Summary Telemedicine:

In accordance with Act 203 of the 91 General Assembly of 2017; effective for dates of service on or
after April 10, 2018, the originating site for Telemedicine services will be covered for Arkansas Medicaid
beneficiaries. This will not affect current benefit limits.

Telemedicine was pulled from the public health agenda and dates were changed effective 8/1/2018;
with a retroactive date for claims to 4/10/2018.
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TO: Arkansas Medicaid Health Care Providers — All Providers

EFFECTIVE DATE: August1, 2018

SUBJECT: Provider Manual Update Transmittal Secl-1-18

REMOVE INSERT

Section Effective Date Section Effective Date
105.190 9-1-15 105.190 8-1-18

Explanation of Updates
Section 105.190, Reserved, has been changed to include Telemedicine general policy.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual,

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Policy Coordination and Promulgation at (501) 320-6429.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making and remittance advice (RA) messages are available for downioading from the Arkansas

Medicaid website: httgs:llmedicaid.mmis.arkansas.gov!ProviderlDocleocs.asngq.

Thank you for your participation in the Arkansas Medicaid Program.
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SECTION | - GENERAL POLICY

CONTENTS

TOC required

105.190 ReservedTelemedicine 9-1-458-1-
18

Telemedicine is defined as the use of electronic information and communication technoloqy to
deliver healthcare services including without limitation, the assessment, diagdnosis, cansultation
treatment. education. care management. and self-mana ement of a patient. Telemedicine
includes store-and-forward technology and remote patient monitoring.

Store-and-forward technol is the transmission of a patient's medical information from a
healthcare provider at an originating site to a healthcare provider at a distant site. Remote
patient monitoring means the use of electronic information and communication technology to
collect personal health information and medical data from_a patient at an originating site that is
transmitted to a healthcare provider at a distant site for use in the treatment and management of
medical conditions that require frequent maonitoring.

Arkansas Medicaid shall provide pa ment to a licensed or certified healthcare professional or a
licensed or certified entity for services provided through lelemedicine if the service provided
throuah telemedicine is comparable {o the same service provided in person. Payment will
include a reasonable facility fee to the originati site operated by a licensed or certified
healthcare professional or licensed or certified healthcare entity if the professional or entity is
authorized to bill Arkansas Medicaid directly for healthcare services. There is no facility fee for
the distant site. The professional or entity at the distant site must be an enrolled Arkansas
Medicaid Provider.

Coverage and reimbursement for services provided through telemedicine will be on the same
basis as for services provided in person. While a distant site facility fee is not authorized under

the Telemedicine Act. if reimbursement includes payment to an originating site {as outlined in the
above paragraph), the combined amount of reimbursement to the originating and distant sites
may not be less than the total amount allowed for healthcare services provided in person.

Professional Relationship

The distant site healthcare provider will not utilize telemedicine services with a patient unless a
professional relationship exists between the provider and the patient. A professional relationship
exists when:

1. The healthcare provider has previously conducted an in-person examination of the

patient and is available to provide appropriate follow-up care:

2. __The healthcare provider personally knows the patient and the patient’s health status
through an ongoing relationship and is available to provide follow-up care:

3. __The treatment is provided by a healthcare provider in consultation with, or upon
referral by, another healthcare provider who has an ongoing relationship with the

patient and who has agreed to supervise the patient's treatment including follow-up
care;

4. An on-call or cross-coverage airangement exists with the patient's regular treating
healthcare provider or another healthcare provider who has established a

professional relatipnship with the patient; or

5. A relationship exists in other circumstances as defined by the Arkansas State

Medical Board (ASMB or a licensing or certification board for other heaithcare
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providers under the jurisdiction of the appropriate board if the rules are no less

restrictive than the rules of the ASMB.

a. A professional relationship is established if the physician-provider performs a
face to face examination using real time audio and visual telemedicine
technology that provides information at least e val to such information as

would have been obtained by an in-person examination, {See ASMB

Requlation 2.8): or

b. If the establishment of a professional relationship is permitted via telemedicine
under the guidelines outlined in ASMB r ulations. telemedicine may be used

to establish the professional relationship only for situations in which the

standard of care does not require an in-person encounter and only under the
safequards established by the healthcare professional’s licensing board (See

—eg——,—__Y_____L.__
ASMB Requlation 38 for these safeguards including the standards of care),
A professional relationship does not include a relationship between a healthcare provider and a

patient established only by the following:

1. __Aninternet guestionnaire;

An email message:

Audio only communication including without limitation interactive audio:

2

3. A patient-generated medical history;
4

5

, Text messaging;
6. A facsimile machine (Fax) and EFax- or
7.

Any combination of the above:

8. _ Any future technoloay that does not meet the criteria outlined in this section.

The existence of a professional relationship is not required when:

1. An emergency situation exists: or
2. The transaction involves providing information of a generic nature not meant to be
specific to an individual patient.

Once a professional relationship is established the healthcare provider may provide healthcare
services through telemedicine. including interactive audio, if the healthcare services are within
the scope of practice for which the healthcare rovider is licensed or certified and in accordance
with the safeguards established by the healthcare professionals licensing board. The use of
interactive audio is not reimbursable under Arkansas Medicaid.

Telemedicine with a Minor

Regardless of whether the individual is compensated for healthcare services, if a healthcare
rovider seeks to provide telemedicine services to a minor in a school setting and the minor is
enrolled in Arkansas Medicaid, the heaithcare provider shall:

1. Be the designated Primary Care Provider (PCP) for the minor;
2. Have a cross-coverage arrangement with the designated PCP of the minor: or

3. Have a referral from the designated PCP of the minor.
If the minor does not have a designated PCP, this section does not apply. Only the parent or
leqal guardian of the minor may designate a PCP for a minor.

Telemedicine Standard of Care

Healthcare services provided by telemedicine includi without limitation a prescription through
telemedicine, shall be held to the same standard of care as healthcare services provided in
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person. A healthcare provider providing telemedicine services within Arkansas shall follow
applicable state and federal laws. rules and requlations reqarding:

1. Informed consent:

2. Privacy of individually identifiable health information:

3. Medical record keeping and confidentiality. and

4, Fraud and abuse.

A healthcare provider treating patients in Arkansas through telemedicine shall be fully licensed
or certified to practice in Arkansas and is subiect to the rules of the appropriate state licensing or
certification board. This requirement does not apply to the acts of a healthcars provider located
in another jurisdiction who provides only egisodic consultation services,
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SECTION 1 - GENERAL POLICY

CONTENTS

TOC required

105.190 Telemedicine 8-1-18

Telemedicine is defined as the use of electronic information and communication technology to
deliver healthcare services including without limitation, the assessment, diagnosis, consultation,
treatment, education, care management, and self-management of a patient. Telemedicine
includes store-and-forward technology and remote patient monitoring.

Store-and-forward technology is the transmission of a patient’s medical information from a
healthcare provider at an originating site to a healthcare provider at a distant site. Remote
patient monitoring means the use of electronic information and communication technology to
collect personal health information and medical data from a patient at an originating site that is
transmitted to a healthcare provider at a distant site for use in the treatment and management of
medical conditions that require frequent monitoring.

Arkansas Medicaid shail provide payment to a licensed or certified healthcare professional or a
licensed or certified entity for services provided through telemedicine if the service provided
through telemedicine is comparable to the same service provided in person. Payment will
include a reasonable facility fee to the originating site operated by a licensed or certified
healthcare professional or licensed or certified healthcare entity if the professional or entity is
authorized to bill Arkansas Medicaid directly for healthcare services. There is no facility fee for
the distant site. The professional or entity at the distant site must be an enrolled Arkansas
Medicaid Provider,

Coverage and reimbursement for services provided through telemedicine will be on the same
basis as for services provided in person. While a distant site facility fee is not authorized under
the Telemedicine Act, if reimbursement includes payment to an originating site (as outlined in the
above paragraph), the combined amount of reimbursement to the originating and distant sites
may not be less than the total amount allowed for healthcare services provided in person.

Professional Relationship

The distant site healthcare provider will not utilize telemedicine services with a patient unless a
professional relationship exists between the provider and the patient. A professional relationship
exists when:

1. The healthcare provider has previously conducted an in-person examination of the
patient and is available to provide appropriate follow-up care;

2. The healthcare provider personally knows the patient and the patient's health status
through an ongoing relationship and is available to provide follow-up care;

3. The treatment is provided by a healthcare provider in consultation with, or upon
referral by, another healthcare provider who has an ongoing relationship with the
patient and who has agreed to supervise the patient's treatment including follow-up
care;

4,  Anon-call or Cross-coverage arrangement exists with the patient’s regular treating
healthcare provider or another healthcare provider who has established a
professional relationship with the patient: or

5. Arelationship exists in other circumstances as defined by the Arkansas State
Medical Board (ASMB) or a licensing or certification board for other healthcare
providers under the jurisdiction of the appropriate board if the rules are no less
restrictive than the rules of the ASMB.
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a. A professional relationship is established if the provider performs a face to face
examination using real time audio and visual telemedicine technology that
provides information at least equal to such information as would have been
obtained by an in-person examination. (See ASMB Regulation 2.8); or

b.  If the establishment of a professional relationship is permitted via telemedicine
under the guidelines outlined in ASMB reguiations, telemedicine may be used
to establish the professional relationship only for situations in which the
standard of care does not require an in-person encounter and only under the
safeguards established by the healthcare professional’s licensing board (See
ASMB Regulation 38 for these safeguards including the standards of care).

A professional relationship does not include a relationship between a healthcare provider and a
patient established only by the following:

1. Anintemet questionnaire;

An email message;

A patient-generated medical history;

Audio only communication, including without limitation interactive audio:
Text messaging;

A facsimile machine (Fax) and EFax; or -

R R

Any combination of the above;

8.  Any future technology that doeS not meet the criteria outlined in this section.

The existence of a professional relationship is not required when:
1. An emergency situation exists; or

2. The transaction involves providing information of a generic nature not meant to be
specific to an individual patient.

Once a professional relationship is established, the healthcare provider may provide healthcare
services through telemedicine, including interactive audio, if the healthcare services are within
the scope of practice for which the healthcare provider is licensed or certified and in accordance
with the safeguards established by the healthcare professionals licensing board. The use of
interactive audio is not reimbursable under Arkansas Medicaid.

Telemedicine with a Minor

Regardless of whether the individual is compensated for healthcare services, if a healthcare
provider seeks to provide telemedicine services to a minor in a school setting and the minor is
enrolled in Arkansas Medicaid, the healthcare provider shall:

1. Be the designated Primary Care Provider (PCP) for the minor:
2. Have a cross-coverage arrangement with the designated PCP of the minor; or
3. Have areferral from the designated PCP of the minor.

If the minor does not have a designated PCP, this section does not apply. Only the parent or
legal guardian of the minor may designate a PGP for a minor.

Telemedicine Standard of Care

Healthcare services provided by telemedicine, including without limitation a prescription through
telemedicine, shall be held to the same standard of care as healthcare services provided n
person. A healthcare provider providing telemedicine services within Arkansas shall follow
applicable state and federal laws, rules and regulations regarding:

1. Informed consent;
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TO: Arkansas Medicaid Health Care Providers — All Providers

EFFECTIVE DATE: August 1, 2018

SUBJECT: Provider Manual Update Transmittal Seclll-1-18

REMOVE INSERT

Section Effective Date Section Effective Date
— — 305.000 8-1-18

Explanation of Updates
Section 305.000 is updated to add Telemedicine Billing Guidelines.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Policy Coordination and Promulgation at (501) 320-6429.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid. mmis.arkansas.gov/Provider/Docs/Docs.aspx

Thank you for your participation in the Arkansas Medicaid Program.
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TOC required

305,000 Telemedicine Billing Guidelines 8-1-18

Telemedicine is defined as the use of electronic information and communication technology to
deliver healthcare services including without limitation, the assessment, diagnosis, consultation,
treatment, education, care management, and self-management of a patient. Telemedicine
includes store-and-forward technology and remote patient monitoring. {See policy section 1.)

Arkansas Medicaid shall provide payment for telemedicine healthcare services to licensed or
certified healthcare professionals or entities that are authorized to bill Arkansas Medicaid directly
for healthcare services. Coverage and reimbursement for healthcare services provided through
telemedicine shall be reimbursed on the same basis as healthcare services provided in person.

Payment will include a reasonable facility fee to the originating site, the site at which the patient
is located at the time telemedicine healthcare services are provided. |n order o receive
reimbursement, Tthe originating site must be operated by a healthcare professional or licensed
healthcare entity authorized to bill Medicaid directly for heaithcare services. The distant site is
the location of the healthcare provider delivering telemedicine services, Services at the distant
site must be provided by an enrolled Arkansas Medicaid Provider who is authorized by Arkansas
law to administer healthcare.

Coding Guidelines:

1. The originating site shall submit a telemedicine claim under the billing providers “pay
to” information using HCPCS code Q3014. The code must be submitted for the
same date of service as the professional code and must indicate the place of service
where the member was at the time of the telemedicine encounter. Except in the case
of hospital facility claims, the provider who is responsible for the care of the member
at the originating site shall be entered as the performing provider in the appropriate
field of the claim. For outpatient claims that occur in a hospital setting, the provider
must also use Place of Service code 22 with the originating site billing Q3014. In the
case of in-patient services, HCPCS code Q3014 is not separately reimbursable
because it is included in the hospital per diem.

