EXHIBIT G

QUESTIONNAIRE FOR FILING PROPOSED RULES AND REGULATIONS

WITH THE ARKANSAS LEGISLATIVE COUNCIL AND JOINT INTERIM COMMITTEE

'DEPARTMENT/AGENCY Department of Human Services

DIVISION Division of Medical Services

DIVISION DIRECTOR _Andrew Allison, PhD

CONTACT PERSON Robert Nix

ADDRESS P.O Box 1437, Slot 8295, Little Rock, AR 72203

PHONE NO. _682-8362 FAX NO. 682-2480 E-MAIL robert.nix@arkansas.gov
NAME OF PRESENTER AT COMMITTEE MEETING Marilyn Strickland

" PRESENTER E-MAIL marilyn.strickland@arkansas.gov

INSTRUCTIONS

Please make copies of this form for future use,

Please answer each question completely using lay'man terms. You may use additional sheets,
if necessary.

If you have a method of mdexmg your rules, please give the proposed citation after “Short
Title of this Rule” below.

Submit two (2) copies of this questionnaire and financial impact statement attached to the
front of two (2) copies of the proposed rule and required documents. Mail or deliver to:

Donna K. Davis o
Administrative Rules Review Section
Arkansas Legislative Council
Bureau of Legislative Research
Room 315, State Capitol

Little Rock, AR 72201

*********************************************************************************

1.

: What is the short title of this rule?

- Rehabilitative Services for Persons with Mental Hiness (RSPMI) Update No. 4-12

What is the subject of the proposed rule?

The proposed rule clarifies documentation requirements for Rehabilitative Day Services in the
RSPMI program.

Is this rule required to comply with a federal statute, rule, or regulation? Yes No _X .
If yes. please provide the federal rule. regulation, and/or statute citation.

Was this rule filed under the emergency provisions of the Administrative Procedure Act?

. Yes No_X .

If yes, what is the effective date of the emergency rule?

When does the emergency rule expire?

Wlll this emergency rule be promulgated under the permanent provisions of the Administrative
Procedure Act? Yes_ No_



10.

11.

12.
13.

: .Place:

Is this anew rule? Yes_ No _X  If yes, please provide a brief summary explaining the
regulation. :

Does this repeal an existing rule? Yes No__X Ifyes, acopy of the repealed rule is to be

included with your completed questionnaive. If it is being replaced with a new rule, please
provide a summary of the rule giving an explanation of what the rale does..

Is this an amendment to an existing rule? Yes_ X No If yes, please attach a mark-up
showing the changes in the existing rule and a summary of the substantive changes. Note: The
summary should explain what the amendment does, and the mark-up copy should be clearly
labeled “mark-up.”

Clte the state law that grants the authority for this proposed rule? Ifcodlﬁed please give
Arkansas Code citation.

Arkansas Statute 20-76-201
What is the purpose of this i)roposed rule? Why is it necessary?

The purpose of the proposed rule is to clarify the documentation requirements for Rehablhtatlve
Day Services in the RSPMI program.

This update is necessary so it is clear that every individual receiving Rehabilitative Day Services

- must have both daily notes and a weekly summary documented in the medical record. Thls

update explains who needs to sign both the daily notes and weekly summary.

Please provide the address where this rule is pubhcly acce551b1e in electronic form via the Internet -
as required by Arkansas Code § 25-19-108(b).

, https://WWW.medieaid.state.ar.us/IntemetS0lution/generallcomment/comment.aspx

Will a public hearing be held on this proposed rule? Yes ___ No
If yes, please complete the following:

Date:
Time: -

. 'When does the public comment period expire for permanent promulgation? (Must provide a date. )

September 10 2012
What is the proposed effective date of this proposed rule? (Must provide a date.)
December 1, 2012 - . :

" Do you expect this rule to be controversial? Yes No _ X _Ifyes, please explain.

Please give the names of persons, groups, or organizations that you expect to comment on these
rules? Please provide their position (for or against) if known.

Medical assocmtlons, interested providers, and advocacy organizations. Their posmons for or
against is not known at this time.



FINANCIAL IMPACT STATEMENT

PLEASE ANSWER ALL QUESTIONS COMPLETELY
DEPARTMENT Department of Human Services
DIVISION Division of Medical Services
PERSON COMPLETING THIS STATEMENT Randz Helms _
TELEPHONE NO. 682—1857 FAX NO. 682-2480 EMAIL: randv.helmi@_rkansas gov

To comply with Act 1104 of 1995, please complete the followmg Financial Impact Statement and file two

copies with the questionnaire and proposed rules.

SHORT TITLE OF THIS RULE — Rehabilitative Services for Persons with Mental Tliness
P J date No. 4-12

Does this proposed, amended, or repealed rule have a financial impact?
Yes_ = No_X .

Does this proposed amended, or repealed rule affect small businesses? |
Yes_ ~ No_X .

If yes, please attach a copy of the economic impact statement required to be filed with the
Arkansas Economic Development Commission under Arkansas Code § 25-15-301 et seq.

If you beheve that the development of a financial impact statement is'so speculative as to be cost
prohibited, please explain.

" Ifthe purpose of this rule is to implement a federal rule or regulation, please give the incremental cost
for implementing the rule. Please indicate if the cost provided is the cost of the program.

Current Fiscal Year ' Next Fiscal Year
General Revenue ' ‘ _ General Revenue
Federal Funds : Federal Funds
Cash Funds ' Cash Funds
Special Revenue Special Revenue .
Other (Identify) Other (Identify)
Total - : -+ Total

‘What is the total estimated cost by fiscal year to any party subject to the proposed amended, or -
repealed rule? Identify the party subject to the proposed rule and explain how they are affected.

_(_Zgrrent Flscal Year - Next Fiscal Year

What is the total estimated cost by fiscal year to the agency to implement this rule? Is this the cost of
the program or grant? Please explain.

Current Fiscal fear Next Fiscal Year

None None



Summary for :
Rehabilitative Sexvices for Persons with Mental Illness (RSPMI) Update No. 4-12

Effective December 1, 2012, Arkansas Medicaid proposes to update the Rehabilitative Services for Mental
Ilness (RSPMI) manual to clarify the documentation requirements for Rehabilitative Day Services in the
RSPMI program. This update is necessary so it is clear that every individual receiving Rehabilitative Day
Services must have both daily notes and a weekly summary documented in the medical record. This update
explains who needs to sign both the daily notes and weekly summary.



ARKANSAS
DEPARTMENT OF Division of Medical Services

)

‘

H"MAN Program Development & Quality Assurance
( SERWCES P.O. Box 1437, Slot $-295 - Little Rock, AR 72203-1437

501-682-8368 - Fax: 501-682-2480

TO: . Arkansas Medicaid Health Cafe Providers — Rehabilitative Services for
Persons with Mental lliness

‘DATE: December1, 2012
SUBJECT: Provider Manual Update Transmittal RSPMI-4-12
REMOVE INSERT /jfdﬁﬂfﬁ
Section Date  Section Date | /Y
226.200 10-4-09 262.200 12-1-12
252.100 4-01-12 252.100 12-1-12

Explanation of Updates -

Section 226.200 is updated to clarify information regarding daily notes and the weekly summary
documentation requirements for Rehabilitative Day Services.

Section 252.100 is updated to clarify information regarding daily notes and the weekly summary
requirements for Rehabilitative Day Services and update language referring to these services.

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. '

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

If you need this material in an alternative format, such as large print, please contact our Americans
with Disabilities Act Coordinator at 501-682-6453 (Local); 1-800-482-5850, extension 2-6453 (Toll-
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Heanng ’
Impaired).

Arkansas Medicaid provider manuals (including update transm[ttals) official nofices, notices of rule
making and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: www.medicaid.state.ar.us.

Thank you for your participation in the Arkansas Medicaid Prograni.

I, dl&a»-» s
Andrew Allison, PAD
Director

www.arkansas.gov/dhs
Setving more than one million Atkansans each year






Rehabilitative Services for Persons with Mental lliness : B Section It

TOC not required

226.200

Documentatlon o o o : ‘ 12-1-12

The RSPMI provider must develop and maintain sufficient written documentatlon to support each
medical or remedial therapy, service, actlwty or session for which Medicaid reimbursement is
sought ThIS documentatlon at a mlnlmum must consist of; -

A.

Must be mdlwduahzed to the benet‘ CIary and spemt‘ ¢ to the services provided, duplicated

notes are not allowed

The date and actual time the services were provided (Time frames may not overlap

between.services. All serwces must be outs;de the time frame of other services.), %

Name and credentials of the person who prowded the services,

The settlng in wh;ch the services were provided.. For all settlngs other than.the provider's
enrolled sifes, the name and physncal address of the place of service must bé mcluded

The relationship of the serwces to the treatment reglmen described in the plan of care and

. _Updates descnblng the patlent S progress and

For services that require contact with anyone other than the beneficiary, evidence of
conformance with HIPAA regulations, mcludmg presence in documentation of Specific
Authonzatlons is reqwred

' Documentatmn must be legible and concise. The name and title of the person providing the
service must reflect the appropriate professional Ievel in accordance with the staffing
requirements found in Sectlon 213.000.

All documentatlon must be available to representatives of the Division of Medical Services at the
time of an audit by the Medicaid Program Integrity Unit. Al documentation must be available at the
_provider’s place of business. No more than thirty (30) days will be allowed after the date on the
recoupment notice in which additional documentation will be accepted. Additional documentation
will not be accepted after the 30-day period.

