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Contra Costa Health Services
Behavioral Health Division

MISSION STATEMENT

The mission of Contra Costa
Behavioral Health, in partnership
with consumers, families, staff, and
community -based agencies, is to
provide welcoming, integrated
services for mental health, substance
use, homelessness and other needs
that promote wellness, recovery, and
resiliency while respecting the
complexity and diversity of the
people we serve.

VISION STATEMENT

Contra Costa Behavioral Health
envisions a system of care that
supports independence, hope, and
healthy lives by making accessible
behavioral health services that are
integrated, responsive,
compassionate, and respectful.




CCMHPA Care Management Unit (CMU) 0o
Contact Information

A 1330 Arnold Drive Suite 143 Martinez, CA 94553

A (925) 372-4400
i  CMU Clinicians Option 1
i Initial Authorization Requests  Option 2
i Claims Department Option 4
i Provider Services Option 6

A Fax: (925) 372-4410




CCMHPo Care Management Unit (CMU) - Team

A ACCESS Line/CMU/Provider Services Program Manager
Katy White LMFT

A CMU/Provider Services Unit Supervisor
Gina Griffiths LCSW

A CMU/Provider Services Clinicians
Kim Kirkland LMFT  Kimberly Nasrul LMFT RJ Ojibway LMFT

A CMU Clerical Supervisor
Roxanne Osegueda

A Clerks
Sandra Lopezd Team Lead
Alyssa Clarke & Mukesh ChauhanClaims
Doug Hando CMU
Vijay Dugal & Adrianna Pinon-Cheek d Provider Services
Kelly Saelaw d CMU & Provider Services



CCMHP PROVIDER NETWORK REQUIREMEN

A Reminder of Provider Requirements

ii

Return calls within 1 business day-malftosthbdele cons um
intake appointment

Of fer appointment within 10 business days of <cli e
Keep voice mail clear, return calls even if practice is full

Have established plan for 24-hour crisis response, detailed on your outgoing voice message
Assure client callback w/in 1 business day for routine matters

Participate in at least one training meeting a year.

Notify Provider Services of availability changes

Respond to CMU, Provider Services, and Access Line communications within one business day.



ACCESS Line

The Gateway to
Contra Costa
Count yos
Behavioral Health
System of Care

The ACCESS Line welcomes consumers to integrated
services for mental health, substance use, and
homelessness.

It I s the main point of
Health Clinics and Substance Use Disorder treatment
programs.

It is also the Mental Health Plan Authorization Line for
Contra Costa MediCal beneficiaries seeking Specialty
Mental Health services with the Provider Network.

The line offers 24 -hour availability and assistance in
all languages via staff or interpreters.

e
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CCMHRACCESS LINE
1-888-678-7277

ENTRY POINT FOR SERVICE DELIVERY

Clients Call - Screened )
by an Access Line Screened for Acuity.

Licensed Clinician (mild -moderate or

(Interpreter Services moderate -severe)
are available)

Medi-Cal Eligibility for Provided with a Verbal
Services is Verified. Referral



ACCESS LINE SCRIRInformation provided
to the caller

Please call the provider today, as If you get their voicemail, please
their avallablllty may be limited Speak SlOWIy and leave your
or may change. name, phone number (twice), and
a brief message (
Medi-Cal, was authorized to you
by the Access Line, and would
like to schedule an
appoint ment 0)

AACCESS clinician offers a warm
transfer.

If you have not heard back from
any of the providers in 3 days, or
Give the provider 3 business days they do not have availability, you
to return your call, and make may call the Access Line for
sure your voicemail is setup. additional referrals (1 -888-678-
7277) (or if Mild Mod, the back
line at 925 -372-4428).




Access Line Direg€fonnect Pilot

¢ To ensure timely access and eliminate barriers to connecting to your services, ACCESS will
make efforts to connect the client directly to you after completing the screening and
referral.

¢ ACCESS#Ill attempt to warmtransfer the client to your number after providing the verbal
referral.

¢ ACCESS will provide brief clinical information about the referraldemographics,
presenting issue, client strengths, match for your practice).

¢ If ACCESS must leave a confidential voicemail, they will leave some information along with
the client's contact details, with a request for you to reach out ASAP.

