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Questionnaire: CCBHC

CCBHC

1.1z this ree?uest a new treamment'epizede of care?
(Pleaze =zelect ons)

2 Yes
o No

2. Does the member require an interpreter?
(Pleaze =zelect ome))
O Yes
o No

2.1.1. What language and dialect will the interpreter need to know?

3. What was the date of referral?

4 Was thiz person helding for szervice?
(Pleaze =zelect ome.)
o Yes
o No

4.1.1. Since which date was the consumer holding for service:
4.1.2. Date Caze Worker assigned:
413 Date seen face to face:
.Haz the member received freatment in a state peychiatric hospital (Riverview, and'or Dorothea Dix Psychiatrie Center) within the past 24 months, for 2 non-exeluded DSM 5 diagnosis?
(Pleaze =zelect ons)
o TYes
o No

Lh

3.1.1. Provide the dates:

General Questionnaire

Instructions: CLINICAL PRESENTATION

1. Is this request a new freatment/episode of care?
(Plzaze sslzct ons.)
0 Yes
O No

2. Pleaze discusz member’s current presentation; symptoms, and behaviors (frequency, intensify, and duration) that suppert the level of care request at thiz time:

3. Provide a description of how the provider will use the requested units (breakdown of units) in this requested review peried:

4. What has been the progressz toward goals?
(Pleaze sslect ons.)
o None

D nimal

Mbderate

Significant

o 00

41.1. Pleaze provide barriers to progress and infervenfions to overcome barriers

421 Pleaze provide barriers to progress and infervenfions to overcome barriers

h

Iz member engaged in treatment?
(Pleaze =elect one.)

O Yes
O No

Imstructions: REQUIRED - Date of Diagnostic Assessment mmst be a date in the following format MMDD/YYYY. Please do not enter a date in any other format
6. What iz the date of the most current diagnostic assessment?

7. Are there any medication changes simce last request?
(Pleaze =zelect one.)

0 Yes O Ne 0O NA

3. What are the symptoms s=ince last review? Pleaze szelect all that apply

U Activities of Daily Living (ADL) U Ageression U Agitation Dﬁﬁﬂim U Anxiety U Apditory Hallwcinations
O Has met pharmacological criteria of O Gustatory O - . : O Impaired control regarding O .

zubstance uss Hallucinations HomEdHal . Teat Bt substance use e
5 nbod Swings Y Parancia = Olfactory Hallucinations . %Eg‘};r}:}s,;'ac{n U Problem Sexualizzd Behaviors = Racing Thoughts
O Risky Use of Substances D SelfCare O Self Harm D Self-Direcion = Tactile Hallucinations R e il
O Secial impairment regarding subsfance O o ! O TUnderstanding and use of O Verbal O o et

s Suicidal Ideation language Aggression Visual Hallucinations

Instructions: DISCHARGE PLANNING A discharge plan should include a specific plan te decrease utilimtion, refer to appropriate level of care, and indicate the use of matural supports.
9. What iz the discharge/transiion plan” (explain measurable criteria for discharge or decrease in utilimtion of uvnits)

10. What is the projected discharge'transition date?
Instructions: GENERAL

11. Select the member”s cwrent living situation:
(Pleaze =zelect one.)

o Assizted Living Faeility < Community Residential Faeility —© Dorothea Dix o Foster Care

o Homelezz Shelter or on the Streets o Hoepitalized for Medical Reasons © Incarcerated in a State Prizon or County Jail © Nurzing Home

o Other Peychiatric Inpatient Unit or Facility © Own Apartment or Home o PResidential Crisiz unit o Residential Treatment Facility (Group Home Arrangement)
o Riverview Psychiatric Center < Supported Apartment < School Based o Temporarily staving with others

o Stavimg With Others o Other

12. Select the member”s cwrent vecational/employment status:
(Pleaze =zelect one.)

0 Clubhouse Transitional Employment © Competitively employed full-time (32 or more hours per week) © Competitively employed part-time (Lesz than 32 hours per week)
O Not emploved - looking for work © Not emplowed - not looking for work O Self-employed

O Net Employed - stay home parent O Stav-at-home parent of a child under the age of 18 O Refired

O Student O Veteran O Velunteer on a regular basis (in the last 30 days)

0 Velunteer O Worling with supports full-time (32 or mere hours per week) © Working with supperts part-time (Less than 32 hours per week)

13. Iz this member of transition age (16-20 wyears)?
(Pleaze =zelect one.)
o Yes
o No

131.1. What iz the member”s current grade level?
(Pleaze zelect ons)

o 9 o 10
o 11 o 12
o College 0 Technical College

O Neot in school

1312 In the past three (3) months has attendance at school been an issue for this member?
(Pleaze =zelect ons)
O Yes
o HNo

1313 Was thiz member invelved with the Department of Corrections within the past six (6) menths?
(Pleaze =zelect ons)

o Yes
o No

O Capacity for Independent
Living

B Niood

o RiskDanger to others

Sensory Hallueinations

o Delu=ions

5 Mobility
O Risk'Danger to
self

O 3Sleep
Impairments



14 If the member haz a guardian iz the guardian engaged in freatment?
(Pleaze =elect ons.)

2 Yes
o Mo
o NA

1421 Describe the barriers to engagement:

15. Does the member require an interpretes?
(Pleaze =zelect one.)
o Yes

O No

151.1. What language and dialect will the interpreter need to know?

Adult / Child Selection

1.I= thiz request for an adult or child?
(Pleaze =zelect ons)
o Adult o Child

1.3.1.Date Referral was received (Ages 0-3: Ages (-3: ASQ-3E was offered)
(Pleaze =slact ons.)
o Completed © Not Completed

1.3.2 Screenings completed:
(Pleaze =zelact one.)
o Ages 6-17 Pediatric © Ages 12-18 PHO-9M o Apes 12-22 CRAFFT 2.1+N (3BIRT) © All Ages SDOH: FRAPARE

13221 Completed by another provider within XX daws?
(Pleaze =zslect ons)
0 Yes
0 No

1.3221.1.1. By whom

1322112 Outcome

1.3.2.22 Positive / MNegative (choose one)
(Pleaze =zelzct ons)
o Positive © Negative

1.3.2.31 Posifive / MNegative (choose one)
(Pleaze =zslect ons)
o Positive © Negative

1.3.2.41 Posifive / MNegative (choose one)
(Pleaze =zelect ons)
0 Positive © Negative

1.3.2.51. Criteria (ZCode)
(Pleaze =zelect ons)
O Experiencing Homelessness (239 —
Problems related to housing and economic
circumstances)

0 Corrent Involvement with Justice System (Z64 © Corrent Involvement with Child Welfare System (Z83 -
— Problams related to certain psyehosocial Other problems related to primary support group including
circumstances) family circumstances)

O Currenfly in EDVHospital/Residential (283 -
Problems related to other peychosocial
croumetances)

Q Ckher not
indicated abowve

1.3.2.31.6.1. Pleaze list other relevant Z-Codz not listed abowve

1.3.3. Other Assessment= Completed
(Pleaze sslect between 0 and 3 items)
O BioPsycheSecialSpiritual Comprehensive Assessment O Adaptive Belavier/Functional Assessment Scale (i.e. Vineland, CAFAS, ABAS, ekc) O CALOCUS-CASii (as indicated) O Functional Behavioral Assessment (FBA) O Other

13321 By whom

13323

13323,

1-3.3.31.

13332

13333,

13341

13342

13343,

13351

1.3.3.52.

13353

133461

1.3.3.62.

1.3.3.63.

Cradentials

Date Completed

By whom

Credentials

Date Completad

By whom

Cradentials

Date Completed

By whom

Cradentials

Datz Completed

By whom

Cradentials

Date Completed

1.3.4. Peywchotropic Medications Prescribed
(Pleaze szzlect one)

0 Yes
0 Mo

13411

13412
13413,

Prescriber

Date
To treat symptoms of dx

1.3.5. Other Active Services at time of referral (indicate provider)
(Pleaze =elect one.)
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1.3.5.2.1. Indicate Provider

1.3.5.3.1. Indicate Provider

1.3.3.4.1. Outpatient
(Pleaze =elect ons)
o Office © Home © School

1.3.5.42 Indicate Provider

1.3.5.5.1. Indicate Provider

1.3.5.6.1. Indicate Provider

1.3.5.7.1. Indicate Provider

1.3.5.8.1. Indicate Provider

1.3.5.91. Indicate Provider

1.5.5.10.1. Rehabilitative and Community Support (RCS) Services
(Pleaze =slect one.)

2 In bome © In school © Specialized

1.3.5.10.2. Indicate Prowvider

1.3.5.11.1. Indicate Prowvider

1.3.5.12.1. Indicate Provider

1.3.5.13.1. Indicate Provider

1.3.5.14.1. Indicate Provider

1.3.5.15.1. Indicate Provider

1.3.5.16.1. Indicate Provider

1.3.5.17.1. Indicate Prowvider

1.3.5.18.1. Indicate Prowvider

1.3.5.19.1, Indicate Prowvider

1.3.6. Prelimmary Triage Disposition

(Pleaze =zelect one.)

