Community Care Network of Virginia

C O M M U N I T Y   C A R E   R E C O R D   P R O J E C T

Functional Requirements for CSB Operations

Background:  Under the network umbrella known as the Community Care Network of Virginia (CCNV), human service agencies in Virginia will establish a Community Care Record (CCR) within local communities in Virginia.   The community partners may include Federally Qualified Community Health Centers, local Health Departments, Community Services Boards (CSB) and other partners in care.  

This project will establish e-health records utilizing an electronic health record (EHR) system which has the capacity to share data via secure networks as well as provide direct patient access via the Internet.  The systems functionality includes levels of security which only allows the user to access information appropriate for the agency and the individual.

The pilot for this project will include two Federally Qualified Community Health Centers, a Community Services Board and a community based “Community Action” program.  

Once the system is functional and data is entered, patient information, as appropriate, will be made available to the local community partners.  The information shared between the partners will vary based on the partner’s menu of services.  This information will include general demographic and financial information needed to determine patient eligibility for those services as well as more clinically related information for those partners providing direct patient care.  

When the system is fully operational, patients will present and register in one location.  Once registration is complete, patients can be easily referred to another participating partner through the functional capacity of the electronic medical record system.  Patients will also be able to actively monitor their care via a secure patient portal accessible via the Internet.

On the local level, this project will reduce the duplication of data entry for both the partner and patient.  Even larger benefits in terms of patient care include a higher level of both continuity of care and patient compliance to care.  On a global level, patient care will be improved as all project partners are enabled to aggregate health care data.  This will not only foster efforts to improve community wide health outcomes, but also allow for wide range statistical research and disease state monitoring.   This type of benefit has proven true in many instances, but is most prevalent in the collaborative efforts currently under way between the CDC, the State Health Department and Community Health Centers.  That project has positively impacted thousands of lives across Virginia by utilizing the Chronic Care Model to treat patients with chronic diseases.  The benefits of this proposed project are expected to be just as great, if not greater.

Functional Scope:  This project will be based on an already established electronic health record system known as “eClinicalWorks” (eCW).  eCW’s system already has all the functionality required to meet to the information needs of a medically based patient care system.  While many of those data elements are the same required to support a behavioral health based patient care system, there remain some differences that will require certain enhancements to the eCW system.  This document will outline the specifications of the Behavioral Health Information Requirements.  This document is divided into the following sections:


1. Regulatory Requirements
pg. 3

2. Consumer Data & Electronic Health Record Requirements
pg. 5

3. Service Tracking
pg. 14
4. Billing and Payment Requirements
pg. 17
5. Reporting Requirements
pg. 22
6. Extract Specifications (CCS)
pg. 23
The vendor will be required to address it’s plans to meet the following functionality:

1. 24/7 Availability

2. Disaster Recovery

3. Security

4. Interoperability 

5. Portability

6. Consumer Interface

7. External Document Importation

8. Ease and Practical Use

9. End user modification (ability to modify and/or add data elements)

Section 1. Regulatory Requirements

Community Service Boards (CSB's) in the State of Virginia are independent organizations operating under a contract with the Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS).  Two documents are included with these specifications that outline in detail data collection requirements.  These documents are “Core Services Taxonomy version 7.1” and “Community Consumer Submission Extract Specifications version 3”.  Throughout this document, CCS Data Elements are referenced.  Please see Community Consumer Submission Extract Specifications for the details for each data element referenced.  Although CCS Data Elements are indicated on multiple tables, only one data field per data element should exist.  In those areas where the same data element appears on multiple tables, it should be the same data field just displayed on the different tables.  A history of those data changes must be recorded.
CSB’s provide Mental Health, Mental Retardation and Substance Abuse Services.  As consumers present for services, they are screened.  If the consumer is eligible, the “Case is Opened”.  Once the case is opened, the consumer is then assessed.  The assessment determines the services that will be provided to the consumer.  The consumer is then admitted to the Program Area in which they will receive services  (MH, MR, SA).  A consumer may be admitted to one or multiple Program Areas.  A consumer must be admitted to a Program Area before services can be provided.  Once the assessment is completed and the consumer is admitted, an Individual Service Plan is then developed.  The ISP outlines the goals, objectives and interventions that the provider and the consumer agree to address.  Services are then provided to the consumer as outlined in the ISP.  Quarterly and Annual reviews of the treatment plan are required.  Once all goals are completed, a discharge summary is written that outlines the services and progress or lack thereof of the goals on the ISP.  The consumer is discharged from the Program Area.  

CSB’s are also licensed by DMHMRSAS and are required to meet the rules and regulations set forth in the licensure requirements.  A copy of these  requirements are also included with these specifications.  Functionality outlined in these specifications are intended to meet the licensure rules and regulations.  

Section Two(2) of this document will outline the Consumer Data and Electronic Health Records requirements.  Section Three(3) will outline the service tracking and reporting requirements.  Section Four(4) will discuss billing and payment requirements. Section(5) will discuss reporting requirements and Section Six(6) will discuss data extraction requirements.  
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Section 2. Consumer Data & Electronic Health Record Requirements:


Because CSB services are considered long-term rehabilitation services, the flow of consumers through the process of accessing and receiving services differ from that of a short-term medically based system.  Data collected on consumers follow specific guidelines.  These data elements are defined in the tables in this section.  (see pg. 22 DMHMRSAS Licensure Requirements)


1. Screening – Screening is the preliminary assessment of an individual’s appropriateness for admission or readmission to services. (Table #1)

2. Assessment – Process of assessing an individual’s physical, medical, behavioral, functional and social strengths, preferences and needs, as applicable. (Table #2)

3. Admission – Process by which consumers are admitted to one or more Program Areas for services. (Table #3)

4. Individual Service Planning – Development of a comprehensive and regularly updated plan of action to meet the needs and preferences of an individual. (Table #4)

5. Provision of Services – Services delivered and documented based on developed Individual Service Plan, documented by Progress Notes, Quarterly Reviews, etc. (Table #5)

6. Discharge – Once services are completed, a process of discharging consumers from services. (Table #6)

In addition to the six Electronic Health Record requirements listed above, there are other consumer data requirements.  
· There must be functionality to schedule appointments, print schedules, create reports for appointments (no show, kept appointments, cancelled, rescheduled, etc.)