2. The provider of the distant site must submit claims for telemedicine services using
the appropriate CPT or HCPCS code for the professional service delivered, along
with the telemedicine modifier GT. The GT modifier should appear in one of the four
modifier fields on the claim. The provider must also use Place of Service 02
(telemedicine distant site) when billiing CPT or HCPCS codes with a GT modifier.
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TOC required

305.000 Telemedicine Billing Guidelines 8-1-18

Telemedicine is defined as the use of electronic information and communication technology to
deliver healthcare services including without limitation, the assessment, diagnosis, consultation,
treatment, education, care management, and self-management of a patient. Telemedicine
includes store-and-forward technology and remote patient monitoring. (See policy section [.)

Arkansas Medicaid shall provide payment for telemedicine healthcare services to licensed or
certified healthcare professionals or entities that are authorized to bill Arkansas Medicaid directly
for healthcare services. Coverage and reimbursement for healthcare services provided through
telemedicine shall be reimbursed on the same basis as healthcare services provided in person.

Payment will include a reasonable facility fee to the originating site, the site at which the patient
is located at the time telemedicine healthcare services are provided. In order to receive
reimbursement, the originating site must be operated by a healthcare professional or licensed
healthcare entity authorized to bill Medicaid directly for healthcare services. The distant site is
the location of the healthcare provider delivering telemedicine services. Services at the distant
site must be provided by an enrolled Arkansas Medicaid Provider who is authorized by Arkansas
law to administer healthcare.

Coding Guidelines:

1. The originating site shall submit a telemedicine claim under the billing providers “pay
to” information using HCPCS code Q3014. The code must be submitted for the
same date of service as the professional code and must indicate the place of service
where the member was at the time of the telemedicine encounter. Except in the case
of hospital facility claims, the provider who is responsible for the care of the member
at the originating site shall be entered as the performing provider in the appropriate
field of the claim. For outpatient claims that occur in a hospital setting, the provider
must also use Place of Service code 22 with the originating site billing Q3014. In the
case of in-patient services, HCPCS code Q3014 is not separately reimbursable
because it is included in the hospital per diem.

2. The provider of the distant site must submit claims for telemedicine services using
the appropriate CPT or HCPCS code for the professional service delivered, along
with the telemedicine modifier GT. The GT modifier should appear in one of the four
modifier fields on the claim. The provider must also use Place of Service 02
{telemedicine distant site) when billing CPT or HCPCS codes with a GT modifier.
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TO: Arkansas Medicaid Health Care Providers — Outpatient, Behaworal
Health Services

EFFECTIVE DATE: August1, 2018

SUBJECT: Provider Manual Update Transmittal OBHS-2-18

REMOVE INSERT ] '
Section Effective Date Section Effective Date
218.000 7-1-17 218.000 8-1-18
219.200 7-1-17 219.200 8-1-18
252.111 2-1-18 252111 8-1-18
252115 2-1-18 252115 8-1-18
252.116 2-1-18 2521186 8-1-18
252117 2-1-18 252117 8-1-18
252118 2-1-18 252.118 8-1-18
252121 2-1-18 252.121 8-1-18
252122 2-1-18 252122 8-1-18
253.001 2-1-18 253.001 8-1-18
256.200 2-1-18 256.200 8-1-18
256.400 7-1-17 256.400 8-1-18
257.100 7-1-17 257.100 8-1-18

Explanation of Updates
The above sections have been updated effective 8-1-18 for dates of services on or after 4-10-18.

Sections 218.000 and 253.001 have been updated to allow revisions to the treatment plan every 180
days.

Section 218.200 has been updated by removing the section contents and directing providers to
Section | and Section Ill for Telemedicine information.

Sections 256.200 and 257.100 have been removed and sections reserved.

Sections 252.111, 252.115, 252.116, 252.117, 252.121, and 252.122 have been updated to remove
telemedicine procedure codes, madifiers, and mode of delivery.

Section 252.118 has been updated to remove Telemedicine from Interpretation of Diagnosis.

Section 256.400 has been updated to remove Telemedicine place of service and corresponding
code.
The paper version of this update transmittal includes revised pages that may be filed in your provider

manual. See Section [ for instructions on updating the paper version of the manual. For electronic
versions, these changes have already been incorporated.

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health



Outpatient Behavioral Health Services Section Il

TOC required

218.000 Treatment Plan 87-1-187

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services through the standardized Independent Assessment. The Treatment Plan should builtd
upon the information from any Behavioral Health provider and information obtained during the
standardized independent Assessment. Beneficiaries receiving only Counseling Level Services
do NOT require a Treatment Plan and providers will not be reimbursed for completion of a
Treatment Plan for beneficiaries receiving only Counseling Level Services. However, the
provider must provide documentation of the medical necessity of Counseling Level Services.
This documentation must be made part of the beneficiary’s medical record. The documentation
of medical necessity is a written assessment that evaluates the beneficiary's mental condition
and, based on the beneficiary’'s diagnosis, determines whether treatment in the Qutpatient
Behavioral Health Services Program is appropriate.

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services. The Treatment Plan must reflect services to address areas of need identified during
the standardized Independent Assessment, The Treatment Plan must be included in the
beneficiary’s medical record and contain a written description of the treatment objectives for that
beneficiary. It also must describe:

A.  The treatment regimen—the specific medical and remedial services, therapies and
activities that will be used to meet the treatment objectives

B. A projected schedule for service delivery—this includes the expected frequency and
duration of each type of planned therapeutic session or encounter

C.  The type of personnel that will be furnishing the services

A projected schedule for completing reevaluations of the patient's condition and updating
the Treatment Plan

The Treatment Plan for a beneficiary that is eligible for Rehabilitative Level Services or
Therapeutic Communities/Pianned Respite in Intensive Level Services must be completed by a
mental health professional within 14 calendar days of the beneficiary entering care (first billable
service) at a Rehabilitative Leve! Services or Therapeutic Communities certified Behavioral
Health Agency. Subsequent revisions in the master treatment plan will be approved in writing
(signed and dated) by the mental health professional and must occur at least every 80 180 days.

219.200 Telemedicine (Interactive Electronic Transactions) Services 87-1-187

Quipatient Behavioral- Healthtelemedicine services-are-interactive electronictransactions
performed—face-to-face’-inrealtime;via twe-way electronicvides-and audio-data-exchange:

Reimbursementfortelemedicine services-is-only-available-whenata-minimum the Arkansas

Telehealth-Network{ATN}recormnmended-audio-video-standards forreal-time two-way
terastive-audiovisualiransmissions are met - Those standards-are:

A—Minimum-bandwidth-of fractienal T4 {728 kilobytes):
B. —Secreensize efnclessthan20-inch-diagonal;

ames-per-second-at-384Kbps-and the
transmitted picture-framerate-is suitable forthe intended-application-and

B——All-applicable-equipmenatis-Uk-and FCC Class-A-approved:



Outpatient Behavioral Health Services Section i

Providers who-provide telemedicine-services for- -Medicaid-eligible-beneficiaries must-be able to
hwmwmmmmm
PFQW’E’-I-RQ Al r: rn r A caid =
demenstrate-the-ability temeet theATN standardshsted—above—A s;te mustlee»sertmed by-ATN
MWM%M&M—AM%HWWW%
ensweﬁa%a#ﬁanda#dsamme%and%eeﬂ@eaeh%ekmed@m&mte%mwwew

%Mkmmmhmmmmmmma
mmeteeﬁe%%heMedma@ehg@ebeneﬁmwh&&beateém&meHMea%M%ﬁmg
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The--perﬁenmng-provider—oﬁelemedisine-servieespraetieingwwithin-the scepe-eitheirlicensure
MUST:

A—Possess-a-current license-to-practice-in the-state of Arkansas
B Moot DMS tol i ioati
NWevmammmmwmmtm%wmb
s*anéa;d%nd#ule&enaeted%ﬁh&appmpnateh%n&mge@h@nﬂ#heeb@eéeesﬁm
supersede-any-of-the licensing-board's-authority:
Iheieﬂewng—sewme&may%&prewded—wﬁelemed&nebyan%aﬁsasheensed frental-health
ME%MMWeMm@%WWMMW%m
HndividuaLBehavieraLHeaR#Geunseﬁng—fePLGede%%&ﬁggg%%gal)
B—Psychoedusation —(HCPGCS Gode-H2027)
G——Psychiatrie-Assessment—(CPT Code 90792)
D.—Pharmmacolegic Management — (GPT Code 99242, 09213, 99214)

+he-fellowing-services-may-be-provided viatelemedisine by-an-Arkansas licensed mental-health
prefessional- -te-Medicaid-eligible-beneficiaries-age 21-and over:

A——-Mental Health-Diagresis —(CPT-Code-80704)

B——Interpretation-of Diagnosis —(CPT-Ceode-80887) See Section | for Telemedicine policy and
Section iil for Telemedicine billing protocal.

252.111 Individual Behavioral Health Counseling 872-1-18
CPT®/HCPCS PROCEDURE CODE PROCEDURE CODE DESCRIPTION |
90832, U4 90832: psychotherapy, 30 min

90834, U4 90834: psychotherapy, 45 min

90837, U4 90837: psychotherapy, 60 min

90834 U4 - U7 —Telemedicine
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| 90832, U4, US — Substance Abuse

80834, U4, U5 - Substance Abuse
| 90837, U4, U5 — Substance Abuse
90832, UC, UK, U4 - Under Age 4
90834, UC, UK, U4 — Under Age 4
90837, UC, UK, U4 - Under Age 4
| SERVICE DESCRIPTION - | MINIMUM DOCUMENTATION REQUIREMENTS

Individual Behavioral Health Counseling is a * Date of Service
face-to-face treatment provided to an
individual in an outpatient setting for the
purpose of treatment and remediation of a

+ Start and stop times of face-to-face encounter
with beneficiary

condition as described in the current ¢ Place of service

allowable DSM. Services must be congruent ) ) ) . )

with the age and abilities of the beneficiary, * Diagnosis and pertinent interval history
client-centered and strength-based; with | » Brief mental status and observations
emphasis on needs as identified by the

beneficiary and provided with cultural * Rationale and description of the treatment
competence. The treatment service must used that must coincide with objectives on the
reduce or alleviate identified symptoms master treatment plan

related to either (a) Mental Health or (b)
Substance Abuse, and maintain or improve
level of functioning, and/or prevent
deterioration. Additionally, tobacco cessation
counseling is a component of this service. * Any revisions indicated for the master
treatment plan, diagnosis, or medication(s)

| » Beneficiary's response to treatment that
includes current progress or regression and
prognosis

* Plan for next individual therapy session,
including any homework assignments and/or
advanced psychiatric directive

« Staff signature/credentials/date of signature
NOTES | UNIT BENEFIT LIMITS .

| Services provided must be congruent with the 90832:_30 minutes | DAILY MAXIMUM OF
objectives and interventions articulated on the 90834: 45 minutes UNITS THAT MAY BE

most recent treatment plan. Services must be BILLED:
consistent with established behavioral 90837: 60 minutes 90832: 1
healthcare standards. Individual Psychotherapy ‘ '

| is not permitted with beneficiaries who do not | 90834: 1
have_ the cognitive ability to benefit from the 90837 1
service.

YEARLY MAXIMUM OF

This service is not for beneficiaries under the UNITS THAT MAY BE

age of 4 except in documented exceptional ‘

cases. This service will require a Prior BILLED (extension of

o . henefits can be
4Auth0nzatfon for beneficiaries under the age of requested):

Counseling Level
| Beneficiary: 12 units

between all 3 codes
‘ Level Beneficiary: 26
units between all 3 codes
| SPECIAL BILLING INSTRUCTIONS

Rehabilitative/Intensive

i'EPLICABLE_POPULATﬁs
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Chiildren, Youth, and Adults A provider may only bill one Individual Counseling
| / Psychotherapy Code per day per beneficiary. A
. provider cannot bill any other Individual
Counseling / Psychotherapy Code on the same
date of service for the same beneficiary. For
Counseling Level Beneficiaries, there are 12 total
individual counseling visits allowed per year
regardless of code billed for Individual Behavioral
Health Counseling unless an extension of benefits
is allow by the Quality Improvement Organization
confracted with Arkansas Medicaid. For
Rehabilitative/Intensive Level Beneficiaries, there
are 26 total individual counseling visits allowed
per year regardless of code billed for Individual
Behavioral Health Counseling unless an
extension of benefits is allow by the Quality
Improvement Organization contracted with
Arkansas Medicaid.

| ALLOWED MODE(S) OF DELIVERY - i’[ER
Face-to-face Counseling
Telemedicine (Adults and Children) :
: ALLOWABLE PERFORMING PROVIDERS PLACE OF SERVICE {POS) |

¢ Independently Licensed Clinicians - 03, 04, 11, 12, 49, 50, 53,57, 71, 72
Master's/Doctoral

| » Non-independently Licensed Clinicians —
Master's/Doctoral

e Advanced Practice Nurse
o Physician

|

s Providers of services for beneficiaries under |

age 4 must be trained and certified in |

specific evidence based practices to be ' |
reimbursed for those services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months I
& Parent/Caregiver) Provider l

o Non-independently Licensed Clinicians
— Parent/Caregiver & Child (Dyadic 1
treatment of Children age 0-47 months ‘
| & Parent/Caregiver) Provider

252.115 Psychoeducation B72-1-18

CPT®/HCPCS PROCEDURE CODE | PROCEDURE CODE DESCRIPTION |
_Héo27, u4 _ .Psychoed_ucational service; per 15 l;ﬂnutes |
H2027- U4, U7 - Telemedicine '
H2027, UK, U4 — Dyadic Treatment*
SERVICE DESCRIPTION MINIMUM DOCUMENTATION REQUIREMENTS |
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| Psychoeducation provides beneficiaries and | o Date of Service
their families with pertinent information
regarding mental iliness, substance abuse, and
tobacco cessation, and teaches problem-
solving, communication, and coping skills to |
support recovery. Psychoeducation can be o
implemented in two formats: multifamily group | ®  Participants present
and/or single family group. Due to the group e Nature of relationship with beneficiary
format, beneficiaries and their families are also
able to benefit from support of peers and mutual
aid. Services must be congruent with the age
and abilities of the beneficiary, client-centered,
and strength-based; with emphasis on needs as
identified by the beneficiary and provided with » Rationale for and objective used that must
cultural competence. coincide with the master treatment plan and
improve the impact the beneficiary's condition
has on the spouse/family and/or improve
marital/family interactions between the
beneficiary and the spouse/family.

