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This manual is published by the Los Angeles County Department of Mental Health (DMH) Central
Business Office (CBO) and provides a standardized procedure for financial screening solely for
the use of DMH’s Legal Entity (LE) contract providers.
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Introduction

The California Department of Health Care Services (DHCS) mandates that clients treated in the
county mental health care system are to be financially screened to determine the client’s or the
responsible party’s ability to pay for the mental health services received. Financial screening
allows the provider to identify how the client will pay for the mental health services they receive
either through use of third-party benefits or by personal contribution. Financial screening also
allows the provider to identify a client’s potential eligibility for governmental benefits and make
referrals to assist clients with establishing benefits. The Los Angeles County Department of
Mental Health (LACDMH) uses the Payer Financial Information (PFl) form to obtain and record
the client’s financial circumstances.

The objective of the financial screening interview is to obtain complete and accurate billing
information from each client payer at the time of their clinical visit. The State requires counties
to apply the Uniform Method of Determining Ability to Pay (UMDAP) during financial screening,
which includes a standard sliding scale fee to determine the client’s liability amount. The UMDAP
process provides an equitable uniform method of establishing a fixed liability for the client that
does not exceed actual cost of services. The annual liability is extended to the client and their
family members. As the financial operations staff conduct the financial screening interview, staff
will:

= |dentify the payer for services rendered

= Ensure the client understands that the UMDAP annual charge period is valid for a
period of (1) year

= Ensure that the client understands their liability obligation at the beginning of
their episode and/or during their new annual charge period

This Manual is a guide to conducting the financial screening interview. It covers the information
collected during the initial and subsequent financial screening interviews that goes into the
client’s financial record. This information is also used when completing the Payer Financial
Information (PFI) form, reviewing related agreements and insurance authorizations that the
client may have to sign, requesting and reviewing supporting verification, and when initiating a
re-evaluation.

Throughout the manual, the term client will be used interchangeably to mean the individual who
received the mental health services and/or in reference to the payer who is the financially
responsible person (i.e., client’s spouse, parent, legal guardian, conservator, etc.) for the client.

Financial Screening Manual (Rev 10/01/2023)
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Uniform Method of Determining Ability to Pay (UMDAP)

DHCS requires all specialty mental health providers to use the Uniform Method of Determining
Ability to Pay (UMDAP) when assessing the ability of a client to personally pay, use third-party
payers, or establish benefits to cover the mental health services they received. The client’s
annual liability amount is determined during the financial screening interview by using the
UMDAP process. The annual liability is calculated based on the household size, adjusted gross
income, resources, and allowable expenses. The client’s annual liability applies for up to one year
and covers services received by the client and their household from providers in the LACDMH
system of care.

The UMDAP annual charge period is a twelve-month period that constitutes a client’s fiscal year.
Providers are required to re-evaluate the UMDAP annual liability amount every twelve-months.
The UMDAP annual charge period and annual liability applies to the client and the client’s
household members. There can be only one UMDAP annual charge period regardless of the
number of specialty mental health providers seen. The UMDAP annual charge period and annual
liability should be honored throughout the State of California in any county where the client
receives services. This is important because the annual liability determined during financial
screening is the most a client is responsible to pay for services during the UMDAP annual charge
period.

Once the annual charge period and annual liability are established, all subsequent providers must
accept the UMDAP annual liability established by the previous provider for the remainder of the
UMDARP liability period unless there is a change in circumstances.

How UMDAP Works

UMDAP benefits clients in that it limits how much a client and their household can be charged in
an annual charge period. Clients shall be charged based on their ability to pay for mental health
services rendered, but not more than actual cost of those services. They may continue to receive
specialty mental health services even after they have reached their UMDAP annual liability and
cannot be charged any more for services in that charge period.

Clients may receive mental health services from more than one legal entity during a given annual
liability period. Subsequent providers must accept the UMDAP liability that was previously
established by the initial provider for the remainder of the annual liability period unless there is
a change in circumstances. Subsequent providers must also coordinate with prior providers
regarding the client’s current annual liability balance.

Financial Screening Manual (Rev 10/01/2023)
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The UMDAP annual liability applies even when the client’s services are covered by a third-party
payer. After the payer processes the claim, UMDAP applies to the balance due on the claim.

EXAMPLE 1:

The client’s cost of care is $1,000, the initial provider determined the annual liability is $100, and
the third-party payer paid $500 for the service. From the $500 balance, the client is responsible
to pay the annual liability of $100. The remaining $400 balance will be covered by other funding
sources identified by the funding plan. Since the client paid the $100 annual liability for this
service, the client will not be charged for any additional services for the rest of the annual liability

period.
Cost of Care $1,000
Payment by the Third-Party -$500
Cost of Care Balance S500
Annual Liability Payment by the Client -$100
Funding Plan Covered This Balance -$400
Client's Balance for this Annual Liability Period SO
Cost of Care Balance SO

EXAMPLE 2:

The client’s cost of care is $1,000, the initial provider determined the annual liability is $100, and
the third-party payer paid $950 for the service. From the $50 balance, the client is responsible
to pay annual liability of $50. Since the client paid the S50 annual liability for this service, the
client’s balance for this annual liability period will be $50.

Cost of Care $1,000
Payment by the Third-Party -$950
Cost of Care Balance S50
Annual Liability Payment by the Client -$50
Client's Balance for this Annual Liability Period S50
Cost of Care Balance SO

Additional services were received during the annual liability period, the client’s cost of care is
$1,200 and the third-party payer paid $1,100 for the service. After the charge from prior services
in the charge period, the client’s annual liability balance is $50. The remaining $50 balance will
be covered by other funding sources identified by the funding plan. Since the client paid the
entire $100 annual liability for the two services, the client will not be charged for any additional
services for the rest of the annual liability period.

Financial Screening Manual (Rev 10/01/2023)



Page |9

Cost of Care $1,200
Payment by the Third-Party -$1,100
Cost of Care Balance $100
Annual Liability Payment by the Client -850
Funding Plan Covered This Balance -S50
Client's Balance for this Annual Liability Period SO
Cost of Care Balance SO

Financial Screening

Every effort should be made to capture billing information for all clients seen by LACDMH
providers. Once it is clinically appropriate to do so, each new client must be financially screened
before a clinical assessment is completed and after the admission has been completed. If it is
not clinically appropriate to financially screen the client on the first visit, measures must be taken
to ensure financial screening takes place during a subsequent visit. Clients should be made aware
of the cost of services and understand their responsibility for cost of care prior to leaving the
clinic. The PFl is used to document billing information collected during the financial screening
interview for:

> New clients, at intake
» Existing clients, on an annual basis (during the annual reevaluation)
» Rescreening a client when there is a change to their financial circumstances or coverage

When introducing financial screening and UMDAP to clients, it is important to explain why the
financial screening interview is being conducted and the benefits of using UMDAP during the
process.

Benefits of Financial Screening

v' UMDAP is based on what the client can pay.

v’ Financial screening lets us know if the client can receive services at a reduced
rate.

v' UMDAP is good for an entire year!

v' Once the client/client’s household has received the UMDAP amount in
mental health services, there will not be a charge to the client for additional
services for the rest of the UMDAP year!

Financial Screening Manual (Rev 10/01/2023)
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Completing the Payer Financial Information Form (PFI)

A PFl form is required to be completed for every client treated in the LACDMH system of care.
During the financial screening interview, the Payer Financial Information form (PFl) is used to
capture:

» Client’s financial information to determine a client’s ability to pay

» Identify whether the client has third-party benefits to pay for services received

» Identify if the client may potentially be eligible for Medi-Cal or other governmental
benefits

To help ensure that the financial screening is completed as efficiently as possible, provide the
client with a checklist of any documentation that can be used as supporting verification of the
information provided during the screening. Communicating what is needed prior to their
scheduled appointment allows the client to gather the documentation in advance and bring it
with them to the financial screening. The checklist provided in this manual includes acceptable
supporting documents that will be used to verify identity, third-party billing, income, assets, and
allowable expenses.

Clients have the right to refuse to provide financial information, however, if the client refuses to
cooperate with the billing of third-party payers or refuses to provide any required information,
the client shall be liable for the actual charges for services received. In the event that the client
is willing but unable to provide adequate information to determine the UMDAP liability amount,
then the client becomes responsible for the full cost of care which can be rescinded once the
information is provided and the financial screening completed.

The PFI is organized into five (5) parts: Client Information, Third Party Information, Payer
References, UMDAP Liability Determination, and Other. The following sections of this Manual
provide detailed instructions for completing each part of the PFl. Each part of the PFl is to be
completed in full. No field on the PFI should be left blank. If a field does not apply to a client,
enter “N/A” in that field to indicate that the information is “not applicable.”
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bold

CLIENT INFORMATION
LINE 1

CLIENT NAME

Enter the client’s first, middle, and last name as listed on the document used to establish the
client’s identity.
SS #

Enter the client’s Social Security Number, pseudo number (8 numbers followed by a P or Q at
the end) if available, or 999-99-9999 if unknown or for undocumented clients.

DMH CLIENT ID #

Enter the client’s DMH identification number.
FAMILY REGISTRATION #

Enter the client’s IBHIS Family Registration number (Directly Operated only).

LINE 2

MAIDEN NAME

Enter the client’s maiden name, if applicable.
DOB

Enter the client’s 8-digit date of birth (MM/DD/YYYY) as listed on the document used to
establish the client’s identity.

MARITAL STATUS
U M - Married [1°S - Single [1 D — Divorced [1 W - Widowed [ SP — Separated

Check the applicable marital status.
SPOUSE/PARTNER/SIGNIFICANT OTHER'S NAME

Enter the name of the client’s spouse, partner, or significant other.

Financial Screening Manual (Rev 10/01/2023)
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LINE 3

FOSTER CARE
L1 YES [INO

Check the applicable box to indicate whether the client is in Foster Care
VICTIMS OF CRIME
O YES O NO

Check the applicable box to indicate whether the client is Victims of Crime
VETERAN
0 YES I NO

Check the applicable box to indicate whether the client is a Veteran
WORKERS COMP
O YES [INO

Check the applicable box to indicate whether the client has an open workers compensation
case and currently receiving benefits.

HOMELESS
LI YES [INO

Check the applicable box to indicate whether the client has a permanent living space.
CALWORKS
O YES O NO

**NOTE: To be considered a CalWORKs client, the client must have been referred to the
provider by Department of Public Social Services (DPSS) staff for DMH services in support of
their employability. **

Check the applicable box to indicate whether the client has been referred by DPSS to DMH
for CalWORKs services.

OTHER SPECIAL POPULATION

Enter any other special population that is required for agency tracking purposes.

LINE 4

PROVIDER OF FINANCIAL INFORMATION Name and Address (Complete only if
other than the client or responsible person)

Enter the person’s name (first, middle, and last name), residential address (Street address,
City, State and ZIP+4 Code), and phone number of the person providing the financial
information if that person is other than the client or responsible party.
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Per Welfare and Institutions Code 5872, “participating counties shall collect reimbursement for
services from...fees paid by private or public third-party payers.” Financial operations staff must
document any healthcare coverage the client has through all third-party payers. Third-party
payers include payers such as Medi-Cal, Medicare, Tricare, CHAMPVA, or private insurance
(HMO, PPO, Medicare Advantage Plans).

Verifying Medi-Cal eligibility will help identify any third-party coverage an individual might have
in addition to Medi-Cal. Financial operations staff are to verify eligibility on the day of service to
confirm third-party healthcare coverage with the client.

Additional verification is needed for those with coverage from payers other than Medi-Cal. When
clients are covered by commercial or private insurance (including those who have assigned their
Medicare over to a Medicare Advantage Plan as well as those enrolled in non-Medicare HMOs
and PPOs), contact the insurance company for the following:

e Verify eligibility for mental health/behavioral health services
e Authorization to provide services
e Confirm the subscriber policy number
e Coverage effective date
e Billing instructions including, but not limited to:
o Where to send mental health/behavioral health claims (billing address)
o Preferred claiming format or method (i.e., the Center for Medicare and Medicaid
Services (CMS) 1500 form, electronic claim file [837P], provider portal, etc.)
o Disciplines eligible to claim for services

While authorization from Medicare is not needed for clients covered under the original Medicare
program, it is still important to verify Medicare eligibility through Noridian, the Medicare
Administrative Contractor for Southern California.
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THIRD PARTY INFORMATION

LINE S5
MEDI-CAL
O YES I NO
Check the applicable box to indicate whether client has Medi-Cal benefits
ECM PLAN NAME
For clients enrolled in an Enhanced Care Management (ECM) Plan, enter the client’s ECM
Plan Name.
MEDI-CAL COUNTY CODE/AID CODE/CIN #
Verify the client’s eligibility for Medi-Cal. Enter the client’s County Code, Medi-Cal Aid Code,
and Medi-Cal Client Index Number (CIN).
HEALTHY FAMILIES
CJ YES I NO
Check the applicable box to indicate whether the client has Healthy Families.
SHARE OF COST
] YES I NO
Check the applicable box to indicate whether the client has a Medi-Cal share of cost (SOC).
SOC AMT
If applicable, indicate the monthly dollar amount of the client’s Medi-Cal SOC obligation.
Verify Medi-Cal eligibility to obtain the client’s SOC obligation and balance.
MEDI-CAL PENDING
] YES I NO
Check the applicable box to indicate whether the client has a Medi-Cal application pending.
LINE 6
SSI PENDING
CJ YES I NO
Check the applicable box to indicate whether a Supplemental Security Income (551) application
is pending through the Social Security Administration (SSA).
SSI APPLICATION DATE
Enter the date that the client’s SSI application was submitted.
REFERRED FOR BENEFITS ASSESSMENT
O YES I NO
Check the applicable box to indicate whether the client was referred to determine potential
eligibility for Medi-Cal or SSI benefits.
DATE REFERRED (Enter the date when the client referred for benefit assessment)
REASON FOR NOT REFERRING MEDI-CAL/SSI ELIGIBLE FOR BENEFITS ASSESSMENT
Briefly describe why the client was not referred for benefits assessment if the client appeared
to be eligible for Medi-Cal or SSI.

Financial Screening Manual (Rev 10/01/2023)



Page |16

LINE 7

MEDICARE
L1 YES LINO

Check the appropriate box to indicate whether the client is covered under the original
Medicare program
= Check YES if the client has original Medicare.
= Check NO if the client does not have Medicare or if the client has assigned their
Medicare over to a Medicare managed care plan (e.g., Medicare Part C, Medicare
Advantage Plan, or Medicare Risk HMO).
(To clarify who is eligible for treatment when Medicare benefits have been assigned to an
HMO, refer to DMH Policy 801.05, Medicare Prepaid Health Care Treatment and Billing.)

MEDICARE NUMBER (MBI)

Enter the Client’s Medicare Beneficiary Identifier number (MBI).
LIFETIME EXTENDED SIGNATURE AUTHORIZATION SIGNED
L1 YES L1NO

This form is used only when clients are covered by the original Medicare program.

Check the applicable box to indicate whether the client signed the Lifetime Extended Signature
Authorization form:
= Check YES if client has original Medicare and the Lifetime Extended Signature
Authorization form was completed, signed, and dated.
= Check NO if the client does not have original Medicare or has assigned their Medicare
over to a Medicare managed care, (i.e., Medicare Part C, Medicare Advantage Plan,
Medicare Risk HMO).

DATE SIGNED (Enter the date when the client signed the Lifetime Extended Signature
Authorization form)

MEDI-GAP

O YES I NO

Check the applicable box to indicate whether the client is covered by Medi-Gap insurance.
TRICARE
] YES I NO

Check the applicable box to indicate whether the client is covered by TRICARE.
CHAMPVA
O YES OO NO

Check the applicable box to indicate whether the client is covered by CHAMPVA.
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LINE 8

HMO/PPO
L1 YES LINO

Check the applicable box to indicate whether the client is covered by private insurance
(i.e., HMO/PPO):
= Check YES if the client is covered by private insurance through a managed care plan
—HMO or PPO.
= Check NO if the client is not enrolled in an HMO or PPO.
(To clarify who is eligible for treatment, refer to DMH Policy 801.06, Private Prepaid Health
Care Treatment and Billing.)
MEDICARE ADVANTAGE
O YES I NO

Check the applicable box to indicate whether the HMO or PPO in which the client is enrolled
is a Medicare Advantage Plan.
NAME OF CARRIER

Enter the name of the insurance policy carrier.
SUBSCRIBER POLICY ID #

Enter the insurance policy number (i.e., Member ID #, which can be obtained from the client’s
insurance card).
SUBSCRIBER NAME

Enter the name of the insured or subscriber.

LINE9

CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS

Enter the address of where to send mental health/behavioral health claims. This address
should be obtained when calling the insurance company for verify coverage, authorization to
provide services, and billing instructions.

INSURANCE ASSIGNMENT & RELEASE SIGNATURES OBTAINED

0 YES L1 NO

Check YES if the client covered by private insurance (including Medicare Advantage Plans) and
the Insurance Authorization and the Assignment of Benefits form was signed and dated.
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LINE 10

ADD’L HMO/PPO
J YES I NO
Check the applicable box to indicate whether the client is covered by private insurance
(i.e., HMO/PPO):

= Check YES if the client is covered by private insurance through an additional managed

care plan — HMO or PPO.

= Check NO if the client is not enrolled in an HMO or PPO.
(To clarify who is eligible for treatment, refer to DMH Policy 801.06, Private Prepaid Health
Care Treatment and Billing.)
MEDICARE ADVANTAGE
J YES I NO
Check the applicable box to indicate whether the HMO or PPO in which the client is enrolled
is a Medicare Advantage Plan.
NAME OF CARRIER
Enter the name of the insurance policy carrier.
SUBSCRIBER POLICY ID #
Enter the insurance policy number (aka Member ID #, Client ID #, or Medical Record #, this
information can be obtained from the client’s insurance card).
SUBSCRIBER NAME
Enter the name of the insured or subscriber.

LINE 11

CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS
Enter the address of where to send mental health/behavioral health claims. This address
should be obtained when calling the insurance company for verify coverage, authorization to
provide services, and billing instructions.
INSURANCE ASSIGNMENT & RELEASE SIGNATURES OBTAINED
] YES I NO
Check YES if the client is covered by private insurance (including Medicare Advantage Plans)
and the Insurance Authorization and Assignment of Benefits form was signed and dated.
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UMDAP was developed to establish a statewide method of determining the ability of the client
or financially responsible person to personally contribute to covering the cost of specialty mental
health services received. A financially responsible person can be the client themselves, the
client’s spouse, parent, legal guardian, or conservator. In this part of the PFI, the goal is to identify
who the financially responsible person (payer) is and their source of income. In general, the
identified payer will be responsible for paying the client’s mental health services received.

PAYER REFERENCES (CLIENT OR FINANCIALLY RESPONSIBLE PERSON)

LINE 12

NAME OF PAYER

Enter the client or financially responsible party’s first, middle, and last name.
RELATION TO CLIENT

Enter the financially responsible party’s relationship to client.
DOB

Enter the payer’s 8-digit date of birth (MM/DD/YYYY) as listed on the document used to
establish identity.

MARITAL STATUS
O M - Married 'S - Single ] D — Divorced [1 W - Widowed [ SP — Separated

Check the applicable marital status for the financially responsible person
PAYER CDL/CAL ID/OTHER ID

Enter the identification number from the client/financially responsible party’s California
Driver’s License, California Identification card, or any other ID provided by the client or
financially responsible party. Note the type of identification if other than a California Driver’s
License or California Identification card.

LINE 13

PAYER'S ADDRESS

Enter the payer’s residential street address.
CITY

Enter the payer’s city.
STATE

Enter the payer’s state.
ZIP CODE

Enter the payer’s ZIP code including the 4-digit extension (+4).
TEL #

Enter the area code and 7-digit telephone number of the responsible party.
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LINE 14

SOURCE OF INCOME: [ SALARY [ SELF EMPLOYED [] UNEMPLOYMENT
INSURANCE [ DISABILITY INSURANCE [1SSI [0 GR [ VA [ Other Public
Assistance [ IN-KIND [0 UNKNOWN [JOTHER:

(Check the applicable box to indicate identify how the payer/s is financially supported)
PAYER SS #

Enter the payer’s Social Security Number if the payer is someone other than the client.

LINE 15

EMPLOYER

Enter the name of the payer’s employer.
POSITION

Enter the payer’s payroll title or occupational position.
IF NOT EMPLOYED, DATE LAST WORKED

If the payer is not employed, enter the date last worked.

LINE 16

EMPLOYER'S ADDRESS (Include City, State & ZIP Code)

Enter the payer employer’s address, include the street address, city, state, and ZIP+4 code.
TEL #

Enter the area code and 7-digit telephone number of the payer’s employer.

LINE 17

SPOUSE

Enter the name of the payer’s spouse.
ADDRESS (Include City, State & ZIP Code)

If different from the payer’s address; enter the payer spouse’s residential street address, city,
state, and ZIP+4 code. If the address is the same indicate “Same as the Payer”

SPOUSE'S SS #

Enter the payer spouse’s Social Security Number.

LINE 18

SPOUSE'S EMPLOYER

Enter the name of the payer spouse’s employer.
POSITION

Enter the payroll title or occupation of the payer’s spouse.
IF NOT EMPLOYED, DATE LAST WORKED

If the payer’s spouse is not employed, enter the date they last worked.

