
in order for the examiners to consider all relevant issues concerning the dispute.

S. Denial Code. Enter the denial code (0201, 0708, Validate diagnosis code ,etc.).

T. Common Appeal Reasons. Check one of these boxes, if applicable. Include a copy of
the claim and supporting documentation.

U. Signature and Date. The network provider or an authorized representative (i.e., billing
agent, group or organizational provider administrator) must sign and date the Appeal
Form.
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OVERVIEW OF THE ALTERNATE DISPUTE RESOLUTION REVIEW PROCESS

1. All appeal packages are reviewed applying the same set of rules. The appeal review
process is as follows:

Packages are logged in to ensure they are received timely;

A log is maintained to track each appeal;

A cover sheet is attached to each appeal package for status control;

Each appeal is sent to the review team, who manually reviews the package based on
the review rules. Deductions are made per the rules;

The average deduction and approval percentages are calculated;

If the entire appeal is denied, there is no further action; and

If any portion of the appeal is approved, the claim line detail is forwarded for payment
the LMHP Accounting Division - Provider Reimbursement Unit.

2. An electronic review is conducted to:

YV VYV

Y VYV VYV

Calculate the correct rate for each minute of service on the date of service;

Ensure the claim(s) is not a duplication of an approved claim(s);

Ensure there are not duplicate claims in the appeal package;

Verify the network provider had a valid contract and credentials on the date of service;
Verify that the service occurred during the appeal period;

The procedure code billed is valid for the provider type and date of service; and

The network provider number is valid.

YVVVVVYVYYVYY

3. Deductions are made due to the following reasons:

Late submission of claims (denied claims that were not resolved and paid before the six-
month billing limitation from the date of service. These claims are considered late and
are measured as the amount of time that passed from the six-month billing limitation up
to the one-year billing limitation).

» 20% - 3+ months after the six (6) month billing limit;

» 30% - 4+ months after the six (6) month billing limit; or

» 40% - 5+ months after the six (6) month billing limit.
Insufficient or missing documentation (determined by the nature of the claim —
documentation that directly supports the appeal is required by the review team).

» 100% - Is deducted if no documentation is submitted to support the appeal issue;

» 10% - Is deducted per piece of information the appeals committee felt the network
provider should have submitted (partial deductions); or

» 20% - Is deducted if a reasonable explanation was not provided as to why the network
provider was unable to provide documentation (partial deductions).
Follow-up (this is measured by the level of follow-up claim activity performed by the
network provider as demonstrated in the appeal and the documentation).
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» 10% - Incorrect claim resubmitted,;
» 20% - No corrected claim submitted;
» 40% - No follow-up demonstrated; or
» 100% - If the network provider failed to explain why the denials were the fault of the
LMHP.
Once the electronic review is complete, deductions found for each claim will be taken
per claim and the appeal total is calculated. This amount represents what the LMHP
agrees to pay the network provider and the LMHP’s amount of responsibility for the
denial of appealed claims.
4, The burden of proof will be on the network provider to establish that the LMHP or its
agent(s) were fully or partially at fault for the denial.
PAYMENT

Upon completion of the ADR process, the LMHP will disburse the approved funds to the
network provider. The payment is mailed to the network provider.
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Attachment |

A. Appeal Number B. Appeal Reference Information: Reserved for DMH Use:

APPEAL FORM - CoLA DMH LMHP - Specialty Mental Health Services

READ INSTRUCTIONS PRIOR TO COMPLETING AND SIGNING THIS FORM.

C. Provider Name: E. Rendering Provider No: G. First Level Appeal d
Second Level
Provider Address: F. Claim Type Appeal [

Check Only One
Inpatient Setting
D. Provider Telephone: Outpatient

Provider Fax Number:

H. As provided by the California Administrative Code Title 22, Section 51015, and by Section 1850.305 of Title 9, Chapter 11 of the Cal. Code
of Regulations, | am submitting an appeal of my claim as defined below. | have enclosed all documentation required for this appeal.

PLEASE FILL IN ALL APPLICABLE INFORMATION REQUESTED BELOW

|. Patient’'s Name J. Patient’s Medi-Cal I.D.
N. O. Q.
M. Date of Prior Auth # (if P. Proc. Diag.
K. # of Min. L. Claim ID # POS Service applicable) Code Code
S.
R. Reason for Appeal (Enclose all supporting Denial 01
documentation, including copy of claim) Code

02

03

04

05

06

07

08

09

10

11

12

13

This is to certify that the information contained above is true, accurate
and complete and that the Provider has read, understands, and agrees
to be bound by and comply with the conditions required by the

County of Los Angeles DMH Local Mental Health Plan.

T. Common Appeal Reasons
CHECK ONLY ONE (IF APPLICABLE)

[ ] Eligibility [1(POS Attached)
[1 TAR/PA/HPA Denial [1(TAR/PA/HPA Attached) T o Sa
[] Crossover [1(3™ Party Denial Attached) - Slgnature ot Frovider ate

[ ] Adjustments Request  [] (Paid Warrant Attached)
[] Past 6 Months SD/MC  [] (Billing History Attached)

LMHP FFS 002 REV 2/2009 KSJ
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SECTION XIV — CARE COORDINATION BETWEEN PHYSICAL
HEALTH AND MENTAL HEALTH PROVIDERS

Communication between primary health care physicians (PCP’s) and the Local Mental Health
Plan (LMHP) specialty mental health providers is essential to ensure care coordination and
access to services. Periodically, a care coordination packet is disseminated to the PCPs affiliated
with Health Net and L.A. CARE health plans. The packet includes Health Insurance Portability
and Accountability Act (HIPAA) regulations regarding federally mandated guidelines for Protected
Health Information (PHI). Under HIPAA, health plans, health care clearinghouses, and health
care providers that maintain or transmit PHI must maintain reasonable and appropriate
administrative, technical, and physical safeguards. This is to ensure the integrity and
confidentiality of the information, protect against unauthorized use or disclosure of the information,
and ensure compliance by their officers and employees.

The care coordination packet also informs PCP’s how to make referrals to the LMHP. The
Provider Communication form (MH 707) is for use by PCPs and the LMHP mental health providers
(Refer to Attachment 1). Instructions for completing MH-707 can be found in Provider
Communication Form Instructions, Attachment Il. The exchange of information form allows
information exchange between PCPs and network providers. Information requested on the form
includes essential medical information such as current medication, significant medical conditions
and mental health conditions. By completing the information requested on the form, PCPs and
network providers will have crucial information in order to facilitate care coordination (Refer to
Policy No. 313.31 for additional support for processing care coordination.

Providers must obtain from the Medi-Cal beneficiary, a signed Consent for Physical and Mental
Health Care Coordination for Medi-Cal Managed Care Program Beneficiaries form, to release
information (Attachment Ill). This form must contain all of the required elements and conform to
all other requirements according to the current federal and state regulations. Network providers
are to retain a copy of the medical information received from the PCP in the client record. When
faxing PHI, a HIPAA-compliant cover sheet is required. For convenience, a HIPAA Compliant Fax
Cover Sheet is included in this section (Attachment IV). For more information on HIPAA refer to
the following website address: www.medi-cal.ca.gov and click on the “References” link then scroll
down to “HIPAA Update.”

Medi-Cal beneficiaries often self-refer to mental health network providers without the knowledge
of their PCP. Itis important for care coordination and the welfare of the beneficiary for the network
provider to obtain a signed consent and forward pertinent information to the PCP. Medi-Cal
beneficiaries may not be enrolled in a Medi-Cal managed care physical health plan without having
a PCP. In such cases, network providers may obtain a referral for physical health care for these
Medi-Cal beneficiaries by contacting the ACCESS Center at (800) 854-7771.

SPECIALTY MENTAL HEALTH SERVICES TO ASSIST PRIMARY CARE PHYSICIANS IN THE
TREATMENT OF MEDI-CAL LMHP BENEFICIARIES

CLINICAL EVALUATION AND CONSULTATION PROCEDURES*

1. Outpatient Evaluation and Consultation Services
Outpatient Evaluation and Consultation
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¢ PCP’s may obtain outpatient evaluations and consultations to assist in the mental health
diagnosis and clinical management (psychotherapeutic and psychopharmacological) of
health plan beneficiaries. In contrast to routine services, an urgent evaluation and
consultation is required when the beneficiary has non-life threatening symptomatology,
that left untreated within 24 hours, may lead to a life threatening emergency or further
decompensation. Recommendations may be obtained from a network provider for
continued clinical management through the PCP or through initiation of specialty mental
health services. Routine and urgent outpatient evaluations and consultations should be
sought through:

e The ACCESS Center at: (800) 854-7771; or
e Contact with the Medi-Cal beneficiary’s mental health provider, if currently in treatment.

Emergency Outpatient Evaluation and Consultation
¢ An emergency mental health condition is defined as behavioral symptomatology that
may result in imminent harm to self or others. Emergency life-threatening mental health
situations should be treated expeditiously. Emergency services may be sought through:
o Calling 911; or
o The ACCESS Center at: (800) 854-7771; or (Including Psychiatric Mobile
Response Team (PMRT) )
o Contact with the Medi-Cal beneficiary’s mental health provider, if currently in
treatment; or
o The Local Police Department.
¢ Requests for Emergency Outpatient Evaluations should be followed by contact with the
current specialty mental health provider to facilitate disposition planning.

2. Inpatient Evaluation and Consultation Services

Non-Emergency Inpatient Evaluations

o Non-Emergency inpatient evaluations are rendered through psychiatrists with clinical
staff privileges at the facility in which the Medi-Cal beneficiary is being treated.
Information and access to hospital staff psychiatrists are available through the
specialty mental health facility.

Emergency Inpatient Evaluations

e Psychiatrists affiliated with the facility treating the Medi-Cal beneficiary render
emergency inpatient and emergency room evaluations. Freestanding medical facilities
that may not have access to psychiatric evaluations in emergency situations should
contact any of the following resources:

o The ACCESS Center at (800) 854-7771; (Including Psychiatric Mobile Response
Team (PMRT) ); or

o The Local Police Department or 911

*Please be aware that all consultations require a face-to-face clinical evaluation.
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LocAL MENTAL HEALTH PLAN

Listed below are the telephone numbers of the two health care plans, L.A. Care and Health Net,
and their Plan Partners. Most Los Angeles County Medi-Cal beneficiaries are enrolled in L.A.

Care or Health Net.

Health Plan Behavioral Health Network Contact Information

Medi-Cal Only Beneficiaries

. Non-Specialty
Medi-Cal Managed Care Behavioral Health Contact Information
Health Plan Services Provider
Fax: (855) 703-3268
Health Net
MHN Phone: (800) 675-6110 (Follow member prompts)
: . Fax: 562) 499-6105
Health Net - Molina Molina Pﬁ)(;ne' §888; 565.4621
Fax: (866) 422-3413
L.A. Care Beacon Phone:  (877) 344-2858
Fax: (855) 473-7902 (Attn: Medi-Cal BH)
L.A. Care - Anthem Anthem Email: Medi-CalBHUM@wellpoint.com
Phone: (888) 831-2246 (Option 1 for BH, 2 for BH
L A Care - Blue Shield Beacon E%n o (866) 422-3413 (855) 765-9701
L.A. Care -Kaiser Kaiser See below for Regional Offices:

Bellflower Area
Downey/Norwalk

Fax:(562) 657-2497
Phone:(562) 807-6200

San Fernando Valley
Woodland Hills

Fax:(818) 592-3015
Phone: (855) 701-7955

Lancaster

Fax:(661) 951-2999
Phone: (661) 951-0070

San Gabriel Valley
Baldwin Park/West Covina Phone:(626) 960-4844

Fax:(626) 856-3010

Los Angeles Sunset

Fax: (323) 783-4299
Phone: (323)783-2600

South Bay

Fax: (310) 517-3499
Phone: (310) 325-6543

Panorama City
Santa Clarita/Reseda

Fax:(800) 700-8705
Phone:(818) 758-1200

\West L.A.

Fax: (323) 298-3119
Phone: (323) 298-3100

Cal MediConnect Beneficiaries

. Non-Specialty
Ca”:;%'}iﬂgged Behavioral Health Contact Information
Services Provider

Fax: (877) 752-3257

Blue Shield Beacon Email: cmc Carel st@beaconhs.com
Phone:  (855) 765-9701
Fax: (877) 749-3734

CareMore Beacon Email:  cmc_caremore@beaconhs.com
Phone:  (855) 371-8092
Fax: (855) 703-3268

Health Net MHN Email: MHN.CMC@MHN.COM
Phone: (855) 464-3571
Fax: (800) 916-4102

L.A. Care Beacon Email: cmc_lacare@beaconhs.com
Phone: (877) 344-2858

; . Fax: 562) 499-6105
Molina Molina Phone: E855; 665-4627
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Attachment |

AH TOT

Revised 914115 PROVIDER COMMUNICATION Page 1 of 1

TYPE OF COMATUNICATION REQUESTED:
| INFORMATION EXCHANGE ONLY [ | CONSULTATION (Use Page 1)
C1REFERRAL [] TRANSFER [ | NOTIFICATION OF DISCHARGE (Uze Page: 1 and 1)

“Indicate: required zection: for ALL communication tvpes

SENDER= BECTPIENT=

Agency: Agency

Contact Person: Contact Person:

Phone Munber: Phone Mumber:

Fam Bumiber: Fax Mumber:

E-puanl: | E-pul:

BENDERING PREOVIDER INFORMATION=

Mame: Title:

Contzet Informaton (1f differert from Sender informuaton above]):

Pronider Sipnatre: Date:

CLIENT INFORMATION=

Mame: Med-Cal CTN- DHOB-
Address: Phone Number:
ender: Chexnt’s Preferred Language: Caregiver's Wame (2f applicable):
Caregiver’s Preferred Language: Caregrver’s Phone Mumber:

Pavor Souwrce: [ | Medi-Cal Only [ | Medicare Only [ | Madi-Madi [ Uninswed [] Other

DOCUMENTIS| | PROVIDED — or—| | REQUESIED+ Note. Ihe relsace of Protected Health Information may reguire a

&"E’J‘!Sﬂ‘ client autherization under cartain circumsiances.

Check az mary beves as applicabls: [ Anthorizedon  [] History & Physical [ ] Laboratary (specifiy)

[] Azsesement [ ] Asssszment Symmary || Trestmens Plan Treatment Sunmmsry Problem List Medication List
[ ] Progress Hotes Consultation Chatcome Drischarge Flan Orther (spedfy) _ [ Mome
Frxplanaton/Additonal Comments:

COMPLETE THE SECTION BELOW THAT CORRESPONDS TO THE TYFPE OF COMMUNICATION REQUEST

Information En']mEﬂie Chuly — Reguired Information
Sender mm=t complete form through “Documents Provided or Requested™ sechon above. Mo addihonal mformation necessary.

Beguest for Care Consultation - Required Informaton

Description of quesfion or reguesi:

This roefdentisl isformation b procvided 1o v in seoend sith Sisie ssd Federal lees DAIH USE ONLY

mmal repulaiess iscludisy bul ol limibied 1o applicable Wielare and Iotiulions osle, N IE LH -
il Cosde mrd HIP AL Privecy Sissdards. Duplcation of this infermation for furber N : D I

dischoure b prokibicd »abow prer wrtion ssthortcsion of b dliesi'sulbo recd ) _ )
represradeiboe B0 whom H prriaim usless wlherwine prrmiiied by biw. Dotrsibon of -'tgﬂ]ﬁ Provider 2
this infurmaties b required siier the staed prrpee of e originad repsest i felfillol Los Angeles County — Department of Mental Health
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Revioed 91415 PROVIDER COMMUNICATION Page 2 of

Noafication of Beferral for Service: - Reguired Information

Remeniz) for Refarral: [ Health Care Services Substance TUss Disorder Services [ | Housing Assistance || Employment
Asgiztance [ ]| Mon-specialty Menral Health Services [ ] Specizlny Mental Health Services (ses below?) [] Other:

Explaraton’Addibonal Comments:

Additonal Information Required for Specialty MMental Health Sernaces Referral ##
Pacently raleased (within past 15 davs) Some [ Jail [ ]| Favenils Hall [ | Inpatent faclity
[[] Cizreat thoughis of swcde/self-harm? [ ] Currens thoughss of homicideharm to othess? || Evidence of grave disability?