252.110 ‘Outpatient Procedure Codes R 124112
“National -~ Required o ' A
Code  'Modifier = Definition : :
92506 . HA . . Diagnosis: Speech Evaluation
' BRI 1-unit = 30 minutes -
Maximum units per day: 4
" Maximum units per state fiscal year (SFY) = 4 units

90801 -HA, U1 - SERVICE: Mental Health Evaluation/Diagnosis '(Formerly

known only as'Diagnosis)




Rehabilitative Services for Persons with Mental lliness ’ o ; - Section li

o

DEFINITION: The cultural, developmental, age and disability -
relevant clinical evaluation and determination of a beneficiary's

- mental status; functioning in various life domams and an axis five
. DSM diagnostic formulation for the purpose of developrng aplan
- of care. This service is required prior to. provrsron of all other

mental health services with the exception of crisis interventions.
Services are to be congruent with the age, strengths, necessary,
accommodations for disability, and cultural framework of the
benet' crary and his/her family. - - -

- DAILY MAX!MUM OF UNITS THAT MAY BE BILLED: 8
YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without

extensron 16

ALLOWABLE PLACES OF SERVICE Oﬁ" ice (1 1); Benef iciary's
Home (12) Nursing Facility (32); Skilled Nursing. Facility (31);
School (03); Homeless Shelter (04); ASS|sted Living Facility (13);

Group Home (14); ICF/MR (54) .

AGE GROUP(S) Ages 21 and over; U21
DOCUMENTATION REQUIREMENTS (See Sectron 226 200 for

,"addltlonal requlrements)

. Date of Service

«  Startand stop times of the face to face encounter with the
" beneficiary and the mterpretatron time for dragnostrc .
~formulation . , _

‘o Place of service
o * Identifying information .
+ Referral reason '

"« Presenting problem (s), history of presenting p'roblem(s),
- _including duration, mtensrty and response(s) to pnor
treatment ' : :

e ;-'Culturally— and age—approprlate psychosomal hrstory and
; assessment T .

. Méntal statusICIrnrcaI observations and rmpressrons
: -,- : .Current functronrng and strengths in specrt‘ ed Irfe domains )
e DSM dragnostrc rmpressrons to rnclude all five axes A'
. Treatment recommendatrons ‘
» Staff srgnaturelcredentralsldate of srgnature

' NOTES and COMMENTS This service may be bilied for face-fo-

face contact as well as for time spent obtaining necessary -
information for dlagnostrc purposes; however, this time may NOT
be used for development or submission of requrred paperwork
processes (i.e. Prior Authorization requests master treatment
plans, etc.). .

. 90801

LA

Mental Health EvaluatlonIDragnosrs Use the above definition
and. requrrements

'Addrtronal information: Use code 90801 with modifier "U?” to claim

for services provided via telemedicine on[y Note: Telemedicine




Rehabilitative Services for Persons with Mental [liness

Section ll

POS 99

96101

HA, UA

SERVICE: Psychological Evaluation (Formerly Diagnosis —
~ Psychological TestIEvaIuatlon and Dlagn03|s Psychological

Testing Battery)

DEFINITION: A Psychologlcal Eva[uatlon employs standardized
psycholdgical tests conducted and documented for evaluation,

diagnostic, or therapeutic purposes. The evaluation must be

medically necessary, culturally relevant; with reasonable

accommodations for any disability, provide information relevant to
the beneficiary's continuation in treatment, and assist in treatment

- planmng All psychometnc instruments must be administered,
. scored, and mterpreted by the quallf' ied professional.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 16

 YEARLY MAXIMUNM OF UNITS THAT MAY BE BILLED without

extension: 32

ALLOWABLE PLACES OF SERVICE Oﬂ' ice (11)
AGE GROUP(S) Ages 21 and over; U21
- DOCUMENTATION REQUIREMENTS (See Section 226 200 for

bz

:addltlonal requwements)

Date of Service
Start and stop times of actual encounter with beneficiary

Start and sto\p times of scormg, interpretation and report
preparation .

Place of service

Identifying inforrﬁatipn
Rationale for referral §
Presenting problem(s)

Culturally— and age-appropriate psychosocial hlstory and

- assessment

Mental statusIClinical observations and impressions

- Psychological tests used, resuits, and interpretations, as
indicated .

Axis Five DSM diagnostic impressions -

Treatment recommendations and findings related to
rationale for service and guided by the master treatment
plan and test results

Staff SIgnaturelcredentlalsldate of signature(s}

NOTES and COMMENTS: Medical necessity for this service is
met when the service is.necessary to establish a differential

diagnosis of behavioral or psychiatric conditions, when the history

and symptomatology are not readily attributable to a particular
psychiatric diagnosis and the questions fo be answered by the
evaluation could not be resolved by a psychiatric/diagnostic
inferview, observation in therapy, or an assessment for level of
care at a mental health facility,




7 Rehabilitative Services for Persons with Mental lliness ' . Section Ii-

s

.Or. .
- Medical necessity is met when the beneficiary has demonstrated

a complexity of issues related to cognitive functioning or the
impact of a disability on a condition or behavior and the service is

- necessary to develop treatment recommendations after the
- beneficiary. has received various treatment services and

modalities, has not progressed in treatment, and continues to be

* symptomatic. : 7
" 'Medicaid WILL NOT reimburse evaluations or testing that is

cpr;side’_,rged primarily educational. Such services are those used to
identify specific learning disabilities and developmental disabilities

" in beneficiaries who have no presenting behavioral or psychiatric

symptoms which meet the need for mental health treatment

“evaluation. This type of evaluation and testing is provided by local
- school systems under applicable state and federal laws and rules.

Psychological Evaluation sefvices that are ordered strictly as a
result of court-ordered services are not covered unless medical
necessity criteria are met. Psychological Evaluation services for

" .employment, disability qualification, or legal/court related
_purposes are not reimbursable by Medicaid as they are not
- considered treatment of iliness. A Psychological Evaluation report

must be completed within fourteen (14) calendar days of the
examination; documented; clearly identified as such; and

signed/dated by the staff completing the evaluation. This service

constitutes both face to face time administering tests to the
beneficiary and time interpreting these test results and preparing
the report. ' ‘ ‘

T1023

HA, U1

SERVICE: Psychiatric Diagnostic Assessment — Initial (Note
that code T1023-HA,U1 was formerly applied to Assessment
and Treatment Plan/Plan of Care)

DEFINITION: A direct face-to-face service contact occurring
between the physician or the Adult Psychiatric Mental Health
Advanced Nurse Practitioner/Family Psychiatric Mental Health
Advanced Nurse Practitioner (PMHNP-BC) and the beneficiary for
the purpose of évaluation. The initial Psychiatric Diagnostic
Assessment includes a history, mental status and a disposition,
and may include communication with family or other sources,
ordering and medical interpretation of laboratory or other medical
diagnostic studies. (See Section 224.000 for requirements.)

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: This
service must be billed as 1 per episode. )

- YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED: 1

ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); School (03); Homeless Shelter (04); Assisted Living
Facility (13); Group Home (14)-

AGE GROUP(S): Ages 21 and over; U21
DOCUMENTATION REQUIREMENTS:

« Date of Service

« Startand stop times

s Place of service




Rehabilitative Services for Perssns with Mental lliness Section [l

‘s Diagnosis (all 5 Axes)
+ Diagnostic Impression
»_ Psychiatric (re)assessment

* Functional (re)assessment %

» Discharge criteria

-¢ . .Physician's or Adult Psychiatric Mental Health Advanced

.+ Nurse Practifioners/Family Psychiatric Mental Health
Advanced Nurse Practitioner’s signature indicating
medical necessity/credentials/date of signature

NOTES and COMMENTS: The initial Psychlatrlc Diagnostic
Assessment can only be provided to a beneficiary at the start of

. an episode of care.

uz o

T1023 SERVICE: Psychiatric Dlagnostlc Assessment — Inltlal (Note
that code T1023-HA,U1 was formerly applied to Assessment
and Treatment Plan/Plan of Care)

~ Use the above definition and requ1rements
Addltional Informatlon Use code T1023 with modifier “U7” to
claim for services provnded wa telemedicine only. '
NOTE: Telemedicine POS 99
T1023 SERVICE: Psychlatrlc Dlagnostlc Assessment - Continuing

HA, U2

“Care -

DEFINITION: A direct face-to-face service contact occurring
hetween the physician or the Adult Psychiatric Mental Health
Advanced Nurse Practitioner/Family Psychiatric Mental Health
Advanced Nurse Practitioner (PMHNP-BC) and the beneficiary
during an episode of care for the purpose of evaluation. The
continuing care, Psychiatric Diagnostic Assessment includes a
Psychiatric assessment, mental status examination, functional
assessment, medications, and a disposition, and may include

- communication with family or other sources, ordering and medical
" interpretation of laboratory or other medical diagnostic studies.

(See Section 224.000 for requirements.)

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: This
service must be billed as 1 per ep[sode

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED: 1

' ALLOWABLE PLACES OF SERVICE Office (11); Beneficiary's

Home (12); School (03); Homeles_s Shelter (04); Assisted Living
Facility (13); Group Home (14) .

AGE GROUP(8): Ages 21 and over; U21
DOCUMENTATION REQUIREMENTS:
» Date of Service
 Startand sfop times
"« Place of service -

e Diagnosis (all 5 Axes)




Rehabilitative Services for Persons with Mental lliness T : | Section i

E.

» Psychiatric assessment
¢ Functional assessment
" - Mental Status Examination
o Medications
o Discharge criteria -

o Physmlan s or Adult Psychlatrlc Mental Health Advanced
" Nurse Practitioner's/Family Psychiatric Mental Health
 Advanced Nurse Practitioner’s signature indicating
* ‘'medical necessntylcredentlalsldate of signature

NOTES and COMMENTS: The continuing care Psychiatric
Diagnostic Assessiment must be performed, at a minimum, at
least every 12 months during an episode of care.

T1023

U7, 1

 " SERVICE: Psych|atrlc Dlagnostlc Assessment Continuing

Care:.
Use the above definition and requwements.

