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Introduction
Please refer to the Division of Medical Assistance’s website at
http://www.dhhs.state.nc.us/dma/MentalHealthlink.htm for the complete definition of each service
including all of the specific requirements, limitations, and provider qualifications. The September 2005 and

January 2006 Enhanced Benefit Mental Health Bulletin Phase | and Phase 11 is replaced with the May 2006
Special bulletin.

Provider Enroliment

Providers must be endorsed by the local management entity (LME) for each service before enrolling as a
Medicaid provider. Information about the endorsement process can be found in Communication Bulletin
#44 on the Division of Mental Health, Developmental Disability, and Substance Abuse Services
(DMH/DD/SAS) website at http://www.dhhs.state.nc.us/mhddsas/announce/index.htm.

After endorsement, providers must complete and sign a Medicaid provider enrollment application and
agreement. The application and instructions are available on DMA’s website at
http://www.dhhs.state.nc.us/dma/MentalHealthlink.htm. The completed application and all attachments
(including your endorsement letter) must be mailed to:

DMA Provider Services

Attn: Mental Health Enrollment Specialist

2501 Mail Service Center

Raleigh, NC 27699-2501

Please remember to complete and attach postage to the application acknowledgement card if you wish to be
notified that DMA has received your application.

Once the application is approved, the provider will be issued a core Medicaid provider number to use as the
billing provider number. As the provider enrolls for each service they wish to provide, they will be issued
an additional service specific attending provider number, which is the core number with an alpha suffix.

Note: For each service providers wish to provide, they must be endorsed and enrolled to receive
reimbursement. Each of the 22 enhanced mental health/substance abuse services require a separate
endorsement and alpha suffix to be added to the core billing provider number.

The following table outlines each service and the alpha suffix that will be assigned as providers are
endorsed and enrolled for a particular service.

Alpha Character Service

Community Supports — Adults (Individual and Group)
Community Supports — Child (Individual and Group)
Community Support Treatment Team (CST)
Assertive Community Treatment Team (ACTT)
Child and Adolescent Day Treatment

Diagnostic Assessment

Intensive In-Home Services

Mobile Crisis Management

Multisystemic Therapy (MST)

Partial Hospitalization

Ol—|TMI|®O0> wwlw
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C Professional Treatment Services in Facility-Based Crisis Programs

S Psychosocial Rehabilitation

Alpha Character Service

Substance Abuse Comprehensive Outpatient Treatment

Substance Abuse Intensive Outpatient Program

Substance Abuse Medically Monitored Residential Treatment

Substance Abuse Non-Medical Community Residential Treatment

Ambulatory Detoxification

Medically Supervised or ADATC Detoxification/Crisis Stabilization

Non-Hospital Medical Detoxification

—H| Z|Clr|Zz|0OlK0|©

Outpatient Opioid Treatment

Eligible Recipients

Medicaid recipients may have service restrictions due to their eligibility category that would make them
ineligible for the enhanced mental health/substance abuse services.

EPSDT Special Provision: Exceptions to Limitations in Policy for Recipients Under 21 Years of Age

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a federal Medicaid requirement that
provides recipients under 21 years of age with medically necessary health care to correct or ameliorate a
defect, physical or mental illness, or a condition identified through a screening examination. While there is
no requirement that the service, product, or procedure be included in the State Medicaid Plan, the service,
product, or procedure must be listed in the Social Security Act (the Act) at 1905(a). It should be noted that
the Act does not require a state Medicaid agency to provide any service, product, or procedure that it
determines to be unsafe, ineffective, or experimental.

Service limitations on scope, amount, duration, and/or frequency described in clinical coverage policies may
be exceeded provided documentation supports it is medically necessary to exceed policy limitations in order
to correct or ameliorate a defect, physical and mental illness, or a condition identified by a screening. In
accordance with EPSDT requirements, health care services shall be provided in a frequency and amount to
reasonably achieve their purpose and shall be consistent with the recipient’s medical needs.

When providing services to a recipient under 21 years of age, it is important to consider the following:

1. If the service, product, or procedure requires prior approval, the fact that the recipient is under 21
years of age does NOT eliminate the requirement for prior approval.

2. Requests to exceed established limitations in clinical coverage policies must be submitted to the
appropriate fiscal agent along with documentation that supports it is medically necessary to exceed
policy limitations in order to correct or ameliorate a defect, physical and mental illness, or a
condition identified by a screening.

3. If the recipient needs a service not covered by the North Carolina State Medicaid Plan, the
physician or other licensed clinician must submit a request for the non-covered state Medicaid
Plan service on behalf of the recipient to:

Director

c/o Assistant Director for Clinical Policy and Programs
Division of Medical Assistance

2501 Mail Service Center

Raleigh, NC 27699-2501
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919.715.7679 FAX

4. The federal listing of Medicaid covered services may be found in the Social

Security Act at 1905(a). Additionally, this listing is appended to the DMA
EPSDT Policy Instructions.

For additional information about EPSDT, please review the resources identified below.

DMA EPSDT Policy Instructions published January 28, 2005
http://www.dhhs.state.nc.us/dma/epsdt_policy.pdf

DMA Special Bulletin entitled “Prior Approval Process and Request for Non-Covered Services”
published January 2006
http://www.dhhs.state.nc.us/dma/bulletin/0105bulletin.pdf

Service Definitions

1.

Community Supports — Adult — H0036 HB (Individual) H0036 HQ (Group)

This service is available to adults and is the clinical home for the adult. The interventions include
preventive and therapeutic activities that assist with skill building, development of a person
centered plan (PCP), relational skills, symptom monitoring, therapeutic mentoring, and case
management functions of arranging, linking, referral to services, and monitoring of the provision of
the services. The providers of this service also serve as a first responder in a crisis situation.

The service must be ordered by a physician, licensed psychologist, physician’s assistant or nurse
practitioner prior to or on the day that the services are to be provided. The Community Support
provider organization will be allowed an initial 30 days in which the Diagnostic Assessment and
PCP will be completed. Subsequent authorizations will be required by the statewide vendor. The
Community Support provider organization will be identified in the PCP.

Provider and Staffing Requirements

The service is provided as an agency based service with qualified professionals, paraprofessionals,
and associate professionals who must have 20 hours of training within the first 90 days of
employment specific to the requirements of the service definition. The provider qualifications for
the associate professional, paraprofessional, and qualified professional are listed in 10A NCAC
27G.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive Community Support services from only one Community Support
provider organization at a time. Community Support Services (individual and/or group) can only
be billed 32 units per date of service.

Community Support services can only be billed a maximum of eight units per calendar month
for individuals receiving any of the following services in the same calendar month:
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HO0035 - Partial Hospitalization

H2035 - Substance Abuse Comprehensive Outpatient Treatment (SACOT)

HO0O015 - Substance Abuse Intensive Outpatient Program (SAIOP)

H0012 HB - Substance Abuse Non-Medical Community Residential Treatment
H0040 - Assertive Community Treatment Team

HO0013 - Substance Abuse Medically-Monitored Community Residential Treatment
H0010 - Non-Hospital Medical Detoxification

This service will be billed in 15 minute increments.
This service will not be subject to Third Party Commercial Insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character B appended to the service specific attending
number.

Community Support Group services cannot be billed for individuals receiving any of the
following services on the same date of service:

H0040 — Assertive Community Treatment Team

H2012 HA - Child and Adolescent Day Treatment

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

HO0O015 - Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)

HO0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0013 — Substance Abuse Medically-Monitored Community Residential Treatment
H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/ Crisis Stabilization

HO0035 — Partial Hospitalization

H2017 — Psychosocial Rehabilitation (This refers to HO036 HQ only.)

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

This service will be billed in 15 minute increments.
This service will not be subject to Third Party Commercial Insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character B appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.
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2. Community Supports — Child -H0036 HA (Individual) H0036 HQ (Group)

This service is available to children ages three through 20 and is the clinical home for the child.
The interventions include training of the caregiver, preventative and therapeutic activities that will
assist with skill building, development of a PCP, relational skills, symptom monitoring, therapeutic
mentoring, and case management functions of arranging, linking, referring to services, and
monitoring of the provision of services.

The service must be ordered by a physician, licensed psychologist, physician’s assistant or nurse
practitioner. The providers of this service also serve as a first responder in a crisis situation. The
Community Support provider organization will be allowed an initial 30 days in which the
Diagnostic Assessment and PCP will be completed. Subsequent authorizations will be required by
the statewide vendor. The Community Support provider will be identified in the PCP.

Provider and Staffing Requirements

This service is also provided as an agency based service with qualified professionals,
paraprofessionals, and associate professionals who must have 20 hours of training within the first
90 days of employment specific to the requirements of the service definition. The provider
qualifications for the associate professional, paraprofessional, and qualified professional are listed
in 10A NCAC 27G.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive Community Support services from only one Community Support
provider organization at a time. Community Support Services (individual and/or group) can only
be billed 32 units per date of service.

Community Support services can only be billed a maximum of 8 units per month for
individuals receiving any of the following services:

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H2012 HA - Child and Adolescent Day Treatment

H0035 — Partial Hospital

H2020 — Therapeutic Behavioral Services — per diem

H0019 - Behavioral Health — Long Term Residential

This service will be billed in 15 minute increments.
This service will not be subject to Third Party Commercial Insurance or Medicare.

This service will not be subject to a copayment.
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This service is billed with the alpha character B appended to the service specific attending
number.

