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Authority

N.I.S.A. 30:4D-6(b)(17), 30:4D-7 and 30:4D-12; Section 1905(a)19 of
the Social Security Act, 42 U.S.C. § 1396d(a); and Section 1915(g)(1)
and (2) of the Social Security Act, 42 U.S.C. § 1396n.

Source and Effective Date

R.2001 d.198, effective May 17, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).

Chapter Expiration Date

In accordance with N.J.S.A. 52:14B-5.1¢c, Chapter 73, Case Manage-
ment Services, expires on November 13, 2006. See: 38 N.J.R. 2585(a).

Chapter Historical Note

Chapter 73, Case Management Services Manual, was adopted as
R.1991 d.367, effective July 15, 1991. See: 23 N.J.R. 1328(a), 23
N.J.R. 2137(a).

Pursuant to Executive Order No. 66(1978), Chapter 73, Case
Management Services Manual, was readopted as R.1996 d.363, effective
July 12, 1996. See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).

Pursuant to Executive Order No. 66(1978), Chapter 73, Case Man-
agement Services Manual, was readopted as R.2001 d.198, effective
May 17, 2001. See: Source and Effective Date. See, also, section an—
notations.
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SUBCHAPTER 1. GENERAL PROVISIONS

10:73-1.1 Chapter purpose and organization

(a) This chapter outlines information about targeted case
management services provided by approved New Jersey
Medicaid/NJ FamilyCare program providers.

(b) N.J.A.C. 10:73-2 describes the Case Management
Program/Mental Health for Adults, providing a description of
the individuals for whom the services are targeted; the case
management services covered; the requirements and respon-
sibilities of the agencies that will provide the services,
including agency staff; and the procedures required to provide
services and the reimbursement for the provision of those
services.

(c) NJ.A.C. 10:73-3 describes the Care Management
Organization services component provided under the Division
of Child Behavioral Health Services (DCBHS). The
subchapter describes the target population to be served;
services provided; and the requirements and responsibilities
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of the provider, including, but not limited to, the organiza-
tional structure, staffing, procedures, reporting requirements,
monitoring, evaluation, and reimbursement requirements.

(d) N.J.A.C. 10:73-4 describes Youth Case Management
services, and provides a description of what is included in the
services; the requirements and responsibilities of the
providers rendering the services, beneficiary eligibility; and
the reimbursement for the provision of those services.

(e) N.J.A.C. 10:73-5 provides a listing of the Centers for
Medicare and Medicaid Services HCPCS Procedure Codes
(Healthcare Common Procedure Coding System).

Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994).

See: 26 N.J.R. 3350(a), 26 N.J.R. 4614(a).

Amended by R.1996 d.363, effective August 5, 1996.
See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).

In (a), inserted “/NJ FamilyCare” preceding “program providers” in
the introductory paragraph, and substituted “/NJ FamilyCare benefi-
ciaries” for “recipients” preceding “as allowed” in 1.

Amended by R.2001 d.475, effective December 17, 2001.
See: 33 N.J.R. 349(a), 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).

In (a), deleted 1; inserted new (c); recodified former (c) as (d) and
amended N.J.A.C. reference.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).
Rewrote the section.

10:73-1.2 Definitions

The following words and terms, when used in this chapter,
shall have the following meanings, unless the context
indicates otherwise:

“Advocacy” means the ongoing process of assisting the
beneficiary in receiving all benefits to which he or she is
entitled by working toward the removal of barriers to
receiving needed services.

“Assessment” means the ongoing process of identifying
and reviewing a beneficiary’s strengths, deficits, and needs
based upon input from the beneficiary and significant others
including, but not limited to, family members and health
professionals. The assessment process continues throughout
the entire length of service. The assessments are updated
periodically based upon availability of beneficiary informa-
tion.

“Beneficiary monitoring” means the ongoing review by the
provider of the beneficiary’s status and needs.

“Case management services” means those services which
will assist a beneficiary of Medicaid/NJ FamilyCare or a
child, youth or young adult receiving services from the
Division of Child Behavioral Health Services (DCBHS) in
gaining access to needed medical, social, educational, and
other services.

“Centers for Medicare and Medicaid Services (CMS)”
means the agency of the Federal Department of Health and
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Human Services, which is responsible for the administration
of the Medicaid program and the State Children’s Health
Insurance Program (SCHIP) in the United States. Prior to the
name change effective July 31, 2001 (See 66 FR 39450), this
agency was known as the Health Care Financing Admini-
stration (HCFA).

“DHS” means the New Jersey Department of Human
Services.

“Division of Child Behavioral Health Services (DCBHS)”
means the Division established by P.L. 2004, ¢.71 within the
Department of Human Services which provides a comprehen-
sive approach to the treatment of mental illness in children,
adolescents and young adults.

“Division of Medical Assistance and Health Services
(DMAHS)” means the organizational component of the New
Jersey Department of Human Services which is responsible
for the administration of the State’s medical assistance
programs.

“Division of Mental Health Services (DMHS)” means the
organizational component of the New Jersey Department of
Human Services which is responsible for the administration
of the State’s mental health programs.

“Division of Youth and Family Services (DYFS)” means
the organizational component of the New Jersey Department
of Human Services that administers the Title IV-E program of
the Social Security Act, 42 U.S.C. §§ 670-679b.

“HCPCS” (Health Care Common Procedure Coding Sys-
tem) means a nationwide three level coding system. Level 1
codes are adapted from codes published by the American
Medical Association in the Common Procedure Terminology
and are utilized primarily by physicians and independent
clinical laboratories. Level 2 codes are assigned by CMS for
physician and non-physician services which are not in the
CPT. Level 3 codes are assigned by the State Medicaid
Agency and are used for services not identified by the CPT or
CMS assigned codes.

“Juvenile Justice Commission (JJC)” means the agency in,
but not of, the Department of Law and Public Safety which is
mandated by statute to develop and operate both non-secure
residential programs and secure facilities for adolescent
juvenile offenders sentenced to the Commission by the New
Jersey Superior Court, Family Part, and to provide parole
supervision to juvenile inmates released by the New Jersey
Parole Board. (See N.J.S.A. 52:17B-170)

“Service planning” means the process of organizing the
outcomes of the assessment in collaboration with the
beneficiary, significant others, potential service providers,
and others as designated, to formulate a written service plan
that addresses the beneficiary’s needs, planned services to
address these needs, and plans to motivate the beneficiary to
utilize services. The service planning process continues
throughout the beneficiary’s entire program length of stay.
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“Services linkage” means the referral to and enrollment
with other appropriate service providers to address the
needs identified in the assessment.

Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994). ,
See: 26 NLJ.R. 3350(a), 26 N.J.R. 4614(a).

Amended by R.1996 d.363, effective August 5, 1996.
See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 NJ.R. 978(a), 33 N.LR. 2193(a).

In “Case management services”, substituted *“/NJ FamilyCare benefi-
ciary” for “recipient’; in “Clinical case management”, substituted
“bencficiary” for “client”; rewrote “HCPCS".

Amended by R.2001 d.475, effective December 17, 2001,
See: 33 N.JR. 349(a). 33 NJ.R. 1167(a), 33 N.J.R. 4357(a).
Rewrote the section.
Amended by R.2005 d.78, effective February 22, 2005.
See: 36 NJ.R. 1271(b), 37 NJ.R. 651(a).
Rewrote the scction.

SUBCHAPTER 2. ADULT CASE MANAGEMENT
PROGRAM/MENTAL HEALTH (CMP/MH)

10:73-2.1 Definitions

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-
text indicates otherwise:

“Adult” means any individual over age 21, or an individu-
al over age 18 who did not receive services from the
Department of Human Services’ child-serving systems, in-
cluding, but not limited to, the Division of Child Behavioral
Health Services, prior to their 18th birthday.

“Clinical case management” means the provision of face-
to-face individualized clinical support services to adult Med-
icaid/NJ FamilyCare beneficiaries, in accordance with
N.J.A.C. 10:73-2.11, for a beneficiary who needs consistent
contact to ensure that the beneficiary remains:

1. Engaged with the case manager;
2. Stable in his or her individual situation; and

3. Linked to needed services.

“Initial evaluation services” means the initial contact,
evaluation, completion of a risk assessment and initiation of
services, in accordance with N.J.A.C. 10:73-2.10.

“Liaison case management” means that part of the
CMP/MH services which is targeted to a seriously mentally
ill adult who has been discharged from a State or county
psychiatric hospital, psychiatric unit of a general acute care
hospital or a specialty hospital, and who requires short-term
assistance to ensure linkage to community mental health
programs, provided in accordance with N.J.A.C. 10:73-2.12.
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“Ongoing support services” means the provision of face-
to-face individualized clinical support services for a benefi-
ciary who needs such contact, as determined in accordance
with NJ.A.C. 10:73-2.4(a)5.

“Risk category” means the three levels of clinical case
management involvement, based upon assessed risk of hos-
pitalization, functional level and willingness and/or ability to
access needed services. The three risk categories are: high-.
risk, or intensive case management; at-risk, or supportive
case management; and low-risk, or maintenance level case
management, as determined in accordance with N.J.A.C.
10:73-2.10.

“Servicc provider monitoring” means the process of rou-
tine follow-up by a case manager or by the Division of
Mental Health Services with the beneficiary’s service provid-
ers to assess whether services have been provided as
planned and whether such services meet the beneficiary’s
needs, in accordance with N.J.A.C. 10:73-2.4(a)4.

“Targeted case management” under Case Management
Program/ Mental Health (CMP/MH) is the provision of
services targeted to adults with serious mental illness who
are at high risk of hospitalization or deterioration in their
functioning and who require an assertive community out-
reach service to meet their needs. Case management is for
either long-term support (clinical case management) or
linkage to other mental health services (liaison case manage-
ment). Targeted case management services include, but are
not limited to: assessment, service planning, services linkage,
ongoing monitoring, ongoing clinical support and advocacy.

“Unit of service,” for the purposes of this subchapter,
means a continuous face-to-face contact with an enrolled
beneficiary, or on behalf of an enrolled beneficiary, which
lasts 15 minutes, not including travel time.

New Rule. R.2001 d.475, effective December 17, 2001.
See: 33 NUJ.R. 349(a), 33 NJ.R. 1167(a), 33 N.J.R. 4357(a).
Former NJA.C. 10:73-2.1, Case management program/mental
health CMP/MH; general, recodified to N.J.A.C. 10:73-2.2,
Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).
Rewrote the section.

10:73-2.2 Adult Case Management Program/Mental
Health (CMP/MH); general

(a) The CMP/MH is under the auspices of the Division of
Mental Health Services and is administered jointly with the
Division of Medical Assistance and Health Services. It is a
program to provide casc management services to seriously
mentally ill adult Medicaid/NJ FamilyCare beneficiaries who
do not accept nor engage in community mental health
programs and/or who have multiple service needs and re-
quire extensive coordination.

1. CMP/MH is for ecither long-term support (clinical
case management) or short-term support (liaison case
management).
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(b) Case management services are not available to benefi-
ciaries of the Medically Needy Program, except pregnant
women, nor beneficiaries served in the DMAHS’ Home and
Community Based Services Waiver Program, Model Waiv-
ers, DDD Waiver, ABC Waiver, Traumatic Brain Injury
Waiver, or the Home Care Expansion Program.

1. For information on how to identify a Medicaid/NJ
FamilyCare beneficiary, refer to N.J.A.C. 10:49-2, Admin-
istration.

Administrative Change.
See: 26 N.J.R. 797(b).
Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994).