· There must be functionality that allows CSB’s to track consumer case-loads by core service.  Data elements should include: Beginning date, Ending Date, Provider, Location, Core Service, Last Service.
· A “tickler” system must exist that allows CSB’s to create different type of tracking and alerts that remind providers of information that is due and/or must be completed at specific intervals. 
· Must be able to quickly see a summary of services, charges, payments, adjustments, etc. on specific consumer accounts.  There must be the capability to print out summaries of these service types. 

· There must by functionality that allows CSB’s to easily add new data elements to the system that then would be available for reporting purposes. 

Screening  

All persons seeking services are screened to determine eligibility.  Table 1 outlines data elements that must be collected at screening.  CSB’s are required to retain documentation for each screening.  The system must provide functionality to track multiple screenings. 

Table 1:  “Screening Data Elements”

	Data Element
	Definition
	Format / Comment

	Date of Screening
	Date when consumer or representative requested services and screening was provided.
	MMDDYYYY

	Name of Screener
	Name of employee who provided this screening
	Text

	First Name
	Consumer’s First Name
	CCS Data Element #58

	Last Name
	Consumer’s Last Name
	CCS Data Element #59

	Address
	Consumer’s address including Street, City, State and Zip Code
	Text

	Home Phone Number
	The primary phone number given by the consumer
	Numerals, no dashes, include area code

	Work Phone Number
	The work phone number given by the consumer
	Numerals, no dashes, include area code

	Cell Phone Number
	The cell phone number given by the consumer
	Numerals, no dashes, include area code

	Emergency Contact
	The name, address, phone number and relationship of the person whom the consumer designates as their emergency contact.  Must have the ability to enter multiple contacts
	Data fields for each element.  [Name, Address, Phone, Relationship]

	SSN
	Consumer’s Social Security Number
	CCS Data Element #8

	Consumer ID
	Unique ID number assigned by the CSB
	CCS Data Element #7

	Locality of Residence
	FIPS Code indicating locality of residence
	CCS Data Element #14

	Date of Birth
	Consumer’s Date of Birth
	CCS Data Element #16

	Gender
	Consumer’s Gender
	CCS Data Element #17

	Race
	Consumer’s Race
	CCS Data Element #18

	Hispanic Origin
	Consumer’s Hispanic Origin
	CCS Data Element #19

	Pregnant Status
	Indicates if the consumer is female with a substance use disorder who is pregnant
	CCS Data Element #44

	Presenting Needs
	Reason for requesting services, the stated need given by the consumer or representative
	Text

	Method of Screening
	The method used to screen the consumer
	Dropdown List

	Screening Recommendations
	The service recommendations of the screener in response to the stated need
	Text

	Disposition of Individual
	The outcome of the screening (i.e., scheduled initial appointment for assessment, admission to program, referred to Emergency Services, referred to outside provider)
	Dropdown list


· If the screener determines that the consumer is ineligible from data collected, the disposition is noted, and consumer is referred as appropriate.  Documentation of this screening must be retained for at least six months.


· If the screener determines that the consumer is eligible from data collected, then the case is opened and the screening information becomes a permanent part of their record.  


· An assessment is then conducted.  See data requirements in Table 2. 


· If a consumers presents with crisis needs, the consumer is immediately transferred directly to internal crisis unit.  The case is opened, screening information is collected and services are provided.  


· Functionality must also exist to enter & edit basic demographic information separate from the screening function. (i.e., Patient Hub)

Assessment

An assessment is conducted to identify an individual’s physical, medical, behavioral, functional, and social strengths, preferences and needs, as applicable. The assessment is used to further determine what services will be provided and information collected will be used in the development of the Individual Service Plan.  The system must provide functionality to track multiple assessments.

Frequency of assessments:

1. A preliminary assessment must be done prior to (or at the time of) admission; 

2. The preliminary assessment must be updated and finalized during the first 30 days of service prior to completing the individualized services plan. Longer term assessments may be included as part of the individualized services plan. The provider shall document the reason for assessments requiring more than 30 days. 

3. Reassessments shall be completed when there is a need based on the medical, psychiatric or behavioral status of the individual and at least annually.

Table 2:  “Assessment Data Elements”

	Data Element
	Definition
	Format / Comment

	Needs / Preferences / Strengths / Choices
	Consumer’s description of needs, and preferences (e.g. language, medications, services, etc.) and self-management skills
	Checklist/Text

	Onset
	Consumer’s report of when the need or chief complaint began.
	Text

	Duration/Intensity
	Consumer’s report of length of time symptoms/complaint has existed and intensity
	Date range (consistent with DSM-IV diagnostic criteria

	Substance Use
	Consumer’s report of use/abuse of alcohol and drugs
	CCS Data Element #33-42

	Prior Episodes
	Number of previous episodes of care in which the consumer received substance abuse services.
	CCS Data Element # 25

	Mental Status
	Consumer’s report and clinical observation of consumer’s thought processes, mood, affect, cognitive ability, etc.  If indicated, psychiatric/psychological assessment with medication evaluation
	Checklist/text

	SMI/SED/At Risk
	Code indicating if the consumer is SMI/SED/At Risk
	CCS Data Element #13a

	Cognitive Delay
	Code indicating if the consumer is a child with a confirmed diagnosis of Cognitive Delay
	CCS Data Element #13b

	
	
	

	Behavioral/Risk Assessment
	Consumer’s report regarding suicidal ideation (intent, plan, attempts); homicidal ideation (intent, plan, attempts); self injuries
	Checklist/test

	Medical Issues
	Consumer’s report of medical issues relevant to chief complaint.  Prescribed quantities and dosages of medications
	Checklist / Text copy of physical exam