Community Support Group services cannot be billed for individuals receiving any of the
following services:

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment

H0013 - Substance Abuse Medically-Monitored Community Residential Treatment

H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/ Crisis Stabilization

HO0035 — Partial Hospitalization

H2017 — Psychosocial Rehabilitation

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

This service will be billed in 15 minute increments.
This service will not be subject to Third Party Commercial Insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character B appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

3. Community Support Teams (CST) — Adult - H2015 HT

Services provided by this team consist of mental health and substance abuse services and supports
necessary to assist adults (18 and older) in achieving rehabilitation and recovery goals. It assists
individuals to gain access to necessary services; reduce psychiatric and addiction symptoms; and
develop optimal community living skills. The services include assistance and support to
individuals in a crisis situation; service coordination; psycho-education and support for individuals
and their families; independent living skills; development of symptom monitoring and
management skills; monitoring medications and self-medication. The CST provider assumes the
role of advocate, broker, coordinator, and monitor of the service delivery system on behalf of the
recipient. A service order for CST must be completed by physician, licensed psychologist,
physician’s assistant or nurse practitioner. Prior approval will be required by the statewide vendor.

Provider and Staffing Requirements
A CST team is comprised of three staff persons, one of whom is the team leader and must be a

qualified professional. The other two may be a qualified professional, an associate professional or a
paraprofessional (according to the requirements listed in 10A NCAC 27G), or a certified peer
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specialist. The team maintains a consumer to practitioner ratio of no more than fifteen consumers
per staff person. All staff providing this service must have a minimum of one year documented
experience with the adult population and completion of a minimum of 20 hours of crisis
management and community support team service within the first 90 days of hire.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive Community Support services from only one Community Support services
provider organization at a time.

Community Support Team services can only be billed a maximum of 8 units per month for
individuals receiving any of the following services:

H0036 HA — Community Support Services — Child

H0036 HB — Community Support Services — Adult

HO0O015 - Substance Abuse Intensive Outpatient Program (SAIOP)

H0012 HB - Substance Abuse Non-Medical Community Residential Treatment

H0013 — Substance Abuse Medically Monitored Community Residential Treatment

HO0010 — Non-Hospital Medical Detoxification

HO0035 — Partial Hospital

Community Support Team services cannot be billed for individuals receiving any of the
following services:

H0040 — Assertive Community Treatment Team

H2017 — Psychosocial Rehabilitation

This service will be billed in 15 minute increments. This service cannot be billed more than 32
units per date of service, unless billed with one of the above services.

This service will not be subject to Third Party Commercial Insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character B appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

4. Assertive Community Treatment Team (ACTT) — H0040

This existing service is provided by a multidisciplinary team to recipients ages 21 years and older
when it has been determined that the needs are so pervasive and/or unpredictable that they cannot
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be met by a combination of other services. The team provides evaluation (an assessment to
determine the extent of the problems), outpatient treatment, case management, and community
based services (described below) for individuals with mental illness. Priority is given to adults with
schizophrenia, other psychotic disorders, and bipolar disorder. Individuals with a primary diagnosis
of substance abuse disorder or mental retardation are not the intended recipient group. These are all
bundled into therapeutic interventions and include crisis response as the first responder. It is
available 24/7/365, in any location (except jails, detention centers, clinic settings, and hospital
inpatient settings) and the recipient to staff ratio is 10 to 1. The service must be ordered by a
physician, licensed psychologist, physician’s assistant or nurse practitioner prior to or on the day
that the services are to be provided. Prior approval will be required by the statewide vendor.

Provider and Staffing Requirements

Minimum staff per team to meet the 10 to 1 staff to consumer ratio includes a team leader who must
be a master’s level qualified professional, a registered nurse, two additional clinical staff, and a
paraprofessional staff or a certified peer specialist, for teams that serve approximately 100
individuals( not counting physician time). This is consistent with staffing requirements specified in
the service staff composition in the service definition. For smaller teams serving no more than 50
individuals, minimum staff to meet a minimum of 6-8 FTE multidisciplinary clinical staff including
one team leader, one registered nurse and one FTE peer specialist. There must be a minimum of 16
hours per week of physician time for every 50 clients in both scenarios. The team is employed by
an agency that has contracted with the LME to provide this service.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive ACTT services from only one ACTT provider organization at a time.
The must be a minimum of four face-to-face contacts per month by any member of the team (this is
billed per diem but the system is set so it will not reimburse for more than four in one month). The
service is intended to provide support and guidance in all areas of functional domains to enhance
the recipient’s ability to remain in the community.

ACTT services cannot be billed for individuals receiving any of the following services on the
same date of service:

H0036 HQ — Community Support Services - Group

HO0001 — Alcohol and/or Drug Assessment

HO0004 — Behavioral Health Counseling and Therapy, per 15 minutes

HO0015 — Substance Abuse Intensive Outpatient Program

HO0031 — Mental Health Assessment, by non-physician

T1017 HI — Targeted Case Management

H2015 HT — Community Support Teams (CST)

H2011 — Mobile Crisis

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)
H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0014 — Ambulatory Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

HO0035 — Partial Hospital

10
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S9484 — Professional Treatment Services in Facility-Based Crisis Programs
H2017 — Psychosocial Rehabilitation
HO0036 HQ — Community Support Services - Group

This service is billed on per event with a maximum of four events per month.
This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character A appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

5. Child and Adolescent Day Treatment — H2012 HA

This service is available for children ages 3 through age 20 and includes therapeutic or
rehabilitation goals of the consumer in a structured setting. This is an existing service that has been
modified to increase provider qualifications, require additional training for providers, and to require
prior authorization. The interventions are outlined in the child/adolescent PCP and include
behavioral interventions, social and other skill development, enhancement of communication,
problem-solving skills, anger management, monitoring of psychiatric symptoms, and psycho-
educational activities. These interventions are designed to support symptom stability, to increase
the recipient’s ability to cope and relate to others, and to enhance the highest level of functioning
possible. The service also contains a case management component with assessment, monitoring,
linking to services, and coordination of care. This service must be available in a licensed program
at least three hours a day at a minimum of two days a week. An order by a physician, PHD, nurse
practitioner or physician’s assistant for the service is required and prior authorization is required by
the statewide vendor.

Provider and Staffing Requirements

All services in the milieu are provided by a team that whose members must meet the qualified
professional, associate professionals, and paraprofessionals requirements (according to 10A NCAC
27G). Programs serving children with substance abuse disorders must have a certified clinical
supervisor, licensed clinical addiction specialist, or certified substance abuse counselor providing
services.

Service Limitations
EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical

and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

11
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This service can only be provided by one day treatment provider at a time and cannot be billed in
the same day as any inpatient, residential or any other intensive service.

The following services cannot be billed on the same day as Child and Adolescent Day
Treatment:

HO0036 HQ — Community Support Services - Group

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

H0015 — Substance Abuse Intensive Outpatient Program (SAIOP)
HO0035 — Partial Hospital

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic behavioral Services, per diem

RC911 — Behavioral Health Treatment Services — Rehabilitation
Any inpatient hospital claim

This service will be billed in one hour increments and cannot be billed more than six hours per date
of service.

This service will not be subject to Third Party commercial insurance or Medicare.
This service will not be subject to a copayment.

This service is billed with the alpha character R appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

6. Diagnostic Assessment — T1023

This is an intensive clinical face-to-face evaluation of a recipient’s mental health/developmental
disability/substance abuse condition that will act as a determining factor for the enhanced benefit
package of services. This diagnostic/assessment report includes an order for the Enhanced Benefit
services that provides the basis for the development of the PCP.

Provider and Staffing Requirements

The assessment must be signed and dated by the physician, a doctor of osteopathy, physician’s
assistant, nurse practitioner or licensed psychologist and will serve as the initial order for the
services included in the PCP.

The diagnostic assessment team must include at least two qualified professionals (according to the
requirement listed in 10A NCAC 27G), both of whom are licensed or certified clinicians. For
substance abuse-focused diagnostic/assessment, the team must include a certified clinical
supervisor or licensed clinical addition specialist. For developmental disabilities, the team must
include a master’s level professional with at least two years experience with developmental
disabilities. One of the team members must be a qualified practitioner whose professional licensure

12
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authorizes the practitioner to diagnose mental illnesses and/or addictive disorders. One of the team
members must be a physician, a doctor of osteopathy, physician’s assistant, nurse practitioner or
licensed psychologist.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

A recipient may receive one diagnostic assessment per year. Order requirements for additional
services added after the development of the initial PCP are specific to the service that is being
added. Refer to DMA’s website http://www.dhhs.state.nc.us/dma/mentalhealthlink.htm for a copy
of the service definitions. If psychological testing or specialized assessments are indicated, they are
to be billed separately using CPT codes 96100, 96110, 96111, 96115, or 96117.

This service is billed per event, which is defined as a complete assessment from two different
disciplines as defined above.

This service is provided to recipients ages three and older.

This service can be billed by only one Diagnostic Assessment team at one time.
This service is subject to both Third Party commercial insurance and Medicare.
This service is subject to a $3.00 copayment.

This service is billed with the alpha character G appended to the service specific attending
number.

7. Intensive In-Home Services — H2022

This is a time-limited service that can be provided to recipients ages 3 through 20 to diffuse current
crisis, intervene to reduce the likelihood of re-occurrence, ensure linkage to community services
and resources, monitor and manage presenting psychiatric and/or addictions symptoms, and provide
skills trainings and other rehabilitative supports to prevent out of home placement for the child.

The service requires a minimum of 12 face to face contacts the first month with the contact
being defined as all visits within a 24 hour period. A minimum of two hours of service must
be provided before the service is billable.

The number of visits per month for the second and third month of the service will be titrated with
the expectation of six visits per month. There are limitations on the provisions of other services to
prevent duplication of service. This service must be ordered by a physician, licensed psychologist,
physician’s assistant or nurse practitioner prior to or on the day that the services are to be provided.
Prior approval is required by the statewide vendor.

Provider and Staffing Requirements
This is a team service provided by qualified professionals, associate professionals, and

paraprofessionals according to the requirements listed in 10A NCAC 27 G. There is a team to

13
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family ratio to keep caseload manageable. Staff must have a minimum of one year documented
experience with this population and must complete the intensive in-home training with in the first
90 days of employment.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive intensive in-home services from only one intensive in-home provider
organization at a time. Services are provided in the home or community and are not billable for
children in detention or inpatient settings. This service is not delivered in a group setting.