Iz the imdividual corrently taking psychiamic medication for which z refill may be neceszary? [ Y [N Ifves, # of days remaining?
**hfedi-Cal Managed Care Plans: For wrent refermrals, please 1mse the Behaniomsl Heslth Soreening Formn to Olibtam Behanioral Health
Assessment  For routine referrals, either form mey be used.

Noafication of Transfer of Services - Beguired Information

Dhecharge Diate: Deseniphion of chent”s cwrent serices:

Reazem for Trangfer of Care: [| Clisnf in need of a higher level of care [ ] Client in nesd of a lower level of care
[] Clieat would like services in a different Service Amea [ | Client in need of services not offered at agency

[[] Client no longer mests spacialiy mental hoalth critesis [ | Other;

Fendening Provader’s Superiasor: Tatle:

Siznature: Date:

MNotification of Di'n:]mrﬁe from Care - Required Information

Dhecharge Diate:

Reazen for Discharge: || Treatmment goals met [ | Azsscoment does not indicate nsed for services

[] Client raquests tenmination of services [| Client in nesd of a lower level of care [ Weeded services are unavailable

[[] Client absent from services {missed appointmenss umsble to contact) || Further services would mot produce additional benefiss
[ Client wrwilling to paricipate in necessary paymens, billing, snd reimburssrment

[ Cther:

Dizcharge Stummary:

FOR EECIPIENT USE ONLY
Tnstrrefons: Fax this form to the number and perzon indicated at the top of the form

Cniicoms of Transfer Referral [ Cliemt Accepted for Services [ ] Client Did Mot Show* [ ] Client Declined Services*

[] Oshier: *Tran=ferming refermring provider to follow up with indhrdual
Asgipned Case Manager WD Therapist Mame: Phome: ( il |
Diate drsposttion sent to transfer referral source:

This comffideniial iaformel e s provided o you in socerd wigh Staic and Fodoral Lims DATH TSE ONLY

CIv8 Codks mad THPAA Feivacy Stamdards, Depiicatlon o this Iformaiog for Purdhes | JAIE: DAMH ID#:

i wary i prohibicd witheul prier wrpien suihericaibss of the dienvw srioed - . .
rl:.-::llﬂll.htnl.-\.l whem It :r:nrrhlln: uuku'::hrnl-l!: p:rmlTl.fd. Mlln-. -[l:tl.r:-:u\.ru ol :‘.l.gEM'_\_ Frovider #:

this informatis is required afler the siated purpase of the original reqeet b failked o5 Angeles County — Department of Mental Health
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PROVIDER COMMUNICATION FORM INSTRUCTIONS

Purpoce This form 15 for use by providers to comymumicate about chient serices and care. Specifically, the form
can be used for the following reasons:

Communication Tvpe Communication Purpose

Information Exchange for To facihtate exchange of mformahon between providers regarding a shared
Coordination of Care patient/chent for coordination of care.

To request confirmation of the transfer of responzibihity for patent'chent care from
Transfer of Care one treating mental bealth provader to another when the current mental health
provider 15 disconfimmnng services.

Eeferral for Services To request serices for a patent’chent not provided by the provider’agency.

To reguest the chimical experfise or opmen of another provider regarding treztment

Care Consultanon of a panent'chient currently under the care of the requesting prowider.

To nohfy another u'eatmg provider when the curent treatmg provider has
discontmued patient”s/client s services. For mfomaton onlv; does not indicate 2
transfer of responsibibity for patent/clhient care or reqguire feedback or follow-up
unless desmad by reciprent.

Ihscharpe from Care

Completion Instructons

The following zectons are reqguired for all communication tpes.

Type of Communication Requested:
* Salect the reason for using thes foom

Sender:
* The person complefing the form shonld fill in thear informaton 25 requested on the form.

ERecipiemt:
* The person completing the form (Sender) should complete the mmformaton for who the form 15 imtended to be sent
(Feciprent).

Eenderins Provider Information:
* Tf the agency using thes foom does not have rendening provnders, thas section should be used by the person who 1=
making the request on behalf of the mmdmadual'chent.
* Fill in rendenng provider name and title. If person completing the form 1= not the rendenng provider, contact
information for the rendenmg provader should also be completed.
* Pronader signature and date should alweays be completed.

Chent Information:
* Fill-n the specific client mformation requested on the foormm
s TIf appropaiate, enter in the caregiver’s name preferred langnage and phone number. These fislds are not required
to be completed.
* Pavor Source: only one box should be checked: af “Crher™ 15 chacked f11 mn the specific payvor source immformation

Docmments Provided or Beguested:
* The releaze of Proftected Health Informaahon mav require 2 sapned authonzation from the chent or lns'her
representative. Individuals completing this form are advased to refer to ther agency policy when malang thas
dsterrmnation.
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* Check whether the domumments listed are provided wath the commmmication or requested from the recipient.

* Check off the information that 15 bemg requested or provided. Multple bowxes may be checked and addional
commerts may be provided. If “Laboratory” 1= checked . please identify the types of labs. If “Chher™ 15 checkead,
please specify.

CH the sections following, only complete the one that 1z listed as “Regured Information™ for the communication
tvpe for which the form iz being completed. After completing the reguired zection, no further mformation 1s
nesded and the form iz complste.

Information Exchange Cnly — Reguired Information:
» TIfthe foomn 1= being completed only for the purpose of mformuation exchange no firther mfonmation 1= required.

Reguest for Care Consultation — Bequired Information:
* Provde a wmitten description of the gueshion or request.

Nonfication of Referral for Service: — Begquired Information:
# Check the reazon for referral More than one box may be checked 1f offered by the recipient, and comments can be
provided. If “Orher™ 15 checked please specify.
» If the refarral 15 for Specialty Mental Health Services, complete the “Additonzl Informaton™ secton.
o Mad (3l Managed Care plans and providers referrmyg a patient ‘chent for an wrgent appomiment st use the
Behavioral Health Screening Foomn to Ofbtain Bahavioral Health Assessrment referral.

Notification of Transfer of Services — Bequired Information:
* Complete the discharze date and mmclude a desenphon of the client’s semices.
# Check the meazon for transfer of care. If “Other™ 15 checked, pleazs spacify.
* The name, fitle, and s1pnatore of the rendenne provider’s supervisor are requred.

Nonfication of Dhzcharze from Care — Reguired Information:
* Complete the discharge date and reason for discharpe. If “Ovher™ 15 checked, please specify.
* Provide 3 sunwmary of the discharge in the space provided on the form.

For Becpient Usze Only:
* If sendimg the Provider Commmmicaton form, do not complete this sachon
* Ifrecaming the Provider Commmmicanon fiorma for the purpose of Feferral or Transfar:
Check the outcome of the transfer or raferal  If “Chher™ 15 checked plaase specify.
Complete the aznigned case manager/ MWD Therapist name and confact imformation
Complete the date that the dizposition was sent to the transfer or referral sowrce, and fax the form to the
contact person listed m the “Sendear” portion of the form.

HOTE: Shanng information mmst comply wath all HIPA A mles. DRH Divectly Operated staff should refer to DRIH
Policy & Procedures related to HIPA A Prvacy. Chher providers should refer to therr owm legal coumsel and policies.

Filing Procedure: for DAH:
* Paper Chart: File chronolosically mm Section 2 Comespondence of the Climeal Eecord
» TBHIS: Scan into the Comespondence folder.
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Attachment IlI

COUNTY OF LOS ANGELES
LocAL MENTAL HEALTH PLAN

CONSENT FOR PHYSICAL AND MENTAL HEALTH CARE COORDINATION
For MEDI-CAL MANAGED CARE PROGRAM BENEFICIARIES

Name of Beneficiary Date of Birth

| consent to the sharing of information between the physical health and mental health care providers, named on
the bottom of this consent, as is necessary for the purpose of coordination of my overall health care. | understand
that all mental health records and information have special protection from release under California Welfare &
Institutions Code 5328 and, once the stated purpose of the original release is fulfilled, the information may not be
released further without my consent. Information specifically released between my physical health and mental
health provider may cover:

» The information supplied at the bottom of this form by either party
= Other information regarding my physical health or mental health deemed relevant in the course of my
care by either professional and discussed with me prior to the release.

This consent is effective the date of my signature below and remains in effect for one year. A new consent must
be obtained each year by my physical and mental health providers who wish to exchange information. | have the
option of revoking this consent at any time to the extent that action has not already been taken. | also understand
that | have the right to receive a copy of this consent if requested.

The following is a summary record of information shared between my health and mental health care professionals.

Date Information Released Date
Discussed Released
With
Beneficiary

[] Copy of Consent received

Signature of Beneficiary Date
Signature of Responsible Adult* Date
Signature of Witness Date
[ ] Consent Revoked
Signature of Beneficiary or Responsible Adult* Date

* Responsible Adult = Legal guardian or court appointed custodian, P.P.S. Conservator, or Parent of Minor unless DMH Form 521, CONSENT OF MINOR, has been
completed.

2/2001



Attachment IV

FAX COVER FOR TRANSMITTING PHI

FAX DETAILS

Date Transmitted: Time Transmitted:

Number of Pages (including cover sheet):

Intended Recipient:

Name: Name:
Facility: Facility:
Address: Address:
Telephone #: Telephone #:
Fax #: Fax #:

Documents being faxed:
[l Clinical Records

[] Other:

CONFIDENTIALITY STATEMENT

This facsimile transmission may contain information that is privileged and confidential and is intended only for the
use of the person or entity named above. If you are neither the intended recipient nor the employee or agent of the
intended recipient responsible for the delivery of this information, you are hereby notified that the disclosure,
copying, use, or distribution of this information is strictly prohibited. In addition, there are federal, civil and criminal
penalties for the misuse or inappropriate disclosure of confidential patient information. If you have received this
transmission in _error, please notify the contact person listed below immediately by telephone to arrange for the
return of the transmitted documents or to verify their destruction.

VERIFICATION OF TRANSMISSION OF PHI

Please contact at to verify receipt
of this Fax or to report problems with the transmission.

| verify the receiver of this Fax has confirmed its transmission:

Name: Date: Time:




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION XV — OVER-THRESHOLD AND
INPATIENT PROFESSIONAL SERVICES

OVER-THRESHOLD SERVICES

Over-threshold requirement to request for services for Medi-cal beneficiaries who continue to
meet medical necessity and demonstrate the need for additional services beyond the under-
threshold services, which are defined as eight sessions in a four-month trimester period, is no
longer valid effective 09/01/2020 (MHSUDS Information Notice No.: 19-026). When Specialty
Mental Health Services (SMHS) are medically necessary, Network Providers are not required to
go to the Provider Connect Application and submit an over threshold authorization request.

INPATIENT PROFESSIONAL SERVICES

Clients receiving acute psychiatric inpatient services must also be electronically enrolled in the
IBHIS. (Refer to Section V: Confirmation of Medi-Cal Eligibility and Electronic Medi-Cal
Beneficiary Enroliment).

Reimbursement for inpatient professional services delivered in acute inpatient hospital settings
(a psychiatric hospital or a mental health unit of a general acute care fee-for-service hospital) is
linked to approved inpatient hospital days determined by State medical necessity criteria and
Treatment Authorization Request (TAR) approval guidelines. Therefore, the claim submitted for
inpatient professional services must include the TAR number and the name of the inpatient
facility. The TAR number will be used to determine the number of approved hospital days
eligible for reimbursement of inpatient professional services. Reference the Medi-Cal Fee-For-
Service Inpatient Hospital Provider Manual. For convenience, this manual is located on the Fee-
For-Service website at: https://dmh.lacounty.gov/pc/cp/ffs/ Under “Manuals and Guides”

It is, therefore, imperative that the network provider be notified by the inpatient acute facility of
DMH action on all TARs. The specific manner of communication between facility and network
provider is to be established by each inpatient facility.

Inpatient professional services provided in a psychiatric hospital, a mental health unit of a general
acute care hospital facility or a general medical/surgical hospital facility are excluded from the
threshold limit, and therefore do not require prior authorization for services that exceed the
threshold. A TAR is not required for inpatient professional services delivered in a general
medical/surgical hospital unit.

In adult and child/adolescent residential care settings, including board and care and skilled
nursing facilities, specialty mental health services are authorized in the same manner and under
the same guidelines as when delivered in other outpatient settings.

Note: Inpatient professional services rendered in a Short-Doyle/Medi-Cal mental
health unit of a psychiatric or general acute care hospital facility will not be
reimbursed by the LMHP.

SECTION XV PROVIDER MANUAL PAGE1OF1
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION XVI — PSYCHOLOGICAL TESTING SERVICES

All psychological testing services administered by network providers requires the completion of a
Psychological Testing Request (PTR) form (Attachment I). The Local Mental Health Plan (LMHP)
will facilitate a request for psychological testing and review the psychological testing report to
promote and ensure report quality acceptability. Network Providers performing Psychological
Testing are not required to obtain a pre-authorization for services after August 31, 2020
(MHSUDS Information Notice No.: 19-026). When Specialty Mental Health Services (SMHS)
are medically necessary, Network Providers are not required to go to the Provider Connect
Application and submit a Psycholgical Testing request.

The Los Angeles County Department of Mental Health (LACDMH) requires an authorization for
all services and Fee-For-Service (FFS) Network Providers shall input only one authorization on a
claim line. Funding Source Authorizations will be used by FFS providers for Specialty Mental
Health and Medication Support services. The Funding Source Authorizations are given by
LACDMH according to the disciplines of the providers Funding Source Authorizations begin with
an ‘F’, followed by a number.

GOALS OF THE PSYCHOLOGICAL TESTING PROCESS

e Ensure the timely delivery of psychological testing to clients;

o Ensure the quality of psychological test reports by using standardized quality control
procedures;

e Increase interdisciplinary access to psychological testing;

e Improve the process of determining the need for psychological evaluations;

¢ Facilitate access by clients to appropriate mental health services;

o Facilitate the coordinated delivery of mental health services between service providers; and
o Promote case consultation to improve mental health outcomes for clients.

RESPONSIBILITIES OF THE CENTRAL AUTHORIZATION UNIT

o Refer and facilitate service coordination between network providers, local community mental
health centers, and protective services for clients requiring psychological testing;

e Consult, train and support network providers, community mental health centers and referral
sources to establish and maintain practices relevant to psychological testing, assessment and
service planning for clients; and

e Promote community wide practice guidelines and standards for psychological testing
consistent with the California Board of Psychology.

CRITERIA FOR PSYCHOLOGICAL TESTING
One of more of the following criteria must be met for psychological testing:

1. The client must meet medical necessity criteria in order to be considered for psychological
testing;

2. Psychological testing must be an adjunct to ongoing mental health treatment;

There is a need to clarify the client’s diagnosis in order to further the treatment process;

4. An intervention or multiple interventions have failed;

w
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

5. A non-verbal client must be assessed in the absence of historical data;

6. To evaluate the client’s capacity for informed consent, to emancipate successfully, and/or
to ascertain benefits for Supplemental Security Income (SSlI);

7. There is an unaccountable decline in the client’s functioning;
8. The client presents with an unusual or high-risk behavior;

9. The client presents with a risk of non-emergency harm to self or others that is denied by
the client; or

10. Other special circumstances.

The CAU does not reimburse psychological testing for:

e General assessments unrelated to psychological treatment;
e Learning disabilities;

¢ Intellectual Disability;

e Pre-adoption studies;

e General intelligence testing;

o Diagnosing Attention-Deficit/Hyperactivity Disorder (ADHD);
e Court ordered testing;

¢ Ruling out dementias or other neurologically-based disorders prior to an evaluation by an
appropriate medical specialist; and

o Determining if medication is warranted.