	Physical Issues
	Physical issues and needs relevant to chief complaint
	Checklist / Text



	Living Situation / Type of Residence
	Living situation if relevant to chief complaint
	CCS Data Element #23

	Social Supports
	Consumer’s report of current social supports, needs and preferences if relevant to chief complaint
	Text

	Previous Interventions / Outcomes
	Consumer’s report of past behavioral health services relevant to chief complaint.  List mental health history to support need for specific level of care.
	Text

	Interpretive Summary
	Clinician’s initial clinical formulation, including recommendations regarding level of services/supports needed
	Text

	Diagnosis
	Clinicians initial diagnostic impression or preliminary working diagnosis
	CCS Data Element #26 – 31 & #52 – 55

	Staff Signature
	Authenticated staff signature
	Text

	Date of Assessment
	Date the assessment was initiated by staff
	MMDDYYYY


Admission

Admission is the process by which a CSB accepts (admits) a person for services in one or more program areas (all mental health, mental retardation, or substance abuse services).  In order for a consumer to be admitted to a program area, a screening and case opening must have already been completed.  Separate admission records must be created for each program area.  Thus, a consumer may have more than one “open” admission at a time.  

Table 3:  “Program Admission Data Elements”

	Data Element
	Definition
	Format / Comment

	Admission Date
	The date the consumer was admitted into services (no system default, but required)
	MMDDYYYY

	Provider ID
	Provider Assigned to this Admission
	Text

	Assigned Office
	Lookup table of facilities
	Drop Down Menu

	Program Areas
	100 – Mental Health
200 – Mental Retardation
300 – Substance Abuse Services
	Dropdown Menu

	Type of Residence
	Code indicating where the consumer lives
	CCS Data Element #23

	Employment Status
	Code indicating the consumer’s employment status.
	CCS Data Element #22

	Education Level
	Code indicating the consumer’s education level.
	CCS Data Element #21

	Legal Status
	Consumer’s report of past and current legal issues
	CCS Data Element #24

	Referral Source
	Code indicating the person, agency, or organization that referred the consumer to the CSB
	CCS Data Element #15

	Diagnosis
	Clinicians initial diagnostic impression or preliminary working diagnosis
	CCS Data Element #26 – 31 & #52 – 55

	Substance Use
	Consumer’s report of use/abuse of alcohol and drugs
	CCS Data Element #33-42

	Pregnant Status
	Indicates if the consumer is female with a substance use disorder who is pregnant
	CCS Data Element #44

	Female w/dependents
	Code indicating if the consumer is a female with a substance use disorder living with dependent children
	CCS Data Element #45

	Authorized Representative


	Yes/No checkbox indicating a person has been appointed as an Authorized Representative for the consumer.
	CCS Data Element #49

	Arrests
	The number of times the consumer has been arrested in the past thirty days
	CCS Data Element #47

	Wait Time
	The number of days the consumer waited for services from request to admission
	CCS Data Element #46

	Prior Episodes
	Number of prior episodes of care in any SA service regarding of setting.
	CCS Data Element #25

	Discharge Date 
(completed at discharge)
	Date of Discharge from Services
	MMDDYYYY

	Status at Discharge
(completed at discharge)
	Code indicating treatment status of consumer at end of type of care.
	CCS Data Element #12


a. The consumer’s assessment determines services needed and thus, which program area(s) the consumer will be admitted. Functionality must exist to track Program Area admissions independently.  A Program Area table should exist allowing CSB’s to add additional program codes as needed. 

b. Although consumers are only admitted to Program Areas, services will be tracked by Program Area and Core Service.  This will be discussed in detail in the Service Tracking requirements later in this document.  

c. The consumer is admitted and the data elements identified in Table 3: “Program Admission Data Elements” are collected for all Program Areas serving the consumer.  Admission and discharge dates must be tracked for each Program Area.  

Individual Service Planning

All consumers must have an Individual Service Plan (ISP) that outlines the services that will be provided.  The ISP in the CSB setting is different than in the short-term medical environment.  In the CSB setting ONE(1) Individual Service Plan is developed that identifies multiple Goals, Objectives and Interventions that staff will take to address issues on the consumer’s assessment.  One ISP is developed for all services.  This ISP must be reviewed and updated (if necessary) at least quarterly and must address the consumers progress toward the goals, objectives and interventions.  The system must have functionality to indicate when the review is completed and by whom and track history of all reviews.  Historical tracking of the ISP data elements is required.  

Table 4:  “Individual Planning Data Elements”

	Data Element
	Definition
	Format / Comment

	Date of Treatment Plan
	Date the Treatment Plan was written
	MMDDYYYY

	Authorization of Service Review
	Authorization by LMHP or MD for ongoing services as required.
	Signature / MMDDYYYY

	Assessment Date
	Date of the Assessment this Plan of Care is based upon.  (May be an electronic link to the assessment in Table #2.)
	MMDDYYYY

	Summary/Reference to Assessment
	Brief summary of the Assessment.  
	Text

	Problem #
	Number indicating problem number.  Multiple problems permitted on plan of care.  For each problem, Goals are set.  For each Goal objectives are set.
	Numeric (Auto number)

	Date Identified
	Date the problem is identified and the goals are set
	MMDDYYYY

	Service Goal(s)
	The measurable and attainable goals; each problem can have multiple goals
	Text

	Objective(s)
	The measurable and attainable objectives set for each goal; each goal can have multiple objectives
	Text

	Staff Intervention
	What interventions staff intend to use to assist consumer in meeting Goals and Objectives
	Text

	Frequency
	Describes the frequency of services needed to achieve the goals & objectives on the Treatment Plan
	Text

	Target Date
	Estimated date that goals and objectives will be achieved
	Text

	Date Met
	Date goals and objectives were met
	MMDDYYYY

	Responsible Staff
	Indicates staff member(s) responsible for each goal set.
	Text

	Staff Signature
	Provider’s authenticated signature and credentials
	Text

	Progress Notes
	Provider documentation for each encounter/contact and service provided.  Progress notes must relate to the plan of care.
	Table #5

	Quarterly Review
	Date & Provider’s review with the consumer of the progress and status of the treatment plan
	MMDDYYYY / Text


· Documentation of progress toward the Individual Service Plan is accomplished by completing progress notes for each encounter or service provided to the consumer. 