The following services cannot be billed on the same date of service as Intensive In-Home:
H0036 HQ — Community Support Services - Group

H2033 — Multi-systemic Therapy

HO0015 — Substance Abuse Intensive Outpatient Program

H2012 HA - Child and Adolescent Day Treatment

HO0035 - Partial Hospital

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Health Services — per diem

RC911 - Behavioral Health Treatment Services - Rehabilitation

This service is billed on a per diem basis.
This service is not subject to Third party commercial insurance or Medicare.
This service will not be subject to a copayment.

This service is billed with the alpha character H appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

8. Mobile Crisis Management — H2011

This involves all supports, services, and treatments necessary to provide integrated crisis response,
crisis stabilization interventions, and crisis prevention activities. It is available 27/7/365 and
provides immediate evaluation, triage, and access to acute mental health, developmental disability,
and substance abuse services, treatment, and supports to effect symptom reduction, harm reduction
and/or to safely transition persons in acute crisis to the appropriate environment for stabilization.
Prior approval is required by the statewide vendor.

Provider and Staffing Requirements

14
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It is provided by a team that includes qualified professionals according to the requirements listed in
10 A NCAC 27G and who must be either a nurse, a clinical social worker or psychologist as
defined by this administrative code. Teams include substance abuse professionals, developmental
disabilities professionals, and a board-certified or eligible psychiatrist must be available for face-to-
face or phone consultation to crisis staff.

Paraprofessionals with crisis management experience may also be included on the team but must
work under the supervision of a professional. Experience with the population is required and 20
hours of crisis intervention training within the first 90 days of employment is necessary.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service has a limitation; however, the nature of the service requires stabilization or movement
into an environment that can stabilize so it is not a termination of service. The maximum length of
the service is 24 hours per episode and prior authorization is required after the first two hours for
the remaining 22 hours. Mobile Crisis Management should be used to divert individuals from
inpatient psychiatric and detoxification services. These services cannot be used as “step down”
services from inpatient hospitalization.

This service will be billed in 15 minute increments. A maximum of 96 units may be billed within
any two consecutive days.

The following services cannot be billed on the date of service as Mobile Crisis:
HO0040 — Assertive Community Treatment Team (ACTT)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0013 — Substance Abuse Medically Monitored Community Residential Treatment
HO0010 — Non-Hospital Medical Detoxification

HO0035 — Partial Hospital

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

RC911 - Behavioral Health Treatment Services - Rehabilitation

This service is subject to Third party commercial insurance and Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character F appended to the service specific attending
number.

Documentation Requirements
The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s

interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.
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9. Multi-systemic Therapy (MST) — H2033

This program is designed for youth between the ages of seven and 17 who have antisocial,
aggressive/violent behaviors and are at risk for out-of-home placement due to delinquency;
adjudicated youth returning from out-of-home placement and/or chronic or violent juvenile
offenders; and youths with serious emotional disturbances or abusing substances. This is a team
services that has the ability to provide service 24/7/365. The services include assessment,
individual therapeutic interventions with the youth and family, case management, crisis
stabilization, and respite. Specialized therapeutic interventions are available to address special
areas such as substance abuse, sexual abuse, sex offending, and domestic violence. The service
must be ordered by a physician, licensed psychologist, physician’s assistant or nurse practitioner
prior to or on the day that the services are to be provided. Prior approval is required by the
statewide vendor.

Provider and Staffing Requirements

The provider qualifications are, at a minimum, a master’s level qualified professional team
supervisor and three qualified professional staff (according to the requirements listed in 10A NCAC
27G). Staff is required to participate in Multi-systemic Therapy introductory training and quarterly
training on topics related to the needs of Multi-systemic Therapy youth and their family on an
ongoing basis. All Multi-systemic Therapy staff shall receive a minimum of one hour of group
supervision and duplication of services. Multi-systemic Therapy team member to family ratio shall
not exceed one to five for each member.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive Multi-systemic Therapy services from only one Multi-systemic Therapy
provider organization at a time. A minimum of 12 contacts are required within the first month of
the service and for the next two months an average of six contacts per month must occur. It is the
expectation that service frequency will be titrated over the last two months.

This service will be billed in 15 minute increments. Providers may bill a maximum of 32 units per
day but should not exceed 480 units in a three month period.

The following services should not be billed on the same date of service as Multi-systemic
Therapy:

H0036 HQ — Community Support Services - Group

H2022 — Intensive In-Home

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H0013 — Substance Abuse Medically Monitored Community Residential Treatment

H0010 — Non-Hospital Medical Detoxification

HO0035 — Partial Hospital

H2012 HA - Child and Adolescent Day Treatment
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10.

H0019 — Behavioral Health — Long Term Residential
H2020 — Therapeutic Behavioral Services — per diem
RC911 - Behavioral Health Treatment Services - Rehabilitation

This service is not subject to Third party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character |1 appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Partial Hospitalization — H0035

This is a service for children and adults (ages three and older) that is used as an interim treatment
for the prevention of an acute hospitalization or as a step down from an acute hospitalization.
Therapeutic approaches may include: individual/group therapies that increase the individual’s
ability to relate to others, community living skills/training, coping skills, and medical services. The
service must be ordered by a physician, licensed psychologist, physician’s assistant or nurse
practitioner prior to or on the day that the services are provided. Prior approval is required by the
statewide vendor.

Provider and Staffing Requirements

All services in the partial hospitalization are provided by a team, which may have a the following
configuration: social workers, psychologists, therapists, case managers, or other mental
health/substance abuse paraprofessional staff. A physician must participate in diagnosis, treatment,
planning, and admission/discharge decisions.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service is also used for special treatment programs (i.e., eating disorders program). The
current program for children and adolescents is located in a hospital setting and staffed according to
JCAHO requirements.

This service will be billed on a per diem basis.

The following services should not be billed on the same date of service as Partial Hospital:

HO0040 — Assertive Community Treatment Team (ACTT)
H0036 HA — Community Support Services - Child
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11.

H0036 HB — Community Support Services - Adult

H0036 HQ — Community Support Services - Group

H2011 — Mobile Crisis

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)
H0012 HB - Substance Abuse Non-Medical Community Residential Treatment
H0013 — Substance Abuse Medically Monitored Community Residential Treatment
H0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

H2012 HA — Child and Adolescent Day Treatment

S9484 — Professional Treatment Services in Facility-Based Crisis Programs
H2017 — Psychosocial Rehabilitation

HO0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

Any inpatient hospital setting

This service is subject Third Party commercial insurance and Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character D appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Professional Treatment Services in Facility-Based Crisis Programs — Adults — S9484

This existing service serves as an alternative to hospitalization for adults (age 21 and older) who
have mental illness/developmental disability/substance abuse disorder. It is a 24 hour residential
facility that provides support and crisis services in a community setting. The services are provided
under the supervision of a physician with interventions implemented under the physician direction.
The purpose is to implement intensive treatment, behavioral management, interventions or
detoxification protocols to stabilize the immediate problems and to ensure the safety of the
individual. It is offered seven days/week and must be provided in a licensed facility. Medicaid
does not reimburse for room and board. Prior approval is required by the statewide vendor at the
end of eight hours if additional hours are needed.

Provider and Staffing Requirements

At no time will the staff to recipient ratio be less than one to six for adult mental health recipients
and one to nine for substance abuse recipients.

Service Limitations
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EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This is a short-term service that does not exceed 15 days. This service cannot be billed for more
than a total of 30 days in a 12 month period.

This service is billed on an hourly basis and cannot exceed 16 units each day.

The following services cannot be billed on the same date of service as Professional Treatment
Services in Facility-Based Crisis Programs:

H0040 — Assertive Community Treatment Team

HO0035 — Partial Hospital

HO0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0013 - Substance Abuse Medically Monitored Community Residential Treatment
H0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

H2012 HA - Child and Adolescent Day Treatment

H2017 — Psychosocial Rehabilitation

HO0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

H0046 — Mental Health Services (not otherwise specified)

S5145 - Foster Care Therapeutic — Child — per diem

RC911 - Behavioral Health Treatment Services - Rehabilitation

This service is subject to Third Party commercial insurance and Medicare.
This is service is not subject to a copayment.

This service is billed with the alpha character C appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Psychosocial Rehabilitation — H2017

This service provides skill development activities, life skills development to support educational
progress, and pre-vocational training to adults (ages 21 and older) who have serious mental illness
or severe and persistent mental illness. It is available for a period of five or more hours per day at
least five days per week and it may be provided on weekends or in the evening. The interventions
must be included in the PCP and may be any of the following: behavioral
interventions/management, social and other sill development, adaptive skill training, enhancement
of communication and problem solving skills, anger management, family support, medication
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monitoring, monitoring of changes in psychiatric symptoms or functioning, and positive
reinforcement. It is provided in a licensed facility with staff to recipient ratio of one to eight. The
service must be ordered by a physician, licensed psychologists, physician’s assistant or nurse
practitioner prior to or on the day that the services are to be provided. Prior approval will be
required by the statewide vendor.

Provider and Staffing Requirements

Psychosocial rehabilitation services must be delivered by a mental health provider organization that
meets the provider qualifications established by DMH/DD/SAS and the requirements listed in 10A
NCAC 27G.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

An individual can receive psychosocial rehabilitation services from only one psychosocial
rehabilitation provider organization at a time. Psychosocial rehabilitation is a service that shall be
available 5 hours per day minimally and the setting shall meet the licensure requirements of 10A
NCAC 27G.1200. The amount, duration, and frequency of services must be included in the
individual PCP and authorized on or before the day services are to be provided.

Initial authorization for services must not exceed a six month period.

This service will be billed in 15 minute increments. Providers may bill a maximum of 32 units per
day.

The following services cannot be billed on the same date of service as Psychosocial
Rehabilitation:

HO0040 — Assertive Community Treatment Team

H0036 HQ — Community Support Services - Group

H2015 HT — Community Support Services - Team

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0013 - Substance Abuse Medically Monitored Community Residential Treatment
H0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

HO0035 — Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs

This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character S appended to the service specific attending
number.

