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POLICY: 
Mendocino County Behavioral Health and Recovery Services (BHRS) shall ensure 
compliance with CCR, Title 9, Chapter 11, sections 1810-1840; and CFR, Title 42, section 
438 and DHCS Behavioral Health Information Notice 21-073. These statutes cover all 
matters concerning authorization of inpatient and outpatient services. For children in 
foster care, the MHP shall comply with DHCS BHIN 24-025 regarding Presumptive 
Transfer. Mental Health Plans are classified as Prepaid Inpatient Health Plans under the 
Managed Care Final Rule of July 1, 2017, and must comply with all applicable federal 
managed care requirements for coverage and authorization. 
 
Contracted providers will abide by the following Access and Point of Authorization (POA) 
procedures. The MHP will maintain a Quality Assurance Performance Improvement 
(QAPI) unit for Quality Improvement (QA/QI) and Utilization Management that will provide 
oversight of all access and point of authorization requirements.  

 
 

Definitions 
Adverse (Benefit) Determination- is a denial or limited authorization of a requested 
services; reduction, suspension or termination of a previously authorized service; denial in 
whole or in part of payment for a service; failure to provide services in a timely manner; 
failure to act within the required timeframes for standard resolution of grievances and 
appeals; and/or the denial of a beneficiary request to dispute financial liability.  
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Urgent Care Condition- is defined as a situation experienced by a client that without 
intervention is highly likely to result in an emergency psychiatric condition.  
 
PROCEDURE: 
 

I. Access Structure: 
A. Mendocino County BHRS shall maintain a 24/7 telephone access line. 

Mendocino County Mental Health Services can be accessed by: 
Access Line - 24 hour a day, 7 days a week (24/7) toll free number (800) 555-
5906;  
 
Crisis Line - 24 hour a day, 7 days a week (24/7) toll free number (855) 838-
0404. Notification of inpatient acute psychiatric hospital services can be 
reported via this line. 

 
B. Mental Health Service Centers: 

Adult Services:   
Tapestry Family Services (TFS): 169 Mason St, Ste 300, Ukiah, CA 95482 
Mendocino Coast Hospitality Center: 474 S. Franklin St, Fort Bragg, CA 
Redwood Community Services: 32670 Highway 20, Suite 2, Fort Bragg, CA 
Mendocino County Behavioral Health: 1120 S. Dora Street, Ukiah, CA 
Mendocino County Behavioral Health: 790 S, Franklin Street, Fort Bragg CA 
Mendocino County Behavioral Health: 125 East Commercial St., Willits, CA 
 
 
Children’s Services: 
Redwood Community Services (RCS): 350 Gobbi St., Ukiah, CA 
Redwood Community Services Willits: 99 S. Humboldt St., Willits, CA  
Redwood Community Services Fort Bragg: 32670 Highway 20, Unit #6, Fort 
Bragg, CA 
Tapestry Family Services: 169 Mason St., Ste 300 Ukiah, CA 
Mendocino County Youth Project: 776 S. State St., Ste.107, Ukiah, CA 

 
C. Medication Management services for all ages: 

Redwood Quality Management Company (RQMC)/Anchor Health 
Management (AHM): 350 E. Gobbi St., Ukiah, CA 95482 
 

D. The contracted provider will submit a monthly Crisis/Phone Log to MHP QAPI 
by the second Tuesday of each subsequent month. 

 
E. Contracted provider shall ensure consistent application of review criteria for 

authorization decisions, and shall consult with the requesting provider when 
appropriate. BHRS will audit for consistent application of review criteria in the 
annual Utilization and Authorization Review Audit.  

 
F. Contractor providers shall ensure any decision to deny a service authorization 

request or to authorize a service in an amount, duration, or scope that is less 
than requested be made by a health care professional who has appropriate 
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clinical expertise in addressing the beneficiary’s behavioral health needs.  
Compensation to individuals or entities that conduct utilization management 
activities must not be structured so as to provide incentives for the individual 
or entity to deny, limit, or discontinue medically necessary services to any 
beneficiary. 

