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Outpatient Referral Process

* Providers may receive referrals from MCCMH-SUD contracted
residential or detox providers, MCO (Managed Care Operations)
or direct calls from clients.

* Intakes should be scheduled ASAP but no later than: 24 hours
for priority populations; 7 days from discharge from
detox/residential treatment; 14 days for all others.

* If you cannot provide a timely appointment, the client should be
referred to MCO to find a provider that can provide a timely
intake.

* All providers are required to keep a phone screening log. This
screening should check for priority population status,
residence, insurance and SUD treatment needs. The phone
screen should also include an area to document: the
appointment offered date, the appointment date accepted, any
no shows and any rescheduled appointments.

Detox/Residential Referral Process

* Providers will receive referrals from MCCMH MCO.

» Staff will contactyour agency along with the client via three-way
callto facilitate the referral.

* Intakes should be scheduled ASAP but no later than: 24 hours
for priority populations; 7 days from discharge from detox; 14
days for all others.

* If you cannot provide a timely appointment, the client may be
offered a referral to another provider to ensure timely access to
treatment.

* All providers are required to check for eligibility and medical
necessity upon the clients' arrival to treatment. This includes
checking for insurance/income status as well as ASAM criteria.
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Intake Process

Intake Procedures

* At admission, complete a Release of Information and Fee Agreement
Form with the client.

* Send a copy of the release to MCO with a Request To Open Case form.
(see next slides)

* MCO will then open the case in FOCUS and notify provider via FOCUS.

* Provider then adds an Admission record, SUD Self-Pay Policy &
insurance information form into FOCUS.

* Higher levels of care such as IOP, MAT, withdrawal management and
residential treatment require prior authorization in FOCUS. Once the
admission and other forms have been added, an authorization request
can be submitted.

* Authorization requests must be submitted prior to the provision of the
next service for IOP and within 24 hours for residential services.




TO SHARE EALTH
Michigan Department of Health and Human Services
[ Use this form 1o give or take away your consent to share information about your:
+ Mental and behavioral heaith services. This will be referred to as *behavioral health”
throughout this form.
« Diagnosis, referal, and treatment for an alcohol or substance use disorder. This will be
referred 10 as *substance use disorder” throughout this form.
This information will be shared to help diagnose, treat, manage and pay for your health needs.

Why This Form Is Needed

When you receive health care, your health care provider and health plan keep records about your
health and the services you receive. This information becomes a part of your medical record.
Under state and federal laws, your heaith care provider and health plan do not need your consent
1o share most types of your health information 10 treat you, coordinate your care, or get paid for
your care. But they may need your cansent to share your behavioral health or substance use
disorder records.

Section 2b: Sharing Information Electronically

| Heath Information exchanges or networks share records back and forth electronically. This type

| of sharing heips the peopie involved in your health care, It helps them provider better, faster, safer
and more complete care for you. Your health eare provider and health plan may have already
listed these organizalions below.
Choose anly one option:

| O Share my h the listed below. will be shared
with nﬂlvlﬂulls and Dfpsnlllhoﬂs listed under section 2a.
| 0 Do not share my ion through listed below.

O Share my information through the organizations listed below with all of my past, current, and
fulure treating providers. If | choose this option, | can request a fist of providers who have seen
my records.

For Health Care Provider or Health Plan Use Only. List all health information exchanges or
networks:
1.

Instructions
= Togiva consent, fill out Sections 1. 2, 3, and 4.
= Totake away consent, filf out Section 5.
» Sign the completed form, then give it to your healtheare provider, They can make a copy for

4.
2. 5.
3 6.

| Section 3: What lmonnauan ‘You Want to Share

you | Choose ane aption:

|0 Share all my behavioral health and substance use disorder records. This does ot indlude
| Section 1: About You notes”. |
G | O Share only the types of behavioral health and substance use disorder records listed below. For |

| First Name Widdle ‘LuslNama Date of Bith | Date Signed
| | Initial

| Section 2: Who Can Seo Your Information and How They Can Shara it

Section 2a: Sharing Between d O
Let us know who can see and share your behavioral health and substance use disorder records.
You should list the specific names of health care providers, healih plans, family members, or
nlnms They can only share your recards with peaple or arganizations listed below.

Mental Health 1

1. Mogamb County Community | 0. Else & Willard % Living Peake Recovery
2 Big-hled Behavioral Healih 1 20
3. Parsonaiized Nureing Lighthouse: 12 Kim K Jus! 4 Today Stay 21, Tuming Point Recovery
4 CARE of Southeastem Michigan 13 Live-Rits Properies “SHAR.Macomb
5 Morition Health Services/CP 14_Macom Famey Servces n ]
6_Sacred Maart Ratabiltaton Canter 15 Clion Coungeng Conter 24 Eastiand Recovery House
7_Salvation Army Hartor Light 16_Holy Crosy 25 Great Lakes Recovery Center
BACCESS 17 26 Easier
2. 18

MOHIS 5515 (Rev. 10-29)
Previous edition obsolete. 1

example, what | am being treated for, my medications, lab results, etc.
4

1. 3
2. 5.
3 6.

Section 4: Your Consent and Signature
Read the statements below, then slw' and date the form.
By signing this form below, | unders

+ I am giving consent to share my bchawc-al health and substance use disorder records. This
Includes referrals and services for alcohol and substance use disorders, but other
information s also shared.
1 do not have to fill out this form. If 1 do not fill it out, | can still get treatment, health
insurance or benefits, But, without this form, my provider or health plan may not have all the
information they need to treal me.
My records listed above in section 3 will be shared to help diagnose, treat, manage, and
pay for my health needs.
My records may be shared with people or organizations as stated in Section 2.
QOther types of my health information may be shared along with my behavioral health and
L substance use disorder records. Under existing laws, my health care provider and health |

MDHHS 5515 (Rev. 10-18)
Previous edition obsolete. 2

plan do not need my consent to share most types of my health information to treat me,
coordinate my care or get paid for care

This form does not give my consent to share “psychotherapy notes”.

| can remove my consent to share behavioral health and substance use disorder records at
any time. | understand that any records already shared because of past approval cannot be
taken back. | should tell all individuals and organizations listed on this form if | remove my
consent.

| have read this form. Or it has been read to me in a language | can understand. My
questions about this form have been answered. | can have a copy of this form.

This signature is good fof 1 year from the date signed. Or | can choose an earlier date or
have it end after the event or condition listed below. (For example, at the end of my
treatment )

Date, event, or condition: 90 days post discharge

State your relationship 1o the person giving consent and then sign and date below:
O Self

O Parent (Print Name)
O Guardian (Print Name)
0 Authorized (Print Name)

Signature Date

‘ Witness Signature (If Appropriate) Date

TAKE AWAY YOUR CONSENT
Complele Section 5 if you na longer want ta share your records listed above in Section 3.

FOR HEALTH CARE PROVIDER OR HEALTH PLAN USE ONLY

Verbal Withdraw of Consent
O The individual listed above in Section 1 has taken away his/her consent.

List the individual who requested the withdraw below, then sign and date below.
O Individual listed above in Section 1.

O Parent (Print Name)
0 Guardian (Print Name

O Authorized (Print Name)

Signature of Person Who Received  Print Name Date
the Verbal Withdraw

Other Information for Health Care Providers and Health Plans

'his form cannat be used for a release of information from any person or agency that has.
provided services for domestic violence, sexual assault, stalking, or other crimes. See the FAQ
for providers and other organi at michigan gov/bhconsent

| Additional Identifiers (Optional)
Medicaid Last 4 of the Social Security Number

| Form Copy (Optional, Choose C ption)
O The individual in Section 1 received a copy of this form
0 The individual in Section 1 declined a copy of this form

Section 5: Who Can No Longer See Your Information

I na longer want to share my records with those listed in Seclions 2a and 2b, | understand any
information already shared because of past approval cannot be taken back.

State your ip 1o the person , then sign and date below.

O Self

O Parent (Print Name)
O Guardian (Print Name)

O Authorized (Print Name)
Signature Date
Witness Signature (If Applicable ' Date

MDHHS-5515 (Rev. 10-19)
revious edition obsolete. 3

AUTHORITY: This form is acceptable to the Michigan Depariment of Healih and Human Services
a5 compliant with 42 CFR Part 2, PA 258 of 1974 and MCL 30,1748 and PA 368 of
1978, MCL 333.1101 ot seq. and PA 129 of 2014, MCL 330.1141a.

COMPLETION. | Is Voluntary, but required if disciosure is requested

The Michigan Department of Health and Human Services (MDHHS) does not discriminale against any
individual or group because of race, religion, age. national arigin, color, height, weight, marital status,

MDNHS-5515 (Rev. 10-19)
Previous edition obsolete ]

| genetic information, sex, sexual orientation, gender identity o expression, political bellefs or disabillty
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Macomb County Community Mental Health
Office of Substance Abuse

SUD PROVIDER REQUEST TO OPEN CASE

ol mi Date

Requesting Agency [ st Location |
Person Making Request Contact Humber |

Consumer

FirstName Last Name

Other Name Used SSN

Gender OMale O Female | Date of Birth

Address City

State Zip

Home Phone At Phone

|
Insurance Check all that apply

O | Medicaid

O | Healthy Michigan Plan
[ O | Michild

O | Block GranbPA2

O | women Specialty Funds

O | Other

Scan this form and consumer signed relesse to “SUD Release” in the Focus System Message
a

Fax this form and reiesse to Access Center st 566-948-0223

10

Intake Procedures Continued

* Atintake, each client must be provided with a copy or access to
the “Help When You Need It” booklet, Privacy Notice,
Confidentiality information, information on Advanced Directives
and information regarding Recipient Rights. Documentation that
each client was provided these documents must be included in
the client chart.

* This is often documented in a consent for treatment form signed
by the client.

* The "Help When You Need It" Handbook, "Know Your Rights"
booklet and Privacy Notices can be found on our website:
www.mccmh.net under community resources.

6/21/2024



WHAT YOU CAN DO:

Talk o your program rights advisor.
Maybe together you can find a simple
solution to your compiaint.

If that doesn't work, you can fill out a
formal complaint. Your rights advisor
has complaint forms.

Adter you give your complaint to your
rights advisor, the complaint will be
Investigated. You will get a written
answer 1o your complaint within 30
working days.

If you don't accept the writien answer
to your complaint, you have 15
working days to file an appeal to the
regional righls consultant. Your rights
advisor will provide you with appeal
forms or you can send for ane by
writing to the address on the back of
this brochure.

Within 30 working days, the regional
rights consultant will give you a
wiitlen answer to your appeal

to your appeal, you can file another
appeal to the state rights coordinator.

oy

()

YOUR PROGRAM
RIGHTS ADVISOR

Phone

If you don't agree with the written answer

N/

For additional information or to obtain

forms to initiate a complaint, contact your

Iocal Substance Abuse Coordinating
Agency at

LIGENSING AND REGULATORY AFFAIRS

CUSTOMER DRVEN. BUSINESS MIKDEL.

LARA I8 an equal appartunity employeriprogran.

Revised 814

L W

T

know
your

RIGHTS

11
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Authorizations

* |OP, withdrawal management and residential auth should be
submitted in FOCUS within one day. MCO cannot back date any

authorizations.

agreed upon treatment modality.

Authorization requests should align with the treatment plan and

If client is continuing in treatment beyond the time period of the first

authorization, submit a reauthorization request to MCO. A treatment
plan must be uploaded to the FOCUS system with any

reauthorization request.
Once MCO has responded to the authorization request, you will

receive a message in the FOCUS system. Be sure to read all
responses as an authorization may be “approved” but could be
‘reduced’. Any denial will have a reason for denial and may have
instructions on what needs to be completed prior to re-submitting

the request.

6/21/2024
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Authorizations

Services Requiring Authorization FY24

Withdrawal MGMT H0010/H0012
Residential Lodging, Per Diem S9976
Residential Treatment Per Diem H0018/H0019
Recovery Housing H2034
Intensive Outpatient HO0015
Opioid Health Homes S0280

Clinical Documents




Clinical Assessment

* ALMCCMH-SUD contracted providers must use the ASAM Continuum or
GAIN assessment tools.