* Start and stop times of actual encounter with
spouse/family

¢ Place of service

Rationale for excluding the identified
beneficiary

Diagnosis and pertinent interval history

*Dyadic treatment is available for

| parent/caregiver & child for dyadic
treatment of children age 0 through 47
months & parent/caregiver. Dyadic » Spouse/Family response to treatment that
treatment must be prior authorized. includes current progress or regression and

‘ Providers must utilize a national prognosis
recognized evidence based practice. o |
Practices include, but are not limited to, ~ * Any changes indicated for the master

Nurturing Parents and Incredible Years. treatment plan, diagnosis, or medication(s)
‘ ¢ Plan for next session, including any

homework assignments and/or crisis plans

e HIPAA compliant Release of information
forms, completed, signed and dated

o Staff signature/credentials/date of signature

' NOTES [ UNIT | BENEFIT LIMITS |
Information to support the appropriateness of | 15 minutes DAILY MAXIMUM OF |
excluding the identified beneficiary must be UNITS THAT MAY BE
documented in the service note and medical BILLED: 4
record. Natural supports may be included in
these sessions when the nature of the
relationship with the beneficiary and that | YEARLY MAXIMUM
support’'s expected role in attaining treatment OF UNITS THAT MAY
goals is documented. Only one beneficiary per BE BILLED {extension
family per therapy session may be billed. of benefits can he

: | requested): 48

| APPLICABLE POPULATIONS l SPECIAL BILLING INSTRUCTIONS

Psychoeducation / Home and Community Family
Psychoeducation per SFY combined, regardless
of code billed.

_Children, Youth, and Adults ‘ A provider can only bill a total of 48 units of

The following codes cannot be billed on the
Same Date of Service:

90847 — Marital/Family Behavioral Health
! Counseling with Beneficiary Present
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90847 — Home and Community Marital/Family
Psychotherapy with Beneficiary Present

90846 — Marital/Family Behavioral Health
Counseling without Beneficiary Present

90846 — Home and Community Marital/Family
Psychotherapy without Beneficiary Present

ALLOWED MODE(S) OF DELIVERY [TER i
Face-to-face Counseling
|
Telemedicine (Adults and Children)
| ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE |
¢ Independently Licensed Clinicians - 03,04, 11,12, 49, 50, 53,57, 71, 72
Master's/Doctoral

» Non-independently Licensed Ciinicians —
Master's/Doctoral

¢ Advanced Practice Nurse

¢ Physician

e Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o Independently Licensed Clinicians -
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians -
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months

& Parent/Caregiver) Provider
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252.116 Multi-Family Behavioral Health Counseling 872-1-18

| CPT@/HCPCS PROCEDURE CODE PROCEDURE CODE DESCRIPTION

| S | e

90849, U4 | Multiple-family group p;ychotherapy
90849, U4, U5 — Substance Abuse [
SERVICE DESCRIPTION | MINIMUM DOCUMENTATION REQUIREMENTS

Multi-Fémin Behavioral Health Counseling is
a group therapeutic intervention using face- . .
to-face verbal interaction between tw% (2)toa |° Startand stoptimes of actual encounter with
maximum of nine (9) beneficiaries and their spouse/family

Date of Service

family members or significant others. o Place of service

Services are a more cost-effective alternative .

to Family Behavioral Health Counseling, ¢ Participants present

designed to enhance members’ insight into e Nature of relationship with beneficiary

family interactions, facilitate inter-family
emotional or practical support and to develop | *  Rationale for excluding the identified
alternative strategies to address familial , beneficiary

issues, problems and needs. Services may
pertain to a beneficiary’s (a) Mental Health or
(b) Substance Abuse condition. Services « Rationale for and objective used to improve |

« Diagnosis and pertinent interval history

must be congruent with the age and abilities the impact the beneficiary's condition has on
of the beneficiary, client-centered and the spouse/family and/or improve
strength-based; with emphasis on needs as marital/family interactions between the
identified by the beneficiary and family and beneficiary and the spouseffamily.

provided with cultural competence.
Additionally, tobacco cessation counseling is
a component of this service.

includes current progress or regression and

*  Spouse/Family response to treatment that
prognosis ]

* Any changes indicated for the master [
treatment plan, diagnosis, or medication(s)

¢ Plan for next session, including any
homework assignments and/or crisis plans

» HIPAA compliant Release of Information
forms, completed, signed and dated

| » Staff signature/credentials/date of signature

NOTES CUNIT BENEFIT LIMITS
May be provided independently if patient is | Encounter DAILY MAXIMUM OF
being treated for substance abuse diagnosis UNITS THAT MAY BE |
oniy. Comorbid substance abuse should be BILLED: 1 !
provided as integrated treatment utilizing Family YEARLY MAXIMUM '
| Psychotherapy. 7

OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested); 12

| APPLICABLE POPULATIONS SPECIAL BILLING INSTFEJCTIONS
| Children, Youth, and Adults There are 12 total Multi-Family Behavioral Health
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Counseling visits allowed per year.

The following codes cannot be billed on the

Same Date of Service:

90887 — Interpretation of Diagnosis
00887 —Interpretation-of DiagnosisTelemedicine

' ALLOWED MODE(S) OF DELIVERY

TIER
Face-to-face Counseling
Telamedicine
| ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE

¢ Independently Licensed Clinicians -
Master's/Doctoral

» Non-independently Licensed Clinicians —~
Master's/Doctoral

e Advanced Practice Nurse

* Physician

252117 Mentati Health Diagnosis

03, 11, 49, 50, 53,57, 71, 72

872-1-18

| CPT®/HCPCS PROCEDURE CODE

90791, U4
90791, 14 U7 — Telemedicine
80791, UC, UK, U4 — Dyadic Treatment *

PROCEDURE CODE DESCRIPTION

Psychiatric diagnostic evaluation (with_ no

medical services)

SERVICE DESCRIPTION

MINIMUM DOCUMENTATION REQUIREMENTS |

| Mental Health Diagnosis is a clinical service for
the purpose of determining the existence, type,
nature, and appropriate treatment of a mental
iliness or related disorder as described in the
current allowable DSM. This service may
include time spent for obtaining necessary
information for diagnostic purposes. The
psychodiagnostic process may include, but is
not limited to: a psychosocial and medical
history, diagnostic findings, and
recommendations. This service must include a
face-to-face component and will serve as the
basis for documentation of modality and issues
to be addressed (plan of care). Services must
be congruent with the age and abilities of the
beneficiary, client-centered and strength-based;
with emphasis on needs as identified by the
beneficiary and provided with cultural
competence.

Date of Service

Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

Place of service
Identifying information
Referral reason [

Presenting problem(s), history of presenting T
problem(s), including duration, intensity, and |
response(s) to prior treatment

Culturally and age-appropriate psychosocial
history and assessment

Mental status/Clinical observations and
impressions

Current functioning plus strengths and needs
in specified life domains

DSM diagnostic impressions to include all
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NOTES

This service may be billed for face-to-face
contact as well as for time spent obtaining
necessary information for diagnostic purposes;
however, this time may NOT be used for
development or submission of required
paperwork processes (i.e. treatment plans,
etc.).

Thi ' I ided viatel e
beneficiaries only-ages-21-and-above.

*Dyadic treatment is available for
parent/caregiver & child for dyadic
treatment of children age 0 through 47
months & parent/caregiver. A Mental
Health Diagnosis will be required for all
children through 47 months to receive
services. This service includes up to four
encounters for children through the age
of 47 months and can be provided
withcut a prior authorization. This
service must include an assessment of:

o Presenting symptoms and
behaviors;

o Developmental and medical
history;

o Family psychosocial and medical
history;

o Family functioning, cultural and
communication patterns, and
current envircnmental conditions
and stressors;

o Clinical interview with the primary
caregiver and observation of the
caregiver-infant relationship and
interactive patterns;

Child’s affective, language,
cognitive, motor, sensory, self-
care, and social functioning.

: APPLICABLE POPULATIONS

&)

axes
Treatment recommendations

Goals and objectives to be placed in Plan of
Care

Staff signature/credentials/date of signature

UNIT | BENEFIT LIMITS
Encounter DAILY MAXIMUM OF
UNITS THAT MAY BE
BILLED: 1
YEARLY MAXIMUM

OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested); 1

SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults

The following codes cannot be billed on the
Same Date of Service:

90792 — Psychiatric Assessment
HOO01 — Substance Abuse Assessment
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| ALLOWED MODE(S) OF DELIVERY | TiER

Face-to-face Counseling

| Telemedicine (Aduits Only)
| A

' ALLOWABLE PERFORMING PROVIDER PLACE OF SERVICE
e Independently Licensed Clinicians — 03,04, 11,12, 49, 50, 53,57, 71, 72
Master's/Doctoral

e Non-independently Licensed Ciinicians —
Master's/Doctoral

¢ Advanced Practice Nurse

* Physician |

| » Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those

‘ services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians '

— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

252,118 Interpretation of Diagnosis 872-1-18
CPT®/HCPCS PROCEDURE CODE " | PROCEDURE CODE DESCRIPTION
90887, U4 Interpretation or explanation of results of

80887. U4 U7 T lici psychiatric, other medical examinations and

- —Telem e procedures, or other accumulated data to family
90887, UC, UK, U4 ~ Dyadic Treatment or other responsible persons, or advising them
how to assist patient

éERVICE DESCRIPTION MINIMUM DOCUMENTATION REQUIREMENTS .

| Interpretation of Diagnasis is a direct service o Start and stop times of face-to-face encounter
provided for the purpose of interpreting the with beneficiary and/or parents or guardian
results of psychiatric or other medical exams,
procedures, or accumulated data. Services may
include diagnostic activities and/or advisingthe |«  Place of service
beneficiary and his/ her family. Consent forms

» Date of service

may be required for family or significant other | *  Participants present and relationship to
involvement. Services must be congruent with beneficiary

the age and abilities of the beneficiary, client- « Diagnosis

centered and strength-based; with emphasis on

needs as identified by the beneficiary and » Rationale for and objective used that must
provided with cultural competence. coincide with the master treatment plan or

proposed master treatment plan or
recommendations

e Participant(s} response and feedback

s Staff signature/credentials/date of
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[ signature(s) -
'NOTES ) UNIT | BENEFIT LIMITS
For beneficiaries under the age of 18, the time Encounter DAILY MAXIMUM OF
may be spent face-to-face with the beneficiary; UNITS THAT MAY BE
the beneficiary and the parent(s) or guardian(s); BILLED: 1
or alone with the parent(s) or guardian(s). For
beneficiaries over the age of 18, the time may
be spent face-to-face with the benefICIary and | YEARLY MAXIMUM

the spouse, legal guardian or significant other.

beneﬁeranesageﬂ&andabeve—'m}s—sewme
ean-also-beprevided-viatelemedicine to
beneficiaries ages47-and underwith
documentation-of-parental-or-guardian
involvement-duringthe-sepdce - This
documentation must be included in the medical
record.

*Dyadic treatment is available for
parent/caregiver & child for dyadic
treatment of children age 0 through 47
months& parent/caregiver.

Interpretation of Diagnosis will be
required for all children through 47
months to receive services. This service
includes up to four encounters for
children through the age of 47 months
and can be provided without a prior
authorization. The Interpretation of
Diagnosis is a direct service that
includes an interpretation from a broader
perspective the history and information
collected through the Mental Health
Diagnosis. This interpretation identifies
and prioritizes the infant’s needs,
establishes a diagnosis, and helps to
determine the care and services to be
provided,

| OF UNITS THAT MAY
BE BILLED (extension

of benefits can be

requested):

Counseling Level
Beneficiary: 1

Rehabilitative/Intensive
Level Beneficiary: 2

APPLICABLE POPULATIONS

SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults

The following codes cannot l;billed on the
Same Date of Service:

H2027 — Psychoeducation
90792 — Psychiatric Assessment
HO001 — Substance Abuse Assessment
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i | documentation must be included in the medical

record.
ALLOWED MODE(S) OF DELIVERY TIER |
| Face-to-face Counseling

Telemedicine Adults and Children

ALLOWABLE PERFORMING i;ROVIDERS PLACE OF SERVICE

s Independently Licensed Clinicians — 03,04, 11,12, 49, 50, 53, 57, 71, 72
Master's/Doctoral

» Non-independently Licensed Clinicians —
Master's/Doctoral

» Advanced Practice Nurse
¢ Physician

+ Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians
— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