See: 26 NJ.R. 3350(a), 26 N.J.R. 4614(a).
Amended by R.1996 d.363, effective August 5, 1996.
See: 28 NJ.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.200!1 d.198, effective June 18, 2001.
See: 33 N.L.R. 978(a), 33 N.J.R. 2193(a).

In (a), substituted “/NJ FamilyCare beneficiaries™ for *“recipients™ in
the introductory paragraph; in (b), substituted “beneficiaries” for
“recipients” throughout the introductory paragraph and substituted
“/NJ FamilyCare bencficiary” for “‘recipient” in 1.

Recodified from NJ.A.C. 10:73-2.1 by R.2001 d.475, effective Decem-

ber 17, 2001.

See: 33 NJ.R. 349(a), 33 N.J.R. 1167(a), 33 NJ.R. 4357(a).

Former N.J.A.C. 10:73-2.2, Individuals targeted to reccive CMP/MH
services, recodified to N.J.A.C. 10:73-2.3.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 NJ.R. 1271(b), 37 N.J.R. 651(a).

10:73-2.3 Individuals targeted to receive adult CMP/MH
services

(&) Clinical case management services under CMP/MH
are targeted to adults with serious mental illness who are at
high risk of hospitalization or deterioration in their func-
tioning and who require an assertive community outreach
service to meet their needs. This targeted group is com-
posed of individuals who meet at least two of the following:

1. Have repeated admissions to inpatient services.
Priority will be given to persons with two or more admis-
sions to inpatient psychiatric services within a 12-month
period, or two or more uses of emergency/screening ser-
vices within a 30-day time period;

2. Participate in mental health services, but are not
receiving additional services which meet the individual’s
multiple needs, and who require extensive service coordi-
nation (for example, individuals who are dually diagnosed
as mentally ill and chemical abusing);

3. Have a recent history of béing a danger to self or
others within a time period of three months;

4. Have a history of resistance or non-compliance in
use of medication, resulting in a pattern of decompensa-
tion and rehospitalization;

5. Are in another service system and in need of
assessment and possible treatment prior to linkage to case
management (for example, residential, drug and alcohol
programs, or shelters for the homeless); and/or

Supp. 2-22-05

6. Reside with family, in boarding homes, or other
residential settings and are not receiving needed mental
health services.

"(b) Liaison case management services under CMP/MH
are targeted to adults who:

1. Recently were discharged from a State or county
hospital or a general acute-care hospital psychiatric inpa-
tient unit and in need of linkage services to ensure
continuity of care with other mental health services; or

2. Have a recent history of a hospitalization as a result
of mental illness and dangerousness to self or others.

Recodified from N.J.A.C. 10:73-2.2 by R.2001 d.475, effective Decem-
ber 17, 2001.
See: 33 N.J.R. 34Y(a), 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).
Former N.J.A.C. 10:73-2.3, Case management services provided un-
der CMP/MH, recodified to NJ.A.C. 10:73-2.4,
Amended by R.2005 d.78, cffective Fcbruary 22, 2005.
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).

10:73-2.4 Case management services provided under adult
CMP/MH

(a) CMP/MH services for adults shall include, but shall
not be limited to, assessment, service planning, services
linkage, ongoing monitoring, ongoing clinical support, and
advocacy. These services are described below:

1. Assessment is the ongoing process of identifying,
reviewing and updating a beneficiary’s strengths, deficits,
and needs, based upon input from the beneficiary and
significant others including family members and commu-
nity and hospital professionals. The assessment process
continues throughout the entire length of stay. (See
NJ.A.C. 10:73-2.10 for information about beneficiary’s
risk status.)

2. Service planning is the process of organizing the
outcomes of the assessment in collaboration with the
beneficiary, significant others, potential service providers,
and others as designated, to formulate a written service
plan that addresses the beneficiary’s needs, planned ser-
vices to address these needs, and plans to motivate the
beneficiary to utilize services and remain in the communi-
ty. The service planning process continues throughout the
beneficiary’s entire program length of stay.

3. Services linkage is the ongoing referral to, and
enrollment in, a mental health and/or non-mental health
program. Mental health program linkage means that the
beneficiary has completed the mental health program’s
intake process, that the beneficiary has been accepted for
service, and that the beneficiary has effectively participat-
ed in the program.

4. Ongoing monitoring consists of both beneficiary
monitoring and service provider monitoring by the case
manager:
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i. Beneficiary monitoring is the ongoing review of
the beneficiary’s status and nceds, the frequency of
which is contingent upon the bencficiary’s risk status
and reported changes from the beneficiary, significant
others and/or service providers. An update of the ser-
vice plan may result from the monitoring process to
address changing needs.

ii. Service provider monitoring is the process of
routine follow-up with the beneficiary’s service provid-
ers to assess if services are provided as planned and if
they meet the beneficiary’s needs. Provider monitoring
may result in the adjustment of the service plan includ-
ing provider changes. Service provider monitoring in-
cludes the following:

(1) Monitoring the plans, including the medication
management plan for beneficiaries in need of such
plans;

(2) Coordination of services from multiple provid-
ers including calling and coordinating treatment team
meetings of a beneficiary’s service providers until the
beneficiary exits from the CM program.

5. Ongoing support services is the provision of face-
to-face individualized clinical support services for benefi-
ciaries who need consistent contact to ensure engagement
to the case manager and to hclp the person maintain
stability and remain linked to needed services. It includes
support within the beneficiary’s natural support system
including family, friends, and employers and typically
occurs where the beneficiary resides or frequents. The
frequency of support services is contingent upon the
beneficiary’s risk status and individual needs.

6. Advocacy is the process of assisting the beneficiary
in receiving all benefits to which he or she is entitled by
working toward the removal of barriers to receiving need-
ed services. Beneficiary advocacy is an ongoing activity of
the case manager.

Amended by R.2001 d.198, effective June 18, 2001.
See: 33 NJ.R. 978(a), 33 N.J.R. 2193(a).

Substituted references to beneficiaries for references to clients
throughout.

Recodified from NJ.AC. 10:73-2.3 and amended by R.2001 d.475,

effective December 17, 2001.

See: 33 N.J.R. 349(a), 33 N.J.R. 1167(a), 33 NJ.R. 4357(a).

In (a)l, amended the N.J.A.C. reference. Former N.J.A.C. 10:73-2.4,
Requirements for providers participating in CMP/MH, recodified to
N.J.A.C. 10:73-25.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 NJ.R. 1271(b), 37 NJ.R. 651(a).

Cross References

Clinical case management services under CMP/MH, see N.J.A.C.
10:73-2.10.

10:73-2.5 Requirements for providers participating in
adult CMP/MH
(a) This section lists the specific provisions relevant to a
provider who wishes to apply and be approved as a provider

73-5

of CMP/MH services. N.J.A.C. 10:73-2.6 provides informa-
tion about service responsibilities of the CMP/MH provider
and N.J.A.C. 10:73-2.7 describes the responsibilities of staff
members of a CMP/MH provider agency.

(b) The following are the specific provisions for provider
participation in CMP/MH:

1. Any agency that wishes to provide CMP/MH ser-
vices must be certified by the Division of Mental Health
Services (DMHS) and under contract as an approved
clinical case management and/or liaison provider and
must be individually approved as a Medicaid/NJ Family-
Care provider by the New Jersey Medicaid/NJ FamilyCare
program.

2. Case management providers under CMP/MH shall
comply with general Medicaid/NJ FamilyCare program
policies regarding provider participation (see N.J.A.C.
10:49-3.1). Provider entities must be mental health pro-
vider organizations who contract with the New Jersey
Division of Mental Health Services in accordance with the
Community Mental Health Services Act rules, NJ.A.C,
10:37, to provide clinical case management and/or liaison
services.

3. Upon notification from DMHS of a certified, under
contract CMP/MH provider, the New Jersey Medicaid/NJ
FamilyCare program shall forward the appropriate pro-
vider enrollment forms to the provider. (See N.J.A.C.
10:49-3.1, Eligible Providers.)

4, The CMP/MH provider shall receive written notifi-
cation of approval or disapproval from the Division of
Medical Assistance and Health Services.

i. If approved, the CMP/MH provider will be as-
signed a provider number by the Medicaid/NJ Family-
Care fiscal agent.

ii. The New Jersey Medicaid/NJ FamilyCare pro-
gram will furnish a provider manual (which includes
this chapter, other relevant chapters including N.J.A.C.
10:49 and additional non-regulatory material).

Administrative Change.

See: 26 NJ.R. 797(b).

Amended by R.1996 d.363, effective August 5, 1996.
See: 28 NJ.R. 1977(a), 28 NLJ.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).

Rewrote (b).

Recodificd from N.J.A.C. 10:73-2.4 and amended by R.2001 d.475,

effective December 17, 2001.

See: 33 N.L.R. 349(a). 33 N.J.R. 1167(a), 4357(a).

In (a). amended the NJ.A.C. references. Former N.J.A.C. 10:73-2.5,
Service responsibilities of the CMP/MH provider, recodified to
NJAC. 10:73-2.6.

Amendcd by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b), 37 NJ.R. 651(a).
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10:73-2.6 Service responsibilities of the adult CMP/MH
provider

(a) The CMP/MH provider rendering services to adults
shall:

1. Provide ongoing support to enrolled CMP/MH ben-
eficiaries, in their own environment, who are at risk of
hospitalization or deterioration in function, to enable
them to function in the community and to enable them to
access other mental health services whenever possible;

2. Provide or arrange for a clinical offsite service

capability to enrolled CMP/MH beneficiaries seven days a -

week;

3. Provide community-based engagement activities,
coordination, and integration for enrolled CMP/MH ben-
eficiaries;

4. Provide ongoing, individualized clinical support and
monitoring to maintain stability until the beneficiary par-
ticipates effectively in other needed services; and

5. Seek and accept referrals within provider capacity
of beneficiaries from emergency/screening services, local
inpatient units and other structured sites, such as home-
less shelters or jails, and other referral sites as identified
at the local level.

Amended by R.2001 d.198, effective June 18, 2001.
See: 33 NJ.R. 978(a), 33 N.J.R. 2193(a).
Substituted references to beneficiaries for references to clients
throughout.
Recodified from NJ.A.C. 10:73-2.5 by R.2001 d.475, effective Decem-
ber 17, 2001.
See: 33 NJ.R. 349(a), 33 NJ.R. 1167(a), 33 NJ.R. 4357(a)
Former NJ.A.C. 10:73-2.6, Staff members of a CMH/MP provider;
responsibilities, recodified to N.J.A.C. 10:73-2.7.
Amended by R.2005 d.78, effective February 22, 2005,
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).

