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Outpatient behavioral health services include psychiatric and biopsychosocial assessment, 

medication management, individual, group, and family therapies, psychotherapy for crisis, and 

psychological testing for eligible NC Medicaid (Medicaid is NC Medicaid program, unless context 

clearly indicates otherwise) and NC Health Choice (NCHC is NC Health Choice program, unless 

context clearly indicates otherwise) beneficiaries. 

 

These services are intended to determine a beneficiary’s treatment needs, and to provide the 

necessary treatment. Services focus on reducing psychiatric and behavioral symptoms in order to 

improve the beneficiary’s functioning in familial, social, educational, or occupational life domains. 

 

Outpatient behavioral health services are available to eligible beneficiaries and often involve the 

participation of family members, significant others, and legally responsible person(s) as applicable, 

unless contraindicated. 

 

Based on collaboration between the practitioner and beneficiary, and others as needed, the 

beneficiary’s needs and preferences determine the treatment goals, frequency and duration of 

services, as well as measurable and desirable outcomes. 

 

Le’Chris provides a full array of outpatient services in our Morehead City site but only assessment 

and referral services at our other locations. Outpatient services, also referred to as basic benefit 

services typically consist of the following: 
 

• Assessment/Evaluation 

o Comprehensive Clinical Assessment 

o Psychological Assessment 

o Psychological Testing (not being offered by any Le’Chris office at this time) 

o Psychiatric Evaluation 

• Outpatient Services: 

o Individual Therapy 

o Family Therapy 

o Group Therapy 

o Interactive Psychotherapy 

o Medication Management 

For Medicaid and North Carolina Health Choice recipients, Le’Chris adheres to the rules and 

regulations put forth in the most current clinical coverage policy for outpatient services (8C) per 

North Carolina Division of Medical Assistance (NC DMA) and any other regulatory body as applicable 

to the insurer of payment authority. This includes: 

 

• All applicable agreements, federal, state and local laws and regulations including the Health 

Insurance Portability and Accountability Act (HIPAA) and record retention requirements; and 

• All DMA’s clinical (medical) coverage policies, guidelines, policies, provider manuals, 

implementation updates, and bulletins published by the Centers for Medicare and Medicaid 

Services (CMS), DHHS, its divisions or its fiscal agent. 
 

Usually, all outpatient services are covered by most insurers. It should be stated however that the 

different LMEs/MCOs can restrict the amount of services that IPRS clients can receive. For 

beneficiaries that are covered by third party insurance, the guidelines of the insurance will be 

followed. Refer to claim information later in this manual 
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Typically, persons may receive these services without submission of supporting materials to justify 

authorization up to a specified amount per year. After the unmanaged benefit is reached, the 

services require an authorization to be approved through the LME/MCO Utilization Management. 

Whether or not the services require prior authorization, they still must be delivered to persons 

meeting specified medical necessity criteria. Services delivered to persons who do not meet medical 

necessity criteria are subject to payback as determined through Utilization Review. 

 

Best Practice or Evidence-Based Practice: 

Outpatient behavioral health service providers, including those providing crisis services and 

psychological testing shall be trained in and follow a rehabilitative best practice or evidence-based 

treatment model consistent with community practice standards. The treatment model must be 

expected to produce positive outcomes for the population being treated. The treatment model must 

address the clinical needs of the beneficiary identified in the comprehensive clinical assessment and 

on any subsequent assessments. Qualified interpreters shall be used, if necessary, to deliver test 

instructions in the examinee’s preferred language. Le’Chris incorporates evidence based practices 

into its outpatient services. These practices include Dialectical Behavioral Therapy, Cognitive 

Behavioral Therapy, Trauma Focused Cognitive Behavioral Therapy and Interactive Therapy such as 

Play Therapy. Le’Chris is committed to training staff in these practices 

 

SCHEDULING FOR OUTPATIENT SERVICES: 

A client may come into any Le’Chris facility in several different ways: They may self-refer; they may 

be referred by an LME/MCO; they may be referred by another professional agency; they may be 

referred one of our staff. 

 

Timelines to be followed after initial screening for any type of an assessment/evaluation: 

Emergent: Must be seen by a therapist or doctor within 2 hours 

Urgent Must be seen within 48 hours (to include all consumers presenting with 

possible substance abuse condition) 

 

Routine Must be seen within 7-14 calendar days 

 
Aftercare Must be seen within 5-7 days (varies by LME/MCO; most prefer 5 days and 

client to be seen by a physician or other prescriber since hospital may have discharged 

without adequate supply of medication) 

 

The LME/MCO should be contacted for all new Medicaid and IPRS (State Dollar) clients entering the 

system. Each LME/MCO has a different procedure for doing this and the Director of each Le’Chris 

facility should know that procedure. Clients are typically directed to call the STR department at the 

local LME/MCO.    The LME/MCO phone numbers for STR (Screening, Triage and Referral) are: 
 

• Trillium                     877-685-2415 

• Eastpointe 888-893-8640 

• Cardinal                    800-939-5911 
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Some LME/MCOs require preauthorization of ALL SERVICES, even basic benefits such as therapy or 

MD services for IPRS clients. Each Director should follow the process developed by the LME/MCO in 

their region. 

 

A new client will receive one of the following: 

• A psychiatric evaluation with medication management by a physician/extender 

• A clinical assessment by a therapist 

• A Diagnostic Assessment by a therapist and a prescriber 

• A Mental Health Assessment 

 

Service Referrals: Typically, services do NOT have to be referred from the MCO, however if a 

person accesses these services directly, then the MCO should receive notification that the person has 

been admitted to these services at the time of inception of service, and the treating agency must 

provide required demographic information in order for the MCO to pay claims for service. 

 

The front desk staff should check with each insurer for new clients to ascertain the referral 

requirements. For Medicaid, the rules are as follows: 

 
• Psychotherapy for Crisis services does not require a referral. 

• Services provided by a physician do not require a referral or order. 

 

For Medicaid beneficiaries under the age of 21, and NCHC beneficiaries aged 6 years 

through 18 years of age, documentation must include: 

 

1. No authorizing referral source is needed.   

2. A copy of the completed authorization form and prior approval notification from the DHHS 

Utilization Review Contractor for visits beyond what the individual’s MCO has set for 

unmanaged visits (typically 16 or 24). 

 
For Medicaid beneficiaries age 21 and over, documentation must include: 

1. No authorizing referral source is needed. The client may self-refer or be referred by some 

other source. If the beneficiary is not self-referred, documentation of the referral must be in 

health record 

2. A copy of the completed authorization form and prior approval notification from the DHHS 

Utilization Review Contractor for visits beyond what the individual’s MCO has set for their 

unmanaged visits (typically 8 or 16).   
 

 

Service Orders: All outpatient services must be considered medically necessary which is defined as 

a service needed to correct or ameliorate a physical or mental illness or condition and documentation 

shows how the service will correct or improve or maintain the recipients health in the best condition 

possible, prevent it from worsening or prevent the development of additional health problems. No 

service order is required for physician services.  A fully licensed professional should document 

medical necessity in their first service note but no formal service order is required.  A written service 

order from a physician, FNP, PA or PhD Psychologist is required for services performed by a 

provisionally-licensed clinician.  Service orders for provisionally licensed staff are required prior to 

the service being provided and annually afterwards.   
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Prior Approval / Service Authorizations 

 

• Prior approval is not required for Psychotherapy for Crisis. 

 

• Prior approval is required for Psychotherapy beyond the unmanaged visit limit set 

by the individual’s MCO. 

 

• Prior approval is not required for psychological testing.  Le’Chris no longer 

provides psychological testing; however, there are service order and visit limits 

that staff should be aware of prior to referring individuals for testing.   

 

• For Medical Evaluation and Management (E/M) services, adult beneficiaries are allowed 22 
unmanaged visits counted separately from psychotherapy and testing visit limits. 

 
• A beneficiary may have additional unmanaged visits per calendar year if he or she receives 

services under the Prepaid Inpatient Health Plan (also referred to as the LME/MCO). 

 

• All visits beyond these limitations or limitations imposed by the Prepaid Inpatient Health Plan 

(PIPH) require prior approval. For Medicaid beneficiaries under the age of 21 and NCHC 

Beneficiaries there are no limits to the number of E/M codes allowed per year. 

 

• There is no service authorization required for Medicaid physician services.  An LME/MCO may 

require an authorization for IPRS clients—each LME/MCO is different so knowledge of the rules 

in each office is imperative. There are some physician codes that count towards the adult 

limits—these codes are primarily codes utilized for Med Management with Therapy). 

 

• The number of unmanaged therapy visits is set by the individual’s LME/MCO for Medicaid 

recipients.  They range from 8-16 unmanaged visits for adults to 16-24 visits for those under 

age 21.  All therapists should be aware of the limits that their MCOs set.  An authorization 

should be submitted to the MCO prior to the visit maximum.  If a therapist does not know if 

their client has had prior therapy with another agency prior to presenting to Le’Chris, they 

may err on the side of caution and request an authorization.   

 
• NC Health Choice child recipients are allowed 16 unmanaged visits and an authorization with 

the private vendor handling Health Choice should be obtained prior to the 16th visit.  

 

• Non-Medicaid services have different requirements and these requirements should be verified 

at the time of intake.   

 
• The unmanaged visits are cumulative and include visits at other outpatient offices. The client 

should provide the information about visits with other providers. It is the responsibility of the 

therapist to track visits and submit the authorization request to the Authorizing Agent if 

additional visits are needed 
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Coordination of Care: 

 

Coordination of care activities are required to be included in the services that therapists provide;  

they are included in the administrative costs and are therefore not billable. Regardless, Le’Chris shall 

coordinate and document the coordination of care activities, including the following: 
a. Written progress or summary reports; 

b. Telephone communication; 

c. Treatment planning processes. An individualized plan of care, service plan, treatment plan, or 

Person Centered Plan (PCP) consistent with and supportive of the service provided and within 

professional standards of practice, is required within 15 business days of the first face-to-face 

beneficiary contact. When the beneficiary is receiving multiple behavioral health services in 

addition to the services in this policy, a PCP must be developed with the beneficiary and 

outpatient behavioral health services are to be incorporated into the beneficiary’s PCP; 

d. Coordination of care with the beneficiary’s CCNC/CA care manager (if applicable) and primary 

care, psychiatric or specialty physician; 

e. Coordination with schools, juvenile justice, DSS, other human services agencies, etc.  
f. Coordination of care with the physician who is providing ‘incident to’ oversight; and 

g. Coordination of care with PIPH (not applicable for NCHC beneficiaries); 

h. Other activities jointly determined by the referring provider and the behavioral health 

provider to be necessary for the continuity of care. 
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ASSESSMENTS/EVALUATIONS: 

COMPREHENSIVE CLINICAL ASSESSMENT (CCA) 
A comprehensive clinical assessment is an intensive clinical and functional face to-face evaluation of 

a beneficiary’s presenting mental health, developmental disability, and substance abuse condition 

that results in the issuance of a written report, providing the clinical basis for the development of the 

beneficiary’s treatment or service plan. The CCA written report must be included in the service 

record. The clinician may complete the CCA upon admission or update a recent CCA from another 

clinician if a substantially equivalent assessment is available and reflects the current level of 

functioning, and information from that assessment may be utilized as a part of the current 

comprehensive clinical assessment. Relevant diagnostic information must be obtained and be 

included in the treatment or service plan. 