Documentation Requirements
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The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Substance Abuse Comprehensive Outpatient Treatment (SACOT) — H2035

This is a periodic service that is a time-limited, multifaceted service approach for adults (ages 21
and older) who require structure and support to achieve and sustain recovery. It emphasizes
reduction in use and abuse of substances and/or continued abstinence, the negative consequences of
substance abuse and development of support network necessary to support necessary life style
changes, and the continued commitment to recovery. The individual components of the services
include individual and group counseling, family counseling and support, biochemical assays to
identify drug use, strategies for relapse prevention, life skills, crisis contingency planning, disease
management, and treatment support for recipients with physical disabilities or co-occurring
disorders. Recipients must have ready access to psychiatric assessment and treatment services
when warranted by the presence of symptoms indicating a co-occurring disorder. Prior approval is
required by the statewide vendor and medical necessity is imbedded in the definition.

The service must be ordered by a physician, licensed psychologists, physician’s assistant or nurse
practitioner. It must operate at least 20 hours per week and offer a minimum of four hours of
scheduled services per day with availability of at least five days per week with no more than a two-
day lapse between the services. Recipient must be in attendance for a minimum of four hours per
day in order to bill for the service.

Provider and Staffing Requirements

Staff must meet the requirements for certified clinical supervisor, licensed clinical addiction
specialist and certified substance abuse counselor or a qualified professional or associate
professional (according to the requirements listed in 10A NCAC 27G). Paraprofessionals can
provide services if under the supervision of the certified clinical supervisor or, licensed clinical
addiction specialist but not in lieu of a qualified professional position.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service will be billed on a per hour basis. Service must be billed 4 units per day.

The following services cannot be billed on the same date of service as Substance Abuse
Comprehensive Outpatient Treatment:

H0040 — Assertive Community Treatment Team

HO0036 HQ — Community Support Services - Group

HO0O015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment

HO0013 — Substance Abuse Medically Monitored Community Residential Treatment

H0010 — Non-Hospital Medical Detoxification
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HO0035 - Partial Hospital
This service is subject to Third Party commercial insurance and Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character P appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Substance Abuse Intensive Outpatient Program (SAIOP) — H0015

This service provides motivational enhancement and engagement strategies, random alcohol/drug
testing, and strategies for relapse prevention to include community and/or other strategies for
relapse preventions. Therapies include individual, group and family counseling and support, crisis
contingency planning, and disease management.

The service must be available for a minimum of three hours per day, operated out of a licensed
substance abuse facility, and can be provided in a variety of settings. Service must be available a
minimum of three days per week for a maximum of 19 hours per week with no more than a two-day
lapse between services. The maximum face-to-face ratio is an average of not more than 12
recipients to one direct service staff based on average daily attendance. The recipient must in
attendance for a minimum of three hours per day in order to bill for the service. Prior approval is
required by the statewide vendor.

Provider and Staffing Requirements

This service can only be provided by qualified substance abuse professional staff with the following
licenses or certifications: Licensed psychological associates (LPA), licensed professional
counselors (LPC), licensed clinical social workers (LCSW), certified substance abuse counselors
(CSACQ), licensed clinical addiction specialists (LCAS), and certified clinical supervisor (CCS).
Qualified professional (QP), associate professional (AP), or a paraprofessional with substance
abuse (SA) experience may also provide services if they are under the supervision of certified
clinical supervisor or licensed clinical addiction specialists. The program must be under the
clinical supervision of a certified clinical supervisor or licensed clinical addiction specialist who is
onsite a minimum of 50 percent of the hours of operation.

Service Limitations
EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical

and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.
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The amount, duration, and frequency of services must be included in the individual PCP and
authorized on or before the day services are to be provided. The initial authorization for services

must not exceed 12 weeks. Under exceptional circumstances, one additional reauthorization for up
to 2 weeks can be approved.
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This service will be billed on a per diem basis.

The following services cannot be billed on the same date of service as Substance Abuse
Intensive Outpatient Program:

HO0040 — Assertive Community Treatment Team

H0036 HQ — Community Support Services - Group

H2022 — Intensive In-Home

H2033 — Multi-systemic Therapy

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0013 — Substance Abuse Medically Monitored Community Residential Treatment
HO0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

H2012 HA — Child and Adolescent Day Treatment

HO0035 — Partial Hospital

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

RC911 - Behavioral Health Treatment Services - Rehabilitation

This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character Q appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Substance Abuse Medically Monitored Residential Treatment — H0013

This is a non-hospital medically monitored facility with fewer than 16 beds that provides 24-hour
medical/nursing monitoring. It also includes a planned program of professionally directed
evaluation, care, and treatment for the restoration of functioning for adults with alcohol and other
drug problems/addictions. Medicaid does not pay room and board. The service must be ordered by
a physician, licensed psychologists, physician’s assistant or nurse practitioner. Prior approval is
required by the statewide vendor.

Provider and Staffing Requirements
Staff requirements are certified clinical supervisor, licensed clinical addiction specialist, certified

substance abuse counselor, qualified professional, associate professional, and paraprofessional
(according to the requirements listed in 10A NCAC 27G) with training
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and expertise with this population. The program is under the supervision of a certified clinical
supervisor or a licensed clinical addiction specialist who is onsite a minimum of eight hours per day
and available 24 hours per day by phone. A registered nurse must be available to conduct nursing
assessments upon admission and oversee monitoring of progress and medication administration on
an hourly basis. A physician must be available 24 hours per day by telephone and must conduct
assessments within 24 hours of admission.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service is billed on a per diem basis.
This service cannot be billed for more than 30 days in a 12 month period.
This service is provided to recipients ages 21 and older.

The following services cannot be billed on the same date of service as Substance Abuse
Medically Monitored Residential Treatment:

H0036 HQ — Community Support Services - Group

H2011 — Mobile Crisis

H2033 — Multi-systemic Therapy

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)
H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
H0014 — Ambulatory Detoxification

HO0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization

H0035 — Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs
H2017 — Psychosocial Rehabilitation

This service is not subject to Third Party commercial insurance or Medicare.
This code is not subject to a copayment.

This service is billed with the alpha character O appended to the service specific attending
number.

Documentation Requirements
The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s

interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.
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16. Substance Abuse Non-Medical Community Residential Treatment - H0012 HB

This service is not available in any facility that has more than 16 beds. It is a 24-hour
professionally supervised residential recovery program that works intensively with substance abuse
disorders of adults who provide or have the potential to be the primary caregiver for their minor
children. It is a rehabilitation facility without medical nursing/monitoring where a planned program
of professionally directed evaluation, care, and treatment for the restoration of functioning for
individuals with as addictions disorder. Programs include assessment/referral, individual and group
therapy, family recovery, recovery skills training, case management, disease management,
symptoms monitoring, medication monitoring, and self management of symptoms. Education
services will be arranged although they are not reimbursed as part of this service. For programs
serving individuals with their children, the PCP will include services such as training in therapeutic
parenting skills, basic independent living skills, and child supervision. In addition, their children
shall receive services in accordance with 10A NCAC 27G.4100. The service must be ordered by a
physician, licensed psychologists, physician’s assistant or nurse practitioner. Prior approval is
required by the statewide vendor.

Provider and Staffing Requirements

Staff requirements are a certified clinical supervisor, licensed clinical addiction specialist and a
certified substance abuse counselor (according to the requirements listed in 10A NCAC 27G). The
program is supervised by a certified clinical supervisor or licensed clinical addiction specialist who
is onsite a minimum of eight hours per day and available by phone 24 hours per day. A qualified
professional, associate professional, and paraprofessionals can provide services under the
supervision of a certified clinical supervisor or a licensed clinical addiction specialist.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service is billed on a per diem basis. It cannot be billed more than 30 days in a 12 month
period.

This service is available for recipients ages 21 and older.

The following services cannot be billed on the same date of service as Substance Abuse Non-
Medical Community Residential Treatment:

H0040 — Assertive Community Treatment Team

H0036 HQ — Community Support Services - Group

H2015 HT — Community Support Services - Team

H2011 — Mobile Crisis

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)

HO0013 — Substance Abuse Medically Monitored Community Residential Treatment
H0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

HO0035 — Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs
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H2017 — Psychosocial Rehabilitation
This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character N appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Ambulatory Detoxification — H0014

Ambulatory detox is an organized service delivered by trained practitioners who provide medically
supervised evaluations, detoxification, and referral services according to a predetermined schedule.
A physician is available 24/7 by phone and to conduct an assessment within 24 hours of admission.
A registered nurse is available to conduct a nursing assessment on admission and to oversee the
monitoring of the patient’s progress and medications. The service must be ordered by a physician,
licensed psychologists, physician’s assistant or nurse practitioner. Prior approval is required by the
statewide vendor.

Provider and Staffing Requirements

These services are provided in regularly scheduled sessions by a certified clinical supervisor,
licensed clinical addiction specialist, qualified professional or associate professional (according to
the requirements listed in 10A NCAC 27G).

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service cannot be billed prior to dates of service June 1, 2006.
This service is billed in 15 minute increments. Providers may bill a maximum of 8 units per day.

The following services cannot be billed on the same date of service as Ambulatory
Detoxification:

H0040 — Assertive Community Treatment Team

HO0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment

H0013 — Substance Abuse Medically Monitored Community Residential Treatment

HO0010 — Non-Hospital Medical Detoxification

H2036 — Medically Supervised Detoxification/Crisis Stabilization
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HO0035 - Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs
H2017 — Psychosocial Rehabilitation

H0020 — Opioid Treatment

H0019 — Behavioral Health — Long Term Residential

H2020 — Therapeutic Behavioral Services — per diem

RC911 - Behavioral Health Treatment Services — Rehabilitation

This service is not subject to a Third Party commercial insurance or Medicare.