Additional Information: Use code T1023 with modifier U7, U1” to
cIairrl‘for_ services provided via telemedicine only.

NOTE: Telemedicine POS 99

90885

HA, U2

SERVICE Master Treatment Plan

DEFINITION A developed plan in cooperatlon with the
beneficiary (parent or guardian if the beneficiary is under 18), to
deliver specific mental health services to the beneficiary to
restore, improve or stabilize the beneficiary's mental health
condition. The plan must be based on individualized service
needs identified in the completed Mental Health Diagnostic -

- Evaluation. The plan must includé 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, time limitations for services, and

documentation of medical necessrty by the supervising physician
DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 4

o YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without
, extenslon 8

ALLOWABLE PLACES OF SERVICE Office (11); Benef iciary's
Home (12); Nursing Facility (32); Skilled Nursing Facility (31);
School (03); Homeless Shelter (04); Assisted Living Facility (13);
Group Home (14); ICF/MR (54),

AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

» Date of Service (date plan is developed)
» Startand stop times for development of plan
¢ Place of service.

» Diagnosis




Rehabilitative Services for Persons with Mental lliness . Section il

. Beneﬁciary‘s*strength's and needs

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

+ Measurable quectlves

+ Treatment mbc_IaIities — The specific services that will be
‘ used to meet the measurable objectives

. Pro;ected schedule for service delivery, lncIudmg amount,
scope, and durat[on :

e Credentials of staff who WI|| be prowdlng the services

+ Discharge criteria f/&f

» 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

. F’hysmlan s 3[gnature indicating medlcal neceSSIty /date of
signature .

: NOTES and COMMENTS: The service formerly coded as T1023

and titled “Assessment and Treatment Plan/Plan of Care” is now
incorporated into this service. This service may be billed one (1)
time upon entering care and once yearly thereafter. The master
treatment plan must be reviewed every ninety (90) 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 mental heaith professional to insure that all
paraprofessionals working with the client have a clear

‘understanding and work toward the goals and objectives stated on

the treatment plan.

90885

HA

'SERVICE: Periodic Review of Master Treatment Plan
- DEFINITION The periodic review and revision of the master

treatment plan, in cooperation with the beneficiary, to determine
the beneficiary's progress or lack of progress toward the master
treatment plan goals and.objectives; the efficacy of the services
provided; and continued medical necessity of services. This
includes a review and revision of the measurable goals and
measurable objectives directed at the medically necessary
treatment of identified symptoms/mental health condition,
individuals or treatment teaims responsible for treatment, specific

,treatment modalltles and necessary accommodations that will be
provided to the beneficiary, ime limitations for services, and the

_ medical necessity of continued services. Services are to be

~ congruent with the age, strengths, necessary accommodations for

any disability, and cultural framework of the beneficiary and

_ histher family.
DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 2

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without




Rehabilitative Services for Persons with Mental lliness ‘ ' Section

extension: 10

ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); Nursing Facility (32); Skilled Nursing Facility (31);
School (03); Homeless Shelter (04); Assisted Living Facility (13);
Group Home (14); ICF/MR (54)

AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requir_ements): : _ '

Completed by the primafy MHP (If not, then must have a rationale
for another MHP completing the documentation and only with
-input from the primary MHP)

s+ Date of service
»  Start and stop times for review and revision of pian
e Place of service 7 )
~» . Diagnosis and pertinent inferval history
,’% ‘ - o Beneficiary's updated strengths and needs

»@. -« Progress/Regression with regard to treatment goal(s) as
' - documented in the master.

» Progress/Regression of the measurable objectives as
* " documented in the master freatment plan

« Individualized rationale to support the medical necessity of
- continued services '

« . Updated schedule for service delivery, including amount,
_scope, and dyration ' ‘

e Credentials of staff who will be providing the services
'+ Modifications to discharge criteria

L. Signature’!credéntials;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 pérent, guardian,
._or custodian of beneficiaries under the age of 18)/date of
signature(s) . ‘
« Physician's signature indicating continued medical
© necessity/date of signature . _

NOTES and COMMENTS: This service must be provided every
ninety (90) days or.more frequently. if there is documentation of
* significant change in acuity or change in clinical status requiring
~an update/change in the beneficiary's master treatment plan. If
progress is not docurhented, then modifications should be made
in the master treatment pian or rationale why continuing to provide
the same type and amount of services is expected to achieve
progressfoutcome. It is the responsibility of the primary mental
health professional to insure that all paraprofessionals working
with the client have a clear understanding and work toward the
goals and objectives stated on the treatment plan.

90885 HA, U1 Periodic Review of Master Treatment Plan




Rehabilitative Services for Persons with Mental lliness ) Section |}

2

Apply the above description.

" Additional information: Use code 90885 with modifier “U1” o

claim for this service when provided by a non-physician.

90887

HA, U2

‘extension: 16 {?y
ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's /‘?‘
- Home (12); Nursing Facility (32); Skilled Nursing Facility (31); ‘} z
- School (03); Homeless Shelter (04); Assisted Living Facility (13); (2’;?

'SERVICE: Interpretation of Diagnosis

DEFINITION: A face-to face therapeutic intervention provided to
a beneficiary in which the results/implications/diagnoses from a
rmental health diagnosis evaluation or a psychological evaluation
are explained by the professional who administered the
evaluation. Services are to be congruent with the age, strengths,
necessary accommodations, and cultural framework of the
beneficiary and his/her family.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 4
YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without

Group Home (14); ICF/MR (54)
AGE GROUP(S) Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

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

o Date of service

* Place of service

» Participants present and relationship to beneficiary
. Diaghosis

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

. P‘afticipant response and feedback

* Any changes or revision to the master treatment plan,
diagnosis, or medication(s)

o Staff sighature/credentials/date of signature(s)

NOTES AND COMMENTS: For beneficiaries under the age of 18,
the time may be spent face-to-face with the beneficiary; the
beneficiary and the parent(s) or guardian(s); 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 the
spouse, [egal guardian or significant other.

90887

us, u7

- Interpretation of Diagnosis

Use above definition and requirements

_Additional information: Use code 90887 with modifier “U3, U7 to

claim for services provided via telemedicine only. Note:
Telemedicine POS 99




Rehabilitative Services for Persons with Mental lliness : - Sectionll

HO0004

\

HA

SERVICE: Individual Psychotherapy

DEFINITION: Face-to-face treatment provided by a Iicensed
mental health professmna! on an individual basis. Services
consist of structured sessions that work toward achieving mutually
defined goals as documented in the master treatment plan.
Services are to be congruent with the age, strengths, needed
accommodations necessary for any disability, and cultural

‘framework of the beneficiary and his/her family. The treatment

service must reduce or alleviate identified symptoms, maintain or

- improve level of functioning, or prevent deterioration.
DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 4

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without
extension: 48

ALLOWABLE PLACES OF SERVICE Office (11); Beneficiary's
Home (12); Nursing Facility (32); Skilled Nursing Facility (31)
School (03); Homeless Shelter (04); Assisted Living Fagility (13);
Group Home (14); ICF/IMR (54) -~

AGE GROUP(S): U21, but not for beneficiaries under the age of
3 exceptin documented exceptional cases

REQUIRED DOCUMENTATION (See Section 226.200 for
additional requwements)

s Date of Serwce

« Start and stop times of face to face encounter with
beneficiary :

+ Place of service
¢ Diagnosis and pertinent interval history
» Brief mental status and observations

« Rationale and description of the intervention used that
- must coincide with the master

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

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

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

e Staff S|gnaturelcredent|alsldate of signature

NOTES and COMMENTS: 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 permitted with beneficiaries who do not have
the cognitive ability to benefit from the service.

H0004

- Individual Psychotherapy
‘Use above definition and requirements.

Additional information: Use code HO0004 with no modifier to claim
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for services provided to beneficiaries ages 21 and over.
HO004 U7 Individual Psychotherapy
Use above definition and reqwrements

Additional information: Use code H0004 with modifier “U7” to
“claim for services provided via telemedicine only. Note:
Telemedicine POS 99

90846 "HA, U3 SERVICE: MarltallFamlly Psychotherapy Beneflmary is not
' ' present

DEFINITION: Face-to-face treatment provided to more than ohe
'member of a family simultaneously in the same session or
freatment with an individual family member (i.e. Spouse or Single
Parent) that is specifically refated to achieving goals identified on /

- the béneficiary's master treatment plan. The identified beneficiary %
is not present for this service. Services are to be congruent with /ﬁy
the age, strengths, needed accommodations for any disability, ‘}’ %
and cultural framework of the beneficiary and histher family. ) y
These services identify and address marital/family dynamics and
improve/strengthen marital/family interactions and functioning in -
relationship to the beneficiary, the beneficiary's condition and the
condition's impact on the marital/family relationship.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 6
REQUIRES PRIOR AUTHORIZATION

ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); School (03); Homeless Shelter (04); Assisted Living
Fac:llty (13); Group Home (14)

-AGE GROUP(S) u21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
; addltlonal requirements):

) Date of Service

¢ - Start and stop times of actual encounter with
sp_ouselfamily

+ Place of service

. Parttcipahts'prese_nt

+ Nature of relationship with beneficiary

» Rationale for excluding the identified beneficiary
-« Diagriosis and pertinent interval history |

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

+ Spouse/Family response to intervention that includes
current progress or regression and prognosis

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




 Rehabilitative Services for Persons with Mental lilness . Section il

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

¢ HIPPA compliant Release of information forms,
completed, signed and dated

. Staff signattjrelcredentiaisldate of signature

" g
' )
%& NOTES and COMMENTS: Informiation to support the .
\ T appropriateness of excluding the identified beneficiary must be
documented in the service note and medical record. Naturai
: ! supports may be included in these sessions when the nature of
' " the relationship with the beneficiary and that support’s expected

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

90846 f— MaritaIIFam'in Psychotherapy — Beneficiary is not present
D ' * Use the above definition and requirements. .

