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Delaware Department of Services for Children, Youth, and Their Families

Division of Management Support Services, Cost Recovery Unit

1825 Faulkland Road, Wilmington, Delaware 19805

Cost Recovery Documentation

Dear Colleague:

Under an agreement between DSCYF and Delaware Medicaid, DSCYF is the exclusive provider of Medicaid behavioral health and substance abuse services to children in Delaware.

In order for DSCYF’s Cost Recovery Unit to pursue Medicaid reimbursement for services we provide to Delaware children through a third party such as your organization, we must obtain certain documentation from you annually.  In your Contract or Statement of Agreement (Article I, Section B.5) with DSCYF you agree to provide this information.

We are requesting the following:

1.
Required: 3 GREEN FORMS – These are standard forms that we require all of our providers to complete and sign annually (including mental health subcontractors).
· Rate Certification Form Residential - Please provide the “usual and customary rate” that you charge to the general public for the services you have contracted with DSCYF.  These rates may be different from the DSCYF Contracted Rates.
Per Federal Regulations, DSCYF can only receive Medicaid reimbursements at or below the usual and customary rate that is charged to the general public.  (42 CFR 447.271 - Upper Limits Based on Customary Charges)
NOTE: If you have rate information already prepared and do not want to handwrite your rates on this form, please attach your rate information to the signed Rate Certification Form.
· CMS Sanctions Certification Form
· Accreditation Status Form
2.
Required:  Copies of Licenses, Certificates, Accreditations, and NPI Letter
· Professional Licenses: If you are a clinician in private practice, please send a copy of your current professional license.

· Facility Licenses: Different states use different wording for each type of license. Examples of facility licenses and/or certificates we need include, but are not limited to: Alcohol & Drug, Child & Youth Agency, Child Caring Institution, Child Placing Agency, Day Treatment, Foster Care, Group Home, Hospital, Outdoor program, Private Child & Youth Agency, Psychiatric Hospital, Residential Services, Residential Treatment, and Residential Childcare.  

· Accreditations: Please send a copy of any accreditation you may have.  For JCAHO accreditation, send a copy of the JCAHO certificate and a copy of the JCAHO letter that specifies the effective month, day and year of the accreditation.

· NPI Letter: Please send a copy of your NPI assignment letter or NPI assignment email.
3.
Other Required Forms:

· Residential Service Provider Survey
· Attending Physician Form – Required Under HIPAA
4.
Other Information:

· Any additional program or rate information that will help us in our Medicaid recovery efforts would be greatly appreciated.

· Please return the completed, signed, GREEN FORMS (originals), copies of licenses and certificates, other required forms, and any other information with your signed contract.

Or, you can mail them directly to:

State of Delaware

DSCYF - DMSS

Cost Recovery Unit

1825 Faulkland Road

Wilmington, DE 19805

Attn: Charlotte Martin, MA II

If you expect a delay of more than two weeks in your response, or if you have any questions, please contact me.

The funds we recover from Medicaid allow us to provide more services, through you, to the children of Delaware.

Thank you for your cooperation.

Sincerely yours,

Charlotte Martin, Management Analyst II

DSCYF-DMSS

Cost Recovery Unit

Phone:  302-892-4567

Fax:  302-661-7224 (must use all 10 digits)
E-mail:  charlotte.martin@state.de.us 

Enclosures: 5
RATE CERTIFICATION FORM - Residential

Usual and Customary Charges to the General Public
Complete a separate form for each location for which services are contracted by DSCYF.

A campus consisting of closely located cottages is considered one location.

Please list your organization’s usual and customary per unit charges to the general public for all DSCYF contracted services.  NOTE: Do not list the rate agreed upon with DSCYF, unless it is also your “usual and customary charge to the public.”
If you operate an education program as part of the treatment program, please show the education cost as a separate rate.  If children in the program attend public school, it is not necessary to list the public education cost.
If a service is program funded and there is no rate, please select Yes to “Program Funded” and skip Sections I and II.