Visual representation of an Individual Service Plan


Header Record

	Date of Treatment Plan
	Date the Treatment Plan was written
	MMDDYYYY

	Authorization of Service Review
	Authorization by LMHP or MD for ongoing services as required.
	Signature / MMDDYYYY

	Assessment Date
	Date of the Assessment this Plan of Care is based upon.  (May be an electronic link to the assessment in Table #2.)
	MMDDYYYY

	Summary/Reference to Assessment
	Brief summary of the Assessment.  
	Text


Detail Records

	Problem # 1
Description - 
Provider & Date Set
	
	
	

	→
	Service Goal #1-1

Description - 
Provider & Date Set
	Objectives #1-1
Description
	

	
	
	
	Intervention #1-1-1

Frequency - Target Date
Date Met - Responsible Staff
Signature

	
	
	
	Intervention #1-1-2

Frequency - Target Date
Date Met - Responsible Staff
Signature

	→
	Service Goal #1-2

Description - 
Provider & Date Set
	Objectives #1-2
Description
	

	
	
	
	Intervention #1-2-1

Frequency - Target Date
Date Met - Responsible Staff
Signature

	
	
	
	Intervention #1-2-2

Frequency - Target Date
Date Met - Responsible Staff
Signature

	
	
	
	Intervention #1-2-3

Frequency - Target Date
Date Met - Responsible Staff
Signature

	
	
	
	

	Problem #2

Description - 
Provider & Date Set
	
	
	

	→
	Service Goal #2-1
Description - 
Provider & Date Set
	Objectives #2-1
Description
	

	
	
	
	Intervention #2-1-1
Frequency - Target Date
Date Met - Responsible Staff
Signature

	
	
	
	Intervention #2-1-2
Frequency - Target Date
Date Met - Responsible Staff
Signature


Problem #1 has two service goals identified.  Service goal #1-1 has two interventions identified.  Service goal #1-2 has three interventions identified.

Problem #2 has one service goal identified with two interventions identified. 

Progress Notes

Progress Notes are utilized to document services encounters, status of the consumer and progress toward Individual Service Plan goals.  

Progress Notes must include the following categories:

1. Session Information

2. General Observations 

3. MH & SA Observations

4. MR Case Management Observations

5. General Status

6. Relation to Plan of Care

7. Progress toward Plan of Care

Table 5:  “Progress Notes”



	Category
	Data Element
	Definition
	Format / Comment

	SESSION INFORMATION
	Service Begin Date
	Beginning Date the service was provided
	MMDDYYYY

	
	Service End Date
	Ending Date the services was provided
	MMDDYYYY

	
	Program Area Code
	Code indicating which program area a consumer is receiving services.
	Program Code Table (999)

	
	Core Service Code
	Code indicating which core service a consumer is receiving services.
	Core Service Code Table (999)

	
	Service Code
	Service codes are defined by the agency and should be maintained locally
	Service Code Table (99999)

	
	Location Code
	Code Indicating the location or facility where the service was provided
	Location code Table (99999)

	
	Service Duration/Units
	Service units are discussed in section 4 of this document. 
	CCS Data Elements #10 & 56

	
	Type of Contact
	Individual, Group, Family, Phone, Other
	Dropdown *

	
	Setting in which contact occurred
	Description 
	Text

	
	Persons involved
	Description
	Text

	GENERAL OBSERVATIONS
	Face to Face Contact
	Yes/No
	Yes/No

	
	Grooming
	Normal, Well-Groomed, Unkempt, Poor Hygiene, Unusual, Bazaar
	Check box (all that apply) *

	
	Concentration
	Normal. Inattentive, Scattered, Preoccupied, Distractible, Confused
	Check box (all that apply) *

	
	Affect
	Normal, Appropriate, Restricted, Blunted, Flat, Labile, Other
	Check box (all that apply) *

	
	Mood
	Normal, Calm, Depressed, Agitated, Angry/Hostile, Euphoric, Anxious
	Check box (all that apply) *

	
	Stressors
	Normal, Money, Housing, Work, Grief/loss, Illness, Transitions, Family Conflict
	Check box (all that apply) *

	
	Eye Contact
	Normal, Fleeting, Avoided, Staring
	Check box (all that apply) *

	
	Judgment
	Normal, Fair, Poor, Dangerous(risky)
	Check box (all that apply) *

	
	Speech
	Normal, Slowed, Pressured, Loud/Soft, Slurred, Impoverished, Disjointed
	Check box (all that apply) *

	
	Coping Ability
	Normal, Resilient, Exhausted, 

Overwhelmed, Lacks supports, 

Lacks skills
	Check box (all that apply) *

	MH & SA CASE MANAGEMENT OBSERVATIONS
	Risk Factors
	No Danger, 

Suicidal/Homicidal Ideation

Impulse Control, Self  Destructive
	Check box (all that apply) *

	
	Monitor Level of Functioning
	Yes/No
	Checkbox

	
	Med Compliance
	Yes/No
	Checkbox

	
	Change in Service Plan Required
	Yes/No
	Checkbox

	MR CASE MANAGEMENT OBSERVATIONS
	Linking & Referrals Needed
	Yes/No
	Checkbox

	
	Unmet Need
	Yes/No
	Checkbox

	
	Change in Service Plan Required
	Yes/No
	Checkbox

	
	Consumer Satisfied with Services
	Yes/No
	Checkbox

	
	Health & Safety Issues Met
	Yes/No
	Checkbox

	
	Quality of Care Satisfactory
	Yes/No
	Checkbox

	GENERAL STATUS
	
	General status of the consumer
	Text

	RELATION TO PLAN OF CARE
	
	Staff contacts and how it relates to plan of care
	Text

	PROGRESS TOWARD PLAN OF CARE
	
	Consumer’s progress toward goals and objectives in plan of care
	Text

	
	Signature/Credentials of Provider
	
	Text/Date

	
	Signature of Supervisor
	
	Text


* Elements in dropdown menus and checklists must be user configurable

Progress Note Special Considerations:


· Functionality must be included that will allow progress notes to be created from scheduled appointments or un-scheduled appointments. 