This service is billed with the alpha character L appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Medically Supervised Detoxification/Crisis Stabilization — H2036

This is an organized service delivered by medical and nursing personnel that provides 24-hour
medically supervised evaluation and withdrawal management to adults in a permanent facility with
16 or fewer beds. Services are delivered under a defined set of physician-approved policies and
physician-monitored procedures and clinical protocols. Recipients are often in crisis due to co-
occurring severe substance-related mental disorders and are in need of short-term intensive
evaluation, treatment intervention or behavioral management to stabilize the acute or crisis
situation. Recipients are carefully evaluated to ensure they obtain the appropriate level of care.
Medicaid does not reimburse for room and board. The service must be ordered by a physician,
licensed psychologists, physician’s assistant or nurse practitioner. Prior approval is required by the
statewide vendor.

Provider and Staffing Requirements

The program is staffed by physicians and psychiatrists who are available 24 hours per day by phone
and who conduct assessments within 24 hours of admission. A registered nurse is available to
conduct a nursing assessment on admission and oversee the monitoring of a patient’s progress and
medications on an hourly basis. Appropriately licensed and credentialed staff is available to
administer medications in accordance with the physician’s orders.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service cannot be billed prior to dates of service June 1, 2006.
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This service is billed on a per diem basis. It cannot be billed for more than 30 days in a 12 month
period.

This service is available for recipients ages 21 and older.

The following services cannot be billed on the same date of service as Medically Supervised
Detoxification/Crisis Stabilization:

H0040 — Assertive Community Treatment Team

H0036 HA — Community Support Services - Child

H0036 HQ — Community Support Services - Group

H0015 — Substance Abuse Intensive Outpatient Program (SAIOP)

H0013 — Substance Abuse Medically Monitored Community Residential Treatment
HO0014 — Ambulatory Detoxification

H0010 — Non-Hospital Medical Detoxification

HO0035 — Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs

H2017 — Psychosocial Rehabilitation

This service is subject to Third Party commercial insurance and Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character U appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Non-Hospital Medical Detoxification — HO010

Medically monitored detoxification is an organized service by medical and nursing professionals
that provides for 24 hour medically supervised evaluations and withdrawal management in a
permanent facility affiliated with a hospital or in a freestanding facility of 16 beds or less. The
specifics of admission criteria are included in the definition; the service is provided to adults.
Medicaid does not reimburse for room and board. The service must be ordered by a physician,
licensed psychologists, physician’s assistant or nurse practitioner. Prior approval is required by the
statewide vendor.

Provider and Staffing Requirements

It is staffed by a certified clinical supervisor, a licensed clinical addiction specialist, a certified
substance abuse counselor, a qualified professional, an associate professional, and paraprofessionals
(according to the requirements of 10A NCAC 27G). A physician is available 24 hours a day by
phone and conducts an assessment within 24 hours of admission. A registered nurse is available to
conduct a nursing assessment on admission and oversee the monitoring of the patient’s progress
and medications.
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20.

Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service cannot be billed prior to dates of service June 1, 2006.
This service is available for recipients ages 21 and older.

This service is billed on a per diem basis. It cannot be billed for more than 30 days in a 12 month
period.

The following services cannot be billed on the same date of service as Non-Hospital Medical
Detoxification:

H0036 HA — Community Support Services - Child

H0036 HQ — Community Support Services - Group

H2011 — Mobile Crisis

HO0015 - Substance Abuse Intensive Outpatient Program (SAIOP)

H2035 — Substance Abuse Comprehensive Outpatient Treatment (SACOT)

H0012 HB — Substance Abuse Non-Medical Community Residential Treatment
HO0014 — Ambulatory Detoxification

HO0013 - Substance Abuse Medically Monitored Community Residential Treatment
H2036 — Medically Supervised Detoxification/Crisis Stabilization

HO0035 — Partial Hospital

S9484 — Professional Treatment Services in Facility-Based Crisis Programs

H2017 — Psychosocial Rehabilitation

This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character M appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Outpatient Opioid Treatment — H0020

The program must be licensed and must meet the state and federal guidelines for this program
before beginning the endorsement process. This medical service is for the treatment of opioid
addiction. The service must be provided in conjunction with rehabilitation and medical services. It
is provided for detoxification, treatment, and maintenance. Prior approval is required by the
statewide vendor.
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21.

22.

Provider and Staffing Requirements
The program is provided by a registered nurse, licensed practical nurse, pharmacist, or physician.
Service Limitations

EPSDT allows a recipient under 21 years of age to receive services in excess of the limitations in
this section when such services are medically necessary to correct or ameliorate a defect, physical
and mental illness, or a condition identified by a screening. For additional information about
EPSDT, see special provision, page 4.

This service is billed on a per diem basis.
This service is available for recipients ages 21 and older.

The following services cannot be billed on the same date of service as Opioid Treatment:
HO0014 - Ambulatory Detoxification

This service is not subject to Third Party commercial insurance or Medicare.
This service is not subject to a copayment.

This service is billed with the alpha character T appended to the service specific attending
number.

Documentation Requirements

The minimum documentation standard is a service note that includes the recipient’s name,
Medicaid identification number, date of service, purpose of contact, and describes the provider’s
interventions, including time spent performing the interventions and the effectiveness of the
intervention and the signature and credentials of the staff providing the service.

Evaluation/Assessment/Individual Outpatient Psychotherapy/ Outpatient Family
Therapy/Group Therapy

The January 2005 and May 2005 Medicaid Special Bulletins contains information about these
services, the provider types, and billing information. These bulletins are available on DMA’s
website at http://www.dhhs.state.nc.us/dma/bulletin.htm. Service requirements and limitations as
well as billing information are also available in Clinical Coverage Policy #8C, Outpatient
Behavioral Health Services Provided by Direct-Enrolled Providers, on DMA’s website at
http://www.dhhs.state.nc.us/dma/mp/mp.index.htm.

Psychiatric inpatient hospital, Level | through 1V Residential Treatment Services
and Psychiatric Residential Facility Treatment Services

For information regarding inpatient services, residential services Levels I-1V, and psychiatric
residential treatment facilities, refer to the individual clinical coverage policies for behavioral health
services on DMA’s website at http://www.dhhs.state.nc.us/dma/mp/mp.index.htm.

31




N.C. Medicaid Special Bulletin May 2006

Billing Summary

HCPCS Code | Alpha Service
Character

H0036 HB B Community Supports Services — Adult

H0036 HA B Community Support Services — Child

HO0036 HQ B Community Support Services — Group — Adult or Child

H2015 HT B Community Support Treatment Team (CST)

HO0040 A Assertive Community Treatment Team (ACTT)

H2012 HA R Child and Adolescent Day Treatment

T1023 G Diagnostic Assessment

H2022 H Intensive In-Home Services

H2011 F Mobile Crisis

H2033 I Multi-systemic Therapy (MST)

H0035 D Partial Hospital

S9484 C Professional Treatment Services in Facility-Based Crisis
Programs

H2017 S Psychosocial Rehabilitation

H2035 P Substance Abuse Comprehensive Outpatient Treatment

HO0015 Q Substance Abuse Intensive Outpatient Program

HO0013 o] Substance Abuse Medically Monitored Residential Treatment

H0012 HB N Substance Abuse Non-Medical Community Residential
Treatment

H0014 L Ambulatory Detoxification

H2036 U Medically Supervised Detoxification/Crisis Stabilization

H0010 M Non-Hospital Medical Detoxification

H0020 T Outpatient Opioid Treatment

DMA will begin to phase out the Area Mental Health provider specialty effective with specific dates of
service in order to encourage endorsement and provider enrollment. The four windows under which this
provider specialty will no longer be able to bill for Enhanced Mental Health/Substance Abuse Services are
as follows:

Window Last date of service for Service that will be phased
Billing out for AMH providers
1 March 19, 2006 H0036, H0036 HI, HO0036

HM, H0036 TL, H0036 U1,
T1017 HE, H0035 HA, H0035
HB, H2012 HB, S9485, S9485
HA

2 May 31, 2006 H0040, HO0036 HA, HO0036
HB, H0036 HQ, H2015 HT,
H2011, H2022, H2033,
T1023, H2035, H0035, H2017

3 June 30, 2006 H0012 HB, HO0013, H2012
HA, 59484, H0020, H0015
4 September 30, 2006 H0014, H0010, H2036
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Instructions for Completing a Claim for Enhanced Mental Health/Substance Abuse Services

Refer to the following information for completing a CMS-1500 claim form for the above services.

Block #/Description Instruction

1. Place an X in the MEDICAID block.

1. a. Insured’s ID Number Enter the recipient’s Medicaid ID number (nine digits and the
alpha suffix) exactly as it is shown on the recipient’s Medicaid
ID card.

2. Recipient’s Name Enter the recipient’s last name, first name and middle initial

exactly as it is shown on the Medicaid ID card.

3. Recipient’s Birth Date/Sex | Enter eight numbers to show the recipient’s date of birth —

MMDDYYYY. The birth date is on the Medicaid 1D card.
Example: July 13, 1978 is 07131978

Place an X in the appropriate block to show the recipient’s sex.

4. Insured’s Name Leave blank.

5. Recipient’s Address Enter the recipient’s address, including the city, state, and zip
code. The information is on the Medicaid ID card. Entering
the phone number is optional.

6. - 8. Leave blank.

9. Other insurer’s name Enter applicable private insurer’s name.

9.a.-9.d. Enter applicable insurance information.

10. Is recipient’s | Place an X in the appropriate block for each question.

condition...?

11.-14. Optional.

15. - 16. Leave blank.

17.,17. a., and 18. Optional.

19. Reserved for Local Use Leave blank.

20. Outside Lab Leave blank.

21. Diagnosis or Nature of Enter the ICD-9-CM codes to describe the primary diagnosis
llIness related to the service. You may also enter related secondary

diagnoses. Entering written descriptions is optional.

