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DEPARTMENT BEHAVIORAL HEALTH '
SUBJECT
CERTIFICATION OF DBH CLINIC SERVICES FOR u”_, ¢
SD/MC REIMBURSEMENT-REHABILITATION OPTION Rudy opez, Director

L PURPOSE

To provide an established and uniform procedure for department and contract providers

to apply for Short-Doyle/Medi-Cal (SD/MC) clinic designation under the Rehabilitation
Option.

II. PROCEDURES

A. SD/MC provider certification is required for all providers as defined below. Fire

safety requirements apply to all sites (including satellites) owned, leased or
operated by a legal entity.

1. Legal Entity:

A county or city mental health department or agency, or a corporation,
partnership, agency or individual practitioner providing public mental
health services under contract with the County department.

2. Provider:

A specific site or group of sites (including satellites) owned, leased or
operated by a legal entity, and utilized to provide SD/MC services.

A provider is assigned its own unique provider number and enters into a

provider agreement with the State Department of Health Services.

Satellites are not assigned a unique provider number, and may store open
> charts/individual records at the satellite site.

3. Satellite Site:

A site which is owned, leased or operated by a legal entity where SD/MC
services are delivered for less than twenty (20) hours per week on separate
premises from the parent provider, but which remains under the
administrative direction and professional supervision of the parent
provider.
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A satellite is not assigned a unique provider number and must be part of
the same legal entity as the parent provider. In order to receive initial
certification for the SD/MC program, a satellite must meet all fire safety
requirements specified in this document under “General Requirements.”
At the discretion of the State Department of Mental Health (DMH), a
satellite may be subject to an on-site inspection. Claims for SD/MC
reimbursement for services delivered by the satellite are included with the
claim submitted by the parent provider.

When requesting certification of a provider with a satellite, the local
mental health director or designee must confirm that the parent provider
exercises direction and professional supervision of the satellite and that
services will not be provided until the satellite location has met all fire
safety requirements specified in this document under “General
Requirements.”

Public School Site:

A public school site where SD/MC services are provided may or may not
be assigned its own unique provider number or be classified as a satellite
site. This is at the discretion of the legal entity, regardless of the number
of hours services are delivered. Fire safety requirements for public school
sites are described under “General Requirements.”

The mental health program operating at the public school site must be a
part of a provider that exercises direction and professional supervision
over the school site. Staffing ratios for Day Treatment Intensive and Day
Rehabilitation Services must be consistent with certification requirements
identified under “Program Requirements”. The provider must identify its
school sites at the time of the certification review. At the discretion of
State DMH, a school site may be subject to an on-site inspection. A
written program narrative, including the Day Treatment Intensive or Day
Rehabilitation Services, is to be on file at the provider site. The narrative
may include the type of program, objectives, location, days and hours of
operation, services provided, staff assigned by discipline, target
population, program capacity, admission and discharge criteria and any
unique components.
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General Requirements

A provider must meet all of the following requirements before applying for
SD/MC certification.

1.

Fire Safety:

Space owned, leased, or operated by providers, including satellites, and
used for services or staff shall meet local fire codes. Documentation of
fire safety inspections and corrections of any deficiencies shall be made
available to certification reviewers on request.

All providers seeking certification for services at public school sites must
conform to school fire safety rules and regulations under the Education
Code. Providers need not have available fire safety inspections and
corrections for buildings owned by public schools.

Use Permits:

Approval, when necessary, shall be secured from the local agency
authorized to provide a building use permit.

Physical Plant:

The physical plant of certified site owned, occupied, or leased by
providers shall be clean, sanitary and in good repair. Maintenance policies
shall be established and implemented to ensure the safety and well being
of individuals and staff.

Administrative Policies:

Administrative policies shall be written and implemented, and shall
address the following:

personnel policies and records
individuals’ charts

general operating procedures
service delivery policies

reporting of unusual occurrences relating to health and safety
issues.

Policies shall be in accordance with state requirements.

TI¥750-2-108
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5. Audit Trails:

Providers will maintain documentation that will create audit trails for all
services provided by and reimbursed through the SD/MC system.

6. Quality Assurance System:

The provider shall have a quality assurance/quality management plan that
is part of a system approved by the State DMH .

7. Charts/Individual Records:

Each provider shall establish and maintain a chart/individual record for
every individual receiving SD/MC services.