GUIDELINES FOR REVIEW OF PSYCHOLOGICAL TESTING

The CAU psychologists utilize the following guidelines in facilitating requests for psychological
testing:

1. The PTR form must include information that provides a compelling rationale for
psychological testing;

The client must meet medical necessity criteria in order to be considered for psychological
testing;

Psychological testing must be an adjunct to ongoing mental health treatment;
Neuropsychological testing requires a referral from a physician;

Psychological testing is not to be performed during a crisis;

Psychological testing shall not be performed to make decisions as to whether the client is

to be on medication;

7. Referral questions are specific, relevant and individualized to the client and the treatment
plan;

8. The request for psychological testing must clearly demonstrate that testing is necessary

at this time;

9. Children and adolescents seven years and older, have not been tested within the last two
years; and

10. Children six years and younger have not been tested within the last year.

N

S

All requests to test minors under the supervision of the Department of Children and Family
Services (DCFS) should be initiated by the Children’s Social Worker (CSW) using DCFS form
5005. The form is completed by the CSW and then faxed directly to the CAU. The 5005 form
must also be signed by the CSW’s Supervising Children’s Social Worker (SCSW).

SECTION XVI PROVIDER MANUAL PAGE 2 OF 12
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

FACILITATING PSYCHOLOGICAL TESTING

In order to facilitate a request for Psychological Testing, the requesting provider for the client must
submit the PTR by faxing the completed PTR to CAU at (213) 738-4412. The CAU will forward
the PTR to a network provider who will make the decision to approve, modify, delay or deny PTRs
(Refer to Figure A).

The CAU psychologist can advise the requesting provider if they need additional
information/paperwork to complete the request, or whether the request is for a service that is not
a covered benefit. Once the referral package is ready, the CAU psychologists will send it to a
network provider. However, the referring party may suggest a network provider.

FIGURE A
Psychological Testing Request (PTR) and Appeal Process

FTR
Submitted by requesting pi

Informal Correction
Phase
network
Wy
face-to-

Farmal

Correction Phase
Bar i ALl
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

The network psychologists must make decisions in a timely fashion, appropriate for the nature of
the beneficiary’s condition, and not to exceed five (5) business days from the receipt of the request
for psychological testing. For cases in which a requesting provider indicates, or the network
psychologists determine, this standard timeframe could seriously jeopardize the beneficiary’s life
or health or ability to attain, maintain, or regain maximum function, the network psychologists must
make an expeditied decision and provide notice as expeditiously as the beneficiary’s health
condition requires and no later than 72 hours after receipt of the request for service. The MHP may
extend the timeline regarding an extension under two conditions: The beneficiary requests the
extension or the MHP demonstrates, to the satisfaction of DHCS upon request, that there is a need
for additional information and how the delay is in the beneficiary’s best interest (Reference Title 42,
CFR, Section 438.408 (c) (1) (i). In no event shall the event extend beyond the 14 calendar day
extension (Refer to Psychological Testing Authorization Process Policy and Procedure No.
313.42).

Decisions to approve, modify, delay or deny provider requests for authorization prior to the
provision of services to beneficiaries must be communicated initially by telephone to the requesting
provider within 24 hours of the decision, followed by a fax. Decisions resulting in denial or delay of
all or part of the requested service shall be communicated to the beneficiary and the requesting
provider, in writing and must be mailed to the beneficiary and the requesting provider within two (2)
business days of the decision.

When testing or the referral package is ready, the referral package must be communicated to the
requesting provider initially by telephone within 24 hours of the decision, followed by a fax. CAU
Psychologist will monitor the type of psychological testing that should be administered, based upon
the needs of the Medi-Cal beneficiary. Then, a Psychological Testing Request — Response (PTR-
R) form (Attachment Il) is electronically transmitted via facsimile to the network provider. The PTR-
R is formal notification of the network provider accepting the case and agreeing to do the testing.

When psychological testing services are denied or modified, the requesting provider will be notified
initially by a telephone call within 24 hours, followed by a fax of the Notice of Adverse Benefit
Determination (NOABD). In addition, a written NOABD notice will be mailed with a return receipt
within two (2) business days of the adverse benefit notice for psychological testing to the provider
and the beneficiary. The NOABD letter must include the enclosures: NOABD Your Rights,
Nondiscrimination Notice, and Language Assistance. These enclosures are required to ensure that
the beneficiary is informed of civil rights laws and the right to appeal a NOABD (Refer to
Psychological Testing NOABD Policy and Procedure No. 313.43 & Section XVII: Notice of Adverse
Benefit Determination).

When psychological testing services are delayed, the requesting provider and beneficiaries will be
notified initially by telephone within 24 hours of the decision followed by a fax of the NOABD letter.
In addition, a written NOABD notice will be mailed with a returned receipt within two business days
of the adverse benefit notice for psychological testing to the provider and the beneficiary. The
Provider and beneficiary will be mailed with a return receipt within two (2) business days of a written
Notice of Adverse Benefit Determination Authorization Delay. This is when a decision about the
Psychological Testing Request (PTR) has not been made because there is a need for additional
information and the delay is in the beneficiary’s best interest. The NOABD Authorization Delay
notice is an apology to the Provider for the delay in processing the request for services in a timely
manner, including the reason for the delay. As a result, the network psychologist has not completed
reviewing the request, and the decision is delayed.
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

Note: Effective 9/1/2020, the IBHIS/ Provider Connect Psychological Testing Authorization
screen will no longer indicate the status of a PTR (e.g. pending status).

In no event shall the event extend beyond the 14 calendar day extension. The CAU Psychologist
shall include with the NOABD Authorization Delay notice the enclosure: “NOABD Your Rights”
notice which tells the requesting provider and beneficiary about the right to an appeal and timelines
to follow to file an appeal if the beneficiary disagrees with the extension regarding the NOABD
Authorization Delay (Refer to Psychological Testing NOABD Policy and Procedure No. 313.43).

APPEALS PROCESS

The referring party or requesting provider may ask for reconsideration of a denied or modified
request for psychological testing referral and/or payment reimbursement within 60 calendar days
of the date from the date on the NOABD letter. The request for reconsideration may be initiated
through an internal MHP Appeal process (Refer to Figure B).

FIGURE B
Standard Appeal Process for Psychological Testing

(Modified, Denied, or Reduced)
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o Metwork provider receives > o Legend
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

Internal MHP Appeal Process for Beneficiary, Provider or Beneficiary Representative After Receipt
of a Notice of Adverse Benefit Determination (NOABD) (Refer to Psychological Testing NOABD
Policy and Procedure No. 313.43).

Beneficiaries must exhaust the MHP’s appeal process prior to requesting a State Hearing. A
beneficiary has the right to request a State Hearing only after receiving notice that the Plan is
upholding an adverse benefit determination or the MHP’s initial decision remains (Refer to
Psychological Testing Policy and Procedure NOABD No. 313.43).

After receipt of the NOABD letter, the beneficiary may request an internal appeal with the MHP.
Appeals filed by the provider on behalf of the beneficiary require written consent from the
beneficiary.

The providers and authorized representatives cannot request continuation of benefits during the
appeal. However, the beneficiary must state in the appeal request that he or she wants to continue
getting treatment during the appeal. In this event, the beneficiary must ask for an appeal within 10
days from the date on the NOABD letter or before the date MHP services will stop.

The beneficiary’s standard appeal request must be submitted within 60 calendar days from the date
on the NOABD letter. An oral appeal shall be followed by a written appeal signed by the beneficiary,
unless the beneficiary or provider have requested an Expedited Appeal (Refer to Psychological
Testing NOABD Policy and Procedure No. 313.43) (Refer to Figure C).

FIGURE C

Expedited Appeal Process for Psychological Testing
(Modified, Denied, or Reduced)
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

The MHP/CAU must send a written Acknowledgment of Receipt of the appeal of the beneficiary’s
request postmarked within five (5) calendar days of receipt of the appeal.

The MHP/CAU shall maintain a log of oral appeals made by the provider or the beneficiary. The
oral appeal is the filing date for the appeal. In the event the MHP/CAU does not receive a written
appeal from the beneficiary, the MHP must neither dismiss nor delay resolution of the appeal and
must send a Notice of Appeal Resolution (NAR) to the beneficiary).

Notice of Appeal Resolution (NAR) After Receipt of a Notice of Adverse Benefit Determination
(NOABD (Refer to Psychological Testing NOABD Policy and Procedure No. 313.43)

The Notice of Appeal Resolution (NAR) is a formal letter informing a beneficiary that an Adverse
Benefit Determination has been overturned or upheld. Beneficiaries must exhaust the MHP’s
appeal process prior to requesting a State hearing. A beneficiary has the right to request a State
hearing only after receiving notice that the Plan is upholding an adverse benefit determination.

The NAR review process is not completed by the initial network psychologist. The NAR review
process is conducted by a different an impartial CAU Clinical Reviewer to determine a resolution.

The Notice of Appeal Resolution (NAR), letter must include the enclosures “NAR Your Rights”,
“Nondiscrimination Notice” and “Language Assistance Notice”. The NAR letter must include the
criteria, clinical guidelines, or policies used in reaching the determination, the right to request a
State hearing and how to request it, the right to request and receive benefits while the hearing is
pending, how to make the request and natification that the beneficiary may be held liable to the
cost of those benefits if the hearing decision upholds the MHP’s benefit determination.

The MHP/CAU Clinical Reviewer must adhere to the 30 calendar day timeline; if the MHP fails to
resolve the appeal within the 30 calendar day timeline then the beneficiary is deemed to have
exhausted the MHP’s appeal process and may initiate a State hearing. The CAU Clinical Reviewer
shall determine whether an Adverse Benefit Determination has been overturned or upheld. Refer
to Definitions under section 1.6 in this policy.

THE MHP/CAU Clinical Reviewer has determined that a resolution has been made, and it is not
resolved wholly in favor of the beneficiary. The result is that an Adverse Benefit Determination
NAR, Upheld, is final. The request is still denied.

The NAR Adverse Benefit Decision Upheld, shall include: the results of the resolution and the date
it was completed, including the reasons for the MHP’s determination, the criteria, clinical guidelines,
or policies used in reaching the determination, the right to request a State hearing, no later than
120 calendar days from the date on NAR and how to request it, the right to request and receive
benefits while the hearing is pending, ( including the timeframe in which the request shall be made,
within ten (10) from the date the letter was post-marked and delivered to the beneficiary), how to
make the request and notification that the beneficiary may be held liable to the cost of those benefits
if the hearing decision upholds the MHP’s benefit determination.

THE MHP/CAU Clinical Reviewer has determined that a resolution has been made, and it is
resolved wholly in favor of the beneficiary. Appeals resolved wholly in favor of the beneficiary are
NAR Adverse Benefit Decision Overturned The NAR Adverse Benefit Decision Overturned reads:
The MHP/CAU has reviewed the appeal and has decided to overturn the original decision. The
request is now approved. Other providers who conduct psychological testing and are not a MHP

SECTION XVI PROVIDER MANUAL PAGE 7 OF 12
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

Network Provider will receive the NAR Overturned decision within 72 hours by telephone, fax and
by mail with a return receipt.

The NAR shall include the results of the resolution with a clear and concise explanation of the
reasons, including why the decision was overturned and the date it was completed. The MHP/CAU
must authorize the disputed services promptly and as expeditiously as the beneficiary’s condition
requires if the MHP reverses the decision to deny Psychological Testing services that were not
furnished while the appeal was pending.

MHP/CAU shall authorize or provide services no later than 72 hours from the date and time it
reverses the determination.

Beneficiary, Provider or Beneficiary Representative May Request an Expedited Resolution of an
Appeal After Receipt of a Notice of Adverse Benefit Determination (NOABD (Refer to Psychological
Testing NOABD Policy and Procedure No. 313.43)

The MHP Internal Appeal Process includes an Expedited Resolution of an Appeal.

An Expedited Resolution Appeal is available to the beneficiary if the beneficiary thinks waiting 30
days will hurt their health. The beneficiary may request or the provider may indicate that taking time
for a standard resolution could seriously jeopardize the beneficiary’s mental health or substance
use disorder condition and/or the beneficiary’s ability to attain, maintain, or regain maximum
function.

The provider or beneficiary representative may request an Expedited Resolution, after receipt of a
Notice of Adverse Benefit Determination (NOABD).

The MHP/CAU must resolve the appeal within 72 hours from receipt of the appeal. The CAU
Psychologist must log the time and date of the appeal receipt when an expedited resolution is
requested, as this specific time of receipt drives the timeframe for resolution.

The MHP/CAU denial of the request for an Expedited Appeal requires reasonable efforts to provide
the beneficiary with prompt oral notice of the decision to transfer the appeal to the timeframe for
standard resolution should be made by the MHP. The MHP shall provide written notice within two
(2) calendar days of making this decision and notify the beneficiary of the right to file a grievance if
the beneficiary disagrees with extension.

The MHP/CAU can extend the standard resolution timeframes for resolving Expedited Appeals by
up to 14 calendar days.

For an extension not requested by the beneficiary, but the MHP has requested the extension then
the MHP is required to provide the beneficiary with written notice of the reason for the delay
including: make reasonable efforts to provide the beneficiary with prompt oral notice of the
extension; to provide written notice of the extension within two (2) calendar days of making the
decision to extend the timeframe; and to notify the beneficiary of the right to file a grievance if the
beneficiary disagrees with the extension (Refer to Psychological Testing NOABD Policy and
Procedure No. 313.43).

If there is no grievance from the beneficiary regarding the MHP’s request for an extension of the
time line, then the MHP shall resolve the appeal as expeditiously as the beneficiary’s health
condition requires and in no event extend resolution beyond the 14 calendar day extension.
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If the beneficiary does not receive a notice from the MHP within the timeline of 30 days, then the
Plan has fail to adhere to the federal timeline and the beneficiary is deemed to have exhausted the
MHP’s appeal process and may initiate a State Hearing (Refer to Psychological Testing NOABD
Policy and Procedure No. 313.43).

The MHP must inform the beneficiary that a request for a State Hearing must be made within 120
days from the date of the Notice of Appeal Resolution (NAR), and only after the MHP has notified
the beneficiary that the MHP has decided to “Uphold” the adverse benefit determination decision).
The NAR ABD Upheld letter will include the attachment NAR “Your Rights, Nondiscrimination
Notice and Language Assistance Notice. The MHP shall notify the beneficiary that to continue
treatment during the appeal for a State Hearing, a request for a State hearing must be made within
10 days from the date that the NAR was postmarked or delivered to the beneficiary or before the
date the MHP reported that services will be stopped or reduced. The State must reach its decision
on the hearing within 90 calendars of the date of the request for the hearing (Refer to Psychological
Testing NOABD Policy and Procedure No. 313.43).

The parties to State hearings include the MHP, as well as the beneficiary and his or her authorized
representative or the representative of a deceased beneficiary’s estate.

NOABD, Appeals, and Grievances on NOABD and any other Communications should be mailed
to:

Intensive Care Division/ Psychological Testing Requests
Los Angeles Department of Mental Health
550 S. Vermont Avenue, 7th Floor, Room 703-A
Los Angeles, CA 90020
Fax (213) 738-4412

PSYCHOLOGICAL TESTING REPORT

The network provider must send all completed psychological testing reports to the CAU at:

Intensive Care Division/ Psychological Testing Requests
Los Angeles Department of Mental Health
550 S. Vermont Avenue, 7th Floor, Room 703-A
Los Angeles, CA 90020
Fax (213) 738-4412

Reports must be completed in a timely manner as specified in the PTR-R. This will generally be
within 42 days of receiving the referral package. The CAU psychologists will perform a standardized
review of the test reports to promote and ensure report quality acceptability. Within five working
days, the CAU will notify the network provider whether reports have been reviewed.
Reimbursement for reports not meeting quality standard may be recouped. (MHSUDS IN No.: 19-
026 page 11).