22. Medicaid Resubmission Leave blank.
Code

23. Prior Authorization # Leave blank.

Note: Blocks 24A through 24 K are where you provide the details about what you are billing. There are
several lines for listing services. Each line is called a detail. When completing these blocks:
e Use one line for each HCPCS code that you bill on a given date.
o If you provide more than one unit of the same service on one day, include all the units of the service
on the same line.
¢ Include only dates of service for which the recipient is eligible for Medicaid.
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Block #/Description

Instructions

24.a. Date(s) of Service, From/To

Enter the date of service in the “From” date field and then
the same date in the “To” date field.

24.

b. Place of service

Enter the appropriate place of service code.

24.

c. Type of service

Leave blank.

24.

d. HCPCS code

Enter the appropriate HCPC code and modifier (if
applicable) for the service being provided.

24.

e. Diagnosis Code

Leave blank.

24.f. Charges Enter the total charge for the service on the line.

24. g. Days or Units Enter the number of units. (i.e. 1 unit = 15 minutes or 1 unit
=1 day)

24.h. - 24.1. Leave blank.

24.j.—24. k. Optional.

25. Federal Tax ID number Optional.

26.

Recipient’s account #

Optional. If you enter a number, it will appear on your RA.

27.

Accept assignment

Leave blank.

28.

Total Charge

Enter the sum of the charges listed in item 24 F.

29.

Amount Paid

Enter the total amount received from the Third Party
commercial insurance if the service is subject to Third
Party commercial insurance.

30. Balance Due Subtract the amount in Block 29 from Block 28 and enter
the result.
31. Signature of Agency Leave blank if there is a signature on file with Medicaid.

Otherwise, an authorized representative of your agency
must sign and date the claim in this block. A written
signature stamp is acceptable.

32. Name and Address of the
facility

Optional.

33. Billing Name and Address

Enter your agency’s name, address, including zip code, and
phone number. The name and address must be EXACTLY
as shown on your Medicaid participation agreement.

PIN# Enter you seven-digit Medicaid attending provider number
with the appropriate alpha character which defines the
service being provided.

GRP# Enter your seven digit Medicaid billing provider number.
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Community Support Services - Child
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Children and Adults

Community Support Services - Group
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FEAD BAGK OF FORM BEFORE COMPLETING & SIGHING THIS FORM.
Faharize ihe reieasa of eny madicel of othat infoemation nasossisy
it beinefits @Thar 1o myssll of T e DAty Who a0tans assgnmant

paryrrae o raonicad i
Sarices destribed biow

.
SGNED - DATE SGRED
4, DATE OF CURSENT: ELLNESS {Frst eymydon) OR T HAS HAD SAME e
Md o B0 oYY ‘IMU&Y{M&:}& ' GAE FIRETOATE MR- 0D - WY
: PREGHANCYILMP)

17, NAME-OF REFERRING PHYSICIAN OR OTHER SOUR

172 10, MUMBER OF REFEAAING PHYSGIAN | |18 ¢

‘|14 RESERVED FOR LOCAL USE

21, DIAGNCES O NATURE OF 5 OF INAURY. (RELATE (TEMS 1.2,

120 5l
-3 - 4
24 A —
TES SERVS SERVICES, OR SUPPLIES SNOS T -
' ;::t!};ﬂ\TE.‘S)’J‘FSER\%CETD (Eipin Unosuat Cimemianons R $ CHARGES EE%:}MP;FGR
:_Af_.:f 05 Wy HA oD YV CRTHOPCS | MODIFER CODE £ L o )

03 20 06|03 20 :C6

190 00 1

Any Provider
12 Any Street
Any town, HC

pees 8300000H
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Mobile Crisis

HEALTH INSURANCE CLAIM FORM F

CHAMPYVA

fa NEBUREDS LD, K
9999999997

T TELEEHONE {incuos Arsa Cole}
i 916 | 123-4587
S MAME iLasi Nam. Fired

25 POLICY OR GA0UP NUMEER & EMPLOYR

. INSURANCE PL?

ZiP CODE

1T MSURED'S POLICY GROLF OF FECA NUMBER

2. INSURED'S DATE OF BIRTH
Y

b EMPLOYER'S NAME OR SCHOOL NAME

|, INSURANCE PILAN NARE 03 9“{‘&?\ W-‘...

{AE OFf PROGRIN, HAME

! 12, PATIENTS OR AUTHORIZED PERSON'S SIGHATURE | auttorize the reloesa of

¢ 15 THERE ANDT)

HEALTH BENEFIT PLANT

READ BAGK OF FORM BEFORE COMPLETING & SIGNING THIS FIIRM.

medial & dihbr mioe

0] _ ﬂeﬂs"'?‘wkf#ﬁ“!'c"‘z me‘iapw.p
b peiotets this clim. | e reduést] payinent of governiment befeiils edhes lo novmel o 15 fhe Dary who accepis assigamant TanAces dastrbed telow.

bl

SGNED DATE SHENEL

L]

L

4. DATE OF CURAENT: {
ksl

LAY (Asient; DR
FREGNANCY(LMPI

| 7. RAME OF EF]

NESS (Fiust W m) OR 115, 6 PATIENT HAS HAD SAME OR S
| GNEFIRETDATE MM

Co

& ATES PATENT SHABLE 10 WORK 1 GUARER
o 0
Fa0

s PHYSICIAN OR OTHER SOUACE

18 LOSPITALIZATION C;.‘-‘ES RELATE
M, DB, oYY
FROM

f"-v RESERAVED FOR LOG

OCAL USE

5, CUTSDE Laé7 § CHARGES

[ P

[

250

GROEIS R NATURE OF §

hid

RESS OR NREY, (RELATE ITEMS 1,23 OR 3 10 TEM 24E 87 4

72, MEDICARD FESUBAGEIN
CoDE " pRicRAL REF NO

2, FAIGR AUTHORIZATION NUMBER

06 03! 20 | 06 |

E E
TE(S) OF S'Eﬁ"f'iC‘—‘.Ta DIAGNOES
!.I.U. oy CODE CHERGES

127 16

L CHARGE
127 16 ;s

. Provider

&ny Provider
12 Any Street
Any town, NC 12345

o 8300000F . 8300000
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oo NOT
STAPLE I— Multi-systemic Therapy (MST)
iNTHIS ]
A HEALTH INSURANCE CLAIM FORM

1, MEDICARE

$959995594T

Jane D.

<, NEURED'S A

| Rec 1pj ent,

PATIENTS ADUR Mo S

123 Any Street

T NSUREDS ADDR

ny Town

Inchude Arga o)

123-4587

WP LODE
12345

UREDS NAME ( < Ve, Mo (i}

2 GTHER INSURED'S POLICY OR GAGUP Uk

GTHES INSUREDS DATE OF B-‘-ﬂw 3EY
WY

\-ll-l DG

o EMPLOVERS NAVE O SCHOOL NAE

11, INSURED'S PFORICY

. INSURANCE PLAN NAME OR BROGHAM KAME

4. INSLURANCE PLAN NAME OR PROCRAM NALIZ

READ BACK OF FORI.'I BEFDHE COHP!.E‘!PNG B SHGIHG THIS FORML
12, PATIENTS OF AUTHORZED PERSGINS iz the rekrass of ary midicsd 6r offer mfemation recassEny
I process this claim | ase reques! el benJ:.'. eithar o miysel| of b the party who atcaps 2SS Mt

M.»‘-‘!E OF REFERFING PHYSICIAN 0RO ~<—-€ SORACE 17a 0. NUMBER OF REFERRING PHYSICIAN

oW

SIGNED e — SiGRED . .
174, DATE OF 1 »r i LES HAG W‘ORSN.U-E ILLNESS. [ 16. DATES PATENT u%; 10 WORK i CURRENT L‘CDW'.R r
! L ‘JD STOATE MW ¢ OO . M2 DE <Y T

0 TG CURRE
MBE

1

15 RESERVED FOR LOGAL USE

§ CHARRES

TE (TEMS 1,230 4 10 TEM 248 BY

|27, DIAGNOEIS OR NATY

‘R

Provider

, 290 - b4
2l
4, A E
A'Eu i) OF SERVICE,
AL BE) WY MM 5 CHARGES
030 20 06030 20 44 16 i
TOTaL CHARGE
94 18
VEGHANE, 5

L BHO

EW
Rkny Provider
12 Any Street
Any town, NC

83000001

12345
=y 8300000
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Partial Hospital

FEALTH ‘NSURAHCE CLAIM FORM
WHURED'S LD NUMEER

9999999997

4 INEUREDTS RAME

DATE OF BiRTH
£ DD, YY

b EMPLGYERS NAME OF SCHOCL NABE

o PISURANCE PLAN NAME O FROGRANM Naks

10d. RESERVED FOR LOCAL USE

H READ BACK OF FORM BEFORE COMPLETING & SIGNNG THIS FORM.
2 PATIENTS OR AUTHORIZED PERSON'G SHINATURE 1 shorizs the reiatd o oy modical o

Tty ndodimadio nbchssay

o process Ties claim. | elsd fbgleal pyinend of govedivient bensis edfhar to mysall o to 9 pary Wih acoapis assiment sonioss desrbed belys.
Boiow
© 44, DATE OF CURRENT: 'LLM:“‘»‘memeﬂ 15, 5 PATIENT HAS HMSMJEEPRSM.AR LLNESS. [ 16, DATES PATENT UNABLE TO WORK 18 CURRE
S ¢ FAY (Aot GR GIVE FIRE™ DATE i Y MDD Y i
Pﬁi NANC YL . FRO# r ¥

7. NAKE OF REFERRING PHYSIGIAN OF OTHER BSOURCE 17a. 1.0, NUMBER GF AET

HOSFITALIZATION [
e, 0D

Lo
[ 5. FESERVED FOR LOGAL USE : L. 20, GLUTSIOE LAS"

i

D F
PROCEDURES, SERVICES, DR SUPPLIES
{Eepiain Limgs Cirogmstancas)
CoTHOPGS | | MOGFEA SCHARGES
HO035 H 121 &%

b

PATIERTS ACCOUNT NG

(P AROUNT PAD

! Any Provider

I 12 any Street
a. Provider | Any town, NC 12345
SIGNED E;:,.sp 83000000 crre 3300000
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PLEASE
DO NOT
STAPLE
INTHIS
AREA

HEALTH INSURANCE CLAIM FORM

Professional Treatment Services in
Facility-Based Crisis Programs

crsers SN) T

OTRER]

a8 INSURETS LD
9995925997

, Kidre mdral}

fReCLPJ.E'.‘lE; Jane D.