 

A CCA is not a service definition itself, but a term used to represent an umbrella of assessments and 

evaluations to administer based on the presenting needs of the individual. 

 

The following is a partial listing of some of the more frequently-used procedure codes that are 

employed for billing a CCA: 

 
• Diagnostic Assessment–T1023 [must meet the specific requirements of the service definition] 

• Clinical Evaluation Evaluation/Intake (90791 not inclusive of psychiatric/ medication 
assessment or 90792 inclusive of psychiatric/ medication assessment) 

• Behavioral Health Assessment – H0001 

• Mental Health Assessment – H0031 

• Evaluation & Management [E/M codes] 

 

Le’Chris uses the same format for all of the assessments we perform with the exception of the 

physicians who use a briefer form that still captures the elements needed for that type of an 

assessment. The CCA shall include all of the following elements: 

 

A. description of the presenting problems, including source of distress, precipitating events, and 

associated problems or symptoms; 

B. chronological general health and behavioral health history (including both mental health and 

substance abuse) of the beneficiary’s symptoms, treatment, and treatment response; 
C. current medications (for both physical and psychiatric treatment); 

D. review of biological, psychological, familial, social, developmental and environmental 

dimensions to identify strengths, and risks in each area; 

E. evidence of beneficiary and legally responsible person’s (if applicable) participation in the 

assessment; 

F. analysis and interpretation of the assessment information with an appropriate case 

formulation; 
G. diagnoses on all five (5) axes of DSM-IV-TR (or its successor); 

H. Recommendations for additional assessments, services, support, or treatment based on the 

results of the CCA. 

 

A CCA is required prior to provision of outpatient therapy services, including individual, 

family and group therapy except if included below: 
 

A CCA is not required in the following situations: 

• During the first six outpatient therapy services for brief treatment, provided in a primary or 
specialty medical care setting with integrated medical and behavioral health services. 
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o If additional therapy sessions are needed, then a CCA must be completed. 
• Prior to Psychotherapy for Crisis services. 

• For billing E/M codes for medication management 

 

The next sections cover the type of assessments Le’Chris provides (most falling under the umbrella 

of the CCA as explained above. 

 

DIAGNOSTIC ASSESSMENT 

A Diagnostic Assessment is an intensive clinical and functional face-to-face evaluation of a 

beneficiary’s mental health, intellectual and developmental disability, or substance abuse 

condition. The assessment results in the issuance of a Diagnostic Assessment report with a 

recommendation regarding whether the beneficiary meets target population criteria and 

includes a recommendation for Enhanced Benefit services that provides the basis for the 

development of the PCP. 

 

For substance abuse-focused Diagnostic Assessment, the designated Diagnostic Tool specified 

by DMH (e.g., SUDDS IV, ASI, SASSI) for specific substance abuse target populations (i.e., 

Work First, DWI, etc.) must be used. 

 

In addition, any elements included in this service definition that are not covered by the tool 

must be completed. 

 
The Diagnostic Assessment must include all of the following elements: 

A. a chronological general health and behavioral health history (includes both mental health 

and substance abuse) of the beneficiary’s symptoms, treatment, treatment response and 

attitudes about treatment over time, emphasizing factors that have contributed to or 

inhibited previous recovery efforts; 

B. biological, psychological, familial, social, developmental and environmental dimensions 

and identified strengths and weaknesses in each area; 

C. a description of the presenting problems, including source of distress, precipitating 

events, associated problems or symptoms, recent progressions; and current medications; 

D. a strengths or problem summary which addresses risk of harm, functional status, co- 

morbidity, recovery environment, and treatment and recovery history; 
E. diagnoses on all five axes of DSM-IV-TR; 

F. evidence of an interdisciplinary team progress note that documents the team’s review and 

discussion of the assessment; 
G. a recommendation regarding target population eligibility; and 

H. evidence of beneficiary participation including families, or when applicable, guardians or 

other caregivers 

 

This assessment will be signed and dated by the MD, DO, PA, NP, or licensed psychologist 

and will serve as the initial order for services included in the PCP. Upon completion, the PCP 

will be sent to the LME-MCO for administrative review and authorization of services under the 

purview of the LME-MCO. 
 

The Diagnostic Assessment team must include at least two QPs, according to 10A NCAC 27G 

.0104, both of whom are licensed or certified clinicians. One of the team members must be a 

QP whose professional licensure or certification authorizes the practitioner to diagnose mental 

illnesses or addictive disorders. One team member must be an MD, DO, nurse practitioner, 

physician assistant, or licensed psychologist. 
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For substance abuse-focused Diagnostic Assessment, the team must include a CCS or LCAS. 

 

For individuals with intellectual and developmental disabilities, the team must include a 

Master’s level QP with at least two years of experience with individuals with intellectual and 

developmental disabilities. 

 

A Diagnostic Assessment is a direct periodic service that can be provided in any location.* 

 

*Note: For Medicaid beneficiaries this service cannot be provided in an IMD (for adults) or in 

a public institution, (jail, detention center,) 

 

An initial Diagnostic Assessment may be performed by a Diagnostic Assessment team for 

each beneficiary being considered for receipt of services in the mental health, developmental 

disabilities, or substance abuse Enhanced Benefit package. 

 

A beneficiary may receive one Diagnostic Assessment per year. An assessment equals one 

event. The code used for billing would be T1023. 

 

For beneficiaries eligible for Enhanced Benefit services, referral and utilization management 

by the LME/MCO (Medicaid) or by DMA’s designated contractor (NCHC) for Diagnostic 

Assessment is required. 

 

Additional events require prior authorization and utilization management from the designated 

contractor or LME/MCO. 

 
The beneficiary is eligible for this service when either of the following criteria is met: 

A. There is a known or suspected mental health, substance abuse, intellectual or 

developmental disability diagnosis 

B. Initial screening or triage information indicates a need for additional mental health, 

substance abuse, intellectual, or developmental disabilities treatment or supports. 

 

Expected Outcomes 

A Diagnostic Assessment determines whether the beneficiary is appropriate for and can 

benefit from mental health, intellectual disability, developmental disability, or substance 

abuse services based on the beneficiary’s diagnosis, presenting problems, and treatment and 

recovery goals. It also evaluates the beneficiary’s level of readiness and motivation to engage 

in treatment. Results from a Diagnostic Assessment include an interpretation of the 

assessment information, appropriate case formulation, an order for immediate needs and the 

development of PCP. For beneficiaries with a substance abuse diagnosis, a Diagnostic 

Assessment recommends a level of placement using N.C. Modified ASAM criteria. 

 

The Diagnostic Assessment report must include the elements described above under 

“Elements of the Diagnostic Assessment” 

 

A Diagnostic Assessment shall not be billed on the same day as Assertive Community 

Treatment Team, Intensive In-Home, and Multisystemic Therapy or Community Support 

Team services. If psychological testing or specialized assessments are indicated, they are 

billed separately using appropriate CPT codes for psychological, developmental, or 

neuropsychological testing. 



TYPES OF OUTPATIENT SERVICES 

Outpatient Services as per Clinical 
Coverage Policy rev. 8.1.2013 

Page 11 of 43 Last Update: 5.1.2020 

 

 

 

Note: For Medicaid beneficiaries under the age of 21, additional products, services, or 

procedures may be requested even if they do not appear in the N.C. State Plan or when 

coverage is limited to those over 21years of age. Service limitations on scope, amount, or 

frequency described in the coverage policy may not apply if the product, service, or 

procedure is medically necessary. 

 

For Medicaid beneficiaries 21 and older and NCHC beneficiaries ages six to 18 years, 

• Medicaid and NCHC cover one diagnostic assessment (90791 or 90792) and up to five 
units of one psychological testing assessment (96101, 96116, and 96118) without a 
diagnosis of mental illness or substance abuse. This visit may be coded with a “V” 
diagnosis code. All other visits require an ICD-9-CM code between 290 and 319. 

 

For Medicaid beneficiaries under the age of 21 /NCHC beneficiaries ages six to 18 

years 

• Medicaid and NCHC cover up to six visits without a diagnosis of mental illness or 
substance abuse. The following provisions related to diagnosis codes may be used: 

a. The first two visits may be coded with ICD-9-CM code 799.9 (Other unknown and 

unspecified cause) and the following four visits can be coded with “V” diagnosis codes 
OR 

The first visit may be coded with diagnosis 799.9 and the remaining five can be coded 

with “V” diagnosis codes. 
b. A specific diagnosis code should be used as soon as a diagnosis is established. 

c. Visits seven and beyond require an ICD-9-CM code between 290 (Dementias) and 319 

(unspecified intellectual disabilities). 

 
Notes: 

• For Medicaid beneficiaries, these provisions related to diagnosis end on the last date of 
the birthday month in which a beneficiary turns 21 years of age. 

• For NCHC beneficiaries’ ages six to 18 years, these provisions for diagnosis end on the 

last date of the birthday month in which a beneficiary turns 19. 

 

• If clinically appropriate, clinician may submit the same authorization request for up to 

three Medicaid Provider Numbers (MPNs) in one billing practice. All attending MPNs listed 

may be authorized for identical service codes, frequencies, and durations if the service 

request is deemed medically necessary. 
 

OTHER ASSESSMENTS/EVALUATIONS 

There are several other types of clinical assessments that Le’Chris utilizes when first 

evaluating a new client. These same assessments can also be used periodically to evaluate 

client’s current level of functioning, especially when staff has noticed a marked change, either 

good or adverse. 

 

Admission Criteria for all assessments is that there is some belief that the client may have an 

Axis I or II diagnosis based on symptoms and behaviors. 