Chart/Individual records shall be permanent. All records of discharged
clients shall be completed and filed within thirty (30) days after discharge
and shall be kept at least one (1) year after the minor has reached the age
of eighteen (18) but in no case less than seven (7) years.

Information contained in charts/individual records shall be confidential
and shall be disclosed only to authorized persons in accordance with
federal and state laws. Providers shall be responsible to store
charts/individual records in such a manner as to safeguard confidentiality.

Open charts/individual records shall only be stored at the following
locations:

. A provider site owned, leased or operated by a legal entity and
utilized to provide SD/MC services.

A satellite site where SD/MC services are provided.
. A public school where SD/MC services are provided.

Program Requirements

Rehabilitation Mental Health Services and Targeted Case Management:
Staff who are employed by a Certified Mental Health Rehabilitation Provider may
deliver services inside or outside of the certified site and bill SD/MC. All

services provided must comply with all federal, state and local laws and
regulations pertaining to rehabilitative services for persons with mental illness.

TI-8750-2-108
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Physician availability:

Providers shall have a written procedure for referring individuals to a psychiatrist
when necessary. If a psychiatrist is not available, a physician may be utilized in
this capacity. The provider shall maintain a list of psychiatrists and physicians
available to provide consultation or direct service.

Staffing:

1.

Scope of Practice
Services shall be provided within the staff person’s scope of practice. The
local mental health director shall be responsible for assuring that services
provided are commensurate with the professionalism and experience of
the staff utilized.

Head of Service

Each provider shall have a staff person who meets requirements specified
in Title 9, Section 622-630.

Day Treatment

Each provider shall maintain a minimum qualifying staff/individuals ratio
of 1:8 for Day Treatment Intensive or 1:10 for Day Rehabilitation.

Crisis Stabilization/Emergency Room and Crisis Stabilization/Urgent Care

Each provider shall maintain a minimum qualifying staff/individuals ratio
of 1:4.

Pharmaceutical Services:

Programs that provide/store medications must be in compliance with state and
federal laws. Programs must have written policies, reviewed and signed by
someone licensed to prescribe or dispense medications, which address the

following:

. Administration

. Labeling and storage
. Orders (prescribing)
. Disposal of drugs

° Dispensing
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Please see page 7-20 and 7-21 of the Short-Doyle/Medi-Cal Manual for the
Rehabilitation Option and Targeted Case Management for state standards
related to pharmaceutical services.

Requests for Participation of DBH Clinics.

1.

Requests for participation in the SD/MC Program must be submitted to the
State Department of Mental Health by the Department of Behavioral
Health’s (DBH) Director or designee through the DBH Deputy Director of

Administrative Services. Requests submitted directly from providers will
not be accepted.

Request for DBH clinics require the program manager to complete the
following forms and send to the Deputy Director of Administrative
Services for forwarding to the State.

a. Short-Doyle/Medi-Cal  Provider  Certification  Application.
(Attachment 1)

b. Short-Doyle/Medi-Cal Provider Agreement. (Attachment 2)
c. Medi-Cal Provider Data Form. (Attachment 3)

d. Medi-Cal Provider Disclosure Statement of Significant Beneficial
Interests. (Attachment 4)

€. Fire Safety Inspection Request Form STD. 850 (Attachment 5) or
Fire Clearance Certificate.

The Deputy Director of Administrative Services or designee shall send
requests for DBH owned or operated clinics to:

Moss T. Nader, Ph.D., Regional Chief
State Department of Mental Health
Medi-Cal Oversight, Southern Region
P.O. Box 59063

Norwalk, CA 90652-0063

(562) 868-2273

If the Clinic does not have a State Provider Number, the Program Manager
should complete Form No. MH 3829, “Provider File Update” (Attachment
6), indicating the transaction is an addition and send to the Deputy
Director of Administrative Services who will review the form and send to
the Statistics and Data Analysis Section of the State Department of Mental
Health, 1600 Ninth Street, Sacramento, CA 95814 for updating into the
Provider File System.
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5. The earliest date a new provider can be certified, regardless of the actual
on-site review, is the latest date all the following conditions have been met:

a. Complete application is received in the Medi-Cal Oversight
Regional Office;

b. The date the program is operational;

c. The date of the fire clearance.

Until the County DBH Clinic appears on the Provider Listing generated by
the State DMH , the provider is not considered Medi-Cal certified.