* New clients should receive an assessment at intake.

« If the GAIN or ASAM Continuum are started but cannot be completed at
intake, they can be completed at the next appointment. The date the
assessment was completed is the date the intake code would be billed.

If the client has been in treatment with another provider within the last 45
days, your agency should obtain a copy of the ASAM Continuum completed
with that agency and review/record updates with the client rather than
completing a new ASAM Continuum.

ASAM Continuum or GAIN Assessments must be completed annually. Once
the annual assessment is completed a BH-TEDS update should be entered
into FOCUS.

All sections of the ASAM Continuum must be completed including any
notation needed about level of care not matching the ASAM Continuums
recommendation.

15

Clinical Assessment Cont.

Assessments should also include an interpretive summary completed by the
clinician. This summary should be clinical in nature rather than a historical re-
telling of biopsychosocial history and unique to the client served.

Example: New is a 39 year old, Caucasian, single female. She presents with a
history of alcohol use. She reported periods of clean time in the past, the
longest being two years after the birth of her son in 2012. Most recently, she
has been drinking up to ten beers a few times per week. New recently lost her
job due to absences. She has been living with her boyfriend for the last six
months. New reports that he does drink on occasion but has never had any
SUD treatment. New reported recent symptoms of anxiety including: excessive
worry about the future, insomnia, fatigue, trouble concentrating, and trouble
with decision making. New presents with diagnoses of Alcohol Use Disorder-
Moderate and Generalized Anxiety Disorder. It is recommended that she
attend monthly individual sessions and weekly group sessions to explore
triggers for use, increase positive coping mechanisms, explore

employment needs/opportunities, increase knowledge of addiction and post
acute withdrawals and decrease symptoms of anxiety. New may benefit from a
psychiatric evaluation to clarify mental health

16
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Adding and ASAM Continuum

SUDCA
* TRAINING MODE Library: MCCTRN ***

SUD / cA (NEW)
| Home | fogout | Help |
e | Sacred Heart Rehabilitation Center - Madison Heights
Authorizations SUD Treatment Referrals, A is si and Discharges
Consumers SUD Treatment Referrals, Admissions and Discharges for a consumer + myPage.

Financial Information

Search SUD Referrals by Provider
Help Desk

_ Search SUD Referrals by Provider +myPage
Medicaid Lookup

SUD /CA (Legacy) Change In Level Of Care Forms
SuD/C. E\

(A NEWY Add, Change and View Change In Level Of Care Forms + myPage
Staff To-Do List

ASAM CONTINUUM

ShangeRassiord n ASAM CONTINUUM Assessments for a Consumer «myPage.

Please see instruction sheet for detailed
instructions on adding an ASAM Continuum.

17

Other Required Documents

+« Communicable disease risk screens must be completed for all clients.
Any client identified as “high risk” must be provided with a referral for
follow up care. (Referrals must be documented)

* All clients must have an initial fee agreement complete in full. These are
then reviewed every 90 days or if there is a change in the clients' income.

* Any clients funded by Block Grant must have verification of income in

the chart. This may be a bank statement, check stub or letter attesting to
lack of income.

* All charts must include documentation of whether or not a client has a
primary care physician and if so, coordination of care with that physician
(with a release of information). Any client without a PCP should be
assisted in obtaining a PCP or given a referral to a FQHC.

* The Communicable Disease Risk Screen and Fee Agreement Form can
be located at our website: www.mccmh.net in the Substance Use
Provider Manual

18




Fee Agreement Form

Admission Date; Agency D (optional),

MACOMB COUNTY OFFICE OF SUBSTANCE ABUSE (MCOSA)
VERIFICATION OF INCOME & FEE AGREEMENT FORM

Name:

(Last) (First) (Middie)

Social Security Number (required): Date of Birth:

Marital Status: 0Single 0 Marriedfliving with partner 0 Divorced 0 Separated 0 Widowed
Current Gounty of Residence: 0 Macomb 0 Other,
Number of Dependants (include self) Ages (inelude self):

Tundsrstand thata portion of the cost of my treatment may be subsidized by public funds. As required
by eligibility guidelines, | hereby certify that my current yearly income is as follows:

Hourly Wage:$ Hours warked in past two (2) weeks
Annual Personal Income: 5 A 5
Source(s) of Income: 1 Employm 0 Unemployment 0 Disability
Ahmnr\y/Bmm Support 0 Parent (only ifyou are under 18)
I Spouse/partner 0 Public Assistance 3 Other (specify):

1 understand that public funding should be the funding of last resort, and | certify that my current
health insurance status is as follows:

Health Insurance/HMO/PPO: T No Ifyes, Name of Insurer

YA Heaicars pénein Mo
Medicar 0 Mo
Ilealmy W chigan Plan (HMP) No
Medicaid: M

o
Medicaid wiDeductible/Spend-Down, T No Deductible Amount (if known): §

Clientto read and initial
Iverify that the sbove statements are true, fothe best of my knowledge. I understand that { will

e required to i of the ab the pumose of eligibility
for public funds and charged for

unclecstmnthet .1 am otherwin, ozl st perty, nsrance:eovame nckiding
Wedicaid or Healthy Michigan Plan, and do not apply for, or decline to use rmy insurance, MCOSA is
obligated to supplement the cost of my treatment.

1 understand that | cannot be enrolled in more than one MGOSA-funded (Medicaid, Healthy
Wichigan, Block Grant) treatment program at the same time, and will inform my therapist if | am
envolled in any substance use treatment elsewhere, if I choose to remain at my other substance use
traatment program, MGOSA will not fund my current request for substance use treatment and | will ba
responsible for any costs incurred.

COMPLETED BY PROVIDER:
Section 1 - Verification of Residency - Maintain proof of documentstion in clent fie

Q@ Drivers LicenseiState 1D with Macomb County Address
@ Mail addressed to client with Macomb Gounty Address
Q Other

Section 2 - Admission Category - Meets MCOSA Quality Assurance Guidelines, ASAM eriteria and Medical
Necessity criteria for admission to the following category below:

Detox/Residential - no copay

Methadone Assisted Treatment

10PIOtpali

OutpatientSignificant Other Admission (Maximum lsngth of outpatisnt funding up to 12 sessions in
90 dsys; not eiighie for resuthorizstion)

RS P rBARc vt v, on i uth: o, degroci o Sitalan
Depencence by Sysianed Ful or Parl Rermisson, wih e S0 pupose of vering an pending
refapse. Maximum length of wrusmr.unmng 101012 scssom 190 Gays. ok expanes
relapse during trestment, updste sdmission category)

Case Management -no copay

Peer Recovery Goach -

Adolescent Outreach Program - no copay

Section 3 - Reimbursement Level Assignment

Type of Income Verificafion (*atach proof o tis Fee Agrecment form)
MedcaldiHealiy Michigan (velfd n the NCOSA data system)

inome ax retum
“Unemploym:
‘Rece\pt of upp\ltahnn for Healthy Michigan Plan/Medicaid

eoooon

Check one:

Medicaid: No co-payment
Healthy Michigan Plan: No co-payment

Gommunity Grant: Go-payment amount per service: S Effective Date:

Explanation for exception, i applicable:

Client Acceptance of Fee | Agency.
Signature Date Signature Date
Note: There is a minimum fee for Community Grant (Block have this

fee waived must complets the -NCOSA Clint Fee Walver RE\:uEsVAMhuﬂzahun form, which must be
forwarded to MCOSA for approval. See QA Guidelines in Chapter 3 of the MCOSA Provider Manual for
instructions.

19

Clignt Name: Agency ID (options)

Fee Review

A review of assigned fees is reguired every 90 days, when submitting Outpatient (Drug-free and
Methadone) re-authorization request, or when client financial situation changes, whichever comes first.

Fees Reviewed on (Date):
Financial Situation Changed: O No_(skip fo signatures) 0 Yes

If yes, current household income S, (attach tofee
Revised Fees Amount: S_ New Amount Effective On (Date)

Page 3 of the Fee Agreement
is completed every 90 days

Tor exception, if

orifthereis a change in the
clients'income. If there are

Client 13] of Fees: Agency Review:

Signature: Date: Signature: Date:

changes to the clients'

Fees Reviewed on (Date):
Financial Situation Changed: 0 No_(skip fo signatures) 0 Yes

If yes, current household income S,
Revised Fees Amount: s.

attach to fee
New Amount Effective On (Date)

income, a new SUD self-pay
policy should be added in
FOCUS to reflect this.

Tor exception, if

Client 3 of Feas: Agency Review:

Signature: Date: Signature: Date:

Fees Reviewed on (Date):
Financial Situation Changed: O No_(skip fo signatures) O Yes

If yes, current household incame S
Revised Fees Amount

attach to fee
New Amount Effective On (Date)

Tor exception, if

Client & of Fees: Agency Review:

Signature: Date. Signature: Date:

(Attach additional pages of “Fee Reviews” to this fee agreement packet, if needed.)

20
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Macomb County Community Mental Health Services
Office of Substance Abuse
FY2024 Sliding Fee Scale - Effective 10/01/2023

Step 1 - Determine Reimbursement Level

Find the client's family size in the left-most column of the chart below. Follow that line to the right until you reach the cell in
which the client's household income falls. The Level number on the top of that column is the client's reimbursement level.

Level 1 Level 2
0-138% Poverty 139-200% Poverty

Family Size]  Min. Income Max Income, Min. Income Max Income
1 50| 520,120 520,121 $29,160)

2 6{ 27,214 27,215 39,440]

3 UI 34,307, 34,308 49,720

4| gl 41,400 41,401 60,000

5 0} 48,493 48,494 70,280

6 0] 55,586/ 55,587| 80,560

7| 0] 62,680 62,681 90,840

8 0l 69,773 69,774 101,120

9| 0] 76,866 76,867 111,400

10 6' 83,959 83,960 121,680

11 OI 91,052 91,053 131,960

12 of 98,146] 98,147| 142,240

Step 2 - Determine Fee C to C: Level

In the left-most column of the chart below, locate the reimbursement level determined above. Follow the line to the
right until you reach the column that describes the service being provided. The fee (co-pay) is the dollar amount identified

in that cell.
Level OQutpatient Sess| Ion.'IOT= Chair Day| Methadone Dose] Recovery Homes -
1| 2.00 0.20] 50% daily rate
[copay applies after
2 5.00 0.35 60 days of service

*Income Eligibility levels are based upon the 2023 U.S. Department of Health & Human Services (Federal) Poverty Guidelines.

21

SUBSTANCE ABUSE COMMUNICATION FORM
TO PRIMARY CARE PHYSICIAN

Date:
To:
Primary Car= Physician
‘Address City Sme Zip
From:
“Teastmant Agaicy
Thexspist and Payckiatrist f applicabls)
Adaess city = zZip
i ) )
Phons Numbar Fax Numbar
Re:
Clizat Nama Datz of Birk
‘The zbove client was admitted 1o on
Leval of cars Das
Treatment Plan: Type. Frequency, Est length of T
Diagnosis:
Prescribed:
Comments
Date of last session: Trestment completed? Yes No__

‘We ask that the Primary Care Physician please send information related to relevant
medical history, current medications prescribed and treatment to the above

psychiatristinerapist
Thank you for your assistance.

Date sent: Intiais of sender. Method: Fax_ Msi__
oc: dlent chart

s o A S a8 st e ot e

Example form that can be
utilized for care coordination
with primary care physicians.