LINE 19

SPOUSE'S EMPLOYER'S ADDRESS (Include City, State & ZIP Code)

Enter the street address, city, state, and ZIP+4 code of the payer spouse’s employer.
TEL #

Enter the area code and 7-digit telephone number of the payer’s spouse’s employer.
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LINE 20

NEAREST RELATIVE/RELATIONSHIP

Enter the name of the client’s nearest relative. State the person’s relationship to the client if
this person is different from the payer.
ADDRESS (Include City, State & ZIP Code)

Enter the residential street address, city, state, and ZIP+4 code of the client’s nearest
relative, if different from the payer.
TEL #

Enter the area code and 7-digit telephone number of the client’s nearest relative, if this
person is different from the payer.
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On this part of the PFI, financial operations staff will identify the income, liquid assets, and
allowable expenses of the client or client’s household. This information will be used as the basis
to determine the client’s ability to pay. This ability to pay is the client’s annual liability. The
annual liability amount is based on the number of people living off the gross income of the
household plus assets that can be readily converted to cash less an allowance for certain types
of expenses. The annual liability determined through this UMDAP process applies to the client
and to all members of their family/household for a period of 365/366 days (one year).

Clients determined to be able to contribute toward the cost of the services they receive will have
an annual liability. They should be informed of their responsibility at the time of determination,
that all or a portion of the liability will not be due until they receive service, and that they may
pay their annual liability on a payment plan.

Because the information entered into this part of the PFl is used to determine how much clients
will have to pay out of pocket for services for the year, the information reported must be verified.
If the client states that they have income, liquid assets, and/or allowable expenses, then the
client must provide something indicating that what they stated is true and correct.

To determine the client’s UMDAP annual liability, staff conducting the financial screening
interview must calculate the adjusted monthly income for the client/client’s household, which,
in turn, is used in relation to their family/household size to find where the client falls on the
UMDARP sliding fee scale. There are three elements to calculating the adjusted monthly income:
Liquid Assets, Allowable Expenses, and Adjusted Monthly Income. This part of the PFI has a box
dedicated to each of these elements.

Some clients are eligible for a SO annual liability automatically. The following clients are eligible
for SO annual liability:

e Clients with full-scope Medi-Cal with no share of cost (SOC)

e Supplemental Security Income (SSI) recipients

e Clients referred by DPSS to DMH for CalWORKs services

e General Relief (GR) participants and those participating in GROW
e Clients who are homeless

e Clients in foster care or wards of the court/County/State

For the clients listed above, write “0” on each line of Boxes 21 — 23 of the PFI.
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UMDARP Liability Determination

Liquid Assets
Liquid assets are possessions that can be easily converted into cash (such as savings accounts,

checking accounts, trust funds, stocks, bonds, mutual funds, deferred compensation plans,
etc.). Personal property such as a home or a vehicle are not considered liquid assets.

BOX 21 LIQUID ASSETS
Savings

Enter the amount the payer and payer’s spouse have in Savings.
Checking Accounts

Enter the amount the payer and payer’s spouse have in Checking Accounts.
IRA, CD, Market value of stocks, bonds, and mutual funds

Enter the amount the payer and payer’s spouse have in their IRA, CD, market value of stocks,
bonds, and mutual funds.
TOTAL LIQUID ASSETS

Enter the combined total liquid assets for the payer and payer’s spouse.
Less Asset Allowance

Enter the Asset Allowance amount. The Asset Allowance is the dollar amount of the liquid
assets a family is allowed to retain without it being added into their income for purposes of
determining their annual liability. The Asset Allowance can be determined by using the chart
found in the Appendix of this Financial Screening Manual.

Net Asset Valuation

Enter the difference between the Total Liquid Asset amount less the Asset Allowance
amount. Enter 0 if the Asset Allowance is greater than the Total Liquid Assets.

Monthly Asset Valuation (Divide Net Asset by 12)

Enter the amount determined by dividing the Net Asset Valuation amount by 12. Enter O if
the Asset Allowance is greater than the Total Liquid Assets or if the Net Asset Valuation is 0.
The amount entered here is the carried forward to Box 23 — “TOTAL FROM BOX 21.”
VERIFICATION OBTAINED

O YES I NO

Providers are to ask for verification to validate any financial statement made by the payer.
Check the applicable box to indicate whether the payer provided supporting verification of
assets.

Financial Screening Manual (Rev 10/01/2023)



Page |24

Allowable Expenses

There are five types of allowable expenses: court ordered obligations paid monthly,
monthly childcare payments, monthly dependent support payments, monthly medical
expense payments, and monthly mandated deductions from gross income for
retirement plans.

BOX 22 ALLOWABLE EXEPENSES
Court ordered obligations monthly

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 cancelled checks verifying
payment.

Monthly childcare payments (necessary for employment)

Payments for childcare verified with receipts or cancelled checks.
Monthly dependent support payments

Payments can be to a client’s children, spouse, or parents. The deduction is not allowed
when the same person or persons are claimed as UMDAP dependents. Payments are to be
verified with receipts or cancelled checks.

Monthly medical expense payments

Includes all health, medical, and dental premiums. Also includes regular monthly medical
expenses such as prescription medications and regular monthly payments and such as
installments on a hospital or dental bill. Payments are to be verified with invoices, receipts,
or cancelled checks.

Monthly mandated deductions from gross income for retirement plans (Do not
include Social Security)

These are payments for a retirement plan that are required as a condition of employment
and are not elective. Verify deductions by obtaining a copy of a pay stub.

NOTE: Do not include Social Security payments (listed as FICA [Federal Insurance
Contribution Act] on paystubs). These payments have already been considered in
determining the sliding fee schedule

Total Allowable Expenses

Add the monthly allowable expenses together and enter the total allowable expense
amount. The amount entered here is carried forward to Box 23 to the “LESS TOTAL FROM
BOX 227 field.

VERIFICATION OBTAINED
L1 YES LI NO

Providers are to ask for verification to validate any financial statement made by the payer.
Check the applicable box to indicate whether the payer provided supporting verification of
allowable expenses .
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Adjusted Monthly Income

The gross income of household members from employment plus income from support
payments, rentals, dividends, interest, etc. is totaled and used as the basis for calculating
the Adjusted Monthly Income. The Adjusted Monthly Income is the total gross income
for the household plus the total value of liquid assets (from Box 21) less the total of all
allowable expenses (from Box 22).

BOX 23 ADJUSTED MONTHLY INCOME
GROSS MONTHLY INCOME
Self/Payer

Enter the payer’s gross monthly income from all sources of employment/self-employment.
Spouse

Enter the payer’s spouse’s gross monthly income from all sources of employment/
self-employment.
Other

Enter any additional monthly income from sources such as child/spousal support payments,
rentals, dividends, interest, etc.

TOTAL HOUSEHOLD INCOME

Enter the total gross income from the payer, the payer’s spouse, and other sources of
income.

TOTAL FROM BOX 21

Enter the “Monthly Asset Valuation” amount from BOX 21.
SUBTOTAL

Add the Total Household Income to the Monthly Asset Valuation amount. Enter the total of
the Total Household Income and the Monthly Asset Valuation.

LESS TOTAL FROM BOX 22

Enter the “Total Allowable Expenses” amount from BOX 22.
Adjusted Monthly Income

Calculate the Adjusted Monthly Income by adding the Total Household Income from above
and the Monthly Asset Valuation from Box 21, then subtracting the Total Allowable Expenses
from Box 22.

Total household income
(+) Total from Box 21
(-) Total from Box 22
Adjusted Monthly Income
VERIFICATION OBTAINED
] YES I NO

Providers are to ask for verification to validate any financial statement made by the payer.
Check the applicable box to indicate whether the payer provided supporting verification of
stated income.

Financial Screening Manual (Rev 10/01/2023)



Page |26

Annual Liability & Charge Period

The annual liability is the amount the client is able to contribute to paying for services.
It is based on a sliding fee scale that considers the adjusted monthly income in relation
to the number of people dependent on that income. The annual charge period is the
365/366 day period in which the annual liability determined by the UMDAP process
applies. Regardless of how many services the client receives during the annual charge
period, the client cannot be charged any more than that annual liability for all services
they receive.

LINE 24

Number Dependent on Adjusted Monthly Income (Client included)

Enter the number of people, including the client, dependent on the adjusted monthly income
for over 50% support.
ANNUAL LIABILITY

Enter the annual liability amount from the Uniform Patient Fee Schedule. Locate the annual
liability amount on the Uniform Patient Fee Schedule by finding the adjusted monthly income
and the number dependent on the adjusted monthly income. The Uniform Patient Fee
Schedule is included in the Appendix

ANNUAL CHARGE PERIOD

FROM TO

The annual charge period, also known as the annual liability period, is the timeframe in
which the annual liability applies. The annual charge period lasts for 365/366 days
beginning with the date of the client’s first visit or billable service received in the DMH
system of care. This is true regardless of when the PFl was completed or adjusted. For
example, a client was admitted for services in the LACDMH system of care October 22, 2020.
Since this is the client’s first visit to any provider in the LACDMH system of care, then the
annual charge period would be 10/22/2020 through 10/21/2021. The beginning date of the
annual charge period (the UMDAP date) will remain the same even when the client has been
inactive for a couple of years and returns for services on a different day. In this example,
when the inactive client whose initial UMDAP date was October 22, 2020 returns for services
on December 15, 2022, the UMDAP date will remain the same and the annual charge period
will be 10/22/2022 through 10/21/2023.

Payment Plan $ per month
for (010121314 months

Payment plans are to be established when the annual liability is determined. Enter the
agreed upon amount and number of months of the payment plan. Generally, these plans
should not exceed four months, but in some cases, with sufficient justification, the payment
plan can be extended to six months.
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The objective of this section of the PFl is to identify whether the client has received mental health
treatment with any other DMH directly operated or contracted providers during the current
annual charge period. Adjustments to the originally determined annual liability and the reason
for the adjustment(s) are documented here. This section is also where staff completing the
financial screening interview indicate that they have explained the UMDAP process and the
outcome of the financial screening to the client and collect the client’s signature.

Other

Documenting whether the client has received services from other providers during the
current annual charge period helps confirm the correct dates for the charge period (all
subsequent providers must accept the previously established annual charge period).
Documenting the remaining annual liability balance helps prevent the client from being
overcharged (all subsequent providers must accept the annual liability that was
established by the initial provider for the remainder of the annual charge period).

LINE 25

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
LJYES LINO  WHERE:

Check YES if the client received mental health services from another provider during the
current annual charge period. Write the name of the location where the client received
services.

FROM

Enter the date the client first received mental health services during the current annual
charge period.
TO

Enter the last date the client received mental health services during the current annual
charge period.
CURRENT ANNUAL LIABILITY BALANCE

Enter the dollar amount of any outstanding annual liability balance. Subsequent providers
may collect any annual liability balance not yet incurred for services at the previous provider.
Knowing the remaining annual liability balance reduces the chance of charging the client
more than their established liability for the charge period. Providers may request
information regarding the remaining balance of a client’s annual liability by completing a
Request for Annual Liability Balance Form included in the Appendix.

Financial Screening Manual (Rev 10/01/2023)



Page |28

Once established, the annual liability can be adjusted either because of a change in the
client’s financial circumstances or insurance coverage or for therapeutic reasons. The
new annual liability amount must be documented in this section along with the reason
for the adjustment.

LINE 26

ANNUAL LIABILITY ADJUSTED BY

Enter the name of the person requesting the change of the annual liability amount or
payment plan during the annual charge period.
DATE

Enter the date the adjustment was made.
ANNUAL LIABILITY ADJUSTMENT APPROVED BY

Enter the name of the person who approved the change in the change in annual liability
amount or payment plan. **Program Head approval is required for TFAs **
DATE

Enter the date the adjustment was approved. If the adjustment was for therapeutic reasons,
enter the date the TFA was approved by the Program Head.

REASON ADJUSTED [ TFA (enter date client signed below)
1 Other (describe below)

Enter the reason the adjustment in the annual liability amount was made. Any verification
or documentation supporting that change must be kept in the client’s financial folder.

Therapeutic Fee Adjustment (TFA)

In addition to adjustments needed because of a change in the client’s financial circumstances or
insurance coverage, the only other justifiable rationale for adjusting the annual liability is for
therapeutic reasons. DMH Policy 804.03, Procedure A states, “When, in the opinion of the

therapist, a client’s treatment would benefit by an increase or decrease in the annual liability, a
therapeutic adjustment is indicated.” Clients who are responsible for the full cost of care do not
have an annual liability and are not eligible to have their responsibility adjusted for therapeutic
reasons. Program Managers or higher-level manager must approve TFAs. Once approved, the
adjustment must be documented on the PFl as well as the name of the practitioner requesting
the adjustment, the approving Program Manager or higher-level manager, and a brief overview
explaining the reason for the adjustment.

TFAs are subject to the following limitations:

e Available only when clients have an annual liability. Clients responsible for the full cost
of care are not eligible to have that responsibility adjusted for therapeutic reasons.

e Applicable to the current annual charge period only.

e TFAs cannot be applied retroactively.

o Service costs incurred against the annual liability prior to the date of the TFA
request cannot be adjusted.
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Signatures on the PFl are acknowledgments of the financial screening process. Both the
client/responsible party and the staff conducting the financial screening are required to
sign the PFI.

LINE 27
An explanation of the UMDAP liability was provided.
SIGNATURE OF INTERVIEWER
Provider staff who conducted the financial screening signs the form. This signature
acknowledges that an explanation of UMDAP liability has been provided and that there was
an attempt to ensure that the client has a reasonable understanding of what the annual
liability responsibility is and the client agrees to the payment plan, if applicable.
PROVIDER NAME AND NUMBER
Enter the Medi-Cal provider number and name of the service location where the financial
screening was conducted.

LINE 28

I 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 24
SIGNATURE OF THE CLIENT OR FINANCIALLY RESPONSIBLE PERSON

The client/financially responsible person must be asked to sign as affirmation that the
statements made are true and correct. Conservators do not have to sign the PFI.
DATE

The client must enter the date they are signing the PFl. Use the current date. Do not back-
date or use a future date.

NOTE: REFUSING TO SIGN THE FORM IS NOT THE SAME AS REFUSING TO PROVIDE FINANCIAL
INFORMATION. IF THE CLIENT PROVIDES FINANCIAL INFORMATION THAT ALLOWS
COMPLETION OF THE PFI BUT REFUSES OR IS UNABLE TO SIGN THE PFI, DO NOT PLACE THE
CLIENT ON FULL COST OF CARE AND ATTEMPT TO OBTAIN THE SIGNATURE AT A LATER DATE.
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Sample PFls
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Completing the PFI for Special Client Populations

Providers are required to complete the PFl form for all clients during the financial screening
interview. Each part of the PFI must be completed in full. Having information in every field is an
indication that each question was addressed with the client. While no field should be left blank,
not all information has to be collected for all clients. This chapter details completing the PFI for
clients in special populations and with different types of coverage. Below are sample PFls for
clients in different coverage scenarios.

e Full scope Medi-Cal with no share of cost
e Homeless

e Foster Care

e CalWORKs

e GROW

e Full Cost of Care

Collect all financial information and complete the PFl in full for clients in special populations and
with coverage scenarios not listed above.
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Full scope Medi-Cal benefits generally cover medical, dental, mental health, vision care,
prescription drugs, emergency services, alcohol and other drug treatment, and more. Full scope
Medi-Cal beneficiaries with no share of cost (SOC) are eligible to receive the full array of Medi-Cal
services at no cost.

The annual liability for clients who have full-scope Medi-Cal with no share of cost is SO
automatically. Because the annual liability for these clients is always SO, providers are not
required to collect information regarding income, assets, and allowable expenses during financial
screening. The same is not true for clients who have Medi-Cal with a share of cost. Clients
identified as being Medi-Cal eligible only after meeting their Medi-Cal share of cost are
technically not eligible for Medi-Cal. They must interface with the UMDAP process, provide
information about their income, assets, and allowable expenses, and have an annual liability
determined.

If it is determined that the client has coverage from third-party payers in addition to Medi-Cal
(such as Medicare or private insurance), billing information for that payer must be collected and
added to the PFI. Medi-Cal is the payer of last resort and other payers must be billed before
Medi-Cal. For more on collecting/adding billing information to the PFI, follow the instructions in
the Third Party Information section of the previous chapter.
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Providers must complete the following fields on PFlIs for full scope Medi-Cal clients. No part of

the PFl can be left blank. When completing the PFI for full scope Medi-Cal clients with no share

of cost, enter “N/A” in those fields to indicate that the information is “not applicable.” Enter “0”
in the UMDAP section, Boxes 21 — 23 of the PFI.

LINE 1

LINE 2

LINE5

LINE 24

LINE 25

LINE 27

LINE 28

Client Name

SS #

DMH Client ID #

Family Registration #

Maiden Name

DOB

Marital Status

Spouse/Partner/Significant Other’s Name

MEDI-CAL
Ol YES LI NO

MEDI-CAL COUNTY CODE/AID CODE/CIN #

Number Dependent on Adjusted Monthly Income (Client included)

ANNUAL LIABILITY

The annual liability will always be zero for full-scope Medi-Cal clients with no share of cost (SOC).

ANNUAL CHARGE PERIOD
FROM TO

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
LIYES LINO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

An explanation of the UMDAP liability was provided.
SIGNATURE OF INTERVIEWER

PROVIDER NAME AND NUMBER

| 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 24

SIGNATURE OF THE CLIENT

OR FINANCIALLY RESPONSIBLE PERSON DATE
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Sample PFI for Full Scope Medi-Cal with No Share of Cost

CLIENT INFORMATION

LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

PAYER FINANCIAL INFORMATION

CONFIDENTIAL CLIENT INFORMATION
Saa W & | Coda, Saction 5328

9 CLIENT HAME 558 CHdH CLEENT IC: & FAMILY RECEETRATION £
- MAIDER BMAME DOB MARITAL STATUS SPOLSEPARTHRERSIGAMIFICANT OTHERS KAME
. O% 0= OO0 W O5F
FOSTER CARE | VICTIMS OF CRIME | VETERAN | WORKER'S COMP | HOMELESS CALWORKS [OTHER SPECLAL POPULATION:
3
“|oves Bno | OvEs BNG  |OYES BNO | OYES BNO | oves Bno| Oves BNO M
A FROVIDER OF ANARCIAL INFORMATION Mame and Add e [Camplats anly ¥ otber thes the Jant or reapanailibes perscs)]
Ly
THIRD PARTY INFORMATION
5 MEDI-CAL ECM PLAN NAME MEDICAL COUNTY CODE /AID CODE! 0N 8 HEALTHY FAMILIES| SHARE OF COST | S0C AMT | MEDI-CAL PENDING
Bres ONO M/A Oves ENO | Oves BNO | 3NA OvEs HKhO
251 PEMDING 551 AFPLICATION DATE REFERRED FOR BEMEFITS ASSESSMEMNT REASOM FOR MOT REFESSING MEDI-CALMSS ELWGIELE TD BEMERTS ASSESSMENT
5| Oves Eno NAA O ¥Es @ NO DATE REFERRED NiA
7 MEDICARE MEDICARE NUMBER (MBI} LIFETIME EXTENDED SIGNATURE AUTHORIZATION SIGNED MEDI-GAP TRICARE CHAMPVA,
Ov¥eEs BHNO O¥ES B NO  DATE SIGNED OYES WMNO |OYES MM Ovyves BNO
a HMCPPO MEDHCARE ADVANTAGE |MAME OF CARRIER SUESCRIEER POLICY 1D # SUBSCRIEER NAME
O ¥es HNo Oves Bro N N/A M,
g CARRIER ADDRESS FOR MENTAL HEALTH CLAMS INSURANCE ASSIGNMENT & RELEASE SIGNATURES
WA OBTAINED O ¥ES B MO
0 ADD'L HMOVFPD | MECHCARE ADWAMNTAGE |MAME OF CARRER ELESCREER PLLCT I E SLUESCRESH MAKWE
O vEs B Ko Ov¥ES HND N/ H/A
|1 | CPERER ADDRESE FOR MENTAL REALTH CLANE INSURANCE ASSIGNMENT & RELEASE SIGMATURES
N/A OBTAINED OvEs O No
PAYER REFEREMCES (CLIENT OR FINANCIALLY RESPOMNSIELE PERSON )
12 MAME OF FAYER RELATIC®M TG CLIERT (=] | MARTAL ETATLUE CDLACAL IDMOTHER 1D
< [ s /A /A OM O: Qo Ow Qe
13 PAYERS ADDRESS CImY STATE IF CODE TEL#
S s N/A N/A N/A N/A
14 | FOURCE OFINCOME O SALARY [ SELF EMPLOYED LI UMEMPLOYMENT INSURANCE |0 DISABILITY INSURANCE FAVER 557
Ossl Ock OWA O Other Public Assistance 01 INKIND 0 UNKNOWSN 0 OTHER: h/A
15 EMFLOYES POSTEON IF HOT EMPLOYED, DATE LAST
Ty MN/A WORKED N/A
EMIPLOYER S ADDRESS (lndude City, Stete & Zin Coda) TEL ¥
TE | nya N/A
17 SFOUSE ADDAESS {Induda City, Sate & Zia Coda) SPOUSESSS ¥
M/A MSA NJA
SFOLUSE'S EMPLOYER POSTECHN IF MOT EMPLOYED, DATE LAST
T2 | wra M/A WORKED M/A
SPOUSE'S EMPLOYER'S ADDRESS (kecluda Coty, State & Tin Coda) TEL ¥
19| WA
- MEAREST RELATIVE/RELATIONSHIP ADDARESS {Indude City, Sete & Tin Code) TEL ¥
20| wya WA WA
UMDAFP LIABILITY DETERMINATION
21 LIQUID ASSETS 22 ALLOWABLE EXPENSES 23 ADJUSTED MONTHLY INCOME
Court crdered obligations
Savings 3 000 | peidmontly ¢ 000 GROSS MONTHLY INCOME g g
N SelfiPayer 5
y 0.00 Manthly childcars 0.00 R 0.00
Chacking s ¥ —_— payrments {necessary for $ 000 ApeosE 8
loyment 0.00
IRA, CO, Market value of 3 0.00 senypicryms—L) 0.00 Ohear £
stocks, bands and mutual Monthly dependent L N 0.00
funds support paymants TOTAL HOUSEHOLD g
0.00 Monthly medical expensa i o.oo INCOME
TOTAL LIQUID ASSETS : 5 ———
$ . payrnants TOTAL FROM BOX 21 + g 000
1 Manthly mandated
Lass Acset Allowance W N deductions from gross 0.00 SUBTOTAL + 5 0.00
0.00 incoma for retiremant L 0.00
Hat Assat Valuation 3 plans. {Do net include - LESS TOTALFROMBOX 22 = §
& | Security)
Monthly Asset Valuation 0.00 sea o 0.00 0.00
[Divide Met Asset by 12) S Total Allowshls Exp % Adjusted Monthly Income LY
VERIFICATION OBTAINED O veEs H Mo VERIFICATION OBTAINED O ves B no VERIFICATION ORTAINED [ ves H NO
o | Mo e ey | ANNUAL LABILITY ANNUAL CHARGE PERIOD Paymant Plan § 000 —par month
2 lent |
FROM ™ for 001 02 O3 04 O D months
OTHER
- PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIGD | FROM 1] CARRREMTANKNL LN T AU
- O vEs O WO WHERE:
ARBUAL LIABILITY ADJUSTED BY CATE REASON ADJUSTED OTFA (anter date chan signed below]
kel /A O Ot {duseribe bulow)
26 AMMUAL LIABILITY ADJUSTMENT APPROVED BY CATE NiA
MSA /A
~ An explanation of the UMDAF liability was provided. FROVIDER HAME AND NUMEER
27 | SIGMATURE OF INTERVIEWER
| affirm that the statements made herein are troe and comect to the best of my knowdedae and | aoree tothe pawment plan as stated on line 24
28 | SIGMATURE OF CLIENT
OR FINANCIALLY RESPOMNSIBLE PERSON DATE

MH ZB1 Rew. 0F9/01/2023

Aurthority Sea W & | Code Sections 5709 & 5710

Sample PFI for full scope Medi-Cal with no share of cost, no other payers.
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Clients who are unhoused or considered homeless may or may not have access to resources such
as Medi-Cal or income from a part time job. Forthose who do have access to resources, complete
the PFl as it would be completed for clients with similar insurance coverage or who are in similar
financial circumstances and indicate that the client is homeless in the Payer References part of
the PFI (Lines 12-20). For those who do not have such resources, the annual liability is SO.