O Crisiz (Immediate access to Care) © Urgent (access to Care within one davy) © FRoutine (Access to Care within 10 days)

1.3.7 Initial Assessment Care Disposition

(Pleaze =zelact ons.)

Qo Q o Qo o High o ]
e Coordimted ' gl T outh Family
Crisis N —_ Cars Family Fidelity Peer Pegy .
Services 43 e Coordination Psychoeducation Wrap-
(C30) . Around Support Support

Procedure Codes

1. Please select all procedwe codes that apply
(Pleaze =zelect between 1 and 28 items)

o o o o e e o o o o o o o o [

90791 Initial Assessment

90792 Comprehensive Assessment

90367 Individualized Treatment Plan

90832 Outpatient Clinical Services: Individual and Family Therapy Mental Health (Children and Adults)
HO0022 Outpatient Clincal Services: Individual and Family Therapy Substance Use (Children and Adults)
H0022 HH Outpatient Clinical Services: Individual and Family Therapy Co-Occurring (Children and Adults)
908533 COutpatient Clinical Services: Co-cccurring capable group therapy (Children and Adults)

HO034 Medication Management — Pswehiatric

H0034 HF Medication Mamgement — SUD

T2023 Case management

H2024 Employment Connections and Support for Adults

HO0038 HQ Peer-led support and recovery groups

H0023 Recovery Coaching

HO0033 Peer support for adults

HO0033 HS Peer support for family

HO033 TJ Peer suppert for youth

HO00T7T Ambulatery Withdrawal Management

H2031 Clubhouse services, mental health recovery and vocational rehabilitation program

HO03% Assertive Community Treatment (Adulf)

HO03T7 Assertive Community Treatment (Child)

HO022 (wimodifiers) Intensive Outpatient Therapsy

H2022 MST

H2022 Q2 MBT-PSE

N O TTT

]

Outpatient
Therapsy

SUD
Treatment

AIDIUL EIL %

Day Besidential  Crisis

Trzatment  Cars
(School) Facility
(CECH

Transitional
Cars Services

Stabilization Pewchiatric

Unit
(CCSU)

Case
MNanagement

LAINIUIEIL =

Hospital

Mhedication
Mamgement

E"ier ‘ Dizorder
ppet Treatment

o In-Home and (0]
Community
Deliverad
Echavioral Health
Services

: A Subsztance Hi-
Children’s Youth Use

Fidelity
Wrap-
Around

Outpatient
Services in-
school setting

Adolescent

DET Other

O Other
behavieral
support in school
setting (BHP,
CHW)



H0046 Home, Community, or Schoel Youth Services: Not Otherwize Specified
H2016 Community Rehabilitaion and Skills Development

T2023 HK High Fidelity Wraparound Case Management w/in CCBHC

H2041 Coordinated Specialty Care

OoOoooOocL

1.91. 1z this request a new freatment'epizode of care?
(Pleaze =elect one.)
o TYes
o No

1.9.2 Indicate if thiz referral iz for a MBineCare Fundsd =zervice or a Non-MBineCare Funded (also known as Grant-Funded) szervice:

(Pleazs =slact ons.)
o MbineCare Funded
o Non-MaineCare (Grant-Funded)

1.9211.1z provider intending to submit for Ancillary Medication Mamagement Contract?
(Pleaze =elect ome.)
O Yes
O No

1.2221.1s this member age eightzen (13) or older, or is an emancipated miner?
(Pleaze =zelect ome.)
o TYes
o No

19222 Does member have a primary diagnesis or Schizophrenia, Schizoaffective Disorder; Mbderate or Sever Obsessive Compulsive Diserder, Bipolar Disorder, or Major Depressive Disorder?
(Pleaze =zelect ome.)
0 Yes
0 Mo

12223 LOCUS Composite Score:
Min'hBax - 0/33; Neo decimal places allowed

19224 1z the member on twe (2) or morz psychotropic medications?
(Pleaze =zelzct ons)
o Yesz
o No

1.92.25 Has member been referred for psychiatry or medication management services from a primary care provider?
(Pleaze =zelect ome.)
o TYes
o No

Instructions: For the purpose of thiz zection, reported histery shall mean an oral or written history obtained from the member, a provider, or a caregiver and decumented in the clinmcal record
1.92.26.Does the member have a documented or reported history of treatment resistant'refractory symptoms?

(Pleaze =elect ome.)

o TYes

o Mo

Instructions: For the purpose of thiz zection, reperted history shall mean an oral or written history obfained from the member, a provider, or a caregiver and documented in the climcal record
1922611 Pleaze explain

1.10.1. Iz thiz request a new wreatment/epizode of care?
(Plzaze =zslsct ons)

o Yes
o No

1.10.2. Indicate if thiz referral iz for a MaineCare Fundead s=ervice or a MNonDMBineCare Funded (alzo known az Grant-Funded) service:
(Pleaze =elect one.)
= NBineCare Funded
o Non-MhMaineCare (Grant-Funded)

1102111z provider intending to submit for Ancillary Medication Mbnagement Confract?
(Pleaze zelect ons)
O Yes

O Mo

110221 1z this member age eighteen (13) or older, or is an emancipated minor?
(Pleaze =zelect ons.)
o Yes
o No

110222 Does member have a primary diagnosis or Schizophrenia, Schizpaffective Disorder; Mbderate or Sever Obsessive Compulsive Disorder. Bipelar Diserder, or Mbjor Depressive Disorder?
(Pleaze zslect ons.)
o Yes
o No

110223 LOCUS Composite Score:
hinMax - 0/33; No decimal places allowed

110224 1z the member on twoe (1) or more peychotropic medications?
(Pleaze zelect ons)
o Yes
o Mo

110225 Haz member been referred for pswhiatry or medication management services from a primary care provider?
(Pleaze zelect one)
o Yes
o No

Instructions: For the purpese of this section reported histery shall mean an oral or written history obtained from the member, a provider, or a caregiver and documented in the clinical record
110226 Does the member have a documented or reported history of freatment resistant'refractory symptoms?

(Pleaze zelect ons)

O Yes

o Mo

Instructions: For the purpese of this section, reported history shall mean an oral or written history obtained from the member, a provider, or a caregiver and documented in the clinical record
11022611 Pleaze explain

Imstructions: Section 17

1.11.1. I= thi= your first CER?
(Pleaze =zelect ons)
o Yes
o No

111111 Date of referral:

Instructions: MEmberz hawe the oplion to be f:!la-:ed on hold for service if the agency, upon receipt of a referral from amy source, has determined that it does not have the capacity to conduct an intake or inifial assessment within
seven (J) calendar dayes as required in Sec. 17.03. To be placed on held for service, providers must offer the member alternatives to being placed on hold for service, including but not limited to giving information on other service
providers within a 25-mile radius servicing the area Thiz information shall be provided in writing. Should members wish to be on hold for service with an agency. the provider will document the member choice and the offering of
altermtives in the member’s referral record. At thiz time, the =even (7) calendar day face-to-face requirement will be supended. Agencies must follow up with memberz no meore than thirty (30) calendar daye after being placed on
hold to reevaluate their desire to remain on held for service, which will be decumented in the member record. Agencies must continue to follow up with members in suwcessive thirty (30) day increments to reevaluate the member’s
desire to remain on hold. When the agency has determined it has the capacity to serve the member, it will contact the member immediately and have zeven (7) calendar days to conduct the intake or initial asseszment

1.11.1.1.2 Was this person holding for serviee?
(Pleaze =zelect onel)
O Yes
o No

1.11.1.1.21.1. Since which date was the consumer holding for serviee:
1.11.1.1.21.2 Date Caze Worker aszsigned:
1.11.1.1.2.1.3. Date seen face to face:

1.11.1.1.3 Date Caze Worker assigned:

111.1.1.4 Date seen face to face:

1.11.2. Has the member received ireatment in a state psyehiatric hespital (Riverview, and'or Dorothea Dix Psychiatric Center) within the past 24 months, for a non-excluded DSM 3 diagnosis?
(Pleaze =zelect ome.)
O Yes
o No

1.11.2.1.1. Provide the dates:

1.11.3. Hasz the member been dischargped from a mental health residential facility, within the past 24 months, OR currently resides in a mental health residential faeility, for a non-excluded DSM 3 diapgnosis?
(Pleaze =zelect ons)
o Yes
o No



1.11.3.1.1. Provide the dates:

1.11.4. Hasz the member had two or more episodes of inpatient treatment for menfal illness greater than 72 hours per epizode, within the past 24 months, for 2 non-excluded DEM 5 diagnosis?
(Pleaze =zelect ons)

o Yes
o No

1.11.4.1.1. Provide the dates:

1.11.5. Has the member been admitted by a civil court for emergency imvoluntary psychiatric treatment as an adult (Blue Paper)?
(Pleaze =zelect ome)
o Yes

o No

1.11.5.1.1. Provide the dates:

1.11.6. Is there an uvploaded clinical letter from a climician dated within the past year stating member iz likely to have fuolmre episodes, related te mental illness, with a non-excluded DSM 5 diagnosis, that would result in or have significant
rizk factorz of homlessness, criminal justice invlevelment of require a mental health inpatient treatment greater than 72 hours, or residential treatment unless commmnity suppert program services are provided?
(Pleaze =zelect ons)
o Yes

o No

1.11.6.1.1. Date of clinical letter:
1.11.6.1.2. Name and credentials of clinician who wrote climeal letter:

Instructions: REQUIRED - LOCUS compesite score must be a mmerical wvalue between 0-35. Only numbers should be entered in this box.