 

The clinical assessment also referred to as a psychiatric evaluation when performed by an 

MD, PA or FNP. The assessments we utilize are: 

 
• Clinical Assessment or Psychiatric Evaluation (Applicable CPT codes) 

• E&M codes—Evaluation and Management Codes 

• Psychological Testing/Assessment (not currently offered at Le’Chris)
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Any assessment completed must be performed by a Clinician who must hold at a minimum, a 

master’s degree, be licensed in North Carolina as an LCMHC, LCSW, LMFT, Psychological 

Associate, Psychologist, Nurse Practitioner, CNS, LCAS, CCS, Psychiatrist or hold at a 

minimum a master’s degree, be an associate licensed professional in North Carolina and 

under the supervision of a licensed professional approved by the respective board of 

licensure. 

 

The clinician performing the assessment must have it within their scope of practice to 

diagnose mental health disorders. If the client has substance abuse disorders, the clinician 

should feel comfortable diagnosing substance abuse disorders. 

 

Typically, two (2) clinical assessments can be performed per year, unless otherwise approved 

by the authorizing agency. 

 

The purpose of the evaluation assessment is to provide an intensive clinical and functional 

evaluation of the client’s mental health, developmental disability or substance abuse 

conditions. A diagnosis and a recommendation for further treatment, if applicable, is the 

result of the assessment. 

 

Any clinical assessment will have the following elements: 

• A history of the client’s medical and mental health, including symptoms, treatment, 

response to treatment, compliance, attitude about treatment and factors that have 

contributed to or inhibited recovery efforts 

• A complete social history to include biological, psychological, familial, social, 

developmental and environmental dimensions and will identify strengths and 

weaknesses in each are 
• A description of the presenting problems, including source of distress, precipitation 

events, associated problems or symptoms, recent progress and current medications 

• Strengths and Problems/Needs summary which addresses risk of harm, functional 
status, co-morbidity, recovery environment, and treatment and recovery history 

• Axis I through V diagnoses (including the tools that are used to reach these 

diagnoses) 
• Recommendation of target population eligibility (Medicaid and IPRS only) and 

• Evidence of the involvement of the client and/or his family, guardian or other 
caregivers in the assessment (if applicable). 

• Physicians only: Their clinical assessment, also called a psychiatric exam, will include 
the recommendation and instructions for medication. 

 

PSYCHOLOGICAL TESTING/ASSESSMENT  (Currently NOT offered at Le’Chris) 

Psychological testing involves the culturally and linguistically appropriate administration of 

standardized tests to assess a beneficiary's psychological or cognitive functioning. Testing results 

should inform treatment selection and treatment planning. Only PhD and LPA clinicians will be 

allowed to provide psychological testing at Le’Chris. In order to provide psychological testing, all of 

the following criteria must be met: 

 
• A Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM- 

IV-TR) (or its successors) Axis I or II diagnosis or suspicion of such a diagnosis for which 
testing is being requested. 
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• The beneficiary presents with behavioral, psychological, or biological dysfunction and 

functional impairment, which are consistent and associated with the DSM-IV-TR (or its 
successors) Axis I or II diagnosis. 

• The beneficiary is capable of responding and engaging in psychological testing. 

• There is no evidence to support that alternative tests would be more effective, based on 
North Carolina community practice standards (e.g. American Psychological Association). 

 

PSYCHOTHERAPY FOR CRISIS 

On rare occasions, licensed outpatient service providers are presented with individuals in crisis 

situations which may require unplanned extended services to manage the crisis in the office with the 

goal of averting more restrictive levels of care. 

 

Licensed professionals may use the “Psychotherapy for Crisis” CPT codes only in those extreme 

situations in which an unforeseen crisis situation arises and additional time is required to manage 

the crisis event. 

 
Psychotherapy for Crisis is only reimbursable when the beneficiary is experiencing an immediate, 

potentially life-threatening, complex crisis situation. The service must be provided in an outpatient 

therapy setting. The beneficiary must be experiencing at least one of the following, supported by 

session documentation: 

 
• Ideation, intent, and plan for harm to oneself or others; or 

• Active psychosis possibly requiring immediate stabilization to ensure safety of self or others. 

 

A crisis is defined as an acute disturbance of thought, mood, behavior or social relationships that 

requires an immediate intervention, and which, if untreated, may lead to harm to the individual or to 

others or have the potential to rapidly result in a catastrophic outcome. 

 

The goal of Psychotherapy for Crisis is stabilization, mobilization of resources, and minimization of 

further psychological trauma. 

 

Psychotherapy for crisis services is restricted to outpatient crisis assessment, stabilization, and 

disposition for acute, life-threatening situations. 

 

• Disposition may involve an immediate transfer to more restrictive emergency services (e.g., 

inpatient hospitalization) if documentation supports this decision. 

• If the disposition is not an immediate transfer to acute or more intensive emergency services, 

the disposition must include offering a written copy of an individualized crisis plan. This plan 

should be developed in the session for the purpose of handling future crisis situations, 

including involvement of family and other providers as applicable. Plan must include a 

scheduled outpatient follow-up session. 
 

OTHER OUTPATIENT TREATMENT SERVICES 

Outpatient treatment services are the least restrictive of the services provided by Le’Chris. Services 

are individualized according to the client’s diagnosis and particular needs. Services focus on 

restoration, enhancement and/or maintenance of an individual’s level of functioning and alleviation 

of symptoms which significantly interfere with function in at least one area of the individual’s life 

(familial, social, and occupational). Clients receiving this service are not in need of more restrictive 

clinical services such as partial hospitalization or inpatient care during the course of treatment, these 
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services may be indicated for a short duration and in this case, the individual services would 

terminate. 

 
Outpatient Treatment is a service designed to meet the clinically significant behavioral or 

psychological symptoms or patterns that have been identified as treatment needs of the recipient. 

This service is provided through scheduled therapeutic treatment sessions. 

 

The service may be provided to an individual, to families, or in groups. This is typically a face-to-face 

service, though telephone therapy is becoming a more accepted practice. 

 

There is no requirement for a service order except for Medicaid outpatient therapy when the visits 

exceed the unmanaged limitation quantity. 

 

These services are billed using CPT codes where the licensed therapist follows the practice 

guidelines, service order, and prior approval requirements for their respective discipline. These 

practice guidelines apply regardless of the source of funding for the service. 

 

Outpatient services may be conceptualized according to the following 3 levels: 
 

• Problem Focused Treatment - brief treatment, typically one to ten visits which focus on 

resolution of a life crisis or an adjustment reaction to an external stressor or developmental 

challenge (i.e. a recent death or abuse situation) 

• Symptom Focused Treatment - intermediate treatment, typically one to twenty visits that 

may include a referral for medication management and which focuses on reduction of 

symptoms and dysfunction related to an Axis I or II diagnosis. 

• Complex Case Treatment - longer term psychotherapy, usually with medication 

management services, which is considered for individuals who need very frequent contact in 

order to maintain a level of functioning and to prevent the use of more intensive levels of 

care such as crisis services or hospitalization. 
 

Expected Clinical Outcomes The expected clinical outcomes must relate to the identified goals in 

the beneficiary’s treatment plan. The outcomes must reflect changes in symptoms and behaviors 

that, when met, promote increased functioning such that beneficiary may no longer meet medical 

necessity criteria for further treatment. Examples: 

 
• Reduced symptomatology of their diagnosed mental health condition or  

• abstinence, or decreased use of alcohol and other drugs; 

• Employment or education (getting and keeping a job); 

• Crime (decreased criminality); 

• Stability in housing; and 

• Increased social supports. 
 

Entrance criteria to Outpatient Services: 

For Medicaid and North Carolina Health Choice (NCHC), all of the following criteria are necessary 

for admission of a beneficiary to outpatient services: 

A. A Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision 

(DSM-IV-TR) (or its successors) Axis I or II diagnosis. 

• NOTE: Private Pay individuals and some private insurers do not require 
identification of a diagnosis 

B. The beneficiary presents behavioral, psychological, or biological dysfunction and functional 

impairment, which are consistent and associated with the DSM-IV-TR (or its successors) 

Axis I or II diagnosis 
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C. The beneficiary does not require a higher level of care. 

D. The beneficiary is capable of developing skills to manage symptoms, make behavioral 

changes, and respond favorably to therapeutic interventions. 

E. There is no evidence to support that alternative interventions would be more effective, 

based on North Carolina community practice standards (e.g., Best Practice Guidelines of 

the American Academy of Child and Adolescent Psychiatry, American Psychiatric 

Association, American Board of Addiction Medicine). 

 
Continued Service Criteria 

Continued stay criteria must include documentation of the need for ongoing treatment as well as 

progress made or efforts to address lack of progress. The criteria for continued service include both 

“a” and “b” below: 
a. Any of the following criteria: 

1. The desired outcome or level of functioning has not been restored, improved, or sustained 

over the timeframe outlined in the beneficiary’s treatment plan; 

2. The beneficiary continues to be at risk for relapse based on current clinical assessment, 

and history, 
3. Tenuous nature of the functional gains; 

 
b. Any of the following criteria (in addition to “a.”) 

1. The beneficiary has achieved current treatment plan goals, and additional goals are 

indicated as evidenced by documented symptoms. 

2. The beneficiary is making satisfactory progress toward meeting goals and there is 

documentation that supports that continuation of this service is expected to be effective in 

addressing the goals outlined in the treatment plan. 

 

Discharge Criteria – When any of the following criteria is met: 

1. The beneficiary’s level of functioning has improved with respect to the goals outlined in the 

treatment plan. 
2. The beneficiary or legally responsible person no longer wishes to receive these services. 

3. The beneficiary, based on presentation and failure to show improvement, despite 

modifications in the treatment plan, requires a more appropriate best practice or evidence- 

based treatment modality based on North Carolina community practice standards (for 

example, National Institute of Drug Abuse, American Psychiatric Association). 
 

MEDICATION MANAGEMENT 

This service represents routine medication management follow up visits to monitor person’s 

response to medications and make adjustments to medications. This service does not require prior 

authorization and the amount of Medication Management appointments required for an individual is 

up to the discretion of the prescriber. 

 
• For Medicaid beneficiaries under the age of 21 and NCHC Beneficiaries ages 6 through 

18 years there is no limit to E/M codes allowed per year 

 

• For adult beneficiaries, they are allowed 22 Medical Evaluation and Management (E/M) 

services, unmanaged visits counted separately from psychotherapy and testing visit limits. 