252,121 Pharmacologic Management 827-1-18
CPT®/HCPCS PROCEDURE CODE | PROCEDURE CODE DESCRIPTION &
99212, UB, U4 — Physician ! 99212: Office or other outpatient visit for the '
. evaluation and management of an
| 99213, UB, U4 — Physician established patient, which requires at
89214, UB, U4 — Physician least 2 of these 3 key components: A
> U U7— Physician. Tol Gioi problem focused history; A problem
4 T ¥ - o focused examination; Straightforward
89213, UB. U4, U7 Physician-Telemedicine medical decision making
99214 UB U4 U7 PhysicianTelemedicine 89213: Office or other outpatient visit for the
evaluation and management of an
99212, SA, U4 - APN established patient, which requires at
99213, SA, U4 - APN least 2 of these 3 key components: An
99214. SA. U4 — APN expanded problem focused history; An
e expanded problem focused
99242 SA M4 U7—APN, Telemedicine examination; Medical decision making of
99213 SA-U4 U7 —APN. Tel lici low complexity.
s 99214: Office or other outpatient visit for the
80214, SA 4 U7—APN, Telemedicine

evaluation and management of an

i | established patient, which requires at
least 2 of these 3 key components: A

| detailed history, A detailed examination;
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Medical decision making of moderate |

| complexity ‘
-SERVICE DESCRIPTION | MINIMUM DOCUMENTATION REQUIREMENTS
Pharmacologic Management is a service o Date of Servuce

tailored to reduce, stabilize or eliminate

psychiatric symptoms. This service includes

evaluation of the medication prescription,

administration, monitoring, and supervision and | o Place of service (When-99is-usedfor

informing beneficiaries regarding medication(s) telemedicine-specific-locations-of-the

and its potential effects and side effects in order beneficiany-and thephysician-must be
imgledad)

to make informed decisions regarding the
prescribed medications. Services must be _ . . . .
congruent with the age, strengths, and » Diagnosis and pertinent interval history
accommodations necessary for disability and s Brief mental status and observations

cultural framework.

e Start and stop times of actual encounter with |
beneficiary

e Rationale for and treatment used that must
coincide with the master treatment plan

|
» Beneficiary's response to treatment that |
includes current progress or regression and
prognoesis

o Revisions indicated for the master treatment
plan, diagnosis, or medication(s)

o Plan for follow-up services, including any
crisis plans

* If provided by physician that is not a
psychiatrist, then any off label uses of
medications should include documented
consult with the overseeing psychiatrist within
24 hours of the prescription being written

e Staff signature/credentials/date of signature

NOTES UNIT | BENEFIT LIMITS
Applies only to medlcatlons prescribed to Encounter DAILY MAXIMUM OF
address targeted symptoms as identified in the UNITS THAT MAY BE
treatment plan. | BILLED: 1

YEARLY MAXIMUM

OF UNITS THAT MAY
BE BILLED (extension
of benefits can be

| requested)

i APPLICABLE POPULATIONS | SPECIAL BILLING INSTRUCTIONS

0 Children, Youth, and Adults
ALLOWED MODE(S) OF DELIVERY TIER = R
Face-to-face _ . Counseling i

Telemedicine (Adults and Children)
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ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE =
¢ Advanced Practice Nurse 03,04, 11, 12,49, 50, 53,57, 71, 72
¢ Physician
252122 Psychiatric Assessment 872-1-18

| CPT®/HCPCS PROCEDURE CODE
90792, U4
80792, U4 U7 Telemedicine

PROGEDURE CODE DESCRIPTION

Psychiatric diagnostic evaluation with medical
services

SERVICE DESCRIPTION

Psychiatric Assessment is a face-to-face
psychodiagnostic assessment conducted by a
licensed physician or Advanced Practice Nurse
(APN), preferably one with specialized training
and experience in psychiatry (child and
adolescent psychiatry for beneficiaries under
age 18). This service is provided to determine
the existence, type, nature, and most
appropriate treatment of a behavioral health
disorder. This service is not required for
beneficiaries to receive Counseling Level
Services.

| NOTES

| This service may be billed for face-to-face
contact as well as for time spent obtaining
necessary information for diagnostic purposes;
however, this time may NOT be used for
development or submission of required
paperwork processes (i.e. treatment plans,
etc.).

This service is not required for beneficiaries
| receiving only Counseling Level Services in the

e  Staff signature/credentials/date of signature

MINIMUM DOCUMENTATION REQUIREMENTS |

e Date of Service

e Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

* Place of service

s |dentifying information
o Referral reason

» Presenting problem (s), history of presenting
problem(s), including duration, intensity, and
response(s) to prior treatment

s Culturally and age-appropriate psychosocial
history and assessment

e Mental status/Clinical observations and
impressions ‘

¢ Current functioning and strengths in specified
life domains

¢ DSM diagnostic impressions to include all
axes

» Treatment recommendations

UNIT BENEFIT LIMITS
Encounter | DAILY MAXIMUM OF
UNITS THAT MAY BE
BILLED: 1
YEARLY MAXIMUM

OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested): 1
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‘Outpatient Behavioral Health Services program.

The Psychiatric Assessment is required for
beneficiaries receiving Rehabilitative Level
Services or Therapeutic Communities in
Intensive Level Services.

APPLICABLE POPULATIONS

| SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adalts
Telemedicine (Adults and Children)

The following E:odes cannot be billed on the
Same Date of Service:

| 90791 — Mental Health Diagnosis !

ALLOWED MODE(S) OF DELIVERY

Face-to-face

| TIER |

Counseling

ALLOWABLE PERFORMING PROVIDERS

o Advanced Practice Nurse

| ¢ Physician

253.001 Treatment Plan

' CPT®/HCPCS PROCEDURE CODE

PLACE OF SERVICE
03,04, 11, 12, 49,50, 53,57, 71, 72

82-1-18

PROCEDURE CODE DESCRIPTION

50220, U4

| SERVICE DESCRIPTION

Treatment Plan is a plan developed in
cooperation with the beneficiary (or parent or
guardian if under 18) to deliver specific mental
health services to restore, improve, or stabilize
the beneficiary's mental health condition. The
Plan must be based on individualized service
needs as identified in the completed Mental
Health Diagnosis, independent assessment,
and independent care plan. The Plan must
include goals for the medically necessary
treatment of identified problems, symptoms and
mental health conditions. The Plan must identify
individuals or treatment teams responsible for
treatment, specific treatment modalities
prescribed for the beneficiary, and time
limitations for services. The plan must be
congruent with the age and abilities of the
beneficiary, client-centered and strength-based;
with emphasis on needs as identified by the
beneficiary and demonstrate cultural
competence.

MINIMUM DOCUMENTATION REQUIREMENTS

| $0220: Treatment Plan

¢ Date of Service (date plan is developed)

o Start and stop times for development of plan ‘
!
¢ Place of service -

+ Diagnosis
» Beneficiary's strengths and needs

s Treatment goal(s) developed in cooperation
with and as stated by beneficiary that are
related specifically to the beneficiary's
strengths and needs

¢ Measurable objectives

* Treatment modalities — The specific services
that will be used to meet the measurable
objectives

s Projected schedule for service delivery,
including amount, scope, and duration

o Credentials of staff who will be providing the
services

e Discharge criteria

. Signature/crgjentials of staff drafting the
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document and primary staff who will be
delivering or supervising the delivery of the
specific services/ date of signature(s)

» Beneficiary's signature (or signature of parent,
guardian, or custodian of beneficiaries under
the age of 18) date of signature

o Physician's signature indicating medical
necessity/date of signature

NOTES UNIT BENEFIT LIMITS !
This service may be billed when the beneficiary | 30 minutes DAILY MAXIMUM OF
enters care and must be reviewed every ninety UNITS THAT MAY BE
one-hundred eighty {86180) calendar days or BILLED: 2

more frequently if there is documentation of
significant acuity changes in clinical status

requiring an update/change in the beneficiary’s ' YEARLY MAXIMUM
master treatment plan. [t is the responsibility of OF UNITS THAT MAY
the primary mental health professional to insure BE BILLED (extension
that all individuals working with the client have a of benefits can be
clear understanding and work toward the goals requested). 4

and objectives stated on the treatment plan.

APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults Must be reviewed every 180 calendar days
ALLOWED MODE(S) OF DELIVERY TIER

Face-to-face Rehabilitative

| ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE

» Independently Licensed Clinicians - 03,04, 11,12, 14, 33, 49, 50, 53,57, 71, 72
Master's/Doctoral

e Non-independently Licensed Clinicians —
Master's/Doctoral

e Advanced Practice Nurse

* Physician \

256.200 ReservedTelemedicine Services Billing-Information 872-1-18
The-Arkansas-licensed-mental-health-professional may-provide ceraintreatment serdces from- a
e site to the Medicaid-aliaible.L oiar-who is | L { health-clinic seting.
See-Sectien-257.100for-billing-instructions.

NationalCede Required Modifier Service Title
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NationalCode RequiredModifier Service Title
00832 U4 uz Individual BehavioralHealth Counseling -
90834 u4, U7 FESmEREe
90837 U4, u7

H2027 U4z Psychoeducation—Telemedicine
an7e2 Y4 Uz Psychiatric-Assessment—PRhysician, ARN—

oy g -

gu212 uB U4, U7 Phasmacologic Management —Physician;
09213 UBU4 U7 Febmenisng
99244 uB U4, U7
99242 SAU4 UT Pharmacelogic Maragement—APN,
99213 SA, U4 U7 TSiElE i
69244 SAJ4. U7
60887 C uauz Interpretation-of Diagaesis

The following services-may-be-provided-via-telemedicine by a mental-health-professionalto

Medicaid-eligible beneficiaries age 21-and-over-bilbwith-ROS-99:
National-Code Required Modifier Semvice Title
80791 U4 U7 Mental Health-Diagresis

256.400 Place of Service Codes B7-1-4718

Electronic and paper claims now require the same national place of service codes.

Place of Service

POS Codes

Qutpatient Hospital

Office (Outpatient Behavioral Health Provider Facility Service Site) 11

22

Patient's Home 12
Nursing Facility 32
Skilled Nursing Facility 31 -
School {Including Licensed Child Care Facility) 03 o
Homeless Shelter 04
Assisted Living Facility (Including Residential Care_FQity) 13 -
Group T—IcEe - 14
ICF/IDD - 54
Other Locations 95
Outpaticnt Behaviorak Health-Services Clinie {Telemedicine) a0
—Emergency Services in ER o - 23 -
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257.100 Outpatient-Behavioral- Health-Services-Billing InstrustionsReserved 87-1-187
%M%sm%ﬁempi%%méeﬁmtiemn@%dmg{equ#m%ﬂmemmnwhe&%g
A—Telemedicine-transactions involve-interaction between-an-Arkansaslicensed-mental-health

preiesaenaLanda-beneﬁelawaheaFeM#erenHeeahenséﬂxe%eneﬁem must be-ina
mental-health clinic-setting-

Telemedicine-Site Definitions
| LSite: — Thelocalsite s 4 ionts.l .
Remote-Site: %m%@s%h&beﬁmpeﬂhmmmenmmm#h

B—The-place of service code-is determmined by-the-patient! ‘s-location {thelocal site).—The
remote-site-is-neverthe place-of sepdee:

Telemedicine Place of Service Codes

—Paper Claims-Code=H; Electronic Claims Code = 909 Outpatient Behavioral
Health-Providers Clinic{Telemedicine)
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TOC required
218.000 Treatment Plan 8-1-18

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services through the standardized Independent Assessment. The Treatment Plan should build
upon the information from any Behavioral Health provider and information obtained during the
standardized Independent Assessment. Beneficiaries receiving only Counseling Level Services
do NOT require a Treatment Plan and providers will not be reimbursed for completion of a
Treatment Plan for beneficiaries receiving only Counseling Level Services. However, the
provider must provide documentation of the medical necessity of Counseling Level Services.
This documentation must be made part of the beneficiary’s medical record. The documentation
of medical necessity is a written assessment that evaluates the beneficiary’'s mental condition
and, based on the beneficiary’s diagnosis, determines whether treatment in the Outpatient
Behavioral Health Services Program is appropriate.

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services. The Treatment Plan must reflect services to address areas of need identified during
the standardized Independent Assessment. The Treatment Plan must be included in the
beneficiary's medical record and contain a written description of the treatment objectives for that
beneficiary. It also must describe:

A.  The treatment regimen—the specific medical and remedial services, therapies and
activities that will be used to meet the treatment objectives

B. A projected schedule for service delivery—this includes the expected frequency and
duration of each type of planned therapeutic session or encounter

C. The type of personnel that will be furnishing the services

D. A projected schedute for completing reevaluations of the patient's condition and updating

the Treatment Plan

The Treatment Plan for a beneficiary that is eligible for Rehabilitative Level Services or
Therapeutic Communities/Planned Respite in Intensive Level Services must be completed by a
mental health professional within 14 calendar days of the beneficiary entering care (first billable
service) at a Rehabilitative Level Services or Therapeutic Communities certified Behavioral
Health Agency. Subsequent revisions in the master treatment plan will be approved in writing
(signed and dated) by the mental health professional and must occur at least every 180 days.

219.200 Telemedicine (Interactive Electronic Transactions) Services 8-1-18

See Section | for Telemedicine policy and Section !l for Telemedicine billing protocol.

252111 Individual Behavioral Health Counseling 8-1-18

' CPT@/HCPCS PROCEDURE CODE
00832, U4
90834, U4
20837, U4
90832, U4, U5 — Substance Abuse
90834, U4, U5 — Substance Abuse

PROCEDURE CODE DESCRIPTION

90832: psychotherapy, 30 min
90834: psychotherapy, 45 min
90837: psychotherapy, 60 min



Outpatient Behavioral Health Services

Section I

90837, U4, JS — Substance Abuse
90832, UC, UK, U4 — Under Age 4
90834, UC, UK, U4 — Under Age 4
90837, UC, UK, U4 — Under Age 4
SERVICE DESCRIPTION -

MINIMUM DOCUMENTATION REQUIREMENTS |

Individual Behavioral Health Counseling is a
face-to-face treatment provided to an
individual in an outpatient setting for the
purpose of treatment and remediation of a

| condition as described in the current
aliowable DSM. Services must be congruent
with the age and abilities of the beneficiary,
client-centered and strength-based; with
emphasis on needs as identified by the
beneficiary and provided with cultural
competence. The treatment service must
reduce or alleviate identified symptoms
related to either (a) Mental Health or (b)
Substance Abuse, and maintain or improve
level of functioning, and/or prevent
deterioration. Additionally, tobacco cessation
counseling is a component of this service.