10:73-2.7 Staff members of an adult CMP/MH provider;
responsibilities

(a) The following apply to the case manager (CM):

1. Regarding his or her duties, the CM providing
clinical case management services to adults shall:

i. Identify mentally ill beneficiaries in need of
" CMP/MH services regardless of residence (for example:
homeless, shelter, family, boarding home);

ii. Provide clinical assessment of beneficiary’s
strengths, needs, resources, motivation, level of func-
tioning, mental status, and risk category;

iii. Provide functional assessment of beneficiary’s
skills (daily living, self-care, social, vocational, etc.);

iv. Provide intensive community based engagement
services to maximize the beneficiary’s access to services
and ability to function adequately and integrate into the
community;

v. Provide or arrange for direct clinical intervention;
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vi. Provide asscssment of the need for crisis inter-
vention, and assistance to providers of psychiatric emer-
gency services in resolving crises;

vii. Provide assessment of substance abuse symp-
toms;

viii. Provide assessment of available social services,
health and mental health resources and the ability of
these services to meet each beneficiary’s needs;

ix. Develop service plans with the primary goal to
motivate beneficlary to access, appropriately use, and
remain in community programs;

x. Develop and monitor a plan for medication man-
agement for the beneficiary in need of such a plan, in
consultation with the county mental health system’s
psychiatric services components;

xi. Provide ongoing service planning and periodic
reviews and revisions of such plans;

xii. Provide access to appropriate services, and en-
sure the beneficiary receives needed transportation in
order to attend services;

xiii. Ensure that the beneficiary engages in the com-
munity mental health and non-mental health systems
through provision of ongoing individualized clinical
support and monitoring;

xiv. Provide clinical consultation with other provid-
ers in a beneficiary’s network;

xv. Coordinate and integrate services from multiple
providers until the beneficiary exits from the CMP/MH.
This includes coordination of treatment team meetings
of the service providers of a beneficiary in the commu-

nity.

xvi. Monitor service delivery to meet a beneficiary’s
changing needs;

xvii. Identify resource gaps and problems of service
delivery, and advocate for the resolution of these issues;
and

xviii. Provide direct service support to the beneficia-
1y’s natural support system, including family, friends,
employers, self-help and other natural support groups.

2. Regarding his or her duties, the CM providing
liaison case management services to adults shall:

i. Assess, as assigned, inpatients of State and county
psychiatric hospitals and short term care facilities and
determine patient assignment to either liaison case
management or clinical case management services;

N
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ii. Develop discharge plans, in conjunction with oth-
er State or county psychiatric hospital or short term
care facility treatment team members, for beneficiaries
assessed as able or willing to access or engage in
necessary community mental health services within 60
days after hospital discharge;

(1) Services rendered while the beneficiary is an
inpatient in a State or county psychiatric hospital or
psychiatric unit of a general acute care hospital are
not billable activities;

iii. Ensure that planned community mental health
and non-mental health service linkages occur for bene-
ficiaries assessed as willing or able to link within 60
days after hospital discharge; and

iv. Monitor the beneficiary’s linkage to the primary
mental health provider for 60 days post-discharge.

Amended by R.1994 d.585, effective November 21, 1994 (operative
December 1, 1994).

See: 26 N.J.R. 3350(a), 26 N.J.R. 4614(a).

Amended by R.1996 d.363, cffective August 5, 1996.

See: 28 NJ.R. 1977(a), 28 N.J.R. 3788(a).

Amended by R.2001 d.198, effective June 18, 2001.

See: 33 N.JL.R. 978(a), 33 N.J.R. 2193(a).
Substituted references to beneficiarics for references to clients

throughout.

Recodified from N.J.A.C. 10:73-2.6 by R.2001 d.475, effective Decem-
ber 17, 2001.

Sec: 33 N.J.R. 349(a), 33 N.L.R. 1167(a), 33 NJ.R. 4357(a).
Former NJ.A.C. 10:73-2.7, Prior authorization for clinical case man-

agement scrvices, recodified to N.J.A.C. 10:73-2.8.

Amended by R.2005 d.78, effective February 22, 2005.

See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).

10:73-2.8 Prior authorization for clinical case
management services for adults

(a) Clinical case management services require prior au-
thorization. (See N.J.A.C. 10:73-2.10(b) for cxceptions con-
cerning provision of services for a limited period of time
while the prior authorization request is under review.)

1. Liaison case management services do not require
prior authorization (see N.J.A.C. 10:73-2.12(c)).

(b) The CMP/MH provider shall request prior authoriza-
tion from the Division of Mental Health Services, utilizing
forms prescribed by that Division.

1. Prior authorization may be for up to 12 calendar
months. It is the responsibility of the provider to request
prior authorization before furnishing or rendering ser-
vices. (See NJ.A.C. 10:49-6.1 regarding prior authoriza-
-tion.)

Administrative Change.

See: 26 N.J.R. 797(b).

Amended by R.1996 d.363, effective August 5, 1996.

See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).

Recodified from N.J.A.C. 10:73-2.7 and amended by R.2001 d.475,
effective December 17, 2001.

See: 33 N.J.R. 349(a), 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).
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In (a), amended the NJ.A.C. references throughout. Former
NJ.A.C. 10:73-2.8, Basis of payment for CMP/MH services, recodified
to NJ.A.C. 10:73-29.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b). 37 N.J.R. 651(a).

10:73-2.9 Basis of payment for adult CMP/MH services

(a) Reimbursement for services covered under the
CMP/MH shall be determined by the Commissioner of the
Department of Human Services. The provider of CMP/MH
services shall be compensated on a fee-for-service basis.
Reimbursement is based upon HCPCS Codes as specified in
NJ.AC. 10:73-4.

1. The provider shall submit a claim form and identify
the services performed by the use of procedure codes
based on the Centers for Medicare and Medicaid Services
Health Care Common Procedure Coding System
(HCPCS). Three HCPCS codes are assigned for the
services provided under CMP/MH.

2. The three CMP/MH services thai shall be identified
on a claim form and submitted for reimbursement are:

i. Initial Evaluation Services.
ii. Clinical Case Management; and
iii. Liaison Case Management.

3. For rules regarding the three case management
services (initial evaluation, clinical casc management, and
liaison case management), sec NJ.A.C. 10:73-2.10, 2.11
and 2.12.

(b) A provider may only render one type of case manage-
ment service to the same beneficiary within the same time
period. A beneficiary who receives case management ser-
vices is entitled to receive other approved mental health
services that are rendered by authorized providers.

(c) Each provider shall make a charge for services to all
beneficiaries, except as provided by legislation, with the
proviso that no charge will bc made directly to the Medic-
aid/NJ Family Care beneficiary.

(d) In no event shall the charge to the New Jersey
Medicaid/NJ FamilyCare program exceed the charge by the
provider for identical services to other groups or individuals
in the community.

1. Payment for CMP/MH services shall not duplicate
payments made to public agencies or private entities
under other program authorities for this same purpose,
including, but not limited to, the Home and Community
Based Service Waiver programs. Payment for CMP/MH
services shall not duplicate payment for case management
services which are an integral part of another provider
service.

(e) See NJ.A.C. 10:49 for requirements for timely sub-
mission of claims.
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Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994). .

See: 26 N.J.R. 3350(a), 26 N.J.R. 4614(a).
Amended by R.1996 d.363, effective August 5, 1996.
See: 28 NLJ.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).

in (b), substituted *beneficiary” for “recipient” throughout; in (c).
substituted *“beneficiaries” for “clients” and */NJ FamilyCare beneficia-
ry” for “recipient”; in (d), inserted a reference to NJ FamilyCare.
Recodified from N.J.A.C. 10:73-2.8 and amended by R.2001 d.475,

effective December 17, 2001.

See: 33 N.J.R. 349(a), 33 N.J.R. 1167(a), 4357(a).

In (a), amended the N.J.A.C. references in the introductory para-
graph and in 3. Former NJ.A.C. 10:43-2.9, Procedures for providing
initial risk assessment and evaluation for CMP/MH services, recodified
to N.J.A.C. 10:43-2.10.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).
In (a), rewrote 1.

10:73-2.10 Procedures for providing initial risk
assessment and evaluation for adult CMP/MH
services
(a) Under clinical case management, the provider shall
conduct an initial risk evaluation on a prospective CMP/MH
client during the initial beneficiary contact(s) to determine
the “risk category” using a form approved by the Division of
Mental Health Services (DMHS). If the prospective benefi-
ciary is found to be eligible for CMP/MH services, he or she
shall be assigned to a risk category described in (a)l through
3 below. The provider shall immediately initiate a request
for authorization to provide services beyond the initial
evaluation services.

1. High risk (intensive case management involvement)
shall be provided to beneficiaries who are in crisis and at
immediate risk of decompensation, or who are experienc-
ing situational crises which, without active intervention,
would rapidly lead to decompensation and hospitalization.

2. At risk (supportive case management involvement)
shall be provided to beneficiaries who exhibit signs of
regression, who stop their medication, who are undergo-
ing major transitions from an inpatient or residential
treatment setting, or who are withdrawing or refusing
needed aftercare services.

3. Low risk (maintenance level case management in-
volvement) shall be provided to beneficiaries who are
stable but who have a pattern of psychiatric hospitaliza-
tion, acute care recidivism, dropping out of mental health
and non-mental health services, medication non-compli-
ance, disruption of living, working program and social
environments.

(b) The following apply to the initial evaluation services:

1. In order to facilitate the provision of services to the
beneficiary while the initial risk evaluation is completed
and the request for prior authorization is being evaluated,
the initial evaluation services may be provided without
prior authorization. Initial evaluation services shall only
be provided to beneficiaries who appear to be in need of
these services.
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2. A claim for initial evaluation services, may be sub-
mitted following the initial assessment process performed
on a prospective clinical case management beneficiary.
Initial evaluation services may be billed once per benefi-
ciary, per provider. In the event a beneficiary changes
providers, initial evaluation services can be reimbursed to
the new provider.

i. Initial evaluation services may be billed by the
same provider for the same beneficiary if there has
been a lapse of more than 12 calendar months since the
last case management service was provided.

3. During the initial evaluation services, the provider
should submit form FD-365 (Prior Authorization Re-
quest) to DMHS for future service units.

i. The request for prior authorization must be re-
ceived by DMHS not later than 45 days after providing
the first initial evaluation service for which reimburse-
ment is requested.

4. Reimbursement for initial evaluation services shall
not exceed 28 units of service.

Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994),

See: 26 N.J.R. 3350(a), 26 N.J.R. 4614(a).
Amended by R.1996 d.363, cffective August 5, 1996.
See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 NJ.R. 978(a), 33 NJ.R. 2193(a).

In (a), substituted “beneficiary” for *“client” preceding “contact(s)”
and “is found” in the introductory paragraph, and substituted *benefi-
ciaries” for “clients” in 1, 2 and 3; in (b)l, substituted references to
beneficiaries for references to clients; in (b)2, substituted a reference
to beneficiaries for a reference to clients in the first sentence and a
reference to beneficiaries for a reference to recipients in the second
sentence: in (b)2i, substituted *“beneficiary” for “recipient™.

Recodified from N.J.A.C. 10:73-2.9 by R.2001 d.475, effective Decem-

ber 17, 2001.

See: 33 N.J.R. 349(a), 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).

Former NJ.A.C. 10:73-2.10, Clinical case management services un-
der CMP/MH, recodified to N.J.A.C. 10:73-2.11.
Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).

10:73-2.11 Clinical case management services under adult
CMP/MH

(a) Clinical case management services include, but are
not limited to: assessment, service planning, services linkage,
ongoing clinical support and advocacy (see N.J.A.C.
10:73-2.4(a)). These services requirc prior authorization
from the DMHS and claims will not be processed without
the appropriate prior authorization approval.

(b) There are three levels (risk category) of clinical case
management involvement based upon assessed risk of hospi-
talization, functional level, and willingness and/or ability to
access needed services as defined by DMHS. The three risk
categories arc: high risk, or intensive case management; at
risk, or supportive case management; and low risk, or
maintenance level case management (see NJ.A.C.
10:73-2.10). The risk levels determine the number of units
of service approved by DMHS during a prior authorization
period.
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1. The following apply in beneficiary hospitalization
or residency in nursing facility (NF) circumstances:

i. In the event a clinical case management benefi-
ciary is hospitalized or admitted to a NF during a prior
authorization period, the Medicaid/NJ FamilyCare pro-
gram shall not be charged for CMP/MH services ren-
dered during the hospitalization or residency in a NF.