The CAU psychologists may obtain consultation and/or peer review of selected reports from
members of the psychological community. The Quality Assurance: The Clinical Evaluation form
(Attachment 11l) may be used to evaluate psychological test reports.
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Note: Reimbursement for psychological testing reports completed in an
untimely manner, or of substandard quality may be recouped.
Psychological testing reports must be sent to the CAU as well as to
the referring party.

All testing must be:

1. Per American Psychological Association (APA) guidelines;
2. Clinically adequate; and

3. Placed in the Medi-Cal beneficiary’s clinical record.

QUALITY ASSURANCE PROCESS FOR PSYCHOLOGICAL TESTING REPORTS

The CAU expects that network providers will comply with the Ethical Principles and Code of
Conduct (June 2003 with amendments effective June 1, 2010 and January 1, 2017) of the American
Psychological Association (APA). Network providers who conduct psychological testing and
prepare psychological test reports should be familiar with the Standards for Educational and
Psychological Testing (2014) adopted by the APA, in particular, Chapter 12 Psychological Testing
and Assessment [American Educational Research Association (2014) Standard for Educational
and Psychological Testing Washington, DC: APA].

The CAU also expects that network providers who conduct psychological testing and prepare
psychological testing reports for minors who are dependents (WIC300) of the Juvenile Court, will
be familiar with the Guidelines For Psychological Evaluations In Child Protection Matters (2011)
approved by the Council of Representatives of the APA [American Psychological Association
Committee on Professional Practice and Standards (2011). Guidelines for Psychological
Evaluations in Child Protection Matters Washington, DC: APA].

For these reasons, the CAU expects that network providers will answer referral questions that are
within the scope of practice for a licensed psychologist. Furthermore, the CAU expects network
providers not to answer referral questions that are outside the particular field or fields of
competence as established by his or her education, training and experience.

The CAU will not accept or recommend payment for psychological test reports that:

1. Do not answer or address the reason(s) for referral,

2. Do not make clear whether the client’s test-taking behavior did or did not allow the psychologist
to arrive at a valid assessment of the client’s functioning;

3. Do not offer a coherent psychological explanation for the behavior(s) of the client and how best
to treat the behavior(s);

4. Do not employ a norm-referenced measure of adaptive behavior to assess the role of a still
active developmental delay in the client’s Axis | diagnosis;

5. Do not use age-related norms to describe test behavior when such norms are available;

6. Do not include a norm-referenced measure of cognitive functioning without an explanation as
to why the use of such a measure would not be in the best interests of the client;

7. Do notinclude appropriate measures of academic achievement when school-related placement
decisions are part of the referral process;

8. Do not offer diagnoses consistent with ICD-10 CM Codes criteria, or, offer diagnoses that do
not meet the definition of mental disorders found in the ICD-10 CM manual.

SECTION XVI PROVIDER MANUAL PAGE 10 OF 12
SEPTEMBER 2020




COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

This is especially relevant to the severe and incapacitating developmental/behavioral deficits
typically associated with the criteria that define the diagnosis of “Other Specified Early
Childhood Psychoses” in the manual;

9. Do not consider diagnoses other than Oppositional Defiant Disorder for minors under the age
of three years, or reports that offer a diagnosis of Oppositional Defiant Disorder to minors
between the ages of three and five years without using carefully documented, behaviorally-
based, norm-referenced criteria;

10. Do not consider diagnoses other than Attention-Deficit /Hyperactivity Disorder for children
under the age of three years, or reports that offer a diagnosis of Attention-Deficit/ Hyperactivity
Disorder to minors between the ages of three and five years without using carefully
documented, behaviorally-based, norm-referenced criteria;

11. Do not offer new understandings about the functioning of the client beyond what could be
achieved without the use of psychological tests;

12. Do not use the most recent edition of a specific test;

13. Do not offer a diagnosis of Intellectual disability using norm-referenced instruments that
address ICD-10 CM Code and DSM V criteria. (A. Deficits in intellectual functions, such as,
reasoning, problem solving, planning, abstract thinking, judgment, academic learning, and
learning from experience, confirmed by both clinical assessment and individualized,
standardized intelligence testing. B. Deficits in adaptive functioning that result in failure to
developmental and socio-cultural standards for personal independence and social
responsibility. Without ongoing support, the adaptive deficits limit functioning in one or more
activities of daily living, such as communication, social preparation, and independent living,
across multiple environments such as home, school, work, and community. C. Onset of
intellectual and adaptive deficits during the developmental period); and

14. Does not report test results consistent with the administration of a full test battery, whether a
development inventory, a measure of cognitive functioning, or other psychological measure.

COMMUNICATION TO NETWORK PROVIDERS CONCERNING QUALITY OF REPORTS

The CAU will review all psychological testing reports conducted by network providers on behalf of
clients, including those that are not submitted to the LHMP for payment.

Informal Correction Phase

On receiving a report considered unacceptable according to the Quality Assurance: The Clinical
Evaluation form, the network provider will receive informal feedback from the professional staff of
the CAU prior to any formal notice. This informal consultation, usually performed by telephone or
email, is designed to explore those areas within the test report that need improvement and how
best to accomplish the correction. A face-to-face conference with the network provider to review
problem areas in more detail may also be suggested.

Formal Correction Phase

This phase begins when the CAU receives another test report from a previously counseled network
provider that is again below the standard of care. Step one of this three step process is a letter to
the network provider that details the deficiencies in the test report and informs the network provider
that, in the future, reimbursement for reports that contain these problems may be recouped.

Upon receipt of a second unacceptable report, the network provider again receives written notice
of the report’s deficiencies and that he/she will have 14 calendar days from receipt of the letter to
correct the report and return it to the CAU. Until a corrected report is received,reimbursement for
the psychological testing services to clients may be recouped.
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When the CAU does not receive a corrected report within 14 calendar days, receives a corrected
report that remains unacceptable, or receives a third unacceptable report thereafter. The network
provider will be referred to the LMHP’s Credentialing Review Committee to evaluate his/her work
with respect to quality of care. During this period, the network provider may not be authorized to

provide psychological testing services to clients. (Refer to Policies and Procedures 313.52, 313.53,
and 313.54).
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COUNTY OF LOS ANGELES — DEPARTMENT OF MENTAL HEALT
INTENSIVE CAFE DIVISION — CLINICAL OPERATIONS

R [P T A T T T T T B BT T T T T 4 T TR T
LI H =T = - e - i | X " & 1
MEDI-CAT PROFESSIONAL SERVICES AND AUTHORIZATION DIVISION

PSYCHOLOGICAL TESTING EEQUEST (PTE)

Client Mame: DOB: Primary Language:
Client Address: City/Btate/ Zip:
Phone MWo(z):
Jocial Worker's Hame: Contact Fe:
(Form 5005 is required if under DCES supervision. Please fxx dmectly to the Paychological Testing Tni)
Pavcheological Testing Fefarred by Phone Mo.:
Primary Therapizt Physician: Agency:
Addrazs: City/ State Zip:
Phonea: Fax: Email:
Pricr Psychological Testing: [ Mo [0 Ye: Date tested: By Whom:
Specific referral questions:

Test refarral questions must ralate to mental health treatment. Attach additionzal pages if necessary.

How long has yvour client been in treatment with yvoug,

Select One: [ pevcholopist zalectad by the Peychological Testing Unit

OO0 MWame of psychologist suggastad for testing:

Contarct Fhone- Far

Pleaze mote:  » Fax this request to 213-738-4412. Please nse HIPFA complisst faxing procedures.

This messzze 1= mizndsd only for the individual or entity to which it 2 addreszsd and may contain information that iz privileged and confidential
ander applicabls Federal or State Law, [T the reader of this meszage i not the meendsd recipient or the employes or agent reaponstbla for delivering
the meszaze fo the mtended recipient, you are hereley potified that any diszemination, distribation or copying of the communication is stricthy
prohibited 1fvoun hae received thiz messagze m emor, please tzlephone the origmator of thiz meszaze mmediately.

PSYCHOLOGICAL TESTING REQUEST (PTR)
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COUNTY OF LO5 ANGELES — DEPARTMENT OF MENTAL HEALTH
INTENSIVE CARE DIVISION — CLINICAL OPERATIONS

PSYCHOLOGICAL TESTING REQUEST-RESPONSE (PTR-R)

I
Medi-Cal statos must be verified prior
Diate: to performing psvchological testing.

Request for Testing of.

it Mamer PN MEDS ID munber:
Client Address:
Azzigmed Peyrhalogist's Hams: Phane:
Fax: LRk
I azrae to:
1y Consult with beneficiary”s therapist DRH Case hlanazer prior to testing, and to provide doownentation of the consultstion m
the prychological report;

2y Conduct 3 comprebanzive paychological evalostion that includes: history, test behavior, mental status examinstion, along with
individuzlly adroinistered measures of infellisence, achisvement, newropsychological screening, psychodiagnosis, and
onality;
E) ﬁrmm'ide a-re]mrt to the referring source that infegrates currenr teat resalt: and prior test rezults, as well 22 directly answering the
refarral guestions which are specific and unique to this beneficiary;
4y Forward a copy of the test repart to the Poychological Testing Authorization and Cuality Asnrance Section before 2 copry iz
Eiven to the referring party.

Signatare of Testing Prychologist: Diate:

DAH USE ONLY BELOW THIS LINE

Pzychological Testing Referral Package
Eeguest Pending
[0 Testing request pendins until the following conditions are met)y:
O Feceipt of Form 3005 dirgedy from C5W with SCEW siznatars
[ Feceipt of permizzion to test Som conservator.
O Client mst be examined by a medical specialist prior to psychological testmz . Pleaze inform thiz office when the exam has pooored
[ Other

Feviewer: Date:

Thiz meszzge 13 miended only for the individual or entity to which it iz addreszed and may confain information that i= privileged and confidential
under applicabls Federal or State Law. [ the reader of this meszaze iz not the miendad recipient or the emploves or agent responsibles for delivering
ithe mes:aze fo the miended recipient, you are herelry notified that amy diszemimation, distribution or copying of the communicabion is simicthy
profibited. Ifvou heve received this message m emar, please tzlephone the origmator of this mes:aze mmediately.

PTR - RESPONSE
DMH Fax: 213-7T33-44112

)1, - 1 AT NI
Bevised Q0012020
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COUNTY LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
Psychological Testing Unit
Quality Assurance: The Clinical Evaluation
Evaluator’s Date of Test Report? Y N
Name: Eval:
Reviewing Psychologist Date of Total
Name: Review: Score
Beneficiary’s Beneficiary’s
Name: Age:
DIRECTIONS FOR THE REVIEWER: Circle the number that best describes the psychological
report where “4” is high and “1” is low.
\ REFERRAL QUESTIONS ARE SPECIFIC AND UNIQUE 4 3 2 1 \
a Specific referral questions are listed
a Referral questions are unique to this beneficiary
| ASSESSMENTS ARE SPECIFIC AND UNIQUE 4 3 2 1]
Qa Methods are appropriate and sufficient to address the referral questions
a Conditions effecting the reliability and validity of the data are considered
a Quantitative procedures are appropriately scored and data presented in tabular form

Diagnoses are documented, behaviorally-based, and consistent with DSM-V or ICD-10

- Code criteria
| DATA ARE APPROPRIATELY INTERPRETED 4 3 2 1|
a Data address the referral questions
a Interpretations of data are empirically and logically sound
a Inconsistencies in the data are noted and discussed
a Alternative interpretations of the data are considered
| CONCLUSIONS INTEGRATE DATA FROM MULTIPLE SOURCES 4 3 2 1|
a Arise from consistent patterns of data found throughout the evaluation
a Integrate data from all sources, e.g., history, significant others, observed behavior, self-
report and quantitative measures
Integrate beneficiary’s cognitive, perceptual-motor, emotional and social-adaptive
Q :
behavior
d Incorporate current behavioral science to generate a coherent psychological explanation

of the beneficiary’s behavior
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20f2
REPORT IS UNIQUE TO THIS BENEFICIARY 4 3 2 1
4 Is organized around the beneficiary, not around the tests
@ Provides reader with a sense of the beneficiary as a whole person, a good “word-picture”
Q Interprets data consistent with the beneficiary’s developmental level, ethnic and cultural
background, and, unique needs and abilities
Q Describes beneficiary’s unique inner world, motivation, needs, and, coping skills
REPORT IS RESPECTFUL OF THE BENEFICIARY 4 3 2 1
U Addresses beneficiary’s strengths as well as weaknesses; does not “pathologize” beneficiary
U0 Compares benéeficiary’s behavior with that of others in a constructive way
Q Is written in language that is easy to understand
O Protects privacy of beneficiary’s family
RECOMMENDATIONS ARE CONSISTENT WITH THE FINDINGS 4 3 2 1
Q Address the referral questions
Q Follow logically from conclusions
Q Are consistent with behavioral science
Q Are appropriately comprehensive
RECOMMENDATIONS ARE USEFUL TO THE BENEFICIARY 4 3 2 1

0 Address the beneficiary’s unique needs
Q Are practical and can be implemented given the beneficiary’s situation

Q Are prioritized in terms of urgency

Q Specify treatment/intervention resources

ADDITIONAL COMMENTS
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SECTION XVII— NOTICE OF ADVERSE BENEFIT DETERMINATION

WHAT IS A NOTICE OF ADVERSE BENEFIT DETERMINATION?

Prior to implementation of the Final Rule, (Title 42, Code of Federal Regulations, part 438,
Subpart F), five (5) types of Notice of Actions, referred to as NOA-A, NOA-B, NOA-C, NOA-D,
and NOA-E, were the responsibility of the Network Providers to issue to beneficiaries. However,
since the implementation of the Final Rule, these NOAs are obsolete and are replaced by Notices
of Adverse Benefit Determination (NOABD) letters developed by the Department of Health Care
Services and under the authority of the MHP for determinations on Specialty Mental Health
Services.

A Notice of Adverse Benefit Determination (NOABD) is a determination made by the Mental
Health Plan (MHP) to include: denial or limited authorization of a requested service, including
determinations based on level of service, medical necessity, appropriateness, setting, or
effectiveness of a covered benefit; the reduction, suspension or termination of a previously
authorized service; the denial, in whole or in part, of a payment for a service; the failure to provide
services in a timely manner; the failure to act within the required timeframes for standard
resolution of grievances and appeals; and the beneficiary’s right to dispute an extension of time
proposed by the LMHP to make an authorization, and the denial of a beneficiary’s request to
dispute financial liability.

In accordance with federal regulations grievances and appeals system (42 CFR Sections 438.400
et al), and State of California Department of Health Care Services (DHCS) grievances and
appeals regulations described in Title 22, CCR Sections e (3) and (4), 42 CFR, 438.10, DHCS
Information Notice No. 18-010, the Los Angeles County Department of Mental Health (LAC-DMH),
the Mental Health Plan, Intensive Care Division, shall adhere to actions that include: denial or
limited authorization of a requested service, including determinations based on level of service,
medical necessity, appropriateness, setting, or effectiveness of a covered benefit; the reduction,
suspension or termination of a previously authorized service; the denial, in whole or in part, of
payment for a service; the failure to provide services in a timely manner; the failure to act within
the required timeframes for standard resolution of grievances and appeals; and the beneficiary’s
rights to dispute an extension of time proposed by the MHP to make an authorization decision.
The Notice of Adverse Benefit Determination (NOABD) letter shall include the enclosures:
NOABD Your Rights, Nondiscrimination Notice, and Language Assistance. These enclosures are
required to ensure that the beneficiary is informed of civil rights laws and the right to appeal a
NOABD (Refer to Attachment II).

The NOABD letter must explain the following:

The adverse benefit determination the plan has made; a clear and concise explanation for the
reason for the decision (determinations based on Medical Necessity Criteria must include the
clinical reasons for the decisions and state why the beneficiary condition does not meet Specialty
Mental Health Services); a description of the criteria used. For example, Medical necessity
Criteria, and any processes, strategies or evidentiary standards used in making the determination;
the beneficiary’s right to be provided upon request and free of charge, reasonable access to and
copies of all documents, records and other information relevant to the beneficiary’s adverse
benefit determination; and the name and direct telephone number of the decision maker shall be
included in the NOABD.
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An expression of dissatisfaction about any matter other than an Adverse Benefit Determination is
a grievance.