Additional 'i'nformati‘_ori: Use code 90846 with no modifier to claim
for services provided to beneficiaries ages 21 and over.

90846 U7 MaritaI[Fami'iy Psychothei'apy — Beneficiary is not present
- ‘Use the above definition and requirements.

Additional information: Use code 90846 with modifier “U7” to
claim for services provided via telemedicine only. Note:
Telemedicine POS 99

90847 HA, U3 ' ~ SERVICE: Mari't'_'alIFar.nin‘ Psychotherapy — Beneficiary is
" present’ ' '

DEFINITION: Face-to-face treatment provided to more than one
“member of a family simultaneously in the same session or :

~ treatment with an individual family member (i.e. Spouse or Single
Parent) that is specifically related to achieving goals identified on
the beneficiary's master treatment pian. The identified beneficiary
must be present for this service. Services are to be congruent
with the age, strengths, needed accommeodations for disability,

* and cultural framework of the beneficiary and his/her family.
These services are to be ufilized to identify and address
mairitalffamily dynamics and improve/strengthen marital/family
interactions and functioning in relationship to the beneficiary, the
beneficiary's condition and the condition's impact on the
‘maritalffamily relationship.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 6

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without
extension: 48

ALLOWABLE'PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); School (03); Homeless Shelter (04); Assisted Living
Facility (13); Group Home (14)

AGE GROUP(S): U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
" additional requirements): :

~+ Dateof Service

« Start and stop times of actual encounter with beneficiary
! I
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and spouse/family
¢ Place of service ,
+ Participants present and relationship to beneficiary

« Diagnosis and pertinent interval history

e Bri'ef_menta_l status of béneﬁciary and observations of

beneficiary with spouse/family

* Rationale for, and description of intervention 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.

» Beneficiary and spouse/family's response to intervention
that includes current progress or regression and prognosis‘

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

. ‘e Plan for next session, i'hciluding any homework /
- assignments and/or crisis plans @
o Staff signétufelcrédentiélsldate of signature / ﬂ

¢ HIPAA compliant release of Information, completed,
signed and dated

NOTES and CO,MMENTS. Natural supports may be included in |
these sessions if justified in service documentation and if

~ supported in the master treatment plan. Only one beneficiary per

family per therapy sessmn may be hilled.

Additional information: Use code 90847 with modifiers “HA, U3"
to claim for services provided to beneficiaries under age 21.

90847

‘ MantallFamlly Psychotherapy Beneficiary is present

Use the above defi n1t|on and reqwrements

Additional information: Use Gode 90847 with no modifier to claim
for services provided to beneficiaries ages 21 and over.

00847

uz

Marita'IIFal'nilly PSyéhbthe'rapy — Beneficiary is present
Use the above deﬁnition_ and requirements.

Additional information: Use code 90847 with modifier “U7” to
claim for services provided via telemedicine only. Telemedicine
POS 99

92507

HA

" Individual Outpatient — Speech Therapy, Speech Language

Pathologist

Scheduled individual outpatient care provided by a licensed
speech pathologist supervised by a physician to a Medicaid-
eligible beneficiary for the purpose of treatment and remediation
of a communicative disorder deemed medically necessary. See
the Occupational, Physical and Speech Therapy Program
Provider Manual for specifics of the speech therapy services.

92507

HA, UB

Individual Outpatient — Speech Therapy, Speech Language
Pathologist Assistant




Rehabiliiative Services for Persons with Mentai liiness ' S © - Sectionll

Scheduled individual outpatient care provided by a licensed
speech pathologist assistant supervised by a quallf ied speech
language pathologist to a Medicaid- eligible beneficiary for the
purpose of treatment and remediation of a communicative

disorder deemed medically necessary. See the Occupational,

Physical and Speech Therapy Program Provider Manual for
specifics of the speech therapy services.

92508

HA

Group Outpatient — Speech Therapy, Speech Language

“Pathologist

Contact between a group of Medicaid- ehglble benef iciaries and a
speech. pathologist for the purpose of speech therapy and
remediation. See the Occupational, Physical and Speech
Therapy Prowder Manual for specifics of the speech therapy
services.

82508

HA, UB

' Group Outpatient — Speech Therapy, Speech Language
-‘ Pathologrst Assistant

Contact between a group of Medicaid-eligible beneficiaries and a-
speech pathologist assistant for the purpose of speech therapy
and remediation. See the Occupational, Physical and Speech

~ Therapy Provider Manual for specifics of the speech therapy
'serwces

90853

o

HA, U1

' SERVICE: Group Outpatient — Group Psychotherapy

DEFINITION: Face-to-face interventions provided to a group of -

" beneficiaries on a regularly scheduled basis to improve behavioral
cor cogmtrve problems which either cause or exacerbate mental

illness. The professional uses the emotional interactions of the
group's members to assist them in impiementing each
beneficiary's master treatment plan. Services are to be congruent
with the age, strengths, needed accommodation for any disability,

~and cultural framework of the beneficiary and his/her famlly

DAILY MAX!MUM OF UNITS THAT MAY BE BILLED: 6

-PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLAGES OF SERVICE: Office (11); School (03);

- Homeless Shelter (04) Assrsted Living Facility (13) Group Home

(14);

"~ AGE GROUP(S): Ages 4 — 20; Under age 4 by prior authonzed

medically. needy exception
DOCUMENTATION REQUIREMENTS (See Section 226.200 for

~ additional requirements).

« Date of Service

+ Start and stop times of actual group encounter that
includes identified beneficiary

» Place of service

'« Number of participants
e Diagnosis |

+ Focus of group

« Brief mental status and observations
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 Rationale for group intervention and intervention used that
must coincide with master treatment plan

+ Beneficiary's response to the group intervention that
includes current progress or regression and prognosis

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

¢ Plan for next group session, including any homework
assignments

+  Staff sighature/credentials/date of signéture

NOTES and COMMENTS: This does NOT include psychosocial
groups. Beneficiaries eligible for Group Outpatient — Group
Psychotherapy must demonestrate the ability to benefit from
experiences shared by others, the ability to participate in a group
dynamic process while respecting the others' rights to
confidentiality, and must be able to integrate feedback received
from other group members. For groups of beneficiaries aged 18

group is 2. The maximum that may be served in a specified group

is 12. For groups of beneficiaries under 18 years of age, the s
minimum number that must be served in a specified group is 2. ?,‘:; B,
The maximum that may be served in a spemf led group is 10. A ‘fj)
beneficiary must be 4 years of age to receive group therapy.

Group treatment must be age and developmentally appropriate,

(i.e.. 16 year olds and 4 year olds must not be treated in the

same group). Providers may bill for services only at times during

which beneficiaries participate in group activities,

~ and over, the minimum number that must be served in a specified %

90853

— Group Qutpatient — Group Psychotherapy
Apply the above definition and requirements.
Additional information: Use code 90853 with no modifier to claim
‘ ~ for services provided to beneficiaries ages 21 and over.
H2012 HA SERVICE: Therapeutic Day/Acute Day Treatment

DEFINITIOI’&:' Short-term daily array of continuous, highly

* structured, intensive outpatient services provided by a mental
" health professional. These services are for beneficiaries

experiencing acute psychiatric symptoms that may result in the
beneficiary being in imminent danger of psychiatric hospitalization-
and are designed to stabilize the acute symptoms. These direct

" therapy and medical setvices are intended to be an alternative to
- inpatient psychiatric care and are expected to reasonably improve

or maintain the beneficiary's condition and functional level to
prevent hospitalization and assist with assimilation to his/her
community after an inpatient psychiatric stay of any [ength. These
services are to be provided by a team consisting of mental health
clinicians, paraprofessionals and nurses, with physician oversight
and availability. The team composition may vary depending on
clinical and programmatic needs but must at a minimum include a
licensed mental health clinician and physician who provide
services and oversight. Services are to be congruent with the age,
strengths, needed accommodation for any disability, and cultural
framework of the beneficiary and his/her family.




Rehabilitative Services for Persons with Mental lliness ' Section 1l

- These services must inciude constant staff supervision of
* beneficiaries and physician oversight.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 32
PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (11) °

STAFF to CLIENT RATIO: 1:5 for ages 18 and over; 1:4 for U18
AGE GROUP(S): U21 -

. DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requnrements)

e Startand stop tlmes of actual program participation by
beneficiary

Place of sennce '

W
%\%\\ - Diagnosis and pertinent lnterval history
o ' | s Brief mental status and observations _
'  Rationale for and interventions used that must coincide
with the master treatment plan

. _Beneficiary's response to the intervention must include
current progress or lack of progress toward symptom
reduction and attainment of goals

+ Rationale for continued acute day service, including
necessary changes to diagnosis, master treatment plan or
‘medication(s) and plans to transition to less restrictive
services

e Staff sngnaturelcredentlais

. NOTES and COMMENTS: Prowders may bill for services only at

~ times during which beneficiaries parhmpate in program activities.

- Providers are expected to sign beneficiaries in and out of the

- program to provide medically necessary treatment therapies. -
However, in order to be claimed separately, these therapies must
be identified on the Master Treatrnent Plan and serve a treatment
purpose which cannot be accomplished within the day treatment

- setting.

See 'Sectioh 219.110 for additional information. -
' H2012 UA ' Therapeutic Day/Acute Day Tréatment
o0 - " 'Apply the above definition and requirements.

Additional information: Use code H2012 with modifier “UA” to
claim for services provided to beneficiaries ages 21 and over.