	Contracting Division
	

	Contract ID
(found on your DSCYF Contract)
	

	Contract Period
	

	Program Funded
	(YES                                  (NO


Section I 

	Service Type 

(include HCPCS and CPT codes)
	TOTAL 

Per Diem
	Therapeutic Education Rate

 Per Diem

	
	
	

	
	
	

	
	
	

	
	
	


Section II
	Is your contracted facility located in Delaware?
	(NO  

(YES
	

	Is your contracted facility located in states other than Delaware?
	(NO  
	

	
	(YES 
	Which State?
	Enrolled with Medicaid?
	(YES  (NO

	
	(YES  
	Which State?
	Enrolled with Medicaid?
	(YES  (NO


Section III
	Agency Name
	

	Name of Authorized Representative
	

	Title of Authorized Representative
	

	Signature of Authorized Representative
	

	Date
	

	Phone
	

	E-mail
	


CMS SANCTIONS CERTIFICATION FORM
Per the “SOCIAL SECURITY ACT, SEC. 1128, 42 USC Sec. 1320a-7 Exclusion of certain individuals and entities from participation in Medicare and State health care programs,” the Secretary of U.S. Department of Health and Human Services may exclude individuals and entities from participation in any Federal health care program, including Medicaid and Medicare, or any State health care program.

I, the undersigned, as an authorized representative of this agency, certify that this agency has never been sanctioned by the Centers for Medicare & Medicaid Services (CMS), formerly HCFA, or had a license revoked.















 Date






Authorized Signature








Printed Name








Title








Agency








Street Address








City, State, Zip








__________________________________________________







Phone Number








__________________________________________________








Email address

If your agency has ever been sanctioned, please provide details including date of reinstatement.

SEND ORIGINAL (NOT PHOTOCOPIED) SIGNATURE ONLY.
Return with contract or mail to:
Cost Recovery Unit/DMSS/DSCYF
1825 Faulkland Road, BMP 2120

Wilmington, DE 19805
302-892-4567 or 302-892- 4565
ACCREDITATION  STATUS  FORM









[image: image1.wmf]
 FORMCHECKBOX 

This organization is not accredited.

 FORMCHECKBOX 

This organization is accredited.

____________________________________
From: _______________
To: ______________
Accrediting Organization(s)



Period of Accreditation
mm/dd/yy

Please detail which parts of your organization are covered by the accreditation standards (If your entire organization is accredited, it is only necessary to indicate “All” instead of providing a comprehensive list).  In addition, please specify facility or campus names included in the survey (if applicable) within each service area.

	

	

	

	

	

	

	

	



PLEASE PROVIDE A COPY OF THE ACCREDITATION CERTIFICATE FOR OUR FILE

________________


______________________________________________________
Date




Name of person completing form (please print)






______________________________________________________






Phone number






______________________________________________________






Agency





______________________________________________________





Email address

Residential Service Provider Survey

The purpose of this survey is to obtain standardized information on all Department of Services for Children, Youth, and Their Families (DSCYF) providers of children’s residential rehabilitative and behavioral health services.  This survey will assist the Cost Recovery Unit (CRU) in determining whether our department may recover federal funds for services we purchase from your facility.  Please answer all questions as they relate to your facility/program.  If you have several programs within your facility for which different program standards and/or rates apply, please complete a separate survey for each program for which DSCYF has contracted for.  We understand that it is not uncommon for services to be provided in campus settings with multiple cottages and programs.  Examples of services/programs that we purchase include:  Outdoor/Boot Camp, Group Home, Detention Center, Secure Treatment Facility, Juvenile Rehabilitation Institution, Diagnostic Center, Psychiatric Residential Treatment Facility, or Other Residential.
If you have questions about how to complete the survey, contact Victoria Varga at 302-892-4565.
Please be sure to sign and date this survey before submitting it to:


DSCYF/DMSS/Cost Recovery Unit 


ATTN:  Victoria Varga

Cost Recovery Unit


1825 Faulkland Rd, BMP 2112

Wilmington, DE  19805

Name of Facility:
_____________________________________________________________________