Complete the following fields on PFIs for homeless clients who do not have Medi-Cal or other
insurance coverage. No part of the PFl can be left blank. When completing the PFI for these
clients, enter “N/A” in those fields to indicate that the information is “not applicable.” Enter “0”
in the UMDAP section, Boxes 21 — 23 of the PFI.

LINE1

Client Name

SS #

DMH Client ID #
Family Registration #

LINE 2

Maiden Name

DOB

Marital Status
Spouse/Partner/Significant Other’s Name

LINE 12

NAME OF PAYER
RELATION TO CLIENT

DOB

MARITAL STATUS
OmOsObOwIsp

PAYER CDL/CAL ID/OTHER ID

LINE 13

PAYER’S ADDRESS

Enter the mailing address where the client receives mail, such as a DPSS office or the clinic’s address.
CITYy

STATE

ZIP CODE

TEL #

LINE 14

SOURCE OF INCOME: [ SALARY [] SELF EMPLOYED [] UNEMPLOYMENT INSURANCE
LI DISABILITY INSURANCE [1SSI [1GR [ VA [ Other Public Assistance [1 IN-KIND
[J UNKNOWN [ OTHER:

PAYER SS #
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LINE 24

Number Dependent on Adjusted Monthly Income (Client included)
ANNUAL LIABILITY

ANNUAL CHARGE PERIOD

FROM TO

LINE 25

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
LJYES [INO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

LINE 27

An explanation of the UMDAP liability was provided.
SIGNATURE OF INTERVIEWER

PROVIDER NAME AND NUMBER

LINE 28

| 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 24

SIGNATURE OF THE CLIENT

OR FINANCIALLY RESPONSIBLE PERSON DATE
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Sample PFl for Homeless

LS ANGELES COUNTY

DEPARTMENT OF MENTAL HEALTH CONFIDENTIAL CLIENT INFORMATION
CLIENT INFORMATION PAYER FINANCIAL INFORMATION See W & | Code, Section 5328
.l CLIEMT NAME g D CLEENT ID ¥ FAMILY REGISTRATION #
MAIDEN MAME OB MARTAL STATUS SPOHISE P ARTHNERSIGHIFICANT O THER'S NAME
2 Ow Os Oc 0w OsF
5 | FOSTER CARE |WICTIMS OF CRIME | VETERAN [ WORKER'S COMP | HOMELESS CALWORKS |OTHER SPECIAL POPULATION:
OYES BNO | DOYES ONO |OYES BNCO| OYES BNC | Oves ONC | OvEs BNC [WA
4 FROVIDER OF FINANCIAL INFORMATION Narsa and Addeass (Completa only if osher than the chant os esponsibla parsen)
N/A
THIRD PARTY INFORMATION
5 MEDI-CAL ECM FLAN MAME TAECH AL COUNTY CODE 7800 CO0S T F HEALTHY FAMILIES | SHARE OF COST | SOC AMT | MEGICAL PENDING
OveEs ONO N/A OYES BENC | OYES ENG | $NA Oves O NG
551 PEMDING SS| APPLICATION DATE | REFERRED FOR BEMEFITS ASSESSMENT  |[REASCM FOR NOT REFERRING MEDHCAL/SSI ELSGIBLE TO SENEFITS ASSESSMENT
6 OvYEs EHNO MiA O ves B MO DATE REFERRED pya NiA
7 MECHCARE MEDCHCARE NUMBER (MBI | LIFETIME EXTEMDED SIGMATURE AUTHORIZATION SIGMED MEDI-GAP TRICARE CHAMPYA
OvYES HMNO N/A Ovyes BN DATE SIGNED N/A OYES BNO |OYES BNO| Oves HMNO
HMOYPPO WMEDHCARE ADVANTAGE |MAME OF CARRER SUESCRIEER FOLICYID & SUBSCRIBER MAME
B O ves H MO Oves HMO A N/A M/A
g | CARRIER ADORESS FOR MENTAL HEALTH CLAIMS INSURAMNCE ASSIGNMENT & RELEASE SIGMATURES
N/A OHTAINED OvEs H MO
ADD'L HMO/PPC | MEDICARE ADWANTAGE |WAME OF CARRER SUESCHIEER POLICT ID & SUBSCRISER HAME
10 Oves B o OvYEs ENO N/A NFA N/A
CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS IMSURAMNCE ASSIGNMENT & RELEASE SIGMATURES
M| wa OBTAINED OvEs H MO
PAYER REFERENCES (CLIENT OR FINANCIALLY RESPONSIELE PERSON)
12 NAME CF FAYER RELATION TC CLIENT DCa MARITAL STATUS PAYER CDLACAL IDACTHER ID
i A ke Ow O OoOw Os= WA
PAYER'S ADDRESS CITY STATE W CODE TEL#®
13 | Ecter the adress wivars the dhant recalves mail - DPSS/ Claic Adcdrass
14 | SOURCEOF INCOME: DCISALARY LISELFEMPLOYED JUNEMPLOYMENTINSURANCE CIDISABILTY INSURANCE FAVERSS &
055 0GR _Ova O Cther Public Assistance T IN-KIND O UNKNOWN O OTHER: MA N/A
EMPLOYER POSITION IF ROT EMPLOYED, DATE LAST
15 | wa NJ/A wWoaKED NJA
EMPLOYER'S ADDRESE [Iflucs Ty, Stata & Zig Coda) TELS
16 | wa NiA
1 T SPOUSE | ADDRESS (Includa Ty, State & Tp Coda) SPOUSE'S S5 9
NJA /A
SPOUSE’S EMFLOYTER POSITION IF ROT EMPLOYED, DATE LAST
18 | wya M/A WORKED NFA
SFOUSES EMFLOTER'S ADDRESE [neluda City, Statu B Zip Coda) TELS
17 | wa MN/A
2[:' MNEAREST RELATIVERELATIONSHIP ADDRESS {Inclucs Ty, State & Tp Coda) TEL®
N/A ik /A
UMDAFP LIABILITY DETERMINATION
21 LIQUID ASSETS 22 ALLOWAELE EXPEMNSES 23 ADJUSTED MONTHLY INCOME
i 0.00 Court ordered cbligations 0.00
Savings 5 paid menthly 40 L GR<F:>55 MOMTHLY INCOME 4000
Selt/Payer —
. 0.00 Monthly childcare 0.00 0.00
Checking Accounts 5 _ T sary far % . Spouse 50 .
I
IR, €D, Market value of 5 0.00 smplOREEEY 0.00 Citheae NI
stocks, bonds and mutusal N Marithly dapendant $' ) — 0.00
funds support paymants TOTAL HOUSEHOLD 3 o
; . 0.00 INCOME
TOTAL LIGUID ASSETS LY :‘;thlfn;“mal mrpane — 0.00
- W TOTAL FROM BOX 21 + 3
0.00 Monthly mandated 0.00 _
Lo At Al crermricn L - deductions from gross 000 SUBTOTAL + 5 _
) 0.00 incoma for ratiremant % 0.00
Mat Acsat Valuation 5 . plans. (v not include E— LESSTOTALFROMBOX 22 -
Sacial Sacurity)
Monthly Asset Valuation 0.00 el 0.00 0.00
[Divide Not Asset by 12) e Total Allowable Expenses } Tatinesl S Al L Iy Income b3 —
VERIFICATION OBTAINED [ves Hwmo VERIFICATION OBTAINED O ves H no VERIFICATION OBTAINED Dlves H o
Mumber Dependent on Adusted | apNUAL LIABILITY ANNUAL CHARGE PERIOD PaymentFlans_____ permonth
24 Monthly Income (Client included)
FROM TO or 3 O & months
0 for 01 02 O3 O4 O th
OTHER
g, | PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD P o CLEMICHT ANBRIAL LABILITY BALANCE
O+vEs ONO WHERE:
ARMUAL LASILITY ADJUSTED BY DATE REASON ADJUSTED O TFA (anier date cient signad below)
Tiant sig ]
M/A [ R O Cihar (deseribe balaw]
26‘ ANMNUAL LASILITY ADJUSTMENT APFROVED BY DATE N/
NJA N/A
An explanation of the UMDAF liability was provided. PROVIDER NAME AND NUMEER
27 | 9IGNATURE OF INTERVIEWER
irm that the staterments made herein are frue a cormmect o the bast nowledge an agrew tothe mant plan as stated on line
| affirm thatth de harai nd he bast of my knowledge and | ag he pay pl lina 24
28 | SIGNATURE OF CLIENT
OR FINANCIALLY RESPOMNSIELE PERSON DATE
WMH 281 Rav. 0%/01/2023 Authority See W & | Code Sections 5709 & 5710

Sample PFI for Homeless with no third-party payers.
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Generally, children and youth in the Foster Care system are granted full scope Medi-Cal with no
share of cost. Some clients in the foster care system will be covered under the private insurance
of one of the non-foster parents. If it is determined that a foster care client has insurance
coverage in addition to Medi-Cal, billing information for that payer must be collected and added
to the PFl. Medi-Cal is the payer of last resort and other payers must be billed before Medi-Cal.

Clients who are in the Foster Care system are considered “Wards of the Court.” For the purposes
of financial screening, foster parents are not considered the financially responsible person for
the foster child. When the client has full scope Medi-Cal and no other coverage, enter Ward of
the Court on Line 12 of the PFl and enter N/A in the remainder of the Payer References part of
the PFI. In cases where the client is covered under a parent’s insurance in addition to their full
scope Medi-Cal, collect the subscriber information that is needed to bill the insurance and include
it in the Payer References part of the PFI.

Please note that clients in foster care may experience multiple placements within a single annual
charge period. The PFl does not have to be updated with each placement within the annual
charge period.
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Because those in the foster care system receive full-scope Medi-Cal, the annual liability for foster
care clients will be SO automatically. Collecting information regarding income, assets, and
allowable expenses during financial screening is not required when foster care clients do not have
insurance in addition to full scope Medi-Cal. For those who have additional insurance, complete
the PFl as it would be completed for clients with private insurance. Complete the PFI for foster
care clients who full scope, no share of cost Medi-Cal and no other coverage as follows:

LINE 1

Client Name

SS #

DMH Client ID #
Family Registration #

LINE 2

DOB
Marital Status
Spouse/Partner/Significant Other’s Name

LINE 4

PROVIDER OF FINANCIAL INFORMATION Name and Address (Complete only if other than
the client or responsible person)

LINE 5

MEDI-CAL
L1 YES LI NO

MEDI-CAL COUNTY CODE/AID CODE/CIN #

LINE 12

NAME OF PAYER
Enter “Ward of the Court”

LINE 24

ANNUAL LIABILITY

The annual liability will generally be zero for foster care clients
ANNUAL CHARGE PERIOD

FROM TO

LINE 25

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
LJYES [LINO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

LINE 28

| 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 24

SIGNATURE OF THE CLIENT

OR FINANCIALLY RESPONSIBLE PERSON DATE

Enter “Ward of the Court.”
(The signature of the foster parent is not required because the County/State is the responsible party)
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Sample PFI for Foster Care

LOS ANGELES COUNTY

DEPARTMENT CHF MENTAL HEALTH COMFIDEMTIAL CLIENT INFORMATICN
CLIENT INFORMATION PAYER FINANCIAL INFORMATION Sos W & | Code, Section 5320
1 CLENT HAME ) D CLIBNT ID @ FAMLY REGISTRATION &
2 HAIDEN HAME [s7aT:] MARITAL STATUS EPOLEEFARTHMERSIGHIFICANT OTHER'S MAME
0= Os Oo0 w Os
o | FOSTERCARE [VICTIME OF CRIME|  VETERAN [WORKERS COMP | HOMELESS [ CALWORKS [OTHER SPECIAL POPULATION:
BYES ONo | O¥Es BHC  |O¥ES BNC| OYEs BRO | Oves Bho | OYES EHO [MA
a FPROVIDER OF FINAMCIAL INFORMATHOMN Hame srd Addrens (Complete cnly if sther than the disnt ar mepcnaials persan|
THIRD PARTY INFORMATHION
5 MEDICAL ECM FLAN NAME WIEDH-CAL COUNTY CODE JAID CO0E! N 8 FEALTHY FAMILIES | SHARE OF COST | SO0 AMT | MEDI-CAL PEMDIMG
Oves Owo WA OveEs Bro | Oves BN | SHA OvEs Hno
G2l PEMDiG Sl APPLECATEDN DATE REFERRED FOR BEMEFITS ASSESSMEMNT FEASOM FOR NOT REFZRAING MEDI-CALMSE ELIGIBLE TO BEMEFTS ASSESSMENT
5| Oves Buo A OvEs OMO DATE REFERRED MAA A
7 MEDICARE MEDICARE MUMBER (MET) | LIFETIME EXTENDED SHSHATURE AUTHORIZATION SIGHED MEDLGAP TRCARE CHAMPYA,
Oves EO A OvEs ONG  DATE SIGHNED MAA OYES WhO [OYES WK Ovis Bho
HMOWFPO MEDICARE ADWVANTAGE |HNAME OF CARRIES SUSECRISER POUCT IDE DUESCREDR HAME
3| Oves Bno Oves HNG WA M/A
| CPTRIER ADDREES FOR MENTAL FEALTH CLAME THSURANCE ASSIGHMENT & RELEASE SIGHATURES
A OBRTAINED OvEs NS
ADDYL HMOVPPD | MEDICARE ADWANTAGE | HAME OF CARRIZE SUSECRISER POUCY 1D DUESCREZS HAME
10" Oves @ OvEs HHNo A M/A MIA
11 [TERRDCRES FoR AL FERLT AN THNSURANCE ASSIGMMENT & RELEASE SIGHATURES
/A OBRTAINED OvEs B
PAYER REFEREMCES [CLIENT OR FINAMCIALLY RESPOMSIELE FERSON)
12 MAME OF PAYER RELATION TO CLIEMT Do RAARITAL STATLE PAYER CDLACAL IDVOTHER ID:
Ward of the Court A MYA O s Qo] w s WA
12 PAYER'S ADDRESS CImy ETATE ZIF CODE TEL®
A HIA N/A BAA HYA
14 | SOURCE OF INCOME:  TTSALARY LTISELF EMFLOYED Ll UREMPLOYMENTINSURANCE TTDISABILITY INSURANCE FAVER 558
Oss Ock Owva O Other Public Assistance  [IN-KIND O UNENCWHN D OTHER: M4 A
15 EMPFLOYER FOSTION IF HOT EMPLOYED, DATE LAST
HIA H/A WORKED MAA
EMFLOYER'S ADDRESE (Inchades City, State & Tip Code)] TEL®
18 | wa MiA
17 EPOLEE ADDRESS Include City, Stwie & Tip Code) SPOISES IS §
HA /A /A
18 SPOLEES EMPLOYER POSTION IF HOT EMPLOYED, DATE LAST
A M/A WORKED MAA
19 SPOUSE'S EMPLOYER'S ADIDRESE [Inchecs Ty, Stete & Zip Codal TEL®
A /A
H AT es [ ADDRESS Incude Lity, Stais & 2ip Cocw) TELF
20| pya | W/A H/A
UMDAP LIABILITY DETERMIMNATICMN
21 LIGUID ASSETS 22 ALLOWAEBLE EXPENSES 23 ADJUSTED MONTHLY INCOME
0.0a Ciopurt ordered obligatons 0.00
Savings g paid monthily g ?fﬁfﬁs MICHTHLY INCOME 4 0.00
0.00 Manthly childcare 0.00 e 0.00
Chacking Accounts 3 2 . g Spouse 5 0
A, 0, Market value of g 0.00 :’lm:-;i.-w::t:l 0.00 Crthar £ 0.oa
shocks, bonds and murhsl T onthly depemdant g 0.00
funds SOt paymants TOTAL HOUSEHOLD £
0.00 Manthly medical expanse g 0.00 INCOME
TOTAL LIGUID ASSETS £ . paymants - TOTAL FROM BOX 21 * % 0.00
. Manthly mandated
Less Asset Allowaree I daductions from gross .00 SUBTOTAL + 0.00
000 ncoma fior retinement g 0.00
Nt Asset Valuation g plans. (Do not induda — LESS TOTAL FROM BOx 22 = &
Sodal Security)
Mcnthly Asset Valustion 0.00 i 0.00 N 0.00
{Diwide Mot Assat by 12] g Total All bis Exp g Il Monthly Incoma %
VERIFICATION CETAINED Oyves B no VERIFICATION CaTANED Oyves B no VERIFICATION CaTANED Olves B wo
Mursibar Dupsandent on Adjusbed Paymant Plan § K& r meonth
24 | Menisty Incme (Chant inchsda) ANMUAL LIABILITY ANNUAL CHARGE PERIOD ¥ P
1 0 FROM ™ for 01 [0z 03 04 Os [ months
OTHER
o | PRIORMENTAL MEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD ERER L [ETERICHEAMMEULL ISR R AR
Oves OO WHERE:
ANMUAL LIABILITY ADJUSTED: BY DATE SEALOHM ADIUETED O TFA [srier dats chant signed balow]
HUA MiA O Cehar (deacrise balow]
26 ANMUAL LIABILITY ADJUSTMENT APPRCWED BY DATE L
A 1Y
An ewpdanation of the UMDAP liabity was provedied. FROVIDER MAME AND NUMBER
27 | SIGNATURE OF INTERVIEWER
I affirmn that the stabesnents made harein are true ard comect to the best of my knowledge and | agree to the paymrent plan as stated on lire 24
a5 | SIGNATURE OF CLIENT
OB FINANCIALLY RESPONSIBLE PERSON Ward of the Court CATE
MH 281 Rav. D7/0172023 Buthority Sae W & | Coda Sections 570F & 5710

Sample PFI for foster care client with no other third-party payers.
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The California Work Opportunities and Responsibility to Kids (CalWORKs) is a program
administered by the Los Angeles County Department of Public Social Services (DPSS) that
provides temporary financial assistance and employment-focused services to needy families who
may qualify based on their income and property that are within the State limit based on the
family size.

DMH provides clinical assessments and treatment services to participants in the CalWORKs
program who have an emotional or mental disorder that would otherwise limit or impair their
ability to become and remain employed. CalWORKs participants must have been referred to
DMH by DPSS in order to be considered a CalWORKSs client eligible for reimbursement for that
program. The client’s Medi-Cal aid code and/or their verbal report that they were sent to the
program by DPSS is not sufficient. Providers should have a CalWORKs referral form from DPSS as
verification before indicating that the client is CalWORKs on the PFI.
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DPSS will reimburse DMH 100% of the cost of delivering CalWORKs covered services to CalWORKs

clients.

Non-covered services must be billed to the appropriate third-party payer. Billing

information about those payers must be documented on the PFl in the event the client receives

a non-CalWORKs covered service.

In all cases, the annual liability for CalWORKs clients is $S0. Because the annual liability for
CalWORKs clients is always $0, providers are not required to collect information regarding

income, assets, and allowable expenses during financial screening. Enter “0” in the UMDAP
section, Boxes 21 — 23 of the PFI.