22
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MCOSA ASAM ASSESSMENT
ADULT SUBSTANCE ABUSE OUTPATIENT PLACEMENT
(Required for Direct Outpatient and 10P Admissions) DIMENSION 4 READINESS TO CHANGE
: " g e ot siaicien bk el Lacks internal motivatian for treatment? O No O Yes
NMCOSA troatm et rocomis, birt Refuses to accapt other's parceptions that sie has & substance use problem? D No I Yes
‘abuse treatment fundsd by oiher sources. Impulse control s poor, does not respond to negafive consaquences? Do Yes
Consumer Name: No: - :
Is client apprapriate for ambuiatary leve! of treatment? DN O ves™

1 /DETOXIFICATION POTENTIAL

DIMENSION 5. RELAPSE/CONTINUED USE POTENTIAL

Intoxicatedihigh during assessment? ONoO Yes
et vt i O Mo O Yea Potential for confinued or increased use is high? ONo D Yes
i i ety Lacks recovery skills to cops with addiction and avoid relspse? ONo O Yes
History of savera withdrawals? ONo O Yes Lacks awareness of relapse iriggers. urgs management techniques? 0 No O Yes.
1f yes, spacity: S s
2 S T — if abstinent, risk for nesdle uss) or high?0I No O Yas O NIA
etoxification?
ﬁrmw::,fri O b tYon Is client appropriate for ambulatory level of treatment? O No O Yes*
Is client approprite for ambulatory leve of treatment? O No D Yes® BNENSION S RECOVERY EMVIRONMENT.
DIMENSION 2. BIOMEDICAL CONDITIONS AND COMPLICATIONS (ot refated to withdramwal) F il fiing cimastances pose's: st ks engaging o icceading in T3 ¢ L]
Lacks sufficient drug fres social outlas ar inendships to suppart abstinencairecovery? O No O Yes
‘Currant andior chronic physicalimedical iinesses that may complicats Tx? CINo O ¥as. Familyliving environment limits access to substances andior olher using individuals? 0 No O Yes
If yes, spacify:
‘Gurrent prascribed medications that may inlerfare with abstinence? ONoO ves Is client appropriate for ambuistory lavel of treatment? ONoO Yest
If yes, describs:
s i ,,, SAM Dimensi
Is client appropriste for ambulatory level of trestment? O No D Yes* 4, 5 or 6, consider phone contact with the AMS to screen for referral to an aiternats level of
treatment.
3. EMOTIONALS NITIVE CONDITIONS AND COMPLICATIONS
Consumer is appropriate for he following level of care (check THE mast asute problem area that
Gurent andior chrenic co-occurting mood andlor thought disorder(s) or symptom(s) that nasds to b S
‘addressed immediataly or wil interfers with trastmant? O o O ves
1 o, Ay Outpatient (Level 1 (Diract admission, AMS scraen not required)
Intensive Otpatient {Level Il (Diract admission, AMS screen not required)
Does consumer mest citeria for Serious andior Parsistent Mantal Condition Detox- Subacute (Level IIL2/7 D) (Requires AMS Screen)
i ik IR ONe O Residential (Laval [1L7) (Requires AMS Screen)
n “:f”‘m““ :”“:“ i 5 N:D v“ Datox- Acute Hospital Based (Nat 2 MCOSA-funded service)
S0 Pk ) TR0 ey e Inpatient MedicalPsych (Level 1), {Nat a MCOSA-funded servica)
1f yes, spacily typefdate of ast use: Methadone {OMT) {Requires AMS screen)
5 ONoD Yes*
uuuuu DATE:

“If snswering "No," not appropriate for ambulatory treatment, to any of ASAM Dimensions 1, 2 or
3, consider phone contact with the AMS fo screen for an alternate ievel of treatment. Individuals
with acute Medical and/or Psychiatric problems should be directly referred to Medical or

fatri ervices for stabilization prior to referral to CARE or admission to

treatment.

A pagatar 2 . paazor 2
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Treatment Plans/Progress Notes

* Avalid treatment plan must be in place prior to the provision of
ongoing services.

* Treatment Plans should include documentation of client
involvementincluding client signature and use of clients' own
words in the development of the plan. Treatment plans not signed
by the client are not considered valid plans.

* Plans should identify goals with specific objectives, services,
activities and time frames for completion. Objectives should be
specific and measurable and match the time frames given.

* Progress notes must contain the file number, date/time of
session, clinicians' signature and clinician credentials. They
should also include documentation of progress toward
goals/objectives.

* Group session notes must include the items listed above as well
as the number of participants in the group.

6/21/2024
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Goal/Objective Samples

Example: Gaalthatis not specific or measurable
Goal: Abstinence.

Objectives:

1-Report no use of substances at each appointment.
2-Report less urges to use.

Example 2: Goal that is specific, measurable and shows what interventions
will be provided
Goal: “l want to stay clean”.

Objectives:

1-Client will participate in random UDS with no positives while in treatment.
2-Client will attend weekly groups and actively engage in sessions.

3- Client will develop a pros and cons lists of use.

4- Client will participate in individual sessions where the therapist will utilize
Motivational Interviewing and Cognitive Behavioral Therapy to explore triggers
for use and more positive coping techniques.

Change in Level of Care

* If a client presents with a need for a higher
level of care or additional services such as
recovery housing a change in level of care
request should be submitted through
FOCUS.

* In this form you must provide up to date
information regarding the clients' current
stage of change, current medications,
current participation in treatment, what
services are being requested and clinical
justification for those requests.

26
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hange In Level Of Care
equestDate Requesting Therapist [lookup_ [ clear |
@ 8345 NICOLE GABRIEL

Date
fimes Available

Diagnosis
SUD Diagnostic Code [I6oKuR|

MH Diagnostic Code 1 [160Ktp] [ ciear
MH Diagnostic Code 2 (168Kt | clear
MH Diagnostic Code 3 [I60Kiip | [ cleai

Diagnostic Formulation

characters left 5000 2

Level Of Care Information
Current Level O Treatment
Rehabilitation/Residential - Short-Term (20 days or fewer)
Additional Service Categories
Peer Recovery Goach

Recovery Home
Case Management
Request Change To

Detox () I0P LT OP | PesrRecovery Recovery Case ST Residential
Residential oach Home Management
suD (sAor grated Tx epi
Substance Route of Age at First Use
Rank Substance Administration Frequency of Use
Primary v v v
Secondary v v v
Tertiary v v v
Medication-Assisted Opioid Therapy ' Attendance at Substance Use Self-Help Groups in past 30 Days
Yes U No Not Applic sble * Select v

27

Results of Past 30 days drug screen (testing date, substance and resuit)

characters left: 8000
Opioid Use Only: Indicate type of
Methadane Subaxone Vivitrol None

Pregnant?
Yes ' No © Not Applicable
On Rx Methadone? A parent at risk of losing child(ren) due to substance use?
Yes O N Yes © No

Eligible For Women's Specialty Funds?
e No

ASAM Results

3 ASAM Worksheet
Dimension 1 Dimension 4
Dimension 2 Dimension 5
Dimension 3 Dimension §

Level Of Care Comments '*

characters left: 8000
General Comments

characters lef: 5000

28
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Recovery Home Referrals

* To ensure clients have safe, secure, sober housing to fully focus on
treatment, MCCMH-SUD can provide short term funding for recovery
housing with contracted recovery home providers.

* Individuals should only be referred to a MCCMH-SUD funded
recovery home if they are highly motivated for recovery, in the action stage
of change and willing to participate in regular treatment.

* Inappropriate referrals can threaten the integrity of the homes as well as
the recovery of the other residents.

* MCCMH-SUD relies on clinicians' judgement to ensure appropriate
referrals are made to the homes. Once at the home, any extension
requests would come from the recovery home providers.

* MCCMH-SUD had created a flow-chart that staff can use to determine if a
clientis appropriate for funding.

* Clients can also be referred to recovery housing and self-pay if they are
able.

MCOSA Funded Recovery Home Eligibility Flow Chart

e b raberral nacmrcary

st chtert i searcting for sy [remltmenmictemstousings
atfordable housie — 7 |t ffeammuntyhousingnet

o st clierk In santacting
fam by friends for a sefe plave fo stay.

Isehent in the action stage of
change?

fpartal v
fFces/comm_pannngh

"4 specilc goal regarang
L0 Wi recovery hame staff inslusng dicharge

T8 care charge i FOCUS inchading rater

ment plan, Warticipete rapilarl

30
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Discharges

* Discharges should be entered into FOCUS within 30 days of the
last session or sooner if the discharge is planned.

* Those clients who drop out of treatment should have outreach
efforts documented in the chart (letters, phone calls, etc).

* If appropriate, after care referrals should be provided to all clients
regardless of the nature of their discharge.

* All aftercare referrals should be documented in the FOCUS
discharge.

* The discharge date is the last date a service was provided.

* Withdrawal Management, IOP and Residential treatment are not
considered the last step in a treatment episode. Therefore any
clientdischarging from one of these levels of care should be
provided with an aftercare referral.

Administrative
Requirements

32
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Adding New Staff

* When a new staff member is hired to see MCCMH-SUD funded
clients, the program must first ensure that they meet the credentialing
requirements of the MCCMH-SUD contract.

* The supervisor would send a Directors Verification form to MCCMH-
SUD for review/approval. These can be submitted to
mcosa@mccmh.net

Any staff requiring FOCUS access should have arequest form
completed and submitted by their supervisor. These can be submitted to
mcosa@mccmh.net.

Staff cannot provide services to MCCMH-SUD funded clients until they
have an approved Director's Verification Form on file.

Providers must complete an initial credentialing review and re-credential
staff every two years.

Staff must complete required training within 90 days of hire and every
two years to align with re-credentialing.

Staff must maintain any licenses/certifications required to provide
services per MDHHS staff credentialing rules.

34

SUD Required Trainings

AlLMCCMH-SUD Required Trainings can be found at
www.mccmh.net in the Substance Use Provider Manual

* Communicable Disease Level 1 (improving Ml Practices)
* SUD Recipient Rights (Improving Ml Practices)

* Corporate Compliance (internal to your agency)

* Cultural Diversity (Brainier)

* New Employee Orientation (internal to your agency)

* SUD Basics of Confidentiality (Improving Ml Practices)

* Limited English Proficiency (Brainier)

* Integrated Primary and Behavioral Health (Brainier)

* Grievance and Appeals (Brainier)

6/21/2024
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JMACOMB COUNTY OFFICE OF SUBSTANCE ABUSE
DIRECTOR'S VERIFICATION OF STAFF CREDENTIALS

Staff Name: Title:
Pregram Nsme: Site:
tive Diate:

L. Substance Abuse Treatment Specialist - Gheck aif that apply

Communicable Disease Training (Must be compieted within 30 days of hire]

a Training Completed on (attsch
venﬂrznﬂn) OR, Wil hemmple(ai by

Application must be submitted and approved prior to the provision of direct service, or
services may not be reimbursed. Documentation must be submitted for all items checked
above. ALSO INCLUDE A CURRENT RESUME.

implementaticn:

Licensure

Physician (MD/DO)
Physician Assistant {PA)

Hurse Pracitaner (NF)

Registered Nurse (RN}

Licensed Practical Nurse (LFN)

Licensed Peychologist (L7

Limited Licensed Psychalogist (LLF)

Temgorary Limed Lienied Popshalogst
| a

Licensed Professional Counselor (L

o Limited Livensed Professional Counselor
(LLPG,

noooooono
o oo oo

o

a  Licensed Mariage and Famiy Therapist

o

(LK

@ Limited Livensed Marrisge and Family a
Thesagis LVFT)

a jcenzed Masters Social Worker (LMSW)

a L\mlbed Licensed Masters Social iWorker

o Licensed Sachelor's Social Worker (LESWY)
> Lmieg Loersed Baehen's Sovisl Mok
(LLBEW)

a  EMT

. Substance Abuse Trestment Practitioner

Has licznsure in gocd standing in one of the follawing aress, is working within their licensure-specified
scope of pracics AND has SUD Certiicaton or a Repistered Development Flan and is imely in is

Certification

rifed Alcohol and Drug Counselor —
Micigan (CAOCAT

Certfied Alcohol and Drug Counselor —
ICERG (CADC-R)

Cartfied Acapced lcohal and Drg

Gounselor—ICRC (CAAD

Cartfied Co-Occuming (o —
(GCDP)

Certfied Co-Occurring Disorders
Professicnal-iplomat (CCCP-D
Cortied Crmina st Piessionsl —
IGERC (CGIPR)

appnmd atematue credential (ASAM,
T Specialty in Addiion, UMICAD)
Registered Development Plan - Expiration
date:

(not _eligible for _rei of

psychotherapy services)

= HasaRagistered D and is Smey in its
irstion ate:

Wl Clinical Supervisor

Certfied Clinical Supenvisar - ICERC (CCE-R)
Gartfizd Clincal Supensar - Midigan (CCEN]

oo

Clinical Supersizor Registe ~Plan

Documentation Attached: Application Includes:
0O Resume O Communicable Disease Training/Plan
0 License O Requred Signatures
0 Certiication 0 FOCUS Accass Form

00 Development Fian

The undsrsigned attasts to the parsonsl possession of, and the suthenticity and vaiidity of the above descriced

boense, credental or equvalence and training.