¢ If the client declines to be transferred, they will provide instructions for the client to contact
you ASAP.



Reminders/Tips:

0

All Nonurgent/emergent (crisis) mental health treatment services require
authorization prior to service delivery to ensure eligibility and payment.

If the client was not referred by the ACCESS Line, gently refer the client back to
ACCESS tonfirm eligibility/acuity, hel@void duplication of services (i.e., if already
open to our system of care), and ensure that referrals are appropriately provided.

Please offer an appointment within 10 business days for newly referred clients, as
required by DHC®.you do not have available appointments within thme-frame,
or do not have openings altogether, please inform CMU of your availability ASAP.

Our Community Support Workarill be following up with you approximately 2

business days following the referral to confirm that you were successfully able to
schedule an appointment with the clienhe CSW may also reach out to you
regarding a specific referral for a client in need.
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The Care
Management

K J Unit (CMU)




CONTRA COSTA MENTAL
HEALTH PLAN (CCMHP)
PROVIDER NETWORK

A Panel of Licensed Clinicians
that Operates to Serve the

Mental Health Needs of Contra
Costa County Resi dent
S c 0 p e O-Cdlieoderage.

Approximately 200 Network
Providers.

Approximately 4500 85000
Beneficiaries Served Annually.

Part of System of Care that

Includes Mental Health Clinics,
Community-Based Organizations,
and Other Health Care Providers.



The CMU Team

u  Comprised of an Interdisciplinary
Group of Licensed Mental Health
Clinicians (LMFTs, LCSWs, PsyDs,
PhDs, MDs) and Administrative
Support Staff.

u Works Within the Behavioral Health
System of Care to Ensure that
Contra Costa County MediCal
Beneficiaries are Provided the Best
Care Available.



Overview of CMU Lines of Business/Programs

Specialty Mental Health Services

(Moderate/Severe)

Mild to Moderate Mental Health Services
(Mild/Moderate)

~

AContra Costa Health Plan (CCHP) is
AThe Contra Costa Mental Health responsible for service delivery. They

ReSponSibiIity Plan (CCMHP) IS responsible for ResponSIblllty delegate oversight to the Contra
service delivery. Costa Mental Health Plan (CCMHP).
J

Medical

AAdheres to Medi-caid Title XI Necessity A'g‘rdehf(’;sssrté’smiﬂ\';ecf‘tlg#'%ﬁ'é”;f which

Medical

Necessit o e
Criteria ¢ criteria. Criteria

\

ARegistration & Admission Form ARegistration & Admission Form
Alntake/Annual Assessment Forms APrior Authorization Form
AChange of Treatment Form ADischarge Form

ADischarge Form

L




Provider Portal will display the acuity 0o
Mild/Moderate or Moderate/Severe

How will |
know my
cl 1 en
acuity?

Authorization Letters will display the acuity or
program - Mild to Moderate Mental Health
Services or Specialty Mental Health Services

If the acuity displayed does not match what
you feel the clientos
consult




Wh at t o do when acu

u - Mild/Mod to Mod/Severe

v CMU will issue a new initial authorization under Mod/Severe (this is needed in
order to provide the assessment sessions to complete a full intake.)

v Provider will submit an intake within 60 days of the new initial authorization

u  Mod/Severe to Mild/Mod

u  After the initial 8 sessions, provider will submit a Prior Authorization form



CMU

Workflow
Overview

PRIOR TO T MEETING:
REQUESTNITIAL AUTHORIZATION

1STMEETING WITH CLIENT ADMISSION DATE

IMMEDIATELY AFTER ST MEETING: SUBMIT CLIENREGISTRATION & ADMISSION FORM

MILD TO MODERATE

SUBMIT PRIOR AUTHORIZATION REQUEST AFTER 8 SESSIONS. NEW AUZADEN IS GOOD
FOR AN ADDITIONAL &6 SESSIONS. ALL AUTHORIZATIONS WILL BE FOREAR.