LINE1

LINE 2

LINE 3

LINE 24

LINE 25

LINE 28

Client Name

SS #

DMH Client ID #

Family Registration #

Maiden Name

DOB

Marital Status

Spouse/Partner/Significant Other's Name

CALWORKS
CJYES CINO

ANNUAL LIABILITY

The annual liability will always be zero for CalWORKS clients.

ANNUAL CHARGE PERIOD
FROM TO

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
LJYES LINO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

| 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 24 SIGNATURE OF THE
CLIENT OR FINANCIALLY RESPONSIBLE PERSON DATE
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COMFIDENTIAL CLIENT INFORMATION

CLIENT INFORMATION PAYER FINANCIAL INFORMATION Saa W & | Coda, Section 5328
4 [T =R DWH CLENTID @ 4 FAMILY RECIS TRATION &
WIAICET MAME OB MARITAL STATUS | SFOUSEFARTHEWGGNFICANT CTHERS MAME
2 Ow Os OuOw Os¢
3 FOSTER CARE | VICTIMS OF CRIME WETERAN | WORKERS COMP | HOMELESS CALWORES |OTHER SPECIAL POPULATION:
OYES B MO O YES B NG OYES Bk OYES B ND OYES mhO | BYES ONO WA
4 PROWVIDER OF F DAL FFORMATION Mame sred Ackd e | Camg wie anly i obbey B the disnt or responaitle percn])
N/A
THIRD PARTY INFORMATION
5 MIEDLCAL ECM PLAN MAME MED-Cal OOUNTY OODE fAID CODE! ON # HEALTHY FAMILIES | SHARE OF COST SOC AMT | MEDI-CAL PENDING
Oves Owo WA Oves BMNO | Oves MO | & Oves o
551 PEMDING 55| APPLICATION DATE | REFERRED FOR BEMEFITS ASSESSMENT  PEAGCN FOR MO REFERRING MED-CALIE] ELIGELE T0 BENEFITS AGSESCMENT
& | Oves Hro A Oves OMe DATE REFERRED WA
7 MEDHCARE MEDHCARE NUMBER {MET} | LIFETIME EXTENDED SIGMATURE AUTHORIZATION SGMED MEDI.GAP TRICARE CHAMPYA
Oves Hho HiA Oves ONG  DATE SIGHNED A& OYES RNO |OVYES BNO| Ovwes Hao
8 HMOTPPD MEDICARE ADWANTAGE |MAME OF CARRIER SLESCREEE POLCYID 3 FIEELREER MAME
Oves B o Ove: Huo N/A INA M/
o CARRIER ADIDRESS FOR MENTAL FEALTH CLAIME INSURAMNCE ASSIGNMENT & RELEASE SIGNATURES
H/A CETAMED Oves H o
ALY HMCWPPD | MEDICARE ADWANTAGE |MAME OF CASRER EOECCREER POLCY 1D 4 FIBELREER MAME
0 [ Oves Bno Oves Bwo L] WA WA
11 (CARRISR ADIDRESS FOR MENTAL HEALTH CLAIME INSURAMNCE ASSIGHNMENT & RELEASE SIGHATURES
H/A CETAMED Oves HNG
PAYER REFEREMNCES (CLIENT ©R FINAMCIALLY RESPONSIELE PERSOMN)
WAME OF FAVER RELATION TOCLENT | Do& MARITAL STATUS FAYER LOL/CAL ILVOTHER 1D
12| wa Mi& n Om Os Op0 w Ose| WA
FAVES T ALIRELE oY ETATE TP CODE TELS
13| ma NiA MiA WA MiA
14 SOURCE OF NCOME: [T sAlARY [IEELF EMPLOYED [ UNEMPLOYMENT INSLRANCE I DISABILITY INSURAMCE PANYER 55 &
Ossi Och Owa O Other Public Assistance O ik-nD O uksncws O OTHER: H/A
15 [ BeFOVER FOEMON F NOT EMPLLIVED, DATE LAST
[y M WOREED WA
1p | EMPUDVERE ADDRESS [rclusis Ciy. Surin & T Code] TELa
L) &
17 [T ADICRESE (Inchece City, Stats & 2 Code) ERASES 58
N/A M/A N/A
1g | FOUSESEMPLOVER FOEMON F NOT EMPLLIVED, DATE LAST
MiA /A WOEEED WA
EFCAISES EMPLLIVER S ADDPESS (Incede City, State & Dp Code) TELa
19| wa MiA
oy | NEAREST RELATHERELATIOHERE ADIDREAS (Inchece City, Stals & Zp Code) TELE
- KA N/A
UMDAF LIABILITY DETERMIMNATION
21 LISUID ASSETS 22 ALLOWABLE EXPENSES 23 ADJUSTED MONTHLY INCOME
0.00 Court ordened abligatons N .
Savings § maid meathly ¢ /0.00 ukc{_:.;sb PACHTHILY IR CHME 5000
SaliPaypar
0.00 Manthly childcare
Chesciireg Accounts 5 payments (necessary far ${I.{ID Spouse $|].'3l]
1A, Oy, Market value of g ] :::T:r 4 4 0.00 Corthager $|:IJ]E'
stocks, bonds and mutual ¥ capancit i 0.00
Furds LI BT ES TOTAL HOUSEHOLD T
p 0.00 Monthly medical expanse $0.D:) INCOME
OTAL LI plyments TEITAL FROM BOK 21 + 4000
£ 0.oo Monthly mardated
Leris Asset Allowarce deductions from gress 0.00 SUBTOTAL * $|].C|:|
ircome for retinemsant
Nt Asset Valuszen 5 0.00 plans, (Do mot inchude $ LESS TOTAL FRomBox 22 - §0-00
Aasat Valuation Socil Securiny) 0.00
{Divide Net Asset by 12} § 000 Total Allovealsls Exp ¢ /0.00 Adjusted Manthly | £
VERIFICATION CaTANED O ves B wo VERIFICATION OBRTANED O ves B uo VERIFICATION CRTAMED O ves Huo
Munbsir Daprasnidant on Sdjusbed Paymant Plan § &= r maonth
24 | Menthly Incame {Clisnt ncludod] ANMUAL LIABILITY ANNUAL CHARGE PERIOD ¥ P
0 FROM ™ For 01 02 O304 05 08 months
OTHER
o | PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERICD RIE = CIRACHTAMMLIEL LLSRITY EALAHCE
<3 | Oves ONO WHERE:
ANNUAL LIASILTY ADJUSTED BY DATE SEAZON ADUUETED 0 TFA (arier clats chant sigred belaw]
ne | WA HiA 0 Cthar {deacrise baiow]
26 | ENMAL DASLTY ADAETWENT AFFCVED BT DATE Ll
N/A Mi&
- An explanation of the UMDA? liabiliny vies provided. FROMVIDER MAME AND MUMBER
2T | SIGNATURE OF INTERVIEWER
| affirn that the statements made herein ane true ard cosrect to the best of my krowledge and | sgree 1o the payment plan as ststed om kne 24
28 | SIGNATURE OF CLIENT
OR FIMANCIALLY RESPONSIBLE PERSON DATE

M 287 Rew. 0900120232

Authority Ses Wk | Code Sections 5709 & 8710

Sample PFI for CalWORKs clients with a valid referral from DPSS.
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The General Relief Opportunities for Work (GROW) is a program administered by DPSS that
provides employment and training services to General Relief (GR) participants to help get a job
and become self-sufficient.

DMH provides clinical assessments and treatment services to GROW participants who have an
emotional or mental disorder that would otherwise limit or impair their ability to become and
remain employed. In order to be considered a GROW client eligible for reimbursement, the
GROW participant must have been referred to DMH by DPSS. Providers should have a referral
from DPSS as verification in order to indicate that the client is considered a GROW client in the
Other Special Population field of the PFI.
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GROW clients may or may not have Medi-Cal. Billing information about Medi-Cal and any other
payers must be documented on the PFI.

In all cases, the annual liability for GROW clients is $O. Because the annual liability for GROW
clients is always SO, providers are not required to collect information regarding income, assets,
and allowable expenses during financial screening. Enter “0” in the UMDAP section, Boxes 21 - 23
of the PFI.

LINE1

Client Name

SS #

DMH Client ID #

Family Registration #

LINE 2

Maiden Name

DOB

Marital Status

Spouse/Partner/Significant Other's Name

LINE 3

Other Special Population:

Enter “GROW Client” for tracking purposes

LINE 24

ANNUAL LIABILITY

The annual liability will always be zero for GROW clients.

ANNUAL CHARGE PERIOD
FROM TO

LINE 25

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
CJYES CINO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

LINE 28

| 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 24 SIGNATURE OF THE CLIENT OR
FINANCIALLY RESPONSIBLE PERSON DATE
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CLIENT INFORMATION PAYER FINANCIAL INFORMATION Soe W & | Code, Section 5320
1 CLENT HAME ) DiH CLIENTID 8 FAMLY RECISTRATEIN &
2 SLAIDEN HAME DOB MARITAL STATLS EPOLEEFARTHERSICHIFICANT OTHER'S MAME
Ow 0Os Oo0 w O
5 | FOSTER CARE[VICTIMG OF CRIME|  VETERAN |WORKER'S COMP [ HOMELESS | CALWORKS |OTHER SFECIAL FOPULATION:
OYES HHG | OYE:s BNG  |OYES BNG| OYES BNO | OvEs BNO | OYES HHNO |cROWw
4 ;}%{:’IDEE OF FIMANCIAL INFORMATION Nerma srdl Addran (Complets cnly iF gihar then the cliesct or maponaibls peesan)
THIRD PARTY INFORMATIOMN
c MEDH.CAL ECM PLAN NAME WEDICAL COUNTY CODE /AID CODE! TN 8 HEALTHY FAMILIES | SHARE OF COST | SOCAMT  [MEDILCAL PENDING
Oves Hwo MA H/A OYEs HMNO | Oves BNC | S WA Owes HMo
S8 PEMDIRG 5SSl APPLICATION DATE REFERRED FOR BEMEFITS ASSESSMERMT RFEASOM FOR MOT REFRSRAING MEDI-CALSS ELIGIELE TG BEMERTS ARSESEMENT
5| Oves Bwo A OvEs ENO DATE REFERRED MAA /A
7 MEDICARE MEDCHCARE NUMEER {MEID) | LIFETIME EXTENDED SIGNATURE AUTHORIZATION SIGNED MEDLGAP TRICARE CHAMPYA
Oves Bwo WA OvEs Erno  DATE SIGNED M/A OYES ENO [OYE: ENI | Owes Bho
a HMCVPPD) MEDHCARE ADWANTAGE |MAME OF CARRIZR SUSECRIGER POLUCY IDS DUESCREZS HAME
O vESs HHO OvEs HHo HiA N/A
g | CARRIER ADDRESE FOR WENTAL FEALTH CLANS IMSURANCE ASSIGMMENT & RELEASE SIGNATURES
/A OBRTAINED O vEs B NG
ADDFL HMOVPPD | MEDICARE ADWANTAGE |MAME OF CARRIER SUSECRIGER POLUCY DS DUESCREZS HAME
10| Hyves Bno OvEs HHo HiA WA
11 | ARIER ADCRESS FOR WENTAL FEALTH CLARES MSLURANCE ASSIGMMENT & RELEASE SIGNATURES
/A OBRTAINED OvEs BNG
PAYER REFEREMCES [CLIENT OR FINAMCIALLY RESPOMSIELE FERSON)
MAME OF PAYER RELATION TO CLIENT DoE MARTAL STATLE PAYER CDLACAL IDVOTHER ID
12 | HiA MIA Ov 05 060 w Os¢| WA
13 PAYERS ADDRESS CImY ETATE 2P CODE TELE
WA HA WA M/A H/A
4 | SOURCE OF INCOME: [T SALARY CISELFEMPLOYED LT UNEMPLOYMENT INSURANCE O DISABILITY INSURANCE FAVZRGES
Osy OckR Ova O Other Public Assistance  CNMKIKD O UNENOWR T OTHER: WA
15 E T T TF T EMFLOTED, DATE LAS
WA H/A WORKED MAA
EMPLOYER'S ADDRESE [Inchocie iy, State & Tp Code) TEL#
16 | wa A
17 SPOLEE ADDRESS (Include City, Stwie & Tip Code) SPOAISESES &
WA HW/A /A
18 SPOLEES EMPLOYER POSTION IF HOT EMPLOYED, DATE LAST
WA H/A WORKED MFA
19 ESPOLUEE'S EMPLOYER'S ADDSESE [Inchade City, Stuiw & Zip Codal TEL#
WA /A
MEAREST RELATWERELATIONEHP ADDRESS (include City, Staie & Tip Code) TEL#
20 | wea MiA A
UMDAP LLABILITY DETERMINATION
21 LIGUID ASSETS 22 ALLOWAEBLE EXPEMSES 23 ADJUSTED MONTHLY INCOME
Court ordened obligatons
Savings My paid monthly & ¢ 0.00 EROSS MONTHLY INCOME £ 0.00
SalffPayer
o.om Manthly childcare 0.00
Checkng Accounts g TRl me sy for g - Spouse £ 0.00
R, 0, Market vabug of 0.00 smplT—— Cithar ¢ 0.00
stocks, bonds and murhua % Manthly dependent g 0.00 0.00
funds SUPpGI paymanTts TOTAL HOUSEHOLD £
0.00 Manthly medical axpense ¢ 0.00 INCOME
TOTAL LIGUID ASSETS §-- "
AL LiGL paymarts TOTAL FROM BOX 21 + ¢ 000
¢ 0.00 Manthly mandated 0.00
Lass Assat Allcwance deductions from gross 0.00 SUBTOTAL + 5
0.00 ncome for retinement L 0.00
Mat Asset Valuaton §- plans. (Do not induda LESS TOTAL FROM BOX 22 = §
Monthly Assst Valustion 000 Seeclal Smcurity) 0.00 S 0.00
{Divide Mot Assatby 12) 5 Total Allowabbs Expansas > j Monthly Incoma £
VERIFICATION CBTAINED  Dlyes H ne VERIFICATION CETANED  Oyves Hwne VERIFICATION CBTANED Oyves Hwo
Mumbar Dapandant on Adjusted | apgrauaL LIABILITY ANNUAL CHARGE PERIOD Paymant Plan § Nk pear maonth
24 Month by Incema (Chant indudad)
1 0 FROM e for 01 O2 O3 04 05 O months
OTHER
o5 | PRIOR MENTAL HMEALTH TREATMENT DURING CURRENT ANNUIAL CHARGE PERICID ERCN L ETESEME ML DRI L
O vEs O WO WHERE:
ANNUAL LLABILITY ADJUSTED: BY DATE REALOH ADJUSTED O TFA [erier cate chant signed below]
MNA MSA O Cehar (deacrises balow]
26 IRRUAL CRELTY ADIUETENT AFFROVED BV GATE WA
WA MR
An swplanation of the UMOAP liabity was prowded. FROWVIDER NAME AND NUMBER
27 | SIGNATURE OF INTERVIEWER
| affirm that the statements made herein are true and comect to the best of my knowledge and | agnee to the payment plan as stated on line 24
28 | SIGNATURE OF CLIENT

Sample PFl for GROW

LOS ANGELES COUNTY
CEFARTMENT OF MENTAL HEALTH
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COMFIDENTIAL CLIENT INFORMATICON

OR FINARNCIALLY RESPONSIBLE PERSORN

DATE

MH 281 Raw. 090152023

Bathority Sae W & | Code Secticns 5709 & 5710

Sample PFI for GROW client without Medi-Cal who has valid referral from DPSS.
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Occasionally, clients are responsible for the actual cost of services. Clients responsible for the
actual cost of services, or Full Cost of Care (FCC) clients, have an annual charge period but are not
on an annual liability: they must pay for services as costs are incurred.

Clients become full cost of care clients when they refuse to cooperate with the financial screening
process or when authorization to bill for the services they receive has not be granted or received.

e Refusal
o Refusing to provide information needed for billing third-party payers.
o Refusing to allow the third-party payer to be billed.
o Refusing to provide verification supporting the information offered during the
financial screening interview.
= |tis extremely important to distinguish between refusal to provide and an
inability to provide or barrier to providing the supporting information even
when there is a willingness to do so. In all cases, engage the clinical team
to encourage the client in bringing supporting documentation.
e Unauthorized private insurance
o Insurance does not authorize mental health services.
= Excludes clients who have exhausted coverage for mental health services
within their plan year.
e Clients who have exhausted the number of services allowed for
their plan year are eligible for an annual liability.
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Collect all information requested and complete the PFl in full. Enter $999,999.99 for Self in
Box 23. Clients designated as full cost of care cannot be placed on a payment plan and are
responsible to pay for services as costs are incurred and billed.

Do not designate clients who have cooperated with the financial screening process as FCC even
in cases when the annual liability is extremely high. Full cost of care clients are not eligible for an
annual liability which makes them ineligible for Therapeutic Fee Adjustments if one becomes
necessary. Indicate the actual gross monthly income for the client rather than $999,999.99 and
the actual income of other contributors to the household then determine the actual annual
liability using the sliding fee scale.

LINE 1

Client Name

SS #

DMH Client ID #

Family Registration #

LINE 2

Maiden Name

DOB

Marital Status

LINE 24

Number Dependent on Adjusted Monthly Income (Client included)

Enter the actual number of people dependent on the income.

ANNUAL LIABILITY

Enter “FCC” to indicate Full Cost of Care.

ANNUAL CHARGE PERIOD
FROM TO

LINE 25

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD
O YES LINO  WHERE:

FROM

TO

CURRENT ANNUAL LIABILITY BALANCE

LINE 28

I 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 24

SIGNATURE OF THE CLIENT

OR FINANCIALLY RESPONSIBLE PERSON DATE
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COMNFIDENTIAL CLIEMNT IMPORMATHOMN

CLIENT INFORMATION PAYER FINANCIAL INFORMATION Saa W & | Coda, Section 5328
1 CLENT HAME EEF DidH CLIENT ID & J FAMILY REGISTRATIOM &
BABIDEN NAME [ET] MARITAL STATUS EPOUSEFARTHERSIGHIFICANT OTHERS MAME

2

Ora Os Ow O w Ose

WETERAN

HOMELESS CALWORKS

WORKER'S COMP |
OYES ONO | OYES ONO

O YES O MO

OTHER SFECIAL POPULATION:

4

3 FOSTER CARE | VICTIMS OF CRIME
OYES ONO O YES O MO OYES OND
PROVIDER OF FI DAL PFOREMATION Mame srd Sddres | Complete anly if ot e the disnt or esponsible perscn)

THIRD PARTY INFORMATION

MIEDI-CAL ECH PLAN MAME WEDH-CAL COUNTY CODE JAID CODE! ON # HEALTHY FAMILIES| SHARE OF COST | SOCAMT | MEDICAL PENDING
5| Oves Ono OvEs OND | OYES OMO Oves Owo
551 PENDING 55| AFPUCATION DATE | REFERRED FOR BEMEFITS ASSESSMENT  REASON FOR NOT RE-ERRING MEDI-CALEE] ELIGIBLE TO BEMEFITS ASSESSMENT
& | Oyes Ono Oves Omo DATE REFERRED
- MEDICARE MEDICARE MUMBER (MBI} | LIFETIME EXTENDED SIGMATURE AUTHORIZATION SMGNED MEDI-GAR TRICARE CHAMPVA
" | Oves Ono Oves ONG  DATE SIGHED CITES O [ovEs Bl e Do
RO PPOE MEDICARE ADVAMNTAGE |MAME OF CARRER SUESCRESR FOLCYID 8 TIBSL % EER MEME
8 O ves Owa Ovyes Ono |
CARRIZA ADIDRESE, FOR MENTAL HEALTH CLAIME INSURAMNCE ASSIGNMENT & RELEASE SIGNATURES
¥ CHETAMNED Oves Ono
ADDL HMCWPPD | MEDICARE ADWANTAGE |HAME OF CARRER SUESCRESR FOLCYID 8 TIBSL % EER MAME
1o Oves Owna Ovyes Owno | |
CARRIZA ADIDRESE, FOR MENTAL HEALTH CLAIME INSURANCE ASSIGNMENT & RELEASE SIGNATURES

11| wa

CHETANED Oves Ono

PAYER REFERENCES (CLIENT OR FINAMNCIALLY RESPONSIELE PERSON)

12 MEME OF FAYER RELATION 70 CLIENT | =] MARITAL STATUS FAYER COL/CAL IVOTHER 1D
Owm O Oo0 w O
13 [T AT oy ETATE TF CODE TELA
14 | SSVACE CF INCOME: O saLary [TSELF EMPLOYED Ll UMEMPLOYMENT INSURAMCE L DISABILITY INSURANCE PAYERSE &
Oss1 Oct Owva O onher Publc fssistance OiN-ND O unenows O OTHER:

15 [E FOEMON F MOT EMPLOYED, OATE LAET
WORKED

1 | PRV S ADRESS [rdude Coy, Sante B T Cote] TELS

17 | FousE | ADIDRESS [Inchade City, Siste & 5 Coce) CFCIJSES S5 8

1g [ ForEEsEaRTTE FOEMON F MOT EMPLOYED, OATE LAET
WORKED

(g [ FOUEEEEMPLCNERS ADDRESS nchee City, Stue & 55 Coce) TELS

gp [ TERREST RELATRERELATIONERE | ADIDRESS [Inchede City, Statw & T Code) TELS

UMDAF LIABILITY DETERMINATION

21 LIQUID ASSETS
Savns -
Chaeckireg Sccounts
BaA, O, Market value of g

stocics, beands and mutual B
fureds

Lirss Asset Allowaree £

Mt Asset Valuaton s ____
Plenthly Asset Waluation

(Divide Net Assetby12) 5

22 ALLOWABLE EXPENSES
Court ordered oblqations

pakd mothdy

Monthly childcare

paymEns [necessany for 3

e ployrent]
Bz thly dee pendert [
SLITHDOT TR LS

Monthly medical expense {
paymants —

Flkonthly maredated

deductions from gross

income for retinemsent i
plans. (Do netndude

Socel Secunty)

Total Allowabls Expansas . S

23 ADJUSTED MONTHLY INCOME

GROSES MOMTHLY INCOME
SaiPayer

Spouse

Crther

TOTAL HOUSEHCLD
INCOME

TOTAL FRON 8000 21 +

SUBTOTAL +

Adjusted Monthly Incems 3_

Oves O wo

VERIFICATION OaTAaNER Clves O no WERIFICATION BT AIMED: VERIFICATION OBTAMED Dlves O wo
Pumbr Dapandant cn Adated | apupguag LIABILITY ANNUAL CHARGE PERIOD PaymantPlan$™8 ___ por month
24 Maorthby Incal Tl Gz bocdiad] FocC
FROM ™o fer 1 2 O3 O [0 mcnths
OTHER
- PRICHE MENTAL HEALTH TREATMENT DURING CURRENT AMNUAL CHARGE PERIOED | FROM T CURRENT ANMILAL LIABILITY BALANCE
Z5 | Oves OO WHERE:
ANMUAL LASILITY ADJUSTED BY GATE REAZOI ADUUETED O TFA (anier date coant sgred Selaw]
- M/A HiA [ S —
28 SRR UAS T AD TSN S BT GaTE A
MA HiA
oy | An explanaton of the UMDAR liabidny wes provided. FROAIDER MAME AMND MUMEBER
27 | SIGMATURE OF INTERVIEWER
| &ffirm that the stetermens made heren sne trae ard correct to the best of ry rowledge snd | sgres 1o the payment plan as steted om bne 24
2B | SIGNATURE OF CLIENT

OF FINANCIALLY RESPOMNSIELE FERSOR

DATE

M 2B B, 0900120232

Sample PFI for full cost of care.
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Medi-Cal
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Medi-Cal

Medi-Cal is the federal Medicaid public health insurance program in California financed equally
by the State and federal government funds. Medi-Cal provides coverage for needed physical and
mental health care services for low-income individuals including families with children, seniors,
persons with disabilities, foster care, pregnant women, and low income people. There are also
specific Medi-Cal programs for disabled individuals with tuberculosis, breast cancer, or
HIV/AIDS. This coverage is at no cost or at a low cost to individuals and/or families.