A grievance may include, but not limited to, the quality of care or services provided, and aspects
of interpersonal relationships such as rudeness of a provider or employee, failure to respect the
beneficiary’s rights regardless of whether remedial action is requested, and the beneficiary’s
right to dispute an extension of time proposed by the MHP to make an authorization decision. A
complaint is the same as a formal grievance. A complaint shall be considered a grievance
unless it meets the definition of an “adverse benefit determination”, as described above.

The Notice of Adverse Benefit Determination (NOABD) and the Notice of Appeal Resolution
(NAR) will describe what the beneficiary and the provider may receive when an action has been
determined by the MHP that results in a requested service not authorized by the MHP (Refer to
Attachment |, 11 & Ill). The example letters in Attachment I, 1l & 11l describe a Denied request for
Psychological Testing and the Notice of Appeal Resolution. Please see these example letters
for an understanding of the NOABD process in compliance with the Department of Health Care
Services.

THE BENEFICIARY GRIEVANCE

A beneficiary may file a grievance in writing or verbally when they are dissatisfied or unhappy
about the services they are receiving or have any other concerns about the network provider or
the LMHP. A grievance may not be filed for a problem covered by the NOABD appeal process
and State Hearing.

Beneficiaries may contact the LMHP Patients’ Rights Office at (213) 738-4949 for assistance in
filing a grievance or appeal (Refer to Section VI: The Beneficiary Services Program and
Requirements for Providing Medi-Cal Beneficiary Material to Clients, for information on obtaining
additional information on Grievance and Appeals Procedures and Beneficiary Grievance forms).

STATE HEARING

A State Hearing is an independent review conducted by the California Department of Social
Services to ensure you have received the specialty mental health services to which you are
entitled under the Medi-Cal program.

You can file an appeal with the State of California based on the following:

o You filed an appeal and received a Notice of Adverse Benefit Determination (NOABD) letter
telling you that the MHP will still not provide the services or denies your request

o You were informed by a county contracted provider that you do not qualify to receive any
Medi-Cal specialty mental health services because you do not meet the necessity criteria

o  You were informed by your provider who thinks you need specialty mental health service and
asks the MHP for approval, but the MHP does not agree and denies your provider’'s request
or reduces the type or frequency of service

o  Your provider has asked the MHP for approval, but the MHP needs more information to make
a decision and doesn’t complete the approval process on time
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o  Your MHP doesn’t provide services to you based on the timelines (Refer to NOABD Policies
and Procedures for Psychological Testing and other specialty mental health services)

o  You don't think the MHP is providing services soon enough to meet your needs
o  Your grievance, appeal or expedited appeal wasn’t resolved in time

o  You and your provider do not agree on the specialty mental health services you need

You only have 120 days to ask for a State Hearing. The 120 day begins from the date on the
NOABD letter (Refer to MHP NOABD Policy & Procedures, Policy # 313.43 for Psychological
Testing Authorization).

State Hearings Division
California Department of Social Services
P.O. Box 944243, Mail Station 19-37
Sacramento, CA 94244-2433
Phone: (800) 952-5253

AID PAID PENDING

Aid Paid Pending (APP) is the suspension of an agency’s proposed action until a hearing and/or
a decision is rendered. The network provider and the LMHP are required to provide APP to Medi-
Cal beneficiaries who want to continue to receive mental health services while in the process of
resolving their dispute through an Appeal or State Hearing when the following criteria are met:

e The request for APP was filed 10 days from the date the NOABD was mailed, 10 days
from the date the NOABD was personally given to the beneficiary, or before the effective
date of the change, whichever is later;

e The beneficiary is receiving mental health services which do not require prior
authorization; and

e The beneficiary is receiving mental health services under an existing service authorization
which is being terminated, reduced or denied for renewal by the LMHP.

When the network provider or the LMHP receives a notice that the Medi-Cal beneficiary has
requested an Appeal or State Hearing, the network provider or the LMHP is responsible for
determining if the hearing request involved APP. If the criteria specified above for APP are met,
the network provider and the LMHP are required to provide the APP.
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EXAMPLE

Los Angeles County
DEPARTMENT OF MENTAL HEALTH

Intensive Care Division, Central Authorization Unit
550 South YVermont Avenue,, 7% Floor
Los Angeles, Ca 90020

January 15, 2018 RE: ACKNOWLEDGMENT OF RECEIPT OF
APPEAL REQUEST FOR PSYCHOLOGICAL
TESTING FROM JOHN SMITH, Ph.D.

Mary Ann Jones John sSmith, Ph.D.
567 B Street 123 4™ Street
Los Angeles, CA 20034 Los Angeles, CA 90012

The Department of Mental Health (DMH), Intensive Care Division, Central Autherization Unit has
received your request to appeal the Notice of Adverse Benefit Determination (NOABD- Denial) for the
above referenced Medi-Cal beneficiary. Your request was received within the 60 calendar day
regulation.

Your 2ppeal will be reviewed by a different and impartial licensed psychologist or psychiatrist, after
review you will receive a Notice of Appeal Resolution (NAR) that your Appeal has either been Upheld or
Overturned. The NAR Upheld decision is not wholly in favor of the beneficiary. A NAR Overturned is
resolved whelly in in favor of the beneficiary.

The Notice of Appeal Resolution shall be determined not later than 20 calendar days of receipt. If the
DMH fails to resolve your appeal within the 30 calendar day regulation, then you are deemed to have
exhausted the MHP's appeal process and may initiate a State hearing. Additionally, if you received a
Motice of Appeal Resolution that has been Upheld or not wholly in your favor you also have a right to
request a State hearing.

Thank you for your request for an appeal on the above referenced beneficiary. The Department of
Mental Health, Central Authorization Unit, looks forward to reviewing your appeal.

Should you have any further guestions, please contact Kary To, Ph.D at (213) 738-4889.

Sincerely,

Michael Tredinnick, Ph.D.
Program Manager Il
Clinical Operations
Intensive Care Division
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EXAMPLE

Los Angeles County
DEPARTMENT OF MENTAL HEALTH

Los Angeles County Department of Mental Health
Clinical Operations

Intensive Care Division, Central Authorization Unit
550 South Vermont Ave. 7" Floor

Los Angeles, CA 90020

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request

January 1, 2018

Mary Ann Jones John Smith, Ph.D.
567 8" Street 123 4 Street
Los Angeles, CA 90034 Los Angeles, CA 90012

RE: Psychological Testing

John Smith, Ph.D. has asked DMH to approve Psychological Testing. This
requesl is denied. The reason for the denial is the request for psychological
testing was made to determine if medication is needed; The criteria used for the
determination can be found in County of Los Angeles, Department of Mental
Health, Local Mental Health Plan, Medi-Cal Speciailty, Mental Health Services,
Provider Manual, Fifth Edition July 2014, and The clinical reasons for the
decision regarding medical necessity is that the beneficiary should be referred to
a psychiatrist to support medication evaluation and management.

You may appeal this decision if you think it is incorrect. The enclosed “Your
Rights” information notice tells you how. It also tells you where you can get help
with your appeal. This also means free legal help. You are encouraged to send
with your appeal any information or documents that could help your appeal. The
enclosed “Your Rights” information notice provides timelines you must follow
when requesting an appeal.
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EXAMPLE

Los Angeles County
DEPARTMENT OF MENTAL HEALTH

You may ask for free copies of all information used to make this decision. This
includes a copy of the guideline, protocol, or criteria that we used to make our
decision. To ask for this, please call Kary To, Ph.D. at (213) 738-4889.

If you are currently getting services and you want to keep getting services while
we decide on your appeal, you must ask for an appeal within 10 days from the
date on this letter or before the date the Plan says services will be stopped or
reduced.

The Plan can help you with any questions you have about this notice. For help,
you may call Intensive Care Division, Central Authorization Unit 8:00 a.m. to 5:00
p.m.at (213) 738-4889. If you have trouble speaking or hearing, please call
TTY/TTD number (213) 738-4888, between 08:00 a.m. to 5:00 p.m. for help.

If you need this notice and/or other documents from
the Plan in an alternative communication format such
as large font, Braille, or an electronic format, or, if you
would like help reading the material, please contact
DMH ACCESS Center by calling (800) 854-7771.

If the Plan does not help you to your satisfaction and/or you need additional help,
the State Medi-Cal Managed Care Ombudsman Office can help you with any
questions. You may call them Monday through Friday, 8am to Spm PST,
excluding holidays, at 1-888-452-8609.

This notice does not affect any of your other Medi-Cal services.
Kary To, Ph.D.
Enclosures: “Your Rights®

Language Assistance Taglines

Beneficiary Non-Discrimination Notice

Enclose notice with each leiter
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ENCLOSURE “YOUR RIGHTS”

For Mental Health Plans and DMC-0DS County Plans e B R

R .
YOUR RIGHTS UNDER MEDI-CAL ~ =
faEni e

If you need this notice and/or other documents from the
Plan in an alternative communication format such as large
font, Braille, or an electronic format, or, if you would like
help reading the material, please contact ACCESS Center
by calling (800) 854-7771.

If you still do not agree with the plan's decision, you can ask for a “State Hearing™ and
a judge will review your case,

You must ask for a State Hearing within 120 days from the date of this letter. However,
if you are currently getting treatment and you want to continue your treatment
while you appeal, you must ask for a State Hearing within 10 days from the date
this letter was postmarked or deliverad to you OR before the date your health plan says
senvices will be stopped or reduced. When you ask for a State Hearing, you must say
that you want to keep getting your treatment. You will not have to pay for a State
Hearing.

You can ask for a State Hearing by phone, electronically, or in writing:

« By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.

« Electronically: You may request a State Hearing online. Please visit the California
Department of Social Services” website to complete the electronic form:
https://secure.dss.cahwnet. gowv/shd/pubintake/edss-request.aspx

o In writing: Fill out a State Hearing form or send a letier to:

California Department of Social Services
State Hearings Division

P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 24244-2430

Be sure to include your name, address, telephone nurmber, Date of Birth, and the
reason you want a State Hearing. If someone is helping you ask for a State
Hearing, add their name, address, and telephone number to the form or letter. IF
you need an interpreter, tell us what language you speak. You will not have fo
pay for an interpreter. We will get you one.

After you ask for a State Hearing, it could take up to 90 days to decide your case and
sand you an answer, If vou think waiting that long will harmn your health, you might be
able to get an answer within 72 hours. You may wish to ask your doctor or mental
health plan to write a letter for you or you may write your own. The letter must explain

Prepared by the California Depardment of Health Care Services fo help you understand your nghts



Attachment Il
40f 9

For Mental Health Plans and DMC-0ODS County Plans

in detail how waiting for up to 90 days for your case 1o be decided will seriously harm
wour life, your health, or your ability to attain, maintain, or regain maximum function,
Then, make sure you ask for an “expedited hearing,” and provide the letter with your
request for a hearing.

Authorized Representative

You may speak for yourself at the State Hearing or have another person speak for you,
such as a relative, friend, advocate, doctor, or attomey.  If you want another person to
speak for you, then you must tell the State Hearning office that the person is allowed to
speak on your behalf. This person is called an "authorized representative.”

Legal Help

You may be able to get free lagal halp. You may call the local Legal Aid program in
your county at 888-804-3536.

Prepared by the California Department of Health Care Services to help you understand your rights
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ENCLOSURE ‘LANGUAGE ASSISTANCE TAGLINES’

Send with all notices

LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call (B0D0D) 854-7771) (TTY: (213)y738-4888 }.

ATTENTION: Auxiliary aids and services, including but
not limited to large print documents and alternative
formats, are available to you free of charge upon request.
Call (so0)854-7771). (TTY: (so0)854-7771 ).

Ezpanol ni
ATEMNCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingliistica. Llame al (800) B54-F771 ). (TTY: (800) 854-7771 ).

Tigéng Viét (Vietnamese

CHU ¥: Méu ban ndi Tieng Viét, cd cac dich vy hd trer ngdn ngir mign phi danh cho
ban. Goi st (800) 854-7771).  (TTY:(80D) 854-7771 ).

Tagal agalog — Filipino

PALUMAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa (800) 854-7771

{TTY: (BOO) BS4-T771 ).

#20 (Korean)

TO|: TIZE MESIAEEL2. 2 X2 MU A2 282 0|4 4= Q2L|C}
(800) 854-7771 (TTY: (8B00) 854-7771 P22 s FYA 2.

LM pIriChinese)

AR MRAFEASREPY S0kl aBESEEIERERE - SAHE (800) 854-7771
(TTY: (BOO) 854-7771 )+
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Fuwybpbu (Armenian)

NFGUTAFR3NFL" Geb ununw Bp hugbpsl, wegw kg wyswn Yuwepnn Bl
unpulwnndt) itqduwipwl wepwlgnupul Swnuwynepnuilibp:. 2wbquwhwpbg
(BOO) 854-T7T1 (TTY (htnwwhuw)® (800) 854-T771 )

Pycckmin (Russian)

BHHMMAHIME: Ecnw Bel roBOpWTE HA PYCCKOM F3bIKE, TO BAM 4OCTYNHE BECNNaTHLIE
ycnyrm nepesofa. 3eonuTe (800) B54-7771 ). (Tenevain: (800) 854-7771 ).

2 (Farsi)
[EEE BICLE PYCRPRPTINE PRI, PR PET. SUIPR. & Sy T PL PP R P
by udad (B0O) BS4-T771). (TTY: (800) B54-7771 )0 .25 e pali

H =58 (Japanese)

EEFH BEEEEIhLBE. MHOBEEESCHAELV-FITEY,
{(BOD) B54-T7771 (TTY: (B00) 854-7771 ) FT. HSREFIC T IERE &L,

Hmoob {H
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hu rau (800) 854-7771 (TTY: {800) B54-7771 ).

YAl (Punjabi)

famis f2: 71 AT Uardl a2 4. 3t 9w @9 mofes e o2 =8 yez Gussag )
(BOD) B54-7771 (TTY: (BDO) 854-7771 ) 2 & I

a8 (Arabic)

(800) 854-7771 A bead el ol A g A pa i R Laall Ciland, lE sdalll S5 ST 13 sl gals

A(BOD) BS4-TTT1 a5l y pell wifls a8 ;)

&l (Hindi)
o Ofe ey B daa & J) smads e g oy geTmar G4 Sues
(B800) B54-7771 (TTY:(BOD) 854-7771 ) UL PicT P

anlve (Thai)
Wow: AEranan e inspnanunsa ldusasdhomSovan e léws Tws (B00) B54-7771
(TTY: (8D0) 854-7771 ).
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i2: (Cambodian)
(uddgge H i CEchyrn8unw manieg | whdgwusasmaninwas Sy ;S
BHNGENS AN © O HD B9 G @ 605 (800) 854-7771  (TTY: (800) 854-7771 )4

wersoto (Lao)
Tuogmw: Thdr vimxdmwan 070, MMULSNILGoEEIBC LW,
Towdcdyen, coviveuloiime. ne (800) 854-7771  (TTY: (800) 854-7771 ).



ENCLOSURE ‘BENEFICIARY NON-DISCRIMINATION NOTICE’

NONDISCRIMINATION NOTICE

Discrimination is against the law. Los Angeles County
Department of Mental Health (LMHP) follows Federal civill
rights laws. LMHP does not discriminate, exclude people,
or treat them differently because of race, color, national
origin, age, disability, or sex.

LMHP provides:

¢ Free aids and services to people with disabilities to
help them communicate better, such as:

e Qualified sign language interpreters

¢ Written information in other formats (large print,
audio, accessible electronic formats, other
formats)

e Free language services to people whose primary
language is not English, such as:

e Qualified interpreters
¢ Information written in other languages

If you need these services, contact ACCESS Center 24
hours a day, 7 days a week by calling (800) 854-7771: Oir,
if you cannot hear or speak well, please call (800)
854-7771.

