Required Reports

* Injecting Drug Users 90% Capacity Report-quarterly (Adam)

* Priority Populations Waiting List Deficiencies Report-
monthly (Adam)

* 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 (Adam)

* WSS providers must submit the Child Referral Report
quarterly and the WSS Annual report (Nicole G.)



Injecting Drug Users 90% Capacity Treatment Report

Due dates: 131, 430, 731 and 10837, Submit by the due date, to: MOHHS-EHODA-Contractz-

MGMT i michigan, gow.

Region - PIHP:

Fiscal Year:

Quarter:

Late Jubmitied or Llakle

EDI’IEEG! Ferson = IIIEI'I'IE',

=

Contact Person’s Email:

If you have I0U providers who have reached 305 capacity during the quarter, complete the
tollowing table for each provider”. Insert row s it neceszzary. IFwou do not have DU praviders who
reached 302 capacity during the quarter, vou must tupe “MNA" in Column A.

™ou must alzo report the 302 capacity event ta MOHHS-BEHODA-Contracts-

MSMT@ michigan. gow bu close of buziness the day after the provider notities vou and ot to
enceed seven daus from the date that the provider reached capacity. MOHHS will compare vour
immediate notifications with this quarterly report to determine compliance with 45 CFR 5 36.126.

Column A Column B [ColumnC| Column D Column E
Provider s Provider s
MName of Providers [Serving At End Date ll!lc:hlg_an I
5T Date of : Licensing Inventory of
Injecting Drug Users] at or Beiig at of Being d Bohaviaral
Above 302£ Capacity During '::I at 3024 ok et
the Quarter v Capacity Regulatory Health
Capacity Affairs Services [I-
I ABA] BHS1 Mumber |




Michigan Department of Health and Human Services
Behavioral Health and Developmental Disabilities Administration

PRIORITY POPULATION WAITING LIST DEFICIENCIES REPORT

Submit this form on or betare the last day of each month, fallowing the month inwhich a deficiency occurred. Submit vour completed report by
email ta: MOHHS-EHODA-Contracts-MGMT @ michigan.gow. This report must be submitted even if there is no data to repart. IF there iz no data
ta report, complete the top section [month, contact infal and enter "NIA™ in the first row under "Program Mame.” I needed, there are additional
reporting row s are on page 3.

Fiscal Year: |-
Report Month: |
PIHP Name: Select from
Contact Person: drop down
Email Address: box
Clients not meeling the federal waiting list requirements:
AL B C D E F G H I J K
= i ] TITES T | IECEITE .
Program Name IE:I:t-i:i Ly Service II:_.;:; Day=s om Service Methado BE Service ;:t;ril:t Type of
i Code | Reques Determi waiting |Hequest | me: Drug- | Refused = = Inkterim
Number 1-42- t Date med List ed Free I:!rllg— Prn:idt Refused Fervicers
O O O O
O O O O
O O O O
O O O O
O O O O
O O O O
O O O O
O O O O
O O O O




MCOS5A QUARTERLY CLIENT SATISFACTION SURVEY REPORT

Provider Mame: Licenza #'Location:
Perzon completing form:

4| TIME PERIODS: DUE DATES:
0 | 1™ Quarter January 15, 20
0O | 2™ Quarter April 15, 20
0 | 3™ Guarter July 15, 20
O | 4" Quarter October 15, 20

1. Consumer Satisfaction with Funded Senvices (if you did not conduct any consumer
satisfaction swreeys during this quarter. report zeno).

iExampie; 15 cllents surveyed, 10 cMents respanded fo survey, of frase 70 respanders, B were satisfied

Funded Numibear “NUMBER"
Substance Number  Responded of Responders
Abuse Consumars Swrweyed | 1o Sunvey Reapaorting Satisfied
“Exampie: | 15 10 &

Persons 18 years and older

Persons under 18 years

2. Recipient Righfs Complaints from Funded Consumers:

Number of Hecipient Hights Number of Hecipient Hights Lomplants
Complainzs Submimed this Quarter Substanzared this Quarter

3. Tha Mumber of Funded Substance Abuse Consumers Discharged with Reason being
Death this Quarter?

4. The number of Cutpatient and IOF {Block Granmt, PAZ2, Medicaid, HMP) chenis who did
not show for services this quarter:

Number of Lurpanent clients Nismber of IUF clients

Definiiong:

"Funded” meandg ihe ndiidual recesved subslanoe abuse serdocs reimbursed fhough your BMCOSA contract agreemen,
incisdng Medicaid



MACOMB COUNTY OFFICE OF SUBSTANCE ABUSE
REPORT OF DEATH FORM

Provider Name: Primary Tharapist Name:
Caonsumear Nama DDa:

Caze £5N B

Weight: _ Height: Maritsl Stafus: SiM /D Gender_MIF

Level of Treatment: [ of O omr O iop [ Detox [ Resdenisl admission Date:

Total Number of Visits: LastT it Contact Date -

Status of Case st Time of Death:  [] Open [J Ciosed: If Ciosed Date of Dischargs:

CHnical Progress: Prior 1o the report of desth, consumar was . L] AbstinentiCompliant with Trestmen
O sstiremmen-campient [ Respeedicempiiont [ Retapsedmion-compian T Unknean

Clinicallybahaviorally how vwas consumer doing just prior to report of death, or B discharged, just pricr 1o
dischargn?