· The table above lists categories necessary for progress notes.  CSB’s must be able to create templates from the elements listed above.  Functionality must also exist that allows creation of additional categories as needed.  Different templates will be created for different populations of consumers.  (Example:  Templates will be created for MH, MR & SA Consumers)  

· Progress Notes written by certain staff (case managers, in-home workers, etc.) are required to have their progress notes approved (signed off) by Physicians or Licensed Staff.  There must be a process for approval before billing can occur. 

· Progress notes may or may not result in a billable service.  

· Progress notes must be tied to service records.  Service records are discussed later in this document.

· CSB providers do not enter CPT or HCPCS codes directly on progress notes.  Codes are “derived” from certain data elements on the notes.  Provider Type, Service Code, Session Duration, Location Code.  (See billing requirements section)

Discharge Summary

Once the consumer has reached all of the goals assigned by their provider on their Plan of Care, the consumer is discharged.  Consumers will be discharged from each Program Area.  The provider then creates a Discharge Summary.  Functionality must exist that allows for multiple summary records to be created.  

The system will need to generate a summary of the data elements below, as well as of the services provided, goals and progress (as outlined in Individual Treatment Plan) and medications.

Table 6:  “Discharge Summary Data Elements”



	Data Element
	Definition
	Format / Comment

	Last Service Date
	Date of Last Service prior to Discharge
	MMDDYYYY

	Discharge Date
	Date of Discharge from Services
	MMDDYYYY

	Reasons for Discharge
	Documentation of the Reason for Discharge
	Text

	Participation
	Documentation of the consumer’s participation in discharge planning
	Text

	Follow-up, Referral Plan, Recommendations
	Documentation of any Follow-up, Referral Plans, or Recommendations
	Text

	Progress Made
	Documentation of progress made toward goals and objectives on the Individual Service Plan
	Text

	Discharge Meds
	Documentation of discharge medications
	Text

	Parent/Guardian Signature
	
	Text / Date

	Staff Representative Signature
	
	Text / Date

	Supervisor Signature
	
	Text / Date
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4. Service Tracking

Service Tracking

Although service data is collected on Progress Notes, Core Services Taxonomy requires CSB’s to collect service data on all services provided.  This section discusses service tracking and outlines the specific data that must be reported.  In order to understand these reporting requirements, it is necessary to have a working knowledge of the language used.  First, we will discuss service definitions:

Program Area means the general classification of service activities for one of the following defined conditions: a mental illness, mental retardation, or a substance use disorder.  The three program areas in the public services system are mental health, mental retardation, and substance abuse services.  

Core Services Category/Sub-Category:  while the Program area defines the general classification of service activities (MH/MR/SA), Core Service Categories further defines the services being provided.  A complete listing of core service categories are listed in Core Services Taxonomy v.7.1 on page 17.  

PROGRAM AREA (all mental health, mental retardation, or substance abuse services)



Core Service Category (e.g., Residential Services)




Core Service Subcategory (e.g., Intensive Residential Services)






Program Location (e.g., a particular group home)






Discrete Service Activity (e.g., meal preparation)

Units of Service Types:  There are four types of service units that must be reported: service hours, bed days, day support hours, and days of service.  These units are related to different kinds of core services and are used to measure, project, and report delivery of those services.  

SERVICE HOURS:

A service hour is a continuous period measured in fractions or multiples of an hour during which a consumer or group of consumers participates in or benefits from the receipt of services.  Although most service hours will be tracked through progress notes, there are situations where services will be rendered but no progress note completed.  In those instances, the vendor must provide a mechanism to enter service hours independent of the progress note.  There are two types of service hours: provider service hours and consumer service hours.  

a.
Provider service hours measure the amount of staff effort provided to individual consumers.  Provider service hours are hours that are available from all staff providing direct and consumer-related services to consumers.  

b.
Consumer service hours measure the amounts of face-to-face (direct) services received by individual consumers.  Usually, provider and consumer service hours will be the same, except in situations where a provider delivers services to more than one consumer at the same time.  For example, if a consumer participates in one hour of individual therapy in Outpatient Services, the units of service would be one provider service hour and one consumer service hour.  However, if the consumer participates in one hour of group therapy with seven other consumers, the units of service would be one provider service hour and a total of eight consumer service hours.  


There are three classifications of activities and services for provider service hours: direct services, consumer-related services, indirect services and billable only services.  There must be functionality that tracks or codes services by these four categories.
Direct Services are activities that occur with the consumer or consumer group present, face-to-face or directly involved.  For Prevention Services only, this includes services provided to individuals, families, groups, and agencies.


Consumer-Related Services are services that can be directly attributed to a specific consumer or consumer group, including report writing associated with direct services such as evaluation of a consumer.  For Prevention Services only, this includes activities such as planning and preparation associated with direct services to individuals, families, groups, or agencies.


Indirect Services are activities of a general nature that are not attributable to a specific consumer or named consumer group.  These services normally relate to the administrative activities of the organization. 

Billable Only Services are service records that are used to only bill a consumer for a service that are not related to their treatment.  Examples may be, Medical Records Charge, Rent, Returned Check Fee, etc. 
BED DAYS:

A bed day involves an overnight stay by a consumer in a residential or inpatient program, facility, or service.  

Example:   CSB’s operates several Group Homes in which residents live.  On a monthly basis reports are completed that lists each consumer that occupied a bed for the month and how many days they were actually there.  These services must be recorded, tracked and extracted on a monthly basis.  