Attachment Il
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Send with all notices

HOW TO FILE A GRIEVANCE]

If you believe that LMHP has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with LMHP Patient's Rights. You can file a grievance by phone, in writing, in
person, or electronically:

+ By phone: Contact Patient's Rights between 8:00 am through 5:00 p.m. by calling
(213)738-4888 or (800) 700-9996. Or, if you cannot hear or speak well, please
call ACCESS Center at (800) 854-7771.

» In writing: Fill out a grievance form, or write a letter and send it to:

Los Angeles County, Department of Mental Health, Patients’ Rights Office
550 South Vermont Avenue, Los Angeles, CA 90020

« In person: Yjsit. Los Angeles County, Department of Mental Health, Patients’
Rights Office 550 South Vermont Avenue, Los Angeles, CA 90020 and say you
want to file a grievance.

OFFICE OF CIVIL RIGHTS

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights by phone, in writing, or electronically:

» By phone Call 1-800-368-1019. If you cannot speak or hear well, please call
TTY/TDD 1-800-537-7697.

« |nwriting: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 5089F, HHH Building

Washington, D.C. 20201

Complaint forms are available at hitp//www.hhs.gov/ocr/office/filefindex. html.

« Electronically: Visit the Office for Civil Rights Complaint Portal at
https:/focrportal. hhs.goviocr/portallobby jsf.




Attachment llI
1of2

EXAMPLE

Los Angeles County
DEPARTMENT OF MENTAL HEALTH .

005 50 T T
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NOTICE OF APPEAL RESOLUTION

January 18, 2018

Mary Ann Jones John Smith, Ph.D.
567 8" Street 123 4" Street
Los Angeles, CA 90034 Los Angeles, CA 90012

RE: Psychological Testing

John Smith, Ph.D., on your behalf, appealed the denial of Psychological Testing.
DMH has reviewed the appeal and has decided to uphold the decision. This
request is still denied. This is because the use of psychological testing to
determine if medication is needed is exempt from the criteria for testing; The
guidelines used can be found in the County of Los Angeles, Department of
Mental Health, Local Mental Health Plan, Medi-Cal Specialty mental Health
Services, Provider Manual Fifth Edition, July 2014, and the clinical reasons for
the decision for medical necessity should be referred to a psychiatrist to support
medication evaluation and management.

You may ask for free copies of all information used to make this decision. This
includes a copy of the actual benefit provision, guideline, protocol, or criteria on
which we based our decision. To ask for this, please call DMH at (213) 738-4889.

Y'ou may appeal thiz decision by requesting a State Hearing. The enclosed *Your
Rights” information notice tells you how. It also tells you where you can get help
with your appeal. This also maans free legal help. You are encouraged to send in
any information that could help your case. The enclosed *Your Rights”
information notice provides timelines you must follow when requesting an appeal.

The Plan can help you with any questions you have about this notice. For help,
you may call Intensive Care Division, Central Authorization Unit, from 8:00 a.m.
to 5:00 p.m. at (213) 738-4889. If you have trouble speaking or hearing, please
call TTY/TTD number (213) 738-4888, between 8:00 a.m. to 5:00 p.m. for help.
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Los Angeles County
DEPARTMENT OF MENTAL HEALTH _

2 AN
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If you need this notice and/or other documents from
the Plan in an alternative communication format such
as large font, Braille, or an electronic format, or, if you
would like help reading the material, please contact
DMH ACCESS Center by calling (800) 854-7771.

If the Plan does not help you to your satisfaction and/or you need additional help,
the State Medi-Cal Managed Care Ombudsman Office can help you with any
guestions. You may call them Monday through Friday, Bam to 5pm PST,
excluding holidays, at 1-B88-452-8609.

Michael Tredinnick, Ph.D.
Program Manager Il
Clinical Operations
Intensive Care Division

Enclosed: “Your Rights”

Enclose notice with each letter



COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION XVIII — MEDICATION, PHARMACY, LABORATORY
AND MEDICARE PART D

DRUG FORMULARIES

Many Medi-Cal beneficiaries have their physical health care needs met by one of the participating
plan partners of L.A. Care or Health Net while other Medi-Cal beneficiaries receive their physical
care directly through other physical health care providers.

If a Medi-Cal beneficiary is enrolled in a plan partner of L.A. Care or Health Net, medications are
handled in one of two ways. Carved out medications, specifically psychotropic medications and
mainly anti-psychotic and anti-manic medications are paid by the California Department of Health
Care Services. All medications not specifically carved out, including psychotropic medications,
are the responsibility of the plan partners of L.A. Care and Health Net.

The California Department of Health Care Services (DHCS) is responsible for all medications for
Medi-Cal beneficiaries who are not enrolled in a participating plan partner of L.A. Care or Health
Net.

The DHCS Drug Formulary and the drug formularies of the participating plan partners of L.A Care
and Health Net are available online.

The DHCS Drug Formulary is located at the following website:

1. http://www.dhcs.ca.gov

2. Select “Department of Health Care Services.”

3. On the left column under “Quick Links” select “A-Z Index.”

4. Scroll down to “Formulary/List of Contract Drugs, Medi-Cal.”

The “A Link to Health Plan Formularies” website contains information on drug formularies for the
State of California only and will allow network providers to:

1. Search formularies based on the drug name. Upon entering the drug name, this website
will provide a listing and classification of the drug coverage for each formulary in the State
of California.

2. Determine carve out drugs. These are the responsibility of the California Department of
Health Care Services Fee-for-Service Medi-Cal program. Carve out drugs will be
reimbursed by any pharmacy which accepts Medi-Cal as payment for medications.

3. Determine non-carve out drugs. For Medi-Cal beneficiaries enrolled in a Medi-Cal
physical health care plan, select medications on the formularies of the various plan
partners of L.A. Care or Health Net. The procedures will show the medication selected
and which plan partner will reimburse for those drugs. You may use only those
medications indicated for the plan partner to which the Medi-Cal beneficiary belongs.
Remember, for non-carve out drugs, clients must use the pharmacies designated by the
plan partner.

Attachment | is a quick reference guide to obtain the authorization phone numbers of the
participating plan partners of L.A. Care and Health Net.

SECTION XVIII PROVIDER MANUAL PAGE10F4
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

LocAL MENTAL HEALTH PLAN CONTRACTED PHARMACIES

Pharmacies contracted with the Local Mental Health Plan that accept Medi-Cal are located at the
following website:

http://dmh.lacounty.gov

Select “For Providers”.

Select “Clinical Tools”.

Select “Pharmacy.”

Click on link under.

http://file.lacounty.gov/SDSInter/dmh/1063887 201909 MagellansLACDMHPharmacyN

etwork.pdf
6. The information will be displayed alphabetically by city.

aprowbde

Note: Prescriptions will be filled by any pharmacy that accepts Medi-Cal
payment.

LABORATORY

All laboratory services are included as part of the pre-paid health plan benefit and therefore, Medi-
Cal beneficiaries should be directed to a laboratory contracted with their Medi-Cal health plan.
Network providers can continue to direct Medi-Cal beneficiaries to laboratory services that accept
Medi-Cal.

MEDICARE PART D

The Medicare Part D drug benefit, which was effective January 1, 2006, offers voluntary coverage
of outpatient Prescription Drug Plans (PDPs) and Medicare Advantage (MA) drug plans.
Individuals dually eligible for both Medicare and Medi-Cal are required to enroll in Medicare Part
D. Dually eligible beneficiaries formally called Medi-Medi, who did not enroll on their own prior to
December 31, 2005, were “auto-enrolled” in a drug plan.

Dually eligible beneficiaries were also “auto-enrolled” into the “Extra Help” Low Income Subsidy
(LIS) to help offset the costs of the new prescription drug plans. Applications can be obtained at
any Social Security Office, completed online at the following website address: www.ssa.gov or
mailed upon request by calling the Social Security Administration at (800) 772-1213. The
applications are also available at any County of Los Angeles Department of Public Social Services
office, or by calling (866)613-3777.

The most important change for dually eligible beneficiaries is that they began receiving their
prescription drug coverage through Medicare, not Medi-Cal. To obtain access to drug coverage
they must be enrolled in a PDP or MA-PD. As a network provider, it is beneficial to know what
plan your client is enrolled in to determine which prescribed medications are covered by their
health plan. Dually eligible beneficiaries or the network provider should also contact the pharmacy
of choice to determine if the pharmacy is enrolled in the client’s health plan.

For more information:

SECTION XVIII PROVIDER MANUAL PAGE 2 OF 4
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

1. Visit www.medicare.gov or call (800) MEDICARE (633-4227) for:

¢ Medicare prescription drug coverage information;

e Plan choices under Medicare, including Medicare Advantage Plans;

o Plan formularies, requirements including required drugs and excluded drugs; and
e To order Medicare publications

2. Contact the following advocacy resources:

www. healthconsumer.org
www.cahealthadvocates.org

www.calmedicare.org

www.wclp.org
www.healthlaw.org

www.nsclc.org

3. Contact the Center for Health Care Rights also, known as the State Health Insurance
Assistance Program for California at (800) 434-0222.

You may contact Pharmacy Services at (213) 738-4725 for questions or assistance with any
information provided in this section.

SECTION XVIII PROVIDER MANUAL PAGE 3 0F 4
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COUNTY OF LOS ANGELES

DEPARTMENT OF MENTAL HEALTH

LocAL MENTAL HEALTH PLAN

Listed below are the telephone numbers of the two health care plans: L.A. Care and Health Net
and their Plan Partners. Most Los Angeles County Medi-Cal beneficiaries are enrolled in L.A.
Care or Health Net.

L.A. CARE AND L.A. CARE PLAN PARTNERS

HEALTH AND HEALTH NET PLAN PARTNERS

L.A. Care

Anthem Blue Cross

Kaiser Permanente

Blue Shield

Medi-Cal Referral
Information:

Fax:

Pharmacy Prior
Authorization:

Member Services:

Member Services:

Member Services:
Pharmacy Prior
Authorization:
Questions Re: Prior
Authorization:

(877) 431-2273
(213) 438-5777

(800) 788-2949

(888) 285-7801

(800) 464-4000

(800) 605-2556

(866) 712-2731

(877) 792-2731

Health Net

Molina Medical

Member Services:
Pharmacy Prior
Authorization:
Prior Authorization
Fax:

Caremark
Pharmacy:

Main number:

Fax:
Prior Authorization:

Fax:

(800) 675-6100
(800) 867-6564
(800) 977-8226
(800) 600-0180

(800) 526-8196
Ext. 127854
(866) 508-6445
(800) 526-8196
Ext. 126400
(800) 811-4804

SECTION XVIII

PROVIDER MANUAL
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LOCAL MENTAL HEALTH PLAN

SECTION XIX: MEDICAL TRANSPORTATION SERVICES

All requests for client transportation services, such as ambulances or medical vans, are
processed through the ACCESS Center at (800) 854-7771.

o Payment of transportation services will only be reimbursed for transports authorized by
the ACCESS Center.

e Prior authorization for client transportation services from the ACCESS Center is required
for payment.

e No reimbursement for client transportation service shall be made without the prior
authorization of the ACCESS Center.

In a psychiatric emergency, transportation services can only be requested by appropriate LMHP
administrative, clinical or contractor staff who have been certified by the LMHP to evaluate clients
in psychiatric emergencies and prepare involuntary holds pursuant to Welfare and Institutions
Code Sections 5150 and 5585. The ACCESS Center will authorize and activate evaluation
services for hospitalization in the event of an emergency.

The LMHP is not responsible for providing, arranging or payment for transportation services,
except when the purpose of the medical transportation service is to transport a Medi-Cal
beneficiary from a psychiatric inpatient hospital to another psychiatric inpatient hospital or another
type of twenty-four-hour care facility because the services in the facility to which the Medi-Cal
beneficiary is being transported will result in lower costs to the LMHP.

TRANSPORTATION AUTHORIZATION FOR MEDI-CAL BENEFICIARIES ENROLLED IN PRE-
PAID HEALTH PLANS

Transportation authorization or reimbursement services for Medi-Cal beneficiaries who are
members of a Plan Partner of LA Care or Health Net are the responsibility of the Plan Partner. A
client must be Medi-Cal eligible on the date of service in order to receive reimbursement.

For information concerning transportation for LA Care and Health Net enrollees please contact
the following Plan Partners:

LA Care Plan Partners

Anthem Blue Cross (888) 285-7801
Blue Shield (800) 605-2556
Kaiser Permanente (800) 464-4000

Health Net Plan Partners
Molina Medical (800) 526-8196

TRANSPORTATION AUTHORIZATION FOR MEDI-CAL BENEFICIARIES NOT ENROLLED IN
PRE-PAID HEALTH PLANS

SECTION XIX PROVIDER MANUAL PAGE 10F 2
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

Transportation reimbursement for Medi-Cal beneficiaries, who are not enrolled in an LA Care or
Health Net Plan Partner, is provided by the California Department of Health Care Services
(DHCS). Medi-Cal covers ambulance and other medical transportation only when the
beneficiary’s medical and physical condition is such that transport by ordinary means of public or
private transportation is medically contraindicated and medical transportation is required for
obtaining needed medical care. A client must be Medi-Cal eligible on the date of service in order
to receive reimbursement.

To obtain information about the regulations governing DHCS Fee-for-Service Medi-Cal
transportation services for Medi-Cal beneficiaries not enrolled in an LA Care or Health Net Plan
Partner, go to the Medi-Cal website address at: www.Medi-Cal.ca.gov. Select “Provider Manuals”
in the right column. Under “Allied Health” Select “Medical Transportation”. Scroll down to the
“Medical Transportation” link of interest.

For information concerning transportation claims contact the Medi-Cal Telephone Service Center
at (800) 541-5555.

CLIENTS WITHOUT MEDI-CAL/INDIGENT CLIENTS

The ACCESS Center is responsible for all transportation services provided to indigent clients. No
client will be transported unless evaluated by authorized staff of the LMHP.

CLIENTS WHO MUST BE RETURNED TO COUNTY OF RESIDENCE

The ACCESS Center will arrange transportation for psychiatric clients from surrounding
jurisdictions who must be returned to their county of residence for treatment or other reasons
deemed appropriate by the ACCESS Center. Call the ACCESS Center at (800) 854-7771 for
consultation and authorization for ambulance services in these situations.

SECTION XIX PROVIDER MANUAL PAGE 2 OF 2
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LocAL MENTAL HEALTH PLAN

SECTION XX — OQUT-OF-COUNTY SERVICES

Out-of-county services are provided to a Los Angeles County Medi-Cal beneficiary outside the
geographic boundaries of Los Angeles County by a provider who is not contracted with the Local
Mental Health Plan (LMHP).

It is the policy of the LMHP to ensure timely and effective clinical treatment regardless of a Medi-
Cal beneficiary’s county of residence. Only licensed specialty mental health providers who have
met the requirements established by the LMHP will be reimbursed for specialty mental health
services provided to Los Angeles County Medi-Cal beneficiaries outside the geographical
boundaries of Los Angeles County.

Emergency, crisis and urgent care specialty mental health services may be provided to a Los
Angeles County Medi-Cal beneficiary outside the geographic boundaries of Los Angeles County
by an out-of-county Medi-Cal provider without prior authorization from the LMHP.

AUTHORIZATION OF ROUTINE SERVICES

CHILDREN AND ADOLESCENTS AND NON- MINOR DEPENDENTS

Out-of-county providers contracted with the LMHP in the county in which the youth is placed
that do not have a contract with LA County Department of Mental Health are able to provide
routine specialty mental health services to Los Angeles County Medi-Cal beneficiaries under
21 years of age, who are placed in kinship care or with an adoptive family. The out-of-county
providers are required to submit a Service Authorization Request (SAR) through the *Senate
Bill 785 (SB 785) process prior to delivering the service(s). The SAR can be submitted via fax
to the Continuum of Care Reform (CCR) Division, Interagency Case Management Unit (ICMU)
at: (213) 738-6521.

Assembly Bill 1299 (AB 1299) establishes policy guidance of Presumptive Transfer, or Waiver
of Presumptive Transfer, when a child in foster care is placed outside their county of original
jurisdiction.