Name of Parent Organization:  ______________________________________________________________

Physical Address of Facility:  ________________________________________________________________




______________________________________________________________________




______________________________________________________________________

	Facility Type:
	Is the program/facility owned or operated by a government agency or under the responsibility of a governmental unit or over which a governmental unit exercises administrative control? This control can exist when a facility is actually an organizational part of a governmental unit or when a governmental unit exercises final administrative control, including ownership and control of the physical facilities and grounds used to house inmates
	Yes        No

	
	Are the children in this facility primarily referred by the Juvenile Justice System?
	Yes        No

	
	Is this residential program/facility accredited?   If, yes please specify
	Yes        No


1.
Indicate programs on the campus NOT utilized by State of Delaware (DSCYF).  Explain


_____________________________________________________________________________________


_____________________________________________________________________________________
2.
Name of the residential program/service purchased by DSCYF under this contract. 


e.g.  Substance Abuse Group Care, Behavioral Health Group Care

      ______________________________________________________________________________________

3.
By which state agencies is the residential program LISTED above licensed? 

       Please include the license type(s) and the program capacity:

       Example 
State Agency: Pennsylvania Department of Public Welfare, Mental Health & Substance Abuse




License Type:  Residential Services, Alcohol and Drug




Capacity:   25
(If other programs are also covered by this license please explain.)


STATE AGENCY:   ____________________________________________________


LICENSE TYPE(S):  ____________________________________________________


CAPACITY:           ______________________________________________________


Review of behavioral/mental health staffing patterns, ratios, requirements/procedures.

4.
Do all or most of the children referred to this program have a diagnosable mental disorder?











_____ YES   _____ NO

5.   Are behavioral health services provided under the supervision of a Physician, Psychologist, LCSW?


_____   YES   _____ NO    If yes, please specify which type______________________________
6.   Who is responsible for creating, modifying, directing the client’s individual treatment plan? Explain 


_____________________________________________________________________________________________________________________


_____________________________________________________________________________________


7.
On average, what is the frequency of client’s therapeutic sessions?  Daily, weekly, bi-weekly, monthly 

A.
Individual
___________________________________________________________________


B.
Group

___________________________________________________________________


C. 
Family

___________________________________________________________________

8.
List the qualifications for the following positions: (e.g. type of major, degree, licensure, experience, or certification)

A.
Direct Care/Child Care/Behavioral Aide staff?  ________________________________________


_________________________________________________________________________________

B. Direct care/child care staff supervisor? _______________________________________________


_________________________________________________________________________________


C.
Case Manager? ___________________________________________________________________



_________________________________________________________________________________


D.
Clinician?  ___________________________________________________________________________



Credential license type?  _______________________________________________________________

E. Program/facility’s director’s position? e.g.  physician, licensed clinician _______________________


_____________________________________________________________________________________


F.
Other Position?  ______________________________________________________________________



_____________________________________________________________________________________
9.
If, DSCYF contracts for more than 1 residential program, please be sure that staff information is completed for each program. 


A.
Therapeutic Staff  (Please relate the portion of “full time equivalents”, (FTEs) per this PROGRAM.)

Please indicate below, the # of licensed professional therapeutic FTEs that THIS program employs or contracts with to provide supervision and/or therapeutic support to your residents.  Please estimate the FTEs based on your full-time work week.  (usually 35-40 hours)


Example:  2 part-time psychiatrists, each working 10 hours per week, would equal 0.5 FTEs per 50 youth, 


           or 3 part-time social workers, each working 20 hours per week, would equal 1.5 FTEs per 50 youth

	E (Employ) or C (Contract)
	Therapeutic Staff
	# FTE’s
	# YOUTH served

	
	Physicians
	
	

	
	Psychiatrists
	
	

	
	Psychologists
	
	

	
	Clinical Social Workers
	
	

	
	CADCs
	
	

	
	Nurses (LPN or RN, etc.)
	