ST Members Signature Ga=

The undersigned atets that the abowe desorbed foense, credential o equislent, and iiring. s been
verified 23 being possessed and in good standing by the staff person named skows. The program hasivil
complete all MCOSA Stsfl Qualification and Cre:lemalmg Saubmants and has ths formston vlabe gt

MCOSA's request

PFRINT Program Direcior's Name.

Program Drectors Signatire =y

MCOSA Use oYy

LN

Aicitional follaw Up recure

Dirsctors Verftion Sl 0 Denied
Authorzation Effsctive D

MGOSA Auerizaion Sigraan e Date,

O Responea sent i providar o:

35

MACOME COUNTY COMMUNITY MENTAL HEALTH
FOCUS SOFTWARE SYSTEM
ACCESS REQUEST

O] Enroliment

] Change ClDisenroliment

5YSTEM ACCES 5 REQUESTED FOR:
Note: Al requests for FOCUS Access must be submitted by an authorized supenvisor

First Name: st Name:
Email Address: [Phane: Fax
Jab Title: Date of Hire: Date of Termination:

DO Biling

Functions: Plaase place an “X* |I'| QnE or mare UDKBE a8 needed.
O Ciinizal O Cinical iwithout need for FOCU S uzer ) O superisor

O Clerical

Agency Name & All Locations/Provider 1D

State or i

nical Staff ONLY:
Upres [reguirea)

LICENEe(E] — NEMe and NUMDET, 18806 U816 SN0 EXpIrancn ate|
repoet years of posi-degree experience

TiE| NUMDET (1T apPRcama).

SUL CTenennal (Requiren);

T NUMDET (FyICiansg oney)

*PITATION LATE [RAGUITEd); [MONINILIATE ¥ &dr):

The responaible supervisor MU ST notily MCOSA immediatsly when & afafl person's FOCUS profile neads
updating. These updates includs the following:

Cnange in EMpIoyment Status:
O Termination
O Temparary leave
Change in dutiss
D Transfer of Lacatian

COontact Upastas:
O Change in phons number
O Fax number
E-mail
DLicense status change | Expirasan
DIhame Change includs prey )

Requesting Supervizors Name:

Titia & Department: Phona:

Fax:

‘Suparvisor Emall Addreas:

[ Wy Signatura stteats that all Information above Is Sccurate and complem o the beat of my knowledge.
Supervisor Signatura:

SUD: Please submit to

net or Fax at 586-469-5585. ALL REQUESTS MUST BE IN WRITING!

36
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Required Reports

* Injecting Drug Users 90% Capacity Report-quarterly (Nicole G.)

* Priority Populations Waiting List Deficiencies Report-monthly
(Nicole G.)

* Customer Satisfaction Survey Reports-quarterly (OP providers
must include number of no shows) (Nicole P.)

* Death Reports should be submitted as soon as staff are notified
but no later than the end of shift (Nicole P.)

* Incident Reports should be submitted within 24 hours (Nicole P.)

* WSS providers must complete a monthly report on WSS services
and referrals (Nicole G.)

* WSS providers must submit the Child Referral Report bi-annually
and the WSS Annualreport (Nicole G.)

Injecting Drug Users 90% Capacity Treatment Report |
Due dates: 1131, 4130, 7537 and 10437, Submit by the due date, to: MOHHS-BHO0A-Contractz-
Region - PIHP:
Fiscal Year:
Quarter:
T5te Submitted or Date
Eantrstremonsame:
Tial
Contact Person’s Email:
If wau have 10U providers wha have reached 300 capacity during the quarter, complate the
following table for each provider'. Insert rowsif necessary. IFwou do naot have I0U providers who
reached 30 capacity during the quarter, wou must type "MNA" in Column &,
“'oumust alsareport the 303 capacity event to MOHHS-BHODA-Contracts-
MGMT@michigan.gov by close of business the day after the provider naotifies you and nat to
enceed seven days from the date that the provider reached capacity. MOHHS will compare your
immediate notifications with this quarterly report to determine compliance with 45 CFR $36.126.
Column A Column B |Column C| Column D Column E
Provider's Provider's
Mame of Providers [Serving Stast End Date Il!mhlg_an Federal
T Date of A Licensing Inventory of
Injecting Drug Users] at or F of Being i
- = i Being at 2 and Behavioral
Above 303 Capacity During 5 at 903
the Quarter a0z Capacity Regulatory Health
Capacity Affairs Services [I-
11 ABRAY BHS) Humhbear |

6/21/2024
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Michigan Department of Health and Human Services
Behavioral Health and Developmental Disabilities Administration

PRIORITY POPULATION WAITING LIST DEFICIENCIES REPORT

Submit this form on ar before the last day of each month, fallowing the month in which a deficiency occurred. Submit your completed report by
email vo: MOHHS-BHODA-Cantracts-MGMT@ michigan. gav. This report must be submitted even if there is na data o repart, If there is no data
tareport, complete the top section [month, contact infol and enter "MI&" in the first row under "Program Name." If needed, there are additional
reporting row s are on page 3.

Fiscal Year: -
Report Month: i
PIHP Name: Select from
Contact Person: drop down
Email Address: box
Clients nof meeting the federal waiting list requirements:
1] E F G H 1
Dove st
ne ervice
Program Hame Code |Reques D:tc:?-i Request Refuzed 5 =
1.2, & Date Fil ed Drug- Provide |p ;o oy
(e} ] m] O
] (] [m] O
] ] [m] O
(m} m] a O
m] m] [m] O
(=) ] [m] O
] ] [m] O
m] m] a O
(] () ] O

39

MCOSA QUARTERLY CLIENT SATISFACTION SURVEY REPORT

Provider Mame: Licensa #Location:
Perzon ing form:,
| TIME PERIODS: DUE DATES:
0 | 1" Quarter January 15, 20__
0 | 2™ Quarter April 15,20
0 | 3™ Quarter July 15,20
[ | 4" Quarter Oetober 15_20__

1. Consumer Safisfaction with Funded Senvicas (if you did not conduct any consumer
safisfaction surveys during this quarter, report zero)

“Example: 15 cllents surveyed, 10 ellents résponded fo survey, of ose 10 respanders, § were satisfiad

Funged Mumber TNUMBEH"
Substance Number = Responded of Responders
Abuse Consumers Surveyed | o Survey Reparting Satshed
“Examgle: | 15 10 ]

Persans 18 years and alder

Persons under 18 years

2. Recipient Rights Complaints from Funded Consumers:

Complaints Submited this Quarrer Substangated this Quarzer

Numbear ot Hacipient Hights Number of Hecipranz Rights Lomplaints

3. The Mumber of Funded Substance Abuse Consumers Discharged with Reason being

Desth this Quarter?

4. The number of Outpafient and IOF (Block Grant, PAZ, Medicaid, HMP) clients who did

not show for servicas this quarter:

Number of Uutpanent clients Number of IUF clients

Definfticng:

“Funced means the ndiidual receved substance abuse serdces mbursed frough your MODSA conract agreement,
i

Inclding

40
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MAGOMB COUNTY OFFICE OF SUBSTANCE ABUSE
REPGRT OF DEATH FORM

Provider Name Primary
Gonsumer Name DoB:

Case, s

Weight: ____ Meight ____ Marksl Status: S/M/D _ Gender MIF

tevelot Treatmert: 1o O owr O iop O petex O Resdentsl  Admission Date:

Date of Deatn. Age @ Time of Death.

How and when (date] wes program natified of desth?

Placa and hathet o nat imvalued)

1Uss reverse sigs for aucional nformation

Proliminary Cause of Death
O sucde O Homicide [ Accitent [0 Ovescose [ nstursl Causesipres
O

Total Number of Visits Last

Status of Case st Time of Death: ] Open [] Ciosed, If Cinmed Date of Dischiarge

0 oter (Explanicianty)

Consumer Death

Chinical Progress: Prior 1o the o Wi Trestment
i m] a O unknown
Chinicallyfbehaviorally haw was consumer doing just pricr to report of death, or i discharged, just prior to
charge?
O eaty improvet [ moceratety improves T ssghoy improved O unchangea
O Regesses O Unknowm  Expisin

Mast Recent DSMAIV Disgnosis:
Ao | (SA)

Medica: Primary Care Physician (PCP).
Any hospitalizstions: ¥ TN (i yes, when & why).
O micoune use [ pisvetes [ riypestension

Auois | (SA)
Ao | (MH]
)

sl

sois v O] Primary Supports O sesal Emirenment O Esusators)
O occupstionst 0 Housing O econamic
O Heaim Care Access O et O omer

A6V Most Recent GAF Highest GAF Last Year

Medications: Inchids sl Qe
Medicaton)  [RUOTC]  (Name Prescning WD) [Clrk of PAvSIsnBR0 WD | (Dl Most recart Med Rev |
Medicaton)  (RUGTC]  (Name Prescriing MD) (Gl of Private 20 ND | (D =

Sacandary Causa of Desth:
O sucde O Homcde [ accent [ overtose [ natiral CousesPreensing liness

O a

Actions taken by Program after Report of Desth: (Check al hat Aupiy)

O incdent Resiew [ ssartaity Resiew
[ sentine Event Raview 3 Reot Causm Ansiyais O ot
(Desrive)
D hore: 1 e expisin)
Actions Taken a5 & Resul of Ibe 1nVesigaion of Consumer Death:
(Suparvisery Staff Completing Report) (Date)

Use reverse side for saditional medications:

Additional Comments:

41

MACOME COUNTY COMMUNITY MENTAL HEALTH- SUD
CLIENT INCIDENT REPORT FORM

[ 70 B2 COMPLETED 8Y MCCMH-SUD CONTRACTED AGENCY

JGENCY T i = MAT/OHH = E

e pr—r— — e

- - st 1e0)
= e o

o iemionstmci

pr— SN r— S
R M—

E— Contct mon b

Cxplonation [E——

Token " ey Tap—

ETer—

Signatre of Prrsoa Completn Forrn ‘oute

BACENE 5D, 19800Vl Rcd, Cliston Tewnship, M 48038
Socure emaita meassmeermtnet, o Fan 19 SE6-408 5568

11O BE COMPLETED BY MCCMH-SUD

MCCHI SLD et aion Findings.
[EReaeTp—
L) Death o Cient

L) Acedent regoling A vises sodor sdmisson o
[ p——— L) Avvet/Comictin of leat

L) Sevioes Chalienging Bebaviors ) Medieation Errer

[p—

enecrane: Seatinettventd | Mon Sentimetveat ()
Checkane:

L) MCCMISUD Plan of Actionfnterveation 1) Rationate For te Farmes Investigation

Provide s b gescription:

MCCHH SUD Sgnature: [

42
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Monthly Women's Specialty Report
Macomb County Community Mental Health Substance Use Services
This report must be completed monthly and submitted to Nicole.gabriel@meemh.net|

Agency submitting report:

Month reported: Date submitted:

[Total number of women who received WSS services during this reporting period.

[Number of pregnant women served during this reporting period.

INumber of women who delivered babies while in services during this reporting period.

INumber of children in service with mother.

[Percentage of women served who were able to identify a primary/prenatal care physician
Seie - s

who were provided assistance g a PCP.

g of women

provil Specific Treatment..

[Percentage of women served who had their transportation needs met.

ze of women had their needs met.

[Number of children who received services with their parent.

INumber of children served who were provided referrals for primary care and/or
immunization.

[Percentage of children in services with their parent who were provided with a referral for
lpediatric/immunization follow up.

Number of children served who were provided EBP treatment services or were referred to
EBP treatment services.

Percentage of chi

en who were eligible that received a referral for therapy.

Number who refused services for their children.

Number of children in residential treatment with current CPS or Foster Care involvement.