(1) Upon discharge to the community, prior au-
thorization is continued for a CMP/MH beneficiary if
the beneficiary remains in the same risk level and has
not exceeded the authorization period. No notice is
required but the provider shall include this informa-
tion in the beneficiary’s chart.

(2) In the event a reassessment occurs following
hospitalization, or residency in a NF, appropriate
documentation must be placed in the case file and, if
the risk level has changed, a request for prior author-
ization for the new level of case management services
must be forwarded to DMHS, no later than 10 days
after discharge. Until then, the case manager must
bill for continued services at the previously author-
ized risk level.

ii. In the event a CMP/MH beneficiary’s hospital-
ization or residency in a NF extends beyond a prior
authorization period, the provider shall request authori-
zation from DMHS to provide services post-discharge.
Claims for initial evaluation services will not be pro-
cessed if the beneficiary continues with the same pro-
vider. Claims for services post-discharge will not be
honored without prior authorization.

Amended by R.1994 d.585, effective November 21, 1994 (operative

December I, 1994).

See: 26 N.LR. 3350(a), 26 NJ.R. 4614(a).
Amended by R.1996 d.363, effective August 5, 1996.
See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
Sece: 33 N.LR. 978(a), 33 N.J.R. 2193(a).

Substituted references to beneficiaries for references to recipients
throughout; in (b)li, inscrted a reference to NJ FamilyCare.
Recodified from NJ.A.C. 10:73-2.10 and amended by R.2001 d.475,

effective December 17, 2001.

See: 33 NLLR. 349(a). 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).

Amended NJAC. references throughout. Former NJ.A.C.
10:73-2.11, Liaison case management services under CMP/MH., recodi-
fied to N.J.A.C. 10:73-3.12.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 N.J.R. 1271(b). 37 NJ.R. 651(a).
Rewrote the section.

10:73-2.12 Liaison case management services under adult
CMP/MH

(a) Services provided under liaison casc management
shall include, but shall not be limited to:

1. Assessment and determination of need for services;
2, Development of discharge plans;

3. Assurance that mental health and non-mental
health linkages occur; and

73-9

4. Monitoring of beneficiary linkage to mental health
provider.

(b) Services listed in (a)l to 4 above are reimbursed on a
fee-for-service basis, not to exceed 16 units.

(c) Liaison case management services do not require
prior authorization.

(d) Liaison case management services may be provided
within 60 days of discharge from a hospital or inpatient
psychiatric program.

(e) Liaison case management services may be billed for
cach discharge from a hospital, if services are provided.

(f) Liaison case management shall not be billed in con-
junction with any other CMP/MH service.

() If the case manager determines during this period of
time that the beneficiary will need clinical case management
services and the liaison case manager is a certified provider
of clinical case management, then the case manager is
responsible for completing the risk assessment documenta-
tion and submitting a prior authorization request to DMHS
as soon as possiblc but no later than 30 days prior to the
end of the liaison services. If the liaison case manager is not
a certified clinical case manager, then the liaison case
manager must refer the beneficiary to the clinical case
manager identified to serve the beneficiary’s geographic
arca as soon as possible, but no later than 40 days prior to
the end of liaison services.

Amended by R.1994 d.585, effective November 21, 1994 (operative

December 1, 1994).

See: 26 N.J.R. 3350(a), 26 N.L.R. 4614(a).
Amended by R.1996 d.363, effective August 5, 1996.
Sec: 28 NJ.R. 1977(a), 28 N.J.R. 3788(a).
Amended by R.200] d.198, effective June 18, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).

In (a), inserted “shall” following “case management” and substituted
“shall not be” for “arc not” preceding “be limited to” in the introdue-
tory paragraph, and substituted “beneficiary™ for “client” in 4; in (g),
substituted references to beneficiaries for references to clients through-
out.

Recodified from NJ.A.C. 10:73-2.11 and amended by R.2001 d.475,

effective December 17, 2001.

See: 33 N.J.R. 349(a), 33 NJ.R. 1167(a), 33 N.).R. 4357(a).

In (h), amended the N.J.A.C. reference. Former NJ.A.C. 10:73-2.12,
Recordkeeping for CMP/MH services, recodified to NJA.C.
10:73-2.13.

Amended by R.2005 d.78, effective February 22, 2005.
See: 36 NJ.R. 1271(b), 37 N.J.R. 651(a).
Deleted (h).

10:73-2.13 Recordkeeping for adult CMP/MH services

(a) Case management providers shall keep such individu-
al records as are necessary to fully disclose the kind and
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extent of services provided to make sure such information is
available as the DMAHS or DMHS or its agents, may
request.

1. The CMP/MH provider shall maintain the following
data in support of all payment claims as required by the
rules.

i. The name of the beneficiary;

ii. The name of the provider agency and staff per-
son and the title of the individual providing service;

iii. The dates of service;
iv. The units of service;

v. The length of face-to-face contact (excluding
travel to or from beneficiary contact);

vi. The name of individual(s) with whom face-to-
face contact was maintained on behalf of beneficiary;
and

vii. A summary of services provided.

Amended by R.1994 d.585, effective November 21, 1994 (operative
December 1, 1994).

See: 26 N.J.R. 3350(a), 26 N.J.R. 4614(a).

Amended by R.1996 d.363, effective August 5, 1996.

See: 28 N.J.R. 1977(a), 28 NJ.R. 3788(a).

Amended by R.200! d.198, effective Junc 18, 2001.

Sec: 33 NJ.R. 978(a), 33 N.J.R. 2193(a).
Substituted *“beneficiary” for “client” throughout.

Recodified from N.J.A.C. 10:73-2.12 by R.2001 d.475, effective Decem-
ber 17, 2001.

See: 33 NJ.R. 349(a), 33 N.J.R. 1167(a), 33 N.J.R. 4357(a).

Amended by R.2005 d.78, effective February 22, 2005.
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See: 36 N.J.R. 1271(b), 37 NJ.R. 651(a).

SUBCHAPTER 3. CARE MANAGEMENT
ORGANIZATION SERVICES—CHILDREN’S
SYSTEM OF CARE INITIATIVE

Authority

N.J.S.A. 30:4D-6, 7 and 12; Section 1905 of the Social Security Act
(42 US.C. § 1396d); Section 1915(g) of the Social Security Act (42
U.S.C. § 1396n) and Section 2101 of the Act (42 U.S.C. § 1397aa).

Source and Effective Date

R.2001 d.475, effective December 17, 2001.
See: 33 NJ.R. 349(a), 33 NJ.R. 1167(a), 33 NJ.R. 4357(a).

Subchapter Historical Note

Subchapter 3, Care Management Organization Services—Children’s
System of Care Initiative, was adopted as new rules and former
Subchapter 3, HCFA Common Procedure Coding System (HCPCS),
was recodified as N.J.A.C. 10:73-4 by R.2001 d.475, effective December
17,2001. See: Source and Effective Date.

10:73-3.1 Purpose and scope

(a) This subchapter sets forth the manner in which care
management organization (CMO) services shall be provided
to eligible Medicaid, NJ FamilyCare and Children’s System
of Care Initiative beneficiaries, and shall apply to all CMO
services provided through Title XIX and Title XXI of the
Social Security Act, 42 U.S.C. §§ 1396 and 1397, or State-
funded only programs.
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(b) Care management organization services are adminis-
tered under the auspices of the Department of Human
Services (DHS) and its Divisions of Mental Health Services
(DMHS), Youth and Family Services (DYFS) and Medical
Assistance and Health Services (DMAHS).

(c) All services shall be provided and administered in a
manner consistent with all DHS rules and contract obli-
gations.

(d) If a conflict arises between contract requirements and
any existing provider rules, the terms set forth in the DHS
contract shall prevail.

10:73-3.2 Definitions

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-
text indicates otherwise:

“Adult” means a beneficiary age 21 years or older.

“Care management organization (CMO)” means an inde-
pendent, community-based organization that combines ad-
vocacy, service planning and delivery, and care coordination
into a single, integrated, cross-system process, in order to
assess, design, implement and manage child-centered and
family-focused individual service plans (ISPs) for children,
adolescents and young adults transitioning into the adult
system whose needs are complex, requiring intensive care
management techniques that cross multiple service systems.

“Child”” means an individual under 18 years of age.

“Children’s System of Care Initiative (CSOCI)” means
the Department of Human Services initiative, developed to
provide a comprehensive approach to the treatment of
mental illness in children, adolescents and young adults.

“Contracted system administrator (CSA)” means an ad-
ministrative organization contracted by, and serving as an
agent of, the Department of Human Services to provide
administrative services to support the development, manage-
ment and implement the Children’s System of Care Initia-
tive.

“County Case Assessment Resource Team (CART)”
means a team which is part of a county-based interagency
system of individual case planning and service system devel-
opment in which multi-disciplinary teams review cases of
children with emotional or behavioral disturbances, who are
placed residentially, or at risk of psychiatric hospitalization,
to determine if a community-based placement is more ap-
propriate. A CART also promotes partnerships with par-
ents, advocates across all child serving systems and coordi-
nate services.

“County Interagency Coordinating Council (CIACC)”
means the county-based planning and advisory groups com-
posed of individuals from governmental and private agencies
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that advise the county and the Department regarding chil-
dren with serious emotional and behavioral disturbances.

“Department of Human Services Children’s Initiative
Team (DHS CI Team)” means a team consisting of staff
from the Department of Human Services, with representa-
tion from the Divisions of Medical Assistance and Health
Services, Youth and Family Services, and Mental Health
Services, which assists the CMO in working with other
systems partners.

“Family-friendly services” means services that are accessi-
ble, convenient, cuiturally competent, meet family defined
objectives and goals, and are reasonably available to families
in the communities in which they live.

“Family support organization (FSO)” means an indepen-
dent community based organization providing services
through a contract with the Department in affiliation with
the New Jersey Parents Caucus Family Connections. The
FSOs are comprised of family members who are involved or
have been involved in the system and who provide direct
peer support and advocacy to children and families entering
CSOCI.

“Individualized service planning (ISP)” means a process
that wraps services and supports around the child/family and
provides access to the services they need, delivered in the
communities where they live, work and attend school. ISPs
are holistic in nature and address areas of everyday living
beyond the treatment of mental health symptoms.

“Young adult,” for the purposes of the Children’s System
of Care Initiative, means an individual, at least 18 years of
age and under 21 years of age, who had been receiving
services prior to becoming 18 years of age, and who demon-
strates a clinical need for the continuation of services as part
of the transition into adult services.

10:73-3.3 Provider enrollment criteria

(a) In order to participate in the CSOCI as a provider of
CMO services, a provider shall apply to, and be approved
by, the New Jersey Medicaid/NJ FamilyCare fee-for-service
program.

1. Providers shall complete and submit the Medicaid
“Provider Application” (FD-20) and the Medicaid “Pro-
vider Agreement” (FD-62).

2. The FD-20 and the FD-62 may be obtained from
and submitted to:

Unisys

Provider Enrollment
PO Box 4804

Trenton, NJ 08650-4804

3. For additional details, see the Administration chap-
ter, N.J.A.C. 10:49-3.2, Enrollment process.

Supp. 12-17-01
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(b) All providers of CMO services shall be under contract
with the New Jersey Department of Human Services.