1.11.7. LOCUS Composite Scors:
MhMinMax - 0/33; No decimal places allowed

Instructions: REQUIRED - Date LOCUS Completed nmst be a date in the following format MMWIDDYYYYY. Please do mot enter a date in any other format
1.11.3. Date LOCUS Completed:

1.11.9. LOCUS Level of Care:
MinMax - 0/10; No decimal places allowed

1.11.10. Name and credentials of who completed the LOCUS azsessment:

1.11.11. LOCUS Rater IDs=

1.11.12. Does the member receive Vocational Rehabilitation Services?
(Pleaze =zelect ons)

o Yes
o No

1.11.13. Does the member currently have a rent subsidy or live in subsidized housing?
(Pleaze =zelect ons)

o Yes
o No

1.11.13.1.1. Pleaze indicate what type of rent subsidy or subsidized housing:
(Pleaze =zslsct one)
= DBridging Bental Assistance Program (BFR.AP) © Building is subsidized
o Section 3 o Shelter Plus Care
o Veteran"s Housing o Other

1.11.14 Select the Section 17 serviee type:

(Pleaze zelect ons)
Aszzertive Commmnity Treatment (ACT)
Community Integration (CI)
Community Rehabilitation Services (CR3)
Daily Living Support Services (DLSS)
Skills Development

0000

1.11.14.1.1. Provide rationale wiy member requires a multidisciplinary team awvailable seven days per weel twenty four hours per dawy

1.11.14.1.2. Haz member been receiving a minmum of three contacts from ACT team per week?
(Pleaze =zelect one.)
O Yes
o No

1.11.141.2.21 Provide rational of why a minimum of three contacts have not occurred per week

1.11.14.1.3. How are services allowing member to refain commmnity temwe and would require hospitalization or crisis services without the service?

1.11.142.1. Has the CI worker facilitated formal and informal oppertnifies for career exploration during the last review period?
(Pleaze =zslect ons)

O Yes
o No

1.11.1421.1.1. Please explain

1.11.1422 Has the CI worker coordinated referrals, and advocated for aceesz by the member to the servies(z) and natwral support(s) identified in his or her Individual Support Plan during the last review period?
(Pleaze =zelect ons)
o TYes
o No

1.11.1422.1.1. Pleaze explain

1.11.142.3. Has the CI worker participated in ensuring the delivery of crisiz intervention and resolulion services durimg the last review period?
(Pleaze =zelect ome.)
O Yes

o No

1.11.1423.1.1. Pleaze explain

1.11.142.4. Has the CI worker assisted in the exploration of less restrictive altermatives to hospitalization dwing the last review peried?
(Pleaze =slect ons)

2 Yes
o No

1111424 1.1 Please explain

1.11.142.3. Has the CI worker made face-to-face contact with other professionals, caregivers, or individuals included in the treatment plan in order to achisve continuty of care coordination of serviees, and the most appropriate
services for the member per their ISP in the last review period?
(Pleaze =zelect ome.)
o Yes

o No

1.11.14235.1.1. Please explain

1.11.142.6. Has the CI worker contacted the member"s guardian family significant other, and providers of serviees or natural supperts to emswe the conbimuty of care and coordination of services between inpafient and commmnity
eettings during the last review period?
(Pleaze =zelect ons)
o Yes



o No

1.11.1426.1.1. Pleaze Explain:

1.11.142.7. Has the CI worker provided information and consultation with the member receiving Commwnity Support Services, to the member, his or her family, or Ws or her immediate support system, in order to assist the member to
manage the symptoms or impairments of Ms or her illness with a foecus on independence within the last review period?
(Pleaze =zelect ons)
O Yes

o No

1.11.1427.1.1. Please explain

1.11.142.8. Has the CI worker assizted the member in restoring and improving communication zkills needed te request assistance or clarification from supervizors and co-workers during the last review period?
(Pleaze =elect ome.)
O Yes
O No

1.11.14 28 1.1. Pleaze explain

1.11.142.9 Has the CI worker assisted the member to erhance sklls and employment strategies to overcome or address psychiatric symptoms that interfere with seeldine, obtainine, and mainfainine a job during the last review peried?
(Pleaze =zelect ome.)
O Yes
o No

111142911 Please explain

1.11.142.10. Iz this service being provided under an OBH Funded confract for Veteran's Case Management?
(Pleaze =zelect ons)
O Yes
o No

1.11.14 3.1, Provide rationale why member requires staff availability seven daye per week, twenty four hours per day

1.11.14.3.2. Haz the member been receiving a mininmm of one confact per day?
(Plzaze =zslzct ons)

o Yes
o HNo

1.11.143.2.2.1 Provide rational of why a daily minimum contact has net cccuwred:

1.11.14 41 If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervising medicabions?
(Pleaze =elect one.)
O Yes
o Mo

1.11.14 42 If member iz acceszing a higher level of care, pleaze describe coordinaion with service provider and non duplication of interventions?

1.11.14 5. 1. If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervising medications?
(Plzazs =szlact ons)
o Yes
o No

Imstructions: Behavioral Health Home: (BHEH)

1.11.15. What tool was completed?
(Pleaze zelect ons)

O CANS O ARQ © CAFAS O YOOQ © LOCIE © PECFAS

1.11.15.1.1 Date of CANS assessment
1.11.15.1.2. Indicate scores twe or higher in both of the following sections: Child Behavioral/Emotional Needs AND Life Domain Functioning:

1.11.15.1.1. ASQ} Score:

1.11.151.2 Date ASQ completed:

1.11.152.1. Date CAFAS completed:
1.11.152.2. CAFAS Score:

Instructions: REQUIRED - LOCUS composite score must be a mmerical walue between 0-33. Only numbers should be entered in this box.

1.11.154.1. LOCUS Composite Score:
Min'Max - 0/35; No decimal places allowed

Instructions: FEQUIRED - Date LOCUS Completed nmst be a date in the following format MMVDIVYYYY. Pleaze do not enter a date in any other format

1.11.1542 Date LOCUS Completed:
1.11.154.3. LOCUS Level of Care:
Minhiax - 0/10; No decimal places allowed
1.11.154.4. LOCUS Rater IDw
1.11.154.3. MName and credential: of who completed the LOCUS aszeszment:

1.11.15.5.1. PECFAS Bcore:

1.11.15.3.2. Date PECFAS completed:
1.11.16. What covered services have been provided during the last review period?
Care Coordination
Comprehensive Case Mbnagement
Comprehensive Transitional Care
Health Prometion
Individual and Family Support Serviees

OooOoooo

Instructions: BHH Adult Service Only

1.11.17. 1= thi= your first CER?
(Pleaze =zelect ons)
o Yes

o Neo

1.11.171.1. Date of referral:

Instructions: MEmberz hawe the option to be placed on hold for service if the agency, upon receipt of a referral from amy source, has determined that it does not have the capacity o conduct an infake or initial assessment within
geven (J) calendar daye as required in 3ec. 17.03. To be placed on hold for service, providers must offer the member alternatives to being placed on hold for service, including but not limited to giving information on other service
providers within a 25-mile radivs servicing the area. Thiz information shall be provided in writing. Should members wish to be on hold for service with an agency, the provider will document the member choice and the offering of
altermatives in the member’s referral record. At this time. the seven (7) calendar day face-to-face requirement will be suwspended. Agencies must follow up with members no more than thirty (30) calendar days after being placed on
hold to reevaluate their desire to remain on hold for service, which will be documeénted in the member record. Agencies must confinue to follow up with members in successive thirty (30} day increments to reevaluate the member’s
desire to remain on hold. When the agency has determined it has the capacity to serve the member, it will contact the member immediately and have seven (7) calendar days to conduct the intake or imtial assessment

1.11.17.1.2 Was this person holding for serviee?
(Pleaze =zelact one.)
0 Yes
o No

111171211 Sinee which date was the consumer holding for service:
111171212 Date Case Worker assigned:



1.11.1/1.21.35 late =een tace o face:

1.11.17.1.3. Dat= Casze Worker assigned:
1.11.17.1.4. Date seen face to face:

1.11.18. Dpa= the member receive Vocational Rehabilitation Services?

(Pleaze =zelect ome)

o Yes
o No

1.11.19. Doez the member currently have a rent subsidy or live in subsidized housing?

(Pleaze =zelect ome.)