(Exclusions apply, refer to http://www.ncdhhs.gov/dma/provider/VisitLimitDiagnosesList.pdf) 
 

• A beneficiary may have additional unmanaged visits per calendar year if he or she receives 

services under the Prepaid Inpatient Health Plan (PIPH). All visits beyond these limitations or 

limitations imposed by PIPH require prior approval through the designated LME/MCO. 

http://www.ncdhhs.gov/dma/provider/VisitLimitDiagnosesList.pdf
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Note: If uncertain as to the number of visits that have been exhausted, it is recommended that staff 

obtain prior approval. 

 

Medication Management services are subject to Utilization Review and all prescription practices must 

be justified by the prescriber based on service documentation or will be subject to payback as 

determined by the Authorizing Agency whether it be the MCO or a third party payer. 

 

Medication Management services are provided either in isolation of other services or provided when 

therapy alone or when other enhanced services are not enough to stabilize functioning and quality of 

life. The physicians/physician extenders on staff provide on-going assessment, medication 

management and oversight to the clients receiving this service. 

 

The medical staff follow prescribing practices set forth by the American Psychiatric Association, 

prescribe within FDA guidelines, and use other evidence based practices based on current psychiatric 

journals and periodicals. 

 

The physician also: 
• Educates the client on their illness 

• Educates the client on their medications and discusses intended benefits as well as side 
effects of that medication. 

• Seeks the input of the client and/or family in the medication regime 

• Meets with therapy and other staff 
• Provides coordination of care with staff and with outside providers 

• Communicates when possible with the client’s general MD or other specialists 
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STAFF QUALIFICATIONS: 

In addition to physicians, the following credentialed professionals may bill for outpatient services. 

These licensed professionals are required to be currently licensed in North Carolina and to be direct 

enrolled in Medicaid (or PIPH) and bill under their own attending Medicaid Provider Numbers. 

Clinicians are to notify the Quality Management Director immediately if their license lapses or is 

withdrawn. These licensed providers cannot bill 'incident to' a physician or any other licensed 

professional. All therapists/clinicians working for Le’Chris are required to keep their license in active 

status by keeping current on any coursework or CEUs required. This is to occur at the clinician’s 

expense; any requests for reimbursement will be considered on an individual basis. Any supervision 

requirement for the clinician’s license is also done at the clinician’s expense unless otherwise allowed 

and/or arranged by Le’Chris. 

 
• Licensed Psychologist (LP) 

• Licensed Psychological Associate (LPA) 
• Licensed Clinical Mental Health Counselor (LCMHC) 

• Licensed Clinical Social Worker (LCSW) 

• Licensed Marriage and Family Therapist (LMFT) 

• Licensed Clinical Addiction Specialist (LCAS) 
o Note: The LME/MCO is not required to contract with providers credentialed by Medicaid, so it is wise 

to first check with the LME/MCO serving the prospective beneficiaries. 

• Certified Clinical Supervisor (CCS) 
o Note: enrollment to CCSs who are not yet licensed has been extended by DMA until July 1, 2016 at 

which time full licensure is required. 

• Certified Psychiatric Nurse Practitioner (NP) approved to practice in North Carolina and 

certified by the American Nurses Credentialing Center as an advanced practice nurse practitioner 

and certified in psychiatric nursing 
o Note: DMA has extended enrollment to NP who are certified in another specialty with two years of 

documented mental health experience. These NPs shall be enrolled under a sunset clause that 
requires psychiatric certification at the end of a five-year period. If this certification is not obtained 
by June 30, 2015, enrollment must be terminated. 

• Certified Clinical Nurse Specialist (CNS) certified by the American Nurses Credentialing 

Center or the American Psychiatric Nurse Association as an advanced practice psychiatric clinical 

nurse specialist (CNS) 
• Licensed Physician Assistant (PA) 

o Note: The PA and directly enroll and bill  for their services with the LME/MCO.  However, until  

further notice, the PA may also continue to bill “Incident To” a physician. Incident to requirements 
may be found in the October 2008 Medicaid Bulletin. 

 
 

The licensed professional shall be direct-enrolled with Medicaid and have his/her own Medicaid 

Provider Number (MPN) and National Provider Identifier (NPI). Only the individual licensed 

professional assigned to those numbers may use those numbers for authorization and billing of 

services. Allowing anyone else to use those numbers is considered fraud and individuals who do so 

are subject to administrative, civil, and criminal action and shall be reported to their occupational 

licensing board and Medicaid Program Integrity.  Clinicians should coordinate their billing capabilities 

for Medicaid clients by enrolling in NC Tracks and coordinating with the LME/MCO in their area.  



OUTPATIENT STAFF 

Outpatient Services as per Clinical 
Coverage Policy rev. 8.1.2013 

Page 18 of 43 Last Update: 5.1.2020 

 

 

 

Professionals shall only provide treatment within the scope of practice, training, and expertise 

according to statutes, rules, and ethical standards of his or her professional occupational licensing 

board. 

 

DMA Program Integrity or its designee will recoup payment for services provided by unqualified 

professionals 

 

There are restrictions on the above coverage: 

 

• Only an MD/DO, FNP or PA and LCSW and PhD clinicians are allowed to bill Medicare. 

• Only an MD, DO, FNP or PA can provide medication management services. 

• Only Licensed Psychologists, Licensed Psychological Associates, and qualified physicians can 
provide Psychological testing 

 
Associate Level Licensed Staff: 

 

Le’Chris will readily hire associate level licensed staff for available positions. The associate level 

licensed staff must arrange for and pay for their own clinical supervision (according to requirements 

of the respective board) unless Le’Chris has an appropriate supervisor on staff and this has been 

arranged and agreed upon. In this case, Le’Chris will not charge the clinician for the supervision 

he/she receives. The Associate level licensed clinician is responsible for knowing and following all 

rules of his/her licensure board. 

 

Associate level licensed staff is allowed to bill Medicaid and State funded services in certain 

circumstances such as some assessments and therapy; however as the MCOs have taken on the 

management of Medicaid funds, the codes and/or modifiers vary from one MCO to the other. Best 

practice is to refer to current contract and the MCO website as to which services can be provided. 

 

It should be noted that an associate level licensed staff is able to be the Team Leader for IIH, CST 

and ACTT services, thus gaining valuable clinical experience, although timelines may apply regarding 

obtaining full licensure, typically 30 months from date of hire (refer to current clinical coverage 

policies for compliance). Not all licensing boards will accept this experience towards clinical hours; 

the therapist is advised to communicate directly with their board to ascertain how their board 

perceives the position. 
 

HIRING PAPERWORK NEEDED FOR MEDICAL AND CLINICAL STAFF: 

There are a few differences in the hiring of medical and clinical staff as opposed to the hiring of other 

staff members. All procedures for hiring staff, in terms of the interview process, references and 

hiring paperwork are the same; refer to Personnel Policy and Procedures. 

 

The differences are defined here: 

 
• Clinical Director should be involved in the selection process for therapy staff 

• Medical Director should be involved in the selection process for medical staff; the corporate 

team is also involved. 
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• One of the references for medical and therapy staff must be a direct on-line verification of the 
NC licensing board for the applicant’s profession by the Director or HR Representative. Any 
report indicated of malpractice or malfeasance will be discussed at the corporate level. 

• Any physician’s assistant or nurse practitioner who will be supervised by our Medical Director 

must be placed on the Medical Director’s liability malpractice insurance through Medical 

Mutual Insurance. The professional cannot start until this vicarious process is complete and 

received. It can be a lengthy process (4-8 weeks). 

• Medical and therapy staff must carry their own liability insurance also, at their own expense, 
unless otherwise approved. 

• Medical staff must be placed on the Le’Chris malpractice liability insurance with Philadelphia 
Insurance Company at Le’Chris expense. 

• Nurse Practitioners must have a “collaborative practice agreement” which is signed by the NP 
and the MD. The collaborative agreement discusses scope of practice, availability, emergency 
services and more. 

• Some therapy staff, especially the LCMHC, are required to have a disclosure statement on file 
in the office. This is also offered to new clients. The disclosure statement addresses scope of 
services, benefits and drawbacks of services, methods used in therapy, fee for service and 
more. 

• It is preferred that all clinical and medical staff has their billing numbers prior to beginning 
work; it is advisable to alert them to this early in the interview process so they can begin the 
application process if they are lacking their numbers. 

 

PAYROLL FOR OUTPATIENT STAFF: 

Currently, there are a variety of methods used to pay our outpatient staff: 

 

• Salaried Rate with all benefits due to a full time employee 

• A percentage “split” arrangement where the clinician receives a certain percentage of what 

we bill from their productivity. 

• A percentage “split” arrangement where the clinician receives a certain percentage of what 
we are paid from their productivity 

• An hourly rate 
 

The split arrangements usually vary from a 55/45% split (clinician receives 55% and we receive 

45%) to a 70/30%. The Facility Director should work in conjunction with the corporate staff when 

hiring therapy staff. The corporate office will make all hiring decisions about medical staff. 

 

Some of the physician extender staff providing services at Le’Chris are actually employees of our 

Medical Director, who contracts the employees to us. In this case, the payroll arrangement is made 

with the Medical Director. 

 

Some employees on the “split” arrangement have taxes taken out of their checks; some do not. 

 

Employees on a split arrangement are not eligible for benefits, even if they work more than 30 hours 

per week. 
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Because the physician extender staff must have oversight of a physician, we do pay our Medical 

Director a fee to provide this service. For this reason, most of the physician extenders will turn in a 

time sheet that we will calculate the monthly fee on. 

 

Because of the various nuances associated with our clinical staff, the Facility Director should be 

aware of the pay agreement with the outpatient staff. The Facility Director in conjunction with their 

clinician and with the Payroll Clerk is responsible for ensuring accurate records are submitted to 

payroll. 

 

SUPERVISION OF CLINICAL STAFF: 

The Facility Director is the Administrative Supervisor of all outpatient staff. Administrative 

supervision includes scheduling, coverage for time off and adherence to Le’Chris policy and 

procedures. Clinical Supervision of therapists is provided by the Director of Clinical Services. 

Clinical/Medical Supervision of physicians, nurse practitioners and physician assistants is by the 

Medical Director. The Medical Director reports directly to the Owners of the company. 

 

The Facility Director should always be in close contact with the Medical Director and the Director of 

Clinical Services and vice versa about any issues affecting the office as it relates to the medical or 

clinical staff. 

 

The Medical Director, in coordination with PA/FNP availability and in coordination with the Facility 

Director who is most familiar with office space, will determine the on-going schedule of physician 

and physician extender staff. The Facility Director will be responsible for the scheduling of therapy 

staff. 

 

Therapy staff should submit PTO (Paid Time Off) requests directly to the Facility Director but as a 

courtesy, should let the Director of Clinical Services know also. 