Medi-Cal is open to all residents of California, regardless of their immigration status, as long as
the individual meets the eligibility requirements. Medi-Cal coverage may or may not be
restricted based on the individual’s immigration status. Immigration status does not impact
whether the beneficiary will have a cost-sharing obligation.

Providers must verify Medi-Cal eligibility at intake and that the client presenting is the individual
to whom the card was issued. Eligibility must also be verified on the date of service. Verifying
Medi-Cal eligibility confirms whether the client is eligible to receive services, the scope of
coverage, and whether the client has a cost sharing obligation, or share of cost. This chapter
reviews:

e Verifying Medi-Cal Eligibility

e Medi-Cal Eligibility Response Messages
e Medi-Cal Managed Care Plans

e Medi-Cal Share of Cost
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Providers must check for Medi-Cal eligibility on the date of service for all clients, even those not
identified as Medi-Cal beneficiaries previously. The Point of Service (POS) network allows
providers to access Medi-Cal eligibility information and perform share of cost spend down
transactions. The eligibility response also includes information about additional coverage
(insurance) the client might have. An Eligibility Verification Confirmation (EVC) number will be
returned for all those who are eligible for Medi-Cal on the date of service. Keep a record of the
EVC as proof of having verified eligibility for the client.

Methods for Verifying Eligibility
Verify Medi-Cal eligibility using the following methods:

e Medi-Cal website

e Real Time Inquiry (270/271)

e Automated Eligibility Verification System (AEVS)
e Point of Service (POS) Device

Medi-Cal website

www.medi-cal.ca.gov

The Medi-Cal website allows providers to obtain eligibility information on the client. Eligibility
can be verified using the client’s Medi-Cal Client Index Number (CIN) or Social Security Number
(SSN) and date of birth. Eligibility can be verified for a single client or for a batch of up to 99
clients at one time.

Real Time Inquiry (270/271)
Real Time Eligibility Inquiries (also known as 270/271) are electronic transactions that are

compliant with standards set by Health Insurance Portability and Accountability Act of 1996
(HIPAA). With this method, providers are able to send electronic eligibility inquiries (270) directly
to Medi-Cal and receive a response (271) within moments. Real Time Inquiries are accessed
through provider Electronic Health Records (EHR) and/or claiming systems.

Automated Eligibility Verification System (AEVS)

1 (800) 456-2387

The Automated Eligibility Verification System (AEVS) is an interactive voice response system that
allows providers the ability to verify Medi-Cal eligibility using a touch-tone phone. AEVS can also
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be used to spend down a client’s share of cost. Providers must have a valid Provider Identification
Number (PIN) to access AEVS. Medi-Cal PINs are issued as part of the certification process.
Temporary PINs are available, if needed. Document the eligibility information given by AEVS
including the EVC number. Using a tracking log or form such as the AEVS Response Log makes it
easier to save eligibility responses for future reference during audits.

Point of Service (POS) Device
The POS device allows providers to swipe the client’s Benefit Identification Card (BIC) to obtain

the client’s Medi-Cal eligibility. Retain the response in the client’s financial record.
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Regardless of the method used, carefully review all information returned from the eligibility
response to ensure that specialty mental health services are covered under the beneficiary’s
eligibility. Positive or conditional eligibility responses include the following basic information:

e County Code

e Aid Code

e Share of Cost, if applicable

e Medi-Cal Managed Care Plan information, if applicable

e EVC number (may or may not be returned on conditional eligibility responses)

County Code
The eligibility response will contain a two-digit code for the county where Medi-Cal benefits were

established, or the County of Responsibility. This could be different from the client’s County of
Residence. The code for Los Angeles County is 19.

Aid Code
The aid code is the two-character alpha numeric code for the program under which the client is

eligible for Medi-Cal. The Medi-Cal Eligibility Group, scope of coverage (restricted vs. limited vs.
full scope), share of cost, and funding information are linked to the assigned aid code.

Share of Cost (SOC)

Share of cost (SOC) is the monthly deductible the beneficiary must be obligated to pay before
becoming Medi-Cal eligible for the month. The eligibility response will indicate the beneficiary’s
monthly SOC obligation and the amount that still needs to be spent down before they can be
considered Medi-Cal eligible. SOC information will not be included in the response after the
client has met the monthly obligation and is eligible for Medi-Cal for that month.

Managed Care Plan information
Managed Care Plans are health plans contracted with DHCS to provide health services other than

specialty mental health services to Medi-Cal beneficiaries. Managed Care Plan and Health Care
Plan are used interchangeably. Eligibility responses include the plan information below:

o PHP: Prepaid Health Plan
o HCP: Health Care Provider
o PCP: Primary Care Physician

EVC number
This number is evidence that eligibility was verified and that the provider received a positive
eligibility response. Receiving an EVC number does not guarantee claim payment.
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Medi-Cal Eligibility Response Message Keywords

Medi-Cal’s eligibility message not only contains information about the scope of Medi-Cal

coverage, but it also includes information about other third-party payer benefits the client might

be able to access to cover the cost of services. Below are keywords for different types of payers

that might be seen in the Medi-Cal eligibility message:

Payer Type Keywords

MEDI-CAL ELIGIBLE W/NO SOC
SPEND DOWN

PHP

(Prepaid Health Plan)

Medi-Cal

HCP
(Health Care Provider)
PCP
(Primary Care Physician)
PART A, B AND D MEDICARE
COV W/MBI #0AA0-A0-AAQO.

_ MEDICARE PART A AND B

Medicare COVERED SVCS MUST BE BILLED
TO MEDICARE BEFORE BILLING
MEDI-CAL

OTHER HEALTH INSURANCE COV

Private [Carrier Name]

Insurance or
Commercial
Insurance

(includes Medicare
Advantage Plans)

Financial Screening Manual (Rev 10/01/2023)

Comments

Client has full-scope Medi-Cal

Also referred to as the Managed Care
Plan (MCP).

The agency contracted with the State
to administer the Medi-Cal program
and provide health services to the
beneficiary

The agency contracted with the MCP
provide services on their behalf

The physician responsible for
overseeing the beneficiary’s care.
Client is enrolled in the original
Medicare program and has not signed
their benefits over to a Medicare
Advantage Plan.

Outpatient services are billed under
Medicare Part B and inpatient services
are billed under Medicare Part A.
Client has private insurance in addition
to Medi-Cal. The insurance must
approve or deny claims for this client
before Medi-Cal can be billed.

Confirm coverage with the client.

Use the contact information on the
client’s insurance card or the eligibility
response to verify eligibility and obtain
authorization to provide services.



Payer Type Keywords

OTHER HEALTH INSURANCE COV
UNDER CODE F, Medicare Risk
HMO. MEDICARE PART C

[Carrier Name]

Private
Insurance or
Commercial

Insurance

(includes

Medicare COV:0IM VD (PR) L
Advantage

Plans)

(continued)
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Comments

Client has assigned their Medicare to
private insurance plan. This insurance
is in addition to Medi-Cal. The
Medicare Advantage Plan must
approve or deny Medicare billable
claims for this client before Medi-Cal
can be billed.

Confirm coverage with the client.

Use the contact information on the
client’s insurance card or the eligibility
response to verify eligibility and obtain
authorization to provide services.

The codes for the types of services

covered by the insurance.

O: Outpatient

I: Inpatient

M: Medical and allied services

P: Prescription drugs, medical supplies
V: Vision care

D: Dental services

L: Long Term Care

R: Medicare Part D — Prescription Drug
Coverage.

Once eligibility is verified, place a copy of the eligibility response or a report of that response in

the client’s financial record.
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Medi-Cal Managed Care contracts with established health care networks to provide health care
services to Medi-Cal beneficiaries. These networks focus on primary and preventive
care. Medi-Cal Managed Care Plans are Prepaid Health Plans (PHP) that help with the delivery of
care provided to Medi-Cal beneficiaries. They reduce the high cost of services for the Medi-Cal
program, improve access to services, and maintain continuity of medical services. Medi-Cal
Managed Care Plans are not considered other health coverage (OHC) for specialty mental health
services because the healthcare plan is managing Medi-Cal on behalf of the State.

Medi-Cal Managed Care Plans are not responsible for specialty mental health services. Specialty
mental health services are “carved out” of the coverage offered by the PHP. Specialty mental
health services are not billed to the client’s PHP or the subcontracted Health Care Provider (HCP).
They are provided through County Mental Health Plans (MHPs) in California’s 58 counties. MHPs
provide and/or arrange for specialty mental health services and bill Medi-Cal directly through
Short-Doyle/Medi-Cal. The MHP for Los Angeles County is the Los Angeles County Department
of Mental Health.

Below are samples of eligibility responses that will assist with identifying Medi-Cal managed
Care plan in distinction from other health coverage:

Sample Medi-Cal Managed Care Eligibility Responses
Specialty Mental Health Services are CARVED OUT
DO NOT BILL ANY OF THE PLANS LISTED IN THE ELIGIBILITY RESPONSE

Sample 1: Regular Medi-Cal with MHS Carved out

SUBSCRIBER LAST NAME: Doe. EVC #: 000000ZX0. CNTY CODE: 19. PRMY AID CODE: 3N.
MEDI-CAL ELIGIBLE W/ NO SOC/SPEND DOWN. HEALTH PLAN MEMBER: PHP-L.A. CARE
HLTH PLAN: MEDICAL CALL (123) 123-1234. HCP: ANTHEM BLUE CROSS CALL:
(123) 123-1234. PCP: DR. K CALL: (123) 123-1234. ACCESS DENTAL PLAN: DENTAL
CALL (123)123-1234

Sample 2: Regular Medi-Cal with MHS Carved out

SUBSCRIBER LAST NAME: X>XXX. EVC #: XOXXX. CNTY CODE: 19. PRMY AID CODE: 34.
MEDI-CAL ELIGIBLE W/ NO SOC/SPEND DOWN. HEALTH PLAN MEMBER: PHP-L.A. CARE
HLTH PLAN: MEDICAL CALL (123) 123-1234. HCP: LA CARE HLTH PLAN CALL:
(123) 123-1234. PCP: DR. B CALL: (123) 123-1234

Financial Screening Manual (Rev 10/01/2023)



Page |58

Enhanced Care Management (ECM)

Enhanced Care Management (ECM) services are an extension of Medi-Cal services offered by
Medi-Cal Managed Care Plans. In order to receive ECM services, clients must have their Medi-Cal
assigned to a Medi-Cal Managed Care Plan and be enrolled with that plan to receive ECM services.
Clients are either enrolled by a provider contracted with the Managed Care Plan to deliver ECM
services or the Plan refers the client to a provider contracting with them to deliver ECM services.
Only agencies contracted with the Managed Care Plan are able to bill for ECM services. ECM
services are only billable to the Plan and should not be billed to any other payer.
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Some Medi-Cal recipients have cost-sharing responsibilities each month before they become
eligible for Medi-Cal benefits for the month. This monthly cost-sharing obligation is called Share
of Cost (SOC). SOC refers to the amount of health care expenses a recipient must accumulate
each month before Medi-Cal begins to cover the cost of additional services for that month. SOC
is determined when Medi-Cal is granted or renewed. Refer clients with concerns about their
share of cost to DPSS or the agency that granted them Medi-Cal.

For the client to meet their obligation, SOC must be cleared, or spent down to $0. SOC cannot
be spent down unless a service is provided. Spend down SOC for the cost of service less the
amount paid by other payers as soon as possible after the service has been rendered using the
Medi-Cal website, a HIPAA 270/271 eligibility transaction, AEVS, or a POS device. The cost of
service is based on the hourly rate for the practitioner rendering the service plus the rate for
add-on services such as interpretation.

Once SOC is cleared, verify Medi-Cal eligibility. The EVC number in the response will confirm that
the recipient is eligible for Medi-Cal. Any additional health care services in that month are billable
to Medi-Cal.

The SOC spend down amount is owed to the provider. Any portion of a service used to spend
down SOC cannot be billed to Medi-Cal. Providers must collect the SOC obligation from the client.
UMDAP rules apply. Providers may only collect the actual cost of service, SOC dollar amount, or
the annual liability amount; whichever is less. This means that clients who have Medi-Cal with a
share of cost must have an UMDAP annual liability determined.

Example
Medi-Cal billed after the client’s SOC obligation was met
Actual Cost of Service $158
Client’s SOC (spend down) amount obligation $75 -S75
Balance billed to Medi-Cal after the client has met their SOC obligation S83

Client responsibility

Actual Cost of Service $158
Annual Liability balance $50
SOC (total amount to be spent down monthly) $75

Client owes the Annual Liability

The Annual Liability is less than the SOC and the Cost of Service L

Financial Screening Manual (Rev 10/01/2023)



Page |60

Family Share of Cost

Sometimes, an individual with full scope Medi-Cal is included in a Medi-Cal case with others who
have a share cost. These individuals have a Family Share of Cost. Clients with full scope Medi-Cal
and a Family Share of Cost may choose to use their services to spend down the Family SOC.

Eligibility Message: SUBSCRIBER. LAST NAME: DOE. EVC #: 106CIMWTEV. CNTY CODE: 19. 15T
SPECIAL AID CODE: TI. MEDI-CAL ELIGIBLE W/ NO 50C/SPEND DOWN. HEALTH PLAN MEMBER:
PHP-L.A. CARE HLTH PLAN: MEDICAL CALL (888)839-9909. HCP: LA CARE HLTH PLAN CALL:
(888) 839-9909. PCP: MICHAEL MICHAEL CALL: (888)999-9999. SUBSCRIBER CAN ALSO
CHOOSE TO APPLY MEDICAL EXPENSES TOWARDS FAMILY SOC/SPEND DOWN. REMAINING
SOC/SPEND DOWN 5

1393.00.

Full scope Medi-Cal beneficiaries who have a Family Share of Cost are still recipients of full scope
Medi-Cal and cannot be charged for services. The annual liability for these clients is SO.
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Third-party payers are sources other than the client or responsible person, who are legally liable
for all or part of the cost of patient care such as Medi-Cal, private insurance, or Medicare. It is
imperative that all third-party payers are identified during financial screening interviews and
billed to ensure that the benefits are maximized. When a client has insurance coverage from a
third-party payer in addition to Medi-Cal, Medi-Cal will not pay for services to that individual until
that payer has had the opportunity to pay for some or all of the cost of those services (Welfare
& Institutions Code 10025 and 5872).

Private Insurance

Private insurance, also referred to as Commercial Insurance or Other Health Coverage (OHC), is
healthcare coverage for medical services and supplies including, but are not limited to, inpatient
hospital care, outpatient services, doctor/medical professional visits, dental care, vision care, and
pharmacy. Private insurance companies are also responsible for providing or covering mental
health services to individuals enrolled in their plans.

Private insurance plans include Health Maintenance Organizations (HMO), Preferred Provider
Organizations (PPO), and Medicare Advantage Plans. Medi-Cal Managed Care Plans, including
AltaMed/PACE, are not considered private insurance or OHC. People with private insurance must
seek to obtain non-crisis mental health services from providers affiliated with the insurance
network. The insurance plans must either provide the mental health services the person seeks
or pay in full for those services.

Sometimes, people with private insurance would prefer to receive services from a DMH provider
rather than from a provider affiliated with their insurance’s network. When, in consultation with
the clinical team, someone with private insurance chooses to receive services from a contracted
provider, they are responsible to pay for any portion of service costs left unpaid by the insurance.
Contact the insurance to obtain authorization from the plan to provide services to members of
the plan. In cases where authorization is denied because mental health benefits under the plan
have been exhausted, obtain written documentation that the client has exhausted their mental
health benefits.
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To obtain authorization from the private insurance, reach out to the insurance to determine
whether they cover mental health or behavioral health services. In addition to requesting
authorization to provide services, obtain billing information and instructions such as the effective
date of coverage, what services are billable, provider disciplines eligible to bill for services, verify
the policy number, and confirm where/how to submit claims for mental health services.

Those authorized to receive services from the provider or those who have exhausted their mental
health insurance benefits are only responsible for unpaid costs up to the UMDAP annual liability.
Those not authorized to receive services from an out of network provider are responsible for the
full cost of the service that was left unpaid by the insurance. If the client has Medi-Cal in addition
to the insurance, as long as the insurance was billed, Medi-Cal will become responsible for the
portion of service costs left unpaid by the insurance plan.

Pursue new or renewed authorization when the existing authorization runs out or expires or if
the client changes insurance plans. For those who exhausted their mental health benefits during
the plan year, pursue authorization from the insurance when additional benefits become
available (usually the following January).

Clients covered by private insurance including Medicare Advantage Plans must authorize the
provider to release service information for billing and the insurance to pay the provider directly.
This authorization is done using the Insurance Authorization and Assignment of Benefits form or
similar form approved by agency administration. This form must be signed and dated prior to
billing the insurance company. Only one form is needed for the entire legal entity. The Insurance
Authorization and Assignment of Benefits form must be signed as soon as the insurance coverage
is identified. Place the signed form in the client’s financial record and provide a copy to the client.

Verifying Other Health Coverage (OHC) Benefits

Medi-Cal is the payer of last resort. Federal and State law requires all Medi-Cal beneficiaries to
report any additional coverage they have from private insurance or OHC. When Medi-Cal learns
that a beneficiary has OHC, their eligibility record is updated to include the insurance
information. Insurance information is returned in the Medi-Cal eligibility check as OHC or Other
Health Information. Below are sample eligibility messages that include insurance or OHC.
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SUBSCRIBER LAST NAME: XXXX. EVC #: XXXX. CNTY CODE: 19. PRMY AID CODE: 60. 1ST
SPECIAL AID CODE: 4F. MEDI-CAL ELIGIBLE W/NO SOC/SPEND DOWN. HEALTH PLAN
MEMBER: PHP-L.A. CARE HLTH PLAN: MEDICAL CALL (123) 123-1234. HCP: KAISER
CALL: (123) 123-1234. PCP: DR. K CALL: (123) 123-1234. OTHER HEALTH INSURANCE
COV UNDER CODE K - KAISER. CARRIER NAME: KAISER PERMANENTE HEALTH PLAN. ID:
XXKXXXXXX. COV: OIM P

SUBSCRIBER LAST NAME: XXXX. EVC #: XXXX. CNTY CODE: 19. PRMY AID CODE: 60.
MEDI-CAL ELIGIBLE W/ NO SOC/SPEND DOWN. HEALTH PLAN MEMBER: PHP-L.A. CARE
HLTH PLAN: MEDICAL CALL (123) 123-1234. HCP: CARE FIRST CALL: (123) 123-1234,
PCP: DR. C CALL: (123) 123-1234. OTHER HEALTH INSURANCE COV UNDER CODE V.
CARRIER NAME: CALIFORNIA CARE BLUE CROSS HMO. ID: XXXAXXXXX. CARRIER NAME:
DENTAL NET BLUE CROSS. ID: XXXAXXXXX. COV: OIMP D

If OHC information is not updated timely, the Medi-Cal eligibility check might return outdated or
erroneous OHC information. If a client states that they are no longer covered by OHC or never
had insurance coverage, the information can be removed from the client’s eligibility record.
Obtain verification such as a letter of coverage termination or documentation from the insurance
company stating that the client was never a member and request that the OHC information be
removed from the client’s eligibility record. Submit the request to DHCS’s Third Party Liability
and Recovery Division (TPLRD). TPLRD has a secure online form to remove erroneous OHC
indicators. The online OHC Removal Form is available on the OHC Processing Center website at
http://www.dhcs.ca.gov/services/Pages/TPLRD OCU cont.aspx. Allow 72 hours for the form to
process. The form may have to be submitted more than once. Staff may also assist clients in

reaching out to their eligibility or case worker to have the OHC(s) removed from their Medi-Cal
eligibility record.
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Medicare

Medicare is the federal health insurance program for the aged and disabled. Those who are aged
65 and older as well as those under 65 who are disabled, are in kidney failure (End-Stage Renal
Disease [ESRD]), or who have ALS (Amyotrophic lateral sclerosis, also known as Lou Gehrig's
Disease) are eligible for Medicare. Medicare covers inpatient hospital care, skilled nursing,
hospice care under Part A, doctor office visits, outpatient services, some preventative care, and
some medical equipment under Part B, and Prescription drugs under Part D. DMH outpatient
professional services are covered under Medicare Part B.