O Yes
o No

1.11.19.1.1. Pleaze indicate what type of rent subsidy or subsidized housing:
(Pleaze =elect one.)
o Bridging Rental Assistarce Program (BER.AP) o Building iz subsidized
o Section 8 o Shelter Pluz Care
o Veteran"z Housing o Other

Instructions: Targeted Case Mamgement (TCMD
1.11.20. 1= this re&uest a new treatmentepizoede of care?

(Pleaze =

ect one)
o Yes
o No

Instructions: Per OCFS Provider Performance MMeasure, members should be seen face-to-face within 7 calendar days from the date of referral
1.11.21. What date was the member referred to services?
1.11.22 How many scores are two of higher in life domain fonctioning?

1.11.23 How many scores are two or higher in child behavioral/emotional needs?

1.11.24 Does member require referral activities?

(Pleaze zelect ons)

o Yes
o No

1.11.25. 1= member 16 years old and have a diagnesiz of IDVDD?

(Pleaze =zelect ome.)

o Yes
o No

1.11.26. Doez member requiring Monitoring and Follow-Up Activities?

(Pleaze =zelect ome)

O Yes
o No

Instructions: Section 17

1121

1122

1,123

1.12.4.

1,125

1.12.6.

Iz this wour first CSE?
(Pleaze =zelect ome.)

O Yes

O No

112111 Date of referral:

Instructions: Members have the option to be placed en hold for service if the agency, upoen receipt of a referral from amy source, has determined that it does not have the capacity to conduct an infake or initial assessment within
seven (7) calendar days as required in See. 17.03. To be placed on hold for serviee, providers must offer the member alternatives to being placed on hold for serviee, including but not limited to giving information on other service
providers within a 25-mile radivs servicing the area. Thiz information shall be provided in writing. Should members wish to be on hold for service with an agency, the provider will document the member choice and the offering of
altermatives in the member’s referral record. At this time, the seven (7) calendar day face-to-face requirement will be suwspended. Agencies must follow ug with members ne more than thirty (30) calendar days after bemﬁ:\ flaced on
hold to reevaluate their desire to remain on hold for service, which will be documented in the member record. Agencies must confinue fo follow up with members in successive thirty (30) day incrementz to resvalvate the member’s
desire to remain on hold. When the agency has determined it has the capacity to serve the member, it will contact the member immediately and lave seven (7) calendar days to conduct the infake or imifial assessment

1.12.1.1.2 Was this person helding for service?
(Pleaze =zelect one.)
O Yes
o No

1.12.1.1.2.1.1. Since which date was the consumer holdine for service:
1.12.1.1.21.2. Date Casze Worker assigned:
11211213 Date =een face to face:
1.121.13. Date Caze Worker assigned:
112114 Date szeen face to face:
Haz the member received treatment in a state psywehiafric hospital (Riverview, and'or Dorothea Diz Psychiatric Center) within the past 24 months, for a non-excluded DEM 3 diagnosis?
(Pleaze =zelect ons)
O Yes
o No

1.12.2.1.1. Provide the dates:

Haz the member been discharged from a mental health residential facility, within the past 24 months, OR currently resides in a mental health residential facility, for a non-excluoded DSM 3 diagnosis?
(Pleaze =zelect ome.)

o Yes

o No

1.12.3.1.1. Provide the dates:

Haz the member had two or more episodes of inpatient treatment for menfal illness, greater than 72 hours per epizede, within the past 24 months, for 2 non-excluded DSM 5 diagnosis?
(Pleaze zelect ons)

o Yes
o No

1.12.4.1.1. Provide the dates:

Haz the member been admitted by a civil court for emergency imwoluntary psychiatric freatment as an adult (Blue Paper)?
(Pleaze =zelect one)

< Yes

o No

1.12.5.1.1. Provids the dates:

Iz there an uvpleaded clinical letter from a climcian dated within the past year stating member iz likely to have future episodes, related to mental illness, with a non-excluded DSM 3 diagnosiz, that would result in or have significant
rizsk factors of homlessness, criminal justice invlevelment or require a mental health inpatient treatment greater than 72 hours, or residential treatment unless comnmnity suppert program services are provided?

(Pleaze =zelect ons)

o Yes

o No

1.12.6.1.1. Date of climcal letter:
1.12.6.1.2. Name and credentialz of clinician who wrote climcal letter:

Instructions: REQUIRED - LOCUS composite score must be a mmerical walue between 0-35. Only numbers should be entered in this box.

1127

LOCUS Composite Score:
Min'hax - 0/35; No decimal places allowed

Instructions: FEQUIRED - Date LOCUS Completed nmst be a date in the following format MMVDDYYYYY. Pleaze do not enter a date in any other format

1.12.8

1.12.9

1.12.10.

1.12.11.

1.12.12.

Date LOCUS Completed:

LOCUS Lewvel of Care:
Mn'Max - 0/10; No decimal places allowed

MName and credentials of whoe completed the LOCUS assessment:

LOCUS Rater 1D

Doez the member receive Vocational Rehabilitation Services?
(Pleaze =zelect ome.)

o Yes
o No



1.12.13. Does the member currently have a rent subsidy or live in subsidized housing?
(Pleaze =zelect ome.)

O Yes
o No

1.12131.1.

Pleaze indicate what tvpe of rent subsidy or subsidized housing:

(Pleaze =zelect one.)

o Bridging Rental Assistance Program (BR.AP) o Building iz subsidized
o Section 8 o Shelter Pluz Care

o Veteran"z Housing o Other

1.12.14 Select the Secton 17 serviee type:
(Pleaze =zelect ons)

Q0000

1.12.14.1.1.

1121412

1.12.14.1.3.

1121421

1121422

1.12.142.3.

1121424

1121425

1.12.142.6.

1.12.142.7.

1121428

1121429

Assertive Commmnity Treatment (ACT)
Community Integration (CI)

Community Behabilitation Services (CRS)
Daily Living Support Services (DLSS)
Skills Dewvelopment

Provide rationale why member requires a multidisciplinary team available seven daws per week twenty fowr hours per day

Ha: member been receiving a minmum of three contacts from ACT team per week?
(Plzazs =szlact ons)

O Yes
o HNo

112141221 Provide rational of why a minimum of three contactz have not cccurred per weelk

How are services allowing member to refain commmnity temwe and would require heospitalizmtion or crisis services without the service?

Haz the CI worker facilitated formal and informal opportunities for career exploration during the last review period?
(Pleaze =elect ome.)
o Yes

o No

1.12.1421.1.1. Pleaze explain

Has the CI worker ceoordinated referrals, and adwvecated for access by the member to the service(s) and natural support(s) identified in his or her Individual Support Plan during the last review peried?
(Pleaze =zelzct ons)

2 Yes
o HNo

112142211 Please explain

Haz the CI worker parficipated in ensurimg the delivery of crisiz intervenfion and resolulion services during the last review period?
(Pleaze =zelect one)

o Yes

o No

112142311 Please explain

Haz the CI worker assizted in the exploration of less restrictive altermatives to hospitalization dwing the last review peried?
(Pleaze =elect ome.)

O Yes

O No

1.12.14241.1. Pleaze explain

Haz the CI worker made face-to-face contact with other professionals, caregivers, or individuals included in the treatment plan in order to achieve continuity of care, coordination of services, and the mest appropriate
services for the member per their ISP in the last review period?
(Pleaze =zelect ons)

o Yes
o No

1121423511 Please explain

Haz the CI worker contacted the member"s guardian family significant other, and providers of services or natural supporis to emswe the continuity of care and coordination of services between inpatient and comnmnity
setings during the last review period?

(Pleaze =zelzct ons)

O Yes

o No

112142611 Please Explain:

Haz the CI worker provided information and consultation with the member receiving Commmnity Suppert Serviees, to the member his or her family, or hiz or her immediate support system. in order to assist the member to
mamage the symptoms or impairments of Ws or her illness with a focus on independence within the last review period?

(Pleaze =zelect ome.)

O Yes

o No

1.12.142.7.1.1. Please explain

Haz the CI worker assisted the member in restoring and improving commumication skills needed to request assistance or clarification from supervisors amd co-workers during the last review period?
(Pleaze =zslect ons)

O Yes

o No

1121428 1.1 Please explain

Haz the CI worker assizsted the member to enhance slills and employment strategies to overcome or address psyehiatric symptoms that interfere with seeling, obtaining, and maintaining a job during the last review period?
(Pleaze =zelect ons)

o TYes

o No

1.12.14291.1. Pleaze explain

1.12.142.10. 1z this service being provided uwder an OBH Funded confract for Veteran's Case Mbnagement?