 
G. Contracted providers shall ensure that all medically necessary covered SMHS 

are sufficient in amount, duration, or scope to reasonably achieve the purpose 
for which the services are furnished. Contractor providers shall not arbitrarily 
deny or reduce the amount, duration, or scope of medically necessary 
covered SMHS solely because of diagnosis, type of illness, or condition of the 
beneficiary. 

 
H. Contracted providers shall have sufficient Indian Health Coverage Programs 

participating in its provider network to ensure timely access to services for 
beneficiaries who are eligible to receive services and requesting a Native 
American provider. 

       
II. Urgent Care Mental Health Services 

Urgent Care Services are provided by contracted providers. Urgent Care 
Services Timely Access requirements are as follows: 

 
A. Urgent Care Services that do not require pre-authorization will be expected to 

have an appointment scheduled within 48 hours of the request for 
appointment.  
a. Crisis Intervention 
b. Crisis Stabilization 
c. Mental Health Services 
d. Target Case Management 
e. Intensive Care Coordination 
f. Medication Support Services 

 
B. Urgent Care Services that do require prior authorization will be scheduled 

within 96 hours of the request for appointment. 
a. Intensive Home-Based Services 
b. Day Treatment Intensive 
c. Day Rehabilitation 
d. Therapeutic Behavioral Services 
e. Therapeutic Foster Care 

 
III. Crisis Mental Health Services 

Crisis services are provided by contracted providers. 
 
A. Crisis services do not require prior authorization. 

 
B. Crisis services can be billed up to eight (8) hours in every 24 hour period. 
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C. Post Crisis Services clients who has received a crisis assessment and has a 
completed Crisis Intervention Contact and interim care plan can receive 60 
days post crisis support to connect beneficiaries to services, follow-up care, 
and community supports.  

 
D. The contracted provider shall maintain a Urgent/Crisis Service Request Log 

reporting requests for services from beneficiaries, including requests directly 
from a network provider or the MHP. The Service Request Log or Electronic 
Health Record Query shall include the following: 
 
1. Name of the beneficiary. 
2. Date of the initial request. 
3. Date of the assessment. 
4. Date of the first offered appointment. 
5. Type of appointment. 

 
a. Urgent-No Prior Authorization required (within 48 hrs) 

i. Crisis Intervention. 
ii. Crisis Stabilization. 
iii. Mental Health Services. 
iv. Targeted Case Management. 
v. Intensive Care Coordination. 
vi. Medication Support Services. 

 
b. Urgent-Prior Authorization required (96 hrs) 

i. Intensive Home-Based Services. 
ii. Day rehabilitation. 
iii. Therapeutic Behavioral Services. 
iv. Therapeutic Foster Care. 

 
6. Type of service provided (as listed above). 
7. Notice of Adverse Benefit Determination (NOABD). 

 
IV. Timeliness 

A. Outpatient Non-urgent Non-Psychiatric Specialty Mental Health Services: 
Offered an appointment within 10 business days of the request for services 
(This standard applies unless the waiting time for an appointment is 
extended). 
 

B. Psychiatric Services-Offered an appointment within 15 business days of 
request for services (This standard applies unless the waiting time for an 
appointment is extended). 

 
C. Non-urgent Follow-Up Appointments-Offered a follow-up appointment with a 

non-physician within 10 business days of the prior appointment (This 
standard applies unless the waiting time for an appointment is extended). 

 
V. Psychiatric Inpatient Hospital/Psychiatric Health Facility Services 
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Emergency Admission Requirements 
The contracted provider may not require prior authorization for an emergency 
admission for psychiatric inpatient hospital services or to a psychiatric health 
facility, whether the admission is voluntary or involuntary, and the beneficiary due 
to a mental disorder, is a current danger to self or others or immediately unable 
to provide for or utilize food shelter, or clothing. 
 
A. Upon notification by a hospital, the contracted provider shall authorize 

payment for out of network services after consultation with Behavioral Health 
Director when a beneficiary of the MHP, with an emergency psychiatric 
condition is admitted to a psychiatric inpatient hospital, hospital, or PHF 
services. 
 

B. After the date of admission, hospitals must request authorization for 
continued stay services for the beneficiary subject to concurrent review by the 
contracted provider. 