NOTES

Services provided must be congruent with the
objectives and interventions articulated on the
most recent treatment plan. Services must be
consistent with established behavioral
healthcare standards. Individual Psychotherapy
is not permitied with beneficiaries who do not
have the cognitive ability to benefit from the
service.

This service is not for beneficiaries under the
age of 4 except in documented exceptional
cases. This service will require a Prior
Authorization for beneficiaries under the age of
4.

| UNIT -
| 90832: 30 minutes
| 90834 45 minutes
90837: 60 minutes

Date of Service

Start and stop times of face-to-face encounter
with beneficiary

Flace of service
Diagnosis and pertinent interval history
Brief mental status and observations

Rationale and description of the treatment
used that must ceincide with objectives on the
master treatment plan

Beneficiary's response to treatment that
includes current progress or regression and
prognosis

Any revisions indicated for the master
treatment plan, diagnosis, or medication(s)

Plan for next individual therapy session,
including any homework assignments and/or
advanced psychiatric directive

Staff signature/credentials/date of signature
| BENEFIT LIMITS

| DAILY MAXIMUM OF
UNITS THAT MAY BE
BILLED:

90832: 1
90834: 1
90837: 1

YEARLY MAXIMUM OF
UNITS THAT MAY BE
BILLED (extension of
benefits can be
requested}):

Counseling Level
Beneficiary: 12 units
between all 3 codes

Rehabilitative/intensive
| Level Beneficiary: 26
units between all 3 codes

APPLICABLE POPULATIONS

SPECIAL BILLING IN-STRUCTIONS

Children, Youth, and Adults

A provider may only bill one Individual Counseling
! Psychotherapy Code per day per beneficiary. A
| provider cannot bill any other Individual




Outpatient Behavioral Health Services

Section Hl

ALLOWED MODE(S) OF DELIVERY

- Face-to-face
Telemedicine (Adults and Children)

| Counseling / Psychotherapy Code on the same

| date of service for the same beneficiary. For
Counseling Level Beneficiaries, there are 12 total
individual counsefing visits allowed per year
regardiess of code billed for Individual Behavioral
Health Counseling unless an extension of benefits
is allow by the Quality Improvement Organization
contracted with Arkansas Medicaid. For
Rehabilitative/Intensive Level Beneficiaries, there
are 26 total individual counseling visits allowed
per year regardless of code billed for Individual
Behavioral Health Counseling unless an
extension of benefits is allow by the Quality
Improvement Organization contracted with |
Arkansas Medicaid.

TIER

Counseling

ALLOWABLE PERFORMING PROVIDERS

| PLACE OF SERVICE (POS)

¢ [ndependently Licensed Clinicians —
Master's/Doctoral

¢ Non-independently Licensed Clinicians —
Master's/Doctoral

Advanced Practice Nurse
| = Physician

» Providers of services for beneficiaries under
age 4 must be trained and certified in
specific evidence based practices to be
reimbursed for those services

Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o

Non-independentiy Licensed Clinicians
— Parent/Caregiver & Child (Dyadic

treatment of Children age 0-47 months
& Parent/Caregiver) Provider

252115 Psychoeducation

03, 04, 11, 12, 49, 50, 53,57, 71, 72

8-1-18

CPT®/HCPCS PROCEDURE CODE

| PROCEDURE CODE DESCRIPTION

' H2027, U4
H2027, UK, U4 — Dyadic Treatment*

| Psychoeducational service; per 15 minutes

SERVICE DESCRIPTION

MINIMUM DOCUMENTATION REQUIREMENTS |

Psychoeducation provides beneficiaries and
their families with pertinent information
regarding mental illness, substance abuse, and
tobacco cessation, and teaches problem-

o Date of Service |
|

» Start and stop times of actual encounter with
! spouse/family

| solving, communication, and coping skills to



QOutpatient Behavioral Health Services Section I

" support recovery. Psychoeducation can be
implemented in two formats: multifamily group
and/or single family group. Due to the group * Participants present
format, beneficiaries and their families are also

able to benefit from support of peers and mutual |
aid. Services must be congruent with the age ¢ Rationale for excluding the identified
and abilities of the beneficiary, client-centered, heneficiary

and strength-based; with emphasis on needs as
identified by the beneficiary and provided with

¢ Place of service

Nature of relationship with beneficiary

Diagnosis and pertinent intervat history I

cultural competence. » Rationale for and objective used that must
coincide with the master treatment plan and
| *Dyadic treatment is available for improve the impact the beneficiary's condition
parent/caregiver & child for dyadic has on the spouse/family and/or improve
treatment of children age 0 through 47 marital/family interactions between the
months & parent/caregiver. Dyadic beneficiary and the spouse/family.
treatment must be prior authorized. » Spouse/Family response to treatment that
| Providers must utilize a national includes current progress or regression and
recognized evidence based practice. prognosis

Practices include, but are not limited to, |
Nurturing Parents and incredible Years. | * Any changes indicated for the master
treatment plan, diagnosis, or medication(s)

» Plan for next session, including any
homework assignments and/or crisis plans

* HIPAA compliant Release of Information
forms, completed, signed and dated

« Staff signature/credentials/date of signature

| NOTES : UNIT BENEFIT LIMITS

— - —_ — _|. =
Information to support the appropriateness of 15 minutes DAILY MAXIMUM OF |
excluding the identified beneficiary must be UNITS THAT MAY BE
documented in the service note and medical | BILLED: 4

record. Natural supports may be included in
these sessions when the nature of the

relationship with the beneficiary and that YEARLY MAXIMUM
support's expected role in attaining treatment OF UNITS THAT MAY
‘ goals is documented. Only one beneficiary per BE BILLED (extension
family per therapy session may be billed. of benefits can be
| requested). 48
APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS - .- !
Children, Youth, and Adults A provider can only bill a total of 48 units of

Psychoeducation / Home and Community Family
Psychoeducation per SFY combined, regardless
of code billed.

The following codes cannot be billed on the
Same Date of Service:

‘ 90847 — Marital/Family Behavioral Health
Counseling with Beneficiary Present

90847 — Home and Community Marital/Family
Psychotherapy with Beneficiary Present

190846 - MaritaI/Farnily Behavioral Health



Qutpatient Behavioral Health Services Section |l

| Counseling without Beneficiary Present

90846 — Home and Community Marital/Family
Psychotherapy without Beneficiary Present

ALLOWED MODE(S) OF DELIVERY | TIER .

Face—to-face Counseling -

Telemedicine (Adults and Children)

ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE T

« Independently Licensed Clinicians - | 03, 04, 11, 12, 49, 50, 53, 57, 71,72
Master’'s/Doctoral

| » Non-independently Licensed Clinicians —
Master's/Doctoral

¢ Advanced Practice Nurse
s Physician

* Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o Independently Licensed Clinicians -
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months |
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians -
Parent/Caregiver & Child {Dyadic .
treatment of Children age 0-47 months |
& Parent/Caregiver) Provider




Outpatient Behavioral Health Services

Section Il

252116 Multi-Family Behavioral Health Counseling 8-1-18

| CPT®&/HCPCS PROCEDURE CODE
90849, U4
90849, U4, U5 — Substance Abuse

'SERVICE DESCRIPTION

Multi-Family Behavioral Health Counseling is
a group therapeutic intervention using face-
to-face verbal interaction between two (2)to a
maximum of nine (9) beneficiaries and their
family members or significant others.
Services are a more cost-effective alternative
to Family Behavioral Health Counseling,
designed to enhance members’ insight into
family interactions, facilitate inter-family
emotional or practical support and to develop
| alternative strategies to address familial

issues, problems and needs. Services may
pertain to a beneficiary’s (a) Mental Health or
(b) Substance Abuse condition. Services
must be congruent with the age and abilities
of the beneficiary, client-centered and
strength-based; with emphasis on needs as
identified by the beneficiary and family and
provided with cuttural competence.
Additionally, tobacco cessation counseling is
a component of this service.

PROCEDURE CODE DESCRIPTION
Muitiple-family group psychotherapy

MINIMUM DOCUMENTATION REQUIREMENTS |

s Date of Service

o Start and stop times of actual encounter with
spouseffamily

» Place of service
e Participants present
s Nature of relationship with beneficiary

« Rationale for excluding the identified
beneficiary

» Diagnosis and pertinent interval history

| » Rationale for and objective used to improve

the impact the beneficiary's condition has on
the spouse/family and/or improve

maritalffamily interactions between the
beneficiary and the spouse/family. [

¢ Spouse/Family response to treatment that
includes current progress or regression and
prognosis

s Any changes indicated for the master
treatment plan, diagnosis, or medication(s)

¢ Plan for next session, including any
homework assignments and/or ¢risis plans

s HIPAA compliant Release of Information
forms, completed, signed and dated

» Staff signature/credentials/date of signature

'NOTES

Psychotherapy.

UNIT BENEFIT LIMITS
May be provided independently if patient is Encounter | DAILY MAXIMUM OF
being treated for substance abuse diagnosis | UNITS THAT MAY BE
only. Comorbid substance abuse should be BILLED: 1
provided as integrated treatment utilizing Family YEARLY MAXIMUM

OF UNITS THAT MAY
| BE BILLED {extension

of benefits can be
| requested); 12

|
—_—

| APPLICABLE POPULATIONS | SPECIAL BILLING INSTRUCTIONS

| Children, Youth, and Adults

There are 12 total Multi-Family Behavioral Health |




Outpatient Behavioral Health Services

Section |l

' Counseling visits allowed per year.

| The following codes cannot be billed on the
| Same Date of Service:

90887 — Interpretation of Diagnosis

| ALLOWED MODE(S) OF DELIVERY TIER
Face-to-face . 6ounseling
Telemedicine ' :
ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE L O]

|« Independently Licensed Clinicians -
Master's/Doctoral

¢ Non-independently Licensed Clinicians —
Master's/Doctoral

o Advanced Practice Nurse

e Physician

252117 Mental Health Diagnosis

03, 11, 49, 50, 53, 57, 71, 72

8-1-18

| CPT®/HCPCS PROCEDURE CODE

| PROCEDURE CODE DESCRIPTION

90791, U4
90791, UC, UK, U4 — Dyadic Treatment *
SERVICE DESCRIPTION

Psychiatric diagnostic evaluation (with no

medical services)

Mental Health Diagnosis is a clinical service for
the purpose of determining the existence, type,
nature, and appropriate treatment of a mental
illness or related disorder as described in the
current allowable DSM. This service may
include time spent for obtaining necessary
information for diagnostic purposes. The
psychodiagnostic process may include, but is
not limited to: a psychosocial and medical
history, diagnostic findings, and
recommendations. This service must include a
face-to-face component and will serve as the
basis for documentation of modality and issues
to be addressed (plan of care). Services must
be congruent with the age and abilities of the
beneficiary, client-centered and strength-based:;
with emphasis on needs as identified by the
beneficiary and provided with cultural
competence.

s Date of Service

o Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

@ Place of service

e Identifying information

¢ Referral reason

» Presenting problem(s), history of presenting
| problem(s}, including duration, intensity, and
response(s) to prior treatment

Culturally and age-appropriate psychosogial
history and assessment

+ Mental status/Clinical observations and
impressions

» Current functioning plus strengths and needs
in specified life domains

o DSM diagnostic impressions to include all
axes

'MINIMUM DOCUMENTATION REQUIREMENTS |
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e Treatment recommendations

e Goals and objectives to be placed in Plan of
Care

o Staff signature/credentials/date of signature

| NOTES [UNIT - | BENEFIT LIMITS _
This service may be billed for face-to-face | Encounter DAILY MAXIMUM OF
contact as well as for time spent obtaining UNITS THAT MAY BE
necessary information for diagnostic purposes; BILLED: 1
however, this time may NOT be used for
devefopment or submission of required |
paperwork processes (i.e. treatment plans, YEARLY MAXIMUM
etc.). OF UNITS THAT MAY

BE BILLED (extension
of benefits can be
requested); 1

*Dyadic treatment is available for
parent/caregiver & child for dyadic
treatment of children age 0 through 47
months & parent/caregiver. A Mental
Health Diagnosis will be required for all
children through 47 months to receive
services. This service includes up to four |
encounters for children through the age
of 47 months and can be provided

| without a prior authorization. This
service must include an assessment of:

o Presenting symptoms and
behaviors;

o Developmental and medical
history;

o Family psychosocial and medical
history;

| o Family functioning, cultural and
communicaticn patterns, and
current environmental conditions |
and stressors;

o Clinical interview with the primary
caregiver and observation of the
caregiver-infant relationship and
interactive patterns;

o Child’s affective, language,
cognitive, motor, sensory, self-
care, and social functioning. |

| APPLICABLE POPULATIONS | SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults The following codes cannot be bifled on the
Same Date of Service:

90792 — Psychiatric Assessment
HO001 — Substance Abuse Assessment

TIER

ALLOWED MODE(S) OF DELIVERY




Outpatient Behavioral Health Services Section il
'?ace-to-face | Counseling -
Telemedicine {(Adults Only)
ALLOWABLE PERFORMING PROVIDER PLACE OF SERVICE
* Independently Licensed Clinicians — 03,04, 11,12, 49, 50, 53,57, 71, 72
| Master's/Doctoral
¢ Non-independently Licensed Clinicians —
Master's/Doctoral
» Advanced Practice Nurse
¢ Physician
* Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services
o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider
o Non-independently Licensed Clinicians ‘
— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
i & Parent/Caregiver) Provider
252118 Interpretation of Diagnosis 8118
“CPT®IHCPCS PROCEDURE CODE PROEEDURE CODE DESCRIPTION

| 90887, U4
90887, UC, UK, U4 — Dyadic Treatment

Interpretation or explanation of results of
psychiatric, other medical examinations and
procedures, or other accumutated data to family
or other responsible persons, or advising them
how ta assist patient