1.12.143.1.

1121432

1121441

(Pleaze =zelect ome.)
O Yes
o No

Provide rationale why member requires staff availability seven days per week, twenty four hours per day

Haz the member been receiving a mininmm of one contact per day?
(Plzazs =szlact ons)

O Yes

O No

112143221 Provide rational of why a daily minimom contact haz not occcurred:

If provider is a Certified Residential Medication Aide (CRMBA), are they administering and supervising medications?

e S, B e ——_



Irleass S8lecL Ui )
o Yes
o Mo

1.12.14 42 If member is accessing a higher level of care, please describe coordination with service provider and non duplication of interventions?

1.12.14.3.1. If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervisinge medicabions?
(Pleaze =zelect one.)
O Yes
o No

Instructions: Long-Term Supported Employment (LTSE) Clinical
1.12.15. Employer:

1.12.16. Employer Type:
(Pleaze =zelect ome.)
Community Rehabilitation Provider (CRP)
Regular
Non-Provider Business
Self Employed
Temp Agency (Non-Provider)
Not currently employed

o000 0

1.12.17. Clienf's Posibion:

1.12.18. What iz the client hourly wage?

1.12.19 Date LOCUS Completed:

1.12.20. LOCUS Composite Score:
Mn'Mhax - 0/35; No decimal places allowed

1.12.21 LOCUS Lewvel of Care:
MhMinMax - 0/10; No decimal places allowed

1.12.22. LOCUS Rater IDs:

1.12.23 Name and credentials of who completed the LOCUS azsessment:

1.12.24 1= this a competiive employment position as defined by Maine OAMHES M- LTSE Policy?
(Pleaze =zelect ome.)
o Yes
o No

1.12.25 How long has wour client been worling at this position?

1.12.26. Doez wour client have plans to change johbs?
(Pleaze =zelect ons)

o Yes
o Neo

1.12.27 1z client receiving amy job development suppert in addition to MH-LTSE?
(Pleaze =zelect ons)

2 Yes
o No

1.12.28. What are the material and substantial duties of this client’s job?

1.12.29 What does LTSE support do to help thiz client?

1.12.30. How many hows a month is the client working?

1.12.31 How many hours of MH-LTSE job support are you providing client per week?

1.12.32. Does the amount of LTSE support equate to more than 23% of the client’s actual work hours?
(Pleaze =zelect ome)
o Yes
o No

1.19.1. LOCUS Composite Score:
Minhbx - 33; No decimal places allowed

1.19.2 Date LOCUS Completed:
1.19.3. Mame and credentials of who completed the assessment

1.19.4 LOCUS Rater ID%:

Instructions: Section 17

1.20.1. I= thiz vour first CSE?
(Pleaze =zelect ome.)
o Yes
o No

1.201.1.1. Datz of referral:

Instructions: Memberz have the option to be placed on hold for service if the agency, upen receipt of a referral from amy source, has determined that it does not have the capacity to conduct an intake or initial assessment within
seven (7) calendar days as required in Sec. 17.03. To be placed on held for service, providers must offer the member alternatives to being placed on hold for service, including but not limited to giving information on other service
providers within a 25-mile radivs servieing the area Thiz information shall be provided in writing. Should members wish to be on hold for zerviee with an agency, the provider will document the member choice and the offering of
altermtives in the member’s referral record. At this time, the seven (7) calendar day face-te-face requirement will be suspended. Asencies must follow uvp with members no mere than thirty (30) calendar days after being placed on
hold to reevalvate their desire to remain on hold for service, which will be documented in the member record. Agencies must confinue to follow up with members in suwccessive thirty (30) day increments to reevaluate the member’s
dezire to remain on hold. When the agency haz determined it has the capacity to serve the member, it will contact the member immediately and lave zeven (7) calendar daye to conduct the intake or imifial asseszment

1.20.1.1.2 Waz this person holding for service?
(Pleaze =zelect one.)
o Yes
O No

1.20.1.1.2.1.1. Since which date was the consumer holding for service:
1.20.1.1.21.2 . Date Caze Worker assigned:
1.20.1.1.2.1.3. Date =een face to face:
1.20.1.1.3. Date Caze Worker assigned:
1.201.1.4 Datz szen face to face:
1.20.2. Hasz the member received freatment in a state psywehiatric hospital (Riverview, and'or Dorothea Dixz Psychiatric Center) within the past 24 months, for a non-excluded DEM 3 diagnosis?

(Pleaze =zelect ons)
o Yes

o No

1.202.1.1. Provide the dates:

1.20.3. Haz the member been discharped from a mental health residential facility, within the past 24 monthe, OR currently resides in a mental health residential faeility, for a non-excluded DSMM 3 diapnosis?
(Pleaze =zelect ons)

o Yes
o No

1.0 5 1.1 Provide the dates:



1.20.4. Haz the member had two or more episodes of inpatient treatment for menfal illness greater than 72 hours per epizode, within the past 24 months, for a non-excluded DEM 5 diagnosis?
(Pleaze =zelect ons)

o Yes
o No

1.20.4.1.1. Provide the dates:

1.20.5. Has the member been admitted by a civil court for emergency imvoluntary psychiatric treatment asz an adult (Blue Paper)?
(Pleaze =zelect ome)

O Yes
o No

1.20.5.1.1. Provide the dates:

1.20.6. Is there an uploaded clinical letter from a climician dated within the past year stating member iz likely to have folmre episodes, related te mental illness, with a non-excluded DSM 5 diagnesis, that would result in or have significant
rizk factors of homlessness criminal justice inviovelment or require a mental health inpatient treatment greater than 72 hours, or residential treatment unlesz commmnity suppert program services are provided?
(Pleaze =zelect ons)

o Yes
o No

1.206.1.1. Date of clinical letter:
1.206.1.2. Name and credentials of clinician who wrote climeal letter:

Instructions: FEQUIRED - LOCUS composite score must be a mmerical value between 0-35. Only numbers should be entered in this box.

1.20.7. LOCUS Composite 3core:
MhMinMax - 0/33; No decimal places allowed

Instructions: REQUIRED - Date LOCUS Completed nmst be a date in the following format MMWIDDYYYYY. Please do mot enter a date in any other format
1.20.8. Date LOCUS Completed:

1.20.9. LOCUS Level of Care:
MhMinMax - 0/10; No decimal places allowed

1.20.10. Name and credentials of who completed the LOCUS azsesszment:

1.20.11. LOCUS Rater IDs=

1.20.12. Does the member receive Vocational Rehabilitation Services?
(Pleaze =zelect one)
o Yes
o No

1.20.13. Does the member currently have a rent subsidy or live in subsidized housing?
(Pleaze =zelect ons)
o Yes

o No

1.20.13.1.1. Pleaze indicate what type of rent subsidy or subsidized housing:
(Pleaze =zslsct one)

O Bridging Bental Assistance Program (BER.AP.) © Building is subsidized
O Section 8 O Shelter Plus Care
O Veteran"s Housing 0 Other

1.20.14. Select the Section 17 serviee type:
(Pleaze zelect ons)

Azzertive Commmnity Treatment (ACT)
Community Integration (CI)

Community Rehabilitation Services (CR3)
Daily Living Support Services (DLSS)
Skills Development

Qoo o0

1.20.14.1.1. Provide rationale wiy member requires a multidisciplinary team awvailable seven days per weel twenty fouwr hours per dawy

1.20.14.1.2. Haz member been receiving a minmum of three contacts from ACT team per week?
(Pleaze =zelect one.)

0 Yes
o Mo

120.14.1.2.2.1 Provide rational of why a minimum of three contacts lave not cccurred per wesk

1.20.14.1.3. How are services allowing member to refain commmnity temwe and would require hospitalization or crisis services without the service?

1.20.142.1. Has the CI worker facilitated formal and informal oppertunities for career exploration during the last review period?
(Pleaze =zelzct ons)
O Yes

o No

1.20.1421.1.1. Please explain

1.20.1422 Has the CI worker coordinated referrals, and advocated for aceesz by the member to the serviea(z) and natwral support(s) identified in his or her Individual Support Plan during the last review peried?
(Pleaze =zelect ons)

o Yes
o No

1.20.1422.1.1 Please explain

1.20.142.3. Has the CI worker parficipated in ensuring the delivery of criziz intervention and resolution services durimg the last review period?
(Pleaze =zelect ome.)

O Yes
o No

1.20.1423.1.1. Please explain

1.20.142.4. Has the CI worker assisted in the exploration of less restrictive altermatives to hospitalization dwing the last review peried?
(Pleaze =zelzct ons)
O Yes

o No

120,142 411 Please explain

1.20.142.35. Has the CI worker made face-to-face contact with other professionals, caregivers, or individuals included in the treatment plan in order to achieve continuty of care coordination of services, and the most appropriate
services for the member per their ISP in the last review period?
(Pleaze =zelect ome.)