43

CHILD REFERRAL REPORT

Thiz report must be submitted clectronically each quarter by the due date to: EGRANMS. Submit to the SUGS
Women's Specialty Services project. Due dates are: W31, 4130, T31 and 10431,

Thiz report iz to identify the number of children who “enter” services with their mother, Though the child might not

be phyzically prezent, the clinicion 3nd cage manager should 32k 3bout 3ny concerns regarding the childiren, and
record wnd track all referralz mads for services.

SELECT
SELECT
Quarter: seLeet Select from
OITE SO drop-down
Conatact Person’s Mame, Title: box
Contact Person’s Emai
x Meatal
REPORTING TABLE Fiivistien | Hlosvimae Health Other
Services
wa s wa
ment uith Carrent CPS ur WA WA WA
COMMENTS:
1. Indicste the totsl sumber of h service esteg: he top.
There may be some “duplication” if 3 child iz referred For more than one service.
who sefvice they

of P )
i require follow up with the family.

3. Indicate the numbsr of children (parents) who refuzed the cervica they were referred to.

44
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Michigan Depariment of Health and Human Services
Bureau of Specialty Behavioral Health Services

WOMEN'S SPECIALTY SERVICES (WSS) ANNUAL REPORT

|
PIHP Name:
Fiscal Year:

This form must be completed annually (for the prior Fiscal Year) and submitted
elecironically, by November 30, as an attachment report to the Women's Specially Services
(WSS) project in EGRAMS. The form will be avalable to download in EGRAMS.

Instructions are included after the report form, beginning on page 7.

The Michigan Department of Health and Human Services requires each agency that

es substance abuse services fo pregnant women and women with dependent
children, funded by the Substance Abuse Prevention and Treatment Block Grant, 1o
complete an annual report. The report covers services thal are specifically funded by the
women's block grant set-aside. These programs and services are designed for this
population consistent with the Federal Block Gran! law and regulations applicable o the
set-aside program.

45 CFR Part 96.131 requires providers of services fo pregnant women fo “publicize the
availability te such wemen of services from the faciliies and the fact that pregnant women
feceive such preference. This may be done by means of strest outreach programs, ongoing
public service regular

print media, posters placed in targeted areas, and frequent nofification of availability of
such treatment distributed to the network of community-based organizations, health care
providers, and social sefvice agencies.”

Publicizing Women's Specialty Services

Please indicate any and al activities that apply to your agency's publicity/outreach process
for women’s services.

Michigan Department of Health and Human
reau of Specialty Behavioral Heall

L Services

vande the following information on all programs that the PIHP determines provides
gender compelent treatment services to women eligible for specialty and receiving ancillary
services (case management, transportation, child care and etc.):

Wumber of
owpin [outor | WAMBErol | women Mumberof | Total
Provider | Region | Region et | Tryingta | Pregnant | Number of
Provider | Provider | JPRERCH Regain Women | Children
Custody

Ads
Radio Ads (]|
Mewspaper Ads o
intemet o
Printed matter, e.g. pamphlets (m]|
Outreach/speaking engagements O
[other specty =]
Michigan Depariment of Health and Human Services Michigan Department of Health and Human Services
Bureau of Specialty Behavioral Health Services Bureau of Specialty Behavioral Health Services
Prepaid Inpatient Health Plan (PIHP) Specific Information Program Information
Indicate the number of children receiving ancillary services: It any programs changed their services during the fiscal year, please indicate the following:
= What specific changes were made
, * Why were the changes made
9 P Program « Describe the impact of the changes in terms of outcomes:
Type of Service Capacity
Provides Provided (OP, | (. or Children Describe how the Pre-Paid Inpatient Health Pian is working to ensure improvements in the
Res..efc.) following areas:
1. Babies of pregnant women are bom drug free:
2. Children receive effective and meaningful therapeutic interventions:
3. Systems collaboration:
4. Please indicate any other service improvements that you have made or are in the
process of implementing:
5. Describe your service provision for fathers who are also considered fo be pimary
caregivers for their minor children
‘Outcome Information We are interested in identifying gender specific women's evidence-based programs and/or
Provide information from all programs on ihe following: evidence-based practices offered in Michigan. Examples of evidence-based programs are
cumculum-based programs such as “Seeking Safety” or “Beyond Trauma® and the
T T parenting program “Nurluring Parent” Examples of evidence-based practices include
kol Number of | Number of btk “motivational interviewing” and "Family Group Deasmn Makmu F’mmrsmg practices are
Pregnant Eligible
. WP | enWho | DrugFree | Women Wit programs or sirategies that show d
Provider Provider | o pleteq | Dirthsiat | Served Who |y o, without having proven itself through documented resean.‘h and replication, but for which
(Check) | yreatment or timeof | are Pregnant Still in you have at least some local evaluation data to support program effectiveness

delivery) Treatment

Treatment

Please provide information on any women's gender specific evidence-based
programs/praciices offered by your agency:

46
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Michigan De 1t of Health and Human Ser
Bureau of Specialty Behavioral Heaflh Servics

Evidence-Based Programs/Practices (NREPF)

Conlact Phone Emal
Person/Agency
Contact Phone Emal
Person/Agency
Contact Phone Emai
Person/Agency
Promising Programs
Contact Phone Emal
Person/Agency
Conlact Fhone ma
Person/Agency

Contact Phone Emarl
Person/Agency

Michigan Departnent o Heatt and Human Services
Bureau of Spedialty Behavioral Healih Services
Enhanced Women's Services Information ONLY
‘Qutcome Information
TtH
v sottianan s ctpregrant
; no ‘o sottion
Peovises Vo |viemen [Achiowa | M0y |ActelyUsing | ST | ubianen | 2,
Parveipating | Parieipating Stavie Participated in. Reunitied
el - L N

Children’s Information
Humber of Chidren
‘Humber of Chidren Up-Tp-Dals on

Tumber of Children who Recenved Referrals for Services

Indicate the most commeon referrais for mother (father) and children.

Indicate the number of women who were able to avoid incarceration, residential ireatment, and out of home placement of
the chidren. How were EWS helpful in this?

47

Michigan Oepartment of Healtn Sanvicas
Buroau of Specialty Behavioral Heafth Sen

INSTRUGTIONS: WOMEN'S SPECIALTY SERVICES (WSS) ANNUAL REPORT

This form must be compieted annuaty and submitied electronically, by November 30 (after the end of the project year), as.
an attachment report fo ihe SUGS WSS projectin EGRAMS.

Incomplata repeits will ot b approved ang wil b (ElUMad 1of Comections in EGRAMS Reports wil nol be considered

Form Instructions

Publicizing Women's Spocialty Services
In the fable, enter any, and, Al acivibes tat the PIHP and fis WSS programs are engaged in, fo promols women's
senvices.

Unduplicated Treatment Services Provided
Inthe table, enter the name of viders
be competent. and then the Cotespondng informabon in each column. Indlude providers il of région atso,
unless they are Statewido prowders (Odyssey, Saatian Ammy). Do not lzave any bianks in a fow, f & coumn 0055 not
apply, incicate with a 0"

Prepaid

This information SRouS b provkded By the PIHP for eir entire region, 35 well 35 those clents sent out of region. Inchude.
31l refenrals and senvices provied by

Outcome information
T information 5. 10¢ @l PIOGTamS that provide services 10 pragnant women, Indicate Which programs are DWPS by

Michigan D

rtenant of Hi 8 Hu
5p orat Heath Ser
Program Information

“This iormaton is necessary i any programs changed lrealment services(crtena during Mo fscal year Compiete e
provider that changed o programs.

are reiated to. rom Federal requirements and state ste vists. If information or data
s not availablo, indicate why and how tis is going

Indicate any youl providers &l the time of the fepor. Include
a contact »a Proviss promising practices i
your 8gion. Enhanced practica
Outcome Information Table
I the table, supply the nare of  providng EWS. Compia of the table 1 there are no
hints who meatthe indicated crtera, entes 0"

across tme

is any housing thatis a fxed. reguiar, and

means atfending appointments faguiary and partcipatng in the medical care
affered during such apponiments

bom wihout any exposure fo

Famiies reunified apples fo those familles involved with he chid welfare system whose chidren are in out-okhome
placement i wihe iy i resic the same roof again
Children's Information:

Enter the total number of children invalved with EWWS through thelr mothers. Document any referral infomation given 1o
moihers to access senvices for their chidren

48
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Helpful Links

Most required documents can be found on our website:
www.mccmbh.net

Scroll to the bottom of the main page and you will find a link to the
Substance Use Services Provider Manual

https://www.mccmh.net/mcosa-provider-manual/

MDHHS Required Reports:

Fiscal Year 2024 SUD (Non-Medicaid) Reporting Instructions and
Forms (michigan.gov)

FOCUS EMR Overview

Main (pcesecure.com)

50
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MACOMB COUNTY

FOCUS Link

To Our Providers

appreciate the

ounty €

toserve.

throughout Masamb

Focus Login
www.mccmh.net

ex. This section provides an over
b0 carty Oul bl mattars, <or

Our Electionic Médical Records |EMR) are centeaized thisugh a platiore called

acl through your organcat

to provide quality mental and
i processes cedures white

115, Theough FOCUS, we afe able to callect and stove

Providers

Current Providers

ave an

atc. in 8 safo, digita . in order =

10/this systam. a provider must complet a

oG MCEMH 5 Tan be feferenced in the F

51

First Time FOCUS Login

Welcome to MCCMH! Please enter your Login ID and Password
ﬁubﬁb‘mwww LoginI0: suduser
users and authorized providers.

MCCMH maonitors and logs the activities of this web site By accessing this web site, you are expressly consenting to
these monitoring activities. Unauthorized attempts to access, obtain, alter, damage, or destroy information, or
otherwise to interfere with the system or its operation are prohibited and recorded by the MCCMH

Itis the MCCMH policy that staff may access consumer Protected Health Information (PHI) only when access to that
information is a necessary part of their job function. Accessing consumer PHI for purposes othet than to perform
functions. of your position may resultin an appropriate discipinary action

52

ATTENTION

Allinformation contained inthis information system is private and confidential. This system is intended for
professional use by the staff and contractors of Macormb County Community Mental Health and its
afilated jons. Records contained accessed only by from
approved work stations. Information should be accessed on a need-to-know basis oy,

By accepting these terms, you agree under penalty of law that you are an authorized agent using this
system only for professional purposes

For securty and identification purposes, your IP address has been recorded.

Anyone accessing or using this system inappropriately il be prosecuted to the fullest extent of the law,
as setforth in agency policies.

‘The confidentiality of this information is legally protected under the Michigan Mental Health Code (PA 258
of 1974, as amended) and the Health Insurance Portability and Accountability Act of 1996 (45 CFR, Parts
160 and 164). Additionally, some information may also be protected under the Confidentiality of Alcohol
and Drug Abuse Patient Records; Final Rule (42 CFR, Part 2) and the Confidentiality of HIV/AIDS
Information (MCL 333.5131; PA 488 of 1988, as amended).

| I have read and accept these terms. Take me to the FOCUS system. |

1 do not accept these tems. Please log me out

1 understand and agree to abide by this Policy.
1 do not accept these terms. Piease log me out.

6/21/2024
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FOCUS Passwords

Passwords must be 10 characters long and contain one of the
following:

* At least one capital letter

* At least on lower case letter
* At least one special symbol
* At least one number

To reset your FOCUS Password contact MCOSA at
mcosa@mccmh.net.

53

Security Questions and Password Reset

d. Please enter a new password.

Your password has expired, or you were assigned a temporary p.

Change Password
User ID: suduser

Your Current or Temporary Password:
New Password:

Re type New Password:

Remember: passwords are case sensitive and are stored exactly as typed

Security Questions
Please answer the questions below. If you forget your password, these answers will be used to verify your identity and assign you
a new password.
What is your email address?