SERVICE DESCRIPTION

MINIMUM DOCUMENTATION REQUIREMENTS |

Interpretation of Diagnosis is a direct service
provided for the purpose of interpreting the
results of psychiatric or other medical exams,

include diagnostic activities and/or advising the
beneficiary and his/ her family. Consent forms
may be required for family or significant other
involvement. Services must be congruent with
the age and abiiities of the beneficiary, client-

centered and strength-based; with emphasis on

needs as identified by the beneficiary and
provided with cultural competence.

procedures, or accumulated data. Services may

» Start and stop times of face-to-face encounter
with beneficiary and/or parents or guardian

s Date of service
¢ Place of service

e Participants present and relationship to
beneficiary

o Diagnosis

» Rationale for and objective used that must
coincide with the master treatment plan or
proposed master treatment plan or
recommendations

e Participant(s) response and feedback '

e Staff signature/credentials/date of
signature(s)




Cutpatient Behavioral Health Services Section

L o - —
| NOTES UNIT | BENEFIT LIMITS
For beneficiaries under the age of 18, the time | Encounter DAILY MAXIMUM OF
may be spent face-to-face with the beneficiary; UNITS THAT MAY BE
| the beneficiary and the parent(s) or guardian(s); BILLED: 1
or alone with the parent(s) or guardian(s). For
beneficiaries over the age of 18, the time may
be spent face-to-face with the beneficiary and YEARLY MAXIMUM
the spouse, legal guardian or significant other OF UNITS THAT MAY

BE BILLED (extension
of benefits can be
requested):

This documentation must be included in the
medical record. ‘

Counseling Level

parent/caregiver & child for dyadic Beneficiary: 1

treatment of children age 0 through 47
months& parent/caregiver.
Interpretation of Diagnosis will be
required for all children through 47

‘ months to receive services. This service

‘ *Dyadic treatment is available for

Rehabilitative/intensive
Level Beneficiary: 2

includes up to four encounters for
children through the age of 47 months
and can be provided without a prior
authorization. The Interpretation of
Diagnosis is a direct service that
includes an interpretation from a broader
perspective the history and information
collected through the Mental Health .
Diagnosis. This interpretation identifies
and prioritizes the infant’s needs, |
establishes a diagnosis, and helps to
determine the care and services to be

provided.
APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS
Children, Youth, and Adults The following codes cannot be billed on the

| Same Date of Service:
H2027 — Psychoeducation
90792 — Psychiatric Assessment

HO001 — Substance Abuse Assessment

This documentation must be included in the
medical record.

| ALLOWED MODE(S) OF DELIVERY TIER -+
Face-to-face Counseling
Telemedicine Adults and Children
' ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE =

» Independently Licensed Clinicians — 03,04, 11, 12, 49, 50, 53, o7, 71,72
Master’'s/Doctoral
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¢ Non-independently Licensed Clinicians —
Master's/Doctoral '

s Advanced Practice Nurse
| » Physician

» Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians
— Parent/Caregiver & Child {Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

252121 Pharmacologic Management

8-1-18

| CPT®MCPCS PROCEDURE CODE PROCEDURE CODE DESCRIPTION

99213, UB, U4 — Physician
99214, UB, U4 — Physician
99212, SA, U4 — APN
99213, SA, U4 - APN

99214, SA, U4 — APN 99213: Office or other outpatient visit for the

99214: Office or other outpatient visit for the |

99212, UB, U4_— Physician 99212 Oﬁ::ce or other oﬁtpatient visit for the

evaluation and management of an
established patient, which requires at
least 2 of these 3 key components: A
problem focused history; A problem
focused examination; Straightforward
medical decision making

evaluation and management of an
established patient, which requires at
least 2 of these 3 key components: An
expanded problem focused history; An
expanded problem focused
examination; Medical decision making of
low complexity.

evaluation and management of an
established patient, which requires at
least 2 of these 3 key components: A
detailed history, A detailed examination;
Medical decision making of moderate
complexity

SERVICE DESCRIPTION MINIMUM DOCUMENTATION REQUIREMENTS |

Pharmacologic Management is a service .
tailored to reduce, stabilize or eliminate
psychiatric symptoms. This service includes
evaluation of the medication prescription,
administration, monitoring, and supervision and | o
informing beneficiaries regarding medication(s)

| and its potential effects and side effects in order | ©

]

Date of Service

Start and stop times of actual encounter with
beneficiary

Place of service |

Diagnosis and pertinent interval history
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' to make informed decisions regarding the
prescribed medications. Services must be
congruent with the age, strengths, and ¢ Rationale for and treatment used that must
accommodations necessary for disability and coincide with the master treatment plan |
cultural framework.

» Brief mental status and observations

* Beneficiary's response to treatment that |
includes current progress or regression and
prognosis

s Revisions indicated for the master treatment
plan, diagnosis, or medication(s)

* Plan for follow-up services, including any |
crisis plans

* If provided by physician that is not a
psychiatrist, then any off [abel uses of
medications should include documented |
consult with the overseeing psychiatrist within

. 24 hours of the prescription being written |

e Staff signaturefcredentials/date of signature

NOTES ' UNIT BENEFIT LIMITS |
Applies only to medications prescribed to | Encounter DAILY MAXIMUM OF
address targeted symptoms as identified in the UNITS THAT MAY BE |
treatment plan. BILLED: 1

YEARLY MAXIMUM

OF UNITS THAT MAY

BE BILLED (extension
| of benefits can be
requested): 12

| APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS I
C_hildren, Youth: and Adults B _ o -
ALLOWED MODE(S) OF DELIVERY TIER ' |
Face-to-face ¥ | Counseling |

Telemedicine (Adults and Children) |

| ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE |
« Advanced Practice Nurse 03,04, 11, 12, 49, 50, 53, 57, 71, 72

e Physician

252122 Psychiatric Assessment 8-1-18
| CPT@/HCPCS PROCEDURE CODE l. PROCEDURE CODE DESCRIPTION m
90792, U4 Psychiatric diagnostic evaluation with medical

services
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| SERVICE DESCRIPTION -

Psychiatric Assessment is a face-to-face » Date of Service
psychodiagnostic assessment conducted by a
licensed physician or Advanced Practice Nurse |
(APN), preferably one with specialized training
and experience in psychiatry (child and

| adolescent psychiatry for beneficiaries under s Place of service
age 18). This service is provided to determine

| the existence, type, nature, and most

| MINIMUM DOCUMENTATION REQUIREMENTS

s Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

¢ ldentifying information

appropriate treatment of a behavioral health » Referral reason

disorder. This service is not required for

beneficiaries to receive Counseling Level * Presenting problem (s), history of presenting
Services. problem(s), including duration, intensity, and

response(s) to prior treatment

» Culturally and age-appropriate psychosocial
| history and assessment

» Mental status/Clinical observations and
impressions - .

e Gurrent functioning and strengths in specified
life domains

» [SM diagnostic impressions to include all
axes

¢ Treatment recommendations

* Staff signature/credentials/date of signature

NOTES UNIT . l BENEFIT LIMITS |
This service may be billed for face-to-face Encounter | DAILY MAXIMUM OF
contact as well as for time spent obtaining UNITS THAT MAY BE
necessary information for diagnostic purposes; BILLED: 1

however, this time may NOT be used for
development or submission of required

‘ paperwork processes (i.e. treatment plans,
etc.).

YEARLY MAXIMUM
OF UNITS THAT MAY
BE BILLED (extension
of benefits can be

‘ requested): 1

This service is not required for beneficiaries
receiving only Counseling Level Services in the
Outpatient Behavioral Health Services program.
The Psychiatric Assessment is required for
beneficiaries receiving Rehabilitative Level
Services or Therapeutic Communities in
Intensive Level Services. ‘

| APPLICABLE POPULATIONS | SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults The following codes cannot be_billed on the
Same Date of Service:

90791 — Mental Health Diagnosis
LLOWED MODE(S) OF DELIVERY ‘ TIER

' Face-to-face | Counseling

‘ielemedicine (Adults and Children)
A
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| ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE b
o Advanced Practice Nurse 03, 04, 11,12, 49, 50, 53, 57, 71, 72 '
» Physician ‘
253.001 Treatment Plan 8-1-18

| CPT®/HCPCS PROCEDURE CODE

| PROCEDURE CODE DESCRIPTION

50220, U4

' SERVICE DESCRIPTION

‘ 50220: Treatment Plan

| .MINIMUM DOCUMENTATION REQUIREMENTS

Treatment Plan is a plan developed in
cooperation with the beneficiary (or parent or
guardian if under 18) to deliver specific mental
health services to restore, improve, or stabilize
the beneficiary's mental health condition. The
Plan must be based on individualized service
needs as identified in the completed Mental
Health Diagnosis, independent assessment,
and independent care plan. The Plan must
include goals for the medically necessary
treatment of identified problems, symptoms and
mental health conditions. The Plan must identify
individuals or treatment teams responsible for
freatment, specific treatment modalities
prescribed for the beneficiary, and time
limitations for services. The plan must be
congruent with the age and abilities of the
beneficiary, client-centered and strength-based;
with emphasis on needs as identified by the
beneficiary and demonstrate cultural
competence,

Date of Service (date plan is developed)
Start and stop times for development of plan
Place of service

Diagnosis |

Beneficiary's strengths and needs '

Treatrnent goal(s) developed in cooperation |
with and as stated by beneficiary that are
refated specifically to the beneficiary's
strengths and needs

Measurable objectives

Treatment modalities — The specific services
that will be used to meet the measurable
objectives

Projected schedule for service delivery,
including amount, scope, and duration

Credentials of staff who will be providing the
services

Discharge criteria

Signature/credentials of staff drafting the
document and primary staff who will be
delivering or supervising the delivery of the
specific services/ date of signature(s)

Beneficiary's signature (or signature of parent, |
guardian, or custodian of beneficiaries under
the age of 18)/ date of signature

Physician's signature indicating medical
necessity/date of signature

'NOTES

| UNIT

| BENEEIT LIMITS
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| This service may be billed when the beneficiary
enters care and must be reviewed every one-
hundred eighty (180) calendar days or more
frequently if there is documentation of
significant acuity changes in clinical status
requiring an update/change in the beneficiary's
master treatment plan. It is the responsibility of
the primary mentai health professional to insure
that all individuals working with the client have a
clear understanding and work toward the goals
and objectives stated on the treatment plan.

DAILY MAXIMUM OF
UNITS THAT MAY BE
BILLED: 2

30 minutes

YEARLY MAXIMUM
OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested): 4

APPLICABLE POPULATIONS

SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults

| Must be reviewed every 180 calendar days

ALLOWED MODE(S}) OF DELIVERY

TIER

Face-to-face

Rehabilitative

ALLOWABLE PERFORMING PROVIDERS

| PLACE OF SERVICE

* Independently Licensed Clinicians -

Master's/Doctoral

Non-independently Licensed Clinicians —
Master's/Doctoral

Advanced Practice Nurse

03,04, 11, 12, 14, 33, 49, 50, 53, 57, 71, 72

+ Physician
256,200 Reserved
256.400 Place of Service Codes

8-1-18

8-1-18

Electronic and paper claims now require the same national place of service codes.

Place of Service_-

POS Codes

Outpatient Hospital - _22

Ofiice (Outpatient Behavioral Health Provider Facility Service Site) T

Patient's Home —12

Nursing Facility - - - 32

Skilled Nursing Facility - 31 -
School (Including Licensed Child Care Facility) 03

Homele_ss Shelter - 04

Assisted Living Facility (Including Residential Care Facility) 13

Group Home - 14— o
ICF/IDD - 54

Oth;r Locations - - 99 -
?mergency Sewicesﬁi 23
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257.100 Reserved 8-1-18



Outpatient Behavioral Health Services Section Il

TOC required

218.000 Treatment Plan 8-1-18

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services through the standardized ndependent Assessment. The Treatment Plan should build
upon the information from any Behavioral Health provider and information obtained during the
standardized Independent Assessment. Beneficiaries receiving only Counseling l_evel Services
do NOT require a Treatment Plan and providers will not be reimbursed for completion of a
Treatment Plan for beneficiaries receiving only Counseling Level Services. However, the
provider must provide documentation of the medical necessity of Counseling Level Services.
This documentation must be made part of the beneficiary’s medical record. The documentation
of medical necessity is a written assessment that evaluates the beneficiary’s mental condition
and, based on the beneficiary’s diagnosis, determines whether treatment in the Outpatient
Behavioral Health Services Program is appropriate.

A Treatment Plan is required for beneficiaries who are determined to be qualified for
Rehabilitative Level Services or Therapeutic Communities/Planned Respite in Intensive Level
Services. The Treatment Plan must reflect services to address areas of need identified during
the standardized Independent Assessment. The Treatment Plan must be inciuded in the
beneficiary's medical record and contain a written description of the treatment objectives for that
beneficiary. It also must describe:

A.  The treatment regimen—the specific medical and remedial services, therapies and
activities that will be used to meet the treatment objectives

B. A projected schedule for service delivery—this includes the expected frequency and
duration of each type of planned therapeutic session or encounter

The type of personnel that will be furnishing the services

A projected schedule for completing reevaluations of the patient's condition and updating
the Treatment Plan

The Treatment Plan for a beneficiary that is eligible for Rehabilitative Level Services or
Therapeutic Communities/Planned Respite in Intensive Leve! Services must be completed by a
mental health professional within 14 calendar days of the beneficiary entering care (first billable
service) at a Rehabilitative Level Services or Therapeutic Communities certified Behavioral
Health Agency. Subsequent revisions in the master treatment plan will be approved in writing
(signed and dated) by the mental health professional and must occur at least every 180 days.