DAY SUPPORT HOURS:

A day support hour is different from a provider and consumer service hours, which are used to report Outpatient Services delivered to consumers.  Provider service hour units include direct and consumer related activities.  These distinctions do not exist for day support hours.  This unit allows the collection of more accurate information about services and will facilitate billing various payers that measure service units differently.  At a minimum, day support programs that deliver services on a group basis must provide at least two consecutive hours in a session to be consid​ered a day support program.  

Example:  CSB’ have consumers that attend day treatment programs.  These are programs that teach daily living skills, rehabilitation, coping, etc.  Consumers attend the programs daily and the hours of service is reported and tracked.  These hours are separate from outpatient or case management services that will be tracked on individual progress notes.   

DAYS OF SERVICE:

A day of service is the unit of service for Sheltered Employment and Group Supported Employment.  A day of service equals five or more hours of service received by a consumer.  If a session lasts three or more but less than five hours, it should be counted as a half day.  Since the unit of service is a day, fractional units should be aggregated to whole days in performance contracts and reports and the CCS.  Also, Medicaid service units, if different from Taxonomy units of service, need to be converted to Taxonomy units if Medicaid services are included in performance contracts and reports and the CCS. 

Example:  CSB's provide workshop/employment services to consumers that are tracked by the number of days they attend.  The unit of service is not tied to any time period.  

At a minimum the following data elements must be collected on each service record. 

	Data Element
	Type
	Length
	Description

	Consumer ID
	Numeric
	
	Identifier assigned by the CSB to a consumer; the local consumer number as opposed to a state wide number.

	Program Area Code
	Lookup Table
	3
	Code indicating whether consumer received this service through a service area (100,200,300 for MH, MR, SA); or whether consumer received services outside a program area (400).

	Core Service Code
	Lookup Table
	3
	Core services taxonomy service code, per the current Core Services Taxonomy, for this service.

	Service Type Code
	Lookup Table
	5
	Code indicating the actual service provided.  (Individual Therapy, Group Therapy, Intake, Group Home Bed Days, etc.)

	Location
	Lookup Table
	5
	Code indicating the location of the service.

	Service From Date
	MMDDYYYY
	8
	Date indicating the start date of the service. 

	Service Thru Date
	MMDDYYYY
	8
	Date indicating the ending date of the service.

	Provider Service Hours
	Numeric
	8
	Units of service as specified in the current Core Services Taxonomy: Provider Service Hours , Day Support Hours, Days of Service, and Bed Days. Reported with two decimal places (1.25, 1.00, etc.) 

	Consumer Service Hours
	Numeric
	8
	Consumer service hours only. Reported with two decimal places (1.25, 1.00, etc.) 

	Staff ID
	Numeric
	
	The CSB local staff identification number, or for a contract provider, their local identification number.

	Diagnosis
	Lookup Table from CCS Data Elements 26,27,28,29,52,53,54,55
	5
	Diagnosis from previously entered diagnosis' that this service is related to.  Diagnosis codes are not assigned at service entry.  This data element should be linked to a lookup table.


5. Billing and Payment Requirements

Billing

CSB’s provide both billable and non-billable services.  CSB’s bill a multitude of payers.  Self-Pay, Medicaid, Medicare, 3rd Party Insurance Carriers and other payers such as local jails, industries, social services, vocational rehab services, etc.  As mentioned earlier in this document, CSB’s provide a variety of services called Core Services.  Examples are, Outpatient Services, Case Management Service, Day Treatment Services, Residential Services, Medical Services, Employment Services, etc.  Most of these services have different billing scenarios.  
General Billing Requirements:
1. When a consumer’s financial information is setup, a hierarchy of payers should be entered.  In other words, payers are billed in succession, not concurrent.  If a consumer has Medicare as primary insurance, Medicaid as secondary and self-pay as tertiary, the system should bill Medicare first.  Once Medicare is billed, paid and finalized, then the system should automatically stage Medicaid for billing.  Once Medicaid is billed, paid and finalized, then the balance should be billed to self-pay (based on sliding scale).

2. Self-pay fees are based on a sliding scale.  The software must accommodate multiple fee schedules.  
a. Hourly Fee Schedule: is based on gross annual income and family size.
b. Per Unit Fees:  are based on gross annual income and family size, but with different rates from the hourly fee schedule.

c. Disposable Income Fee Schedule:  Used when the adjusted hourly/monthly fee has been appealed.  A fee may be reduced based upon disposable income.

3. Claims should conform to CMS-1500 Billing Standards.

4. The billing system should evaluate Progress Notes to determine appropriate billing processes based on payer and service code.  There should also be functionality to manually enter billable services.  Only Progress Notes that have been “signed/locked” and approved if required can be billed.  For services that are billable, claims are generated and submitted electronically, or printed for paper submission.  

5. If a claim is returned unpaid, billing staff researches and corrects the problems, based on provider instruction.  Functionality must exist that allows resubmission of previously billed claims.


6. Payments received from payers can only be applied to claims pending for that specific payer.  

7. Functionality must exist that allows for charges, payments, adjustments etc. to be tracked by accounting periods.  The system must also have the ability to close an accounting period that does not allow for further data to be posted to that accounting period.  


8. Community Service Boards bill a variety of payers and service types.  Listed below is summary of the services provided by CSB’s and a short description of the service and how it is billed.  The software must accommodate billing for these services:


· Outpatient Clinic Option – These are psychiatric evaluation, medical management/review, medication management, individual therapy, family therapy, group therapy – 1/3 rate and group therapy – 2/3 rate.  Psychiatric evaluations and therapy sessions may require prior authorization, based on the insurance carrier.  The total number of authorized visits counts down as charges are entered and a “warning” box pops up when there is only 1 visit remaining and when the last visit is used.  We must also be able to manually change the number of authorized visits in the event that a service is billed to the wrong carrier initially and is then corrected.  There are times for all of theses services that the rendering provider and the supervising provider need to be tracked.  The bill would go out under the supervising provider but the rendering provider would receive direct service credit.  This is not the same as rendering & referring providers in a medical setting and does not go into 17 a & b. These charges are entered daily.