What is the name of your favorite childhood friend?
What was your favorite place to visit as a child?

| Save |

54
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Basic Navigation

S o %

tod Haalth

*** TRAINING MODE ***
SARF List

erral Forms (SARF)/Admission/Discharge
‘ Click here to view and add SUD Referral Forms, Admissions, and Discharges

Access Center

Assessments & Screenings + myPage

Autharetions SUD Referral General Search

Claim Submission (AP) Click here to search SUD Referrals based on client and provider. + myPoge
Consumers

Financial Information Change In Level Of Care Forms

Insurance Billing Add, Change and View Change In Level Of Care Forms _+ myPage

Medicaid Lookup

‘SuDicA

Locating a Client

unt

\

Y

w_u\'lq Me

*** TRAINING MODE ***
mmmm Consumer List

Please type in consumers last name and first Last Name First Name AKA or Other Information
initial and press SEARCH to locate the [ | ‘ | ‘
consumer. You may wish to use a partial name

u B Case # Social Security No.  Birth Date (mmddyy)

if you are not sure about the spelling.

If you cannot find the consumer by name, you W
th lable data to locat il L
may type in any other available data to locate ~ Vedicaid i No. SEARCH

the consumer.

0 Consumers
I Last Name First Name ‘Cﬂse # | SSN 1 DOB | Status | |

Tuesdav Sentember 19 2014 1024 AM Fastamn Tima SUN User

6/21/2024
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If your Client is notin FOCUS...

*Send the Release of Information
Document to MCO

*Complete the ‘SUD Provider Request To
Open Case’ form and send to MCO

57

Release of Information Process

* Scan and Save signed Release & Open Case Request form in your
documents labeled with the clients name

* If you cannot scan a document fax it to 586-948-0223
* In Focus click on the system messages envelope

[Chone T Covou ] eo _gemm)

1+ Sud (45/F) Case #: 754486

| Messages - Google Ch_

B https;//w3.pcesecure.com/cgi-bin/WebObjects/MCCAdminTraining.woa/3/wo/T5Tfz21CwSSBUUpLINKjPc @&

%W Refresh [[5g Send a New Messag
Delete Selecled Messages
Today
12:22 PM

SUD User
Authorization Approved: 1409A2009166

1 Inbox -.ré Sent Eﬁ Saved .‘-‘n Search |

=1 This list will be automatically refreshed every 60 seconds|

58



Release of Information Process

» Attach documents to system message (More details in the next
slide)

| E = = il

Be e = o

=] Send New Message

To:

Subject: i

Message

* If faxing you must still send a message to SUD Release

* MCO will reply to your message once case is open/Referralis
released.

* Contact MCO if you need assistance

59

Scanning and Uploading

= - aNew Message
L send New Message Q

Select a file to upload
Click the Browse button to select the file on your local PC to be uploaded. Then click the 'Upload' button.
I. Select a file to upload from your lecal PC by clicking "Browse".

Elles 1o be uploaded cannot exceed 30MB. Try compressing (ZIP) large files
Choose File |No file chosen

k "Upload" to begin uploading the file you've selected. This may take several minutes depending on the file size.

Save snd Atiach to Message | | Canoel

" open
OO [ | « Documents » My Documents » Forms-Instructions- How To »

Organize v New folder

7 Favorites
I Deskiop

1§ Downloads

Documents library
Forms-Instructions- How To

Name
%] Recent Places | _
= T My Music
[ Libraries I My Pictures
| 5 Documents B My Videos
- & busi ) Templates
'T[ 1 =l Pictures 2-018 Document Removal Policy

60
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Once in the Client Chartin FOCUS

*** DEVELOPMENT MODE ***
SUD / CA [NEW)

Access Center

Authorizations

SUD Treats Referrals, Admissi and Discharges
Claim Submission (AP) 3

SUD Treatment Referrals, Admissions and Discharges for a consumer + myPage
Cansumers

T el il on Search SUD Referrals by Provider

Sedicaic | ookun Search SUD Referrals by Provider « myPage

Provider Management

Reports and Download Change In Level Of Care Forms

Add. Change and View Change In Level Of Care Ferms + myPage

5 Treatment Referrals

[5UD/ cA NEw]

Date % [~) Provider Referral Type ~ Admission Discharge. gzeys Add SUD Treatment Referral

102202016 |CARE. PeerRecovery  SUD RELEASEDBY: Change View Delete
& wanae Basia Tamara Pizzimenti on  Print Twin 14 Forms

10202016

[[c Admission Discharge |[0 ]

101182016 Community Assessment  SUD Registry  10/182016  10/18/2016 RELEASEDBY: Print
Referral & Education Nike Gorivodskiy (PCE)

on 10/182016.
2 Registries || 0 Authorizations

1011812016 | BioMeedical Behavioral SUD Registry RELEASED BY: Print

Healthcare, Inc Mike Gorivodskiy (PCE)

on 10/18/2016

[0 Registries || 0 Authorizations |

61

X
£ 4

*** DEVELOPMENT MODE ***
|_Back | Home ] Logout | Felp | Treatment Referral List

HEALTH AND SAFETY WARNING
Show/Hide Details

Name: Consumer, Joe D (43/M) Case #: 999999 Case: MH: Open SUD: Open
Date of Birth Home Phone Current Admission b Chart Documents @ No Alerts
05/01/11968 (586) 555-1212 | primary Program: MH : Arab American & o
Address Chaldean Council Outpatient = Eligibility/Insurance Dx Diagnosis
1600 Pennsylvania Avenue SUD: CLINTON COUNSELING 2 %
MEMBHIS, M 48041 CENTER @ Health/PHCP Info

Case Holder: MH : Assma Khatib o Clinical Guidelines

SUD: Nonge Feoe
Disability Designation: Ml 4 i Consumer Calendar
OLD SUD ADMISSIONS (prior to 10/01/2015)
Click to View Old SARF Referrals / Admissions / Disc harges
Eunding Sources and Insurance Policies
Provider: lookup | [ clear | ‘.SEARCH |
5 Treatment Referrals
= - Admission Discharge

Date *| :I Provider Referral Type Date Date Status Add SUD Treatment Referral
10/20/2016 |C_A RE. Peer Recovery SUD RELEASED BY: Change View Delete

Tamara Pizzimention | Print Twin 14 Forms

10/20/2016

[ ion / Di ge [0 ions |
SUD Admission h

ed for this referral

62
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SUD Admis:
Identifying Information
First Nome

WJFust

SSN

1854440

Address

160 Street

City
MEMPHIS

Medicaid 1D # [l6ekup.
G000024

Service | Treatment I

Tims to Treatms

ndivdual

¥ Alcoholidrug abuse care provider Race | Ethnic Origin 2
Other health care provider
School (Educational)

§ EmployevEmplayee Assistance Program [EAP) Hispanic or Latina Ethnicity

Admission Informal

st Request{ Contact

Type Of Troatment Service Soting
Ambudatory - Intensiva Outpatient .

Ciher community referal

FOCUS Admission a/k/a BH TEDS Admission

Middle Name Last Name.
Clast
Date of Birth Gender
03241984 Femalo ® Male

Home Phone
{ ) - X

_— Altermate Phone
Saw  7ip[loskip] 1 3
M| 45081
MIChild 1D # County of Residence

Maccm! .

Admission Time
1000 |AM v

Prior Treatment Episodes
2 previous episodes .

T al Person Served
® Client |/ Cosependant/collateral individual
R e

Tetalled Criminal Justice Referral
Select v

Native Hawaiian of other Pacific *

63
Admission continued
Race / Eshnic Origin 2

Alaskan n

e (Aleut, Eskime) »
Race | Ethnic Origin 3

* Select Race / Ethnic Orign3 v

Designations
1D/DD Designation
Yes C'No ® Not Evalusted

Yes ®No

Education History
Education Level

Currently in Mainstream Special Education
No -
Residential Living Arrangement
Living Arrangements
ie33

Homel

Employment | Financial
Employment Status

Minimunm Wage

Native Hawaiian or other Pacific *

MISED Designation
Yes Mo ® Not Evaluated

Inegrated Substance Use and Mental Health Treatmen{ )

Integrated Substance Use and Mental Health Treatment

- Diagnosss must include both MH & SUD
- Treatment plan must be intsgrated, including both MH & SUD goals
and

- Clinical ent ounters occur at a single faciity
School Attendance Status

Fullime competitive. integrated smployment ¥

Indivicual i cumently eaming MiNMUM wage o mora ¥
Total Annual Income Number of Dependents Enrolled in SDA, S$1 or SSD1
100 1 i

Yes

ot collncied for this co

roice Dl

Hot collacted ot this co-located servica Mot collected gt this co-locas
collected for i S

Corections | Legal Status
Corrections Related Status
Probation

Arrests in Past 30 Days

64
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Other Demographics Information
Marital Status
Mamed / Cohabiting v

Maiden Name

Pregnancy
Pregnant on Service Stant Date
N/A - male adult or prepubescent child ¥

Women's Specialty Program
®yes ONo

Has Dependent Children?
®ves o

Number Of Children

SUD Substances (SA or MH/Integrated Tx episodes)

Ronk " Substance Raminisraton
Primary Alcohal v | Oral v
Secondary v v
Tertiary v v

Medication-Assisted Oplold Therapy

Yes ® No Mot Applic able Medication-Assisted Opioid Thempy
Other MAT
will be part of the indevidual's treatment plan
No - Opioid medic ations such as r . bup
Disgnosis will NOT be part of the individual's treatment plan
SUD Diagnostic Code [lookip

F10.10 Alcohol abuse

Attendance at Substance Use Seif-Help Groups in past 30 Days

Yes - Opioid medications such as methadone, buprenorphine vivotrol, suboxone. or naltrexons

Mot Applic able - Used if the individual is nol in treatment for an opioid probbem

Veteran Status
Mot a veteran ¥

Due Date

Trrying to Regain Cusiody of Children?

JYes ®No
Age at
Freqguency of Usa First
Use !
365 days in the past week T 16

shine vivotrol. sub , of naltnexone

65

65

Diagnosis
SUD Diagnostic Code [loekup]
F10.129 Alcohol abuse with intoxication, unspecified

MH Diagnostic Code 1 [lookup| [ clear |
MH Diagnostic Code 2 [lookup | [ clear |
MH Diagnostic Code 3 [lookup | [ clear |

Diagnostic Formulation

characters left: 8000

53
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Adding a Diagnosis

NI |

Add
1664|
Clint|

er

Select Diagnosis Code

B —
Description: I|a|co I
—

Diagnosis Code: |
Search Full Catalog

71 Diagnosis Code Crosswalks

ICD-9 < Description ~* Mag;iings

«PREVIOUS Page 10f8 HEXT»

{291.0 Alcohol intoxication/withdrawal delirium IcD-10- F10.121 2

ICD-10: Alcohol abuse with intoxication delirium
ICD-9: ALCOHOL WITHDRAWAL DELIRIUM

1291.0 Alcohol intoxication/withdrawal delifium 1cD-10: F10.221 (2!

ICD-10: Aleohol dependence with intoxication delirium
1PMLG: 81 AALIAE AWITHREAMIAT NET DA

DIAGNOSIS

ICD-9 1CD-10 Description
Pri 291.0 F10.121 Alcohol intoxication/withdrawal delirium
cee 2910 F10.221 Alcohol intoxication/withdrawal delirium

Diagnostic Formulation

characters lefi: 4096

Status Date
08/27/2014

09/09/2014
Lz Curen Date

CANCEL |

.Seleci‘:

Status

Active ¥

Active v

| Inactive

| In Remission
| Resolved

| Ruled Out

[Ruleout |

4
)

67

Indication of Mental Health Issues
® Yes Mo
Injecting Drug Use In Past 30 Days?
Yes '® No

Drug Court
Drug Court Client
Yes ® No
If Yes
16th Circuit Drug Court

Other Drug Court:

Notes

characters left 8000

[Fa|

68

68
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On-going Services Appointment

. L] Check here if consumer refused ongoing services
On-going Services Provider TooKup | [ clear
,_191847 _f BioMedical Behavioral Healthcare, Inc
Other Location

Appointment Offered Date Appointment Offered Time
foc2oos | 1100 Jam v
Appointment Accepted Date Appointment Accepted Time
0022015 1100 Jam v
1 |l Consumer requested an appointment outside of 14 days of admission date:
Reason
characters left 128
Status Submission Status
Changes in Progress Pending Submission (Add)
Record Added Record Changed
tpizziment 10/01/2015 08:22:53 AM tpizziment 10/01/2015 08:22:53 AM

| Save and Contine to S\gnaturem Save_”. Cancel |

Record |D; 4634944

69

69

Signatures

TEDS
Type | Status Event

SA Discharge / Service Discharge Date Discharge Time

End 101132015 B00 |AM v|

Pending Signature e
Episode to Discharge

SUD Disch; Signatures

Episode 19 10/01/2015 / Outpatient / BioMedical Behavioral Healthcare, Inc

Type Of Treatment Service Setting
Qutpatient

Reason for Discharge / Service End
Treatment completed

Electronic Signatures

Instructions
WWhen the form/document is completed, type in your password and click 'Sign and Save’. By entering your
password you are electronically signing this form/document. Your signature represents your acceptance and

approval of the records. Once signed, any future changes must be made via the ‘Change Signed Document’
option.