O Yes
o No

1.20.14235.1.1. Please explain

1.20.142.6. Has the CI worker contacted the member"s guardian family significant other, and providers of services or natural supperts o emswe the continuity of care and coordination of services between inpatient and commmnity
eettings during the last review period?
(Pleaze =elect ons)
O Tes

o No



1.20.1426.1.1. Pleaze Explain:

1.20.142.7. Has the CI worker provided information and consultation with the member receiving Commmnity Support Services, to the member, his or her family, or Ms or her immediate support system, in order to assist the member fo
manmage the symptoms or impairments of Ms or her illness with a foecus on independence within the last review period?
(Pleaze =zslect ons.)

2 Yes
o No

1.20.1427.1.1. Please explain

1.20.142.8. Has the CI worker assizted the member in rectoring and improving communication skills needed to request assistance or clarification from supervizors and co-workers during the last review period?
(Pleaze =zelect ons)
o Yes
o No

1.20.1428.1.1. Pleaze explain

1.20.142.9 Has the CI worker assisted the member to erhance sklls and employment strategies to overcome or address psychiatric symptoms that interfere with seeldine, obtainine, and mainfainine a job duwring the last review peried?
(Pleaze =zelect ome.)
O Yes
o No

1.20.14291.1. Please explain

1.20.142.10.Is this service being provided under an OBH Funded confract for Veteran's Case Management?
(Pleaze =zslect ons)
o TYes
o No

1.20.143.1. Provide rationale wiy member requires staff awvailability seven days per weel, twenty four hours per day

1.20.143.2. Haz the member been receiving a mininmm of one confact per day?
(Pleaze =zelect one.)
O Yes
o No

1.20.14.3.2.2.1. Provide rational of why a daily minimum contact has net cccwred:

1.20.14 41 If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervising medicabions?
(Pleaze =elect one.)
O Yes
O No

1.20.14 42 If member iz acceszzing a higher level of care, pleaze describe coordination with service provider and non duplication of interventions?

120,14 5. 1. If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervising medications?
(Plzazs =zszlact ons)
C Yes
o No

Instructions: Child Assertive Community Treatment (ACT)

1.21.1. Which Lewvel of Care tool has been used?
(Pleaze =zslect ons)
o CAFAS
o PECAFAS
o CANS

1.21.2. What services are being provided fo this member by a mmltidiseiplinary team on a 24 hours, seven days per week basis?
(Pleaze =zelect between 1 and 3 items)

Psychiatry

Mental Health Therapy

Substance Abuse Therapy

Casz MNanagement

Vocational

OoOoooo

1.21.53. 1= member at risk of hospitalizmtion, or residential freatment, and/or admizsion to criziz stabilizmtion?
(Pleaze =slect ons)
o Yes
o Mo

1.21.4. Iz member transitioning from residential freatment?
(Please =zslect ons)
O Yes
o Mo

1.21.3. Are lower level services beimg comsidered at thizs time?
(Pleaze =zelect ons)

o Yes
o No

1.21.6. Are caregivers engaged in treatment?
(Plzaze =zslect ons)

o Yes
o No

Instructions: Intznsive Cuipatient Program (IOF)
1.22.1. Members seeking IOP szervices must be:
(Please zelect between 1 and 5 items))
Transzitioning from a higher level of care (e.g., residential treatment or inpatient psychiatric bhospitalizmtion) te a lower level of care when discharge iz imminent within thirty (30) days or less
At risk of Placement in a residenfial treatment setting
At risk of Invelvement in the criminal justice or juvenile justice system
At risk of Inpatient psychiatric hospitaliztion
At risk of Homelesesness

Oooooo

1.22.2. Doez member Present with a level of climieal acuity that cannot be safely and suecessfully treated in an outpatient level of care?
(Pleaze =zelect ons)

o Yes
o No

1.22.3. Does member have a primary substance use disorder or a substance use disorder with 2 co-occcurring mental health disorder and meet ASAN Lewel 2 placement criteria?
(Pleaze =zelect ons)

o Yes
o No

1.22.4. Doez member have a primary mental health disorder or a2 mental health disorder with a co-oceurring substance use disorder and exhibit moderate to severe psychiatric symptoms?
(Pleaze =zelect ons)
o Yes
o No

1.22.3. Does member have an Autism Spectrum Disorder (ASD) or an Intellectual Disability and exhibit fonctional limitations, werbal and/or physical aggression, self-injurious behaviors, severe emotiomal dysregulation and other serious problem
behaviors?
(Pleaze =zelect ons)
< Yes
O No

1.22.6. Doez member have a primary mental health disorder or a co-occurring mental health and substance uvse disorder and exhibit moderate fo sewvere psychiatric symptoms and has reached at least sixbty-five (63) years of age?
(Pleaze =zelect ons)

o Yes
o No

1.227. Does member have an Eating Disorder, te include Otherwise Specified Feeding or Eating Disorder and Unspecified Feeding or Eating Dhsorder
(Pleaze =zelect betwesn 1 and 4 items)
O AvoidantRestrictive Food Intake Disorder
O Anorexia Nervosa



O Binge Eating Disorder
O EBulimia Nervesa

1.22.3. Doez member have a primary mental health diagnosis or mental health disorder with a co-cccurring substance use disorder
(Pleaze =zelect one)
o Yes
o No

1.22.9. Does member have at least three (3) of the following criteria?
(Pleaze zelect betwesn 1 and 7 items)

Severe emotional dysregulation

Chronic suicidality

Impulsivity

Self-larm

Strained interpersonal relationships

Inability to engage in appropriate coping skills

History of mental health erises and/or psychiatric hospitalizati ons.

Oooooagano

1.22.10. Pleaze =elect all applicable substances that are current
(Pleaze =zelect between 1 and 15 items)

Aleohol

Cocaine / Crack

Marijuana / Haszhish / THC
Heroin / Mbrphine

Non Bx-Methadone

Other Opiates and Synthetics
PCP

Other Hallucinogens LSD, DMT, 5TP, atc.
Methamphe tamines

Other Amphetamines

Other Stmulants
Benmdiazepines

Other Tranguilizers
Barbitwrates

Other Sedatives and Hypnotics

OoOOooOoO0oooDoooOooDooOoao

Imstructions: Section 17

1.27.1. I= this your first CER?
(Pleaze =zelect one)
O Yes
o No

1.27.1.1.1. Datz of referral:

Instructions: MEmberz hawe the oplion fo be f:nla-:ed on hold for service if the agency. upon receipt of a referral from amy source, has determined that it does not have the capacity to conduct an inkake or inifial assessment within
seven (J) calendar daye as required in 3ec. 17.03. To be placed on hold for service, providers must offer the member alternatives to being placed on hold for service, including but not limited to giving information on other service
providers within a 25-mile radivs servicing the area. Thiz information shall be provided in writing. Should members wish to be on hold for service with an agency, the provider will document the member choice and the offering of
altermatives in the member’s referral record. At fhis time the seven (7) calendar day face-to-face requirement will be swspended. Agencies must follow up with members no more than thirty (30) calendar days after being placed on
hold to reevaluate their desire to remain on held for service, which will be documented in the member record. Agencies must continue to follow up with members in successive thirty (30) day increments to reevaluate the member’s
desire to remain on hold. When the agency has determined it has the capacity to serve the member, it will contact the member immediately and have seven (7) calendar days to conduct the intake or imifial assessment

127112 Was this person holding for serviee?
(Pleaze =zelect one))
O Yes
o No

12711211 Since which date was the consumer holdimg for serviee:
1.27.1.1.212 Date Caze Worker assigned:
1.27.1.1.21.3 . Date =zeen face to face:
1.27.1.1.3 Dat= Casze Worker assigned:
127114 Date seen face to face:
1.27.2. Hasz the member received ireatment in a state psychiatric hospital (Riverview, and'or Dorothea Dix Psychiatric Center) within the past 24 months, for a non-excluded DSM 5 diagnosis?
(Pleaze =zelect ome)
O Yes
o No

1.27.2.1.1. Provide the dates:

1.27.3. Hasz the member been dischargped from a mental health residential facility, within the past 24 months, OR currently resides in a mental health residential facility, for a non-excluded DSM 3 diagnosis?
(Pleaze zelect ons)
o Yes
o No

1.27.3.1.1. Provide the dates:

1.27.4. Haz the member had two or more episodes of inpatient treatment for menfal illness greater than 72 hours per epizode, within the past 24 months, for 2 non-excluded DEM 5 diagnosis?
(Please select one)
< Yes
< No

1.27.4.1.1. Provids the dates:

1.27.5. Hasz the member been admitted by a civil court for emergency imwoluntary pesychiatric treatment az an adult (Blue Paper)?
(Pleaze =zelect ome.)
o Yes
o No

1.27.5.1.1. Provide the dates:

1.27.4. Is there an uploaded clinical letter from a climician dated within the past year stating member iz likely to have folmre episodes, related te mental illness, with a non-excluded DSM 5 diagnesis, that would result in or have significant
rizk factors of homlessness criminal justice inviovelment or require a mental health inpatient treatment greater than 72 hours, or residential treatment unlesz commmnity suppert program services are provided?
(Pleaze =zelect ons)
o Yes
o No

1.27.6.1.1. Date of clinical letter:
1.27.6.1.2 Name and credentials of clinician who wrote climeal letter:

Instructions: FEQUIRED - LOCUS composite score must be a mmerical value between 0-35. Only numbers should be entered in this box.