 

Medical Staff should let both the Facility Director and the Medical Director know of PTO requests so 

that sufficient client coverage can be arranged. Coverage might be arranged by requesting existing 

medical staff to work additional days or by asking the Medical Director to provide coverage with a 

non-Le’Chris physician extender. 

 

RESPONSIBILITIES OF THE CLINICIAN 

The clinician (or designee for physician/extender staff) is responsible for obtaining the written 

consent for treatment and for providing the recipient with any disclosure statement that their 

individual licensing board requires. The clinician is also responsible for the following: 

 

• Keeping their license in good standing and on active status 

• Attending continuing education courses that will increase their level of competence and allow 
them to keep their licensure active. 

• Following the code of ethics for their particular licensing board and the ethics code found in 
the Le’Chris Personnel Policy and Procedures Manual 

• Maintain individual malpractice/liability insurance 

• Adhering to all rules of their licensing board 
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• Providing clinically appropriate services based on diagnosis and functioning 

• Providing services within their scope of practice and their capabilities 

• Developing a service plan listing goals/interventions to be addressed; the MD service plan 
may be included in their psychiatric examination form. 

• Tracking number of visits by each client; submit authorization requests as necessary 

• Documenting their services in the Le’Chris chosen electronic medical record or LME/MCO 
medical record as applicable (physician/extender staff only) 

• Providing coordination of care activities (treatment planning processes, written progress or 
summary reports as requested, telephone communication, etc.) 

• Attending staff meetings as needed 

 

Clients being seen in therapy who also receive CABHA services can receive crisis first responder 

services after hours through our crisis line. Clients who do not receive CABHA services can still call 

the crisis line after hours and be assisted telephonically. They will be directed to the Mobile Crisis 

Team if the crisis is unable to be resolved. 
 

DOCUMENTATION GUIDELINES FOR CLINICIANS: 

Provision of Services 

Le’Chris shall maintain health records that document the provision of services for which NCHC or 

Medicaid reimburse providers. Le’Chris shall maintain, in each beneficiary’s service record, at a 

minimum, the following documentation: 

a. Demographic information, including the beneficiary’s full name, contact information, date of 

birth, race, gender, and admission date; 

b. The beneficiary’s name, and service record number must be on each page generated by the 

Le’Chris; 

c. The Beneficiary’s Identification Number for services reimbursed by Medicaid or NCHC must be 

on all treatment plans, service note pages, accounting of release, or disclosure logs, billing 

records, and other documents or forms that have a place for it; 
d. An individualized treatment plan; 

e. Documentation of Entrance Criteria, Continued Service Criteria, and Discharge Criteria; 

f. A copy of any testing or summary and evaluation reports; 
g. Documentation of communication regarding coordination of care activities; 

h. All evaluations, notes and reports must contain the full date the service was provided (month, 

day, and year). 

 

Basic Admission and Consent forms must be in all charts. This includes: 

 

• Consent for Treatment Forms 

• Client Rights, Grievance Policy and other Acknowledgements 

• Release of Information Forms 

• Guardianship papers if applicable 

• Any communication received/sent 

• Any clinical evaluation forms 

• Copies of service orders and authorizations as applicable 
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For clients receiving Medication Management services, the following will also be in the client’s record 

(as applicable): 
 

• Psychiatric Evaluation 

• Progress Notes 

• Copies of laboratory results 

• Physician Order Sheet (effective 9/25/11) 

• Vital signs tracking sheet; AIMES results 

• Nurses Notes 

• Consent for Prescribed Medication 

 

All documentation by a therapist will be entered into the ALPHA electronic medical record system by 

the therapist, either as a scanned document (clinical assessment) or as a billed note. Billing tickets 

will be completed by the billing assistant as needed. All documentation will be completed on the day 

of the client visit. Group notes must be individualized to goal and response to treatment, even if the 

“intervention” is similar due to group content. 
 

Physician services are entered into Alpha via scanned document and insurance is billed via a billing 

ticket by designated staff. Physician services are typically done via ICA medical record system. 

 

Service Notes and Progress Notes: 

 
There must be a progress note for each treatment encounter that includes the following information: 

• Date of service; 

• Name of the service provided (e.g., Outpatient Therapy – Individual); 
• Type of contact (face-to-face, Tele psychiatry, phone call, collateral); 

o Non face-to-face services are not covered and not reimbursable except for Clinical 

Coverage Policy 1H – Telemedicine and Tele psychiatry are considered as face-to-
face services by prescribers only. Refer to http://www.ncdhhs.gov/dma/mp/) 

o Therapists are not allowed to bill for telehealth.  **The exception to this is during 
the COVID pandemic when Medicaid allowed for telehealth services.   

• Purpose of the contact (tied to the specific goals in the plan) 

• Description of the treatment or interventions performed. Treatment and interventions must 

include active engagement of the beneficiary and relate to the goals and strategies outlined 

on the beneficiary’s plan; 
• Effectiveness of the intervention(s) and the beneficiary’s response or progress toward 

goal(s); 
• The duration of the service (e.g., length of the assessment or treatment in minutes; and 

• Signature, with credentials, degree, and licensure of clinician who provided the service. A 
handwritten note requires a handwritten signature; however, the credentials, degree, and 
licensure may be typed, printed, or stamped. 

• Service notes must be written in such a way that there is substance, efficacy, and value. 

Interventions, treatment, and supports must all address the goal(s) listed in the plan. They 

must be written in a meaningful way so that the notes collectively outline the beneficiary’s 

response to treatment, interventions, and supports in a sequential, logical, and easy-to-follow 

manner over the course of service. 

http://www.ncdhhs.gov/dma/mp/
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The exception to the above service note policy is the documentation required for medical providers 

offering medication management and billing E/M codes. In this case, the medical provider must 

document the chosen E/M code with all of the necessary elements as outlined in the current edition 

of the American Medical Association's Current Procedural Terminology (CPT) manual. 

 

Individualized Plan 

 

When basic benefit (outpatient) services are provided in combination with any other MH/DD/SA 

enhanced service, a PCP is required that indicates all of the services that the client is receiving. The 

qualified professional acting as the case manager is responsible for completing the PCP and should 

coordinate with the therapist and/or physician to add outpatient services to the PCP 

 

If the beneficiary is receiving outpatient services only, an individualized plan of care, service plan, 

treatment plan, or PCP, hereinafter referred to as “plan,” consistent with and supportive of the 

service provided and within professional standards of practice, is required within 15 business days 

of the first face-to-face beneficiary contact. 

 

The plan must be developed based on the assessment and in partnership with the beneficiary or 

legally responsible person. In lieu of a PCP, a ‘service plan,” sometimes known as the “short plan”  

or “basic benefit plan” may be used as long as it is consistent with and supportive of the service 

provided and within professional standards of practice and at minimum shall include: 

 

2. Beneficiary outcome(s) that are anticipated to be achieved by provision of the service and a 

projected date of achievement; 
3. Strategies and interventions; 

4. A schedule for review of the plan at least annually, based on the date of the plan, in 

consultation with the beneficiary or legally responsible person or both; 

5. Written consent or agreement of the plan by the beneficiary or legally responsible party, or a 

written statement by the provider stating why such consent could not be obtained 

6. When a plan is developed with the beneficiary and his or her family, the plan must be signed 

and dated by the beneficiary, the parent or legally responsible person as required, and the 

person developing the plan. 

 

• For a child or adolescent receiving outpatient substance abuse services, the plan must include 

both the staff and the child or adolescent's signatures demonstrating the involvement of all 

responsible parties in the development of the plan and the child or adolescent's consent or 

agreement to the plan. 
 

• Consistent with N.C.G.S. § 90-21.5, the plan may be implemented without parental consent 

when services are provided under the direction and supervision of a physician. When services 

are not provided under the direction and supervision of a physician, the plan must require the 

signature of the parent or legally responsible person for the child or adolescent  

demonstrating the involvement of the parent or legally responsible person in the 

development of the plan and the parent's or legally responsible person’s consent to the plan. 

 

 

E 
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Exceptions: 

• Beneficiaries receiving medication management only would be exempt from the requirement 
of having to sign the treatment plan. For beneficiaries receiving medication management only 
and who have a legally responsible person, the legally responsible person would also be 
exempt from this requirement. 

 

• The treatment plan for beneficiaries receiving only medication management would not need 
to be a separate document and could be integrated into service notes 

 

Criteria for Billing ‘Incident To’ for Associate Level Licensed Professionals: 

 

Although associate level licensed staff is allowed to bill “incident to” the services of a physician under 

the physician provider number under certain circumstances, generally Le’Chris does not practice this 

due to the many guidelines that must be followed for correct billing. In accordance to policy, the 

following professionals registered with their individual respective licensing boards as associate level 

licensed professionals can provide reimbursable services directly through the LME/MCO for Medicaid 

Services.  For other private insurance, we MAY allow billing “incident to” the doctor.  
• associate level licensed clinical social workers (LCSWA); 
• associate level licensed clinical mental health counselor (LCMHC) 

• licensed marriage and family therapist associates; (LMFTA) and 

• associate level licensed clinical addiction specialists (LCASA) 
 

Associate-Level licensed providers delivering outpatient behavioral health services under Medicaid 

and State Funds can continue bill through their Local Management Entity/Managed Care 

Organization (LME/MCO). 
 

Note: Associate level licensed professionals are not permitted to bill ‘incident to’ any other provider 

except a physician. 

 

In order for the associate level licensed professionals listed above to provide services ‘incident to’ a 

physician, all of the following criteria must be met: 
a. Employed by or have a contractual relationship with one of the following: 

1. Physician (individual or group); 

2. Behavioral health provider organization that employs a physician; or 

3. Behavioral health provider organization that contracts with a physician. 

b. Practice at the same site where the physician practices. 

1. Services provided by the associate-level licensed professional are intended to be primarily 

office-based. 

2. If clinically indicated, the associate-level licensed professional may deliver the service in 

locations such as a beneficiary’s home, school, office, or other community settings as long 

as the physician and the person providing clinical supervision both agree that the 

associate-level licensed professional has the skills to provide these services in locations 

outside the office and that the service location is clinically appropriate for the beneficiary. 
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3. If the service location is outside the office, the physician shall document approval in the 

beneficiary’s record, and the clinical supervisor shall document approval in the supervision 

record. 

c. Provide only those services that have been determined to be medically necessary by the 

physician who is billing for the service and which meet the requirements of (a) above. 
d. Adhere to all the rules of their respective boards relating to associate level licensure. 

e. Provide only those services that are within the scope of practice for the applicable associate 

level licensure. 