The Presumptive Transfer applies when the responsibility for the provision of, or arrangement
and payment for Specialty Mental Health Services (SMHS) transfers to the Mental Health Plan
in the child’s new county of residence. Presumptive Transfer allows for the timely service
delivery of mental health services to meet each child’s individual needs. The Presumptive
Transfer process is initiated and carried out by one of the placing agencies, Child Welfare or
Probation. The placing agency is required to notify the Mental Health Plan in the new county
of residence via email when a child has been approved for Presumptive Transfer.

The Waiver of Presumptive Transfer, made in conjunction with the Child and Family Team,
applies when the responsibility for the provision of, or arrangement and payment for Specialty
Mental Health Services (SMHS) remains with the original county of jurisdiction. The original
county of jurisdiction must ensure that the child/youth receives the appropriate, medically
necessary specialty mental health services. The Waiver of Presumptive Transfer is initiated and
carried out by the placing agency. The placing agency is required to notify the Mental Health
Plan in the new county of residence via email and the Mental Health Plan of the county of
original jurisdiction when a child has been approved for the Waiver of Presumptive Transfer.

SECTION XX PROVIDER MANUAL PAGE 10F 3
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| COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH LOoCAL MENTAL HEALTH PLAN |

For any other out-of-county services to children less than 18 years of age, contact the LMHP
CCR Division, ICMU at (213) 739-2357.

ADULTS

Out-of-county routine services to Los Angeles County Medi-Cal beneficiaries, 18 years of age
and older, are subject to the authorization requirements of the LMHP Central Authorization Unit
(CAU). Pre-authorization is required before the service is delivered in order for a provider to
receive reimbursement. The CAU can be reached by calling (213) 738-2465 or by faxing to (213)
351-2023.

Once contacted, the CAU will give the Out-of-County Providers the Out-of-County Mental Health
Provider Application for Credentialing Reciprocity form to be completed and send back to the
CAU. The CAU will send a letter to the County of the Providers to verify that the Providers are
credentialed with the LMHP of the County. Once the credentialing process is completed, the CAU
will send a letter to the Out-of-County Providers that the provider is approved with the number of
sessions approved and the reimbursement rate.

The CAU must make authorization decisions in a timely fashion, appropriate for the nature of the
beneficiary’s condition, and not to exceed five (5) business days from the receipt of the request
for authorization. For cases in which a provider indicates, or the CAU determines, this standard
timeframe could seriously jeopardize the beneficiary’s life or health or ability to attain, maintain,
or regain maximum function, the CAU must make an expedited authorization decision and provide
notice as expeditiously as the beneficiary’s health condition requires and no later than 72 hours
after receipt of the request for service. The MHP may extend the timeline regarding an extension
under two conditions: The beneficiary requests the extension or the MHP demonstrates, to the
satisfaction of DHCS upon request, that there is a need for additional information and how the
delay is in the beneficiary’s best interest (Reference Title 42, CFR, Section 438.408 (c) (1) (i). In
no event shall the event extend beyond the 14 calendar day extension.

Decisions to approve, modify, delay or deny provider requests for authorization  prior to the
provision of services to beneficiaries must be communicated initially by telephone to the
requesting provider within 24 hours of the decision, followed by a fax of the NOABD. Decisions
resulting in denial or delay of all or part of the requested service shall be communicated to the
beneficiary and the requesting provider, in writing and must be mailed with a returned receipt to
the beneficiary and the requesting provider within two (2) business days of the decision.

When the Out-Of-County request is approved by the CAU, the decision must be communicated
to the requesting provider initially by telephone within 24 hours of the decision, followed by a fax.
Tthe CAU will send a letter to the Out-of-County Providers that the provider is approved with the
number of sessions approved and the reimbursement rate.

When the Out-of-County services are denied or modified the provider will be notified initially by
a telephone call within 24 hours, followed by a fax of the Notice of Adverse Benefit Determination
(NOABD). In addition, a written NOABD notice will be mailed with a return receipt within two
business days of the adverse benefit notice for psychological testing to the provider and the
beneficiary. The NOABD letter must include the enclosures: NOABD Your Rights,
Nondiscrimination Notice, and Language Assistance. These enclosures are required to ensure
that the beneficiary is informed of civil rights laws and the right to appeal a NOABD.

SECTION XX PROVIDER MANUAL PAGE 2 OF 3
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When psychological testing services are delayed, the provider and beneficiaries will be notified
initially by telephone within 24 hours of the decision, followed by a fax of the NOABD letter. In
addition, a written NOABD notice will be mailed with a returned receipt within two business days
of the adverse benefit notice for psychological testing to the provider and the beneficiary. The
Provider and beneficiaries will be mailed with a return receipt within two business days of a written
Notice of Adverse Benefit Determination Authorization Delay, which is a “Pending” status in
IBHIS/ Provider Connect. This is when a decision about the Out-of-County request has not been
made because there is a need for additional information and the delay is in the beneficiary’s best
interest. The NOABD Authorization Delay notice is for the delay in processing the request for
services in a timely manner, including the reason for the delay. In no event shall the event extend
beyond the 14 calendar day extension. The CAU shall include with the NOABD Authorization
Delay notice the enclosure: “NOABD Your Rights” notice, which tells the requesting provider and
beneficiary about the right to an appeal and timelines to follow to file an appeal if the beneficiary
disagrees with the extension regarding the NOABD Authorization Delay.

SERVICES PROVIDED TO OUT OF COUNTY MEDI-CAL BENEFICIARIES WITHIN LOS
ANGELES COUNTY

All Medi-Cal beneficiaries will receive emergency, crisis and urgent specialty mental health
services regardless of their county of residence. LMHP network providers are to contact the
respective county of the Medi-Cal beneficiary to receive authorization for routine mental health
services for children and adolescents who are not Los Angeles County beneficiaries. LMHP
network providers are to contact the respective county of the Medi-Cal beneficiary for
authorization to provide routine mental health service to adult Medi-Cal beneficiaries (Refer to
Figure C- Out-of-County Flow Chart).

FIGURE C: OUT-OF-COUNTY FLOW CHART
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GLOSSARY OF TERMS

Appeal

A request by a beneficiary or a beneficiary’s
representative for review of any action.

Access Center

Operates 24 hours/day, 7 days/week as the entry point
for mental health services in Los Angeles County.
Services include deployment of crisis evaluations
teams, information and referrals, gatekeeping of acute
inpatient psychiatric beds, interpreter services and
patient transport.

Advance Directive

Legal documents or statements, including a living will,
which are witnessed and allow an individual to convey
in expressed instructions or desires concerning any
aspect of an individual’s health care, such as the
designation of a health care surrogate, the making of an
anatomical gift, or decisions about end-of-life care
ahead of time. An Advance Directive provides a way for
an individual to communicate wishes to family, friends
and health care professionals, and to avoid confusion
about end-of-life care ahead of time.

Annual Liability

Also known as UMDAP liability, is based on a sliding
scale fee and applies to services extended to the client
and dependent family members.

Assessment

A service activity designed to evaluate the current status
of a beneficiary’s mental, emotional, or behavioral health.
Assessment includes but is not limited to one or more of
the following: mental status, determination, analysis of
the beneficiary’s clinical history; analysis of relevant
cultural issues and history; diagnosis; and the use of
testing procedures.

Assessment

A professional review and evaluation of an individual’s
mental health needs and conditions, in order to
determine the most appropriate course of treatment, if
indicated, and may ascertain eligibility for specific
entitlement or mandated programs

Beneficiary

Any person certified as eligible under the Medi-Cal
program.

Board of Supervisors (BOS)

Los Angeles County Board of Supervisors that oversee
all county departments, including LACDMH. This Board
is an elected body.

Border Community

A community located outside of the State of California
that is not considered to be out of state for the purpose
of excluding coverage by the MHP’s because of its
proximity to California and historical usage of providers
in the community by Medi-Cal beneficiaries.
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California Institute for Mental
Health (CIMH)

The mission of CIMH is to promote excellence in mental
health services through training, technical assistance,
research, and policy development.

California Behavioral Mental
Health Director’'s Association
(CBHDA)

CBHDA provides assistance, information, training, and
advocacy to the public mental health agencies that are
its members. The mission of the Association is to
provide leadership, advocacy, expertise and support to
California's county and city mental health programs
(and their system partners) that will assist them in
serving persons with serious mental illness and serious
emotional disturbance.

Centers for Medicare and Medicaid
Services (CMS)

US federal agency which administers Medicare,
Medicaid, and the State Children's Health Insurance
Program.

Central Authorization Unit

A unit of the Intensive Care Division in the DMH office
of the Medical Director that conducts monitoring and
authorization of services. Specific service
authorizations include Over Threshold Authorization,
psychological testing, day treatment and requests for
authorization of out-of-county services.

Collateral

A service activity to a significant support person in a
beneficiary’s life for the purpose of meeting the needs of
the beneficiary in terms of achieving the goals of the
beneficiary’s client plan. Collateral may include but is not
limited to consultation and training of the significant
support person(s) to assist in better utilization of specialty
mental health services by the beneficiary, consultation
and training of the significant support person(s) to assist
in better understanding of mental illness, and family
counseling with the significant support person(s). The
beneficiary may or may not be present for this service
activity.

Concurrent Review

Specialty Mental Health Services provided to a
beneficiary is reviewed as it is provided. It includes
establishing medically necessary for diagnosis and
treatment of a mental disorder in an acute psychiatric
inpatient hospital, identifying a discharge, establishing
care coordination and continuing care plan early in the
stay.

Co-Occurring Disorders (COD)

Two disorders occurring to one individual
simultaneously. Clients said to have COD have more
than one mental, developmental, or substance-related
disorder, or a combination of such disorders. COD
exists when at least one disorder of each type can be
established independent of the other and is not simply a
cluster of symptoms resulting from a single disorder.

Co-occurring/Comorbidity

The existence of two or more illnesses — whether
physical or mental — at the same time in a single
individual.
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Coordination of Benefits

A process for determining the respective responsibilities
and priority order of two or more insuring entities that
have some financial responsibility for a medical claim.

Crisis Intervention

A service lasting less than 24 hours, to or on behalf of a
beneficiary for a condition that requires more timely
response than a regularly scheduled visit. Service
activities include but are not limited to one or more of the
following: assessment, collateral and therapy. Crisis
intervention is distinguished from crisis stabilization by
being delivered by providers who do not meet the crisis
stabilization contact, site, and staffing requirements.

Crisis Stabilization

A service lasting less than 24 hours, to or on behalf of a
beneficiary for a condition that requires more timely
response than a regularly scheduled visit. Service
activities include but are not limited to one or more of the
following: assessment, collateral and therapy. Crisis
stabilization is distinguished from crisis intervention by
being delivered by providers who do meet the crisis
stabilization contact, site and staffing requirements.

Cultural Competence

A set of congruent practice skills, behaviors, attitudes
and policies in a system, agency, or among those
persons providing services that enables the system,
agency, or those persons providing services to work
effectively in cross cultural situations.

Cultural Competency

The practice of continuous self-assessment and
community awareness by service providers to ensure a
focus on the specific needs regarding linguistic,
socioeconomic, educational, spiritual and ethnic
experiences of consumers and their families/support
systems relative to their care.

Day Rehabilitation

A structure program of rehabilitation and therapy to
improve, maintain or restore personal independence
and functioning, consistent with requirements for
learning and development, which provides services to a
distinct group of individuals. Services are available at
least three hours and less than 24 hours each day the
program is open. Service activities may include, but are
not limited to, assessment, plan development, therapy,
rehabilitation and collateral.

Day Treatment Intensive

A structure, multi-disciplinary program of therapy which
may be an alternative to hospitalization, avoid
placement in a more restrictive setting, or maintain the
individual in a community setting, which provides
services to a distinct group of individuals. Services are
available at least three hours and less than 24 hours
each day the program is open. Service activities may
include, but are not limited to, assessment, plan
development, therapy, rehabilitation and collateral.
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Day Treatment Rehabilitation

A structured program of therapeutic services and
activities, in the context of a therapeutic milieu, designed
to improve, maintain and restore personal independence
and functioning consistent with age-appropriate learning
and development. It provides services to a distinct group
of clients. Day Rehabilitation is a packaged program with
services available at least three (3) hours and less than
twenty-four (24) hours each day the program is open. In
Los Angeles County these services must be authorized
by the Central Authorization Unit.

Department of Health Care
Services

State Department of Health Care services that includes
Mental Health component

Dual Diagnosis

Occurs when an individual has two separate but
interrelated diagnoses of a mental illness and a
chemical dependency.

Early and Periodic Screening,
Diagnosis and Treatment (EPSDT)

Mental Health related diagnostic services and treatment,
other than physical health care, available under the Medi-
Cal program only to persons under 21 years of age, that
have been determined by the State Department of Health
Services.

Early Intervention

Diagnosing and treating mental illnesses early in their
development.

Electronic Data Interchange (EDI)

A set of standards for structuring information to be
electronically exchanged between and within
businesses, organizations, government entities and
other groups.

Evidence-based Practices (EBP)

Practices that have quantitative and qualitative data
showing positive outcomes. These practices have been
subject to expert/peer review that has determined that a
particular approach or program has a significant level of
evidence of effectiveness in public health research
literature.

Expedited Appeal

An appeal to be used when the mental health plan
determines or the beneficiary and/or the beneficiary’s
provider certifies that following the timeframe for an
appeal would seriously jeopardize the beneficiary’s life,
health, or ability to attain, maintain, or regain maximum
function.

Fair Hearing

The State hearing provided to beneficiaries.

Federal Financial Participation
(FFP)

Federal matching funds available to services provided to
Medi-Cal beneficiaries under the Medi-Cal program

Fee-For-Service/Medi-Cal Hospital

A hospital that submits reimbursement claims for Medi-
Cal psychiatric inpatient hospital services through the
fiscal intermediary

Full-time equivalent (FTE)

A way to measure a worker's completed weekly hours.
An FTE of 1.0 means that the person is equivalent to a
full-time worker (40 hours/ week), while an FTE of 0.5
signals that the worker is only half-time (20 hours/week).

Grievance

An expression of dissatisfaction by a beneficiary/client.
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Group Provider An organization that provides specialty mental health
services through two or more individual providers.
Group providers include entities such as independent
practice associations, hospital outpatient departments,
health care service plans, and clinics.

Health Insurance Portability and HIPAA defines numerous offenses relating to health

Accountability Act (HIPAA) care and sets civil and criminal penalties for them. It
also creates several programs to control fraud and
abuse within the health care system.

HIPAA Final Security Rules Rules dealing specifically with electronic protected
health information, which lay out three types of security
safeguards required for compliance: administrative,
physical, and technical.

Hospital An institution that has been certified by the State
Department of Health Services as a Medi-Cal provider of
inpatient hospital services. Hospital includes general
acute care hospitals of the Health and Safety Code, and
psychiatric health facilities certified by the State
Department of Health Services as Medi-Cal providers of
inpatient hospital services.

Individual Provider Licensed mental health professionals who scope of
practice permits the practice of psychotherapy without
supervision who provide specialty mental health services
directly to beneficiaries. Individual provider includes
licensed physicians, licensed psychologists, licensed
clinical social workers, licensed marriage and family
therapists, and registered nurses with a master’s degree
within their scope of practice. Individual provider does
not include licensed mental health professionals when
they are acting as employees of any organizational
provider or contractors of organizational providers other
than the MHP.

Intake Period Initial clinical evaluations must be completed within 60
days of intake for a new admission (no open episodes),
or within 30 days when the client is being opened to a
new service but has other open episodes.

Intervention The act of intervening, interfering or interceding with the
intent of modifying the outcome. In health and mental
health, an intervention is usually undertaken to help
treat or cure a condition.

Licensed Mental Health Licensed physicians, licensed psychologists, licensed

Professional clinical social workers, licensed marriage and family
therapists, registered nurses, licensed vocational nurses,
and licensed psychiatric technicians.