(c) All providers shall adhere to all requirements set
forth in N.J.A.C. 10:3 and 10:49.

10:73-3.4 CMO responsibilities and services; general
overview

(a) Under contract to the Department and working as a
systems partner to develop and implement the Children’s
System of Care Initiative, CMO providers are responsible
for:

1. Providing initial and continuing case management
services to children and families referred to them by the
Department or other designated agent of the Department.

i. Continuing CMO services provided under the
Children’s System of Care Initiative shall include, but
shall not be limited to:

(1) Comprehensive assessment services;

(2) Individual Service Plan (ISP) design and im-
plementation;

(3) Advocacy and family support;
(4) Information management; and
(5) Quality assessment and improvement.

2. Enrolling as presumptive eligibility providers to
screen and facilitate the completion of Medicaid/NJ Fami-
lyCare applications, and assist with the determination of
eligibility for all CMO beneficiaries;

3. Managing a DHS provided fund to develop com-
munity resources to support the child and family;

4. Managing a flexible fund to provide resources and
services identified in the child’s Individual Service Plan
that are not available through other funding or communi-
ty resources; and

. 5. Managing the resources provided under the CMQ’s
responsibilities to a financial benchmark developed by
DHS.

(b) Each provider shall ensure that no distinction is made
with regard to the quality or availability of CMO services to
CSOCI enrollees, regardless of the enrollee’s eligibility type.

10:73-3.5 Access to services

(a) CMO services shall be available to children, adoles-
cents and young adults who have been determined by the
Department, or its designated contracted system administra-
tor (CSA), to require an intensive level of care management
due to any one or any combination of the following:

1. Serious emotional or behavioral disturbances result-
ing in significant functional impairment;
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2. The involvement of multiple agencies or systems
such as DMHS, DYFS, JJC or the court system;

3. A disruption of a current therapeutic placement;
4. The risk of a psychiatric rehospitalization; or

S. The risk of placement outside the home or commu-
nity, except for foster care placements if they do not meet
any of the above criteria listed in (a)l through 4 above.

(b) The DHS CI Team or other designated agent of the
Department shall refer to all CMO clients. Children and
families who may be eligible for CMO services shall include,
but shall not be limited to, children currently receiving
services from:

1. 'The Division of Youth and Family Services;

2. The Juvenile Justice Commission or the juvenile
court system;

3. Crisisfemergency service providers; and

4. Provider agencies (for example, providers of mental
health or related services).

(c) No children, adolescents or young adults shall be
referred for CMO services until the immediate crisis is
stabilized.

(d) No beneficiary shall be referred for CMO services
whose sole diagnosis is substance abuse or developmental
disability, if there are no other emotional or behavioral
disturbances that require CMO services.

10:73-3.6 Beneficiary eligibility criteria

Children who are eligible for Medicaid/NJ FamilyCare, as
well as children who are eligible for services through other
DHS programs, and who require CMO care coordination,
shall be eligible for CMO services.

10:73-3.7 Processing presumptive eligibility applications

(a) All CMO providers shall be required to enroll as
Medicaid/N]J FamilyCare presumptive eligibility providers
consistent with requirements at N.J.A.C. 10:49-2.8.

(b) All CMO providers shall be required to assist the
child and family in collecting the documentation and com-
pleting a Medicaid/NJ FamilyCare application within 30
days of enrollment into the CMO, if this process has not
already been initiated by another entity.

10:73-3.8 Enrollment of the beneficiary into CMO services
and the initial ISP

(a) The CMO shall initiate enrollment of the child upon
receipt of the referral from the Department for its designat-
ed agent and shall complete the electronic case record
within seven calendar days of receipt of the referral.
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(b) The CMO shall begin the initial ISP by contacting the
family and holding a face-to-face meeting with the child,
adolescent or young adult, and the family or other caregiver
within 72 hours of the referral from the CSA or the DHS CI
Team.

(c) The CMO shall refer the child, adolescent, or young
adult and his or her family or other caregiver(s) to the FSO
within the CMO service area for family-to-family support
services during this time period.

(d) The initial ISP shall develop an interim plan to
stabilize the child and family and address immediate con-
cerns, including, but not limited to:

1. Preliminary crisis management plans to address any
crisis situations that may occur prior to the completion of
the comprehensive ISP;

2. Child and community safety;
3. Clinical need; and

4. Caregiver needs.

(e) The initial ISP should be completed within seven
calendar days of referral from the Department or its desig-
nated agent and registered with the CSA within 24 hours of
completion.

(f) The CMO shall coordinate and assure initiation of the
immediate needed services identified in the initial ISP dur-
ing the development and completion of the comprehensive
ISP.

10:73-3.9 ISP team; members and responsibilities

(a) To complete the comprehensive ISP, the CMO shall
be responsible for developing an ISP team, in conjunction
with the family member or caregiver, which shall consist of,
at a minimum, the following members:

1. A CMO care manager;

2. The child, adolescent, or young adult and the par-
ent or other caregiver;

3. Any interested person the family wishes to include
as a member of the team, including, but not limited to,
clergy members, family friends, and any other informal
support resource;

4. A representative from the FSO, if desired by the
family;

5. A clinical staff member who is directly involved in
the treatment of the child, adolescent or young adult that
the ISP is being developed for, if desired by the family;

6. Representation from outside agencies the child,
adolescent, or young adult is involved with, including, but
not limited to, current providers of services, parole/proba-
tion officers, and/or educators that the child and his or
her family/caregiver agree to include on the team; and
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7. The DYFS caseworker assigned to the child, if the
child is receiving child protection or permanency services
from DYFS.

(b) The CMO Care Manager assigned to the child, ado-
lescent or young adult and their family/caregiver shall:

1. Refer the child, adolescent or young adult or the
family/caregiver for multi-system or any additional spe-
cialized assessments as indicated;

2. Serve as the facilitator of the ISP Team;

3. Actively engage the child and family as full partners
in the ISP team, assuring their participation in the assess-
ment, planning and service delivery process;

4. Ensure that all services and care management pro-
cesses respect the child and family/caregiver’s rights to
define specific goals and choice of providers and re-
sources;

S. Ensure that all services and resources are family
friendly and culturally competent;

6. Ensure that all ISP meetings are conveniently
scheduled and located for the family/caregiver;

7. Ensure that the ISP is developed as a collaborative
effort of all team members;

8. Ensure that the ISP is approved by each team
member, including the family/caregiver and the child, at
the team meeting;

9. Ensure that the attendance of the team members
and their approval of the ISP are documented in the case
record;

10. Ensure that the written ISP is signed, at a mini-
mum, by the CMO care manager, the parent/caregiver
and the child, as age appropriate, and placed in the child’s
file within two weeks of the team meeting;

11. Forward the completed and approved ISP to the
CSA, for registration, tracking and initiation of the claims
payment authorization process; and

12. Forward the completed and approved ISP to each
team member, including the family/caregiver, within one
week of the team meeting.

10:73-3.10 Comprehensive ISP; general

(a) The ISP shall include a copy of the DHS confidential-
ity agreement form signed by all participants to adhere to all
rules and procedures governing beneficiary confidentiality.

(b) The ISP shall be comprehensive in nature, strength
based, and developed in partnership with the child, adoles-
cent, young adult and the family or other caregivers.

(c) The ISP shall be based on the comprehensive assess-
ments that were completed as indicated by the presenting
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problems, needs and strengths of the child and his or her
family/caregiver.

(d) The ISP shali identify the services that are to be
provided and shall ensure that they are provided to the
child, adolescent, or young adult in the least restrictive
manner possible.

(e) The ISP shall consist of outcome based, short term,
interim, and long term goals to address each area of unmet
need with measurable goals and time frames, specific indi-
vidual roles and responsibilities, a crisis/femergency response
plan, and a schedule for ongoing review and assessment.

(f) The ISP shall, at a minimum, address areas of unmet
need in all areas of the following life domains, as indicated
by the multi-system assessment process, including, but not
limited to:

1. Child safety;
2. Child risk;
3. Clinical needs;

4. Non-clinical needs, if deemed therapeutic and ap-
proved by the ISP team;

5. Permanency planning; and
6. Community safety issues.
(g) Child safety, child risk, permanency planning and

community safety issues shall be coordinated with the DYFS
worker, who has the primary responsibility for child safety

under the Federal child protection mandates contained in

Title IV-E of the Social Security Act. DYFS maintains the
primary responsibility for the DYFS children.

(h) The comprehensive ISP shall be developed within 30
days of the referral to the CSA for each beneficiary.

(i) The completed ISP shall be submitted to the CSA
within 30 calendar days of the referral for registration.

10:73-3.11 Comprehensive ISP; contents

(a) The comprehensive ISP shall contain the following
components:

1. ‘The participation of providers and local community
partners and the integration of available and appropriate
services and resources;

2. The addressing of the responsibilities, objectives,
and requirements of child welfare, mental health, juvenile
justice, the courts, and other service systems, as applica-
ble;

3. The coordination of system partner mandates and
responsibilities with the assessment plan;

4. The involvement of FSOs, if desired by the family;
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5. Planning for permanency, clinical care, and child
and community safety (DYFS maintains the primary re-
sponsibility for permanency and child safety for the DYFS
child.);

6. A community based crisis management plan, which
includes emergency response capability to respond in
person to deliver in-home or off-site crisis support as
warranted, and coordination of crisis response services, if
intervention is needed beyond care manager response;

7. A plan to develop and purchase those items and/or
services necessary to support the individual’s needs as
determined by the team and included in the ISP;

8. The coordination of applicable services with the
physical health insurer;

9. Measurable goals and the criteria to be met to
obtain those goals;

10. A plan for transitioning the child, adolescent, or
young adult and the family/caregiver from CMO services
to a community based, natural support network of ser-
vices;

11. A plan to maintain enrollment for the child, ado-
lescent or young adult receiving the CMO services on a
“no eject/no reject” basis until the defined outcomes and
discharge criteria specified in the ISP are met; and

12. The signatures of the CMO care manager, the
parent/caregiver and the child, adolescent or young adult
receiving the services.

(b) The completed ISP shall be submitted to the CSA
within 30 calendar days of the referral for registration.

10:73-3.12 Amendments to the ISP

(a) The CMO is expected to review and update the ISP
at least every three months, and more often if needed. The
care manager shall be responsible for working with the ISP
team to facilitate this process.

(b) As part of the reviewed and amended ISPs, the ISP
team may need to change the composition of the team,
based on the family requests, to reflect changing circum-
stances and revised treatment goals.

(c) Revised and amended ISPs shall reflect the review of
existing provided services for effectiveness and shall include
a determination of whether changes to the ISP are indicated
based on the provision of current services and their effec-
tiveness,

(d) The CMO care manager shall have the following
responsibilities to the rest of the team for the revised or
amended ISPs, as follows:

1. Continuing to engage the child and family as active
participants in the assessment, planning and service deliv-
ery process;

73-14



CASE MANAGEMENT SERVICES

10:73-3.15

2. Continuing to serve as the facilitator of the ISP
team;

3. Continuing to ensure that subsequent ISP meetings
arc convenient to the family; and

4. Ensuring that subsequent ISPs are developed as a
collaborative effort of all tcam members. The care manag-
er shall:

i. Ensure that the written plan, and any subsequent
amendments to the plan, are approved by each team
member, including the family and the child, at the
subsequent ISP team meetings and placed in the child’s
file;

ii. Assure the subsequent revised and amended 1SPs
are signed, at a minimum, by the CMO care manager,
the parent/caregiver, the child, as age appropriate, and
submitted to the CSA within seven calendar days of the
ISP tcam meeting; and

iii. Forward the completed and approved revised
ISP to each tcam member.