While the Medicare program helps with the cost of health care, it does not cover all medical
expenses or the cost of most long-term care. Medicare beneficiaries have the option to enhance
original Medicare with a supplemental Medigap insurance policy from a private insurance
company or to join a Medicare-approved plan from a private company that bundles Part A, Part B,
and Part D for health and drug coverage as an alternative to Original Medicare.

Original Medicare
Medicare beneficiaries who have not enrolled in a Medicare Advantage Plan are enrolled in

Original Medicare. Original Medicare beneficiaries who have Medicare Part B can receive
outpatient services without prior authorization. Medicare does not require prior authorization
to provide outpatient services. All DMH providers can see clients with Original Medicare Part B.
Consult with agency administration regarding Medicare requirements related to obtaining
signatures from the client granting permission to release service information for billing and
authorizing direct payment from Medicare to the provider/Legal Entity. Place a signed copy of
the form in the client’s financial record .

Financial operations staff should call Noridian Provider Contact Center at 1-855-609-9960 or use
Noridian’s online portal (https://www.noridianmedicareportal.com/) to verify the coverage

effective date and the Medicare Beneficiary Identifier (MBI) number. Medicare eligibility may
also be verified using a clearinghouse or sending Noridian a HIPAA 270/271 transaction.
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Medicare Advantage Plan

Medicare Advantage Plans, sometimes called Part C and previously known as Medicare Risk
HMOs, are Medicare-approved plans offered by private insurance companies designed to provide
covered benefits beyond what Original Medicare offers to beneficiaries. Clients can usually only
be seen by providers within the plan network for services to be covered by their Medicare
Advantage Plan. To be eligible to enroll in a Medicare Advantage plan clients must have Medicare
Parts A and B.

Medicare Advantage is private insurance, or OHC. Contact the Medicare Advantage plan to
obtain authorization prior to delivering services to a client enrolled in that plan when it is clinically
appropriate to do so. In cases where authorization is denied because mental health benefits
under the Medicare Advantage plan have been exhausted, obtain written documentation that
the client has exhausted their mental health benefits. If the Medicare Advantage plan does not
authorize DMH services and the client, in consultation with their clinical team, decides to
continue with receiving DMH services, then the client is responsible for the full cost of services
left unpaid by their Medicare Advantage plan. If the client is covered by Medi-Cal in addition to
coverage from the Medicare Advantage plan, then Medi-Cal will take on the responsibility for the
cost of services left unpaid by the plan as long as the Medicare Advantage Plan was billed first.

Pursue new or renewed authorization when the existing authorization runs out or expires or if
the client changes Medicare Advantage plans. For those who exhausted their mental health
benefits during the plan year, pursue authorization from the insurance when additional benefits
become available (usually the following January).

To obtain authorization, reach out to the Medicare Advantage Plan to determine whether any
coverage of mental health services remains. In addition to requesting authorization to provide
services, obtain billing information and instructions such as the effective date of coverage, what
services are billable, provider disciplines eligible to bill for services, verify the policy number, and
confirm where/how to submit claims for mental health services.

Clients covered by Medicare Advantage Plans must authorize the provider to release service
information for billing and the insurance to pay the provider directly. Medicare Advantage is
private insurance. Authorizations for billing private insurance, including Medicare Advantage
Plans, are done using the Insurance Authorization and Assignment of Benefits or similar form
approved by agency administration. This form must be signed and dated prior to billing the
Medicare Advantage Plan. Only one form is needed for the entire legal entity. This form must
be signed as soon as the insurance coverage is identified. Place the signed form in the client’s
financial record and provide a copy to the client.
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UMDAP & Third Party Payments

Regardless of the total cost of care a client receives, the client is only responsible for any balance
equal to or less than the annual liability after payment by the third-party payer. Any balance
remaining after third-party payments and the UMDAP annual liability are applied will be covered
by funding plan. Under no circumstances should a client be billed the entire annual liability
amount if the client has not received that amount in actual services.

Below are examples of how third-party payment, annual liability, and funding plans are applied.

Multiple Services During the Same Annual Charge Period
A client with third-party insurance and a $100 annual liability received two services on two

different days within the same annual charge period. The cost of care for Service #1 is $1,000
and the client is responsible to pay up to $100 of their annual liability. If the insurance pays less
than the total cost for the service, the client would be responsible for the remaining balance up
to their annual liability. In this example, the third-party payer pays $925 for the first service.
Since the balance is less than the client’s annual liability, the client would only owe $75 to cover
the cost of care left unpaid by the insurance.

Service #1

Cost of Care $1,000
Payment by Third-Party Insurance -$925
Cost of Care Balance $75
Annual Liability Payment by the Client -$75
Client's Annual Liability Balance for this Annual Charge Period $25

The cost of care for Service #2 is $1,200. Since the client paid $75 for Service #1, their annual
liability balance is $25. If the insurance pays less than the total cost for the service, the client
would be responsible for the remaining balance up to their annual liability. In this example, the
third-party payer pays $1,100 for the second service. Even though the cost left unpaid by the
insurance is $100, the client is only responsible for $25 of the remaining balance. After the client
pays the $25, the remaining balance of $75 will be covered by the funding plan. The client’s
annual liability for the rest of the annual charge period will be SO.

Service #2

Cost of Care $1,200
Payment by Third-Party Payment Insurance -$1,100
Cost of Care Balance $100
Annual Liability Payment by the Client -$25
Funding Plan -$75
Client's Annual Liability Balance for this Annual Charge Period SO
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Clients Receiving Services at Multiple Legal Entities
Legal Entity A completed the initial financial screening interview on May 9, 2022 and determined

the client’s annual liability to be $350. The client’s annual charge period was from May 9, 2022
through May 8, 2023. The client has no other third-party coverage.

Legal Entity A provided services on two different days in the same annual charge period:
May 9, 2022 and May 24, 2022.

e Cost of May 9" service was $100
e Cost of May 24™ service was $50

No other services were provided to the client during the month of May 2022. Legal Entity A must
collect payment from the client of $150 for services delivered during May 2022.

Original Annual Liability $350
Total Cost of Care for May 2022 (Service dates: May 9 and May 24) $150
Client responsibility -$150
Cost of Care Balance SO
Client's Annual Liability Balance for this Annual Charge Period $200

The client did not receive services during the month of June or July 2022.

On August 12, 2022, the client requested services from Legal Entity B. Legal Entity B must accept
the UMDAP annual liability and annual charge period set by Legal Entity A and must communicate
with Legal Entity A costs incurred against the client’s annual liability. The client received mental
health services from Legal Entity B totaling $75. Legal Entity B must bill the client $75 for services
delivered for the month of August 2022 because it is less than the annual liability balance for the
charge period.

Client's Annual Liability Balance for this Annual Charge Period $200
Cost of Service for August 2022 $75
Client responsibility -$75
Cost of Care Balance SO
Client's Balance for This Annual Liability Period S$125

The client has a remaining annual liability balance of $125 for this annual charge period. This
means that the client may be seen at either Legal Entity A or B or any other specialty mental
health provider and will only be responsible for up to the remaining annual liability balance of
$125, if the client incurred $125 or more in actual charges for services received.
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Who to Bill When Clients Have OHC

DMH Policy No. 801.06 — Private Prepaid Healthcare Treatment and Billing states governs when DMH

providers may see clients with OHC and when those clients are eligible to be placed on an UMDAP
annual liability. Who to bill and when to bill depends on the client’s coverage and whether

services were authorized by the insurance. The following table reflects the client’s responsibility

to pay for services rendered based on health coverage types:

e OHC & Medi-Cal w/no SOC

e OHC & Medi-Cal w/SOC
e OHC only (no Medi-Cal)

Clients who have OHC in addition to full scope Medi-Cal with no share of cost must not be
charged, even when the OHC does not pay. Medi-Cal is responsible for the cost of care left unpaid

by the OHC.
OHC Bill Bill Unpaid
Coverage Type Authorized OHC? Balance to Bill Client? Comment
Services? ) Medi-Cal?
Yes Yes Yes No Bill Medi-Cal after receiving an approval or denial
OHC & Medi-Cal with from the OHC or after 90 days if the OHC did not
no Share of Cost respond. Medi-Cal is responsible for the balance
No Yes Yes No not paid by OHC.
Yes, once No, if the client

ves ves MeﬁiDIi;j:L is M.ef:li—CaI Bill Medi-Cal the balance after Share of Cost is

. . & eligible cleared AND the OHC approved/denied the claim
OHC & Medi-Cal with .
Share of Cost Yes, if the (or after 90 days with no response from the OHC).
client has an Bill the client the annual liability, the cost of
ves, once ; i Share of Cost, whichever is less
No Yes | MEDI-CAL | outstanding service, or ' '
eligible SOC balance
Ves Ves N/A Yes Bill the client the anngal ||ab||.|ty or the cost of
OHC Only service, whichever is less.
(No Medi-Cal)
No No N/A Yes Bill client the Full Cost of Care.
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TRICARE/CHAMPVA

To fulfill the medical coverage needs of servicemembers, veterans, and their families, there are
several plans available through Military Health Systems and the Department of Veterans Affairs
(VA). The two main programs available are TRICARE and CHAMPVA.

TRICARE is the health care program for the military. It provides comprehensive health care
coverage and is provided to active-duty service members, most retired military personnel, and
their dependents. The program’s previous name, the Civilian Health and Medical Program of
Uniformed Service (CHAMPUS), is often confused with CHAMPVA, the healthcare coverage
program offered through the VA.

TRICARE coverage is treated as OHC. Itis primary to other OHCs. TRICARE does not require pre-
authorization for most mental health services, however, calling for authorization ensures that
the services offered to the client are covered treatment and that the agency and the practitioner
are eligible to provide services and bill. An approved authorization also makes the client eligible
for an UMDAP annual liability. TRICARE has contracted with Health Net as the Managed Care
Support Contractor (MCSC) for its providers in the West Region. Contact Health Net at 1 (844)
866-9378 to obtain authorization to provide services when it is clinically appropriate to do so.
Pursue new or renewed authorization when the existing authorization runs out or expires.

TRICARE in Addition to Other Payers

TRICARE is available to active-duty and retired military as well as to their spouses and dependent
families. Clients who have TRICARE also might have additional insurance such as Medicare or
private insurance. Below is a guide to who pays first when the client has coverage in addition to
TRICARE. In the first four scenarios that follow, if the client also has Medi-Cal, Medi-Cal is the
last third-party payer.
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Payers

1%t Payer

2" payer

3" payer

e Medicare;
e TRICARE; and
e Other health insurance
o Health insurance you have in
addition to TRICARE, such as
Medicare or an employer-
sponsored health insurance.

Medicare

OHC

TRICARE

e Medicare;

e TRICARE; and

e OHC through current employer with
more than 20 employees

OHC through
current
employer

Medicare

TRICARE

e Medicare;

e TRICARE; and

e OHC through current employer with
fewer than 20 employees

Medicare

OHC through
current
employer

TRICARE

e Medicare;
e TRICARE; and
¢ Indian Health Service

Medicare

TRICARE

Indian
Health
Service

e Medicare;
e TRICARE; and
e Medi-Cal

Medicare

TRICARE

Medi-Cal

Financial Screening Manual (Rev 10/01/2023)



Page |73

The Civilian Health and Medical Program of the Department of Veterans Affairs (CHAMPVA) is a
comprehensive healthcare insurance program in which the VA shares the cost of covered
healthcare services and supplies with eligible beneficiaries. CHAMPVA beneficiaries are the
spouses, widow(ers)s, and children of qualifying Veterans. The CHAMPVA program covers most
healthcare costs that are deemed medically necessary, upon confirmation of eligibility.

To be eligible for CHAMPVA the individual cannot be eligible for TRICARE and must be:

= The spouse or child of a veteran who has been rated permanently and totally disabled for
a service-connected disability by a VA regional office

= The surviving spouse or child of a veteran who died from a VA-rated, service-connected
disability

= The surviving spouse or child of a veteran who was at the time of death rated permanently
and totally disabled from a service-connected disability

= The surviving spouse or child of a military member who died in the line of duty, not due
to misconduct

To be eligible for CHAMPVA benefits, you must enroll in, and remain enrolled in Medicare Parts
A and B. Beneficiaries must enroll in Medicare 90 days prior to their 65" birthday. Declining
Part B coverage makes the individual ineligible for CHAMPVA benefits. After enrolling in
Medicare, they will receive a Medicare card indicating that they have both Medicare Part A and
Medicare Part B coverage and must notify CHAMPVA of the new coverage.

CHAMPVA coverage is treated as OHC. CHAMPVA coverage is secondary to Medicare and
Medigap. CHAMPVA requires pre-authorization for mental health services in some situations,
particularly when the client is receiving outpatient services in excess of 23 per calendar year
and/or more than two (2) sessions per week, home visits, inpatient services, and residential care.
Calling for authorization ensures that the services offered to the client are covered treatment.
An approved authorization also makes the client eligible for an UMDAP annual liability. Contact
the Veterans Affairs (VA) Medical Center to obtain authorization to provide services when it is
clinically appropriate to do so. Pursue new or renewed authorization when the existing
authorization runs out or expires.
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Victims of Crime

The California Victim Compensation Board (CalVCB) works to reduce the impact of crime on
victims’ lives by providing financial assistance for crime-related expenses and assisting victims to
connect to services and support to help restore their lives. Obtain a copy of the victims of crime
(VOC) verification letter to add to the client’s Financial record.

CalVCB requires providers to submit documentation and receive clearance before the provider
can be added to their database. To obtain clearance, the providers must email
info@victims.ca.gov the signed and dated W9 (billing name/address should match what is listed

on the CMS 1500 form) and a copy of the provider’s license issued by the Board of Behavioral
Sciences, Board of Psychology or Medical Board.

Billing for Mental Health Services
Contract providers must submit documentation and get authorization before the provider

receives payments from CalVCB. Providers must bill the client’s private and/or public healthcare
insurance before filing a claim with CalVCB. If the expense is not covered or is partially covered
by the other insurances, a copy of the explanation of benefits (EOB) needs to be provided.
Providers have 90 days from the date of service to submit the claim. Mental health-related bills
should be submitted on the CMS 1500 form for mental health and outpatient medical charges.

All bills should include:

= The patient’s or client’s name

= The payee’s name, address and tax ID

= Date of service

= CPT codes

= The payee’s or treating therapist’s license number

The VOC payer is secondary to Medi-Cal. Medi-Cal must approve or deny the claim prior to the
claim being submitted to the VOC payer. This ensures that the client is not charged for any cost
of services left unpaid by prior payers. The annual liability for clients covered by VOC is SO.
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Financial Forms
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Financial Forms

One of the objectives of the financial screening interview is to obtain information about the
insurance and benefits the client is able to access in order to pay for services received. Another
objective is to determine whether the client has the resources to pay for all or part of services
personally. The PFl is the form used to document this information. Other financial forms
acknowledge the financial agreement between the client and the provider or allow the provider
to submit claims to third-party payers for the services the client received.

Previous chapters discussed the PFl in detail. This chapter will focus on the following financial
forms:

e Financial Obligation Agreement
e Insurance Authorization and Assignment of Benefits

Place all signed forms in the client’s financial record. Copies of signed forms must be given to the
client.

The PFl and all forms discussed in this chapter are included in the Forms Appendix of this Manual.

The Financial Obligation Agreement (FOA) is a written agreement between the client and the
provider. This agreement details the annual charge period, the annual liability amount or the
maximum amount to be paid for all services received during the annual charge period, the
payment plan, and the client’s responsibility to report any change in their financial circumstances
and/or in their health insurance coverage. The Financial Obligation Agreement is required for all
clients regardless of whether they have an annual liability. Complete this agreement during the
initial financial screening interview, and annually thereafter, for every client receiving mental
health services. The Financial Obligation Agreement requires signatures from both the client and
the staff conducting the financial screening interview. Clients should sign and date the
agreement whether they have an annual liability or zero annual liability. The date on each
signature line must be the date that person signed the form. Place the signed form in the client’s
financial record and give a copy of it to the client.

Payment plans should allow the client/payor to pay off their debt in the shortest time possible.
The payment plan should rarely exceed the anticipated length of treatment, and never exceed
one year.
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Prior to billing private insurance for services rendered, the client should authorize the provider
to release information. Additionally, the client should agree to allow the insurance to pay the
provider group directly (that is, assign their benefits) for the services rendered. Clients with
private insurance, including those enrolled in Medicare Advantage Plans, sign the Insurance
Authorization and Assignment of Benefits (IAAB) or other similar form. Do not use this form for
clients who are enrolled in Original Medicare and have not assigned their Medicare over to a
Medicare Advantage Plan. The IAAB form used by directly operated programs mirrors the paper
CMS 1500 form and requires the client to sign twice, as it is required on the CMS 1500. The top
section of the IAAB form authorizes the provider to release service information required for
claiming; the bottom assigns benefits and authorizes the insurer to pay the billing provider
directly. Having both signatures on the form allows providers to enter “Signature on File” where
client signature is requested on paper insurance claim forms and in the appropriate segment of
the electronic claim. The form is to be dated with the current date. Contract providers may use
the IAAB form or a similar form that has been approved by agency administration and/or counsel.

Obtain the client’s signature during the initial financial screening interview, at reevaluation, or
when the client reports enrolling in a private insurance plan or in a Medicare Advantage Plan in
the middle of the annual charge period. Place the signed form in the client’s financial record and
give a copy of it to the client.

If the client refuses to sign the IAAB, then they must sign both signature fields on the paper
CMS 1500 claim form in order for providers to submit claims for that client. If the client will not
sign the paper claim, then the service cannot be billed to the insurance. Clients with private
insurance or who are enrolled in a Medicare Advantage Plan who refuse to sign both the IAAB
and the CMS 1500 form are not cooperating with the financial screening process and are
potentially liable for the full cost of care.
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Signatures are required on all forms. The client or responsible person’s signature on forms
indicates that the information provided is true and correct to the best of their knowledge, that
they authorize the provider to submit claims for services, and that they understand their
responsibilities regarding payments for services. When staff sign forms, it identifies who
completed the financial screening and indicates that an explanation of the client’s liability and
responsibilities was provided. The date accompanying the signature must be the date the person
signed the form.

Signatures can be written out by hand, electronic, or digital. Verbal consent is not allowed on
any financial form. If a client is unavailable to sign the required forms in person at the time of
financial screening, the financial forms that have been prepared can be sent to the client by mail,
fax, email, or through a patient portal, if available, for signature. Signed forms can be returned
in person, by mail, fax, email, or patient portal. Clients receiving video telehealth services can
have their signed forms screen-captured by the practitioner rendering the services.

If the client refuses to sign financial forms, financial operations staff should engage the clinical
team to help convince the client to sign. Refusing to sign forms authorizing the provider to bill
insurance could result in the client being responsible to pay the full cost of care.

Keep documents used in financial screening and/or benefits establishment for 10 years after
discharge or from the date of completion of any audit, whichever is later. For minors, keep
documents used in financial screening and/or benefits establishment until one (1) year after the
minor reaches the age 18, but not less than 10 years from the date of completion of any audit,
whichever is later.

Directly operated programs must return originals of vital records to clients and then shred hard
copies of documents related to financial screening and/or benefits establishment after they have
been scanned into the client’s financial record.
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Client’s Right to Refuse to Provide Financial Information

The client has the right to refuse to cooperate with providing financial screening information or
the incompletion of the financial screening process. Some examples of client refusal are listed
below:

= Failure to provide billing information of the third-party payers

= Failure to sign and date applicable authorization forms to complete the financial
screening process and allow billing of third-party payers

= Failure to provide supporting verification

Financial operations staff are encouraged to get the clinical team involved if a client refuses to
cooperate with the financial screening process or refuses to provide supporting verifications.
With the help of the clinical team, they can help gather needed financial screening information
to complete the financial screening process. It is imperative for the clinical team to let the client
know that when they provide the financial screening information, they may potentially be
responsible for less than the actual cost of service.
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Verification
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Verification of the information reported during the financial screening interview is required. This
includes verifying the client’s identity as well as financial information. Copies of what was used
as verification should be placed in the client's financial record. Clients unable to provide
verification may continue to receive services.

As part of the financial screening process, providers must make a “good faith effort” to verify the
client’s identity by requesting proof of identity. The objective of verifying identity in the financial
screening interview is to help confirm that the benefits coverage reported belong to the person
providing the information or that the client has the right to access that coverage. Verify identity
using a government issued form of identification (ID) such as a California Driver License, a
California ID, or a US Passport. Other forms of ID are also acceptable. Identification should
contain a photo of the client as well as the client’s name and signature such as a school ID or an
employee ID. Request a secondary picture ID when presented with government issued IDs
without photos such as a Social Security card, a Benefit Identification Card (BIC) from Medi-Cal,
or a birth certificate. Insurance cards, such as the Medi-Cal BIC and Medicare card alone are NOT
sufficient to establish identity.