Changes to Short-Doyle Medi-Cal Clinics

The Clinic shall notify Program Manager of changes by letter. The Program

Manager will send the letter to Contract Administration Unit which shall

complete and send the following form to the State Medi-Cal Oversight Office:
a. “Medi-Cal Certification and Transmittal” (Attachment 7)

Requests for Participation of Contract Providers (refer to SPM no. 5-1.11).

Recertification:

Confirmation of continued compliance with all SD/MC requirements. Routine
SD/MC provider recertification reviews which are done every two years are based
on the State DMH, Medi-Cal Oversight’s Regional recertification review
schedule. Additional certification reviews may become necessary if:

1. The provider makes major staffing changes.

2. The provider makes organizational and/or corporate structure changes
(example: conversion from nonprofit status).

3. The provider adds day treatment or medication support services when
medications will be administered or dispensed from the provider site.

4, There are significant changes in the physical plant of the provider site
(some physical plant changes could require a new fire clearance).

5. There is a change of ownership or location.
6. There are complaints regarding the provider.
7. There are unusual events, accidents, or injuries requiring medical

treatment for clients, staff or members of the community. (See page 7 —
12 of the Short-Doyle/Medi-Cal Manual.)

11-8750-2-108
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SHORT-DOYLE/MEDI-CAL PROVIDER CERTIFICATION APPLICATION

Instructions The Local Mental Health Director or desi

ee must submit a separate a

lrcation for each provider.

IDENTIFYING Name of Provider Provider No (1f one has already been assigned )
INFORMATION
Street Address, City, State and Zip
Telephone No County
Contract Agency 0 or County Operated [
NAME AND
ADDRESS OF LEGAL
ENTITY
HEAD OF SERVICE Head of Service1s  Psychiatrist il Licensed Vocational Nurse O
NAME
Registered Nurse O Psychologist O
Psychiatnic Technician il Licensed Chnical Social Worker [
Mamage, Family and Child Counselor [ Mental Health Rehab Specialist 0
SHORT-DOYLE/ INDICATE WHICH SERVICES YOU WISH TO PROVIDE
MEDI-CAL
SERVICES TO BE SD/MC Mode 05 Cnisis Residential 0  Adult Residential 0 PpHF |
PROVIDED
SD/MC Mode 18 Mental Health Services 0 Medicauon Support Services O Day Treatment Intensive a
Day Rehabulstation O Cnsis Intervention O  cCnisis Stabihzation ]
Crisss Stabilization ER & UC (1 Case ManagementBrokerage [
IS THE PROVIDER Yes 0 If Yes, which agency? DMH il DHS
CURRENTLY
LICENSED BY A No ad DSS O Drug & Alcohol O
STATE AGENCY?
Other 0
FIRE SAFETY Attached 1s documentation of the most recent fire safety inspection and correction of deficiencies or a statement 0

from the Local Mental Health Director assuring that all fire safety requirements have been met

All services are provided at a public school site and meet fire safety rules and regulations O

I certify that this application 1s true, correct and complete [ agree that if approval is granted that all services rendered by the Rehabilitative Mental
Health Program shall be 1n conformity with Federal, State, and local laws 1 further understand that a violation of such laws will constitute grounds for
withdrawal of certification This information may be released to any persons or organizations outside the official administrative channels

LOCAL ENTITY AUTHORIZED SIGNATURE

DATE

LOCAL MENTAL HEALTH DIRECTOR OR DESIGNEE SIGNATURE

DATE
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State of California-Health and Welfare Agency Department of Mental Health

SHORT-DOYLE/MEDI-CAL PROGRAM PROVIDER AGREENENT

CLAIM CERTIFICATION
Name of Provider (Please type or print)
Address
Telephone Provider Number County Name : -
CERTIFICATION STATEMENT

The Provider agrees and shall certify under penalty of perjury that all claims for services provided to county mentai
health clients have been provided to the clients by the Provider. The services were, to the best of the Provider’s
knowledge, provided in accordance with the client’s written treatment plan. The Provider shall also certify that all
information submitted to the Department of Mental Health is accurate and complete. The provider understands that
payment of these claims will be from federal and/or state funds, and any falsification or concealment of a material
fact may be prosecuted under federal and/or state laws. The Provider agrees to keep for a minimum period of three
years from the date of service a printed representation of all records which are necessary to disclose fully the content
of services furnished to the client. The Provider agrees to furnish these records and the information regarding
payments claimed for providing the services, on request, within the State of California, to the California Department
of Health Services; the Medi-Cal Fraud Unit, California Department of Mental Health; California Department of
Justice; Office of the State Controller; U.S. Department of Health and Human Services, or their duly authorized
representatives, The Provider also agrees that services are offered and provided without discrimination based on race,
religion, color, national or ethnic origin, sex, age, or physical or mental disability.