	

	
	Other, Master Level Clinicians
	
	


B.
Other Staff

Does your program employ or contract with other professionally trained staff (other than teachers) who provide supervision and/or therapeutic support to your residents but who are not licensed (e.g. MSWs)?

If yes, please list their roles, qualifications and percent of time in program.

	E (Employ) 

or C (Contract)

	Other Staff
	# FTE’s

	# YOUTH served

	
	Other, ___________________
	
	

	
	Other, ___________________
	
	

	
	Other, ___________________
	
	

	
	Other, ___________________
	
	


Are non-licensed staff personnel required to work under the supervision of licensed staff?

If so, what are the requirements?

 _______________________________________________________________________________



 _______________________________________________________________________________
Program Characteristics

Please circle the letter of the ONE descriptor in each category that best describes this program.  

Category 1:  General Description of the Children Served in this Program
A. No more than occasional problems in functioning in any area, some acting-out behavior in response to life stresses, but these are brief and transient; minimally disturbing to others, and not considered deviant by those who know them.  The caregiver provides routine home-like environment with supplemental guidance and discipline to meet the needs of each child.  

B. Frequent or repetitive minor problems in one or more areas; may engage in non-violent anti-social acts, but is capable of meaningful interpersonal relationships.  Requires supervision in structured supportive setting with counseling available from professional or para-professional staff.

C. Substantial problems; Child has physical, mental, or social needs and behaviors that may present a moderate risk of causing harm to themselves or others, poor or inappropriate social skills, frequent episodes of aggressive or other antisocial behavior with some preservation of meaningful social relationships.  Require treatment program in a structured supportive setting with therapeutic counseling available by professional staff.  

D. Severe problems.  Child unable to function in multiple areas.  Sometimes willing to cooperate when prompted or instructed, but may lack motivation or ability to participate in personal care or social activities or is severely impaired in reality testing or in communications.  May exhibit persistent or unpredictable aggression; be markedly withdrawn and isolated due to either mood or thought disturbance, or make suicidal attempts.  Presents a moderate to severe risk of causing harm to self or others.

E. Very severe impairment(s).  Child exhibits clearly identifiable mental health problems or symptoms such as mood disorders, significant anxiety disorders (e.g., PTSD), and/or self injurious behavior/ideation which result in serious impairment in the client’s functioning across settings including school, family, and community; or makes it impossible for the client to self-regulate their behavior without 24 hour support and management by mental health professionals; or creates a high level of risk of direct injury to self or others without 24 hour supervision and therapeutic intervention by mental health staff.

Category 2:  Service Needs of the Child
A. Children and adolescents need an environment that provides maintenance and ensures emotional and physical well-being in a family oriented setting or children and adolescents need services designed to improve the child(ren)’s functioning.  There are clear rules that are appropriate for developmental levels of children; clear system of rewards and consequences; organized activities; and activities in the community.

B. Children and adolescents need structure, educational support, a higher level of supervision and the development of normalized social skills.  Casework is available on a regularly scheduled basis to the child as specified in the treatment plan.  Supervisory/casework services are available to the direct care/child care workers or parents to support and direct parenting/supervision efforts.

C. Children and adolescents have physical, mental and emotional needs and behaviors that may present a low to moderate risk of causing harm to them or others.  They require physical environments and treatment programs in which most activities are therapeutically designed to improve social, emotional and educational adaptive behavior.  These children may require psychological or psychiatric services which are integrated into the residential program to assess and monitor admission, discharge and treatment plans.  They require behavior management programs designed to meet their unique needs.

D. Children and adolescents have severe emotional or behavioral disorders or conditions such that a highly structured program is essential to improved functioning or maintenance.  They may present a moderate to severe risk of causing harm to themselves or others.  They require physical environments and treatment programs in which most activities are therapeutically designed to improve social, emotional and educational adaptive behavior.  These children require psychological or psychiatric services which are integrated into the residential program to assess and monitor admission, discharge and treatment plans.  Evaluations for direct child care staff include criteria to evaluate their effectiveness in the delivery of services within the therapeutic milieu.  Procedures are in place to provide continuous observation of a child who presents a significant risk; procedures are in place to respond to emergencies and to meet unforeseen staffing needs.  