 

Responsibility of the physician billing ‘Incident to’: The physician billing ‘Incident to’ shall 

adhere to all of the following criteria: 

a. Have a face-to-face visit with the beneficiary, on or before the first visit during which the 

associate level licensed professional provides services, to determine or confirm medical 

necessity, if the physician does not already have an established relationship with the 

beneficiary. Documentation must be maintained by the physician to support medical 

necessity and the need for referral for outpatient therapy; 

b. Be readily available to the associate level licensed professional at all times. (This means 

readily available by phone and able to return to the office if the beneficiary patient’s condition 

requires it. The physician does not have to be on the same premises; however, the premises 

must be the location where the physician practices, except as noted above 
c. Assume responsibility for the individual’s work; 

d. Add additional requirements at his or her discretion for the associate level licensed 

professional above and beyond those specified by the individual licensing boards; 
e. Maintain documentation to support the verification process of all such licenses; 

f. Verify and document who is providing the clinical supervision to the associate level licensed 

professional in the associate level licensed professional’s personnel record, and ensure that 

the associate level licensed professional is receiving clinical supervision; 

 

Submit one authorization request per beneficiary for services provided by both the physician and the 

associate level licensed professional. 
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INSURANCE PANELS, BILLING NUMBERS: 

In order to bill for most outpatient services, both Le’Chris and the Le’Chris staff member must have 

an outpatient billing number. (While we wait for a billing number to come in, a physician extender 

can bill “incident to” our supervising physician; a therapist can bill through the LME/MCO if we have 

an agreement with them to do so). Those LME/MCOs are listed under the IPRS section of the table 

on the next page. 

 

Definition of Various Billing Numbers: 

 

1. Medicaid Provider Number: This number is used for billing purposes and is assigned by 

Medicaid (DMA) or its designee, currently NC Tracks. Each office will have its own number(s). 

Our CABHA site has its own number. Offices that provide MD services will have both an 

outpatient Medicaid number and a physician’s group number. Each individual clinician must have 

their own number which we then attach to our site number(s). Getting the provider number 

(individual, service or site) can be a long process (6-8 weeks) so it is best to advise any clinician 

you are interviewing to start this process. They will need to get their NPI number, fill out a CAQH 

application, submit an application to NC Tracks and submit this information and an application to 

the MCO.  It is an on-line application and costs $100+ to get the number. It must be updated 

every 3 years at the employee’s expense unless otherwise approved. In billing, this number is 

used when the billing form calls for the “Attending Number.” 
 

Note: As of July 1, 2013, providers who enroll in Medicaid are no longer issued a Medicaid 

Provider Number. Providers who were registered with N.C. Medicaid (NC Tracks)  can enter a 

Medicaid Provider Number (MPN) of “XXXXXXX.” Such providers may receive a pop-up 

warning message indicating the MPN is invalid. Ignore the pop-up warning and move forward 

with the attestation. 

 

2. Provider Numbers for services other than Medicaid: For our sites that accept Medicare, 

BCBS or Tri-care, the outpatient clinicians providing the service must have their own provider 

number for each of these services. Note that for clinicians, only an LCSW can bill Medicare. 

 

3. NPI Number (National Provider Identifier): This is a number we use for billing in  

conjunction with the above. Each site must have an NPI number and each individual outpatient 

clinician must have an NPI. They must have their Medicaid Number before they apply for an NPI. 

It is applied for on-line, has a very quick turn-around time (2-3 days) and is free. This will 

probably replace the provider number at some point. 

 

4. Taxonomy Number: This number goes with Medicaid billing and describes our  medical 

specialty (i.e. we are a mental health provider as opposed to an OB-GYN provider). 

 

5. Federal Tax ID Number: Assigned to Le’Chris when we incorporate each office—this is used 

more by the corporate office for taxes, etc. but may be on official documents we get from the 

State. 
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Each clinician is responsible for getting their own billing information updated for Medicaid and for 

specific insurance panels.  The clinician must also get an NPI (National Provider Identifier) number. 

This is applied for on-line at https://nppes.cms.hhs.gov/NPPES though the clinician must first have 

their Medicaid number. 

 

Each office listed under “Outpatient” and “Physician” below will have a Le’Chris group 

number. One of the owners (Sarah Schwarz) and/or her designee will then “link” the 

therapist/prescriber to the correct outpatient or physician group number. 

 

Associate level licensed staff is only allowed to bill through the LME/MCO or bill “incident to” the 

doctor. Please refer to the section on “Criteria for Billing ‘Incident to’ for Associate level licensed 

staff” for details. 

 

Not all offices accept all insurances.  The table below shows which insurances we accept: 

 

 

 
OFFICE 
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MHC x x x x x x 

New Bern x no x no no x 

Greenville x no x no no x 

Rocky Mt/ 

Wilson 
no no x no no no 

 

* IPRS notes that the LME/MCO has agreed to bill outpatient services for us 

 

Please note that a site does NOT need to have an outpatient number in order to bill a true 

Diagnostic Assessment, as this is an enhanced service that is endorsed to us by the LME/MCO and is 

billed just as we would bill IIH or CST or Day Treatment. All sites are endorsed to provide this 

service; failure to provide the service for a period of 120 days could result in the service being 

involuntarily revoked. 

https://nppes.cms.hhs.gov/NPPES


INSURANCE PANELS / BILLING NUMBERS 

Outpatient Services as per Clinical 
Coverage Policy rev. 8.1.2013 

Page 29 of 43 Last Update: 05.01.2020 

 

 

 

 
Private Pay Individuals 

 

Le’Chris will follow Medicare rules for outpatient services for individuals wishing to pay privately for 

therapy or physician services. 

 

Rates charged for services will be based on the Medicare limiting charge (refer to “Appendix – 

Medicare Rates”) 

 

Blue Cross Blue Shield Individuals 

 

There are many types of Blue Cross Blue Shield (BCBS) insurance coverage in NC.  The processes  

for authorization of service are varied. The co-payments and fee schedules are varied. The front 

desk staff should verify all of this information at the first appointment 

 

Medicare 

 

Morehead City is the only Le’Chris office that accepts Medicare at present time. Medicare in 

NC is managed by Palmetto GBA. Their number is 1-866- 414-8592. We are considered a 

“Participating Provider,” which simply means that we will accept the amount that Medicare allows for 

a service and not collect more than their allowance (though we can collect the co-payment and 

deductible). 

 
Most of our Medicare recipients receive: 

• Medicare Part A (pays for hospital, skilled nursing, some Home Health/Hospice) and 

• Medicare Part B (covers doctor services and outpatient care and more) 

• Medicare Part C which combines A and B and is frequently called Medicare Advantage 

• Medicare D which has prescription drug coverage 

 

Recipients must pay a monthly premium in order to receive Medicare Part B. 

 

To Verify Medicare Insurance: Call 1-888-414-8592, press option 3 and then option 3 again 

 

It is advisable to verify Medicare Part B insurance at every visit because the insurance can be 

terminated if the recipient does not pay their premium for 3 months in a row or can end if Part A 

ends (i.e. if someone is receiving Part A for a disability that ends).  Furthermore, by calling  

Medicare, staff is able to determine what the client’s deductible amount is at that time. Some clients 

meet it quickly depending on how many doctor services they have received by the time they come to 

Le’Chris. If the deductible has not been met, they pay a higher percentage for the service such as 

99213, or 90834 etc. once they have met there deductible the percentage can go down on what we 

charge for that visit. 

 

It is important to verify the recipients Medicare Card number and suffix, the exact spelling of the 

name and that the recipient does have Part B in addition to Part A. 

 
Who can Provide Medicare Mental Health Services? 

• A psychiatrist or other doctor 
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• A Nurse Practitioner 

• A Physician’s Assistant 

• A Clinical Nurse Specialist 

• A Clinical Psychologist (PhD) 

• A Licensed Clinical Social Worker (LCSW) (at a greatly reduced rate) 

 

What Services Are Covered? 
• Psychiatric Evaluation 

• Medication Management 

• Individual patient training and education about their condition 

• Individual and Group Therapy 

• Family Counseling 

• Psychological Testing and Diagnostic Tests 

• Certain injectable drugs 

• Occupational Therapy that is related to mental health treatment 

• The mental health screening related to the “Welcome to Medicare” physical exam 

 

Medical Necessity: 

Although Medicare does not require a service order from a physician in order for the client to receive 

services, the clinician or practitioner has the obligation to provide services only when medically 

necessary. The provider must be able to document this medical necessity with their assessments  

and on-going documentation. 

 

Place of Service: We are considered an independent clinic (code 49) for billing purposes. 

 

Deductible: Currently, the deductible for Medicare Part B is $162.00/year. Starting January, 2015, 

it will be $147.00/year. This deductible changes annually. It is unlawful to “waive” the deductible or 

any co-payments for the recipient. 

 

Co-Payments and the Outpatient Mental Health Treatment Limitation: 

 

For most services, Medicare pays 80%, leaving the recipient with a 20% co-payment. 
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Medicare and Medicaid dually insured: In the case of individuals that are dually insured by 

Medicaid and Medicare, we must follow the rules set forth by both insurance companies in terms of 

medical necessity, service orders, documentation, etc. 

 

Medicare is considered the primary insurance when it is paired with Medicaid. You can verify 

Medicare coverage at their Medicare Coordination of Benefits number at 1-800-999-1118. Even 

when paired with Medicaid, Medicare will reduce services for mental health coverage as stated in the 

Medicare section of this manual. Medicaid will then cover the part that Medicare does not pay such 

as the co-payments, the deductable and the mental health reduction. 

 

Medicare is considered the secondary insurance when it is paired with Tricare in most instances, 

especially if care is received in a military facility. However, if in a private setting, Medicare may be 

considered the primary insurance. It is best to call Tricare to verify coverage. 

 

Those with both Medicare and Medicaid have no Medicaid co-pays. 

 

Medicare and Tricare dually insured 

 

In the case of individuals that are dually insured by Tricare and Medicare, we must follow the rules 

set forth by both insurance companies in terms of medical necessity, service orders, documentation, 

etc. 

 

Medicare is considered the primary insurance when it is paired with Tricare, unless services are 

received in a military facility. You can verify Medicare coverage at their Medicare Coordination of 

Benefits number at 1-800-999-1118. 

 

Tricare will pay the Medicare deductible and coinsurance amounts and for any service not covered by 

Medicare that Tricare covers. 