1277 LOCUS Composite Score:
MhMinMax - 0/33; No decimal places allowed

Instructions: FEQUIRED - Date LOCUS Completed nmst be a date in the following format MMDDY'YYYY. Please do not enter a date in any other format
1.27.8. Date LOCUS Completed:

1.27.9. LOCUS Level of Care:
MhMinMax - 0/10; No decimal places allowed

1.27.10. Name and credentials of who completed the assessment:

1.27.11. LOCUS Rater IDs=

1.27.12. Does the member receive Vocational Rehabilitation Services?
(Pleaze =zelect one)

O Yes
o No

1.27.13. Does the member currently have a rent subsidy or live in subsidized housing?
(Pleaze =zelect ons)

o Yes
o No

1.27.13.1.1. Pleaze indicate what type of rent subsidy or subsidized housing:
(Plzaze =zslact ons)
< DBridging Bental Assistance Program (BER.AP.) © Building is subsidized
o Section 8 o Shelter Plus Care
o Veteran"s Housing o Other

1.27.14 Select the Section 17 serviee type:
(Pleaze =zelect ome.)

—_ K____wm AR ts . TE__ e _w £ KT



2 000C

ASSErnve LOMIIMUIY LTealNent (AL L)
Community Integration (CI)

Community Rehabilitation Services (CR3)
Daily Living Support Services (DLSS)
Skills Development

1.27.141.1. Provide rationale why member requires a mulbidisciplinary team awvailable seven dayws per weel twenty four hours per day

1.27.14.1.2. Haz member been receiving a minmum of three contacts from ACT team per week?

(Pleaze =zelect one.)

o Yes
o Mo

127.141.2.2.1 Provide rational of why a minimum of three contacts lave not cccurred per wesk

1.27.14.1.3. How are services allowing member to refain commmnity temwe and would require hospitalization or crisis services without the service?

1.27.142.1.

1271422

1.27.1423.

1.27.142. 4

1271425

1.27.142.6.

1271427

1271428

1271429

Haz the CI worker facilitated formal and informal opportunities for career expleration during the last review peried?
(Pleaze =zelzct ons)

O Yes

o No

1.27.142.1.1.1 Please explain

Haz the CI worker coordinated referrals, and advocated for acecess by the member to the serviee(s) and natral suppert(s) identified in his or her Individual Support Plan during the last review period?
(Pleaze =zslect ons.)

O Yes

o No

127142211 Please explain

Haz the CI worker participated in ensuring the delivery of crisiz intervention and resolution services during the last review period?
(Pleaze =elect ome.)
o TYes

o No

1.27.1423.1.1. Pleaze explain

Has the CI worker assisted in the exploration of less restrictive altermatives to hospitalization dwing the last review peried?
(Pleaze =zelzct ons)

2 Yes
o HNo

127142411 Please explain

Haz the CI worker made face-to-face contact with other professionals. caregivers, or individuals included in the treatment plan in order fo achieve continuity of care, coordinabion of services, and the most appropriate
services for the member per their ISP in the last review period?

(Pleaze =elect ome.)

O Yes

o No

1.27.14235.1.1. Please explain

Haz the CI worker contacted the member's guardian family significant other, and providers of services or natural supperts to enswe the continuity of care and coordination of services between inpatient and commmnity
zettings during the last review period?

(Pleaze =zslect ons)

o Yes

o No

1.27.1426.1.1. Pleaze Explain:

Haz the CI worker provided information and consultation with the member receiving Commumnity Support Services, fo the member, his or her family, or s or her immediate support system, in order to assist the member to
manmage the symptoms or impairments of Ms or her illness with a foeus on independence within the last review period?

(Pleaze =zslect ons)

O Yes

o No

1.27.1427.1.1. Please explain

Haz the CI worker assizsted the member in restoring and improving communication skills needed to request assistance or clarification from supervisors amd co-workers during the last review period?
(Pleaze =elect ons)

O Yes
o No

1.27.142.81.1. Pleaze explain

Haz the CI worker assisted the member to erhance zllls and employment strategies to overcome or address psychiatric symptoms that interfere with seeldng, obtaining, and maintaining a job dwing the last review peried?
(Pleaze =zelect ome.)

O Yes

o No

1.27.14291.1. Please explain

1.27.142.10. Iz this service being provided under an OBH Funded confract for Veteran's Case Management?

1271431

1271432

1271441

1271442

12714351

(Pleaze =zelect ons)
O Yes
O No

Provide rationale why member requires staff availability seven days per week, twenty four hours per dawy

Haz the member been receiving a mininmm of one contact per day?
(Pleaze =zelect one.)

0 Yes
o Mo

127143221 Provide rational of why a daily minimom contact has not cccurred:

If provider iz a Certified Reszidential Medication Aide (CEMA), are they administering and supervising medications?
(Pleaze =elect one.)

O Yes

O No

If member iz accessing a higher lewvel of care, please describe coordination with serviee provider and non duplication of interventions?

If provider is a Certified Residential Medication Aide (CRMA), are they administering and supervising medications?
(Pleaze =zslect one)

o Yes

o No



Imstructions: Behavioral Health Home: (BHH)

1.28.1. What tool was completed?
(Pleaze =zelect ons)

1.28.2

O CANS O ASQ O CAFAS 0 YOQ © LOCUS O PECFAS

1281.1.1. Date of CANS assessment
128112 Indicate scores two or higher in both of the following sections: Child Behavioral/Emotional Needs AND Life Domain Functiomng:

1.281.1.1. ASQ Score:

128112 Date ASQ completed:

128121 Date CAFAS completed:
128122 CAFAR 3core:

Instructions: REQUIEED - LOCUS composite score must be a numerical value between 0-33. Only numbers should be entered in thiz box.

128141, LOCUS Composite Score:
MhMinMhBx - OW33; No decimal places allowed

Instructions: REQUIEED - Date LOCUS Complsted must be a date in the following format MMWDDVYYYY. Pleaze do not enter a date in any other format.

128142 Date LOCLE Completed:
128143 LOCUS Level of Care:
MhMinhbx - OW10; No decimal places allowed
128144 LOCUS Rater ID#:
128145, Mame and credentials of whe completed the LOCUS aszessment

1281351 PECFAS 3core:

1281352 Date PECFAS completed:

What coversd services have been provided during the last review peried?
Care Coordination

Comprehensive Case Management

Comprehensive Transitional Care

Health Promotion

Individual and Family Support Services

Oooooo

Instructions: ADULT SERVICES ONLY For Behavioral Health Homes, providers muost conduct an initial face-to-face intake or initial assessment wiszit within zeven (7) calendar daye of referral, regardless of zource of referral

1.28.3

I= thiz wour first CER?

(Pleaze =slect ons)

o Yes

o No

128311, Date of referral:

Instructions: Memberz have the option to be placed on hold for serviece if the agency, upon receipt of a referral from any sowee, haz determined that it does not have the capacity to conduet an infale or intial asseszment within
zseven (J) calendar days as required in Sec. 17.03. To be placed on held for service, providers nmst offer the member alternatives to being placed on hold for service, imcluding but not limited te giving information on other service
providers within a 25-mile radivs servicing the area. This informafion shall be provided in writing. Should members wish to be on hold for service with an agency, the provider will document the member choice and the offering of
alternatives in the member’s referral record. At thiz Gme, the seven (7) calendar day face-to-face requirement will be suspended. Agencies must follow up with members no more than thirty (30) calendar days after beimg placed on hold
to resvaluate their desire fo remain on hold for service, which will be documented in the member record. Agencies must continue to follow up with members in suceessive thirty (30) day increments to reevaluate the member’s desire to
remain on hold. When the agency has determined it haz the capacity to serve the member, it will contact the member immediately and have seven (7) calendar dayz to conduct the intake or initial asseszment.
128312, Waz thiz person holding for service?