 
VI. Concurrent Review  

The contracted provider shall conduct concurrent review and authorization for all 
psychiatric inpatient hospitalization and psychiatric health facility services.   

 
A. Concurrent review shall be initiated following the first day of admission. 

 
B. The contracted provider, on behalf of the MHP, may elect to initially authorize 

multiple days, but each day of treatment must meet medical necessity criteria 
for admission to a hospital for psychiatric inpatient services. 
 

C. For Medi-Cal reimbursement of psychiatric inpatient hospital services the 
beneficiary must meet medical necessity criteria as outlined in Title 9 of the 
CCR, section 1820.205. The beneficiary must meet the following criteria for 
admission to a hospital for psychiatric inpatient services: 

 
1. Have an included diagnosis, 
 
2. Cannot be safely treated at a lower level of care, except that a beneficiary 

who can be safely treated with crisis residential treatment services or 
psychiatric health facility services for an acute psychiatric episode shall be 
considered to have met this criterion; and 

 
3. Requires psychiatric inpatient hospital services, as the result of a mental 

disorder due to one of the following: 
 

a. Has symptoms or behaviors due to a mental disorder that (one of the 
following): 
i. Represent a current danger to self or others, or significant property 

destruction. 
ii. Prevent the beneficiary from providing for, or utilizing food, clothing, 

or shelter. 
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iii. Present a severe risk to the beneficiary’s physical health. 
iv. Represent a recent, significant deterioration in ability to function. 

 
b. Require admission for one of the following: 

i. Further psychiatric evaluation. 
ii. Medication treatment. 
iii. Other treatment that can be reasonably provided only if the 

beneficiary is hospitalized. 
 

D. The medical necessity criteria are applicable regardless of the legal status 
(voluntary or involuntary) of the beneficiary. 

 
E. Continued stay services in a hospital shall be reimbursed when a beneficiary 

experiences one of the following: 
 

1. Continued presence of indications that meet the medical necessity 
criteria;  

2. Serious adverse reactions to medications, procedures or therapies 
requiring continued hospitalization’ presence of new indications that 
meet medical necessity criteria; and,  

3. Need for continued medical evaluation or treatment that can only be 
provided if the beneficiary remains in the hospital.  

 
F. The contracted provider will maintain responsibility to ensure that services 

furnished to beneficiaries are medically necessary and must ensure 
compliance with all requirements necessary for Medi-Cal reimbursement. 
The contracted provider must review documentation sufficient to determine 
that medical necessity criteria are met for acute days and administrative day 
criteria are met for administrative days claimed for reimbursement of Federal 
Financial participation. 
 

G. Decisions to approve, modify or deny provider requests for authorization 
concurrent with the provision of specialty mental health services to 
beneficiaries shall be communicated to the beneficiaries’ treating providers, 
including both the hospital and treating physician, in writing, within 24 hours 
of the decision. If the contracted provider denies or modifies the request for 
authorization, the contracted provider must notify the beneficiary, in writing, 
of the adverse benefit determination. In the case of concurrent review, care 
shall not be discontinued until the beneficiary’s treating provider(s) has been 
notified of the decision and a care plan has been agreed upon by the treating 
provider that is appropriate for the medical needs of the beneficiary. See the 
Notice of Adverse Benefit Decision Policy. 
 

H. In cases where the contracted provider on behalf of the MHP, determines it 
will terminate, modify, or reduce services the MHP must notify the 
beneficiary, in writing, of the adverse beneficiary determination prior to 
discontinuing services. 
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1. The individual authorized to deny or modify, authorization of 
services shall be a licensed physician or mental health or 
waivered/registered professional competent to evaluate the specific 
clinical issues.  

2. A physician shall be available for consultation and for resolving 
disputed requests for authorization. 

 
I.   The written request for payment shall be in the form of a Treatment 

Authorization Request (TAR) for Fee-for-Service/Medi-Cal hospitals or as 
specified by the MHP for Short Doyle/Medi-Cal Hospitals.  
  

J. An MHP authorization log maintained by the contracted provider for Short-
Doyle /Medi-Cal hospitals. The log shall include: 

 
1. Beneficiary Name, 
2. Hospital, 
3. Date of admission, 
4. Number of days approved, 
5. Number of days denied, 
6. Administrative days, and 
7. The contracted provider shall document that all adverse decisions 

regarding hospital requests for authorization based on medical 
necessity criteria or emergency medical condition were reviewed 
and approved. 