Managed Care The organized system for delivering comprehensive
mental health services that allows the managed care
entity to determine what services will be provided to
an individual in return for a prearranged financial
payment.
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Medi-Cal Managed Care Plan

An entity contracting with the State Department of Health
Services to provide services to enrolled beneficiaries.

Medicare Fiscal Intermediary

Private insurance companies that serve as the federal
government’s agents in the administration of the
Medicare program, including the administration of
claims payment.

Medication Support Services

Services that include prescribing, administering,
dispensing and monitoring of psychiatric medications or
biological that are necessary to alleviate the symptoms
of mental illness. Service activities may include but are
not limited to evaluation of the need for medication;
evaluation of clinical effectiveness and side effects; the
obtaining of informed consent; instruction in the use,
risks and benefits of and alternatives for medication; and
collateral and plan development related to the delivery of
the service and/or assessment of the beneficiary.

Megan’s law

California's Megan's Law provides the public with
certain information on the whereabouts of sex offenders
so that members of local communities may protect
themselves and their children.

Memorandum of Understanding
(MOU)

A written agreement between mental health plans and
Medi-Cal managed care plans describing their
responsibilities in the delivery of specialty mental health
services to beneficiaries who are served by both parties.

Mental Health Plan (MHP)

An entity that enters into a contract with the Department
to provide directly or arrange and pay for specialty mental
health services to beneficiaries in a county. An MHP may
be a county, counties acting jointly or another
governmental or non-governmental entity.

Mental Health Services

Individual or group therapies and interventions that are
designed to provide reduction of mental disability and
restoration, improvement or maintenance of functioning
consistent with the goals of learning, development,
independent living and enhanced self-sufficiency and
that are not provided as a component of adult residential
services, crisis residential treatment services, crisis
intervention, crisis stabilization, day rehabilitation, or day
treatment intensive. Service activities may include but
are not limited to assessment, plan development,
therapy, rehabilitation and collateral.

MHP of Beneficiary

The MHP responsible for providing or arranging and
paying for specialty mental health services for a
beneficiary. The responsible MHP is the MHP serving
the county that corresponds to the beneficiary’s county
of responsibility code as listed in the Medi-Cal Eligibility
Data System (MEDS), unless another MHP is
determined responsible.
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MHP Payment Authorization The written, electronic or verbal authorization given by
an MHP to a provider for reimbursement of specialty
mental health services provided to a beneficiary.

National Provider Identifier (NPI) A unique, ten-digit numeric identifier assigned to
covered health care providers by the National Plan and
Provider Enumeration System. This identifying number
does not carry any information about health care
providers, such as the state in which they practice or
their provider type or specialization. The intent of the
NPI is to improve the efficiency and effectiveness of
electronic transmission by allowing providers and
business entities to submit the same identification
number(s) to all payers, such as insurance plans,
clearinghouses, systems vendors, and billing services.

Notice Of Adverse Benefit Any action by the MHP that is a (1) Denial or limited

Determination (NOABD) authorization of a requested service, including
determinations based on the type of level of service,
medical necessity, appropriateness, setting, or
effectiveness of a covered benefit; (2) The reduction,
suspension or termination of a previously authorized
service; (3) The denial, in whole or part, of payment for
a service; (4) The failure to provide services in a timely
manner; (5) The failure to act within the required time
frames for standard resolution of grievances and
appeals; and (6) The denial of a beneficiary’s request to
dispute financial liability.

Onset The beginning of a serious psychiatric illness that can
be diagnosed by the DSM IV. In this respect, onset can
include the onset of depression in an older adult or a
new mother experiencing the onset of post-partum
depression. Onset can apply to any psychiatric iliness.
Individuals may experience onset of a serious
psychiatric illness a number of times.

Outreach & Engagement (O&E) A component within the Mental Health Services Act
(MHSA), which aims to inform the public about MHSA,
gather community input, and integrate feedback into the
planning process. O&E activities focus on organizing the
wide diversity of backgrounds and perspectives
represented within the county, with a special emphasis
on underserved and unserved populations. It seeks to
facilitate the creation of an infrastructure that supports
partnerships with historically.

Patient’s Rights Office The Patients’ Rights Office of the Los Angeles County
Department of Mental Health was created in response
to legislation requiring each county mental health
director to appoint a patients’ rights advocate(s) to
protect and further the Constitutional and statutory
rights of mental health care recipients. Some of the
duties of this office include; investigation of complaints,
representation of patients at certification review and
medication capacity hearings, beneficiary services
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program, residential care advocacy, minors’ rights
program, jail advocacy program, LPS designation
functions, training and consultation, monitoring
Electroconvulsive treatment (ECT), data collection,
legislative interaction, missing person locator and peer
advocacy program.

Peer Any individual who uses their personal or family lived
experience related to mental health, mental illness
services and treatment, to advance the well-being of
others in a mental health supportive program setting.

Prevention The Prevention element of the MHSA PEI component

includes programs and services defined by the Institute
of Medicine (IOM) as Universal and Selective, both
occurring prior to a diagnosis for a mental iliness.

Primary Care

The provision of integrated, accessible health care
services by clinicians who are accountable for
addressing a large majority of personal health care
needs, developing a sustained partnership with
patients, and practicing in the context of family and
community.

Primary Contact

The individual at a Billing Provider who discusses
specific client service needs with the client and/or
Rendering Providers and is identified in the LAC-DMH
electronic database at the episode level.

Prior Authorization

The issuance of an MHP payment authorization to be
provided before the requested service has been
provided.

Protected Health Information (PHI)

Any information about health status, provision of health
care, or payment for health care that can be linked to a
specific individual. This is interpreted rather broadly and
includes any part of a patient's medical record or
payment history.

Provider

A person or entity who is licensed, certified, or
otherwise recognized or authorized under state law
governing the healing arts to provide specialty mental
health services and who meets the standards for
participation in the Medi-Cal program.

Provider Relations Unit (PRU)

Intensive Care Division Suport Staff who provide
administrative support services to Network Providers.

Psychiatric Inpatient Hospital
Professional Services

Specialty mental health services provided to a
beneficiary by a licensed mental health professional
with hospital admitting privileges while the beneficiary is
in a hospital receiving psychiatric inpatient hospital
services. Psychiatric inpatient hospital professional
services do not include all specialty mental health
services that may be provided in an inpatient setting.
Psychiatric inpatient hospital professional services
include only those services provided for the purpose of
evaluating and managing the mental disorder that
resulted in the need for psychiatric inpatient hospital
services. Psychiatric inpatient hospital professional
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services do not include routine hospital services or
hospital-based ancillary services.

Psychiatrist Services

Services provided by licensed physicians, within their
scope of practice, who have contracted with MHP to
provide specialty mental health services and or
medication support, who have indicated a psychiatrist
specialty as part of the provider enrollment process for
the Medi-Cal program, to diagnose or treat a mental
illness or condition.

Psychologist Services

Services provided by licensed psychologists, within their
scope of practice, to diagnose or treat a mental illness
or condition.

Public Guardian Office (PGO)

This office receives referrals from mental health
professionals who wish to evaluate clients for both
“grave disability” and mental disorder. The Director of
the Los Angeles County Public Guardian Office acts as
the conservator for individuals and their estate when the
court has determined—based on the results of the
evaluation—that the individual cannot provide for their
basic needs of food, clothing, and shelter.

Quiality Assurance Activities

Indirect activities defined by the Federal government
that assist a Local Mental Health Plan in insuring and
improving the quality of care delivered by its
organization that are not provided as a service to or in
relation to a specific client of the Department. Claiming
for these services is currently paper based. Only
licensed professionals may claim for QA activity.

Quiality Improvement Program

DMH program involving DMH leadership management,
staff, consumers and family members intended to
create and sustain a culture of system wide involvement
and continuous improvement to the delivery of care.

Receipt or Date of Receipt

Receipt of a Treatment Authorization Request or other
document. Date of receipt means the date the
document was received as indicated by a date stamp
made by the receiver or the fax date recorded on the
document. For documents submitted by mail, the
postmark date shall be used as the date of receipt in the
absence of a date/time stamp made by the receiver.

Rehabilitation

A service activity which includes, but is not limited to
assistance in improving, maintaining, or restoring a
beneficiary’s or group of beneficiaries functional skills,
daily living skills, social and leisure skills, grooming and
personal hygiene skills, meal preparation skills, and
support resources; and/or medication education.

Service Activities

Activities conducted to provide specialty mental health
services when the definition of the service includes
these activities. Service activities include, but are not
limited to, assessment, collateral, therapy, rehabilitation,
and plan development.

Service Planning Areas (SPA)

Los Angeles County is administratively divided into
eight (8) geographically-based Service Planning Areas,
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also referred to as “Service Areas”. This organizational
structure facilitates closer coordination among agencies
providing services in that geographic area.

Specialized Intensive Foster Care A community-based alternative placement for children
who require out-of-home care along with therapy and
specialized services including those children who are
emotionally and behaviorally disturbed, developmentally
disabled, and medically disabled. Specialized Intensive
Foster Care programs involve the application of specific
evidence-based practices designed to treat this
population.

Specialty Mental Health Services Rehabilitative mental health services, including: Mental
health services, medication support services, day
treatment intensive, day rehabilitation, crisis
intervention, crisis stabilization, adult residential
treatment services, crisis residential treatment services,
psychiatric health facility services, psychiatric inpatient
hospital services, targeted case management,
psychiatrist services, psychologist service, EPSDT
supplemental specialty mental health services and
psychiatric nursing facility services.

Spirituality A person’s deepest sense of belonging and connection
to a higher power or transcendent life philosophy which
may not necessarily be related to an organized religious
institution (Adapted from California Mental Health &
Spirituality Initiative). Spirituality is a process of pursuing
meaning and purpose in life.

Stakeholder A person or group of people who impacts or is directly
impacted by mental health services or, a person who
represents others’ interests relative to mental health
services.

Submit or Date of Submission To transfer a document by mail, fax, or hand delivery.
The “date of submission” means the date the document
was submitted as indicated by the postmark date, the
fax date, or the date of hand delivery as shown by the
date stamp made by the receiver. For documents
submitted by mail, the postmark date shall be used as
the date submission.

Therapy A service activity that is a therapeutic intervention that
focuses primarily on symptom reduction as a means to
improve functional impairments. Therapy may be
delivered to an individual or group of beneficiaries and
may include family therapy at which the beneficiary is
present.

Third Party Liability An amount owed for specialty mental health services on
behalf of a beneficiary by any payer other that the MHP,
the Medi-Cal program or the beneficiary.

Threshold Language The California Department of Mental Health tracks how
many people are served in each county in mental
health. If a county has 3,000 Medi-Cal consumers that
speak a certain language, then that language becomes
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a “threshold language” and the county is required to
provide services and written materials in that language.
Los Angeles County has 13 threshold languages. These
languages are Armenian, Cambodian/Khmer,
Cantonese, Farsi, Korean, Mandarin, other- Chinese,
Russian, Spanish, Tagalog, Arabic and Viethamese.

Transition Age Youth (TAY)

Youth and young adults between the age 16 and 25.

Unit of Service

The increment unit of time used to capture the quantity
of services provided (e.g. 1 minute = 1 Unit of Service)
during mental health service procedure. Claims are
generated based upon service provided and multiplied
by the rate for that procedure.

Urgent Care Centers (UCCs)

Provide intensive crisis services to individuals who
otherwise would be brought to emergency rooms for up
to 23 hours of immediate care and linkage to
community-based solutions. UCCs provide crisis
intervention services, including integrated services for
co-occurring substance abuse disorders and are
geographically located throughout the County. UCCs
focus on recovery and linkage to ongoing community
services and supports that are designed to impact
unnecessary and lengthy involuntary inpatient
treatment.

Usual and Customary Charges

Uniform charges that are listed in a provider’s
established charge schedule which are in effect and
applied consistently to post patients.
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ACRONYMS & ABBREVIATIONS

AB Assembly Bill

AC Auditor Controller

ADA Americans with Disabilities Act

AEVS Automated Eligibility Verification System

ASCX12N Electronic Data Interchange Standards

ATCMS Adult Targeted Case Management Service

BES Beneficiary Eligibility System

BIC Benefits Identification Card

CAU Central Authorization Unit

CCCP Client Care/Coordination Plan

CCR California Code of Regulations

CDAD Contracts Development and Administration Division

CFA Cognitive and Functional Ability

CIF Claim Inquiry Form

DHCS Department of Health Care Services

CGF County General Funds

CIMH California Institute of Mental Health

CIN Client Index Number

CIOB Chief Information Office Bureau

CL Client

CMHDA California Mental Health Directors Association

CMS Centers for Medicare & Medicaid Services

CMS 1500 Centers for Medicare & Medicaid Services- 1500

COD Co-Occurring Disorder

CPT Code Current Procedural Terminology

DCFS Department of Children and Family Services

DMH Los Angeles County Department of Mental Health

DOS Date of Service

DPSS Los Angeles County Department of Public Social
Services

DR Day Rehabilitation

DSM Diagnostic & Statistical Manual of Mental Disorders

DT, DTx Day Treatment

DTI Day Treatment Intensive

DX Diagnosis

E&M Evaluation & Management

EBT Electronic Benefit Transfer

ECR Error Correction Report

EDI Electronic Data Interchange

EDS Electronic Data Systems

EFT Electronic Fund Transfer




EHR Electronic Health Record

EM Evaluation and Management

EOB Explanation of Benefits

EPSDT Early and Periodic Screening Diagnosis and Treatment

ERA Electronic Remittance Advice

EVC Eligibility Verification Confirmation

FFCC Former Foster Care Children Program

FFP Federal Financial Participation

FFS Fee For Service

FH Fair Hearing

FICA Federal Insurance Contribution Act

FMLA Federal Family and Medical Leave Act

FSB Financial Services Bureau

FSP Full Service Partnership

FY Fiscal Year

HCFA Health Care Financing Administration

HF Healthy Families

HIPAA Health Insurance Portability and Accountability Act of
1996

IBHIS Integrated Behavioral Health Information System

ICD-10 International Classification of Diseases

IMD Institution for Mental Disease

LA Los Angeles

LAC Los Angeles County

LACLMHP Los Angeles County Local Mental Health Plan

LCSW Licensed Clinical Social Worker

LMHP Local Mental Health Plan

LOC Level of Care

LPS Lanterman-Petris-Short Act

MC Managed Care

Medi-Medi Medicare — Medi-Cal

MEDS Medi-Cal Eligibility Data System

MFCC Licensed Marriage, Family & Child Counselor

MFT Marriage and Family Therapist

MHFFS Mental Health Fee-for-Service

MHP Mental Health Plan

MHS Mental Health Services

MHSA Mental Health Services Act

MNC Medical Necessity Criteria

MOU Memorandum of Understanding

NOABD Notice of Adverse Benefit Determination

NP Nurse Practitioner

NPI National Provider Identifier

OHC Other Health Coverage

OMD Office of the Medical Director
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00C Out of County

OTAR Over Threshold Authorization Request
P&P Policy & Procedure

PFAR Provider File Adjustment Request

PHI Protected Health Information

POS Place of Service/ Point of Service device
QA Quality Assurance

Ql Quality Improvement

QM Quality Management

RA Remittance Advice

SDHCS State Department of Health Care Services
SED Serious Emotional Disturbance

SFC Specialized Foster Care

SFPR Single Fixed Point of Responsibility
SGF State General Fund

SIFT Secure Internet File Transfer

SMI Serious Mental IlIness

SNF Skilled Nursing Facility

SOC Share of Cost

SOC System of Care

SSA Social Security Administration

SSI Supplemental Security Income

SSN Social Security Number

STAR System for Treatment Authorization Request
TAR Treatment Authorization Request

TAY Transitional Age Youth

TCM Targeted Case Management

TFA Therapeutic Fee Adjustment

TIN Taxpayer Identification Number

UCC Urgent Care Center

UMDAP Uniform Method of Determining Ability to Pay
UR Utilization Review

VET/ADM Veterans Administration

WE&I Welfare & Institutions Code
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