(Pleaze =elect ons)

o TYes

< Mo

1.2831.2.1.1. Since which date was the consumer holding for service:
1.2831.21.2. Date Caze Worker assigned:
12831213 Date seen face fo face:

128313, Datz Case Worker assigned:

128314 Date zeen face to face:

Instructions: ADULT SEEVICES ONLY

1.28.4.

Doez the member receive Vocafiomal Fehabilitation Services?
(Pleaze =elect one.)

o Yes

o No

Instructions: ADULT SEEVICES ONLY

1.28.3.

Does the member currenfly have a rent subsidy or live in subsidized housing?
(Pleaze =elect one.)

o Yes

o No

1285.1.1. Please indicate what type of rent subsidy or subsidizzd housing:
(Pleaze zelect one)
< Bridging Rental Assistance Program (BRAP) o Bulding is subsidized
O Section 8 0 Shelter Plus Care
O Veteran": Housing O Other

Instructions: Section 17

1291

1202

1293

1294

Iz this wour first CSE?

(Pleaze =zelect ome.)

O Yes

O No

12911.1. Datz of referral:

Instructions: Members have the option to be placed on hold for service if the agency. upon receipt of a referral from amy souwrce, has determined that it does not have the capacity fo conduct an intake or initial assessment within
zeven () calendar days as required in Sec. 17.03. To be placed on hold for service, providers must offer the member altematives to being placed on hold for service, including but not limited to giving information on other service
providers within a 23-mile radiue servicing the area. Thiz information shall be provided in writing. Should members wish to be on hold for zervice with an agency, the provider will document the member choice and the offering of
altermatives in the member’'s referral record. At this time, the seven (7) calendar day face-to-face requirement will be suspended. Asencies must follow uwp with members no mere than thirty (30) calendar dayes after being placed on
hold to reevalvate their desire to remain on hold for service, which will be documented in the member record. Apencies must continue to follow up with members in successive thirty (30) day increments to reevaluate the member’s
desire to remain on hold. When the agency has determined it has the capacity to serve the member, it will contact the member immediately and have seven (7) calendar days to conduct the intake or imitial assessment

120112 Was this person helding for service?
(Pleaze =zelect one))
O Yes
o No

1.201.1.2.1.1. Since which date was the consumer holding for service:
1.20.1.1.21.2. Date Casze Worker assigned:
12011213 Date =zeen face to face:
1.201.13. Date Caze Worker assigned:
120114 Date seen face to face:
Haz the member received treatment in a state pswehiafric hospital (Riverview, and'or Dorothea Dix Psychiatric Center) within the past 24 months, for a non-excluded DEM 3 diagnosis?
(Pleaze =zelect ons)
o Yes
o No

1.202.1.1. Provide the dates:

Haz the member been discharged from a mental health residential facility, within the past 24 months, OR currently resides in a mental health residential facility, for a non-excluded DSM 3 diagnosis?
(Pleaze =zelect ome.)

O Yes

O No

1.20.3.1.1. Provide the dates:

Haz the member had two or more episedes of inpatient treatment for mental illness, greater than 72 hours per episode, within the past 24 months, for a non-excluded D3M 3 diagnosis?
(Pleaze =zelect ome.)

O Yes

o No

170411 Prowida the datez



1.29.3. Hasz the member been admitted by a civil court for emergency imwoluntary psychiatric freatment as an adult (Blue Paper)?
(Pleaze =zelect one)
o Yes

o Neo

1.20.5.1.1. Provide the dates:

1.20.6. Is there an uploaded clinical letter from a climcian dated within the past year stating member iz likely fto have fulure epizodes, related fto menfal illness, with a non-excluded DSM 5 diagnosis, that would result in or have significant
rizsk factors of homlessness, criminal justice invlevelment or require a mental health inpatient treatment greater than 72 hours, or residential treatment unless comnmnity suppert program services are provided?
(Pleaze zelect ons)

o Yes
o No

1.20.6.1.1. Date of clinical letter:
1.20.6.1.2. Name and credentialz of clinician who wrote climcal letter:

Instructions: REQUIRED - LOCUS composite score must be a mmerical walue between 0-33. Only numbers should be entered in this box.

1207, LOCUS Composite Score:
Mn'hax - 0/35; No decimal places allowed

Instructions: FEQUIRED - Date LOCUS Completed nmst be a date in the following format MMVDDYYYYY. Pleaze do not enter a date in any other format
1.29.8. Date LOCUS Completed:

1.209 LOCUS Lewvel of Care:
Mn'Max - 0/10; No decimal places allowed

1.29.10. Name and credentials of who completed the LOCUS assessment:

1.20.11 LOCUS Rater IDe=

1.29.12. Doa= the member receive Vocational Rehabilitation Services?
(Pleaze =zelect ome.)
o Yes
o No

1.29.13 Does the member currently have a rent subsidy or live in subsidized housing?
(Pleaze =zelect ome.)
o Yes
o No

1.29.15.1.1. Pleaze indicate what type of rent subsidy or subsidized housing:
(Pleaze =zelect one.)

O Bridging Rental Assistance Program (BER.AP) © Building iz subsidized
O Section 8 O Shelter Pluz Care
O Veteran"z Housing 0 Other

1.20.14 Select the Sechon 17 serviee type:

(Pleaze =zelect ons)
Assertive Commmnity Treatment (ACT)
Community Integration (CI)
Community Behabilitation Services (CRS)
Daily Living Support Services (DLSS)
Skills Development

oo O0

1.29.14 1.1. Provide rationale why member requires a multidisciplinary team available seven days per week twenty fouwr hours per day

1.20.141.2. Has member been receiving a minimum of three contacts from ACT team per week?
(Plzazs =zszlact ons)
o Yes
o No

120141221 Provide rational of why a minimum of three contactz have not cccurred per weelk

1.20.14.1.3. How are services allowing member to refain comnmmnity tenuwre and would require hospitalization or crisis services without the szervice?

1.20142.1. Has the CI worker facilitated formal amd informal opportunities for career exploration during the last review period?
(Pleaze =elect ome.)

O Yes
o No

1.201421.1.1. Pleaze explain

1.20.142.2. Has the CI worker coordinated referrals, and advecated for access by the member to the service(s) and natural suppert(s) idenfified in his or her Individuoal Suppert Plan during the last review peried?
(Pleaze =zelect ome.)
O Yes

o No

120142211 Please explain

1201423 Has the CI worker participated in ensuring the delivery of crisis intervenfion and resclufion services during the last review period?
(Pleaze =zslect ons)

o Yes
o No

120142311 Please explain

1.20142.4 Has the CI worker assizted in the exploration of less resbrictive altermatives to hoespitalization dwring the last review period?
(Pleaze =zelect ons)
o Yes
o No

1.2014241.1. Pleaze explain

1.29.142.3. Has the CI worker made face-to-face contact with other professionals, caregivers, or individuals included in the treatment plan in order to achieve conbinity of care, coordination of services, and the most appropriate
services for the member per their ISP in the last review period?
(Pleaze =zslect one)
O Yes

o No

1201423511 Please explain

1.20142.6. Has the CI worker contacted the member's guardian family, significant other, and providers of services or natural supperts to emswe the continmuty of care and coordination of services between inpatient and comnmnity
settings during the last review period?
(Pleaze =zelzct ons)
O Yes

o No

120142 611 Please Explain:

1.20.142.7. Has the CI worker provided informabion and consultation with the member receiving Commmmnity Support Services, to the member, his or her family, or = or her immediate support system. in order to assist the member fo
mamage the symptoms or impairments of Ws or her illness with a focus on independence within the last review period?
(Pleaze =zelect ome.)

O Yes

_ m



0 No

1.201427.1.1. Pleasze explain

1.20.142.8. Has the CI worker assisted the member in restoring and improving communication skills needed to request assistance or clarification from supervisors amd co-workers during the last review peried?
(Pleaze =zelzct ons)
O Yes
o No

1201428 1.1 Please explain

1201429 Has the CI worker assizted the member to erhance skills and employment strategies to overcome or address psychiatric symptoms that interfere with seeling. obtaining. and maintaining a job dwing the last review period?
(Pleaze =zelect ons)
o TYes
o No

120142011 Please explain

1.20.142.10. 1z this service being provided under an OBH Funded confract for Veteran's Caze Mhnagement?
(Pleaze =zelect ome.)
O TYes
o No

1.20.143.1. Provide rationale why member requires staff availability seven days per week, twenty four hours per day

1201432 Has the member been receiving a minitmm of one confact per day?
(Plzazs =zszlact ons)
o Yes
o No

120143221 Provide rational of why a daily minimom contact haz not occcurred:

12014 41 If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervising medications?
(Plzaze =slact ons.)
o Yes
o No

1.20.14 42 If member is accessing a higher level of care, please describe coordination with service provider and non duplication of interventions?

1.20.14.3.1. If provider iz a Certified Residential Medication Aide (CEMA), are they administering and supervisinge medicabions?
(Pleaze =zelect one.)
O Yes
o No