.' 5 . See Section 219.110 for additional information.
H2011  HA  SERVICE: Crisis Intervention
' ' " DEFINITION: Unscheduled, immediate, short-term treatment
activities provided to a Medicaid-eligible beneficiary who is
experiencing a psychiatric or behavioral crisis. Services are to be
congruent with the age, strengths, needed accommodation for any

disability, and cultural framework of the beneficiary and his/her
family. These services are desngned to stabilize the personin -
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crisis, prevent further deterioration, and provide immediate
indicated treatment in the least restrictive setting. (These

- -activities include evaluating a Medicaid-eligible beneficiary to
determine if the need for crisis services is present.)

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 12

" YEARLY MAX[MUM OF UNITS THAT MAY BE BILLED without
extension: 72

~ ALLOWABLE PLA_CES OF S_ERVICE: Office (11); Beneficiary's
Homie (12); Nursing Facility (32); Skilled Nursing Facility (31);
School (03); Homeless Shelter (04); Assisted Living Facility (13);
Group Home (14); ICF/MR (54); Other Locations (89)

AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
- additional requirements): =~ _

¢ Date of Service -

‘s Startand stop time of actual encounter with beneficiary
and possible collateral contacts with caregivers or
informed persons

72
+ Place of service (If 99 is used, specific location and" %
' "fé:a

rationale for location must be included)

s Specific persons providing pertinent information in
,reiationship to benef“ iciary

¢ Diagnosis and synopsns of events leading up to crisis
situation

. Brief menta[ status'"énd observations

« Utilization of LprevitJUSIy established psychiatric advance
' directive or crisis plan as pertinent to current situation, OR
ratlonale for cr|313 intervention activities utilized i

« Benefi iciary's response fo the intervention that includes
' current progress or regression and prognosis

e Clear resolution of the current crisis and/or plans for
- further services

: Development of a clearly defined crisis plan or revision to
" existing plan

» Staff signature/credentials/date of 3|gnature(s)

NOTES and COMMENTS: A psychiatric or behavioral crisis is
defined as an acute situation in which an individual is
expertiencing a serious mental illness or emotional disturbance to
the point that the beneficiary or others are at risk for imminent
.~ harm or in which to prevent significant deterioration of the
~ beneficiary’s functioning. :

H2011 u7.. Crisis Intervention
‘ A’pply the above definition and requirements.

Additional information: Use code H2011 plus modifier “U7" to
claim for services provided via telemedicine only. Note:
Telemedicine POS 99
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Physician:
99201
99202
99203
99204
99212
99213
99214

HA, UB
HA, UB

HA, UB

HA, UB

- HAUB

HA, UB
HA, UB

HA, SA -
‘HA, SA - -

HA, SA
HA, SA
HA, SA

HA, SA

HA, SA

'SERVICE: Physical Examination — Psychiatrist or Physician

Physicql Examination - Péychiatric Mental Health Clinical
'Nurse Specialist or Psychiatric Mental Health Advanced
.Nurse Practitioner

DEFIN’I,TION;‘ A general multisystem examination based on age
and risk factors to determine the state of health of an enrolled

_.RSPMI'beneﬁciary.
‘ - DALY MAXiMUM OF UNITS THAT MAY BE BILLED: 1

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without

. extension: 12

ALLOWABLE PLACES OF SERVICE: Office (11)

- AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

« Start and stop times of actual encounter with beneficiary
« Date of service - ' '
¢ Place of sewfce.
» Identifying information
+ - Referral reason and rationale for examination
e Presenting problem(s)
"« Health history -
e« Physical examination
-+ Laboratory é'n,d diagnostic procedures ordered
» - Health education/counseling
. Idéntiﬁ'catioh of risk factors
e “Mental s_tatt.:_sldinic'al observations and impressions
» ICD-9 diagnoses
» DSM diagnostic impressions to include all five axes

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

« - Treatment recommendations for findings, medications
prescribed, and indicated informed consents

- Staff signatUre{credentiaIsldate of sighature(s)

NOTES and COMMENTS: This service may be billed only by the
RSPMI provider.. The physician, Psychiatric Mental Health Clinical .
Nurse Specialist or Psychiatric Mental Health Advanced Nurse
Practitioner may not bill for an office visit, nursing home visit, or
any other outpatient medical services procedure for the '
beneficiary for the same date of service. Pharmacologic

~ Management may not be billed on the same date of service as
“Physical Examination, as pharmacologic management would be

considered one component of the full physical examination {office
visit). ' '

‘Section il
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90862

HA

SERVICE: Pharmacologic Management by Physician
{formerly Medication Maintenance by a physician)

Pharmacologic Management by Mental Health Clinical Nurse
Specialist or Psychlatrlc Mental Health Advanced Nurse

' Practitloner

DEFINITION: Provision of service tailored to reduce, stabilize or
eliminate psychiatric symptoms by addressing individual goals in

the master treatment plan. This service includes evaluation of the
medication prescription, administration, monitoring, and

- supervision and informing beneficiaries regarding medication(s)

and its potential effects and side effects in order to make informed
decisions regarding the prescribed medications. Setvices must be
congruent with the age, strengths, necessary accommodations for

~ any disability, and cultural framework of the beneficiary and

hisfher family.
DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 2 /
YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without é’i/)

extension: 24 ﬂ A
g

ALLOWABLE PLACES OF SERVICE: Office (11); Beneﬁcnary s “//'lf

Home (12); School (03); Homeless Shelter (04); Assisted Living ﬂ

Facility (13); Group Home (14); Nursmg Facility (32); Skilled
‘Nursing Facility (31); ICFIMR (54)

AGE GROUP(S): U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

¢ Date of Service . _
e Start and stop times of actual encounter with benefiéiary

« Place of service (If 99 is used for telemedicine, specific
locations of the benef c1ary and the physician must be
included)

¢ Diagnosis and pertinent interval history
-« Brief mental status and observations

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

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

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

e« Ptan for follow-up services, including any crisis plans

» [f 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 bemg written

o Staff sugnaturelcrede,ntials[date of signature

NOTES and COMMENTS: Applies only to medications
prescribed to address targeted symptoms as identified in the
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‘master treatment plan.

90862 ., — Pharmacologic Management by Physician
 Apply the above definition and reguirements.

Additional information: Use code 90862 with no modifier to claim
for services provided to beneficiaries ages 21 and over.

00862 = U7 Pharmacologic Management by Physician
' " ' Apply the above defi nition and requirements.

o Additional mfomnatlon Use code 90862 with modlf jer "U7" to
- ¢laim for services provided via telemedicine only. Note:
Telemedicine POS 99

90862 HA, UB ' Pharmacologlc Management by Psychlatrlc Mental Health
Clinical Nurse Specialist or Psychiatric Mental Health
Ad_vanced Nurse Pracfitioner

-

| | Apply the above definition and requirements.
T1502 -  SERVICE: Medication Administration by a Licensed Nurse

- DEFINITION: Administration of a physician-prescribed medication

" to a beneficiary. This includes preparing the beneficiary and
medication; actual administration of oral, inframuscular and/or
subcutaneous. medication; observation of the beneficiary after
administration and any possible adverse reactions; and returning
the medication to its previous storage.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 1

ﬁ% - ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); School (03); Homeless Shelter (04); Assisted Livmg

DN
§. : ~ Faclility (13); Group Home (14) Other Locations (99)

AGE GROUP(S) Ages 21 and over; U21

| DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements): -

e . Date of Service .

« Time of the specific procedure

+ Place of service

'« Physician’s order must be included in medication log
. "Staff sngnaturelcredentlalsldate of signature

NOTES and COMMENTS: Applies only to medications
prescribed to address targeted symptoms as identifi ed in the
master treatment plan. Drugs and biologicals that can be self-
administered shall not be in this group unless there is a
documented reason the patient cannot self administer. Non-
prescriptions and biologicals purchased by or dispensed to a

- patient are not covered.

90862 HA,HQ  SERVICE: Group Outpatient - Pharmacologic Management
- by a Physician

DEFINITION: Therapeutic intervention provided to a group of
beneficiaries by a licensed physician involving evaluation and
mainteniance of the Medicaid-eligible beneficiary on a medication
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regimen with simuitaneous supportive psychotherapy in a group
setting. This includes evaluating medication prescription,
administration, monitoring, and supervision; and informing
beneficiaries regarding medication(s) and its potential effects and
side effects. Services are to be congruent with the age, strengths,
necessary accommodations for any disability, and cultural
framework of the beneficiary and his/her family.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 6
PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (11); Homeless
Shelter (04); Assisted Living Facility (13); Group Home (14)

AGE GROUP(S): Ages 18 and over

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements}:

" o Date of Service

« Start and stop times of actual group encounter that

includes identified beneficiary /%z? A
¢ Place of service _ _ y‘}‘ﬁ

«  Number of participants -

¢ Diagnosis and pertinent interval history
s Focus of group |

o Brief mental status and observations

» Rationale for group intervention and intervention used that
must coincide with master treatment plan

e Beneficiary's response to the group intervention that
includes current progress or regression and prognosis

e Any changés indit:afed_ for the master treatment plan,
. diagnosis, or medication(s)

. If brovided by physician that is not a psychiatrist, then any
- off label uses of medications must include documented
consultation with the overseeing psychiatrist

e Plan for next group session, including any homework
assignments

‘s Staff signaturélcredentialsldate of signature(s)

. NOTES and COMMENTS: This service applies only to

medications prescribed to address targeted symptoms as

" identified in the master treatmerit plan. This does NOT include

psychosocial groups in rehabilitative day programs or educational
groups. The maximum that may be served in a specified group is
ten (10). Providers may bill for services only at times during which
beneficiaries participate in this program activity.

36415

HA

SERVICE: Routine Venipuncture for Collection of Specimen

DEFINITION: The process of drawing a blood sample through
venipuncture (i.e., inserting a needle into a vein to draw the

specimen with a syringe or vacutainer) or collecting a urine




Rehabilitative Services for Persons with Mental lliness i : Section |l

“sample by catheterization as ordered by a physician or

psychiatrist.

_ DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 1, Per

routine . . ;

" YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without

extension: 12

ALLOWABLE PLACES OF SERVICE: Office (11); Assisted
Living Facility (13); Other Locations (99)

AGE GROUP(S): Ages 21 and over, u21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

» Date of Service
e Time of the specific procedure

¢ Place of service (If 99 is used, specific location and
rationale for location must be included)

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

NOTES and COMMENTS: This service may be provided only to
beneficiaries taking prescribed psychotropic medication or who
have a substance abuse diagnosis.

00887

HA

SERVICE: Collateral Intervention, Mental Health
Professional

'DEFINITION: A face-to-face contact by a mental health
_professional with caregivers, family members, other community-

based service providers or other Participants on behalf of and with

" the expressed written consent of an identified beneficiary in order

to obtain or share relevant information necessary to the enrolled
beneficiary's assessment, master treatment plan , and/or
rehabilitation. The identified beneficiary does not have to be
present for this service. Services are to be congruent with the
age, strengths, needed accommodations for any disability, and

. cultural framework of the beneficiary and his/her family.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 4

~ PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (11); Patient's
Home (12); School (03); Homeless Shelter (04); Assisted Living
Facility (13); Group Home (14); Other Locations (99)

AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for

additional requirements): ‘ _
«  Date of Service

e Names and relationship to the beneficiary of all persons
involved ‘

e Startand stop times of actual encounter with collateral
contact

e Place of Service (If 99 is used, specific location and
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rationale for location must be included)
+ Client diagnosis necessitating intervention

¢ Document how interventions used address goals and
objectives from the master treatment plan

» Information gained from collateral contact and how it
relates to master treatment plan objectives

+ Impact of information received/given on the beneficiary's
treatment . :

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

» - Plan for next contact, if any : i/ﬁ/ﬁ
o Staif signature/credentials/Date of signature J i
NOTES and COMMENTS: The collateral intervention must be

identified on the master freatment plan as a medically necessary

- service. Medicaid WILL NOT pay for incidental or happenstance

meetinigs with individuals. For example, a chance meeting with a

- beneficiary's adult daughter at the corner store which results in a

conversation regarding the well-being of the beneficiary may not
be billed as a collateral contact.

.Billing for interventions performed by a mental health professional

must warrant the need forthe higher level of staff licensure.

- Professional interventions of a type which could be provided by a

paraprofessional W|Il require documentat[on of the reason |t was
needed. ‘

Contacts between individuals in the employment of RSPMI
agencies or-facilities are not a billable collateral intervention.

90887

U7

—Collateljal Intervention, Mental Health Professional

Apply the above definition and reqtiirements.

Additional information: Use code 90887 with modifier “U7” to
claim for-services provided via telemedicine only. Note:
Telemedicine POS 89

90887

" HA, UB

SERVICE: Collateral Intervention, Mental Health

 Paraprofessional

DEFINITION: A face-to-face contact by a mental health
paraprofessional with caregivers, family members, other

. community-based service providers or other Participants on behalf

of and with the expressed written consent of an identified
beneficiary in order to obtain or share relevant information
necessary to the enrolled beneficiary's assessment, master

‘treatment plan, and/or rehabilitation. Services are to be congruent

with the age, strengths, needed accommodation for any disability,
andcultural framework of the beneficiary and his/her family. The
identified beneficiary does not have to be present for this service.

" DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 4

PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (11); Patient's
Home (12); School {03); Homeless Shelter (04); Assisted Living
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Eacility (13); Group Home (14); Other Locations (99)
AGE GROUP(S): Ages 21 and over; U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements:

o Date of Service

« " Names and relationship to the beneficiary of all bersons
involved .

« Start and stop times of actual encounter with collateral
contact :

+ ' Place of Service (If 99 is used, specific location and
. rationale for location must be included)

e  Client diagnosis necessitating intervention

-.» Document how interventions used address goals and
objectives from the master treatment plan

Information gained from collateral contact and how it
relates to master treatment plan objectives

s Impact of information recelved/given on the beneficiary's
treatment .

» Any changes indicated for the master treatment plan
- which must be documented and communicated to the
" supervising MHP for consideration

« Plan for next contact, if any
« Staff signature/credentiais/Date of signature

NOTES and COMMENTS: Supervision by a Mental Health
Professional must be documented in personnel files and
addressed in accordance of agency's policies, quality assurance
procedures personnel performance evaluations, reports of
superwsors or other equivalent documented method of
supervision. :

The collateral intervention must be identified on the master
treatment plan as a medically necessary service. ‘Medicaid WILL
NOT pay for incidental or happenstance meetings with individuals.
For example, a chance meeting with a beneficiary's adult
daughter at the corner store which results in a conversation
regarding the well-being of the beneficiary may not be billed as a
collateral contact. Contacts between individuals in the
employment of RSPMI agencies or facilities are not a billable
collateral intervention. :

H2011

HA, U6

SERVICE: Crisis Stabilization Intervention, Mental Health
Professional

" DEFINITION: Scheduled face-to-face treatment activities

provided to a beneficiary who has recently experienced a
psychiatric or behavioral crisis that are expected to further
stabilize, prevent deterioration, and serve as an alternative to 24~
hour inpatient care. Services are to be congruent with the age,
strengths, needed accommodation for any disability, and cultural
framework of the beneficiary and his/her family.
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DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 12
YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without
extension: 72

: . ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
A - Home (12); School (03); Homeless Shelter (04); Assisted Living
Facility (13); Group Home (14); Other Locations (99)

AGE GROUP(S): U21

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

¢ Date of service -
» Start and stop time of actual encounter with beneficiary

» Place of service, {If 99 is used, specific location and
rationale for location must be included)

« Diagnosis and pertinent interval history W
o Brief mental status and observations ﬂj
o Utilization of prewously established psychiatric advance

directive or crisis plan as pertinent to current situation, OR
rationale for crisis intervention activities utilized

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

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

e Plan for next session, including any homework
assignments

. Staff'signaturelcredentialsldate of signature(s)

NOTES and COMMENTS: A psychiatric or behavioral crisis is

- defined as an acute situation in which an individual is
experiencing a serious mental illness or emotional disturbance to
the point that the beneficiary or others are at risk for imminent
harm or in which to prevent significant deterioration of the
beneficiary’s functioning.

H2011 U2 Crt5|s Stabilization Intervention, Mental Health Professional
Apply the above definition and requirements.

- Additional information: Use code H2011 with modifier “U2” to
claim for services provided to beneficiaries ages 21 and over.

- H2011 U2, u7 Crisis Stabilization Intervention, Mental Health Professional
| - Apply the above definition and requirements.

- Additional information: Use code H2011 with modifier “U2, U?" to
claim for services provided via telemedicine only. Note:
Telemedicine POS 99

H2011 HA, U5 SERVICE: Crisis Stablhzatlon Intervenﬂon Mental Health
' Paraprofessional

DEFINITION: Schedu[ed face-to-face treatment activities
provided to a beneficiary who has recently experienced a
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psychiatric or behavioral crisis that are expected to further

. stabilize, prevent deterioration, and serve as an alternative to 24-
hour inpatient care. Services are to be congruent with the age,
strengths, needed accommodation for any disability, and cuitural
framework of the beneficiary and his/her family.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 12

YEARLY MAXIMUM OF UNITS THAT MAY BE BILLED without
extens:on 72

ALLOWABLE PLACES OF SERVICE Office (11); Beneficiary's
Home (12); School (03); Homéless Shelter (04); Assisted Living
@x _ Facility (13); Group Home (14); Other Locations (99)

W ~© AGEGROUP(S): U21 .
X\ — DOCUMENTAT[ON REQUIREMENTS (See Section 226.200 for
: additional reqwrements)
s . . Date of service '

« Start and stop time of actual encounter with beneficiary

 Place of service If 99 is used, specific location and
rationale for location must be included)

» Diagnosis and pertinent interval history
« "Behavioral observations

‘. ébnshlt with MHP dr physman regarding events that
necessitated this service and the review of the outcome of
the intervention

s [ntervention used must coincide with the master treatment
- plan, psychiatric advance directive or crisis plan which
must be documented and commumcated to the
supennsmg MHP

+ Beneficiary's response to mterventmn that includes current
progress or regression

s Plan for next sessron mcludlng any homework
. assignments

s Staff 3|gnaturelcredentlalsldate of signature(s)

NOTES and COMMENTS: A psychiatric or behavioral crisis is
defined as an acute situation in which an individual is
experiencing a serious mental illness or emotional disturbance to
‘the point that the beneficiary or others are at risk for imminent
harm or in which to prevent 5|gn|f cant deterioration of the
beneficiary’s functioning.

Supervision by-a Mental Health Professional must be documented
. and addressed in personnel files in accordance with the agency’s
policies, quality assurance procedures, personnel performance
evaluations, reports of supervisors, or other equivalent '
- documented method of supervision.

H2011 U1 " Crisis Stabilization Intervention, Mental Health
Paraprofessmnal .

" Apply the above definition and requirements.
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‘Additional information: Use code H2011 with modifier “U1” to
~ claim for services provided to beneficiaries ages 21 and over

H2015

HA, U5

SERVICE: Intervention, Mental Health Professional (formerly
On-Site and Off-Site Interventions, MHP)

DEFINITION: Face—fo-face medically necessary treatment

“activities provided to a beneficiary consisting of specific

therapeutic interventions as prescribed on the master freatment
plan to re-direct a beneficiary from a psychiatric or behavioral
regression or to improve the beneficiary’s progress toward
specific goal(s) and outcomes. These activities may be either
scheduled or unscheduled as the goal warrants. Services are to
be congruent with the age, strengths, necessary accommodations
for any disability, and cultural framework of the beneficiary and
his/her family.

DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 8 /lﬁi

" PRIOR AUTHOR]ZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (1 1) Beneficiary's JZZ/'

. Home (12); School (03); Homeless Shelter (04); Assisted Living

Facility (13); Group Home (1 4), Other Locations (99)
AGE GROUP(S): u21

. DOCUMENTATION REQUIREMENTS (See Section 226.200 for

additional requirements):
o Start and stop times of actual encounter with beneficiary
o Date of service

¢ Place of servicé, (If 99 is used, specific location and
rationale for location must be included)

+ - Client diagnosis necessitating intervention
« Brief mental status and observations

« Document how interventions used address goals and
objectives from the master treatment plan

» Beneficiary's response to intervention that includes current
© progress or regression and prognosis

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

+ Plan for next intervention, mctudmg any homework
assignments

+ Staff signature/credentials/date of signature(s) .

NOTES and COMMENTS: Interventions of a type that could be
performed by a paraprofessional may not be billed at a mental
health professional rate unless the medical necessity for higher
level staff is clearly documented.

H2015 -

us

-Intervention, Mental Health Professional

Apply the above definition and requirements.

Additional information: Use code H2015 with modifier “U6” to
claim for services provided to beneficiaries ages 21 and over.
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H2015 U7 Intervention, Mental Health Professional
‘ - Apply the above definition-and requnrements

: Addltlonai lnformatlon Use code H2015 with modifier “U7” to
cla!m for services provided via teiemedlcme only. Note
Telemedicine POS 99 :

' H2015 - 3 - HA,U1 . SERVICE: Interventlon, Mental Health Paraprofessmnal
' : " (formerly On-Site and Off-Site Intervention, Mental Health
_ Paraprofessnonal)

- DEFINITION: Face-to-face, medlcaily necessary treatment
activities provided to a benefi iciary consisting of specific
therapeutic interventions prescribed on the master treatment plan,
‘which are expected to accomplish a specific goal or objective
listed on the master treatment plan, These activities may be
either scheduled or unscheduled as the goal or objective
warrants. Services are to be congruent with the age, strengths,

W - S
Q“.
_ @ ‘necessary accommodations for any disability, and cultural
%\ _ . framework of the benefi mary and his/her family.
' o . DAILY MAXIMUM OF UNITS THAT MAY BE BILLED: 8

'PRIOR AUTHORIZATION REQUIRED

ALLOWABLE PLACES OF SERVICE: Office (11); Beneficiary's
Home (12); School (03); Homeless Shelter (04); Assisted Living
Facility (13); Group Home (14); Other Locations (99)

- AGE GROUP(S): U21"~"

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional requirements):

e Date of service , .
.o Start and stop times of actual encounter with beneficiary

+ . Place of service.(If 99 is used, specific location and
rationale for location must be included)

» Client diagﬁosis necessitating intervention

o Document how interventions used address goals and
. objectives from the master treatment plan

« Beneficiary's response to intervention that includes current
- progress or regression and prognosis

« . Plan for next intervention, including any homework
assignments

o Staff sig naturelcredentialeldate of signature(s)

NOTES and COMMENTS: Billing for this service does not
include time spent transporting the beneficiary to a required
service, nor does it include time spent waiting while a beneficiary
attends a scheduled or unscheduled appointment. Supervision by
a Mental Health Professional must be documented and addressed
in personnel files in accordance with the agency’s policies, quality
assurance procedures personnel performance evaluations,
reports of supervisors, or other equivalent documented method of
supervision.
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H2015 Uz - Intervention, Mental Health Paraprofessional
Apply the above definition and requirements.
.Additional information: -Use code H2015 with modifier “U2” to
-claim for services provided to beneficiaries ages 21 and over ;

H2017

HA, U1

- “assist the benefi iciary with compensating for or eliminating

. “competent, must reasonably accommodate disability, and must /
have measurable outcomes. These acfivities are designed to I/IZ
. functional deficits and interpersonal and/or environmental barriers

SERVICE Rehabllltatlve Day Service for Persons under Age

18" j

DEFINITION An array of face-to-face rehabilitative day; activities
providing a preplanned and structured group program for
identified beneficiaries that improve emotional and behavioral
symptoms.of youth diagnosed with childhood disorders, as
d[stlngmshed from the symptom stablhzn function of acute day
ehabilifati FActvities are person- and
famlly-centered age—appropnate recovery based, culturally

associated with their mental illness. The intent of these services
is to enhance a youth's functioning in the home, school, and
community with the least amount of ongoing professional

- intervention. Skills addressed may include: emotional skills, such
" as coping with stress, anxiety, or anger; behavioral skills, such as

positive peer interactions, appropriate.social/family interactions,

. and managing overt expression of symptoms like impulsivity and

anger; daily living and self-care skills, such as personal care and
hygiene, and daily structure/use of time; cognitive skills, such as
problem solving, developing a positive self-esteem, and
reframing, money management, community integration,
understanding illness, symptoms and the proper use of
medications; and any similar skills required to implement a
beneficiary's master treatment plan .

DAILY MAXIMUM UNITS THAT MAY BE BILLED: 16 for ages

- 017

WEEKLY MAXIMUM OF UNITS THAT MAY BE BILLED: 80 for

~ages 0-17 .

PRIOR’ AUTHOR]ZATION REQUIRED

. ALLOWABLE PLACES OF SERVICE; Office (11); School (03);
- Assisted Living Fagility (13); Group Home (14); Other Locations

(99) (churches, community centers, space donated solely for
clinical services, and appropriate community locations tied to the

. beneficiary’s treatment plan).

MAXIMUM PARAPROFESSIONAL STAFF to CLIENT RATIOS:

" 1:10 ratio maximum with the provision that client ratio must be

reduced when necessary to accommodate significant issues
related to acuity, developmental status and clinical needs.

AGE GROUP(S): u18

DOCUMENTATION REQUIREMENTS (See Section 226.200 for
additional reqwrements)

. Start and stop times of actual program partlmpatlon by .
beneficiary.
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s . Date of service

»  Place of service

. Clrent dlagnosrs necessﬁatlng ehabilitative day.
e Behavroral otgservatlons

« Document how [ERSBITAING 08y, chvities used address

. goa[s and. objeotives from the master treatment plan

e Benet‘ crary S partrorpatlonand response to the

@ . L. Staff srgnaturelcredentlals
\ ' Supervrsrng staff srgnaturelcredentralsldate of s|gnature( )

2

descrrbrng re| day:ay

beneficiary's progress r lack of progress in achieving the
k treatment goal(s) and establlshed outcomes to be
.accomphshed ‘

E NOTES and COMMENTS Providers may bill for services only at

. times during which beneficiaries partrcrpate in program activities.
Providers.are expected to sign beneficiaries in and out of the

* program to prowde medically necessary treatment therapies.
However, in order to be-claimed separately, these therapies must

.. be identified on the Master Treatment Plan and serve a treatment

' ;purpose whrch cannot be accomplrshed W|th|n the day treatment

“setting. _ :

H2017 - — o ,Rehabllltatlve Day Sewlce for Persons Ages 18-20

. Apply the above definition and reqwrements (except Staff to
Client Ratios, which are outlined be]ow)

- Additional mformatlon. Use code H2017 with no modifier to claim
. for services provided to beneficiaries for ages 18-20.

'DAILY MAXIMUM UNITS THAT MAY BE BILLED: 24
.WEEKLY MAXIMUM OF UNITS THAT MAY BE BILLED: 120

MAXIMUM PARAPROFESSIONAL STAFF to CLIENT RATIOS:
-1:15 ratio maximum with the' provision that clientratio mustbe
. reduced when necessary to accommodate significant issues
" related to acuity, developmental status and clinical needs.

H2017  —  SERVICE: AdultRehabilitative Day Service

" DEFINITION: An array of face-to-face [ERaBIl
. providing a preplanned and structured group program for
" identified beneficiaries that aimed at long-térm recovery and

~ maximization of self-sufficiency, as distinguished from the
' symptom stablllzatron function of acute day treatment. These
'enabiliiativerdayiactivities are person- and family-centered,
recovery based, culturally competent, provide needed
accommodation for any disability and must have measurable
outcomes. These activities assist the beneficiary with
compensating for or eliminating functional deficits and
interpersonal and/or environmental barrlers assocrated with their
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chronlc mental illness. The intent of these services is to restore
the fullest possible lntegrat[on of the beneficiary as an active and
‘ productlve member of histher family; social and work community
. andfor culture with the least amount of ongoing professional
Jintervention. Skills addressed may include: emotional skills, such
© as coping \ with stress, anxiety, or anger; behavioral skills, such as
* proper use of medlcatlons ‘appropriate social interactions, and
~ ‘managing overt expression of symptoms like delusions or
~ hallucinations; daily living and self-care skills, such as personal
© - care and hygiene, money management and daily structure/use of
- time; cognitive-skills, such as problem solving, understanding
* jliness and symptoms ahd reframing; community integration skills
and any similar skills reqmred to 1mplement a beneficiary's master
‘treatment plan . '

DAILY MAXIMUM UNITS THAT MAY BE BILLED 24
WEEKLY MAXIMUM OF UNITS THAT MAY BE BILLED: 120 /
PRIOR AUTHORIZATION REQUIRED /

_ALLOWABLE PLACES OF SERVICE: Office (11); Assisted /%
Living Facility {13); Group Home (14); Other Locations (99) .
(churChes community centers, space donated solely for clinical
services, and appropriate community locations tied to the
beneficiary’s treatment plan).

MAXIMUM PARAPROFESSIONAL STAFF to CLIENT RATIOS:
1:15 ratio maximum with the provision that client ratio must be
reduced when necessary to accommodate significant issues
related to acuity, developmental status and clinical needs.

