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	State of Delaware
The Department of Services 

For Children, Youth and

Their Families
	Division of Prevention and Behavioral Health Services

	
	
	Client Billing/Activity Form





	Client Name:
	DOB:
	Primary DSM IV (Code):

	     
	     
	     

	Provider Name:
	Primary Therapist:

	     
	     

	Program: 

	
 FORMCHECKBOX 
 IOP

 FORMCHECKBOX 
 Behavioral Intervention
 FORMCHECKBOX 
 Crisis
 FORMCHECKBOX 
 Outpatient

	Authorization Date: 
	Billing Dates:

	From       
	To       
	From       
	To       

	Admission Date:
	Authorization Number: 

	     
	     


	SERVICE DATE
	DIRECT SERVICE CODE
	THERAPIST BILLING CODE
	LENGTH OF SESSION or MILES traveled round trip
	ASSESSED CLIENT FEE
	AMOUNT DUE
	CPT CODE

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	TOTALS
	     
	     
	     
	     


Total number of un-billable indirect services (case management) provided for this client in this month      .  These must be documented in the client file.
[image: image1.jpg]