13 11878 M|

SUREDTS HAKE ¢

5. PATIENTS ADDRESS (Ne., Sireat;
] 123 Any Street

LATIONSHIP T ‘H"LF‘F'

ciY

ZIP CUDE [ TELEPHONE (NG

3

{7 OTHER INSURED'S POLICY DR GROUF NUMEER
.

o, OTHER IRGURED'S DATE OF BIATH
e | ¥y

RS NAME OA BCRODL NAME

i
k i
FECA NOMEER

LAY GRAUR O

& NSURED'S DATE OF BISTH
MM, DD WY

b EMPLOYER'S NARSE O SCHODL MAME

AR AN W‘F QR PROGRAM NAKE

3, INGURANCE PLAN NAWE OR PEOGRAM NAME 100, RESERVED FOR LOCAL USE

FEAD BACK OF FORM BEFDRE COMPLETING & SIGNBNG THIS FORM.

i 15 THERE ANOTHER HEALTH BENEFIT FLANY

el H yas, ¢ e'v#‘.oarsarw“& e dein § ad.

HER SOURLE 172 1.0 HUMBER OF ;{::FEFERIN.':. i

17, HAME OF REFERFING PHYSICIAN 0RO

f
!

] 3. NSUASDS OR AUTHORIZED FERSON'S SIGNATURE | siahoriis
12, PATIENT'S OF AUTHORZED FERSONS SIZRATURE 1 authofize tha relaase of any medical of oy smlommamon nesasssry et ol mscal Senelils 10 e Uidersnag physielsn o7 supsier lor
o peicess 1 ciaimn, | 60 TequUBS! parment of governmen] Deneden exher o mrysell or 1o e pay wh socepls assignment BarAces dascribed balow.
Do
BIGNED T DATE S SIGRED
114, DATE OF CURRENT: LLNESS Frsl symigtom) OR | 15, F PATIENT HAS HAD SAME OR 16. DATES PA
HIT R WY (Acedent) OR GIVE FIRSTDATE MM ¢ 0D L]

9. RESERVED FOR LOCAL USE

§ CHARGES

1. DIAGNOSS OF Nﬁ'.rqe OF LLNESS OF INJURY, (RELATE (TEMS 1 23 08 4 TO TEM 248 BY LINE) ———

W
CRIGHAL REF. NO

) 290 . ¥ i .

P T 23, PRUOR AL/ HOAEATION NUMBER

2.
£ [ I E F m

DATE(S) OF SERVICE r,rpn '?Flacewﬁes sewces OR SURFLES . P
- T (Explain Unirioal Clrcimstancas} v 3 CHARGES LooAL uchR
M 0D WY HM DD 7Y Banieas, COCE WOCIEER GO : Y =
03 20 (06!03] 20 108 |21 s048d4 | 300 48

75 ACCOUNT 8O, 27, ACCEPT ABSIGNIENTY

{rot Q‘v“ UeTs seeb.‘r-'.

25, FEDERAL TAX 1D &

2 AND ADDRESS OF Far "
RENDERED (f o fhan home o oifice]

k. Provider 03/26/08
. BATE

feps 830G0000C i

Rny Provider
12 Any Street

Bny town, NC 12345

sog 8300000
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psychosocial Rehabilitation

HEALTH INSURANCE CLAIM FGﬁM
OTHER] 1. NSUAED'S LD. NUMEER

39999999397

R —

(TS ADGRESS (No., Strest)

= 1S ADORESS fhlo,
123 Any Street

| Any Town

il Arga Coda)
919} 123-4567

P

| TF COTE
12345

i\
T:»FP.'{‘,"RE_.S?-nK‘,EJLasl&m”e FIrgl Mame, Mddip inmadl

2, DTHER INSURECS POLICY O GROUP NUMBER

« NSURED'S DATE O BT p
we . 08 |

b, DTHER BISURED'S DATE OF BIRTH SEX
wn o DD VY

[ . EMPLOYER'S NAME OR SCHOCL HﬁMEL . INSURANCE PLAN NAME OFF PROGRAM NaME

o, BAERANCE PLAN NANE OR PROGRAN NAME

FEAT BACK GF FORM BEFOAE COMPLETING 5 SIGNING THS FORM. RS

12, PATIENT'S OR AUTHORIZED PERSONS SISHATURE | authizs the relsass of any madital o offiy & Jon'mm RSy }wm of rmdu:ae artitn &
i process thes ciaim. | aise reguest parpment of govertmen] benabis eRnes 10 Mvssll o 1 N DAy Wi AL0HDNS B854 SETCES

o,

TGNED SIGNED ...

16. DATES PATENT UNABLE T WO
W 0D . Yy

AL GANE OF SBALAR LLNES
oD oYY

FROM
7 NAE CF FEFERRING PHVSICIN *an OTER SOURCE 18, HOSPTALIZATION OA'
MM DD YY
ERGH
| 13 RESERVED FOR LOCAL USE T 5 CLTEDE LA —

T TIRGROS TS 08 NATURE OF LLNESS OR I
¥
. L2 2l S

3 I

l_,r:‘x“‘&’ §OF -.%FR\:H’.,:.‘O

Wi DD YY MM DD YY)
{03 20 0 06|03 20 46

% CHERGES

936 | 4

Any Provider
12 Any Street
Aoy town, NC 12345

! |
‘A, P 1 03/20/08 H 4
?- ;Qv dex :,'.&ll'{:' ’ e 23000008 I
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PLEASE
DoNoT

Substance Abuse Comprehensive
Cutpatient Treatment (SACCT)

HEALTH Ef\lS’..lFI&\f'lCE CLAIM FORM
10 MaMgen
93059533347

FRAME [Lanay M, Fiftt Nrthe, Mich

1123 Any Street

| Any Town
P COoE ONE ilsciude Arda Cods) t " {7Eco0E
12345 i ’ 919 ‘, 123-4587

ETREL S HAME 1 a“.l \.;‘TF F-'sl hame, Mddia

b. OITHER INSUI
M . DO

£ p—

T EWPLOVERS NARE OF SCHOCL NAWE

7, INGIRANLE FLAM NMAME O PROGRAM MAME

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENTS OF AU TRURZED PERSONS SIGNATURE © autharzn the resasa of any fAudesal or offed sviofmason neoadsany
0 process s clain: | Ao reguRst payend of governmen) beralils edher o erpsel o ig the party who aCosRS assgnmEnt

e,
SIGNED . B DATE

14, DATE OF NT HAG HAD SAME o?s-@mm ALNESS, | 16. GATES PATENT b MABLET WICRK N (1
W 0D STDATE MR 0?} ww i D

17a. LD, MUIKIBER OF REFERF!EN-.‘; PHYSI0IAN N GFUE!} RELATE
W, DD Y
FROM

20.CUTSIDE LAST

S OR INJUAY. (RELATE ITEMS 1 2 30R 2 TG ITEMAUE BY LINE) ———

?

- i S
o
_ DATE(S) OF SERVIGE PROGEDURES, SERVICES, A SUPFLEES
From T {Explain Unsus! Sirmemsiznoaes)
ME DD VY WM DD d COTHCPCS | MODWER
e Go v Mw D9
10320 0 06|03 20 |06 H2035 |
i
WORURPUDTN, IOTO N

ENT'S ACCOUNT NO:

L4 ]
“‘NH:PE r.R‘r CES WER

Any Frovider !
12 Any Street !
Any town, MC 12345

s 83000002 - §300000

‘A, Provider
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PLEASE
g '\éf)‘.’

Cutpatient Program (SAIOE)

R Substance Abuse Intensive
R

PICA HEALTH INSURANCE CLAIN FORM PiGA
OYSER] s INSUREDS LD NL g
99599999599T
£, NSURED'S MA

V MEDICARE Lﬂ DEAID CHAMPUS CHAMPYA
Sponstrs S8V Fa 2
istre, Wit e

T2 PETERTENANE
| Recipient, Jane D.

‘5

TENTS ADDRESS Mg, Strast)

P 123 Any Street

T4 OTHER WSURED'S POLICY OR GROUP NUMBER
: { NO 6
{5, OTHER SURED'S DATEOF E1th o i AUTO ACCIDENT? (. EMPLOVER & RAME OF SGHROCL N
DM, oD Y - |
by Fi
P M { - _i
- EMPLOYER'S NAKME GHRCRDS;NAME £ NSURANCE PLAN HAME OR FROGRAR NAME
& WEURANCE FLAN NAME OR PROGRAM NAME 615 THERE ANCTHER HEALTH BENEFIT PLANY o
! —3\' 5 :_j. L] i yos, rebwn o
I FEAD BACK OF FORM DEFORE COMPLE TING & SIGNING THS FORRL 135, NSURED'S DR AUTHORIZED
12, PATIENT'S OR AUTHORIZED PERSONS SIGHATURE 1 aufhaide T rabeass of 57y medun! of otner iirmation necassery paymant of midonl Bong
+ En0ess thic claim, [ dig fequest pEyImend of GOVBINMent DAneRS BiMer 10 mivsell 4 3 the By Wi 002pAs 2eanmen saracks sescribed bl
TR
SIGNED _ S — R DATE . SIGNED
14, DATE :::Ijme T :
L LY ] ) €000 Y
N mm&uwﬁ . ) FROAE {0
7 RAE OF REFERAAG PSR TR OTHER SUURLE 173, 10, NUMBER OF AEFE 18 HOSPITALIZATION D
FRCM )
¥9: AEGEAVED FORLOGAL SE o T og UTE0E LA