· Employee Assistance Program – Psychiatric evaluations and therapy services may also be rendered under our EAP program.  Each employer group will have a separate contract with Piedmont CSB and charges will be billed accordingly.  Statements/invoices are sent to employers EAP carriers as charges are submitted to the billing department.  Some employers require unique forms for submitting charges.  Each contract is catered to the employer’s requirements.

· MR Case Management – The providers turn in logs at the end of each month listing the MR clients that have received CM services.  Data entry keys these charges under the general CSB provider #.  This is a monthly flat fee rate.

· MH Case Management – The providers turn in weekly logs, which list direct services, client-related services and non-billable services, to a data entry person who keys in each service.  This tracks the providers’ # of services.  At the end of the month, a report is generated which lists a summary of the direct and client-related services per client showing the correct program, department, office and address to bill under the general CSB provider #. This is also a monthly flat fee rate.

· SA Case Management – SA case management is different because it is paid in 15 minute units.  Therefore, a service ticket is turned in for each contact listing all of the necessary billing information which is then keyed into the system using 1 of 3 service codes.  3116 – direct service; 3216 – client-related service; and 3416 – non-billable service. There is a maximum of 208 units which may be billed in any 12 month period.

· Psychosocial Rehabilitation – Services rendered to clients are turned in on a monthly billing log and keyed into the system by data entry. This service is billed under the general Piedmont CSB provider #.  Logs are generated per location and show both the number of actual service hours as well as the # of billable units.  Example – One unit of service is a minimum of two, but less than four, hours on a given day. Two units = four hours but less than seven hours per day. Three units = seven or more hours per day.  There is a maximum of 936 units which may be billed in any 12 month period.

· Mental Health Support – Each provider turns in a monthly billing log which is keyed by data entry.  Each provider also turns in a separate service log for another data entry person to key.  This second log tracks their direct service units. This service is billed under each individual provider and separated by location.  Units are calculated as follows: One unit is one hour but less than three hours per day. Two units = three hours but less than five hours per day. Three units = five hours but less than seven hours per day. Four units = seven or more hours per day.  There is a maximum of 372 units which may be billed in any 12 month period.

· Intensive In-Home – Each provider turns in a monthly billing log to their supervisor who tracks the direct service hours and forwards the logs to billing data entry.  There is a total # of units listed for each client, and all units are billed under the general Piedmont CSB provider #. The unit of service for IIH is one hour.  There must be a minimum of three hours per week. There is a maximum of 26 weeks of IIH per 12 month period before prior authorization must be sought.

· SA Intensive Outpatient – Group therapy billed in 15 minute increments.  The level of reimbursement will directly reflect the provider’s credentials.  Client must have two or more hours per day, a minimum of four hours to a maximum of nineteen hours with a limit of 600 hours per 12 month period.

· Indigent Housing - Indigent housing clients billed through the agency.  Charges are turned in on a billing log and billed as medication review/evaluation visits.

· Behavioral Specialist – This service is submitted on a log per client and entered as a monthly flat fee. It is provided in the area schools and services are paid by each area’s Department of Social Services.

· MR Residential Waiver – This service must be pre-authorized.  Services are turned in on monthly billing logs per group home with total # of units pre-calculated. If a client had a change in services which necessitated changing his/her authorization, the charges for the month will be split into two date ranges as per the authorization. This service uses general Piedmont CSB provider #.

· MR In-Home Waiver – Although the services are different, the billing procedures are the same as for MR Residential Waiver services. This service is billed under the general Piedmont CSB provider.  

· Crisis – This service is billed per 15 minutes on service tickets for each individual client and provider.  Clients can be walk-ins. There is a service code for off-site day, on-site day and after hours.  These service codes are linked to 1 procedure code which varies per insurance company and per department.

· VASAP – This is a court-ordered service for clients who have lost their license.  There is an initial assessment fee in addition to a flat group program fee.  This entered by service tickets. Clients must pay in full before receiving their certificate of completion. Self-pay only.

· Jail – Some clients are seen while incarcerated.  A non-billable charge is entered into the system to track direct service only.

· Day Reporting – Client’s are on probation.  Groups are provided daily and nightly for probation check-in.  The Day Reporting Center faxes a log of hours rendered by our providers. Charges are entered under an agency account number and an invoice is then submitted for payment.

· Parenting Classes – Court ordered services. Cost is $25 for the group. Charges are billed by a log. Self-pay only.

· Environmental Modifications & Assistive Technology – These charges are prior approved and entered as per the service invoice using the general Piedmont CSB #.

· Rent – Monthly bed day reports are turned into the billing department. These reports are listed by client # with the total # of days in the unit.  Fees are entered into system as a flat monthly rate.  Passages - $200/month. New Paths - $135/month. Church Street Square depends on the # of bedrooms.  Rich Acres - $318/month.  The only exceptions are the group home clients.  Group homes are based on $800/month but are calculated based on each client’s income. Charges are entered per location.

9. CSB staff does not directly enter CPT codes on progress notes or service records.  CPT codes are determined based on four criteria:  Payer Type, Staff Type, Service Duration, and Local Service Code.  Functionality must exist that automatically determines the CPT code for each claim based on these criteria.  The table below is an example of one CPT code 90801-PSYCHIATRIC EVALUATION and the different combinations that could result in the same CPT code being used on a claim.  The CPT Cross-Walk Table below demonstrates a sample of how CPT Codes are determined.  