THE PROVIDER AGREES TO INCLUDE WITH EACH CLAIM SUBMITTED TO THE DEPARTMENT OF
MENTAL HEALTH A CERTIFICATION STATEMENT TO THE ABOVE TERMS AND CONDITIONS WHICH
SHALL BE PRINTED ON THE REVERSE SIDE OF EACH PROVIDER CLAIM FORM.

I certify that the undersigned will be a licensed or certified provider of Sho.t-Dayle/Medi-Cal services upon submission of this
agreement to the Department of Mental Health and satisfaction of the requirements pursuant to Title 9, California Code of
Regulations, and compliance with the requirements for providers of service set out in Welfare and Institutions Code, Division 9,

Part 3, and California Code of Regulations, Title 22.
///{ S o)

. RUBEN LOZANO, Phiarm.D.
Deputy Director, Program Compliance
Department of Mental Health

Signature of Provider Date

7-17
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State of California - Health and Welfare Agency Department of Mental Health

'MEDI-CAL PROVIDER DATA FORM

1. Facility Name 4. Federal Employer's S. Fiscal Year
Tax ID Number (FEIN) _End Month
2. Faciiity Address Number Street Telephone Number . | 6A. Type of Organization (Check one)
O State Govenment [J Nongovemmental Non Profic
City County State Zip Code O County Government ] Nongovemmental for Profit
O City Government 3 Other (specify)
3. Pay to Address (If different) Number Street Telephone Number 6B. Typeof Ownership (Cbeck one)
O Individual O Corporation
= = S T Code |
ity unty PEo% 1 O Pamership O Other (specify)

7. List facility owner(s). List owaner(s) professional license numbers, if applicable. (For corporations, list corporate name only.)
(Attach a separate sheet of paper if more space is needed.)

Professional Professiozal
Name State License Name State License
Number Number

C

8. In addition to this facility, please indicate other facilitics or practices that the owner(s) may bave.

(Attach a separate sheet of paper if more space is needed.) .
Provider Nuraber
Address (Actual Facility or Practice Location) Name Used For Billing From This Location Assigned To
. This Location
9. List previous Medi-Cal provider numbers that the owner(s) have been issued.
10. Is this a teaching facility for residents and/or interns who are salaried by a hospital? O Yes QQNo

I certify that the above information is true, accurate, and complete to the best of my knowledge.

11. Applicant's Typed or Printed Name 12. Applicant’s Typed or Printed Title

13. Applicant’s S‘ignamre 14. Date

7-18
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e MEDI-CAL PROVIDER DISCLOSURE STATEMENT OF SIGNIFICANT BENEFICIAL INTERESTS
Name: Type of Provider:
> Address:
Medi-Cal Provider Number: -
. Percentage
Name of Provider in Typeof Name of Relative{s) Typeof and/or Dollar

‘Which Interest is Held Provider Address Who Holds The Interest Relation Interest Amount of the Interest
1 hereby certify under penalty of perjury that all the above statements are true and correct to the best of my knowledge.
Signature Date

INSTRUCTIONS

Section 14022 of the Welfan: and Institutions Code provides that no payment shall be made to a Medi-Cal provider or to any facility or organization
in which he or his immediate family has a “significant beneficial interest” unless the provider has a statement on file disclosing his or the interest his

No. 5-1.1D Attachment 4, Page 1 of 1

aediate family has in other Medi-Cal providers to which they refer beneficiaries. The applicable section under Medi-Cal program regulations is

1: Every provider must complete this form.

\ Aion 51466, Article 6, Chapter 3, subdivision 1 of Division 3 of Title 22 of the California Administn.ﬁv.c Code. This regulation is shown below.

2. Disclosure must be made for each member of the provider’s immediate family - spouse, pareats, spouse 's parents, children, and spouses of

children.