Staff Signature Required By
5947 Tamara Pizzimenti

Enter your password to sign
[ Sign and Save

Record Added Record Changed
tpizziment 10/13/2015 10:32:19 AM tpizziment 10/13/2015 10.32:19 AM

Record ID: 4641645

[Save ] [ Cancel |

70

70
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FOCUS Discharges

HEALTH AND SAFETY WARNING

de

W/Hide D

Name: Consumer, Joe (23/M) Case #: 999999 Case: MH: Open SUD:
Date of Birth Home Phone Current Admission "

0513172001 586) 876-2752 prmary Program: MM : None

Address SUD: CARE of Southeastern Michigan

12345 Treasure Hunt Rd Case Holder:

Warren, M| 48093

Disability Designation: M1 DD o

Consumer is currently under the following Court Order(s)
|1 Year Continuing AOT NGRI Order Date: 09292023 Expration Date’ 00/27/2024

OLD SUD ADMISSIONS (prior to 10/01/2015)

Provider: [10113 Ascension Eastwood Clinics - Residential [lookup. | clear SEARCH

1 Treatment Referral

< " Admission  Discharge
Date Provider Reforral Type et e Status
08/152021  Ascension Eastwood Clinics - SUD. Residential 110172022 RELEASED BY:
Residential Short-Term Allen lstepho on
1011472021
Admission | Update | Discharge || 1 Authorization || © Change In Level OF Care Forms || 0 ASAM Assessi
Type Date Type of Treatment TEDS Submission Status  Status
Admission 110172022 Detoxification Panding Submission (Add)  SIGED BY:

NICOLE GABRIEL

71

FOCUS Discharges

Address SUD: CARE of Southeastem Michigan
2345 Treacure Hunt Rd Case Halder MH : None
Warren, MI 48093

=

Disability Dest

| Consumer 15 currently under the foliowing Court Order(s)
1 Year Cantinuing AOT NGRI Orcer Date: 00/202023 _ ation Date: 012712024 |
SUD Discharge: Discharge Information

Identitying Information
First Name Middic Name Last Name ssn
Joe Consumer 999-99-9998

Gender Identity

Man/Cisgender Man -
Address. Home Phone

(| )| 276 2752 |x

Alternato P
City State zip [Jookip L Y
Warran M 48053
Medicold ID # (160K MIChild 1D # Medicare ID County of Residenco
0001111111 Wacomb -

‘Admission Date Provider / License®
11012022 Ascension Eastwood
Discharge Date Discharge Time

< - Residential (License # 630311)

2 Carrent Dote
rovider | Respansible CMHSP
igcension Eastwood Clinics - Residential
Rischarge | Service End

Traatment plan and prograrm v
Dropped out of teatmnt

— Terminated by agency
Transfarring to anather level of care. program or faciity outside of MCCMH

1 or SED Designat

- ——

e U No @ NotEvaluated ® ves Do O Not Evaluated
Detailed SMI or SED Status
Qi1 0) REN @) Mabinor @441 mnr SER ) kit B

72
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FOCUS Discharge

Designations
DD Designation M or SED Designation
Yes (JNo ® NotEvaluated @ Yes (U No () NotEvaluated
Detailed SMI or SED Status
SMI SED @ Neither SMI nor SED Not Evaluated
C ing Di Sub Use and Mental Health Treatment

® Yes, client with co-cccuriing SU and MH problems is baing treated with an integrated T plan by an integrated team
No, client does NOT have a co-occurring SU and MH problem
Client with co-occurring SU and MH problems is NOT currently receiving integrated treatment
Nt collected (crisis only, unkn:

other exception, elc.)

Education
Education Level
* Select Education Level v

n Mainstream Speciol Education

instream Special Education v
School Attendance Status
* Select School Attendance Status v

Residential Living Arrangement
Living Arrangements
* Select Living Arrangements v

Employment / Financial

Employment Status =

* Select Employment Status v

Minimum Wage

Individual is currently eaming minimum wage or more v

Total Annual Income Number Of Dependents. Enrolled in SDA, 551 or SSDI

) e e other exception, efc )
Not collected (crisis only, unknown, other Not collected (crisis only, unknown, other

ption_eic | exception. etc )

5 Yes @ No O Not collected (crisis only, unknown

73

FOCUS Discharge

Corrections / Legal Status

Legal Related Status Arrests in Past 30 Days
* Select Corrections Related Status v

Juvenile Justice Involvement at Update or Discharge

[T v

Youth Prior Law Enforcement History Youth Prior Juvenile Justice History

SUD Substances (SA or MHiIntegrated Tx episodes)

Substance Age at First Use
Rank Substance Route of Administration Frequency of Use
ary Alcohol v| |Oral hd » Age:v| |13
Secondary v v T
Tertiary = - ] [Agev
Medication-Assisted Opioid Therapy Auendance at Substance Use Self Help Groups in past 30
Yes No Not Applicable Not collected (crisis only, other exception Days
etc) * Select v
Diagnosis

SUD Diagnostic Code [16oKiip
F10.10 Alcohol use disorder; Mild

MH Diagnostic Code 1 [1ookup ] | clear

MH Diagnostic Code 2

MH Diagnostic Code 3 [lookup] [ clear

Mental Health Issues |dentified during Treatment
None Severe Mild/Moderate

Women's Specialty Program
Yes No

74
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FOCUS Discharge

Aftercare/Continuation
Check here if consumer refused followup care
Aftercare Provider [lookup | [ clear

Other Location

Appointment Offered Date Appointment Offered Time

=) [ [am~
Appointment Accepted Date Appointment Accepted Time
I -] [am~

Consumer requestad an appointment outside of 7 days of Discharge

Reason

characters feft 128 =)

Notes

[ZEpeNChadic]
Record Added Recerd Changed
mchenrya 06/20/2024 02:02:30 PM mchenrya 06/20/2024 02:02:30 PM

Record ID: 15521018

Save and Continue to Signatures || Save |[ Cancel

75

" SUD Treatment Referral/Admission Form Changes

* Make sure the textin the
“Reason for Change” text field
is detailed.

10/01/2015 | BioMedical Behavioral suD 10/01/2015 RELEASED BY: Vi
Healthcare, Inc Tamara Pizzimenti B
on 10/01/2015
Admission / Discharge
Type of TEDS Submission dd 8 W -
Type Date Treatiment Status Status Add S8UD Discharge
Admission| 10/01/2015 Outpatient Pending Submission SIGNED BY: IChanée S\énéﬂ Document ]
{Add) Tamara eleie
Pizzimenti Print Document Histor,
Authorizations
Authorization # Provider Effective Dates Status
1510A2122879 BioMedical Behavioral 10/02/2015 - Approved
Healthcare, Inc 12/02/2015
ADThoEe Serte Deacnption LTS UnHs Glauned 1o S inite Fakd 1o Units Available
Authorized Date Date
90834 HG 12 Per Auth o 0 12

76
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Assessments & Screenings

Authorizations.

Client Demographics

{5 M
T/ entol H

3 ** TRAINING MODE **
o o SARE List

Access Center Consumer Chart

Go to Consumer Chart, consisting of all documents related to a Consumer. This includes a
‘ 05 of ks that makes  easler 1 v from ane e 0 ancther wiin & consimer’s

chart. &

Claim Submission (AP)

Financial Information

Insurance Billing

Medicaid Lookup é,;'} MACorn
LU g *** TRAINING MODE ***
| _Back | Home | logout ] Help | Consumer Chart
Name: Test, Sud (45/F) Case #: 754486 Case: Open
Date of Birth ~ Home Phone | Current Admission & chart Documents @ No Alerts
082711959 (586) 555-1212 Primary County: B b =
e o S osi
Address Primary Program: Unassigned b I agnosis

22550 Hall Rd Case Holder: Unassigned
CLINTGN TOWNSHIP, Mi 48036 . S
Disabifity Designation:

Q
&

sumer Calenda

Chart Links

Demographics

Change Demaographics
View Demographics
View Consumer Address Changes History

77

77

- WARNING!

FOCUS will time out after 59 minutes on the same page. Save your work often to
avoid it getting lost.

LM Lo
TIME-OUT IN: 57 Minutes, 56 Seconds

Record Added
tpizziment 08/27/2014 14:31:32

| SAVE ||| CANCEL |

Tuesday, September 09, 2014 11:30 AM Easterr

78
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Funding Sources & Insurance Policies

** DEVELOPMENT MODE ***
Traatment Referral List
HEALTH AND SAFETY WARNING
Show/Hide Details

Name: Consumer, Joe D (31/M) Case #: 999999 Case: MH: Open SUD: Open
[ Consumer is deceased ]
Date of Birth Home Phone | Current Admission & chart Documents @14kt
mgeatag (248)634-8299 | primary Program:  MH : First Resources North acigibiliy/Inse I Diagnosis
Address SUD: CLINTON COUNSELING Igebiity/Isuratoe A1agnasis
1600 Pennsylvania Avenue CENTER @ Health/PHCP Info
MEMPHIS, MI 48041 Case Holder: MH : Jessica Youhanna s cal
A el 9 Consumer Calendar
| Disability Designation: Wi [
OLD SUD ADMISSIONS (prior to 10/01/2015)
Click to View Old SARF Refermals / Admissions / Discharges
Tinding Sources and Insurance Policies
Provider: Tookup | | clear SEARCH |

4 Treatment Referrals

Date *~| Provider ?;’;”“' Admission Bf;z"“ﬂe Status. Add SUD Treatment Referal
10/02/2015 | CLINTON COUNSELING sup 101312015 RELEASEDBY: View Delete
CENTER nt Twin 14 Forms

Tamara Pizzimenti
on 10/02/2015

Admission / Discharge
Tiwial rian Type of TEDS Submission

79
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Funding Sources and Insurance Policies
- Macomb Counfy
WM& L Community Mental Health
Insurance Policy List
[ Back | Home | Togout | Help e
Name: Mcosa, New (44FF) Case #: 768078 Case: MH: Closed SUD: Open
Py g M it e
Address ELF HELP ADDICTION Biciigibility/insurance I Diagnosis
2 Hall Road Case Holder: one
Clinton Twp, MI 48036 SUD: None

Disability Designation: o

To add a nes urance policy / funding source:

Click here to add Self-Pay Policy/Fee Determination Click here to add 3rd Party Insurance
Click here to add Medicaid Deductible Click here to add Medicare Part A/B
Click here to add Children's or SED Waiver Click here to add Medicare Part D
Click here to add Advantage Part
Click here to add Autism Policy Click here to add SUD Self Pay
Click here to add Women's Specially Services
Click here to add SDA Click here to add 16th Drug Court Policy
Click here to add CCBHC Policy. Click here to add Opioid Heaith Home (OHH) Policy,
Click here to add COVID Policy Click here to add SOR Grant Policy,

Click hers to add ARPA Policy
1.) All Clients are required to have a SUD Self-Pay Policy entered upon admission into
services

2.) Women'’s Specialty Services Policy required for WSS providers rendering WSS
services

- For any Policy, click the link and complete data entry for each line -
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MCCMH SUD Billing

81

General Billing Guidelines

Definitions Batch Guidelines
Claim - one bundle of Standalone Batches
services for a single client

1.) 3" party Insurance
2.) MiHealth Link
3.) Methadone Dosing (H0020)

being billed

Batch - all monthly agency
claims bundled together

All batches are due by the 10%" of the following month.