10:73-3.13 Crisis management

(a) The CMO shall be responsible for assuring that each
ISP and subsequent ISP shall identify potential crisis(es) and
contain a crisis management plan for each child and family.
The crisis management plan shall assure services are avail-
able to respond on a 24 hour-a-day/seven-days-a-week basis.

(b) The crisis management plan shall include coordina-
tion of the crisis management plan with the CSA crisis
management services and available local crisis intervention
services.

(c) The CMO shall also maintain the capacity to respond
face-to-face as nceded to assess the need for additional
crisis services that are otherwise not identified in the ISP, to
provide support and to facilitate the provision of other crisis
or emergency intervention services, as warranted.

(d) Mobile crisis response services may be provided by a
mobile response agency (see N.J.A.C. 10:77-6) for up to 72
hours, spanning up to four days. Crisis stabilization manage-
ment services for those receiving CMO services subsequent
to the initial 72 hours shall be included in the CMO’s
Individualized Service Plan in accordance with N.J.A.C.
10:73-3.12 and coordinated by the Child-Family Team, and
shall not be provided by the mobile response agency.

Amended by R.2005 d.68, effective February 22, 2005.
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a).
Added (d).

10:73-3.14 Community resource development

(a) The CMO shall catalog all available services and
community resources to support the ISP design, and shall
provide a list of these resources to the CSA for inclusion in
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_ the Statewide database that shall be maintained for chil-

dren’s services.

(b) Based on a thorough understanding of the cultural
diversity of its service area, each CMO shall identify and
develop accessible, culturally responsive services and sup-
ports, including affiliations with informal or natural helping
networks, such as neighborhood associations determined by
the ISP team to be appropriate, which supports the ISP of
one or more beneficiaries within the service area of the
CMO.

(c) The CMO shall develop policies and procedures for
identifying and recruiting appropriate informal community
supports in the ISP and for providing supervision and
oversight of their activities.

(d) The CMO shall develop and maintain working affilia-
tion agreements or Memoranda of Understanding (MOUs)
with all participants in the community service/resource net-
work. These MOUs shall identify specific goals, roles, and
responsibilitics for collaborative activity.

1. The CMO shall develop working relationships re-
flected in Memoranda of Understanding with all key
service providers, community organizations, and system
partners.

(e) The CMO shall include the local FSO as a partner in
the resource development and coordination process.

10:73-3.15 Financial management

(a) Under the Children’s System of Care Initiative, the
carc provided and the payment for care is individualized and
child centered rather than program and service centered.
The CMO has responsibilities, as a systems partner, to assist
in the implementation of this principle as outlined in this
subchapter and their individual DHS contract._

(b) Financial management and monitoring responsibilities
of the CMOs shall include:

1. The design and implementation of Individual Ser-
vice Plans (ISPs) that shall include a range of services and
social supports, some of which will be eligible for reim-
bursement under Medicaid/NJ FamilyCare or other DHS
contracts;

2. The administration of a flexible funding pool for
purchasing services and social supports that contribute to
the goals of an ISP, but are not reimbursable under
Medicaid/NJ FamilyCare program or other DHS con-
tracts;

3. The use of DHS funds to develop a local network
of innovative community resources available to ISP
through the flexible funding pool, and the community
resource fund, organized specifically to contribute to ISP
goals and outcomes;
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4. The monitoring and tracking of the costs of the ISP
in conjunction with DHS and CSA eligibility and other
system partners;

5. The reporting of financial outcomes, correlating the
clinical outcomes with the financial resources consumed
to produce the clinical outcomes; and

6. The tracking and managing of funds consistent with
DHS child monthly cost benchmarks.

10:73-3.16 Information management

(a) The CMOs shall establish and maintain an integrated
electronic child and family file.

(b) The CMOs shall use the software provided by the
CSA to obtain, organize, analyze, and distribute the follow-
ing information:

1. Records management, including creating and main-
taining individual electronic case records;

2. Real time enroliment, electronic assessment and
ISP information;

3. Tracking of client status, ISP outcomes, service/re-
source availability and utilization, and quality of care and
cost indicators;

4, Interfacing with the CSA’s system, including the
transfer of data for the purposes of updating individual
electronic case records, facilitating the claims payment
process for authorized service requests;

S. Maintaining a registry of service providers practic-
ing within the CMO’s area of responsibility, and providing
access to this registry as needed; and

6. Reporting, as required by DHS in the CMO con-
tract, to include the capability to report on services pro-
vided, payments made, and child and family outcomes by
client and/or servicing provider.

10:73-3.17 Quality assessment/evaluation

(a) CMOs shall develop an annual Quality Assessment
and Performance Improvement (QAPI) Plan.

(b) In addition to the CMO’s own QAPI Plan that shall
be incorporated into the CSOCI, each care management
organization shall be evaluated by DHS, or its designated
agent, based on various performance measures, including
the following:

1. Timeliness of service plan development;

7. Changes in the level of functioning of the child;
8. Placement stability;

9. Permanency including supporting the DYFS man-
dates and requirements in this regard;

10. Length of stay in residential treatment centers;
11. Involvement of the child and family; and

12. Consumer satisfaction with the services provided.

10:73-3.18 Staffing requirements
(a) CMO staffing shall include:

1. An administrative staff, to include an executive
director;

2. Adequate support staff to effectively perform cleri-
cal, financial, quality management, and MIS functions;

3. Direct care staff for clinical operations; and

4, Support for the community resource development
function, consistent with DHS rules, and ISP planning and
implementation.

(b) CMO care management staffing ratios shall be:
1. Supervisors to care managers, a 1:8 ratio; and

2. Care managers to families, a 1:10 ratio.

10:73-3.19 Staff qualifications

(a) The Executive Director shall have a Master’s degree
in a relevant discipline, such as social work, counseling,
psychology, psychiatric nursing, criminal justice or special
education, with a minimum of five ycars’ post Master’s
related supervisory experience in child welfare, children’s
mental health, juvenile justice, special education, public
administration or management or a related public sector
human services or behavioral health field.

(b) Supervisors shall have a Master’s degree in a relevant
discipline, such as social work, counseling, psychology, psy-
chiatric nursing, criminal justice or special education, with a
minimum of two years post Master’s related supervisory
experience in child welfare, children’s mental health, juve-
nile justice, special education or a related public sector
human services or behavioral health field working with at
risk children and families.

1. Supervisors shall have experience in clinical assess-
ment and child/adolescent development, with community-

2. Progress towards financial benchmarks; based experience preferred.
3. Cultural, ethnic, and linguistic competency; . . .

’ ’ gl petency 2. Supervisors shall be clinically and culturally compe-
4. Individual service plan appropriateness; tent/responsive, with the training and experience neces-
5. Restrictiveness of living environment; sary to manage complex cases n the community across

child serving systems. Supervisors shall possess a valid
6. Hospital or CCIS readmission rate; driver’s license.
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3. Supervisors shall have experience with community
relations and resource development. Bilingual ability
(such as Spanish/English) is preferred in geographic areas
with high concentrations of non-English speaking consum-
ers.

(c) Carc managers shall have a minimum of a Master’s
degree in a related field, such as social work, counseling,
psychology, psychiatric nursing, criminal justice or special
education, or a Bachelor’s degree in a related field and a
minimum of one year related experience.

1. Care managers with experience with community
relations and resource development are preferred.

2. Bilingual ability (such as Spanish/English) is prefer-
able in geographic areas with high concentrations of non-
English speaking consumers.

10:73-3.20 Recordkeeping

(a) Each provider shall maintain all records in accor-
dance with Departmental contract policy (see N.J.A.C. 10:3)
and in compliance with appropriate State law and rules (see
N.J.A.C. 10:49-9.8).

(b) CMO providers shall keep such individual legible
records as are necessary to fully disclose the nature and
extent of the services provided.

() CMO providers shall also make such information
available to DHS, DMAHS, DMHS, DYFS, or other au-
thorized agents, as requested.

(d) The CMO provider shall maintain the following data
in support of all CMO fee-for-service claims:
1. The name of the client;

2. The name and title of the individual providing the
service;

3. The dates of service;
4. The length of time that the service was provided;

5. The length of face-to-face contact (excluding travel
to or from client contact); and

6. The name of individual(s) with whom contact was
maintained on behalf of the client.

10:73-3.21 Reimbursement methodology for CMO services

(a) Reimbursement amounts for services provided by
CMOs shall be specified in the contracts negotiated between
the Department of Human Services and the CMOs.

(b) Claims for CMO services shall be submitted on a
monthly fec-for-service basis for the care management com-
ponent of the CMO’s services. ’
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1. The first month that a beneficiary begins receiving
services from the CMO, the CMO shall bill for that
month, regardless of the specific initial date of services.

2. The month that a beneficiary ceases recciving ser-
vices from the CMO, the CMO shall not bill for that
month, regardless of the specific termination date.

(c) Providers shall seek reimbursement by submitting a
HCFA-1500 claim form, in accordance with N.J.A.C. 10:49.

1. HCPCS code Z5008 shall be billed monthly for
Care Coordination services provided by care management
organizations, provided to beneficiaries as part of Chil-
dren’s System of Care Initiative. (See N.J.A.C. 10:73-4.2)

10:73-3.22 Fair hearings

Providers shall have the right to request a Medicaid/NJ
FamilyCare fair hearing in accordance with N.J.A.C.
10:49-10.3.

SUBCHAPTER 4.  YOUTH CASE MANAGEMENT
(YCM) SERVICES

Source and Effective Date

R.2005 d.78, effective February 22, 2005.
See: 36 NJ.R. 1271(b), 37 N.J.R. 651(a).

10:73-4.1 Purpose and scope

(a) This subchapter sets forth the requirements all pro-
viders shall follow to receive reimbursement for the provi-
sion of youth case management (YCM) services to eligible
Medicaid/NJ FamilyCare bencficiaries and children, youth
and young adults receiving services from the Division of
Child Behavioral Health Services (DCBHS).

(b) Children, youth and young adults receive youth case
management services under the auspices of the Department
of Human Services’ Division of Child Behavioral Health
Scrvices (DCBHS). The services are administered jointly by
the Division of Mental Health Services (DMHS) in accor-
dance with N.J.A.C. 10:37H, DCBHS, and the Division of
Medical Assistance and Health Services (DMAHS) in accor-
dance with these rules.

10:73-4.2 Definitions

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-

" text clearly indicates otherwise:
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“Collateral contact” means activities the youth case man-
ager engages in on behalf of the child, youth or young adult
to advocate for, link to, coordinate and monitor the services
included in the individualized service plan.

“Contracted Systems Administrator (CSA) Care Coordi-
nation” means case management provided by telephone to
children, youth or young adults who require a low level of
case management to access the appropriate services to
address their mental, emotional or behavioral healthcare
needs and maintain optimal functioning within the commu-

nity.

“Contracted Systems Administrator (CSA)” means the
agency contracted by the State to provide support to the
DCBHS in the areas of utilization management, informa-
tion, communication and quality management.

“Unit of service” means 15 continuous minutes of face-to-
face contact with, or on behalf of, an enrolled beneficiary,
not including travel time.

“Young adult,” for the purposes of the DCBHS, means
an individual, under age 21, who had been receiving DHS
services prior to becoming 18 years of age, and who demon-
strates a need for the continuation of services as part of his
or her transition into the adult-serving system.