3. “Significant beneficial interest” means any financial interest that represents either five percent of the total interest or 2 value of $25,000
irrespective of the percentage ownership. How different types of interests are to be valued can be determined by referring to Section 51466.

4. Ifaprovider has no “significant beneficial interest” in other providers to which Medi-Cal recipients are referred, place “no interests™ on the

first line and sign the statement.

51466. Disclosure of Significant Beneficial Interest.

(a) A provider shall not bill or submit a claim for service involving the
referral of a beneficiary to or from another provider unless each provider has
disclosed any significant beneficial interest existing between the providers.
Disclosures shall be sccomplished by completing and submitting a Medi-Cal
Personal Disclosure Statement of Significant Beneficial Interest form as provided
by the Department.

(b} A provider that fails to comply with (a) or that submits 2 false or incorrect
disclosure shall be subject to 2 suspension from participation or payment under the
Medi-Cal program.

{¢) For the purpose of this section:

(1) “Significant beneficial Interest™ means any financial interest held by 8
provider, or 8 member of the provider’s immediate family, in another provider that
is equal to or greater than the lesser of the following:

(A) Five percent of the whole.
(B) $25,000.00
"lmmediuc family™ means spouse, son, daughter, father, mother. father-

\-{:\v mother-in-law, son-in-law, or daughter-in-law.

(d) Interests held by a provider and members of that provider's immediate
‘family shall be combined and valued 2s a single interest.

- (1) The extent of financial interest shall be determined as follows:

(A) Full ownership shall be consideréd as 100 percent financlal interest and
control regardless of mortgages or other encumbrances.

(B) Interest in a parmership shall be determined on the basis of the
percentage of ownership specified in either a written or verbal parmership
agreement.

(C) Iaterest in a corporation shzll be determined by computing the
percentage of stock or bonds owned or the total outstanding shares or bonds

" of the corporation as of the last woﬂnng day of the month preceding
compliznee with (a).

(D) All other financial arrangemexts shall require establishment of a fair
and reasonable dollar value for both the intcrest and the whole. The
percentage interest shall be computed as the percentage the dollar value of
the interest represents of the whole.

(2) The dollar value of the following types of interests shall be
determined as follows:

(A) Bonds, over-the-counter stocks and stocks listed on the major stock
exchanges shall be valued at the closing selling price on the last working day
of the month preceding compliance with (a).

(B) Stocks in a closely held corporation shall be valued at the original
purchase price, par value, or current market value, whichever is greater,

© Pamctshxp interests shall be valued at the total dollar amount
invested in organizing the parmership. A fir and reasonable dollar
equivalent shall be determined if investment is not in form of monies.

(D) Al other financial arrangements shall be valued at the actual dollar
investment or a fair and reasonable dollar equivalent for investments not in
the form of monies.

7_10
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FIRE SAFETY INSPECTION REQUEST
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See instructions on reverse.

§TD, 850 (AEV. 10-04)
n CONTACTS NAME TELEPHONE NUMBER REGUEST DATE FROGRAM
( )
TOR'S NAME REQUESTING AGENGY FACILITY NUMBEA REQUEST COOE
CODES
I.._ -_] 1. CRIGINAL  A. FIRE CLEARANCE
LICENSING 2. RENEWAL  B. LIFE SAFETY
AGENCY BEPARTILENY OF MrENTAL HEALTH
NAME AND MEDI-CAL OVERSIGHT 3, CAPACITY CHANGE
ADDRESS N REGION 4, GOWNERSHIP CHANGE
PC. 80X 59083
€A 50852.0083 S. ADDRESS CHRANGE
L- __l - 6. NAME CHANGE
7. OTHER
AMBULATORY NONAMBULATORY BEDRIDDEN TOTAL CAPACITY
CAPACITY PREVIOUS CAPACITY CAPACITY FREVIOUS CAPATITY CAPACITY PREVIOUS CAPACITY
FACILITY NAME LICENSE CATEGORY
STREET ADORESS (Actua/ Locanon) NUMBER OF BUILDINGS
oy RESTRAINT
FACILITY CONTACT PERSON'S NAME HOURS