E. Children and adolescents have acute or chronic emotional disorders or conditions such that a highly structured program with 24-hour supervision is essential to improved functioning or maintenance.  They may present a severe to critical risk of causing harm to themselves or others.  They require a therapeutic milieu which stresses reasonable limit setting, increased acceptance of responsibility for self and exposure to appropriate adult role models. The treatment program is clinically directed.  

Category 3:  Therapeutic Interventions and Case Management

A. Provides consistency, reassurance, regular parenting and activities designed to develop normalized social skills.

B. Provides therapeutic interventions within the milieu designed to improve the child’s functioning.  Individualized programming is provided as reflected in written plans of service.

C. Provides therapeutic intervention within the milieu designed to improve the child’s functioning.  Formalized behavioral programs and therapeutic interventions are implemented by professional or paraprofessional staff under the direct supervision of professional staff.  Differentiated programming based on the needs of children in care.  Treatment modalities specified along with the level and qualifications of staff that will provide and supervise treatments.

Written daily routines are developed.  The staff which develop and supervise the behavioral programs and therapeutic interventions are one of the following:  

a) Psychiatrist, psychologist or licensed clinical social worker.
b) Other professional staff in fields such as nursing, special education, vocational counseling may be included in professional staffing plan if their responsibilities are appropriate to the scope of the facility’s program description.

All professionals have the minimum qualifications generally recognized in their area of specialization.

D. Provides therapeutic interventions within the milieu which are designed to improve the child’s functioning.  A diagnostic assessment plan is developed for each child within 30 days of admission. Assessment includes an evaluation of the child in the physical, familial, educational, social, emotional/psychological and behavioral areas.  A treatment plan is developed for each child within 30 days of admission based on diagnostic assessment and includes:

a) Estimated length of stay 

b) Goals for treatment 

c) Specific instructions for staff 

d) Discharge plans 

e) Indication that plan was shared with the child and the child’s parents or caseworker 

f) Documented treatment throughout stay

The diagnostic assessment and treatment plan are developed by either an interdisciplinary team or a full time staff person with at least a Master’s Degree in a mental health field or a Licensed Social Worker and three years of experience providing treatment services to emotionally disturbed persons.  Casework services are available to the child.

Formalized behavioral programs are implemented by professional or paraprofessional staff under the direct supervision of professional staff.  Behavioral program design with treatment modalities specified; initial treatment plan for each child is developed within 72 hours of admission; assessment intervention strategy is implemented for each child upon admission of that child.

Planned interactions between professional staff and children, such as individual, group, and family therapy with written documentation verifying hours, types of interventions, proof of provision of service and treatment plan strategies.

The professional staffing plan includes a detailed description of the qualifications, duties, responsibilities and authority of professional positions.  For each position the plan shows whether employment is on a full time, part time or consultative basis.  For part time and consulting positions, the number of hours and frequency of services are specified.  The professional staffing plan addresses responsibilities for diagnostic assessment, development and review of treatment plans, and provision of treatment services.

Category 4:  Education

A. Provides access to free, appropriate public education and related services through the local public school district and within guidelines set by state and federal law.  

B. All of A, plus additional education support is made available through formal liaison with schools.  

C. All of A, plus written agreement/plan between service provider and school district to outline responsibilities of each party and address conflict resolution, particularly if conflicts exist between facility and state accreditation of private school or school approval of private special education program.

D. On-campus school or alternative education program available.  Documentation and coordination of consistency between the education plan and the treatment plan.

Category 5:  Medical Care

A. Routine medical and dental services are provided to the children in care.  Program may provide transportation to appointments as reflected in medical records.  Program assures ongoing care for chronic but stable physical illness.