AGE GROUP(S). Ages 21 and over

' DOCUMENTATION REQUIREMENTS (See Section 226.200 for
- additional requirements):

e Date of service

» Start and stop times of actual program participation by
beneficiary

¢ Place of service
» Client diagnosis necessitating fehabilitative day.activities

+ Behavioral observations

+ Document how [ehabilifativeldayiactiviies used address
goals and objectives from the master treatment plan

. Benef clarysparticmatlon and response to the
. Staff signaturefcredentials
* Supervising staff sngnaturelcredentlalsldate of 3|gnature(s)

o Aweekly summary
Erofessionalthe IVIEE
descnblng el ayiactivitie

beneficiary's progress or lack of progress in achieving the
treatment goal(s) and established outcomes to be
accomplished through participation in rehabilitative day
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t serwce

s NOTES and COMMENTS: Rehabllttatwe Day services do NOT
- _-include vocational services and training, academic education,
- -'personal care or home heatth services, purely recreational
.- activities and may NOT be used to supplant services which may
B “be obtained or are required to be provided by othér means.
~ ... .Providers may bill for services only at times during which -

' oo beneficiaries partlclpate in program activities. Providers are.
expected to sign beneficiaries in and out of the program to provide
medically necessary treatment therapies. However, in order to be
claimed separately, these theraples must be identified on the

~ Master Treatrnent Plan and serve a treatment purpose which
cannot be accompllshed within the- day treatment setting.
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226.200 - - = Documientation . , 5 N 40-4-681
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L\t

8 |

The RSPMI provider must develop and maintain sufficient written documentation to support each
medical or remedial therapy, service, activity or session for which Medicaid reimbursement is
sought. ThIS documentation, ata minimum, must consist of:

A. . Mustbe individualized to the benef iciary. and specrf cto the services provrded duplicated
- notes are not. al[owed

B. The date and actua[ trme the services were prowded (Tlme frames may not overlap
‘between services. All services must be outside the time frame of other servrces )

C. Name and credentlals of the person who provrded the sennces

D. The settrng in WhICh the servrces were prowded For all settings other than the provider's
~enrolled sites, the name and physroal address of the place of service must be included,

E. - ‘_The relat[onshlp of the ser\nces to the treatment regrmen descnbed in the plan of care and
- ‘Updates descrlblng the patlent’s progress and o

m

G. - For services that require contact with anyone other than the benet‘ iciary, evidence of
" conformance with HIPAA regulatlons rnctudlng presence in documentatlon of Specific
Authonzatlons is reqLured

Documentation must be legible and concise. The name and title of the person providing the
service must reflect.the appropriate professronal level in accordance W|th the staffing
‘ reqwrements found in. Sectlon 213 OOO

ol e e {oIE
([r‘ﬂHIEB CloEE ns i) ST

AII documentatlon must be avallable to representatlves of the Dwrsron of Medical Services at the
time of an audit by the Medicaid Program Integrity Unit. All documentation must be available at
the provider's place of business. No more than thirty. (30) days will be allowed after the date on
the recoupment notice in which additional documentation will be accepted. Addltronal
documentatron wrll not be accepted after the 30- day penod

252110 ~  Outpatient Procedure codes ‘ : . 124412

H2017 - . HAf,fUi o . .SERVICE Rehabllltatlve Day Service for Persons under Age 18

. DEFINITION: _An array of face-to-face interventionsfah: r
.- AGHVIHES prowdlng a preplanned and structured group program for
identifi ed beneficiaries that improve emotional and behavioral
symptoms of youth diagnosed with childhood disorders, as
dlstlngurshed from the symptom stabilization function of acute day
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treatment. These mtewen#ens‘ffﬁ”bﬂﬁatw& AV:ActivitiEs are person-
and family-centered, age-appropriate, recovery based, culturally
competent, must reasonably accommodate disability, and: must have -
.measurable outcomes. These activities are designed fo assist the
. beneficiary with compensating for or ehmmatlng functional defi cits
and interpersonal and/or environmental barriers associated with their
mental illness. The intent of these services is to enhance a youth s
functioning in the home; school, and community- with the leastamount
of ongoing professional intervention. Skills addressed | may include:
_emotional skills, such as coping with stress, anxiety, or anger;
. behavioral skills, such as positive peer interactions, appropnate :
. soc;a!lfamlly interactions, and managlng overt expression of - -

' ._ ‘symptoms like |mpulsw|ty and-anger; daily living and self-care skills,

such as personal care and hygiene and daily structure/use of time;
cognitive skills, such as. problem solving, developing a positive self-
- esteem, and reframmg, money management, commumty integration,
understanding illness, symptoms'and the proper use of medications:
and any similar skills reqmred to |mplement a benefi C|arys master
treatment plan .

B _DAILY MAXIMUM UNITS THAT MAY BE BILLED 16 for ages 0- 17

- WEEKLY MAXIMUM OF UNITS THAT MAY BE BILLED 80 for
‘ages 0-17 f

'PRIOR AUTHORIZATION REQUIRED

" ALLOWABLE PLACES OF SERVICE: Oﬁ" ice (1 1); School (03)

Assisted Living Facility (13); Group Home (14);- Other Locations(99)
-(churches community: centers, space donated solely for clznlcal

"~ services, and appropriate commumty Iocatlons tied to the"

beneficiary's treatment plan). ..

" MAXIMUM PARAPROFESSIONAL STAFF to CLIENT RATIOS
©1:10 ratio maximurn with the provision that client ratio must be
. reduced when necessary. to accommodate 3|gn|t" cant |ssues reiated
- to acuity, developmental status and clmlcal needs : :

~ AGE GROUP(S): U18

DOCUMENTATION REQUIREMENTS (See Sect[on 226 200 for
additional reqwrements)

e . Start and stop times of actual program part|0|pat|on by
beneficiary : :

¢ Date of serwce
e Place of service :
. 'Cllent diagn03|s necessﬁatmg m!eewent:en =ha

o Staff ssgnaturelcredentlals o
. Superv_l_smg staff s;gnaturelcredentialsld‘ate of signature(s)
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beneficiary' s progress or Iack of progress in ach:ev:ng the
treatment goal(s) and establlshed outcomestobe
- accomplished

NOTES and COMMENTS Prowders may bili for services only at
times during which beneficiaries partlclpate in program activities.

_Providers are expected to sign beneficiaries in and out.of the program

to provide medically necessary treatment therapies. However, in
order to be claimed separately, these therapies must be identified on
the Master Treatment Plan and serve a treatment purpose which

" cannot be accomplished within the day treatment settmg

H2017

‘SERVICE Adult Rehabilitative Day Service

“DEFINITION: An array of face-to-face mtewentren_sehalhtat:
- Hetviies providing a preplanned and structured group program for

identified beneficiaries that aimed at long-term recovery and
‘maximization of self-sufficiency, as distinguished from the symptom
stablllzatlon functlon of acute day treatment. These

[dayaactvites are person- and family-
centered, recovery based culturally competent, provide needed
accommodation for any disability and must have measurable
outcomes. These activities assist the beneficiary with compensating

- for o eliminating functional deficits and interpersonal and/or
" environmental barriers associated with their chronic mental iliness.

The intent of these services is to restore the fullest possible

* integration of the beneficiary as an active and productive member of
"~ his/her family, social and work commuinity and/or culture with the
feast amount of ongoing professional intervention. Skills addressed

may include: emotional skills, such as coplng with stress, anxiety, or

~anger, behavioral skills, such as proper use of medications,
. appropriate social interactions, and managing overt expression of

symptoms like delusions or hallucinations; daily living and self-care

-skills; suéh as personal care and hyglene money management, and

daily structureluse of time; cognitive skills, such as problem solving,

A understandlng iiiness and-symptoms, and reframing; community
[integration skills and any similar skills required to |mplement a
. beneficiary's master treatment plan .

DAILY MAXIMUM UNITS THAT MAY BE BILLED 24 ,
WEEKLY MAXIMUM OF UNITS THAT MAY BE BILLED: 120
PRIOR AUTHORIZATION REQUIRED ‘

ALLOWABLE PLACES OF SERVICE: Office (11); Assisted Living
Facility (13); Group Home (14); Other Locations (99) (churches
community centers, space donated solely for clinical services, and

appropriate community Iocatlons tied to the benefi mary’s treatment
plan).

MAXIMUM PARAPROFESSIONAL STAFF to CLIENT.RATIOS:
1:15 ratio maximum with the provision that client ratio must be
reduced when necessary to accommodate significant issues related

to acuity, developmental status and clinical needs.
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‘AGE. GROUP(S) Ages 21 and over

 DOCUMENTATION REQUIREMENTS (See Section 226. 200 for
additlonal requ:rements) S

. Date ofservace .

e Startand stop tlmes of actual program parhmpatlon by
- benefi clary . Fi

- Place of serwce

o address goals and objectwesom the mastertreatment plan
. Benef iciary sartlm atlon and res onse to the '

e Staff SIQnaturelcredentlals

. e _Super\nsmg staff 3|gnature!credentlalsldate of 3|gnature(s) :

_ .__benef ciary's progress or. Iack of progress in achlevmg the
.l treatment goal(s) and established outcomes to be
- accompllshed through partlc:lpatlon m rehabllitatwe day
service.’

'_NOTES and COMMENTS Rehablhtatlve Day services do NOT

include vocational services and- trammg, academlc .education,

. personal care or home. heaith services: pure[y recreat|onal activities
. .;and may NOT be used to supplant services which may be-obtained or
o are reqwred to be prowded by other means. Providers may bill for
. services only at times dunng which benef iGiaries partlmpate in-
‘ f’program activities. Providers are expected to sign beneficiaries in and
~out of the program to prowde medically necessary treatment
_'theraples However, in order to be claimed separately, these -
. therapies must be identified on the Master Treatment Plan and serve
~ ‘a treatment purpose which cannot be accomphshed w1th|n the day’
~ treatment settmg ‘ :