o

L. ;,"“_. XN - Lo D “wia o, . YA ONE ~.l‘. RO 7 A, ORI ""'~€¢‘—'::'.' ,?‘::“ K .“\a.‘.‘l"ﬂ:‘nn"‘ o .'C.':'.‘,.. oL
: e B el e WU YO BE poum-:.rzu_bv-;mgpscnqq AUTHORITY:, & 53 3455 i o “n;,: AP AR
CLEARANCE /DENIAL CODE
™ T T CODES
FIRE
AUTHORITY 1. FIRE CLEARANCE GRANTED
NAME AND 2. FIRE CLEARANCE DENIED
ADDRESS A EXTS
L ] 8. CONSTRUGTION
C. FIRE ALARM
INSPECTOR'S NAME (Typed or Prinied) TELEPHONE NUMEER CFIRS NUMBCR OCCUPANCY CLASS D. SPRINKLERS
€ HOUSEKEEPING
( ) F. SPECIALHAZARD
'NSPECTION DATE :s:’ecmn's SIGNATURE (Typed or Pretied) G. OTHER

IXPLAIN DENIAL OR UST SPECIAL CONDITIONS




. AGENCY NAME AND ADDRESS.

STATE OF CALIFONNIA

FIRE SAFETY INSPECTION REQUEST

S"l IEV. 10 94) (NCVEASE)

No 5-1 1B Attachment 5, Page 2 of 2

INSTRUCTIONS
This form 1s designed fcr use with 2 window anveloge )
Liconsing or Requesting Agencies—~Complete the fellowing 19 sactions on this torm

before submitting it to the fire authotity having jurisdicticn.

. AGENCY CONTACT, 2. TELEPHONE NUMBER,
5. EVALUATOR. Enter the name and telephonz
number of agency contact person.

PRCGRAM. Licensing agancy use.
REQUEST DATE. Enter date request was prepared.

. REQUESTING AGEMCY FACILITY MUMBER. Thigis
the file number assigned by the licansing agency.

. REQUEST CODE. Use tha savon codes shown and
insert the appropriate numbsr in the box following "Re-
qusast Code". If NAME CHANGE, plaase list previous

name. Insen date of original request is othar than an

original.

Enter the name and
=ddress of the licensing facility requesting tha inspection.
AMBULATORY-NCNAMBULATORY-EEDRIDDEN.
Capacity: Insert in the appropriate section, the capacity

of licensed ambulatory or nonambulatory oc-
\ cupants covered by this request.

Pravious If request is for renewal or capscity change,
Capacity: insert capacity of previous clearancs.

Total Show total licensed capacity. If the facility is
Capacity: intended to house part ambulatory, nonambu-

{atory, and part bedridden, show the total of
the three types of occupants.

10. FACILITY NAME. Insert the name of the facility as
will appear on the license. List identifying sub name
known (i.e., Hacienda Corp/Medina Lodge).
LICENSECATEGORY. Inscnihecategoryoflicens
being sougnt as it will appear on the license certificat:
ADDRESS. Insertstreetaddress andcity only. Apo:
office box is not scceptacis as only location.
NUMBES OF SUILDINGS. Insertthe total number:
buildings to be used for housing of the occupan:
covered by the ficensa.

. RESTRAINT. Indicateifphysizalrestraint(lockedin
room or the building) is to be used in the ousing ot th
occupants.

15. FACILITY CCNTACT PERSON-TELEPHONE NUM
BER. Indicate the name and telephone number of th
respensible individual at the facility to be contacted &
the fire authcrity.

HOURS. Indicate the number of hours the occupant:
are housed at the facility (less than 24 or 24+).

17. SPECIAL CONDITIONS. Indicate any conditions
unique to this request. As an example, if the inspectior
request is for one building in a multi-building facility.

11.

12.

13.

16.

FIRE AUTHORITY CONDUCTING THE INSPECTION-COMPLETE THE FOLLOWING:

. FIRE AUTHORITY, NAME AND ADDRESS. Insertthe
name and address of the fire authority where the facility is
locsted.

. CLEARANCE/DENIAL CODE. Use the two ccdes: 1
for clearance granted. and 2 for clearance denied. If
denied, also include the appropriate letter code. As an
example, Denlal based ugon exiting would be coded 2A.

.INSPECTOR'S NAME. Printthe initial of the inspector's
“-~tname and full last name: insert the telephone number
rre the inspector may be contacted.