DO NOT TURN AWAY CLIENTS BECAUSE THEY DO NOT PRESENT AN ID.
NOT HAVING AN ID MUST NOT BE A BARRIER TO
RECEIVING SERVICES.
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Verification of Social Security Number (SSN), employment, current address, liquid assets,
allowable expenses, and income is required. Place copies of the documentation used to verify
the information on the PFl in the client's financial record. Clients could become responsible for
the full cost of care if they refuse to provide verification of income, assets, expenses, and
coverage from third-party payers. Request supporting documentation when it is clinically
appropriate to do so. Do not place clients on full cost of care if it was not clinically appropriate
to ask for supporting documentation.

Below is a table with examples of the forms of documentation that are appropriate to use to
verify the information entered on the PFI. Provide the client with a checklist of what is needed
for best results. Ask the client to make the supporting documentation available at their financial
screening interview or at the next visit when it is clinically appropriate.

Client identity e Government issued photo ID or other photo ID with
signature
e School ID

e Employee ID
e |D without photo
o Requires secondary ID

Social Security Number (SSN) e Social Security Card

e W-2

e Paystub showing full SSN

(Do not place clients on full cost of care if they are

unable to present verification of SSN)
Health Insurance Card e Benefits Identification Card (BIC)

e Medicare Card

e Private/Commercial Insurance Card

Employment e Paystub — at least the last three stubs
e Tax Return

Unearned Income e Benefits Award letter(s) from:

— Includes governmental benefits o Employment Development Department
and court ordered child (EDD) (Unemployment)
support/alimony o VA

o SSA
e Court order for support payments received
In-Kind Support Completed and signed In-Kind Form
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Allowable Expenses
— Court ordered child
support/alimony

Allowable Expenses
— Childcare payments
Allowable Expenses
— Dependent Support Payments
o Members of the UMDAP
household only (i.e.,
Children/Spouse/
Parents, etc.)
Medical Expenses
o Monthly health/dental
insurance premiums

o Installment payments on

hospital/dental bills
Monthly Mandated Deductions
from Gross Income

Checking statements
Savings statements
IRA statements
Market Value of Stocks
Bonds

CD

Mutual Fund Certificate
Court order

Receipt

Cancelled check
Receipt

Cancelled check
Receipt(s)

Cancelled check

Invoice
Receipt
Cancelled check

Paystubs
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If verification is not presented at the financial screening interview, complete the PFl based on the

information provided by the client during financial screening. Giving the client a reasonable due

date, or deadline, for presenting some form of verification is helpful and sets an expectation for

the client. Inform the client that intentionally avoiding or refusing to provide supporting

documentation could make them responsible for the full cost of care.
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In-Kind

In-Kind income is a form of financial support that is not from earned or unearned income. Clients
may receive financial or other support such as housing, utilities, food, clothing, or cash from a
person in exchange for a service or without incurring a financial liability. To confirm that the
client is receiving in-kind support, the provider of the support must complete the Verification of
In-Kind Source of Income form. Clients receiving this type of support must submit this form
whenever they are being reevaluated for as long as they are receiving this kind of support.

Steps to take to obtain verification of In-Kind income:

= The Verification of In-Kind Source of Income form contains confidential information.
Complete the Release of Information Form (MH 602) to allow the provider of in-kind
support to verify information.

= [ssue the Verification of In-Kind Source of Income form to the in-kind provider to
complete.

= Follow up with the client or In-Kind provider if the form is not returned within the agreed
upon number of days. Ten (10) business days is recommended.

= Place the completed In-Kind form in the client’s financial record.
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Reevaluations
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All clients are to be reevaluated, or rescreened, annually. Clients must also be reevaluated
whenever they report a change in financial circumstances or insurance coverage at any point
within the annual charge period.

The objective of the annual reevaluation is to determine how services will be paid for in the
upcoming annual charge period. Reevaluations are completed on or near the anniversary date
of the UMDAP annual liability period (also called the UMDAP date) to determine whether the
client’s financial situation or insurance coverage has changed. Annual reevaluations ensure that
the client’s financial profile has accurate payer information to prevent the client from being
overcharged or inappropriately charged for mental health services.

Clients should be reevaluated no more than 30 days before the UMDAP date, and no later than
the client’s first visit after the end of the annual liability period. The UMDAP annual liability
period is continuous and the UMDAP anniversary date will remain the same, regardless of when
the PFl is completed. The new annual charge period is to keep the original UMDAP month and
day; only the year will be updated. For example, if a client’s initial UMDAP date was
January 22, 2022, the annual charge period would be January 22, 2022 through January 21, 2023.
The new annual charge period at reevaluation will be January 22, 2023 through January 21, 2024.

To facilitate reevaluating the client on time, clients should be notified in advance that a financial
reevaluation is due. Sending the Reevaluation Follow-Up Letter, included in the Forms Appendix,
or something similar is highly recommended. Place a copy of the Reevaluation Follow-Up Letter
into the client’s financial record.

The annual reevaluation is similar to the initial financial screening interview. Gather current
financial and healthcare coverage information from the client to determine their ability to pay.
A new PFl and Financial Obligation Agreement must be completed during the annual reevaluation
along with any other applicable financial forms. The client must provide current supporting
verification of income, assets, and allowable expenses. Additionally, it is important to confirm
the client’s current mailing address and phone number to support effective communication and
claiming.

Telephone Reevaluation

Telephone reevaluations are acceptable, however, the client must sign the PFl, the Financial
Obligation Agreement, and any other applicable forms at the next visit or as soon as possible
after the telephone reevaluation. Clients must also provide any missing information, verification
of income, assets, and allowable expenses. Confirm the client’s current address and phone
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number during the telephone interview. Clients who fail to complete the reevaluation or to
provide verification in person at their next appointment, by mail, or by other means, could be
responsible for the actual cost of care until the reevaluation is complete and verification is
received.

Reevaluating Full Scope Medi-Cal Clients
Financial operations staff may use the eligibility response from Medi-Cal to update the PFl when

the clients have full-scope Medi-Cal. Enter “Eligibility verified through Medi-Cal eligibility
response” on Line 28 of the PFl. This PFI may be placed in the client’s financial record but a
signature must be pursued. Obtain the client’s signature on the PFl as soon as possible. Place
the completed PFl in the client’s financial record.

Staff must verify coverage and eligibility with other payers when clients have coverage in addition
to Medi-Cal. Contact the other payers to confirm that the information provided by Medi-Cal is
correct. Verification of the other coverage must be obtained from the client.

Note: Clients whose annual charge period has expired or who have not been reevaluated
could be made responsible for the actual cost of care until the reevaluation is completed.
Clients may be considered full cost of care until the reevaluation can be completed.
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Changes in Coverage or Financial Situation

When a client reports a change in financial circumstances or healthcare coverage, the client must
be reevaluated to document the change in coverage and/or to determine if there is a change in
their annual liability. The annual liability amount may be adjusted up or down at any point during
the annual charge period if warranted by a reported change in the client’s financial situation
and/or health coverage. Providers must obtain documentation supporting the reported changes
before adjusting the annual liability for the remainder of the charge period.

Clients will be reevaluated to determine if an adjustment to their financial obligation is necessary
for the remainder of their annual liability period. The existing PFl and Financial Obligation
Agreement should be updated and initialed by the client or new forms completed and signed.
Additional forms for Medicare or private insurance may be needed as well. Obtain signatures on
new and newly completed forms as well as supporting documentation of the reported changes.
Place the completed forms in the client’s financial record and give a copy to the client.

Clients are responsible for prompt notification of a change in financial situation. Adjustments to
the annual liability cannot be retroactive and are effective as of the date of notification.

NOTE: Once a client has incurred costs of services that are equal to or exceed the annual
liability amount, the client is responsible to pay the cost of services or the annual liability
amount, whichever is lower. The only exception is when the client is granted Medi-Cal
retroactively. In these cases, the annual liability can be adjusted dating back to the first date
of Medi-Cal eligibility.
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Financial Record

All providers must keep a record of all documents and actions taken related to the client’s
financial account. This includes all financial information collected during the financial screening
interview, insurance coverage, documentation supporting that information and coverage,
eligibility responses, and a recounting of contact or communication with the client and the
third-party payers responsible for the client’s services. Below is a list of forms, documents, and
verification that should be included in a client’s financial record. The list is not exhaustive. Any
document or communication that impacts the client’s responsibility to pay for services and/or
that allows or disallows the provider to submit claims for the services rendered must be included
in the financial record for the client.

= Payer Financial Information (PFI) form
= Financial Obligation Agreement
= |nsurance Authorization and Assignment of Benefits (IAAB) or similar form
= Photocopy of current photo identification
o Government Issued Identification card, Driver’s License, or Passport
= Copies or documentation (notes) of any communication or correspondence to or from
the client, any third-party payers, or other persons providing financial information
= Eligibility verification
= Authorizations from insurance
= Explanation of Benefits (EOB) or Remittance Advices (RA)
= Reevaluation Follow-Up Letter
= Request for Annual Liability Balance
= Therapeutic Fee Adjustments (TFA)
= Authorization for Request or Use/Disclosure of Protected Health Insurance Information
(PHI)
= Verification of healthcare coverage, employment, income, allowable expenses, and liquid
assets
o Health insurance cards such as the Medi-Cal Benefits Identification Card (BIC),
Medicare card, and private/commercial insurance card
Paycheck stubs
Verification of In-Kind Income
Bank statements

O O O O

Court orders related to support received or paid
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Medi-Cal Eligibility Guidelines

Medi-Cal is health care coverage for qualifying persons who live in California, and who have

income and resources below the State’s established limits.

Refer clients in the following categories to their local DPSS office to apply for Medi-Cal.

Young Adults aged 19-25 who meet income criteria regardless of immigration status
Adults aged 50 or older who meet income criteria regardless of immigration status
People who are aged (65 years old or older), blind, or disabled
Pregnant individuals
People in a skilled nursing facility or intermediate home care
People with a lawful permanent resident status who meet income or resource criteria
A parent or caretaker relative of a child under 21 if:

o The child’s parent is deceased or doesn’t live with the child

o The child’s parent is incapacitated

o The child’s parent is under employed or unemployed
Women who have been screened for breast cancer and/or cervical cancer
Former Foster Youth up to the age of 26 who were in Foster Care on their 18" birthday
People receiving Cash Aid, such as CalWORKs, General Relief, Refugee Assistance, or
SSI/SSP

Citizenship and Immigration Status to Qualify for Medi-Cal
Individuals who are natural-born or naturalized citizens, who were under lawful admission for

Permanent Residence in the U.S., and undocumented immigrants may be eligible for Medi-Cal.

Some undocumented clients may be eligible for pregnancy-related and emergency services;

others are eligible for full-scope Medi-Cal benefits depending on their immigration status, age,

and those that have limited income and resources.

YV V V V

In person at any DPSS district office: Office Locations DPSS

Call the DPSS Customer Service Center at: (866) 613-3777

BenefitsCal website: BenefitsCal (https://benefitscal.com/)

Covered California website: Covered California™ (https://www.coveredca.com/)
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Training Inquiries

CBO offers financial screening training for financial operations staff, front desk staff, their
supervisors, managers, and administrators. Training is strongly recommended for staff prior to
completing financial operations tasks. For information about the financial training schedule,
please contact CBO:

» E-mail CBO Training at RMDTraining@dmh.lacounty.gov
» Call CBO Hotline at (213) 480-3444
» Open a HEAT ticket using HEAT Self-Service: https://lacdmhheat.saasit.com
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Forms Appendix

The Department of Mental Health (DMH) collects information during financial screening to obtain
needed information to determine the client’s ability to access third-party benefits or to
personally contribute to paying for the cost of services. Below is a list of forms included in this
Appendix.

v Payer Financial Information (PFI)

Uniform Patient Fee Schedule

Financial Obligation Agreement

Insurance Authorization and Assignment of Benefits
Verification of In-Kind Source of Income
Reevaluation Follow-Up Letter

Financial Profile Verification Request

AN N N NN

Automated Eligibility Verification System Response Log

The forms in this Appendix are used to obtain financial and healthcare coverage information from
our clients.

Note: Fillable forms can be found on the DMH internet website with CBO Bulletins. Click here to
access the forms: CBO Financial Forms.

Contractor Use of Forms in the Financial Forms Appendix

To facilitate the financial operations workflow, the PFI may be added to the agency’s EHR as long
as all fields are represented in the system. However, when it is printed from the EHR for audit
purposes or when it is being given to the client, the PFI must appear in the format shown in this

Manual.
The Uniform Patient Fee Schedule used in UMDAP determination cannot be altered.

Contract providers may use the other forms and form letters included in this Appendix. Agencies
choosing to customize the Financial Obligation Agreement or the IAAB or choosing to use a
different type of agreement should consult with agency administration and/or agency counsel
prior to implementation.
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Payer Financial Information (PFI)

CLIENT INFORMATION

a0 L ka

LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

PAYER FINANCIAL INFORMATION
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COMNFIDENTIAL CLENT INFORMATION
See W E | Code, Section 5328

TLENT RAME | ] TRH CLENT 1D 8 FAMILY REGISTRATICON §
MAIDEN NAME =0 MARTAL STATUS | SPOUSEFARTHERSIENFICANT OTHERS MAME
Ow O: Oo Ow Oz=
VICTIMS OF CRIME VETERAN WORKER'S COMP HOMELESS CALWORKS |OTHER SPECIAL POPULATION:
DOYES ONO ONO =] OND OYES ONO| OYES ONO

PROWIDER OF FINANCIAL INFORMATION Mame and Adcsads [Tamplats oaly i sther T

the Cient of responable parscn]

THIRD PARTY INFORMATION

e

=3

[= =R

24

28

O YES ONO OvEs ONO

MEDH-CAL ECM PLAN NAME MED-CAL COUNTY CODE /A0 CODE! CIN ¥ HEALTHY FAMILES] SHARE OF COST | SO AMT | MEDI-CAL PEMDING
Oves ONG OYES OMNO S ONO | § Oves ONo
S5 FENDING S51 APFLICATION DATE REFERRED FOR BENEFITS ASSESSMENT REASON FOR NOT RE MED|-CALSS| EUGIELE TO BENEFITS ASSESSMENT
Oves O OYES ONO DATE REFERRED

MEDICARE ME EXTENDED SIGMATURE AUTHORIZATION SIGMED ‘ MEDI-GAP TRICARE ‘ CHAMPYA
Oves OND Ov¥Es O MO DATE SIGMED OYES ONO |(OYES O NO OvyEs ONO

HMOPPO MEDICARE ADVANTAGE MAME OF CARRIER SUBSCRIEER POUCY ID # SUBSCRIBER NAME
OvyeEs OND O¥Es ONO |
CARSIER ADDRESS FOR MENTAL HEALTH CLAMS, NSLIRANCE AUTHORIZATION & ASSIGNMENT OF

|3I:NZ-' TS SIGMATURES OBTAINED OYES O NO
ADD'L HMOWPPO | MEDICARE ADVANTAGE SUBSCRIBER NAME

MNAME OF CARRIER |5_|E SCRIESR POUCY D #

CARRIER ADDRESE FOR MEMTAL HEALTH CLAIME

NSURANCE AUTHORIZATION & ASSIGNMENT OF
BEMEFITS SIGMATURES OBTAIMED O v¥ES ONO

PAYER REFERENCES (CLIENT OR FINANCIALLY RESPONSIELE PERSON)

HAME OF PATER BRELATION TG CLIENT | =0 | MARITAL STATUS FAFER COLCAL WO THER IO
O« 0= gow s

FAYER'S ADDRESS =] | STATE | ZIF CODE | TELE

SOURCE OF INCOME: [0 salaRy DO SELFEMPLOYED O UNWEMPLOYMENT INSURANCE O DISABILITY INSURANCE PAYEREZZ &

0551 OGR Owva O Other Public Assistance O IN-KIND O UNKMOWN O OTHER

EMFLOYER | POSITION F MOT EMFLOYED, DATE LAST
WORKED

EMPLOYER'S ADDRESS (Include City, Stata B Zip Codu) TEL#

TFOLEE | EDORESS (Incluce Loy, State & 2ip Codel TFOUSEE S5 F

SFOUESES EMFLOTER FOSITION F MOT EMFLOTED, DATE LAST
WORKED

SPOUSE'S EMFLOYER'S ADDAESS | Includs City, State & £ip Code] TELa

HEAREST RELATIVERELATIONERF | ADDRESS (Includs City, State & Zip Codel TEL#

UMDAP LIABILITY DETERMINATION

21 LIGUID ASSETS 22 ALLOWAELE EXPEMNSES 23 ADJUSTED MONTHLY INCOME
o Court orderad obligations . - _
Savings i 2 _ _ paid morthly . . . GROSS MONTHLY INCOME N
. SaltPayar — - -
Chacking Accounts 4 Whcthly childerm
9 = -- - - paymants (necessary for 3 - - Spouze $__ -
RA, CD, Market value of 3 wglcyment] Cthar $_ - -
stocks, bonds and mutual - - - Monthly depandant g _ _
funds SUPPOTE paymants TOTAL HOUSEHOLD L .
Monthly medical axpense 9 INCOME
TOTAL LIGUID ASSETS L paymants TOTAL FROM BOX 21 «5
3 Monthly mandated
Less Asset Allowanca e deductions from gross SUBTOTAL + 3 e
) i i income for retiremant %
Net Aszet Valuation I plans. (Do net includa LESSTOTALFROMBOX22 = 3
Monthly Asset Valuation Sodial Security] )
{Divide Net Assetby 12) i T Total Allowable Expenses S Adjusted Monthly Income $__
VERIFICATION OBTAINED [ves [ mo VERIFICATION CETAINED O ves O no VERIFICATION OBTAINED [ves O mo
humber Dependant on Adjused | A pMUAL LIABILITY ANMUAL CHARGE PERICD PaymemtPlan$ __ permonth
konthly Income | Client induded)
FROM T for 01 O2 O3 O4 O5 O muonths
OTHER
PRICHR MENTAL HEALTH TREATMENT DURING CURRENT AMNUAL CHARGE PERIOD | FROM o CLRSIENT ANNRUAL LIAELITY BALANCE
OvEes O MO WHERE:
AMNUAL LIASILITY ADJUSTED 3Y DATE AEASON ADJUSTED O TRA [anar date chant signed Laon)
0 Cithar e b bl
AMNNUAL LIABILITY ADJUSTMENT AFFROVED EY DATE

An axplanation of the UMDAP liability was provided.
SIGNATURE OF INTERVIEWER

FPROWVIDER MAME AND WUMEER

SIGNATURE OF CLIENT
OR FINANCIALLY RESPONSIELE PERSON

affirm that tha statements mada herein ara true and comract o the best of my knowlad ge and | agrea to the payment plan as stated on line 24

CWATE

MH 281 Rav. 09401/2023

PFI (Rev 20230901) v1.12 - Fillable.pdf
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Unifo_rm Patient Fee Schedule

UNIFORM PATIENT FEE SCHEDULE
COMMUNITY MENTAL HEALTH SERVICES
Effective October 1, 1989

PERSONS DEPENDENT ON INCOME PERSONS DEPENDENT ON INCOME
MONTHLY ANHUAL DEDUCTIBLES MONTHLY ANNUAL DEDUCTIBLES
ADJUSTED i ~ ADJUSTED
GROSS GROSS 1 2 3 4 5 er
INCOME* INCOME* more
0- 569 1950-1999 1029 926! 833] 750! 675
570- 529 2000-2049 1142| 1028) 925 833 750
600- 649 2050-2099 1268| 1141 1027 924| 832
650- 699 2100-2149 1407| 1266f 1139 1025] 922
2150-2199 1562| 1406| 1265} 1129| 1025
700- 749
750- 799 2200-2249 1734| 1561| 1405| 1265{ 1139
300- 849 2250-2299 1925| 1733| 1560| 1404| 1264
850- 899 2300-2349 21361 19221 1730| 1557, 1401
900- 949 2350-2399 2371| 2134 1921| 1729| 1556
2400-2449 2632| 2369| 2132| 1919| 1727
950- 999 '
1000-1049 2450-2499 2922| 2630 2367| 2130| 1917
1050-1099 2500-2599 3275| 2948} 26531 2388( 2149
1100-1149 2600-2699 3482| 3134| 2821) 2359| 2285
1150-1199 2700-2799 3695| 3326| 2993| 2694| 2425
2800-2899 3915| 3524| 3172| 2855| 2570
1200-1249
) ©1250-1299 2900-2999 4139| 3725| 3353] 3018| 2716
1300-1349 226 | 203 | 183 | 165 | 149 3000-3099 4370( 3933| 3540{ 3186| 2867
1350-1399 255 | 230 | 207 | 186 | 167 3100-3199 4607| 4146| '3731] 3358| 3022
1400-1449 288 | 259 | 233 | 210 | 189 3200-3299 4850( 4365] 3929| 3536| 3182
3300-3399 5099( 4589| 4130f 3717| 3345
1450-1499 326 | 293 | 264 | 238 | 214 ‘
1500-1549 368 | 331 | 298 | 268 | 241 3400-3499 5458| 4912| 4421| 3979| 3581
1550-1599 416 | 374 337 | 303 | 273 3500-3599 5830| 5247| 4722 4250| 3825
1600-1649 470 | 423 | 381 | 343 | 309 3600-3699 6214| 5593| 5036| 4532| 4079
1650-1699 531 | 478 | 430 | 387 | 348 3700-3799 6610| 5949| 5354 4819| 4337
3800-3899 7018| 6316 5684| 5116| 4604
1700-1749 600 | 540 | 486 | 437 | 393
1750-1799 678 | 610 | 549 | 494 | 445 3900-3999 7438| 6694| 6025| 5423| 4881
1800-1849 752 | 677-| 609 ! 548 | 493 4000-4099 78701 7083| 6275| 5738| 5164
1550-1899 835 | 752 | 677 | 609 | 548 4100-4199 8314| 7483| 6735| 6062 5456
1900-1949 927 | 834 | 751 | 676 | 608
Above $4200 Add $400 for each $100 additional
income.