 
K. A request for payment authorization may be denied if the request is not 

submitted in accordance or within timelines as identified above or does not 
meet medical necessity reimbursement criteria in Title 9, 1820-205 or 
emergency psychiatric condition criteria in Title 9, 1820.225(b) on an 
emergency admission or if the hospital has failed to meet any other 
mandatory requirements of the contract negotiated between the hospital, the 
MHP or its contracted provider(s). 

 
Medi-Cal hospital charts and hospital chart audit sheets will be sent to the 
MHP QAPI for 100% administrative review prior to payment. Indigent hospital 
charts and hospital chart audit sheets will be sent to the MHP QAPI Office for 
verification of insurance. 

 
VII. Authorizing Administrative Days 

A hospital may claim for administrative day services when a beneficiary no longer 
meets medical necessity criteria for acute psychiatric hospital services but has 
not yet been accepted for placement at a non-acute residential treatment facility 
in a reasonable geographic area.  
 
A. In order to conduct concurrent review and authorization for administrative day 

claims, the contracted provider shall review that the hospital has documented 
having made at least one contact to a non- acute residential treatment facility 
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per day (except weekends and holidays) starting with the day the beneficiary 
is placed on administrative day status. 
 

B. Once five contacts have been made and documented, any remaining days 
within the seven consecutive day period from the day the beneficiary is 
placed on administrative day status can be authorized. 
 

C. A hospital may make more than one contact on any given day with the seven 
consecutive day period, however the hospital will not receive authorization for 
the days in which a contact has not been made until and unless all five 
required contacts are completed and documented. 

  
D. Once the five contact requirement is met any remaining days within the seven 

day period can be authorized without a contact having been made and 
documented.  

 
E. The contracted provider, on behalf of the MHP, may waive the requirements 

of five contacts per week if there are fewer than five appropriate, non-acute 
residential treatment facilities available as placement options for the 
beneficiary. The lack of appropriate, non-acute treatment facilities and 
contacts made at facilities shall be documented to include: 

 
1. The status of the placement. 
2. Date of the contact. 
3. The signature of the person making the contact. 
 

F. Examples of appropriate placement status options include, but are not limited 
to, the following: 
 
1. The beneficiary’s information packet is under review. 
2. An interview with the beneficiary has been scheduled for {date}. 
3. No bed available at the non-acute treatment facility. 
4. The beneficiary has been put on a wait list. 
5. The beneficiary has been accepted and will be discharged to facility on 

{date of discharge}. 
6. The patient has been rejected from facility due to {reason}. 
7. A conservator deems the facility to be inappropriate for placement. 

 
G. Request of payment for administrative day services must meet the following 

conditions: 
 
1. During the hospital stay a beneficiary previously met medical necessity 

criteria for reimbursement of acute psychiatric inpatient hospital services. 
2. There was no appropriate, non-acute residential treatment facility in a 

reasonable geographic area and the hospital documents contact with a 
minimum of five appropriate non-acute residential treatment facilities per 
week subject to the following: 
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a. The contracted provider staff may waive the requirement of five 
contacts per week if there are fewer than five appropriate, non-
acute residential treatment facilities available as placement options 
or actively working with the contracted provider’s discharge 
planner in securing a placement. In no case should there be less 
than one contact per week.  

b. The lack of placement options and the contacts made must be 
documented. 

 
H. In the event of an adverse decision a Notice of Adverse Beneficiary Decision 

(NOABD) will be issued by the contracted provider and copied to QAPI. 
 

I. The contracted provider will submit a monthly Hospitalization log to MHP POA 
by the 10th of each subsequent month. MHP QAPI will keep all original TARS 
for State review. 

 
VIII. Concurrent Review of Crisis Residential Treatment Services and Adult 

Residential Treatment Services 
The contracted provider must utilize referral and/or concurrent review and 
authorization for all Crisis Residential Treatment Services (CRTS) and Adult 
Residential Treatment Services (ARTS).  
  