B. All of A, plus training is provided to individuals administering psychotropic medications in potential side effects and drug identification.  The person conducting the training is a physician, RN or Pharmacist.  Upon completion of medication training, each participant is assessed by the trainers to ensure mastery of course content.  The training course provided to direct care staff includes basic pharmacology (actions, side effect, adverse reactions), techniques and methods of administration of medication, policies and procedures.

C. All of A and B, plus plan, agreement or contract with board eligible psychiatrist to monitor psychotropic medications monthly.

D. All of A, B & C, plus plan includes provisions for timely access to medical, nursing and psychiatric services on campus in event of an emergency.  Weekly or biweekly visits by a psychiatrist.

Category 6:  Recreational Activities and Leisure Time
A. The program provides routine parental supervision, recreation and leisure time activities.  

B. The program provides structured recreational activities and leisure time activities.  

C. The program provides a structured and supervised environment.  Daily routine and leisure time activities are structured.  The provision of these activities is the responsibility of the program.  Written plans which indicate kinds and frequency of activities, along with the kind of staff involvement and supervision of child.  Written plans for daily routine and leisure time.  

D. The program is responsible for the provision of therapeutically designed recreational activities and leisure time.  Written description of recreational program and an explanation of how it fits in with the facility’s therapeutic program.

E. The program provides recreational services through an individualized recreational plan designed by a team of professionals appropriate to the type of care.  

Person responsible for completing survey and answering questions about its contents
________________________________________
__________________________________
Print Name





Title
________________________________________
__________________________________

Phone





Date
________________________________________

Email Address

“I certify that the information contained in this survey is accurate to the best of my knowledge.”

________________________________________
__________________________________

Signature





Title

___________________________________

__________________________________

Phone





Date

Thank you for completing this survey!
Information on Treating Physician Required Under HIPAA
The Delaware Department of Services for Children Youth, and Their Families (DSCYF), Division of Child Mental Health Services, operates as a Managed Care Behavioral Health entity for Medicaid children in Delaware.  We have a contract with Delaware Medicaid that allows us to provide public behavioral health services and to purchase services from private entities that meet our standards.  We then bill Medicaid for those services.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that health care claims be submitted on one of two acceptable formats.  One of those formats, the 837 Institutional which is used for billing hospital and psych under 21 services, requires that we provide the Social Security number and Provider Taxonomy of the treating physician for services provided in hospitals such as yours.  The Provider Taxonomy is a unique alphanumeric code, ten characters in length.  The code list is structured into three distinct levels including Provider Type, Classification, and Area of Specialization.
Please provide the information for the physicians treating DSCYF children or the physicians eligible to treat our children.
The most commonly used Health Care Provider Taxonomies used by providers who treat DSCYF children are listed below.

A complete list can be found at http://www.wpc-edi.com/codes/taxonomy
	2084P0800X - Psychiatry & Neurology: Psychiatry
	2084P0802X - Psychiatry & Neurology: Addiction Psychiatry
	2084P0804X - Psychiatry & Neurology: Child & Adolescent Psychiatry


The Administrative Simplification provisions of HIPAA mandate the adoption of a standard unique identifier for health care providers.  The National Plan and Provider Enumeration System (NPPES) collects identifying information on health care providers and assigns each a unique National Provider Identifier (NPI).  NPI application forms can be found at https://nppes.cms.hhs.gov/NPPES/Welcome.do
	LAST NAME
	FIRST NAME
	SOCIAL SECURITY NUMBER
	NATIONAL PROVIDER IDENTIFIER
	PROVIDER TAXONOMY

	
	
	 
	
	

	
	
	
	
	

	
	
	
	
	


Please complete, sign, and return this form to Charlotte.Martin@state.de.us, fax 302.633.5113, phone 302.892.4567,

or mail to:  DSCYF\DMSS\CRU  1825 Faulkland Rd, BMP 2120,  Wilmington, DE 19805.

Thank you in advance for your assistance in this matter.

Facility Name



Contact Name





Phone Number



Date
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