*Monthly Gross Income after adjustment for allowable expenses and asset determination from computation made
on the financial intake form.

**Medi-Cal eligible. The shaded Medi-Cal eligible area identifies income Tevels presumed eligible if client
meets Medi-Cal eligibility requirements. (See back page).

Prepared and published by the California Department of Mental Health in accordance with Sections 5717 and

10,20/89
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QUICK REFERENCE

_MEDI-CAL ELIGIBILITY

ATl clients with monthly income at or below the Medi-Cal Family Budget Unit (MFBU) and have
assets at or below the asset allowance area are presumed eligible if they meet aid eligibility

requirements.

Maintenance need levels by Medi-Cal Family Budget Unit (MFBU) are:

HFBY
1 - $602 3. 3934 6 - §1,417 9 - $1,825
2 - $750 4 - §1,100 7 - $1,550 10 - $1,959
2 - $934 (Adults) 5 - $1,259 8 - $1,692
Asset allowances for 1989 are:
Persons-
1 - 2000 4 - 3300 . 7 - 3750
2 - 3000 5 - 3450 8 - 3%00
3 - 3150 6 - 3600 9 - 4050

Aid categories commonly found in comsunity mental health are:

REFUGEE - First 18 months in the U.S.  DISABLED - Meeting federal definition of disability.

AGED - 65 years of age and over. AFDC - Aid to Family with Dependent Children.

MEDI-CAL SHARE-OF-COST

Persons with an extended treatment prodﬁosis who are within a few hundred dollars of asset
allowance and maintenance need levels may be eligible for Medi-Cal with a share-of-cost and/or

real or personal property spend down.

For Example: A single 70-year old man would be eligible for Medi-Cal except that his income is
too high. He has a $1,000 medical bill. He meets the low asset levels, but his income from
retirement is $1,000 per month. His income is $1,000 minus the standard $20 disregard and the
$24.90 payment for the Medicare Part B, leaving a "net”;of $955.10. His “share-of-cost" for
Medi-Cal is $955.10 minus $602 ("need level®) or $353.10. Medi-Cal will pay the remainder of the
$1,000 medical bill for that month and other months when he obligates the share of cost. He has
to submit a Medi-Cal form MC-177 each month he obligates a share of cost above $353.10. His
eligibility will be redetermined by Socia) Services each year.

Al] persons with property and income within a few hundred dollars of the Medi-Cal limits and are
expected. to have substantial treatment cost must be referred to Social Services for eligibility
determination. Persons on Medi-Cal, $SI or have incomes in the shaded area do not have an annual

deductible.

1989 Uniform Patient Fee Schedule - Ref DMH Info Notice 98-13.pdf
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ON AGENCY LETTERHEAD

Financial Obligation Agreement

Client Name: DMH Client ID #:

California Welfare and Institutions Code 5709 states that a person receiving mental health services
at a Los Angeles County operated or contracted facility may be responsible for the cost of those
services in accordance with their ability to pay. As a result of your financial screening, a
determination has been made regarding your financial responsibility, as indicated here.

I Annual Liability = $0.00 based on income and/or Medi-Cal without Share of Cost
-0OR -
~1 Based on the fee schedule issued by the State of California, your annual liability for the
period of to willbe$ or the
actual cost of care, whichever is less.

Change in Financial Situation: You are required to notify all service providers as soon as there
is a change in your financial situation such as changes in employment status, income, cash
assistance (e.g., Social Security Supplemental Income [SSI], Social Security Disability Income [SSDI],
General Relief [GR], etc.) or when there is a change your Medi-Cal, Medicare, or other healthcare
insurance coverage. In the event of changesin financial situation orinsurance coverage, you must
be re-evaluated to determine whether your financial obligation for the remainder of this annual
liability period has changed. Failure to notify this provider of changes in your financial situation
orinsurance coverage could lead to you being responsible for the full cost of the services received.

= In the event your annual liability exceeds the actual cost of care, you may discontinue
your monthly payments once the actual cost of care has been paid in full.

I understand that by signing this agreement, it is my responsibility to pay the monthly annual liability
payment and report any change to my financial and/or health coverage immediately.

Agreement to Pay: We have agreed to allow you to make monthly payments to pay off

this debt. You have agreedtopay $______ per month for _________ months.
Client/Responsible Party Signature Date
Program Representative’s Signature Date

Financial Obligation Agreement — English (Rev. March 2023) - NGA
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ON AGENCY LETTERHEAD

Insurance Authorization and Assignment of Benefits

Client Name DMH Client ID#

hereby authorize [AGENCY NAME] to release the information requested on the attached
insurance claim form.

Signature Date

| hereby assign and authorize payment of all benefits directly to the [AGENCY NAME].

Signature

Notice to Insurer:
Please make all checks payable to the [AGENCY NAME] and matl to:

[Agency Name]
[Street Address 1]
[Street Address 2]
[City], CA [ZIP code]

Federal Tax I.D. Number: [Agency Tax ID]
For inquiries, contact the [Agency Billing Office]

= E-mail: [Billing Office/Contact e-mail]
» Phone: [Billing Office phone number]

Insurance Authorization and Assignment of Benefits (Rev 9/1/2023) - NGA
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ON AGENCY LETTERHEAD

Verification of In-Kind Source of Income

Date Given:

To: [Agency Name]

Note to In-Kind Provider: Your name has been given as a source of support for the client listed below. Please complete
this form and return it to the Business Office of the clinic listed at the bottom of this form.

| Part I: In-Kind Income Verification I

| am currently contributing the items of support indicated below to

(Client Name)
Section A
O Housing O Utilities O Food O Clothing O Cash
This is in exchange for services or labor. O Yes O No
|/AWe have been providing these items since
|/AWe expect to provide these items until
Section B
|AWe provide shared in-kind household expenses: O Yes O No
If yes, please explain the shared arrangement:
The total value of household items at the following address:
Housing Utilities Food Clothing Cash
$ $ $ $ $
The number of people in the household at the address above is
Section €
In-Kind provider's relationship to the client is
| Part II: Verification of Rent Paid I
Rent is paid: [ Yes [J No. If yes, provide the amount is $ per
In-Kind Provider Signature: Date:
Address: City: Zip:
Phone Number ( ) -

Please return this completed form within 10 business days of the date shown above to:

Attention: Clinic Name:

Address: City: Zip:

Phone: ( ) - Fax. { ) -

Verification of In-Kind Source of Income (9/1/2023) - NGA Confidential Client Information

See Welfare & Institutions Code, Section 5328
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ON AGENCY LETTERHEAD

Reevaluation Follow-up Letter

Date:

Client Name: DMH Client ID #:

The Los Angeles County Department of Mental Health and its contracted providers are
required by the State of California to charge clients or the financially responsible party for
services based on their ability to pay.

All clients are required to complete an annual reevaluation so we can accurately confirm
and collect the payer's information. Our records indicate that you are due for an annual
reevaluation. Please contact the financial operations staff at the program where you
receive services to set up an appointment for financial reevaluation as soon as possible.
If you do not complete your annual reevaluation, you could become responsible for the
actual cost of care.

If you have healthcare coverage from Medi-Cal, Medicare, or private insurance, please
bring proof of coverage to the appointment. Please also bring documents to provide
support of the information discussed in the financial screening appointment such as
support for income, assets, and allowable expenses.

Sincerely,

Financial Operations Staff

Financial Operations Staff's Telephone Number

Reevaluation Follow-up Letter (Rev 9/1/2023) - NGA
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Financial Profile Verification Request

Client Name: DMH Client ID #:

O Identification — Provide any ONE of the following:
»  Driver's License
= California Identification Card
= Passport
= Any governmental issued identification with a photo
= Other phote ID

Proof of Third Party Benefits
Medi-Cal card (Benefits Identification Card)

Medicare card
Private Insurance card:

Lifetime Extended Signature Authorization Form

[
O
O
[0 Additional Private Insurance card:
O
O

Insurance Authorization and Assignment of Benefits Form

Proof of Income and Employment for:
0O Client O Financially Responsible Party O Spouse of Financially Responsible Party

Provide verification of the following:

Pay stubs (most recent 3 pay periods or the last 30 days)

Self-Employment income

In-Kind form

Tax returns

Award letter (Unemployment/Social Security Benefits/Veterans/Worker's Compensation)
Other:

Proof of Liquid Asset for:
0O Client O Financially Responsible Party O Spouse of Financially Responsible Party

ooooono

Provide verification of the following:
0O Checking Account O Savings Account O IRA
aco O Market Value of Stocks O Bonds
O Mutual Funds
Proof of Allowable Expenses
O Court ordered obligations paid monthly O Monthly childcare payments (necessary for employment)
O Monthly dependent support payments O Monthly medical expense payments
O Monthly mandated deductions from gross income for retirement plans (Do not include Social Security)
Additional Comments

Provide all requested verification at your next visit on:

(Failure to comply with the above verification could result in responsibility for the full cost of care)

Financial Screening Verification Checklist — English (Rev 9/1/2023)
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Automated Eligibility Verification System Response Log

asv trm 1 form

1

Automated Eligibility Verification System (AEVS)
Response Log

Page updated: August 2020

Transaction Type:
| |eligibility Verification
Share of Cost (SOC)
spend down

[_lreu'er:s.al

|_IMedi-service
[:Iresenration
Dmver:s.al

Information Entered:
Beneficiary 1D #:
Date of Birth:

(mmiyyyy)
Date of Service:

(mmiyyyy)
Procedure Code:  (S0OC or Medi-Service)

Billed Amount: (SOC anly)

Applied Amount: § (Muliple SOC Cases only) SOC Case #:
Applied Amount: §  (Multiple S0OC Cases only) SOC Case#:
Applied Amount: 5 [Multiple SOC Cases only) SOC Case #:

Part 1 - AEVS: Transaction (PRO Pubs)

Financial Screening Manual (Rev 10/01/2023)
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aev trn 1 form
2

Page updated: August 2020

Response from the Network:
Beneficiary Name:
County Code:

Primary Aid Code:

1st Special Aid Code:

2nd Special Ald Code:

Message(s):

Share of Cost (if any):

] Case # S0C: §
Case #: S0C: &
Case #: S0C: §

Medicare Coverage: I:l PartA _ PartB Medicars 1D #

Other Health Insurance Coverage code:
Scope of Coverage (select those which apply):
\}
P

L
[o
[
M
Comprehensive
Eligibility Verification Confirmation Number:

Today's Date:
Transaction performed by:

(This Form Is For Your Records Only)

Part 1 - AEVS: Transaction (PRO Pubs)

https://mcweb.apps.prd.cammis.medi-cal.ca.gov/file/manual?fn=aevtrn1form.pdf
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Glossary

Actual Cost of Care
The actual cost of delivering services to the client.
Adjusted Gross Income
The total family monthly income plus the value of liquid assets less allowable expenses:
Income + Assets — Expenses = Adjusted Gross Income
AEVS
The Automated Eligibility Verification System (AEVS) is an interactive voice response
system that allows providers the ability to access Medi-Cal subscriber eligibility
information through a touch-tone telephone.
Allowable Deductions
Court ordered obligations paid monthly for child support or alimony, monthly childcare
payments necessary for employment, monthly medical expenses, and mandatory
deductions from gross monthly income for retirement plans (not including Social
Security).
Annual Charge Period
Also known as the Annual Liability Period, the Annual Charge Period is a 12-month period
that constitutes the client’s fiscal year. The annual charge period is 365/366 days long
and can start on any day in the month.
Annual Liability Amount
The most a client is responsible to pay for services for an entire year. The annual liability
is from a sliding scale. The annual liability is a fee that applies to services extended to
the client and dependent family members.
Annual Liability Period
Also known as the Annual Charge Period, the Annual Liability Period is a 12-month period
that constitutes the client’s fiscal year. The annual liability period is 365/366 days long
and can start on any day in the month.
BIC
The Benefits Identification Card (BIC) is issued to Medi-Cal beneficiaries by the California
Department of Health Care Services (DHCS).
CallD #
Identification number listed on a client’s state-issued California Identification card used
to prove identity or age.
CalWORKs
California Work Opportunity and Responsibility to Kids (CalWORKs) — California’s
welfare-to-work program administered by DPSS that provides temporary financial
assistance and employment focused services to families with minor children that have
income and property below State maximum limits from their family size. Providers must
have a referral from DPSS to deliver CalWORKs services to clients.

Financial Screening Manual (Rev 10/01/2023)
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CHAMPVA
The Civilian Health and Medical Program of the Department of Veterans Affairs
(CHAMPVA) is a comprehensive health insurance program in which the VA shares the
cost for healthcare services and supplies with their eligible beneficiaries. Generally,
CHAMPVA beneficiaries are limited to spouses, widow/er(s), and children of qualifying
Veterans. For more information, please visit the VA’s CHAMPVA website.

Client Index Number - CIN
The Client Index Number is the first nine characters of the Identification number located
on the front of the Medi-Cal beneficiary’s Benefits Identification Card (BIC).

Court Ordered Obligations
A sum of money that is ordered by a superior court for legal financial obligations.

DPSS
The Los Angeles County Department Public Social Services (DPSS) assists low-income
individuals and families with Medi-Cal and other social services programs.

EVC#
Eligibility Verification Confirmation (EVC) Number — Providers verify Medi-Cal eligibility
on the Medi-Cal website, POS device, AEVS, or using Real Time (270). The EVC # is a
10-character number that is returned in the response when the client is eligible for
Medi-Cal on the service date.

FICA
Federal Insurance Contributions Act (FICA) — A U.S. federal payroll tax that is deducted
from each paycheck to fund Social Security and Medicare.

Financially Responsible Person
Client’s spouse, parent of a minor, a guardian/conservator, or legal representative of a
client’s estate that would be the financially responsible to provide information to the
financial operations staff assessing the ability to pay for services.

GR
General Relief (GR) — Temporary cash assistance administered by DPSS.

Gross Income
Total family income before taxes and deductions are subtracted.

GROW
General Relief Opportunities for Work (GR) — A program administered by DPSS that
provides General Relief (GR) customers with training and employment services to help
eliminate the need for GR benefits.

HMO
Health Maintenance Organization (HMO) — A type of healthcare plan that manages health
care and provides coverage for services to its members. Usually limits payment to
providers within their network.

IBHIS
Integrated Behavioral Health Information System — The electronic health record and
claiming system of the Los Angeles County Department of Mental Health (DMH).
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In-Kind Income
A source of income or support when a client receives housing, utilities, food, clothing,
and/or cash from another person, other than a responsible relative, without incurring
financial liability.

Liability Adjustment
A change made to a client’s annual liability due to a change in the client’s or responsible
party’s financial circumstances or health coverage.

Liquid Assets
Any financial instrument that can easily be converted into cash in a short amount of time
(i.e., IRAs, 401Ks, market value stocks, and/or savings bonds).

Managed Care Plan
A type of health care network focused on providing care at a reduced cost while keeping
the quality of care high.

MBI

Medicare Beneficiary Identifier — Medicare policy number consisting of
11 alpha-numeric characters. The MBI replaced the Health Insurance Claim Numbers
(HICN), used for eligibility verification, claim submissions, and appeals.
Medi-Cal
California’s public health insurance program funded by federal and State taxes, cover a
variety of medical services for children and adults with limited income and resources.
Medi-Cal Aid Code
A 2-character code that indicates whether the client is a Medi-Cal beneficiary. The aid
code indicates the program under which the client became eligible for Medi-Cal. Benefits
represented by the aid code can be full scope, restricted, or restricted/limited Medi-Cal.
Medi-Cal County Code
A 2-digit code that representing the county a Medi-Cal beneficiary has an approved
Medi-Cal case. The code for Los Angeles County is 19.
Medicare
A federal health insurance program for people who are aged 65 or older, certain younger
people with disabilities, or for those with End-Stage Renal Disease (ESRD).
Medi-Gap
A private health insurance policy designed to supplement Medicare benefits by filling in
some of the gaps in coverage by providing payment for charges for which Medicare does
not have responsibility including deductible, co-payment, prescription drugs, and dental.
MEDS
Medi-Cal Eligibility Data System — A California-wide database provides a client’s current
Medi-Cal eligibility and benefits history.
Monthly childcare payment
Monthly expense incurred for necessary childcare as a result of a parent working.
Monthly dependent support payment
Monthly expense incurred for dependent support for children, spouse, or parent. Does
not include individuals counted as family members when determining the annual liability.

Financial Screening Manual (Rev 10/01/2023)



Page | 110

Monthly mandated deductions for retirement plans
Amount deducted monthly from gross income for a retirement plan that is a condition of
employment and is not elective.

Monthly medical expense payments
Monthly costs incurred in the prevention or treatment of a medical injury or disease
including, but not limited to, health and dental insurance premiums, co-pay’s,
prescription drugs, etc.

PFI
Payer Financial Information (PFI) form — The form used during the financial screening to
capture the client’s/responsible party’s financial and healthcare coverage information to
determine the client’s ability to pay for mental health services received.

PHP
Prepaid Health Plan (PHP or Plan) — A Medi-Cal managed care plan administering
Medi-Cal services recipients enrolled in the Plan.

PPO
Preferred Provider Organization (PPO) — A network of healthcare providers one utilizes
for medical treatment at a lower cost if they visit doctors and hospitals contracted to the
organization. Typically, these providers differ from an HMO in that the consumer may
also opt to receive healthcare outside the network of contracted providers.

SOC
Share of Cost (SOC) — The amount the Medi-Cal recipient is obligated to pay toward their
medical expenses each month before they qualify for Medi-Cal assistance for the benefit
month.

SSDI
Social Security Disability Income (SSDI) — The SSDI program pays benefits to adults, and
certain dependents, who have recently paid Social Security taxes on earnings and meet
requirements for a qualifying disability expected to last at least (1) year and have limited
income or resources.

Ssi
Supplemental Security Income (SSI) — A federal program that provides monthly income
to adults aged 65 (or older), blind, or disabled and have income and resources below
specific financial limits. Children under the age of 18 who have a physical or mental
condition that limits their daily activities for a period of (12) months or more and live in
household with limited income and resources also qualify for this program.

TFA
Therapeutic Fee Adjustment (TFA) — An adjustment to the client’'s UMDAP annual liability
that is based on the opinion of a therapist. The adjustment would be recommended if
an update to the client’s annual liability would be beneficial to the client’s treatment.
TFAs need Program Head Approval before an adjustment is made.

Third Party Payer
A party other than the client/responsible person or the provider that pays for all or a part
of the cost of the client’s care. Third-party payers are usually an insurance company or
other organization that provides medical services or healthcare coverage.
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TRICARE
Uniformed services healthcare program for active-duty service members, retirees, their
dependents, and survivors. Formerly known as CHAMPUS. TRICARE is not an acronym.
For more information, see the Military Health System’s TRICARE Web site.

UMDAP
Uniform Method of Determining Ability to Pay (UMDAP) — The method used for
determining the client’s ability to contribute to paying for the services rendered by
providers operated by or contracted with County Mental or Behavioral Health
departments throughout California.

VA
Veteran’s Administration (VA) — Provides medical care, benefits, and essential services to
veterans of the U.S. armed forces and their families.
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Acronyms

An acronym is formed from the first letters of several words. At DMH, other county departments,
State, and Federal government will often use acronyms in everyday conversation. Use this list of
acronyms as a guide to the most commonly used acronyms in the Financial Screening Manual.

Acronym Meaning

AEVS Automated Eligibility Verification System

BIC Benefits Identification Card

CalWORKs California Work Opportunity and Responsibility to Kids
CBO Central Business Office

CD Certificate of Deposit

CDL California Driver License

CGF County General Funds

CHAMPVA  Civilian Health and Medical Program of the Department of Veterans Affairs
CIN Client Index Number

DHCS California Department of Health Care Services

DMH Los Angeles County Department of Mental Health
DO Directly Operated

DPSS Los Angeles County Department of Public Social Services
EVC# Eligibility Verification Confirmation Number

FCC Full Cost of Care

FICA Federal Insurance Contributions Act

FOA Financial Obligation Agreement

GR General Relief

GROW General Relief Opportunities for Work

HCP Health Care Providers

HMO Health Maintenance Organization

IAAB Insurance Authorization and Assignment of Benefits
IBHIS Integrated Behavioral Health Information System
IRA Individual Retirement Account

LE Legal Entity

LESA Lifetime Extended Signature Authorization

MBI Medicare Beneficiary Identifier

MEDS Medi-Cal Eligibility Data System

NGA Non-Governmental Agency

NPI National Provider Identifier

OHC Other Health Coverage or Other Healthcare Coverage
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Meaning

PCP
PFFS
PFI
PHP
POS
PPO
PTAN
SAL
SOC
SSDI
SSI
TFA
UMDAP
VA

Primary Care Physician

Private Fee for Service

Payer Financial Information

Prepaid Health Plan

Point of Service Device

Preferred Provider Organization
Provider Transaction Access Number
Systemwide Annual Liability

Share of cost

Social Security Disability Income
Supplemental Security Income
Therapeutic Fee Adjustment
Uniform Method of Determining Ability to Pay
Veterans Administration
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