A. The contracted provider may not require prior authorization. 
 

B. If the contracted provider/MHP refers a beneficiary to a facility for 
CRTS/ARTS, the referral may serve as the initial authorization, as long as the 
referral specifies the parameters/number of days of authorization. 

 
C. The contracted provider must reauthorize medically necessary CRTS/ARTS 

services, as appropriate, concurrently with the beneficiary’s stay and based 
on continued need for services. 
 

D. In absence of the contracted provider/MHP referral, the MHS shall conduct 
concurrent review of treatment authorizations following the first day of 
admission to a facility through discharge. 

 
E. The MHP may elect to authorize multiple days based on the beneficiary’s 

mental health condition, for as long as the services are medically necessary. 
 

F. As with authorization of psychiatric inpatient and PHF services, decisions to 
approve, modify, or deny provider requests for authorization concurrent with 
the provision of SMHS to beneficiaries shall l be communicated to the 
beneficiary’s treating provider within 24 hours of the decision and care shall 
not be discontinued until the beneficiary’s treating provider has been notified 
of the decision and a care plan has been agreed upon by the treating provider 
that is appropriate for the medical needs of the beneficiary.   
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G. If the contracted provider denies or modifies the request for authorization, the 
contracted provider must notify the beneficiary, in writing, of the adverse 
benefit determination. In cases where the contracted provider determines that 
care should be terminated (is no longer authorized) or reduced, the 
contracted provider must notify the beneficiary in writing of the adverse 
benefit determination prior to discontinuing services. 

 
IX. Authorization for Outpatient Specialty Mental Health Services 

A. In accordance with DHCS Behavioral Health Information Notice, BHIN 21-
073, the contracted provider shall not require prior authorization for the 
following services: 
 
1. Crisis Intervention. 
2. Crisis Stabilization. 
3. Mental Health Services. 
4. Targeted Case Management. 
5. Intensive Care Coordination. 
6. Medication Management Services. 

 
B. In accordance with DHCS Behavioral Health Information Notice, BHIN 21-

073, the contracted provider must require prior authorization for the following 
services: 
 
1. Intensive Home Based Services. 
2. Day Treatment Intensive. 
3. Day Rehabilitation. 
4. Therapeutic Behavioral Services. 
5. Therapeutic Foster Care. 

 
C. Referral by the contracted provider on behalf of the MHP is considered to 

serve the same function as approving a request for authorization that is 
submitted by a provider or beneficiary. 
 

D. The contracted provider may require providers to request payment 
authorization for the continuation of services at intervals specified.  

 
X. In County Beneficiaries/ In County Network 

As a county Medi-Cal Mental Health Plan (MHP), BHRS and the contracted 
provider, is required to comply with federal and state network adequacy 
standards for outpatient mental health services. These standards include time, 
distance, and timely access standards; service availability and network 
certification requirements; and monitoring and reporting activities.   
 
Under these standards, BHRS must maintain and monitor a provider network 
(within applicable scopes of practice) that is adequate to serve its client capacity, 
for both adults and children/youth. The Mendocino County MHP must meet or 
exceed network capacity requirements and proportionately adjust the number of 
network providers as needed to support any anticipated changes in enrollment. 
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All TARs shall be approved or denied by licensed mental health or 
waivered/registered professionals, employed with or contracted with the MHP.  
 
A. Payment Procedure: 

1. All services must submit a completed TAR, CANS/ANSA, Biopsychosocial 
Assessment and Client Plan to the appropriate contracted provider/MHP 
POA for medical necessity review and authorization. Services may be 
authorized for up to one (1) year.  
 

2. All programs will use a TAR form, approved by MHP QAPI. The 
contracted provider will date stamp the receipt of the TAR. The contracted 
provider must review and make a decision regarding a provider’s request 
for prior authorization as expeditiously as the beneficiary’s mental health 
condition requires and not to exceed five (5) business days (unless one of 
the exceptions below occurs) from the receipt of the information 
reasonably necessary to make a determination. 
   
a. In cases in which a provider indicates or the contracted provider 

determines that the standard time frame could seriously jeopardize the 
beneficiary’s life or health or ability to attain, maintain, or regain 
maximum function, the contracted provider shall make an Expedited 
Authorization decision and provide notice as expeditiously as the 
beneficiary’s health condition requires, but no later than 72 hour after 
receipt of the request for service. 

 
b. The contracted provider may extend the time frame for making an 

authorization decision for up to 14 additional calendar days in the 
following conditions: 

 
i. The beneficiary or the provider requests an extension, or 
ii. The Contracted provider/BHRS justifies (to the State upon 

request) and documents a need for additional information and 
how the extension is in the beneficiary’s interest.  
 