1. CEIRS L.D. NUMBER. Insert the fire department's num-
berassigned by California Fire Incident Reporting System.

22. OCCUPANCYY CLASSIFICATION. Use California
Building Code occupancy classificalions and insertthe
occupancy determined by the inspector.

INSPECTION DATE. Enter the actual date of the
inspection,

INSPECTOR'S SIGNATURE. To be signed by the
inspector condugting the inspection.

EXPLAIN DENIAL OR SPECIAL CONDITIONS. I
clearance code #2 is used, briefly explain reason. This
space is also to be used to specity any additional
limitations placed by the fire authority, such as the use
of certain floors or sleeping rooms approved for
nonambulatory clients.

23.

24,

25.

w8551
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PROVIDER FILE UPDATE (PFU)

MH 3829 (1/00)

COUNTY SUBMITTING FORM.

TYPE OF TRANSACTION (Check one). [ Add [J Change [J Inactive

FISCAL YEARS | l I | | I | ] I

Is this Provider a satellite clnic? (Check one)- [ Yes ] No

COUNTY CODE. l l |

LEGALENTITYNUMBER: | | | | | | (faLegal Entity number has not been assigned,

complete a Legal Entity File Update form )

PROVIDER NUMBER | | | | | (Tobeassigned by DMH only)

PROVIDER NAME

PROVIDER ADDRESS

PROVIDER CITY"

ZIP CODE OF PROVIDER. L1 | L L V-1 1 1 | | (Lastfourdigts optional.)

DATEPROVIDER Started | | | | | | | | | Ended | | | |} } | | | |

SERVICES Y Y Y Y M M D D Y Y Y Y M M D b
k' SHORT-DOYLE/MEDI-CAL PROVIDER (Check one): [ Yes [J No

PROVIDER TYPE- | | ] CONTRACT TYPE I |

MODE OF SERVICE FUNCTIONS

SERVICE

I N TN N N T U NN N I NS I S I A N O A
S N IS I TN Y U (N o N ) I N v O
L1 | (N Y [ T U (N NS U S I N O O
I N S [ T N N I N O N s I S A
COUNTY

CONTACT PERSON PHONE DATE

FOLLOWING SECTION IS FOR STATE DAH USE ONLY:

SD/MC Mode Start Date End Date
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L MEDI-CAL CERTIFICATION AND TRANSMITTAL

Part A Provide the following information:

COUNTY SUBMITTING FORM: COUNTY CODE-

TYPE OF TRANSACTION (Check One). []Activate [ ]Change [ ] Terminate
If Change, indicate one or more type(s): [ JName [ ]Address [ ]Mode [ ]Effective Date

PROVIDER NUMBER:

PROVIDER NAME:

PROVIDER ADDRESS-

PROVIDER CITY: PROVIDER ZIP CODE:
MEDI-CAL ELIGIBILITY DATE: ACTIVATED TERMINATED
IF CHANGE, EFFECTIVE DATE OF CHANGE:

SD/MC
MODE OF SERVICE DESCRIPTION OF SERVICES

[] (07) General Hospital
7] (08) Psych Hosp Age < 21
| ] (09) Psych Hosp Age > 64

[] (05) Residential/PHF (] Cnsis Residential [} Aduit Residential [ Psychiatric Health Facility
Check only one Mode (either 12 or 18):
[] (12) Hospital Outpatient [] (18) Non-Hospital Outpatient
indicate Services (check all that apply)
[ Crisis Intervention [ Crnisis Stabilization  [[] Mental Health Services
[0 Case Management/Brokerage [C]) Medication Support
] Day Treatment Intensive Half Day [[] Day Treatment intensive Full Day
(O] Day Rehabilitation Half Day [] Day Rehabilitation Full Day

The above named provider Is certified by this agency to participate in Short-Doyle/Medi-Cal programs. | attest that the
above named provider site complies with requirements of the CCR, Title 9, Sections 1810.435-436, the terms of the
contract between the MHP and the Department, and the MHP’s Implementation Plan pursuant to CCR, Title 9, Section

1810.310
Phone ( ) Date:
Signature on above line and check below to indicate person signing
[ County Mental Health Director or Designee O] Medi-Cal Oversight , South / North

To be submitted to Medi-Cal Oversight for signature below.
Jart B: Medi-Cal Oversight Approval to Transmit Data to DHS

Medi-Cal Oversight, Southern/Northern Region Date

Rewvised August 31, 2000