MODERATE TO SEVERE

WITHIN 60 DAYS OF ADMISSION: SUBMINITAKE ASSESSMENSIAUTHORIZATION IS GOOD
FOR UP TO 1 YEAR FROM YOUR SIGNATURE DATE

MILD TO MODERATE

SUBMIT PRIOR AUTHORIZATION REQUEST AFTER EAE2® SESSIONS ASLONICALLY
INDICATED

MODERATE TO SEVERE
ANNUAL ASSESSMENS DUE 30 DAYS PRIOR TO EXPIRATION OF CURRENT AUTHORIZATION




Request an o0l ni tassobnaf\podsible.r i z

The clientds eligibility wil
the client is not open to another provider will be provided
at this time.

If you receive a call from a returning client who has not
been recently screened by the Access line, you may still
request an olnitial Authoriz
i nformation regarding client
and/or functional impairments. This will help determine
current acuity.

Initial
Authorization

If you see the client before obtaining a new initial
authorization, you will do so at your own risk, as current
eligibility for services will not have been confirmed.




How Do | Request an Authorization?

Provider Portal



Requesting Initial Authorization By Phone

Call 925-372-4400, select Option 2 to make an
Initial authorization request.

Be prepared to provide
last name, DOB, and CIN

Be prepared to give the appointment date
and 18t appointment offered if different.

You wi | | be given the
Number (MRN) at this time.



Requesting Initial
Authorization Via Provider
Portal

Submit a CRM using the Subtopic ol ni
details section provide information on date of contact from client, date
of session, and whether an earlier date was offered.



Authorization

Letter

u In either case, you will
receive a hard copy letter
In the mail.

u The CMU term for this
aut hori zati1 on
Aut hori zati on. 6

u Pay attention to the acuity
on the letter:

u Mild/Moderate MH Services
u Specialty MH Services
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Initial Authorization Templates

Mild/Moderate Specialty Mental Health (Moderate/Severe)
u BHS Initial Mild -Mod Therapy u BHS Initial Therapy

u 199205 (for clients under 21 - 4 additional 99205 units may be requested) u 8 99205

u 790834 u 6 90834

u 290846 u 290846

u 290847 u 290847

u 6 90887 u 6 90887

u BHS Initial Family Therapy

u BHS Initial Mild -Mod Family Therapy u 8 99205

u 199205 u 290834

u 7 90846 u 6 90846

u 790847 u 6 90847

u 6 90887 u 6 90887

u BHS Initial Group Therapy

u BHS Initial Mild -Mod Group Therapy u 8 99205
u 199205 u 290834
u 290834 u 6 90853
u 6 90853 u 290847
u 290847 u 6 90887
u 6 90887

* If a mild/mod client changes to mod/severe, a new initial
authorization will be provided.




Questions
About Initial

Authorizations




Network
Provider
Client
Registration
& Admission
Form

If your client is a no -show, you do NOT need to
iInform CMU. No-shows are not billable.

Recommend having client complete a printed copy
at first session.

Network Provider submits form to CMU within 7 days of
first appointment and prior to submitting any claims.

Ch o o BHS RegistrationForm 6 Su bt opi c
via Provider Portal.

f
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Submitting Documentation

A B a

Care Management Unit 925-372-4410 Provider Portal
1330 Arnold Drive #143

Martinez, CA 94553




#4% pROVI

Client MRN:
Network Provider (0 initial Registration (1t Visit)
CONTRA COSTA . . . .. [ Annual Update
BEHAVIORAL HEALTH Client Registration & Admission ProVIDER NAME:

A Civision of Cantra Costa Health Services

CLIENT NAME
Client's Current Last Name First Middle Gen (Sr., Ir) | Today's Date

)
Client

CLIENT IDENTIFICATION
Date of Birth Medi-Cal Card Number (CIN)

Registration and

ADDRESS
Street Address Ci State Zip-Code+d

u n
Address Type (Please checkone)  [Home ElWork [Shelter EHomeless ElForeign EUnknown
TELEPHONE
T
M Telephone Type  [BCell EFax [@DHome [EMessage EPager EWork

DEMOGRAPHICS
[DFfemale EMale B0ther ) [DDivorced EMarried EINot Collected [ESeparated a e O
Gender Marital Status

[ENonbinary ElUnknown [Dsingle EWidowed EUnknown

Residential Living Arr

t (check one)