3. TARs that are incomplete will be sent back with an explanation. These 
TARs will be processed when all forms are fully completed and returned.  
 

4. The prior authorization (or referral where applicable) shall specify the 
amount, scope, and duration of treatment that has been authorized.  

  
5. The contracted provider must document determinations of whether a 

service requires referral or prior authorization and maintain that 
documentation for a period up to ten years and provide them to State 
entities for inspection in accordance with Tile 42 of the CFR, part 438.3(h). 

 
6. If the contracted provider denies or modifies the request for authorization, 

they must notify the beneficiary, in writing, of the adverse benefit 
determination. In case where the contracted provider terminates, reduces, 
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or suspends a previously authorized service, the contracted provider must 
notify the beneficiary, in writing, of the adverse benefit determination prior 
to discontinuing services. The beneficiary’s notice shall meet the 
requirements to notify beneficiaries of an adverse benefit determination. 

 
7. All providers will conduct biopsychosocial assessments at least every two 

years for outpatient service, three years for clients receiving only 
medication support services, and client plans at least annually.  
CANS/ANSA will be conducted every 6 months.   

 
B. Retrospective Authorization Requirements 

 
1. The contracted provider may conduct retrospective authorization of SMHS 

under specific circumstances. In cases where the review is retrospective, the 
contracted provider decision shall be communicated to the individual that 
received services, or to their designee within thirty (30) days of the receipt of 
information that is reasonably necessary to make this determination, and 
shall be communicated to the provider in a manner consistent with state 
requirements. 

  
2. The following limited circumstances qualify for retrospective authorization: 

 
a. Retroactive Medi-Cal eligibility determinations. 
b. Inaccuracies in the Medi-Cal Eligibility Data System. 
c. Authorization of services for beneficiaries with other health coverage 

pending evidence of billing, including dual-eligible beneficiaries. And/or 
d. Beneficiary’s failure to identify payer (e.g. for inpatient psychiatric 

services). 
 

C. Re-Authorization Procedure: 
1. Required re-authorization documents include a new TAR, Client Plan and 

CANS/ANSA.  
2. Re-authorization documents are due a minimum of seven (7) calendar days 

and no more than thirty (30) days prior to the expiration of the current 
authorization.   

   For example:  
a. Prior authorization expires on 9/30/18.  
b. TAR and new Treatment Plan would be due by 9/23/18.  
c. The new authorization period would be from 10/1/18 through 9/30/19.  

3. TARS will be processed and returned to the provider within five (5) calendar 
days from the date of receipt (unless qualified exception occurs). The 
contracted provider will date stamp the receipt of the TAR. 

 
XI. Out-of-Network / Out-of-County Beneficiaries 

As a county Medi-Cal Mental Health Plan (MHP), BHRS is required to comply 
with federal and state network adequacy standards for outpatient mental health 
services. These standards include time, distance, and timely access standards; 
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service availability and network certification requirements; and monitoring and 
reporting activities.   

 
If the Mendocino County MHP provider network is unable to provide timely 
access to medically-necessary services within the applicable time and distance 
standards, the MHP must find alternate means to ensure services for 
beneficiaries, including out of network providers.   
 
1. BHRS will permit out-of-network access for as long as its provider network is 

unable to provide the services in accordance with the applicable standards.  
2. Costs to beneficiary for services provided out-of-network will be no greater 

than it would be if the services were furnished within the provider network.  
3. If a waiver to presumptive transfer exists, the MHP will ensure access to 

services for foster care children outside the County (see below). 
1. If a beneficiary is seeking an out-of-county provider, the contracted provider/ 

MHP will work with the beneficiary to locate an out-of-county provider that can 
provide the requested services. The contracted provider/MHP may also work 
with the Mental Health Department of the County where the beneficiary is 
requesting to obtain information on providers in the area. 