For example — all June batches are due by July 10th

82
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Billing Process

"Macomb County SUDCA
¢ ' Community Mental Health
Claim Submission (AP)
o N
24Hour Crisis Center Step (1)-Enter New Claims
Access Center ' View authorized service and enter claims. +myPage.
Admissions and Assignments
) Step (2)-Review and Send Batch of Entered Claims to CMH for Payment
Assessments & Screenings .
View a list of claim batches that have been entered. You can review the claims in each batch and send batches to CMH to
Authorizations request payments. +myPage
S Step (3):View Checks and Print EOB
Case Load

View ciaim payments by check number and print explanation of benefits. + myPage

Claim Management (AP) \ View all Batches and Claims

Claim Submission (AP)

‘ View a list of all batches regardless of current status. This option can be useful for looking up historical claims. +myPage

Billing Process Continued

[Some“Logou | Ve ]
Step (1)-Enter New Claims

View authorized service and enter claims. » mPage.

24Hour Crisis Center
Accoss Center

Admissions and Assignments:

Heview and Send Batch of Entered Claims to CMH for Payment

emote & Sorvmiecs View a list of claim batches that have been sntsred. You can revisw the claims in sach batch and send batches to CMH to
Authorizations. fequest payments. +myfage.
Casatar Step.(3)-View Checks and Print EOB
i View claim b and print benefits, = myage
Centificates of Need
Cloim Management (AP) View all Batches and Claims
Claim Submission (AP) S ‘ View a list of ll batches regardiass of current status. This option can be useful for looking up historical claims. & Paoe
Constimers
Cour Orders and Upload EDI 837 Claim Files
istiiomd A Upload naw EDI 637 Claim Files and view 837 Files that have basn uploadsd to FOCUS for procsssing = mge.
Data Transfers A i
Financial Information - View a st of provider claims for cansumers that are authorized o recsive services from loggad in provider Only the claims
by thi il e i %
SRR mat by this provider will be displayed. + myPage
Insurance Billing Print Provider Authorization Verificstion Report
MDCH 1O Reporting Print Provider Authorization Verfication Report mPage.
Medicaid Lookup

Liss of Place Of Service Codes
View list of valid Place Of Service Codes used for HCFA-1500 Claim Entry. +mpase.

Medical - Health Services
Person Centered Plans

Py atee eneral Claim Search

Provider Management Search for AP and EDI claims by payer. client or claim number Allows for basic claim options such as viewing. voiding
Racods transfer balances and more &,
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Billing Process Continued

b mMacomp counrty SUDCA
Community Mental Health
Claim Entry
I T T
Provider Location Type Address
Beaumont Family Medicine (192623) SUD Treatment Agency 44250 Dequindre Road
Phone Fax Sterling Heights, Ml 48314-1002

Case l:\:l Last Name: |

Authorization Num! bsn{

"] Check this box to show all authorizations
If not checked, only authorizations that expired less than a year ago will be shown.
Provider: 192623 | Beaumont Family Medicine [fookup | [ clear | SEARCH |

To enter a claim, find the approved authorization you wish to base the claim on in the list below and click Enter HCFA-1500 or Enter UB-04.
If you cannot find the Authorization in the list or if there are no more available units for you to claim on an authorization, contact your CMH Support Coordinator to issue an

1 Authorizations

Authorization # Provider Name Consumer Name | Authorization Effective
2107A3212539 Beaumont Famil Is: Medicine "|Joe B. Consumer |o7/3021 - 07720122 i View Authorization
1 | |1698006) | Enler HCFA-1500 (1CD10)
Authorized Service Description Units Authorized Units Claimed _ Units Paid Units Available
50280 HG Opioid Medical Home 60 Per Auth 2 0 80
Total 60 07/30121-07/29/22
S0280 HG TS Opioid Medical Home 60 Per Auth 2 0 80
Total60 07/30121-07/20/22

85

Entering a Claim

Provider Location Type Address
Beaumont Family Medicine (192623) SUD Treatment Agency 44250 Dequindre Road
Phone Fax Sterling Heights, Ml 483141002
Case &/ Last Nam |
Authorization Number: | |
(] Check this box to show all authorizations
If hecked, only that expired less than a year ago will be shown.
Provider: | 192623 | Beaumont Family Medicine [lookup_ | clear | SEARCH

[To enter a claim, find the approved authorzation you wish to base the claim on in the list below and click Enter HCFA-1500 or Enter UB-04.
If you cannot find the Autherization in the fist or if there are no more available units for you to claim on an authorization, centact your CMH Support Coordinator to issue an

1 Autherizations i i B i
Authorization # Provider Name Name I Effective |
2107A3212539 | Beaumont Family Medicine Joe B. Consumer {07/30/21 - 07729722 Ty
| (999998)
Authorized Service Description Units Authorized Units Claimed Units Paid Units Avail m
S0280 HG Opioid Medical Home 80 Per Auth 2 0 80
gt QT30/21-07/2022
S0280 HG TS Opioid Medical Home 60 Per Auth 2 [} 50
e 07/30/21-07/20/22
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[
Adding Claim Details

Patent's tama 3 Panent Brnane = = ineurear
o999 CONSUMER 108 ® 6o/01/ 1080 e pamaty | CORSOM 08 u
5 Patiente Addracs [RC e —yr— ERTr e r—
11 Ser  Spmse  Chas  Owner 111 TRAINER
S Siaic 5. Fatient Status Cay Seete.
clINToN ToOwNSHIP. r S ) ariaia ' e CUINTON TawnSHIP M1
T code Teieprone Tip Code Telephone
anass 5553351225 e o e 5553351225
2. Feovaer it dew |
Het
T Diwanors Codm
nfriiz0 (vaams [ | Ll
B | ¥ookuin) @ | ook

HIPAA Sl
Adjustment Ressan code B

Jeem T Tam=1] Tame]
| — — — ] — —
] Jar~ ] Jam ] il
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Submitting Completed Claims

= T P T
j ®ves € S80.90 580.90
e e ey e S BT
P i e e ey ety
e S s e
o srusiing e, gt panicuin Wl o Lans
s i o s
kel Sk e L e
dilpiniie et nel-g
e e e T
o
TEST Clasm for Beaumont Training 1
characiers i 462
Record Added Record Changed
22 08:02/2021 113119 mchenrya 080272021 11:35.08
=
canceL 25
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Checking Claim Integrity

MTComb County S e
iICommunity Mental Health
= —— Ciaim Submission (A9)
4 Hour Crshs Centar Step (11Enter Hew Clais
Access Conter Vie authorized sorvice and octes claims s mage.
PR Step.(2:Review ang Send Baich of Entered Claims.ta GMM for Payment
View o st ——— Satches 0 €M 10
Authorizaions. request payments. = gk
Coeger Step (3):View Checks and Print £08
e chedk number smifps
Cortficata o Nowt
Claim Management |AP) View all Batches and Claims
Clsim Subission (A7) View s el curenn s dains. S
Consumers.
v View and Upload EOI 637 Claim Flies
B ! Claim Fass an vie 837 US fo processing < i
Ll View Provider Glaims by Gonsumer
Financial Information Vi & 5t of provider ciains for Oty s ctaims
et made by s peides il be dspiayed +mdsge.
rovider A  Verification Report
MDCH [1CO Reponing d Prim Provider Authorization Varification Report S msed.
Modicoid Lookup
Madical - Heskth Sarvices List of Plage Of Service Codes
e View 5 f vald Ploc Of Sérvica Codes wsed for HCFA1500 G Entey S
Qrotonitions General Claim Search
ager Clins by syt o kg, voidog,
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Checking Batch Integrity

TN =

Liaim Baten Lst

Provider: 192623 Beaumont Family Medicine [1ookup | clear |
For Batch Dates:[07/02/2021 | thru[08/0212021 & M
H
Batch Number:| ] SERRCHI

1 Claim Batch(es) - Ready ~ - - N—
Batch Number Billing Provider |Batch Date Claims T‘“’;::L':f:
200595 Willlam Beaumont Hospital (192624) - mchenrya 08/02/2021 1 290.45 | View Claims in Batch
Regular 0.00 Report 4——

epos
Submit Claims to CMH
View Balch Info
View Attachments
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Running Reports to Check for Errors

e e e )

Provider: 192624 | William Beaumont Hospital [Yookup_ | clear
For Batch Dates:[07/02/2021 |l tru[08/022021 |l i
Batch Numbnr:‘ ‘ [ Sl |
I Claim Batch(es) - Ready - ) - )
Batch Number Billing Provider | Batch Date Claims| T""‘,lf;'.':ﬂ
200595 | William Beaumont Hospital (192624) - mchenrya 08/02/2021 1 580,
Regular 530

| View Batch Info
|View Attachments

91

Adjudication Report Sample

Macomb County Community Mental Health F
Batch Edit Roport for Batch 200595 QCUS
e o e v
3283038 vea Hosia sy T o — 3107A3313530
Proce Tlaimed. Aliowed Payable
Code Units___ Amount __ameumt
Torenes FERRAT, o BEIRAR,
: 0. sogn.,

1......339045 . 30048

o 5000 so.c0

Batch Totai: Bsten Totata: ss80.90 [ep—

Page 1017 e OO0 TTATTI
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Sending Batches to MCCMH SUD Division

T T T T

Provider: 192623 | Beaumont Family Medicine

For Batch Dates:| 07/02/2021 i (0810212021
Batch Number:| ]

1 Claim Batch(es) - Ready

Batch Number Billing Provider
200595 William Beaumont Hospital (192624) - mehenrya
Regular

[ERTTR ST

Tookup | | clear

Batch Date
08/0272021

Claims
1

Total Billed/|
Payable|
580,90

580,

| SEARCH |

s in Batch

93
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Required Modifiers for Billing
(staff credentials)

Modifier | Description

AF Specialty physician

AG Physician

AH Clinical psychologist

HN the rendering provider has a highest educational attainment of a
bachelor's degree

HO the rendering provider has a highest educational attainment of a master's
degree

HP the rendering provider has a highest educational attainment of a doctoral
degree

D RN

TE LPN/LVN

Staffing Modifiers
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Required Modifiers for Billing
(treatment type/group size)

Modifier Description

HH Integrated Mental Health/Substance Abuse Program
HD Women'’s Specialty Service

HG Opioid addiction treatment program

Modifier Description

upP Three total patients served

uQ Four total patients served

UR Five total patients served

us Six or more total patients served
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Frequently Asked Questions

* Q: What do | do if the client is being discharged from residential and already
completed and ASAM Continuum there?

* A: If a consumer is discharging from residential to your facility, the ASAM
continuum should be requested when the consumer calls to schedule the
appointment.

* Q: How do | know if they already completed an ASAM Continuum within the last
45 days?

* A: When clients call to schedule an appointment, they should be asked if they
have received treatment from any other provider in the last 45 days. If they
have, they can request to have their assessment sent to you by their
previous provider.

* Q: What do | do once | receive the ASAM from another provider?

* A: Review the ASAM Continuum to note any changes and add a progress note
noting any changes and including updated level of care determination

6/21/2024
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Frequently Asked Questions, cont.

* Q: What do | do if a client says that they are at a recovery home and need a
referral for their housing to be funded?

A: Use the flowchart to determine if the client is appropriate for funding, ensure
that the home they are residing at is contracted with MCCMH-SUD, submit

a change in level of care request. If these items are not met, other housing
options should be explored with the client

Q: What do | do if the client refuses aftercare when leaving a higher level of
care?

A: Check the box at the bottom of the FOCUS discharge indicating that the client
refused aftercare and provide them with the contact information for MCO if they
want treatment in the future.

97

MCCMH-SUD Contacts

* FOCUS Password resets: mcosa@mccmh.net

FOCUS removal requests, quality concerns, audits, grievances, appeals or
recipient rights concerns: nicole.palazzolo@mccmh.net

FOCUS issues, contract questions, reports : nicole.gabriel@mccmh.net

Billing questions: donna.fisher@mccmh.net or tykeisha.hudson@mccmh.net

OHH/SUD Health Home questions: adam.mchenry@mccmh.net

Prevention questions: ricki.torsch@mccmh.net

Billing verification audits: heather.gilbert@mcch.net

Priority Populations or grants: teresa.crosby@mccmh.net
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Questions?

(586) 469-5278

www.mccmh.net
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