15 Adult Residential Facility I8 Homeless - No Residence 10 Lives alone 18 Small Board & Care
IE Alcohol Abuse Facility IE Homeless, No Identifiable Residence 0 Lives with family I3 SNF/ICF
1) Community Treatment Facility ) House or Apartment 12 Lives with others 15 SNF/ICF - Psych Reasons
2 Crisis Residential Facility IE House or Apt. with Supervision I Lives with relatives I3 State Hospital
I8 Drug Abuse Facility 15 House or Apt. with Support 2 MH Rehab Center (24 Hour) | I8 Supported Housing
IE Foster Family Home IE Inpatient Psychiatric / PHF [0 Res Tx Cnter (Level 13-14 I3 Temporary Arrangement
15 General Hospital 120 Institute of Mental Disease (IMD) Child) 12 VA Hospital
I8 Group Home (Level 1-12 Child) I8 Justice Related (0 satellite Housing 1B other
18 Group Quarters 12 Large Board & Care [ single Room 13 Unknown / Not Reported
Occupation Type (check one) Employment Status (check one)
I5 Executive/Manager [0 Disabled 5 student, Employed Part Time
15 Farming/Forestry 12 Full time, 35 hours or more per week (comp) I8 student, Full Time
I3 Production/Labor 12 Full time, 35 hours or more per week (non comp) [0 student, Part Time
15 Sales/Service B Full-time training I8 Unemployed, actively looking for wark
IE Unemployed 2 Homemaker, Not Seeking Work [E Unemployed, not seeking work
15 Unknown/Not Reported 2 Homemaker, Seeking Work I8 Volunteer Worker

= [0 Part time, less than 35 hours per week (comp) 15 Other
Veteran's Status (check one) 2 Part time, less than 35 hours per week (non comp) I Unknown / Not Reported
Eyes @No [0 Resident / Inmate of institution [0 Part-time training

[0 Retired

Hispanic Origin (check one)




Clent Nome: [ clent pate o svtn: [

Race (check all that apply)
Malaskan Native Eichinase WKorean BMixed Race Eother Pacific Islander  EUnknown/Not
[BAmerican Indian EFilipino [Lzotian [ONative Hawaiian  EJOther Southeast Asian Reported
[Basian Indian BGuamanian [Latin American [Bother Bsamoan
[DBlack/African Amarican EHmong EMexican American  [EOther Asian Evietnamese
[Bcambodian [Hapanese EMien [Hother Hispanic  EWhite or Caucasian
Primary Language: (check one response) Preferred Language: (check one response)
@American Sign  Ellocano Hrolish B American Sign Milocano Hrolish
Language Hitalian DPortuguese Language Hitalian HPortuguese
[BArabic Mapanese [MRussian [BArabic Mapanese IMRussian
[BArmenian EKorean Eisamoan EArmenian [Ekorean Hsamoan
[Bcambedian BLao Mspanish [Bicambodian HLao IEspanish
[BCantonese MiMandarin [@iTagalog [Bcantonese EMandarin HTagalog
BEnglish EMien WThai BEnglish BMien WThai
EFarsi E0ther Chinese [ETurkish [DFarsi [H0ther Chinese IETurkish
EFrench Hother Non-English Evietnamese BFrench @other Non-English Bvietnamease
MHebrew IEother Sign [EUnknown/Not EHebrew [Eother Sign IEuUnknown/Not
L EHmong Language Reported EHmong Language Reported
EDUCATION
Type:
[DHighest Grade Completed: [@None  [@Decline to State
EMERGENCY OR MESSAGE CONTACT

Registration and S ——-——-—"_"—_—"_-—.
Admission Form

***** PROVIDER USE ONLY *#***

( I a g e 2 O f 2 ) Facility/Place of Service — Location (City): Group Name: (if applicable)

Admission Date: (first billable service) ICD-10 Code: DSM5 Description:

Legal/Court Status

2 Temporary Conservatorship (W1 Code Section 5353) ) Representative Payee (WI Code Section 5686)

[ELPS Conservatorship (WI Code Section 5358) I3 Juvenile Court, Dependent of the Court (W1 Code, Section 300)
5 Murphy Conservatorship (WI Code Section 5008) 5 Juvenile Court, Ward - Status Offender (WI Code Section 601)
I Probate (Probate Code, Division 4, Section 1400) I Juvenile Court, Ward - Juvenile Offender (WI Code Section 502)
2 parolee PC 2974 (Penal Code, Section 2974) 2 Not Applicable

Substance Use? @ves @ No @ Unknown  SUICD-10 Code: T

Provider Printed Name/License Signature Date

MHC-097 Rev 10-2018 Network Provider Registration Page 2 of 2

iy




\/ Check eligibility within the first few days
of every month.