 

Verification of Tricare services is at 1-866-773-0404 or by visiting www.tricare.osd.mil 
 

Medicaid and Health Choice: 

 

Claims-Related Information 

 

• Reimbursement requires compliance with all Medicaid or NCHC guidelines, including 

obtaining appropriate referrals for beneficiaries enrolled in the Medicaid and NCHC 

managed care programs. 
 

Diagnosis Codes 

• Le’Chris shall bill the ICD-9-CM diagnosis code(s) (or its successors) to the highest level 

of specificity that supports medical necessity. 

http://www.tricare.osd.mil/
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Billing Code(s): 

 

Clinician(s) shall select the most specific billing code that accurately describes the service(s) 

provided. It is each billing provider’s responsibility to read, understand, and ensure compliance with 

published 2013 CPT guidance (or its successor) and DMA policy for services billed to Medicaid and 

PIPH s. 

 

There is no substitute for reading the 2013 CPT manual. There are limitations to use of code 

combinations and documentation requirements listed in the manual that are not necessarily included 

here but which clinicians must adhere to when billing Medicaid and NCHC.  In addition, each 

LME/MCO lists the billing codes that are available for each specific office to bill.  

 

Physicians bill appropriate CPT codes which may include Evaluation and Management (E/M) codes. 

E/M codes are not specific to mental health and are not subject to prior approval. However, these 

codes are subject to the annual visit limit for adults. 

 

Physicians billing E/M codes with psychotherapy add-on codes must have documentation supporting 

that the E/M service was separate and distinct from the psychotherapy service. 

 

Documentation of E/M codes should follow the guidelines in the current version of the American 

Medical Association’s Current Procedural Terminology (CPT) codebook. Documentation should 

support the code billed and all of the components of the code selected should be documented. 

 

Behavioral health–specific codes are billable by physicians according to the services they render and 

would be subject to prior approval if utilized. Other providers bill specific codes as indicated in the 

following CPT code table. 
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Modifiers 

Provider(s) shall follow applicable modifier guidelines. 
 

When billing ‘Incident to’ for associate level licensed professionals, the modifier SC must be used 

after the CPT codes. 

 

When billing the service code rendered by the associate level licensed professional, the NCCI 

modifier 59 should be appended to CPT codes 90791, 90832, 90846, 90834, 99408, or 99409. The 

SC modifier should also be used (as it is used currently) to indicate that the service was rendered by 

an associate level licensed professional billing ‘incident to’. The use of these modifiers allows the 

system to recognize that the service was provided by a different attending provider. 

 

The other CPT codes (90832, 90834, 90847, and 90853) that associate level licensed professionals 

bill ‘incident to,’ cannot be overridden by appending modifiers, per federal guidelines. These codes 

can continue to be billed ‘incident to’ but need to be provided on a separate date of service to be 

considered for reimbursement. Alternatively, for individual therapy provided on the same date of 

service as medication management, the psychotherapy add-on code (90833 or 90836) can be billed 

to indicate that medication management and individual therapy were rendered. The SC modifier 

should be used when billing the combined codes. As always, documentation in the record should 

clearly indicate who provided the service. 
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Billing Units 

Clinician(s) shall report the appropriate procedure code(s) used which determines the billing unit(s). 

1 CPT code = 1 unit of service. 

 

Verifying Insurance: The presence of a Medicaid card no longer is verification that the recipient 

still is covered. Continuing eligibility for Medicaid should be verified at each visit by the front desk 

staff via computer by going on to NC Tracks webpage and logon to NC Tracks Portal under “recipient 

eligibility”: https://www.nctracks.nc.gov/ncmmisPortal/loginAction?flow=PP/ 
 

Place of Service: 

 
1. Medicaid Beneficiaries under the Age of 21 

Office, clinics, schools, homeless shelters, supervised living facilities, alternative family living 

facilities (AFL), assisted living nursing facilities, home, and other community settings as clinically 

indicated. 

 
2. NCHC Beneficiaries ages 6 through 18 years 

Office, clinics, schools, homeless shelters, home, and other community settings as clinically 

indicated. 

 

3. Medicaid Beneficiaries Aged 21 and Over 

Office, clinics, homeless shelters, assisted living facilities, supervised living facilities, alternative 

family living facilities (AFL), family care homes, adult care homes, nursing facilities, home, and 

other community settings as clinically indicated 

 

Co-payments 

Although a client can keep a small balance with Le’Chris for outpatient services, we cannot deny 

outpatient visits to a client who cannot afford the co-pay. 

 

Cost-sharing exemptions for Medicaid and NCHC beneficiaries are listed in the Basic Medicaid and NC 

Health Choice Billing Guide at: http://www.ncdhhs.gov/dma/basicmed/ 
 

In accordance with 42 CFR 447.53 and 457.540, a copayment may not be charged for Interactive 

Complexity (90785) service add-on or for psychotherapy add-on codes separately. One copayment 

is allowed per office visit. 

 
Reimbursement 

Provider(s) shall bill their usual and customary charges. For a schedule of rates, see: 

http://www.ncdhhs.gov/dma/fee/ 
 

Coordination of Benefits for Medicaid Beneficiaries: Coordination of care activities are included in the 

administrative costs for this service and are not billable 

http://www.ncdhhs.gov/dma/basicmed/
http://www.ncdhhs.gov/dma/fee/
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• For dually eligible beneficiaries (i.e., Medicaid and Medicare or other insurance carriers) 
Le’Chris shall be enrolled as a participating provider with each of the identified insurance 
carriers in order to be reimbursed. 

 

• For beneficiaries having both: Medicaid and Medicare, Medicare shall be billed as primary 
before submitting a claim to Medicaid. 

 
o If both Medicare and Medicaid allow the service, Medicaid pays the lesser of 1) the 

Medicare cost-sharing amount; or 2) the Medicaid maximum allowable for the service 
less the Medicare payment. 

 

• For Health Choice Beneficiaries: Children with other insurance coverage are not eligible for 
NCHC coverage; therefore, there is no coordination of benefits under the NCHC Program. 

 

Limitations or Requirements: 

 
• Medicaid and NCHC shall not allow the same services provided by the same or different 

attending provider on the same day for the same beneficiary. 

 
• Only one psychiatric CPT code from this policy is allowed per beneficiary per day of service 

from the same attending provider. This includes medication management services. 
 

• Only two psychiatric CPT codes from this policy are allowed per beneficiary per date of 
service. These codes must be provided by two different attending providers. 

 

• Family therapy must be billed once per date of service for the identified family member only. 
No separate billing for participating member(s) of the therapy session, other than the 
identified family member, is permissible. 

 
• If Psychotherapy for Crisis is billed, no other outpatient services may be billed on that same 

day for that beneficiary. 
 

• Only two add-on Crisis codes may be added to Psychotherapy for Crisis per event. 
 

• A provider shall provide no more than two Psychotherapy for Crisis services per beneficiary 

per calendar year. 
 

• A Psychiatric Diagnostic Interview cannot be billed on the same day as psychological testing. 
 

• There is a limit of five units (hours) of psychological testing allowed per date of service. 
 

• Le’Chris cannot bill less for any outpatient visit than the current Medicaid rate. 

 

• For beneficiaries having both Medicaid and any other insurance coverage, the other insurance 
shall be billed prior to billing Medicaid, as Medicaid is considered the payor of last resort. 
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POLICY 

 
Le’Chris will have a safe and reliable process for the collection, documentation, and analysis of urine 

samples. 

 

PROCEDURES 

 
A. Storage of Urinalysis Supplies 

1. Store all urinalysis supplies in a secure area with access limited only to employees involved in 

the collection process. 

2. Prevent client access to the secure storage area. 

 
B. Secure Collection Area 

1. Provide to the extent possible, a secure lavatory facility for collecting urine sample only that 

is not used by the staff or general public. 

2. Make every reasonable effort, where public lavatory facilities must be used, to reduce the 

possibility of interference with the collection process or adulterations of the collected 

specimen. 

3. Limit access to public lavatory facilities during the collection process. 

4. In public lavatory facilities open to individuals not involved in the collection process: 

a. Make every reasonable effort to reduce the possibility of interference with the 

collection process or adulteration of the collection process, AND 

b. Limit public access during the collection process. 

 
5. In private lavatories, and where unobserved collections are taken, turn off the hot water 

supply or secure or remove the nozzle to prevent clients from diluting specimens with hot 

water that could simulate the temperature of voided specimens. 

6. Do not locate soap dispensers or cleaning agents near the commode. 

 
C. Safety Precautions 

 
1. All personnel handling urine specimens wear surgical gloves for protection. 

 
D. Observed Urine Collection Procedures - For court ordered drug screens 

 
1. Observe personally all urine collections except where the collector and the client are not of 

the same sex or where it is virtually impossible to collect an observed specimen. 

2. Verify that the urine collected is the client’s. 

3. Staff must observe and be trained in commonly used client subterfuges to avoid providing 

specimens containing illicit substances. 

4. Follow all generic collection procedures in subsection F below. 
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E. Unobserved Urine Collection Procedures - For all other drug screens 

1. Accept unobserved specimens only when the client and the collector are not of the same sex, 

or it is virtually impossible to collect an observed specimen, i.e. where circumstances beyond 

the control of the collector preclude the collection of an observed specimen. 

2. Obtain a second specimen from clients whose urine specimen temperatures are cold. 

3. Place a blue or green colored toilet bowl cleaner or food coloring in the commode to deter 

dilution of the specimen with commode water 

4. Follow all generic collection procedures in Subsection F below. 

 
F. Generic Specimen Collection Procedures - All Collections 

1. Client must leave purses or other carried items outside the collection area, or in the control of 

the specimen collector. 

2. Client will rinse hands in cold water and thoroughly dry them prior to voiding to remove any 

adulterant from under the fingernails or on the skin. 

3. Client will roll up long-sleeved shirts or blouses so the collector can examine client’s arms 

before voiding. 

4. Client will not flush urinals until the collection is completed and the client has left the urinal 

area (coloring agent is not necessary). 

5. Peel the barcode label from the chain of custody form and place it on the bottle, and fill out 

the chain of custody form, before client voids. 

6. Hand the bottle to the client and after the client voids, direct the client screw the top on the 

bottle, dry the bottle with a paper towel or tissues, and hand it back to the collector. 

7. Feel the temperature of the specimen to determine if it is near body temperature. 

8. Attach the security seal/evidence tape across the top of the bottle cap and down the sides of 

the bottle, and initial the evidence tape to indicate the identity of the specimen. 

9. Have the client sign or initial the chain of custody form. 

10. If necessary, use wide-mouthed cups for collecting female client urine. Firm plastic cups are 

recommended instead of paper cups. 