CPT CROSS-WALK TABLE

	PAYER TYPE
	LOCAL SERVICE CODE
	STAFF TYPE
	SERVICE DURATION
	CPT
	MODIFIER
	CPT DESCRIPTION

	MEDICAID
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  101 - INTAKE                     
	M.D. / MEDICAL
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / MEDICAL
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / MEDICAL
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / MEDICAL
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / MEDICAL
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / MEDICAL
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	CLINICAL PSYCHOLOGIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	CLINICAL PSYCHOLOGIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	CLINICAL PSYCHOLOGIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	CLINICAL PSYCHOLOGIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	CLINICAL PSYCHOLOGIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	NURSE PRACTITIONER
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	NURSE PRACTITIONER
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	NURSE PRACTITIONER
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	NURSE PRACTITIONER
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	  107 - PSYCHIATRIC EVALUATION     
	NURSE PRACTITIONER
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3101 - SA INTAKE - COUNSELOR      
	MASTERS DEGREE
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3101 - SA INTAKE - COUNSELOR      
	MASTERS DEGREE
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3101 - SA INTAKE - COUNSELOR      
	MASTERS DEGREE
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3101 - SA INTAKE - COUNSELOR      
	MASTERS DEGREE
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3101 - SA INTAKE - COUNSELOR      
	MASTERS DEGREE
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / PSYCHIATRIST
	0.01 - 0.25 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / PSYCHIATRIST
	0.26 - 0.50 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / PSYCHIATRIST
	0.51 - 0.75 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / PSYCHIATRIST
	0.76 - 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / PSYCHIATRIST
	> 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / MEDICAL
	0.01 - 0.25 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / MEDICAL
	0.26 - 0.50 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / MEDICAL
	0.51 - 0.75 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / MEDICAL
	0.76 - 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	M.D. / MEDICAL
	> 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	CLINICAL PSYCHOLOGIST
	0.01 - 0.25 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	CLINICAL PSYCHOLOGIST
	0.26 - 0.50 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	CLINICAL PSYCHOLOGIST
	0.51 - 0.75 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	CLINICAL PSYCHOLOGIST
	0.76 - 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	CLINICAL PSYCHOLOGIST
	> 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	NURSE PRACTITIONER
	0.01 - 0.25 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	NURSE PRACTITIONER
	0.26 - 0.50 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	NURSE PRACTITIONER
	0.51 - 0.75 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	NURSE PRACTITIONER
	0.76 - 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICAID
	 3107 - SA PSYCHIATRIST EVALUATION 
	NURSE PRACTITIONER
	> 1.00 hrs
	90801
	HF
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / PSYCHIATRIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	LCSW
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	LCSW
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	LCSW
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	LCSW
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	LCSW
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / MEDICAL
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	M.D. / MEDICAL
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	CLINICAL PSYCHOLOGIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	CLINICAL PSYCHOLOGIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	CLINICAL PSYCHOLOGIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	CLINICAL PSYCHOLOGIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	CLINICAL PSYCHOLOGIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	L.P.C.
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	L.P.C.
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	L.P.C.
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	L.P.C.
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  101 - INTAKE                     
	L.P.C.
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.01 - 0.25 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.26 - 0.50 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.51 - 0.75 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	0.76 - 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION

	MEDICARE
	  107 - PSYCHIATRIC EVALUATION     
	M.D. / PSYCHIATRIST
	> 1.00 hrs
	90801
	
	PSYCHIATRIC EVALUATION


6. Reporting Requirements

The ability to report information from an Information System is a must for any successful software product.  There must be the capability of creating additional reports locally.  The vendor must provide a reporting system that is comprehensive, easy to use and flexible that allows front office staff and providers to run reports that are included with the program and also created locally.  The reporting system must also allow for exporting report data to other database formats.  For example (SQL, Microsoft Access, ASCII, dbase, etc.)
At a minimum the reports listed below should initially be included with the software.

Appointment Scheduling:

1. Daily Schedule (Detail & Summary by provider)

2. No show and Cancellation Report

3. Appointment Detail/Summary by Staff

4. Appointment Detail/Summary by Location

5. Appointment Detail/Summary by Supervisor

6. Appointment Detail/Summary by Service Code

7. Appointment Detail/Summary by Core Service

Client Reports:

1. Active Consumer Listing

2. Caseload Report by (All Staff, Supervisor, Specific Provider, Location, Payer Source)

3. Program Admission Report

4. 90 day inactive report by Program Area

Billing & Payment Reports:

1. Un-applied credit report

2. Unpaid claims report

3. Billing recap by payer and service code

4. Payments by Office and Core Service

5. Payment detail by Accounting Period and Payer Source

6. Billing vs. Payment Report (Status of claims report)

7. Aging reports by accounting period

8. Billing summary report (ability to choose what to summarize by)

9. Billing detail by staff and Service Code

10. Payer code listing

System Reports:

1. Provider listing

2. Code table listing

3. Program Area code listing

4. Core Service code listing

5. Location code listing

6. Service code listing

7. Extract Specifications (CCS3)

The paragraphs below are an excerpt from the document “Community Consumer Extract Specifications” version 3.  The Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services requires CSB’s to extract and report on a monthly basis data from their MIS system’s.  The CCS3 extract specifications document is included with these specifications and should be reviewed by the vendor.  The vendor must provide detailed extract specifications as to how their software will extract these data elements.

Purpose
The Community Consumer Submission (CCS) is a compilation of data on consumers with mental illnesses, mental retardation, or substance use disorders and the mental health, mental retardation, and substance abuse services provided to them.

In order for the CCS system to produce valid data, all CSBs are required to submit data using the same formats and definitions. This document provides the information needed to produce the standard data files and defines the process of submitting the files to the Department.

The Department is required to submit data to state and federal funding sources, including the Virginia Department of Planning and Budget (DPB) and the federal Substance Abuse and Mental Health Services Administration (SAMHSA). Federal policymakers, researchers, and many others use this data. CCS provides data for comparisons and trends on the characteristics of persons receiving mental health, mental retardation, and substance abuse services from CSBs. 

Scope

This document provides to programmers the extract specifications for reporting consumer level data via the Department’s Community Consumer Submission (CCS) process. The principal audiences for this document are Department of Mental Health, Mental Retardation and Substance Abuse Services (Department) and Community Services Board (CSB) staff participating in the collection, submission, and utilization of data about consumers and community services. 

Throughout this manual, the term CSB (community services board) includes operating and administrative policy CSBs, behavioral health authorities, and local government departments with policy-advisory CSBs.
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