219.200 Telemedicine (Interactive Electronic Transactions) Services 8-1-18

See Section | for Telemedicine policy and Section Ijl for Telemedicine billing protocol.

252111 Individua! Behavioral Health Counseling 8-1-18
_CPT®_IHCPCS PROCEDURE CODE PROCEDURE CODE DESCRIPTION

90832, U4 _ 90832; psychothérapy, 30 min

90834, U4 90834: psychotherapy, 45 min

90837, U4 80837: psychotherapy, 60 min

90832, U4, U5 — Substance Abuse

| 90834, U4, U5 ~ Substance Abuse
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| 90837, U4, U5 — Substance Abuse
90832, UC, UK, U4 — Under Age 4
90834, UC, UK, U4 — Under Age 4
90837, UC, UK, U4 — Under Age 4
EERVICE DESCRIPTION . - - | MINIMUM DOCUMENTATION REQ_UIREMENTS_i

Individual Behavioral Health Counseling is a o Date of Service
| face-to-face treatment provided to an

individual in an outpatient setting for the

purpose of treatment and remediation of a

» Start and stop times of face-to-face encounter
with beneficiary

condition as described in the current o Place of service

| allowable DSM. Services must be congruent i i ) ) .
with the age and abilities of the beneficiary, * Diagnosis and pertinent interval history |
client-centered and strength-based; with e Brief mental status and observations
emphasis on needs as identified by the i
beneficiary and provided with cultural * Rationale and description of the treatment

| competence. The treatment service must used that must coincide with objectives on the
reduce or alleviate identified symptoms master treatment plan

related to either (a) Mental Health or (b)
Substance Abuse, and maintain or improve
level of functioning, and/or prevent

| deterioration. Additionally, tobacco cessation
counseling is a component of this service.

* Beneficiary's response to treatment that
includes current progress or regression and
prognoesis ’

* Any revisions indicated for the master
treatment plan, diagnosis, or medication(s)

| » Plan for next individual therapy session,
‘ including any homework assignments and/or
advanced psychiatric directive

« Staff signature/credentials/date of signature
= T

' NOTES UNIT BENEFIT LIMITS

Services provided must be congruent with the 90832: 30 minutes | DAILY MAXIMUM OF
objectives and interventions articulated on the . . UNITS THAT MAY BE
most recent treatment plan. Services must be 90834 45 minutes BILLED:
consistent with established behavioral - 90837: 60 minutes 90832: 1
healthcare standards. Individual Psychotherapy '
is not permitted with beneficiaries who do not 90834: 1

. havg the cognitive ability to benefit from the 90837- 1
service.
This service is not for beneficiaries under the S SLMERIMOEIO=

) : UNITS THAT MAY BE

age of 4 except in documented exceptional BILLED (extension of
cases. This service will require a Prior benefits cafl be

4Author|zatron for beneficiaries under the age of requested):
Counseling Level
Beneficiary: 12 units

between all 3 codes

Rehabilitative/Intensive
Level Beneficiary: 26
units between all 3 codes

.- APPLICABLE POPULATIONS ' SPECIAL BILLING INSTRUCTIONS -

| Children, Youth, and Adults A provider may only bill one Individual Counseling .
! Psychotherapy Code per day per beneficiary. A
provider cannot bill any other Individual
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Section ll

| ALLOWED MODE(S) OF DELIVERY
Face-to-face
Telemedicine {Adults and Children)

Counseling / Psychotherapy Code on the same
date of service for the same beneficiary. For
Counseling Level Beneficiaries, there are 12 total
individual counseling visits allowed per year
regardless of code billed for Individual Behavioral
Health Counseling unless an extension of benefits
is allow by the Quality Improvement Organization
contracted with Arkansas Medicaid. For
Rehabilitative/Intensive Level Beneficiaries, there
are 26 total individual counseling visits altowed
per year regardless of code billed for Individual
Behavioral Health Counseling unless an

| extension of benefits is allow by the Quality

| Improvement Organization contracted with

Arkansas Medicaid.

TIER

Counseling

ALLOWABLE PERFORMING PROVIDERS

s Independently Licensed Clinicians —
Master's/Doctoral

| « Non-independently Licensed Clinicians —
Master's/Doctoral

¢ Advanced Practice Nurse

» Physician

\ . . |
e Providers of services for beneficiaries under

age 4 must be trained and certified in
specific evidence based practices to be
reimbursed for those services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians
— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

| PLACE OF SERVICE (POS)

03,04, 11, 12, 49, 50, 53, 57. 71, 72

252.115 Psychoeducation

8-1-18

| CPT®/HCPCS PROCEDURE CODE

PROCEDURE CODE DESCRIPTION |

H2027, U4
H2027, UK, U4 — Dyadic Treatment*

Psychoeducational service; per 15 minutes

SERVICE DESCRIPTION

MINIMUM DOCUMENTATION REQUIREMENTS

Psychoeducation provides beneficiaries and
their families with pertinent information
regarding mental iliness, substance abuse, and
tobacco cessation, and teaches problem-

| o Date of Service

e Start and stop times of actual encounter with
spouse/family

solving, communication, and coping skills to



Outpatient Behavioral Health Services

Section I

| support recovery. Psychoeducation can be
implemented in two formats: multifamily group
and/or single family group. Due to the group
format, beneficiaries and their families are also
able to benefit from support of peers and mutual
aid. Services must be congruent with the age
and abilities of the beneficiary, client-centered,
and strength-based; with emphasis on needs as
identified by the beneficiary and provided with
cultural competence.

| *Dyadic treatment is available for
parent/caregiver & child for dyadic
treatment of children age 0 through 47
months & parent/caregiver. Dyadic
treatment must be prior authorized.

| Providers must utilize a national
recognized evidence based practice.

» Place of service

Practices include, but are not limited to, ‘

Nurturing Parents and Incredible Years.

o Participants present
Nature of refationship with beneficiary

e Rationale for excluding the identified
beneficiary

« Diagnosis and pertinent interval history

+ Rationale for and objective used that must
coincide with the master treatment plan and
improve the impact the beneficiary's condition
has on the spouse/family and/or improve
marital/family interactions between the
beneficiary and the spouse/family.

» Spouse/Family response fo treatment that
inciudes current progress or regression and
proghosis

e Any changes indicated for the master
treatment plan, diagnosis, or medication(s)

» Plan for next session, including any
homework assignments and/or crisis plans

» HIPAA compliant Release of information
forms, completed, signed and dated

» Staff signature/credentials/date of signature

NOTES

UNIT BENEFIT LIMITS
Information to support the appropriateness of 15 minutes DAILY MAXIMUM OF
excluding the identified beneficiary must be UNITS THAT MAY BE
documented in the service note and medical BILLED: 4
record. Natural supports may be included in
these sessions when the nature of the
relationship with the beneficiary and that YEARLY MAXIMUM

support's expected role in attaining treatment
goals is documented. Only one beneficiary per
family per therapy session may be billed.

OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested): 48

|
1

| APPLICABLE POPULATIONS

SPECIAL BILLING INSTRUCTIONS

L =
Children, Youth, and Adults

A provider can only bill a total of 48 units of
Psychoeducation / Home and Community Family
Psychoeducation per SFY combined, regardless
of code billed.

The following codes cannot be billed on the
Same Date of Service:

90847 — Marital/Family Behavioral Health
Counseling with Beneficiary Present

90847 — Home and Community Marital/Family
Psychotherapy with Beneficiary Present

90846 — Marital/Family Behavioral Health
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| Counseling without Beneficiary Present

90846 — Home and Community Marital/Family
Psychotherapy without Beneficiary Present

ALLOWED MODE(S) OF DELIVERY TIER B wad: |

Face-to-face Counseling

Telemedicine (Adults and Children) |
PLACE OF SERVICE '

| ALLOWABLE PERFORMING PROVIDERS

Independently Licensed Clinicians -
Master's/Daoctoral

Non-independently Licensed Clinicians —
Master's/Doctoral

Advanced Practice Nurse

Physician

Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o

Independently Licensed Clinicians -
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

Non-independently Licensed Clinicians -
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

03,04, 11, 12, 49, 50, 53, 57, 71, 72
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252,116 Multi-Family Behavioral Health Counseling 8-1-18

| CPT®&/HCPCS PROCEDURE CODE PROCEDURE CODE DESCRIPTION |
90849, U4 Multiple-family group psychotherapy r
80849, U4, Us — Substance Abuse

| SERVICE DESCRIPTION ] MINIMUM DOCUMENTATION IiEQUlREMENTS ‘

Multi-Family Behavioral Health Counseling is + Date of Service
a group therapeutic intervention using face-
to-face verbal interaction between two (2)toa
maximum of nine (9) beneficiaries and their

e Start and stop times of actual encounter with
spouse/family

family members or significant others. » Place of service |
Services are a more cost-effective alternative .

to Family Behavioral Health Counseling, * Participants present

designed to enhance members’ insight into »  Nature of relationship with beneficiary

family interactions, facilitate inter-family
emotional or practical support and to develop | * Rationale for excluding the identified
| alternative strategies to address familial beneficiary

issues, problems and needs. Services may

. . q inenti | hist
pertain to a beneficiary’s (a) Mental Healthor | ° Diagnosis and pertinent interval his ory

(b) Substance Abuse condition. Services e Rationale for and objective used to improve
| must be congruent with the age and abilities the impact the beneficiary's condition has on
of the beneficiary, client-centered and the spouseffamily and/or improve
strength-based; with emphasis on needs as marital/family interactions between the
| identified by the beneficiary and family and beneficiary and the spouse/family.

provided with cultural competence.
Additionally, tobacco cessation counseling is
a component of this service.

» Spouse/Family response to treatment that
includes current progress or regression and
prognosis

* Any changes indicated for the master
treatment plan, diagnosis, or medication(s)

* Plan for next session, including any
' homework assignments and/or crisis plans

* HIPAA compliant Release of Information
forms, completed, signed and dated

!

» Staff signature/credentials/date of signature )

| NOTES UNIT BENEFIT LIMITS
May be provided independently if patient is Encounter DAILY MAXIMUM OF
being treated for substance abuse diagnosis UNITS THAT MAY BE
only. Comorbid substance abuse should be BILLED: 1 '
provided as integrated treatment utilizing Family YEARLY MAXIMUM
Psychotherapy. OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested). 12

APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS
| Children, Youth, and Adults There are 12 total Multi-Family Behavioral Health :
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| Counseling visits allowed per year.

The following codes cannot be bilied on the
Same Date of Service:

80887 — Interpretation of Diagnosis

| ALLOWED MODE(S) OF DELIVERY TIER

._Face-to-face . _ 1 Counseling

| Telemedicine

' ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE

* Independently Licensed Clinicians -
Master’s/Doctoral

» Non-independently Licensed Clinicians —
Master's/Doctoral

s Advanced Practice Nurse

| » Physician

03, 11, 49, 50, 53, 57, 71, 72

252117 Mental Health Diagnosis

8-1-18

 CPT®/HCPCS PROCEDURE CODE

| PROCEDURE CODE DESCRIPTION

90791, U4
90791, UC, UK, U4 - Dyadic Treatment *

Psychiatric diagnostic evaluation (with no

medical services) ‘

SERVICE DESCRIPTION

MINIMUM DOCUMENTATION REQUIREMENTS |

Mental Health Diagnosis is a clinical service for
the purpose of determining the existence, type,
nature, and appropriate treatment of a mental
iliness or related disorder as described in the
current allowable DSM. This service may
include time spent for obtaining necessary
information for diagnostic purposes. The
psychodiagnostic process may include, but is
not limited to: a psychosocial and medical
history, diagnostic findings, and
recommendations. This service must include a
face-to-face component and will serve as the
basis for documentation of modality and issues
to be addressed (plan of care). Services must
be congruent with the age and abilities of the
beneficiary, client-centered and strength-based;
with emphasis on needs as identified by the
beneficiary and provided with cultural
competence.