Daite of Death Age (@ Time of Death:

How and when {date) was program notified of death?

Place and Circumsatance of Death (Include whather or nol Sebskance uss was involved):
iUise reverse sioe for additional informaition)

Preliminary Cause of Death
O sucide [ Homicide [0 Accident [ overdose [ Natural CausesiPressisting Bness
O uUndsterninediPending

O Gither (ExpianClarty)
Additional Commants/Rabavant Information ﬂﬂﬂ'ﬂh‘lﬁ Consurmar Doath:

mﬂl’t’f Cause of Death:
O sucide [ Homicide [ Accident [0 overdose [ Natural CausesiPrassisting lness

O undsterminediPending [ Omer (ExptainCrarity)

O ety improved [ Moderaisty improved OO ssghity impeaved O vachanged Additional CommantaRalevant infermation regarding Consurmer Death:
| Regressed O unkncws Exphain: : . SRS 1B
Most Recent DSM.IV Diagnosis:
:ﬁ:}g: Actions taken by Program afler Repor of Death: [Check all (hal Apply)
Aais | (MH)
i O incdent Review O martaity Review
pois v [ Primary Supposts O socsal Envirenment O Educatians O seniinel Event Review [ Root Cause Analysis O ome
O occeupstionss O Housing O ecanomic {Describe)
[ Healih Care Accesa O Lega O oaber O3 mone: (i nane explaing
Aas ¥ Mosl Recent GAF Highe=i GAF Last Year
Madicat, Primary Care Phyiclan PEFY Actions Taken as a Result of the Investigation of Consumer Death:
Any hospitalizations: ¥ [N [{f yes, when & why)
O nicotineuse [ Disverss [ Hypestension
Medications: Inchide all cument prescribed of OTC medcations used lor medics or psychialric eaimenL
Medication)  [RAOTC) Name Prescriting WMD) [Chrie or Privele/ise0 MO | (Date Mast recem Med Rev )y
{Supervisory Staff Completing Repart) {Date)
Medication)  [Rw/CTC) {Mame Presciting MO [Chiric or Privatedie0 MO | (Date Mest recent Med Rev )

Uise reverse side for additisnal medications:

—_—
' Additional Comments:



MACOMB COUNTY COMMUNITY MENTAL HEALTH- SUD Il. TO BE COMPLETED BY MCCMH-SUD

CLIENT INCIDENT REPORT FORM MCCMH-SUD Investigation Findings

TO BE COMPLETED BY MCCMH-SUD CONTRACTED AGENCY Check all that apply:
L) Deathof Client

&) Accident requiring ER visits and/or admission to hospital

GENCY TYPE: c Outpatient/IOP_c MAT/OHH = Recovery Home o Residential/Withdrawal Mgt L) Physical lliness Requiring Admission to Hospital L) Arrest/Conviction of Client

L) Serious Challenging Behaviors &) Medication Crrar
Program: License Number: Eocus i Name:
Address: Age: Sex:M{ ) F () Determination:
City: State: Zip:
P Check one: Sentinel Event_{ ) Non Sentinel Event { )
Date of Incident: ] Time: | Location of Incident:
Check one:

Witnesses® Staft: YCINY{ )
Name or Focus ¥ *:

Contact Phane Number:

Witnesses® Staft: YL )N )
Name or Focus ¥ *:

Contact Phane Number:

Pravide a brief description:

£ ) MCCOMH-SUD Plan of Action/Intervention

{ ) Rationale For No Further Investigation

*Witneises who are dents in treatment Stoud be aded to s relea e of information
%0 MCCMIMA for possitie foliom up contact, but arw not required ta do sa

CHECK TYPE OF INCIDENT-

Death of Chent

Serious iliness requining admission to haspital

Alleged cause of abuse or neglect
1 Accident resulting in Injury to dient regquinng emergency reom wisit or haspital admisgon
Behavioral episode (with or without police contact)

Arrest and/or conuiction

Vehicle or buliding |ssue

omMmonNnep

Explanation of What Happened (# agency is 1o include their own incident report, indicate here and attach completed report to this farm):

Immediate Actions Taken (actions taken to protect, comfart and/or assure proper treatment of the dient):

Actions Taken to Remedy and/or Prevent Reoccurrence of Incident:

MCCMH-5UD Signature: Date:

Signature of Person Completing Form: Date:

Send to
MCCMH-SUD, 19800 Hall Road, Clinton Township, MI 48038
Secure email to meosa@meemh.net, or Fax to SB6-469-5568

[N}