ﬁ Eligibility can change from month to
month.

Medi-Cal
Eligibility
Verification

l?h Refer to your AEVS Line instructions.

=a You can also check eligibility via the
= Provider Portal.




Questions About the
Client Registration
Form or Medi-Cal
Eligibility?




MODERATE/SEVERE ACUITY




Moderate -
Severe
Network
Provider
Intake Form

Complete and submit
t h eNetwork
Provider Intake
Formo wi t B0 n
days of first appt.(30
IS preferred)

Use the 5-page
Intake form dated
10-2018.




CONTRA COSTA
BEHAWHORAL HEALTH

B e e s e s Specialty Mental Health Assessment

Beneficiary: MRM: DOB:

Check one: °J Intake ! Annual

Provider Last Name, First Name (and Group name, if applicable) Location
FRIMARY Beneficiary-identified Problems, History of Beneficiary-identified Problem|s],
REASON FOR impact of Beneficiary-identified Problem(s]. Beneficiorv-identified impairmentis):
REFERRAL

Network

L |
FUNCTIONAL IMPAIRMEMNTS |check all that apply):
"1 Family Relations [ ] social/Peer Relations [ TEpi of decar son & increase of symptoms,

=ach of extended duration

School Performance/Employment Physical Health Orther:

[ | Setf-Care [ ] Substancs Use/Abuse [ ] Other:

S Intake

MENTAL STATUS: (Check and/or describe if abnormal or impaired

Appearance/Grooming: | [] Unremarkable [] Remarkable for:

Behavior/Related : ] Unremarkable [ Mozer Agitated (] 5 || Avoidans ] impuilsive Orl I l
] Hastile ] Suspicious/Guarded | [ | Mosor Betarded [] other:

Speech: [] Unremarkabie [[] Remarkable for:

Mood/Afect: [ | Unremarkable [ | Depreszec [ | Elztec/Expansive | | | Anwious [ [ L=bile (P ag e l Of 4)
[ Irritable/Angry [[] Cther:

Thought Processes: ] Unremarkabie ] Concrete ] Distorted ] i i || Blocking
[] odediasyncratic [[] Pawcity of Content [ Circumnstzntizl ] Tangartial ] Obsessive
] Flight of Ideas 1 Racirg Thoughts [ Loasening of fzsee | [] Other:

Thought © [ ] Unremarkable [[] Suicidal i "] Homicidal i [] Paranoid

Perceptual Content: [ ] Unremarkable 1t inati [ Delusi [] Flashbacks | ] Dissociation
] Deper izati [ Derealizati [ idezs of Reference

Fund of Kknowledge: [ ] Unremarksble || Remnarkable for

orientation: || Unremairkable [ | Remarkable for:

Memory: []inmc [ | Impaired

Intellect: || Unremarkable || Remarkable for:

Insight/Judgment: [ ] Unremarkable [ ] Remarkable for

COMMENTS:

TRALUMA

HISTORY fEXPOSURE

[Include any psychological,

emotional response to an
event that is deeply
distressing or disturbing_):

Dmmm with: DMHEMEGED Child welfare System




etwork
rovider
Intake
Form

(Page 2 of 4)

CONTRA COSTA
BEHAWIORAL HEALTH

A e Specialty Mental Health Assessment

Beneficiary: MRM: DOB:

MENTAL HEALTH HISTORY (Including past diagnoses, suicide attempts, violence, hospitalizations, and other outpatient treatments
& responses):

BIRTH AND DEVELOPMENTAL HISTORY: (Did Benaficiary meet developmental milestonas? Were there envireonmental
stressors? Include prenatal and perinatal events, including trauma during pregnancy.}