11. Observe for, and be cognizant of, client subterfuges to avoid providing specimens containing 

illicit substances. 

12. Collect a full bottle of urine. A minimum of 35 milliliters will allow the laboratory to conduct 

the initial presumptive screen and a minimum of confirmation tests. A specimen with less 

than 10 milliliters of urine is not to be submitted as the laboratory will not test it due to 

insufficient quantity. 

13. Collect specimens from only one client at a time and do not collect specimens from groups of 

clients providing specimens at the same time. If the specimens are observed, the collector 

shall observe one collection at a time. 

14. Sign the specimen collection statement of the chain of custody form. 

 
G. Urine Collection Schedules 

1. Collect urine specimens using a combination of regularly scheduled collections and 

unscheduled or surprise collections as follows: 
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a. Scheduled collections - the client reports for testing at specific, prearranged times. 

b. Unscheduled collections - the client has less than 24 hours prior notice that a urine 

specimen is to be collected. This will prevent the client from timing the use of 

controlled substances to avoid detection. 

 
H. Urine Collection - Records and Reports 

The program shall maintain a log for all urinalysis specimens collected which shall indicate: 

a. Client’s name or identifying number 

b. Collection date 

c. Barcode number 

d. Scheduled or unscheduled collection 

e. Drugs or medications taken 

f. Collector’s initials 

g. Special tests requested 

h. Test results 

 
1. Staff will note in the urinalysis log any unusual occurrences in the collection process, and in 

the specific gravity and temperature readings. 

2. The urinalysis log will be constructed to ensure that if clients sign or initial an entry in the log, 

they can see the names or signatures of any other clients. Allowing clients to see the names 

or signatures of other clients violates federal confidentiality regulations regarding disclosure 

of drug or alcohol treatment records. 

 
I. Storage 

1. All urine samples are stored in a refrigerated area. 

2. The staff member on duty will contact the contract laboratory for pick-up. 

3. All urine samples should be picked up within 24 hours. 
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Tele-psychiatry 

Telepsychiatry has been recently approved for some Medicaid and state-funded services to people 

who have mental health, developmental disabilities, and/or substances abuse needs or difficulties. 
 

Tele-medicine 

Telemedicine is the use of two-way real-time interactive audio and video between places of lesser 

and greater medical capability or expertise to provide and support health care when distance 

separates participants who are in different geographical locations. A beneficiary is referred by one 

provider to receive the services of another provider via telemedicine. 

 
Tele-psychiatry 

Telepsychiatry is the use of two-way real–time interactive audio and video between places of lesser 

and greater psychiatric expertise to provide and support psychiatric care when distance separates 

participants who are in different geographical locations. A beneficiary is referred by one provider to 

receive the services of another provider via Telepsychiatry. 

 

Service Sites 

The originating site (formally known as the spoke site) is the facility in which the beneficiary is 

located. The distant site (formally known as the hub site) is the facility from which the provider 

furnishes the telemedicine or telepsychiatric service. All service sites must be Medicaid-enrolled 

(Medicaid is NC Medicaid program, unless context clearly indicates otherwise) providers. 

 

Providers 

The referring provider evaluates the beneficiary, determines the need for a consultation, and 

arranges the services of a consulting provider for the purpose of diagnosis and treatment. 

 
A recipient is referred by one provider to receive the services of another provider via tele-menta 

lhealth. Other terms used are telehealth, tele-psychiatry or telemedicine. For Medicaid purposes, any 

provider is eligible to provide the service as long as enrolled in Medicaid and practicing within the 

scope of their expertise. 

 

Le’Chris has verified that all tele-mental health transmissions are performed on a dedicated secure 

line and is suitable encrypted to protect confidentiality and the integrity of the information being 

transmitted. Authentication procedures will be followed. 

 

All laws, rules and regulations regarding staffing, documentation and provision of services that are 

set forth by State or Federal Law or by DHHS and DMA will be followed. 

 

All Le’Chris paperwork will be filled out at the originating site if the client is a new client to Le’Chris 

services. 

 

Service Sites 

The “originating site” is the facility in which the client is located. The “distant site” is the facility from 

which the physician or physician extender provides the telementalhealth service. All service sites 

must be Medicaid enrolled providers for Medicaid clients. The billing is based on the originating site. 

The client must always be present in order for this to be a billable service. The telecommunications 

must permit encrypted real-time interactive audio and video communication with the consulting MD. 

 

The service is not billable for telephone conversations, computer e-mail conversation, fax 

consultation or recorded videos where the client records his part of the visit and the MD watches it 

later. 
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Who is eligible? 

Most insurance companies will accept billing for telementalhealth visits. It is covered under both 

Medicaid and Medicare. The client must be eligible for services generally. All rules apply to the need 

for authorization and obtaining appropriate referrals from Carolina Access/CCNC. 

 

Who can Provide Telemedicine Professional Services: 

The following providers enrolled in the Medicaid or NCHC program who provide this service may bill 

Medicaid or NCHC: 
• Physicians. 

• Nurse practitioners. 

• Nurse midwives. 

• Physician’s Assistants. 

 

Who can Provide Tele-psychiatry Professional Services: The following providers enrolled in the 

Medicaid program who provide this service may bill Medicaid or NCHC: 
• Physicians. 

• Advanced practice psychiatric nurse practitioners. 

• Advanced practice psychiatric clinical nurse specialists. 

• Licensed psychologists (doctorate level). 

• Licensed clinical social workers (LCSW). 

• Community diagnostic assessment agencies. 
 

Compliance 

Provider(s) shall comply with the following in effect at the time the service is rendered: 

 
• All applicable agreements, federal, state and local laws and regulations including the 

Health Insurance Portability and Accountability Act (HIPAA) and record retention 
requirements; and 

• All DMA’s clinical (medical) coverage policies, guidelines, policies, provider manuals, 
implementation updates, and bulletins published by the Centers for Medicare and  
Medicaid Services (CMS), DHHS, its divisions or its fiscal agent. 

 
Provision of Care 

The client, who is at the site called the originating site, should be greeted and escorted by a staff 

member who is physically located at the originating site. A staff member should also be available 

after the session has ended. 

 

Evaluation and/or treatment must be performed in an environment where there is a reasonable 

expectation of absence of intrusion by individuals not involved in the patient’s direct care. 

Appropriate and ethical clinical guidelines will be followed at all times. 

 

Le’Chris will not require the use of tele-mental health as a condition of treating the recipient. The 

client will be asked to sign a consent verifying that the recipient agrees to receive services via tele-

mental health. The client will also be given a list of alternatives to tele-mental health, whether it is 

with Le’Chris or with another company. 

 

Tele-mental health is not the optimum service to provide emergency evaluations; however, if there 

is not another option, the client, who may be suicidal, homicidal, actively psychotic or dissociated, 

should be accompanied by family, friend or staff at the originating site. 
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If medication needs to be prescribed via tele-mental health, the prescribing doctor can either 

transmit the prescription directly to a pharmacy or can work with a prescriber at the originating site 

and have that prescriber write the prescription. 

 

The note documenting the session will have a notation that the service was done via tele-mental 

health. 

 

General Criteria 

 

Medicaid covers telementalhealth when the service is medically necessary and 

 
• the procedure is individualized, specific, and consistent with symptoms or confirmed 

diagnosis of the illness under treatment, and not in excess of the recipient’s needs; 

 
• the procedure can be safely furnished, and no equally effective and more conservative or less 

costly treatment is available statewide; and 

 
• the procedure is furnished in a manner not primarily intended for the convenience of the 

recipient, the recipient’s caretaker, or the provider. 

 

Tele-mentalhealth is not covered by Medicaid when: 1) the physician does not have a full and 

unrestricted license to practice medicine in NC; 2) the visit is not medically necessary; 3) the client 

is already receiving the same service from another provider; and 4) the client is located in a jail, 

detention center or prison. State dollars may provide for services to those in the jail. 

 

Medical Record Documentation 

 

Medical records documenting the telementalhealth services that were provided must be maintained 

by the referring and the consulting provider. All documentation guidelines for outpatient services 

must be followed. 

 

If the client is being referred from another agency or physician’s practice, the medical record must 

document the provider who is designated as having primary responsibility for management and 

coordination of each major element of care. 

 

Claims-Related Information Reimbursement requires compliance with all Medicaid or NCHC 

guidelines, including obtaining appropriate referrals for beneficiaries enrolled in the Medicaid and 

NCHC managed care programs. 

 
Claim Type 

• Professional (CMS-1500/837P transaction) 

• Institutional (UB-04/837I transaction) 
 

Diagnosis Codes 

Provider(s) shall bill the ICD-9-CM diagnosis codes(s) to the highest level of specificity that 

supports medical necessity. 
 

Code(s) 

Provider(s) shall select the most specific billing code that accurately describes the service(s) 

provided. 
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HCPCS Codes 

Q3014T HCPCS code can be billed for the Telehealth originating site facility fee by the originating 

site (the site at which the beneficiary is located) 

HCPCS code T1023 can be billed only by diagnostic assessment agencies for screening/evaluation to 

determine the appropriateness of consideration of an individual for participation in a specified 

program, project or treatment protocol, per encounter (1 unit =1 event). T1023 (1 unit) is billed for 

the date that the total assessment is completed by the agency that employs the providers of service. 

Revenue Codes 

When the originating site is a hospital, the originating site facility fee must be billed with RC780 and 

Q3014. 

 
Modifiers 

Provider(s) shall follow applicable modifier guidelines. Modifier GT must be appended to the 

CPT or HCPCS code to indicate that a service has been provided via “Interactive 

Telecommunication.” Other modifiers must be appended to the CPT codes, as appropriate. 

 

Billing Units 

Clinician shall report the appropriate procedure code(s) used which determines the billing 

unit(s). 

 
Place of Service 

Inpatient, Outpatient, Office /Clinic settings 

 

 

Co-payments 
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Cost-sharing exemptions for Medicaid and NCHC beneficiaries are listed in the Basic Medicaid and NC 

Health Choice Billing Guide at: http://www.ncdhhs.gov/dma/basicmed/ 
 

Reimbursement 

Le’Chris shall bill their usual and customary charges: 

 

When the GT modifier is appended to a code billed for professional services, the service is paid at 

100% of the allowed amount of the fee schedule. 
 

Reimbursement for these services is subject to the same restrictions as face-to-face contacts (e.g., 

place of service, allowable providers, multiple service limitations, prior authorization). 

 

For a schedule of rates, see: http://www.ncdhhs.gov/dma/fee/ 

http://www.ncdhhs.gov/dma/basicmed/
http://www.ncdhhs.gov/dma/fee/