“Youth Case Management” means services provided in
accordance with N.J.A.C. 10:37H and these rules to facili-
tate a moderate level of case management that assists
children, youth or young adults in accessing and receiving
the appropriate level of care, interventions and supports to
maintain the optimal functioning level in the community.

10:73-4.3 Provider participation

(a) Prior to enrollment as a Medicaid/NJ FamilyCare
provider, any agency rendering youth case management
services shall be under contract with, and licensed by,
DHS/Division of Mental Health Services (DMHS) as an
approved youth case management provider. Such contract
and license shall be in full effect and shall not be currently
suspended or terminated. All providers shall adhere to all
applicable DHS/DMHS/DMAHS rules, including, but not
limited to, NJ.A.C. 10:37H, 10:49 and this subchapter.

(b) In order to participate as a Medicaid/NJ Family-
Care/DCBHS provider of youth case management services,
a provider shall apply to, and be approved by, the New
Jersey Medicaid/NJ FamilyCare fee-for-service program as a
youth casc management provider, in accordance with the
provisions of this subchapter. Providers who are enrolled as
other provider types in the Medicaid/NJ FamilyCare pro-
gram shall complete a separate application to enroll as a
youth case management provider.

(c) All applicants shall complete and submit a provider
application to:
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Department of Human Services
PO Box 700
Trenton, NJ 08625-0700

Attn: Director, Division of Child Behavioral
Health Services

(d) The applicant will receive notification of approval or
disapproval of provider status. If approved, the applicant
shall be enrolled as a Medicaid/NJ FamilyCare provider and
shall be assigned a provider number for seeking reimburse-
ment for the provision of youth case management services.
All approved and enrolled providers will receive a copy of
the provider manual and the fiscal agent billing supplement.

(e) Providers of youth case management services shall, at
all times, maintain compliance with all applicable State and
Federal laws, rules and regulations.

(f) If a provider receives notification that the provider is
no longer approved by the DCBHS, or if the provider
receives notice that its license or contract with the Depart-
ment is in default status or has been suspended or terminat-
ed for any reason, the provider shall notify the Division of
Medical Assistance and Health Services at the address
below within 10 business days.

Division of Medical Assistance and Health Services
Office of Provider Enrollment

PO Box 712

Trenton, NJ 08625-0712

(g) If the provider’s contract/license with the DHS/
DMHS is in default status or has been suspended or termi-
nated for any reason, or if the provider is no longer
approved by the Division of Child Behavioral Health Ser-
vices, the provider shall be immediately disenrolled as a
Medicaid/NJ FamilyCare youth case management services
provider until such time as the DHS/DMHS contract/license
is renewed or reinstated and the Division has been notified
by the Division of Child Behavioral Health Services that the
provider should be reinstated as a Medicaid/NJ FamilyCare
youth case management services provider.

(h) A provider may be held liable for recoupment of any
monies paid for services rendered during the time that the
provider of services did not possess a valid license or
contract or did not meet any other qualifications as outlined
in this subchapter.

10:73-4.4 Beneficiary eligibility

(a) Youth case management services shall not be avail-
able to beneficiaries of the Medically Needy Program, ex-
cept pregnant women, nor to beneficiaries served in the
Home and Community Based Services Waiver Program,
Model Waivers, DDD Waiver, ABC Waiver, Traumatic
Brain Injury Waiver, or the Home Care Expansion Program.
For information on how to identify a Medicaid/NJ Family-
Care beneficiary, refer to N.J.A.C. 10:49-2, Administration.
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(b) The Division will consider claims for youth case man-
agement (YCM) services rendered to children, youth or
young adults who are:

1. Enrolled in Medicaid/NJ FamilyCare-Plan A;

2. Enrolled in any other NJ FamilyCare Plan and also
receiving services from the Division of Child Behavioral
Health Services; or

3.  Receiving services from the Division of Child
Behavioral Health Services and are not eligible for Medic-
aid/NJ FamilyCare.

(c) Children, youth and young adults shall be eligible for
YCM services if the services have been determined neces-
sary, using the criteria established by the Division of Mental
Health Services (DMHS), the Contracted System Adminis-
trator (CSA), or any other contracted and authorized agent
of the Department of Human Services which authorizes the
need for these case management services.

(d) The following criteria arc necessary for admission to
YCM services:

1. The child, youth or young adult demonstrates be-
havioral and/or emotional challenges, which adversely af-
fects his or her functional capacity in the community;

2. The child, youth or young adult and his or her
family or caregiver requires a moderate level of face-to-
face assistance in obtaining and coordinating treatment,
rehabilitation, financial and/or social services, without
which the child, youth or young adult could reasonably be
expected to require more intensive services, including, but
not limited to, intensive case management services provid-
ed by a Care Management Organization (CMO) to main-
tain an optimal functional capacity (see N.J.A.C. 10:73-3);
and

3. A moderate level of case management services
which is consistent with the results of the DCBHS initial

er, regarding accessing the appropriate level of services to
meet the needs of the child, youth or young adult and shall
give assistance transitioning to the recommended level of
case management services, if needed, for any child, youth or
young adult who is discharged from YCM services.

10:73-4.5 Youth case management (YCM) services;
program description

(a) Youth Case Management (YCM) services are moder-
ate level case management services provided to Medicaid/NJ
FamilyCare beneficiaries of DCBHS services who are under
the age of 18 or thosc young adults between the ages of 18
and 21 who are transitioning from the child service system
to the adult service system. YCM services ensure that
individualized mental, emotional and/or bechavioral health
services are obtained for the child, youth or young adult by
advocating for necessary mental/behavioral services and oth-
er necessary financial, educational, social or other services
to serve the needs of the child, youth or young adult by
restoring, enhancing and maintaining an optimal level of
functioning, ultimately reducing or eliminating the need for
case management services.

1. YCM services that are included as part of a transi-
tion/discharge plan from inpatient psychiatric hospitaliza-
tion, CMO services or other more intensive level of
services, including, but not limited to, discharge from a
residential mental health rehabilitation program or inpa-
tient psychiatric hospitalization, are intended to support
the maintenance of the child, youth or young adult’s
attained treatment goals to facilitate a successful transi-
tion from inpatient hospitalization or CMO services and
prevent a relapse which would result in rehospitalization
or the need for additional intensive services or recturn to
previous out-of-home placement.

(b) YCM services shall include, but shall not be limited

evaluation/assessment and other relevant information '’
gathered during the initial referral. 1. Coordinating transition into YCM services in col-
(e) A child, youth or young adult may be excluded from labon:z;tlon .w';hf'th.(;. CS.'A’ ﬂfe t:a!mly and ftl;;:ctl:\(,)lmmuplty
receiving YCM services if an cvaluation/assessment of his or pm"" e:rls, any "f‘ ltz'mnfg transn.tlc:in 0"" o services
her needs, performed by an authorized agent of the DHS, to an alternate level of care and casc management as
e - a e, ace pri
indicates that: ppropriate, ensuring lmke_lges are in place prior to the
transition out of YCM services;
1. The child, youth or young adult requires a more or
less intensive level of case management or other services 2. Assessment, which is the ongoing process of identi-
to meet his or her needs; fying, reviewing and updating a child, youth or young
. . It’ : , based i fr
2. The child, youth or young adult or his or her parent ad_u s ;trengths and needs, based up on input from the
or caregiver refuse YCM services: or child, youth or young adult, the caregiver(s), significant
careg B > others including family members, and behavioral
3. The child, youth or young adult no longer requires health/mental health professionals. The assessment pro-
YCM services to effectively function within the home and cess continues throughout the entire time the child, youth
community. or young adult receives YCM services;
(f) The youth case manager shall give information to a 3. Service planning, which is the process of organizing
child, youth or young adult, or his or her parent or caregiv- the outcomes of the assessment in collaboration with the
73-19 Supp. 2-22-05
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child, youth or young adult, the caregivers, significant
others, potential service providers, and others as designat-
ed, coordinating the receipt of the concurrent review
information from provider(s) and formulating a written
service plan that addresses the child, youth or young
adult’s needs, planned services to address these needs,
and plans to remain in the community. The service plan-
ning process continues throughout the child, youth or
young adult’s length of stay in YCM services;

4. Services linkage, which is the ongoing referral to,
and enrollment and participation in, mental health and/or
non-mental health program(s). Mental health program
linkage means that the child, youth or young adult has
completed the mental heaith program’s intake process,
that the child, youth or young adult has been accepted for
service, and that the child, youth or young adult has
effectively participated in the program. Services linkage
includes ensuring that individualized services are obtained
for the child, youth or young adult by facilitating linkages
to community based resources and/or services included in
the plan of care;

5. Ongoing monitoring, which consists of both benefi-
ciary monitoring and service provider monitoring by the
case manager, as follows:

i. Beneficiary monitoring, which is the ongoing re-
view of the child, youth or young adult’s status and
needs, the frequency of which is contingent upon the
child, youth or young adult’s risk status and reported
changes from the child/youth/young adult, significant
others and/or service providers. An update of the ser-
vice plan may result from the monitoring process to
address changing .needs. Beneficiary monitoring in-
cludes reviewing progress made toward the attainment
of the defined treatment goals included in the individu-
al YCM service plan, and ensuring that the child, youth
or young adult and his or her family or caregiver is
afforded the opportunity to participate in the review
process; and

ii. Service provider monitoring, which is the process
of routine follow-up with the child, youth or young
adult’s service providers to assess if services are provid-
ed as planned and if they meet the child, youth or
young adult’s needs. Provider monitoring may result in
the adjustment of the service plan including provider
changes. Service provider monitoring includes the fol-
lowing:

(1) Monitoring the plans, including the medication
managcment plan for beneficiaries in need of such
plans; and

(2) Coordination of services from multiple provid-
ers including calling and coordinating treatment team
meetings of a child, youth or young adult’s service
providers until the child, youth or young adult leaves
the YCM program;
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6. Ongoing support scrvices, which is the provision of
face-to-face individualized support services for a child,
youth or young adult and their natural support system,
including their family. The frequency of support services
is contingent upon the child, youth or young adult’s
individual needs; and

7. Advocacy, which is the process of assisting the
child, youth or young adult in accessing, receiving and
maintaining receipt of all benefits to which he or she is
entitled. Beneficiary advocacy is an ongoing activity of the
case manager, and includes advocating for services to
meet the needs, desires and rights of the child, youth or
young adult and his or her family or caregiver.

10:73-4.6 Referral process to Youth Case Management

(a) The CSA shall conduct a basic preliminary screening
of each child, youth or young adult referred to the CSA by
the Division of Child Behavioral Health Services to deter-
mine the level of case management appropriate to meet the
case management needs of the child, youth or young aduit.
Upon determination that YCM services are needed, the
CSA will refer the child, youth or young adult and authorize
youth case management services for the first 14 days of
service.

(b) If a child, youth or young adult is determined to need
YCM services as described in this subchapter, within the
first 14 days of the referral the YCM provider shall deter-
mine the specific case management needs of the child, youth
or young adult and develop an individual service plan, that
includes the recommended scope and duration of mental
health/behavioral health needed as well as the plan to
provide Youth Care Management Services. (See N.J.A.C.
10:73-4.7))

10:73-4.7 Individual YCM service plan

(a) The individual YCM service plan shall be based on
the results of the YCM agency’s evaluation of the mental
health/behavioral health needs as well as the case manage-
ment needs of the child, youth or young adult. The YCM
service plan shall be completed and registered with the CSA
within 14 business days of the initial referral. Once approved
and authorized by the CSA, the youth case management
service provider will be authorized to provide continued
YCM services. Authorizations for the individual services in
the YCM service plan will be sent dircctly to individual
provider.