SUBSTANCE USE HISTORY CURRENT SUBSTAMNCE USE

Type Prenatal | Past | Ageat J] Hors/ | Current I Current Use In Chent-

Enposure Use First Denies Use Recovery perceived
Use Problem?
Mild | Mod | Sew

Alcobol ] [ ] ] 010 ] ¥l K[

Amphetamines J [m] ¥ KWL

Cocsine/Crack =] ¥ K[|

Opiates [] __| L] [m] ola [1 W1 N[

Hialle L ] [] [ [mm] | ¥l N[

5l ire= Pills, Pain Killers, ¥alium, or Similar ] ¥[] N[]

PLP (phencydidine} / designer drugs () [] [] O [ a [] ¥ N[

Inhalants |paint, gas, glue, serosols) ] [ | ] Y1 N[]

Marijuana f hashish W T ] ] ] Y[ K[|

Tobaceo / nicotine [] [] [ [] [ ] ] o] [] ¥ K[

Caffeine (energy drinks, sodas, coffes_ate | [] ] g ¥[] N[

(Ohver the counter/other ] 1 (] (] ] ¥[] MN[]

i ity-based £ ient psychiatric izsions ication) S based and

response:

MEDICAL HISTORY: | Last Physical: | | primary care Provider: |

|:| If client has no PCP, then referral information has been provided [CCCHS Clinic & 1-800-495-BE8S5 or Private PCP)

Allergies (MaspaTory]: | | I:l Mo Known allergies

Include severity of symptoms for allergies:

Relevant Health History [induding surgeries or
significant medical /developmental conditions, az
reported by client):

PSYCHIATRIC MEDICATION HISTORY
[Include relevant responses, side effects and

CURRENT PSYCHIATRIC & NOM-PSYCHIATRIC PRESCRIPTION & O.T.C. MEDICATIONS [use page 4 if needed):

Mame of Medication DosageS Frequency Prescribed by Date Prescribed Date Last Taken

R¥ Compliant: |:| Yes Mo |:| Unknown  Explain:




CONTRA COSTA
BEHAMIORAL HEALTH

e Specialty Mental Health Assessment

Beneficiary: MRMN: DOB:

RELEWVANT FAMILY PSYCHOSO(CIAL
HISTORY including lillness, -]
abuse, abuse/neglect [physical, sexual, emotional,
etc.], suicide (suicide attempt/ unexplained death),
and any education/school history:

Family involvement: | |very [ |moderate [ |minimal [ |Motatall

PSYCHOSOCIAL FACTORS (Living situation, daily activities, social support, cultural and linguistic factors, Legal or justice-invaeved
history, Family history & current family involvement, Military history, Tribal affiliation, LGBTO, & BIPOC):

SAFETY RISK: | | none identified || Mot currently Acute | | Danger to Sself | | Dangerto Others | | Domeastic
[ inahility to Care for self || Physical Abuse [ sexual abuse [ | Neglect Vialence
[ FORMI(S) COMPLETED: [ | cps [ ] aps [ ] putytowarn [ | safety Plan

Provide additional detail for any box checked abowe:

Beneficiary Strengths (include information on strengths in achieving goals, personal motivation, drive, interest, resilience, & coping
skillzs):

Beneficiary Protective Factors: (include available resources, supports (including support persons), interpersonal relationships,
SyEtems, activities)

Clinical Summanry/Medical Necessity (justification for medical necessity/impairments):

Clisnt meets Specialty Mental Health Medical Necessity: [ | Yes [ | Mo [if “no” identify transition plan on page 4)

DS -V CODE: DSM-V NAME:  AMust write full gosis norrotive, me abbrewi 5] 1CD-10 CODE:

r}

is)
[ substance Use Issue: Yes | |No | DSM-V Code: ICD-10 Code:
Service Recommendations:
Modality Freguency Duration
[ ] individual Therapy [ | Growp Therspy [ Wenkdy [] other [] 3 menshs [ | 6 months

[—
Prowider:
(Print) [Signature] [Licensure] [License /Regist. &) Date

Provider's Signoture certifies that the abs informotion is xand all regquired documentation is on file.

Network
Provider

ntake Form
(Page 3 of 4)



Network
Provider
Intake

Form
(Page 4 of 4)