=

| « Date of Service

o Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

¢ Place of service
e |dentifying infarmation
o Referral reason

» Presenting problem(s), history of presenting |‘
problem(s), including duration, intensity, and [
response(s) to prior treatment

Culturally and age-appropriate psychosocial
history and assessment

Mental status/Clinical observations and
impressions

= Current functioning plus strengths and needs
in specified life domains

o DSM diagnostic impressions to include all
axes
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» Treatment recommendations

» Goals and objectives to be placed in Plan of

Care

» Staff signature/credentials/date of signature

|

NOTES UNIT - - BENEFIT LIMITS |
| This service may be billed for face-to-face Encounter DAILY MAXIMUM OF

contact as well as for time spent obtaining UNITS THAT MAY BE

necessary information for diagnostic purposes; BILLED: 1

however, this time may NOT be used for |
| development or submission of required |

paperwork processes (i.e. treatment plans, YEARLY MAXIMUM

etc.). OF UNITS THAT MAY

| ALLOWED MODE(S) OF DELIVERY

*Dyadic treatment is available for
parent/caregiver & chiid for dyadic
treatment of children age 0 through 47
months & parent/caregiver. A Mental
Health Diagnosis will be required for all
children through 47 months to receive
services. This service includes up to four
encounters for children through the age
of 47 months and can be provided
without a prior authorization. This
service must include an assessment of:

O

| APPLICABLE POPULATIONS
Children, Youth, and Adults

Presenting symptoms and
behaviors;

Developmental and medical
history;

Family psychosocial and medical
history;

Family functioning, cultural and
communication patterns, and
current environmental conditions
and stressors;

Clinical interview with the primary
caregiver and observation of the
caregiver-infant relationship and
interactive patterns;

Child’s affective, language,
cognitive, motor, sensory, self-
care, and social functioning.

|

SPECIAL BILLING INSTRUCTIONS

BE BILLED (extension
| of benefits can be
requested): 1

The following; codes cannot be billed on the

Same Date of Service:
90792 — Psychiatric Assessment

HO001 — Substance Abuse Assessment

'TIER
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Face-to-face - = Counseling
Telemedicine (Adults Only)
| ALLOWABLE PERFORMING PROVIDER PLACE OF SERVICE
+ Independently Licensed Clinicians — 03,04, 11,12, 49, 50, 53,57, 71, 72
Master's/Doctoral
¢ Non-independently Licensed Clinicians —
Master's/Doctoral
¢ Advanced Practice Nurse
o  Physician
» Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those |
services
o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider
o Non-independently Licensed Clinicians
— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider
252.118 Interpretation of Diagnosis 8-1-18

| CPT®/HCPCS PROCEDURE CODE

PROCEDURE CODE DESCRIPTION

90887, U4
90887, UC, UK, U4 — Dyadic Treatment

Interpretation or explanation of results of
psychiatric, other medical examinations and
procedures, or other accumulated data to family
or other responsible persons, or advising them
how to assist patient

SERVICE DESCRIPTION

| MINIMUM DOCUMENTATION REQUIREMEN'_['S |

Interpretation of Diagnosis is a direct service
provided for the purpose of interpreting the
results of psychiatric or other medical exams,
procedures, or accumulated data. Services may
| include diagnostic activities and/or advising the
beneficiary and his/ her family. Consent forms
may be required for family or significant other
involvement. Services must be congruent with
the age and abilities of the beneficiary, client-
centered and strength-based; with emphasis on
needs as identified by the beneficiary and
provided with cultural competence.

Start and stop times of face-to-face encounter
with beneficiary and/or parents or guardian

Date of service
Place of service

Participants present and relationship to
beneficiary

Diagnosis

Rationale for and objective used that must
coincide with the master treatment plan or
proposed master treatment plan or
recommendations

Participant(s) response and feedback

Staff signature/credentials/date of
signature(s)
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l

NOTES

UNIT | BENEFIT LIMITS
For beneficiaries under the age of 18, the time Encounter DAILY MAXIMUM QF
may be spent face-to-face with the beneficiary: UNITS THAT MAY BE
| the beneficiary and the parent(s) or guardian(s); BILLED: 1
or alone with the parent(s) or guardian(s). For |
beneficiaries over the age of 18, the time may
be spent face-to-face with the beneficiary and

' APPLICABLE POPULATIONS

the spouse, legal guardian or significant other

This documentation must be included in the
medical record.

*Dyadic treatment is available for
parent/caregiver & child for dyadic
treatment of children age 0 through 47
months& parent/caregiver.
Interpretation of Diagnosis will be
required for all children through 47

months to receive services. This service

includes up to four encounters for
children through the age of 47 months
and can be provided without a prior
authorization. The Interpretation of
Diagnosis is a direct service that

includes an interpretation from a broader

perspective the history and information
collected through the Mental Health
Diagnosis. This interpretation identifies
and prioritizes the infant’s needs,
establishes a diagnosis, and helps to
determine the care and services to be
provided.

| YEARLY MAXIMUM
OF UNITS THAT MAY
BE BILLED (extension
of benefits can be

| requested):

Counseling Level
Beneficiary: 1

I Rehabilitative/Intensive
Level Beneficiary: 2

SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Adults

The following codes cannot be billed on the

Same Date of Service:

H2027 — Psychoeducation
90792 — Psychiatric Assessment

HO001 — Substance Abuse Assessment

This documentation must be included in the

medical record.

| ALLOWED MODE(S) OF DELIVERY |

ALLOWA-BLE P_ERFORMING PROVIDERS

Face-to-face

Telemedicine Adults and Children

TIER .

Counseling

| PLACE OF SERVICE

Independently Licensed Clinicians —
Master's/Doctoral

03,04, 11, 12, 49, 50, 53, 57. 71, 72
|
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e Non-independently Licensed Clinicians —
Master's/Doctoral

e Advanced Practice Nurse
« Physician

» Providers of dyadic services must be trained
and certified in specific evidence based
practices to be reimbursed for those
services

o Independently Licensed Clinicians —
Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

o Non-independently Licensed Clinicians
— Parent/Caregiver & Child (Dyadic
treatment of Children age 0-47 months
& Parent/Caregiver) Provider

252121 Pharmacologic Management 8-1-18
| CPT/HCPCS PROCEDURE CODE | PROCEDURE CODE DESCRIPTION |
99212, UB, U4 — Physician 99212. Office or other outpatient visit for the

L evaluation and management of an
99213, UB, U4 — Physician established patient, which requires at
99214, UB, U4 — Physician least 2 of these 3 key components: A
99212, SA, U4 — APN problem focusgd t_ustfjry; A problem

focused examination; Straightforward
99213, SA, U4 — APN medical decision making

99214, SA, U4 — APN 99213: Office or other outpatient visit for the
evaluation and management of an
established patient, which requires at ’

least 2 of these 3 key components: An
expanded problem focused history; An
expanded problem focused
examination; Medical decision making of
low complexity.

99214: Office or other outpatient visit for the
evaluation and management of an
established patient, which requires at
least 2 of these 3 key components: A
detailed history, A detailed examination;
Medical decision making of moderate

complexity
SERVICE DESCRIPTION MINIMUM DOCUMENTAT!ON REQUIREME S
Pharmacoroglc Management is a service o Date of Service
tailored to reduce, stabilize or eliminate

o Start and stop times of actual encounter with

sychiatri mptoms. Thi ice includes
psychiatric sympto is service in e beneficiary

evaluation of the medication prescription,
administration, monitoring, and supervision and |«  Place of service

informing beneficiaries regarding medication(s) ) ] ) ) _

and its potential effects and side effects in order | ® Diagnosis and pertinent interval history
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| ¢ Brief mental status and observations

to make informed decisions regarding the
| prescribed medications. Services must be
| congruent with the age, strengths, and o Rationale for and treatment used that must

accommodations necessary for disability and coincide with the master treatment plan

cultural framework.

» Beneficiary's response to treatment that
includes current progress or regression and
| prognosis

‘ o Revisions indicated for the master treatment
plan, diagnosis, or medication(s)

e Plan for follow-up services, including any
crisis plans

o if provided by physician that is not a |
psychiatrist, then any off label uses of

| medications should include documented

consult with the overseeing psychiatrist within

24 hours of the prescription being written

o Staff signature/credentials/date of signature

| NOTES T UNIT 'BENEFIT LIMITS j

Appfies only to medications prescribed to Encounter . . DAILY MAXIMUM OF
address targeted symptoms as identified in the UNITS THAT MAY BE
treatment plan. BILLED: 1

YEARLY MAXIMUM
OF UNITS THAT MAY
BE BILLED (extension
of benefits can be
requested): 12

| APPLICABLE POPULATIONS SPECIAL BILLING INSTRUCTIONS

?hildren, Youth, and Adults _

| ALLOWED MODE(S) OF DELIVERY TIER |
_Face-to—face COt-JnseIing |

Telemedicine (Adults and Children)

ALLOWABLE PERFORMING PROVIDERS | PLACE OF SERVICE

e Advanced Practice Nurse 03,04, 11, 12,49, 50, 53,57, 71, 72
| « Physician
252122 Psychiatric Assessment 8-1-18
[ CPT®HCPCS PROCEDURE CbDE ¥ PROCEDURE CODE DESCRIPTION i
: 90792, U4 Psychiatric diagnostic evaluation with medical i
|

services
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SERVICE DESCRIPTION

| MINIMUM DOCUMENTATION REQUIREMENTSJ

Psychiatric Assessment is a face-to-face
psychodiagnostic assessment conducted by a

licensed physician or Advanced Practice Nurse

(APN), preferably one with specialized training
and experience in psychiatry (child and
adolescent psychiatry for beneficiaries under
age 18). This service is provided to determine
the existence, type, nature, and most
appropriate treatment of a behavioral health
disorder. This service is not required for
beneficiaries to receive Counseling Level
Services.

s Date of Service

» Start and stop times of the face-to-face
encounter with the beneficiary and the
interpretation time for diagnostic formulation

o Place of service
e |dentifying information
¢ Referral reason

* Presenting problem (s), history of presenting
problem(s), including duration, intensity, and
response(s) to prior treatment

» Culturally and age-appropriate psychosocial
history and assessment

» Mental status/Clinical observations and
impressions

» Current functioning and strengths in specified
life domains

* DSM diagnostic impressions to include all
axes

e Treatment recommendations

s Staff signature/credentials/date of signature

This service may be billed for face-to-face
contact as well as for time spent obtaining
necessary information for diagnostic purposes;
however, this time may NOT be used for
development or submission of required
paperwork processes (i.e. treatment plans,
ete.).

This service is not required for beneficiaries
receiving only Counseling Level Services in the

Outpatient Behavioral Health Services program.

The Psychiatric Assessment is required for
beneficiaries receiving Rehabilitative Level
Services or Therapeutic Communities in
intensive Level Services.

[UNIT | BENEFIT LIMITS
‘ Encounter | DAILY MAXIMUM OF
‘ UNITS THAT MAY BE
BILLED: 1

|
YEARLY MAXIMUM
OF UNITS THAT MAY
BE BILLED (extension

‘ of benefits can be
requested); 1

APPLICABLE POPULATIONS

| SPECIAL BILLING INSTRUCTIONS

Children, Youth, and Aduits
Telemedicine (Adults and Children)

The following codes cannot be billed on the
Same Date of Service:

90791 — Mental Health Diagnosis

ALLOWED MODE(S_) OF DELIVERY

ITIER -+

Face-to-face

Counseling
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| ALLOWABLE PERFORMING PROVIDERS_ | PLACE OF SERVICE
e Advanced Practice Nurse 03, 04, 11,12, 49, 50, 53,57, 71, 72 .
¢ Physician
253.001 Treatment Plan 8-1-18

| CPT®/HCPCS PROCEDURE CODE

PROCEDURE CODE DESCRIPTION

S0220, U4

$0220: Treatment Plan

SERVICE DESCRIPTION

| MINIMUM DOCUMENTATION REQUIREMENTS

Treatment Plan is a plan developed in
cooperation with the beneficiary (or parent or
guardian if under 18} to deliver specific mental
health services to restore, improve, or stabilize
the beneficiary's mental health condition. The
Plan must be based on individualized service
needs as identified in the completed Mental
Health Diagnosis, independent assessment,
and independent care plan. The Plan must
include goals for the medically necessary
treatment of identified problems, symptoms and
mental health conditions. The Plan must identify
individuals or treatment teams responsible for
treatment, specific treatment modalities
prescribed for the beneficiary, and time
limitations for services. The plan must be
congruent with the age and abilities of the
beneficiary, client-centered and strength-based;
with emphasis on needs as identified by the
beneficiary and demonstrate cultural
competence.

s Date of Service (daté plan is developed)

» Start and stop times for development of plan |
¢ Place of service

» Diagnosis

* Beneficiary's strengths and needs |

» Treatment goal(s) developed in cooperation '
with and as stated by beneficiary that are
related specifically to the beneficiary's
strengths and needs

e Measurable objectives

* Treatment modalities — The specific services
that will be used to meet the measurable
objectives '

s Projected schedule for service delivery,
including amount, scope, and duration

» Credentials of staff who will be providing the
services

» Discharge criteria

» Signature/credentials of staff drafting the
document and primary staff who will be
delivering or supervising the delivery of the
specific services/ date of signature(s)

|
\
* Beneficiary's signature (or signature of parent, ‘
guardian, or custodian of beneficiaries under
the age of 18)/ date of signature
|

o Physician's signature indicating medical
necessity/date of signature

NOTES

| UNIT

| BENEFIT LIMITS
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| This service may be billed when the beneficiary | 30 minutes | DAILY MAXIMUM OF
enters care and must be reviewed every one- UNITS THAT MAY BE
hundred eighty (180) calendar days or more BILLED: 2 .
| frequently if there is documentation of
significant acuity changes in clinical status
requiring an update/change in the beneficiary's YEARLY MAXIMUM

master treatment plan. It is the responsibility of
the primary mental health professional to insure
that all individuals working with the client have a
clear understanding and work toward the goals

| and objectives stated on the treatment plan.

OF UNITS THAT MAY
BE BILLED {extension
of benefits can be
requested); 4

| APPLICABLE POPULATIONS

SPECIAL BILLING I-NSTRUCTIONS

Children, Youth, and Adults

Must be re;/iewed every 180 calendar days

ALLOWED MODE(S) OF DELIVERY

TIER

Face-to-face

Rehabilitative

| -A.LLOWAB_LE PERI?ORMING PROVIDERS

PLACE OF SERVICE

* Independently Licensed Clinicians -
Master's/Doctoral

e Non-independently Licensed Clinicians —
Master's/Doctoral

s Advanced Practice Nurse

03, 04, 11, 12, 14, 33, 49, 50, 53, 57, 71, 72

| » Physician
256.200 Reserved
256.400 Place of Service Codes

8-1-18

8-1-18

Electronic and paper claims now require the same national place of service codes.

Place of Service POS Codes
Outpatient Hospital - o 22
Office (Outpatient Behavioral Health Provider Facility Service Site) 11 N
Patients Home - 12 o
‘Nursing Facility 2
Skilled Nursing Facility o 31
School (Including Licensed Child Care Faility) o 03
Homeless Shelter o 04
Assisted Living Facility (Including Residential Care Facility) 13
Group Hon; 14
ICF/IDD _ 54 -
“Other Locations %
Emeré%y Services in ER o 2 o o

23
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