(b) The child, youth or young adult’s YCM service plan
shall be developed in partnership with a team that shall be
coordinated by the youth case manager. The YCM agency
shall develop a team and shall include the following mem-
bers:
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1. The youth case manager assigned to the child,
youth or young adult; '

2. The child, youth, or young adult and the parent or
caregiver; and

3. Any interested person the child, youth or young
adult or their family wishes to include as a member of the
team such as family, friends or clergy, and may include
current providers of services as well as other entities
providing formal or informal support to the child/youth/
young adult and their family.

(c) Each individual YCM service plan shall include, at a
minimum: .

1. A summary of the strengths and existing resources
of the child, youth or young adult and his or her family or
caregiver;

2. Identification of the presenting problem and areas
of unmet need;

3. Long and short term goals with defined and meas-
urable objectives, including time frames for attaining the
goals;

4. Recommended frequency, scope and duration of
case management services, as well as the individual ser-
vices needed by the child, youth or young adult;

5. Title and credentials of the individual responsible
for the implementation of the specific formal and infor-
mal mental and behavioral health services provided; and

6. Discharge criteria.

(d) The individual YCM service plan shall be reviewed by
the case manager a minimum of every 30 days and amended
as necessary to provide the most effective level of services.
Any amendments to the service plan shall be registered
with, and authorized by, the CSA.

(e) The individual YCM service plan, and any subsequent
amendments to the plan, shall be registered with the CSA
by the end of the next business day.

10:73-4.8 Authorization of services

(a) The initial authorization of YCM services shall be for
14 days, except that for children, youth or young adults
referred for YCM services by a CMO child-family team, the
initial 90 days of YCM services, up to 80 units of service,
shall be authorized as part of the discharge/transition plan
from the CMO. (See N.J.A.C. 10:73-3.14.)

(b) The subsequent authorization of YCM services after
the first 14 days shall be for a period not to exceed 90 days.

(c) The YCM staff, the CSA, the parents or caregivers
and the child, youth or young adult shall review the level of
case management services, and the specific mental/behavior-
al health services included in the service plan, a minimum of
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every 30 days and amend the service plan and/or refer the
child, youth or young adult to a more appropriate level of
case management services if indicated.

(d) Additional authorizations, up to six additional 30-day
periods may be authorized by the CSA if the YCM service
plan request indicates such YCM services are necessary.

(e) Providers of mental/behavioral health services that
are includéd in the service plan developed by the YCM
agency shall receive authorization to provide services direct-
ly from the CSA.

10:73-4.9 Recordkeeping

(a) YCM providers shall keep such individual records as
are necessary to fully disclose the kind and extent of services
provided.

(b) The YCM provider shall maintain the following data
in support of all claims:

1. The name and address of the child, youth or young
adult;

2. The reason for the initial referral;

3. The name, credentials and title of the staff mem-
ber(s) providing the service(s);

4. The exact date(s), time(s) and location(s) of the
case management service(s) provided;

S. The total number of complete units of service
provided per day;

6. The length of face-to-face contact with, or on be-
half of, the child, youth or young adult (excluding travel
to or from child, youth or young adult contact or collater-
al contact);

7. The name of individual(s) with whom face-to-face
contact was maintained on behalf of the child, youth or
young adult; and

8. A summary of services provided in accordance with
the goals of the service plan.

(c) The provider shall maintain an individual service rec-
ord for each child, youth or young adult which shall contain,
at a minimum, the following information:

1. The date(s) of service and total number of units of
service received;

2. The diagnosis provided with initial referral;
3. The reason for referral to YCM and involvement;

4. The individual service plan, including all amend-
ments; '

5. Documentation and reporting of any and all crisis
or emergency situations that occur during the provision of
the services, including a summary of the corrective action
taken and resolution of the situation; and
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6. Progress notes which include quantifiable measure-
ments toward defined goals, as stipulated in the child,
youth or young adult or young adult’s service plan. Prog-
ress notes should be completed for each contact with, or
on behalf of, the child, youth or young adult. If not
completed by a licensed professional, the progress notes
shall be reviewed and signed off by the program supervi-
sor.

(d) All providers shall meet all Children’s Initiative Man-
agement Information Systems (CI-MIS) specifications as
defined by the Contracted Systems Administrator (CSA) or
other Department-designated agent.

(e) Providers shall make the records described in (a)
through (c) above available to the Department of Human
Services, the Contracted Systems Administrator, or other
Department-authorized agents, as requested.

10:73-4.10 Basis of reimbursement

(a) Reimbursement for YCM services shall be fee-for-
service.

(b) All reimbursement shall be restricted to approved
Medicaid/NJ FamilyCare YCM providers and shall be sub-
ject to all applicable Medicaid/NJ FamilyCare rules, includ-
ing N.J.A.C. 10:49 and these rules.

(c) A unit of service shall be defined as 15 minutes of
face-to-face services or other collateral contact that imple-
ment the youth case management services described at
N.J.A.C. 10:73-4.5(b), provided directly to, or on behalf of,
the child, youth or young adult receiving services. Non-
consecutive shorter time periods shall not be added together
to total 15 minutes. Transportation of a beneficiary shall not
be included.

(d) Providers shall seek reimbursement for YCM services
using the appropriate Healthcare Common Procedure
Codes (HCPCS). (See N.J.A.C. 10:73-5.)

(¢) In no event shall the charge to the New Jersey
Medicaid/NJ FamilyCare program exceed the charge by the
provider for identical services to other groups or individuals
in the community. ‘

(f) In the event a youth case management child, youth or
young adult is hospitalized or admitted to a hospital for
treatment of behavioral health/mental health needs or into
a Joint Committee on Accreditation of Healthcare Organi-
zations (JCAHO)-accredited psychiatric treatment facility
during a prior authorization period, the Medicaid/NJ Fami-
lyCare program shall not be charged for YCM services ren-
dered during the hospitalization or residency.

SUBCHAPTER 5. HEALTHCARE COMMON
PROCEDURE CODING SYSTEM

Subchapter Historical Note

Subchapter 4, HCFA Common Procedure Coding System (HCPCS),
was recodified from N.J.A.C. 10:73-3 by R.2001 d.475, effective De-
cember 17, 2001. See: 33 NJ.R. 34Y(a), 33 N.J.R. 1167(a), 33 NJ.R.
4357(a).

Subchapter 5. Healthcare Common Procedure Coding System was
recodified from N.J.A.C. 10:73-4 by R.2005 d.78, effective February 22,
2005. See: 36 NJ.R. 1271(b), 37 N.J.R. 651(a).

10:73-5.1 Introduction

(a) The New Jersey Medicaid/NJ FamilyCare program
adopted the Centers for Medicare and Medicaid Services
Healthcare Common Procedure Coding System (HCPCS).
The HCPCS codes as listed in this subchapter are relevant
to Medicaid/NJ FamilyCare adult case management ser-
vices, Medicaid/NJ FamilyCare/DCBHS youth case manage-
ment services and care management organization services
and must be used when filing a claim.

1. The responsibilities of the case management ser-
vices provider when rendering adult case management
services are listed in N.J.A.C. 10:73-2.

2. The responsibilities of the care management organ-
ization services provider when rendering services are list-
ed in NJ.A.C. 10:73-3.

3. The responsibilities of the case management ser-
vices provider when rendering youth case management
services are listed in N.J.A.C. 10:734.

4. “P” is listed under Ind (indicator) which means that
prior authorization is required.

5. “ZC” is listed under Mod (modifier) which means
that service is rendered for children.

Amended by R.1994 d.585, effective November 21, 1994 (operative
December |, 1994).
See: 26 NJ.R. 3350(a), 26 N.J.R. 4614(a).
Amended by R.1996 d.363, effective August 5, 1996.
See: 28 N.J.R. 1977(a). 28 N.J.R. 3788(a).
Amended by R.2001 d.198, effective June 18, 2001.
See: 33 N.J.R. 978(a), 33 N.J.R. 2193(a).
Amended by R.2001 d.475, effective December 17, 2001.
See: 33 N.J.R. 349(a), 33 NJ.R. 1167(a). 33 N.J.R. 4357(a).
In (a), rewrote the second sentence of the introductory paragraph,
added 2 and recodified former 2 through 4 as 3 through 5.
Recodified from N.J.A.C. 10:73-4.1 and amended by R.2005 d.78,
effective February 22, 2005.
See: 36 NJ.R. 1271(b). 37 N.J.R. 651(a).
In (a), inserted “youth” following “Medicaid/NJ FamilyCare/Partner-
ship for Children” in the introductory paragraph, added 3, recodified
former 3 and 4 as 4 and 5 and deleted 5.

10:73-5.2 HCPCS codes for case management services

Maximum
(g) Providers shall not bill for services provided while the IND HCCo!;CS Mod Descriot Al Fee
: : i H H c O eSCHEIlOI\ owance
child, youth or young qdult is receiving CMO services, whgch =P~ TI017 ~TJ  Youth Case Management Ser-  — §20.00/
shall include any services provided in the month in which vices (unit of service=15 con- unit
individual is discharged from the CMO. secutive minutes)
Supp. 3-21-05 73-22
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Maximum
HCPCS Fee
IND Code  Mod Description Allowance
P T2023 TJ Care Management Organiza- $ 880.00
tion (CMO) Services for Chil-
dren, Adolescents, and Young
Adults receiving DCBHS Ser-
vices; per month
Z5005 Initial Evaluation Services, $19.25
Clinical Case Management Pro-
gram/Mental Health
(CMP/MH). Adults
P 75006 Clinical Case Management Pro- $19.25
gram/Mental Health
(CMP/MH), Adults
Z5007 Liaison Case Management Pro- $19.25

gram/Mental Health
(CMP/MH). Adults

Amended by R.1994 d.585, effective November 21, 1994 (operative
December 1, 1994).

See: 26 N.J.R. 3350(a). 26 NJ.R. 4614(a).

Amended by R.1996 d.363, effective August 5. 1996.

See: 28 N.J.R. 1977(a). 28 N.J.R. 3788(a).

Amended by R.2001 d.475, effective December 17, 2001.

See: 33 N.JLR. 349(a), 33 NJ.R. 1167(a), 33 N.J.R. 4357(a).
Inserted HCPCS Code Z5008.

Recodified from N.J.A.C. 10:73-4.2 and amended by R.2005 d.78,
effective February 22, 2005. )

See: 36 N.J.R. 1271(b), 37 N.J.R. 651(a).
Rewrote the section.
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APPENDIX A

FISCAL AGENT BILLING SUPPLEMENT

AGENCY NOTE: The Fiscal Agent Billing Supplement
is appended as part of this chapter but is not reproduced in
the New Jersey Administrative Code. When revisions are
made to the Fiscal Agent Billing Supplement, replacement
pages shall be distributed to providers and filed with the
Office of Administrative Law.

For a copy of the Fiscal Agent Billing Supplement, write
to:
Unisys Corporation
PO Box 4801
Trenton, New Jersey 08650-4801

or contact:

Office of Administrative Law
Quakerbridge Plaza, Building 9
PO Box 049

Trenton, New Jersey 08625-0049

New Rule, R.1996 d363., effective August 5, 1996.
See: 28 N.J.R. 1977(a), 28 N.J.R. 3788(a).

Supp. 3-21-05