{21, DIAGNOSIS OF NA E55 OR INJURY. IRELATE

E K
biAGHOSS TS P | meseaveD Fon
conE scrmmoes | 0 PE Y eug lcos | Cooal ugE

ASSIGRMENT
S04 DRCK]

Any Provider
1 12 Any Street
' &ny town, NC 12345
'B. Provider 03/20/06 ¥ d *
. . {7e 83000000 | saes 8300000
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PLEASE
00 NOT

Filsa

HEALTH INSURANCE CL MM FORM

Substance Abuse Medically
Monitored Hesidential Treatment

1 MEDICARE

EALTH PL
(55N o 4 i

OTHER]

a. INEUREDE LD

9999999997

o

:'\J‘-’IENT'S BIRTH DATE
WM . OD . YY -
13 11878 M

| & PATIENTS ADGR
i

i 123 Bny Street

:nny Town P we L .

| TELEFHONE {inciuda Area Code)
, {919 ) 123-4567

W CODE

S WAME iLast Name, Firsl Nama, bade intal]

¥ DR GROUP NUMEER
s

o, DTHER INGURED'S DATE OF BIRTH = i b AUTO ACDDENT?

i
1t INSURED'S POLICY GROUR O

s

& MSURED'S DATE OF SIRTH
W, 0D Y

LOVER'S NAME un SEHOOL RAME

oL D0, VY i
! [y F Mves
{ L
< ENPLOVERS MAE OF SCHOO. NAME £ OTHER AGGIOENT? = INSURANGE PLAN NAME OR PROGRAM NAME
s

5 BSURANCE PLAN NAME O PROGRAM MANE 104, RESEAVED FOM LOCAL LSE

14,15 THERE ANOTHER HEALTH BENEFTT PLAN?

#m Telm 10 Ane coraeta e § 3,

v I —
READ BACK OF FORN BEFDRE COMPLETING & SIGNING THIS FORK.
12 PATIENTS Oft AUTHORIZED PERSON'S SIGNATURE {adthadze the relsass o) any sedical of cihar information necassary
16 frooess ths claith | e reGUESt Daymeni o gevemEnant benedis either 0 myseil of io the party whi Bcoapls sesgnmsd

5 SIGNATURE | menerae
_mmrt of mwﬁ!r. e Jnmig:m phyesizn o supplier for
wervices desorbed beiow.

f== 0
SUENED — . DATE SIGHED _ B —
4 DATE OF CURFENT: 4 ILLNESS (Fret rj‘mm.luﬂ 1 PATICNT FAS HAD SAME OF SWILAR LLNESS. | 16, DATES PATENT UNABLE TO WORK IN CURRENT agu,v; TN
el S 4 WILRY (Acodent) OR GIVE FIRSTDATE MM : 0D+ YY T WM oD
: PREGNANCYLMP} i FroM o
= NAME OF REFERBING PHYSICIAN DR CTAEA SOURCE 17a 10, NUWBER OF REFERRMNG PHYSICIAN I »oowauznm DATES RELATED TG CURRENT SERVIES
i oo Lad
o : 10
) o 5. CUTSIE LAS R

19, RESERVED FUR LOCAL USE

AT O HATURE OF ILLIESS OR INJURY, (RELATE (TEMS 1 2.3 OR 4 T0 ITEM 24 BY LRVE) ——

i
i1 L 290 L P S NSNS
L S 4 I____._.‘
A B [ ¢} ] E F I
DATEIS: OF SERVECE — 1PROCEDURES, SEFVFES CRBUPPLIES]  pusmumere i
From To o (Expiin Unusand Citcamatercesy | ot 5 CHARGES 1
W oD vy e DO Y ¢ CPTHLPLE | MODIFIER | . ) i
- T H {
03 20 . 0603 20 06 ;21 H0013 | 265125 Pt !
t . t + .'

TIENT'S ACCOUNT 8O 7. :\D’"E

e

w

IVSTIANS, SUPPLIER'S BILLING NRME
5 PHONE &

Any Provider

12 Rny Street i
: 03/20/06 Any town, NC 12345 ;
'A. Provider / . ! 5
M DATE #3000000 | srpe 8300000 |
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PLEASE

DONOT

PR

HEALTH INSURANCE CLAIM FORM

Substance Abuse Non-Medical
Coemmunity Residential Treatment

TECA

| 1. MEDICARE MEDICAID

CHARIPUS SHAMBYA

adicars &

OTHER

ta, INEUREDTS 1D NUMEBER

9999999997

2 PRTIENT 3 NAME iLas! hame,

'f Recipient, Jane D.

€ INSURED'S MAME e

3 PATIENTS ADDRESS [No . Stvest)
123 Any Street

7. NSURED'S ADDRESS (N

Loy

, Any Town

| 7P CODE EPHONE {inciuds Arsa Cada)
12345 {s18 } 123-4567

|5 OTHER WSURED'S NAME (Last Nanis, Fird Nan, S raan

& OTHER INSURED'S POLICY OF GROUP NUMEER

b, OTHER INSURED'S DATE OF BRTH

Md o DD WY -
Dol
<. EMPLOYER'S NAME CF SCHOCL NARE

SEX

f
B

. BNSURANTE PLAN NAME OR PROGRAM NAKE 100, RESERVED FOR LOGAL USE

““READ BACK OF FORM BEFORE COMPLETING & SIGRING THIS FORM.
12 PATIENT'S O AUTHORIED PERSONS SIGNATURE | mahorizs the reisass of any madicnl o oy indoemsnion racessary
i plocked I cisen, | 2850 reguost paymEn of gevarnment benefits either to mysel ur o Bhe parly Wi acoepls asslyivient

Do

SHGNED —— DRTE

DaymEnt o Ml Den
SENVCES BREcDed bk,

SHGRED

4, DATE OF CLURRENT: ENT HAS MAD SAME OF SRULAR 1Ly
M DD WY {m.'.:up.v; HETOATE MM 5 DO YY

{Acoent) TR
PREGNANCYILME)

116, DATES PATENT UABL

B DD oYY
FROM

NAME OF REFERRING PHYSICIAN OR UTHER %L:’HCE' 173, 1.0, NUMBER OF AEFERRING PHYGICIAN

19, RESERVED FORLOCAL HSE

TIAGNOES Of NATURE OF RARESS ORIRJURY. {RELATE (TEMS3 1 2.3 TR TG

¥
(250 R
2 L P il T
4, & B T 5 .
. DATE(S) OF SERVC Face | Type PROGEDURES, SERVIDES, OR SUPFL P,
a2 TEIS OF SERVICE,,, of | oot ! pisin Unusnial Cicamstanaas '“"“-?i‘o“zsgs
M D0 Yy M 00 YV ISevicdSeneel GRTMCRCS CF| 0
L0320 06 03 20 106 21

RESERVED FOR
LGOAL USE

‘A. Provider
SIGNED

12 Bny Street
Any town, NC

e B300000H

12345

|
1
|
i
i. Any Provider
3
i Grwe 8300000
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PLEASE
DO NOT

Ambulatory Detoxificat

HEALTH INGURANCE CL&IM FORM

ion

CHAMPUS

| (Bponsory SENj [

CHAMPYA 3 e S

o O

9999999947

UREDS iL

BER

Nams, Midtie indal)

T S RIATH D)
oo . VY
13 1978

4 5

DT RAME TLpstNgme, F

TELERHONE fine
(913} 123-4
}

567

S HAME [Lag! Nama, Fire Nsmet, MisGe

ROLES

¥ OR BRCAP ‘hJUBE#

DERT?

b AUTO ACC

OVERS NARE O SLHODL NANIE

©. INSURANCE PLAN RAME

PHOGRAN NANE

3 INGURRNCE PLAN NAWE OR PROGRAH NAME

1o process NE o
Do

FEAD DACK OF FORM BEFORE COMPLETING & BIGING THIS FORM.
12 PATIERTS OR AUTHORIZED PERSON'S SIGNATURE | ahorize i naleass of dey midical of gihar silorma
. § 50 PEGUES! DEYINAN Of ZeVeITITSNE Deng

nenafes alfver i mysel of 1 the panly whi ACCARS

15 THERE ANOTHER HEALTI BENEFIT PLANY

SEOES GASCHed THDW.

SIGNED

DATES PATENT
L

& RESERVED FOR LOCAL '\{SE

‘ £ OF SR LLNESS. | 18
JURY | TR
. PREGNANGYILMP i . : SR : i 3
17, NAME OF REF FHYSICAN OB THER SOURCE 17a. | D, NUMBER OF REFERRING PHYSICIAN 18, FQSPITALZATION DATES RELATED
MR DD Y
oM @
................ T e

THOE LAB?

O INJURY

[RELAT

CRIGINAL REF, NO,

3l —
[T T
B C b =
vpa PH‘D’}E [JRES. BERVICES, DR SUPFLIES
o { xp.e:r Uizt Cremstaneas) S CHARGES
g1.72 | 4 |
| i
28, TOTAL CHARGE AMOUNT P
H 81

oL Bny town, NC 12345
Pravid &/ i
rovider :?«in_- Lpags 8300000L

Any Frovider
12 Any Street

52




N.C. Medicaid Special Bulletin

May 2006

PLEASE
DO NOT
STAPLE

AREA

PCA

Medically Supervised Detoxificatien/Crisis
Stabilization

HEALTH !NSUHANCE CLAIM FORM

¥ MEDCARE MET ..u.ﬂ o

| e #

F‘{“.. 1. i
4955995507

P4 PATEENT S NA
Rec*pmnt Jane D.

4, INSURED'S MAME

3. PATIENT S BIFTH DATE
| M oo, vy

07 13 1978 M

5. PATIENT'S ADORESS INo . Screst!
1 123 Any Street

[

IELATIONSHIP 1O INSURED

FHOH
ifelg} 12

ude Arga Dot

3-4567

damp, Firel Name, Bode

i& DTHER MSURED'S POLICY OR

i GROUF NUMBER

EMPLOYRENT? (CURRENT OR PREVIGUS)

= EVFLOVER'S RAWE OR SCHOGL h.&‘&F
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