PBH BILLING AUDIT TOOL

	Provider Name:  
	Audit Date: 

	NPI Provider #:  «NPI_»
	Control Number: «Control_»

	Consumer Name: «Consumer_Name»
	Date of Service: «Date_of_Service»

	Service Type: «Service_Type»
	Record Number: 

	Medicaid #:
	Proc Code: «Proc_Code»
	Units Billed: «Units_Paid»

	DOB/AGE:  «Date_of_Birth»
	
	

	SCORING CODES:      0 = Not Met            1 = Met          9 = N/A
	SCORING

	1.    There is documentation that the staff is qualified (demonstrates knowledge, skills, and  

        abilities per state rules and provider policy) for the service being provided. 

        Staff Being Reviewed:    
	

	2. a. An appropriate service plan is current with the date of service.

        If item not met, self-audit is required From: _______________ To: _____________      

    b. An appropriate service plan identifies the type of service billed.

        If item not met, self-audit is required From: _______________ To: _____________
	a.
	

	
	b.
	

	3.   Full signature of person who delivered service is present and includes position/ title/credentials.
	

	4.   The service documentation reflects purpose of contact, staff intervention, and assessment of   

      progress towards goals.
	

	5. The service note relates to goal(s) listed in the service plan.   
	

	6.   The service note is individualized per consumer and is not duplicated elsewhere in the record.  
	

	7. Service documentation reflects treatment for duration billed.


	

	8. Units billed correspond with duration documented on service note.
	

	9.   There is a valid service order and/or Utilization Management authorization for the service 

       billed.    If item not met, self-audit is required From: ___________ To: ____________
	

	10. a. An individualized supervision plan is in place for paraprofessional and/or 

          associate professional staff (per provider policy). Supervision plan is in place for 

          provisionally licensed or certified staff for Outpatient services, if applicable. 

     b. The plan is implemented as written for month being reviewed.  

    If b is not met, Self-audit is required       From: ___________      To: ___________


	a.
	

	
	b.
	

	11.  Health Care Registry Check completed for the staff prior to this event’s date of service.  

        Unlicensed or licensed personnel and / or unlicensed or licensed facility.
	

	12.  a. If  the applicant has been a resident of this state for less than five years, then employment offer is conditioned on consent to a State and National Criminal History Record Check.  [Unlicensed Employees Only] [Shall include fingerprints]

 b.  If the applicant has been a resident of this state for five years or more, then the                 employment offer is conditioned on consent to a State Criminal History Record Check. [Unlicensed Employees Only ] [ Shall not include fingerprints]

 c.  The appropriate Criminal Record check was requested prior to this date of 

 Service.  

If c is not met, Self-audit is required   From: ___________ To: _____________
          
	a.
	

	
	b.


	

	
	c.
	

	13.  A minimum of the Comprehensive Intervention Services contacts occurred face to face.   

             a. Fifty percent (50%) for Multisystemic Therapy

             b. Sixty percent (60%) for Community Support or Intensive In-Home

            c. Eighty percent (80%) for Assertive Community Treatment Team

            d. Eighty percent (80%) for Mobile Crisis Management

              
	a.        
	

	
	b.
	

	
	c.
	

	
	d.
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	SCORING CODES:      0 = Not Met            1 = Met          9 = N/A
	

	RESIDENTIAL TREATMENT SERVICES 
	SCORING

	14. Consultative & treatment services at a qualified professional level was available at levels defined by service in the facility each week (N/A Level II, 4 hrs/wk Level III, 8 hrs/wk Level IV) 
a. If NOT MET, list program / work DAYS here:  FROM:__________  TO:__________   (and)
b. List DATES here:   FROM:__________  TO:__________


	

	COMPREHENSIVE INTERVENTION SERVICES
	SCORING

	15. Service plan and/or agency policy and procedure contains First Responder component.

N/A For State Funded Services.

     
	

	INNOVATION WAIVER SERVICES
	SCORING

	16. Community Networking Services, Day Supports, Home Supports, Residential Supports, and Supported Employment. 

Provider has completed quarterly progress summary to reflect the individual’s progress toward the Long Range Goals listed in the service plan.


	

	SAIOP/SACOT SERVICES
	SCORING

	17. A documented discharge plan was discussed with the recipient and is included in the record.  
	

	
	

	NC-TOPPS REQUIREMENT
	SCORING

	18.  There is evidence that a NC-TOPPS has been completed within the required timeframes
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