2. If a beneficiary is seeking to obtain covered services from an out-of-network 
Indian Health Coverage Program (IHCP) and the beneficiary is otherwise 
eligible to receive specialty mental health services, the beneficiary may obtain 
services from an out-of-network IHCP. In addition, out-of-network IHCP can 
refer a beneficiary to a network provider.     

3. When an out-of-network provider is located, the MHP will contract with the 
provider and work with the provider to become Medi-Cal certified, if needed. 
The MHP will coordinate payment and authorization with the provider. 

 
A. Authorization Procedure for services that require Authorization: 

1. All out-of-county / out-of-network outpatient services must submit a completed 
Biopsychosocial Assessment establishing medical necessity and a TAR for 
initial authorization plan development. 

2. Request for services beyond assessment and plan development will require a 
new TAR, Biopsychosocial Assessment, Client Plan and CANS/ANSA. MHP 
POA will review for medical necessity criteria. Services may be authorized for 
up to 1 year.  

3. TARS will be processed within five (5) business days from the date of receipt 
(expedited authorization within 72 hours). The contracted provider/MHP will 
date stamp the receipt of the TAR. 

4. For cases in which a provider indicates, or the contracted provider/MHP 
determines, that following the standard timeframe could jeopardize the 
beneficiary’s life or health or ability to attain, maintain, or regain maximum 
function, MHP POA must provide expedited authorization decision and notice 
as expeditiously as the beneficiary’s health condition requires and within 72 
hours following receipt of the request for service or, when applicable, within 
fourteen (14) calendar days of extension, or if the MHP justifies (to DHCS 
upon request) a need for additional information and how the extension is in the 
interest of the beneficiary. 
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5. Forms that are incomplete will be sent back with an explanation. These TARs 
will be processed when all forms are fully completed and returned.  

6. All providers will conduct biopsychosocial assessments at least every two 
years and client plans at least annually. CANS/ANSA will be re-done every 6 
months.   
 

B. Re-Authorization Procedure: 
1. Required re-authorization documents include a new TAR, Client Plan and 

CANS/ANSA. 
2. Re-authorization documents are due a minimum of seven (7) calendar days 

and no more than thirty (30) days prior to the expiration of the current 
authorization.   

3. TARs will be processed and returned to the provider within five (5) business 
days from the date of receipt (expedited authorization within 72 hours). 
Contracted provider/MHP will date stamp the receipt of the TAR. 

 
XII. Children in Foster Care – Presumptive Transfer 

A. AB 1051 modifies the conditions and requirements for presumptive transfer 
when a child or youth in foster care is placed in certain out-of-county residential 
settings. Effective July 1, 2024, when a child or youth is placed outside of their 
county of original jurisdiction into a community treatment facility (CTF), group 
home (GH), or short-term residential therapeutic program (STRTP) or admitted 
to a children’s crisis residential program (CCRP), the responsibility to provide or 
arrange and pay for SMHS shall remain with the MHP in the county of original 
jurisdiction unless specific circumstances (as described below). 
 

B. The requirements for presumptive transfer, as described in W&I Code 14717.1 
and ACL 17-77/MHSUDS IN 17-032, continue to apply when children and youth 
in foster care are placed outside of their county of original jurisdiction with 
relatives, including non-related extended family members, resource families in 
Therapeutic Foster Care homes, or in any other setting not identified above. 

 
C. Pursuant to W&I Code section 14717.2, for placements or admissions 

commencing on or after July 1, 2024, the MHP in the county of original 
jurisdiction of a child or youth in foster care shall retain responsibility to provide 
or arrange, and pay for, SMHS if the child or youth in foster care is placed out of 
county of original jurisdiction in a CTF, GH, or STRTP, or is admitted to a CCRP, 
unless either of the following circumstances exist: 

1. The child or youth’s case plan specifies that the child or youth will transition 
to a less restrictive placement in the same county as the facility in which the 
child has been placed or admitted; or 
2. The placing agency determines, as informed by the Child and Family 

Team (CFT), that the child or youth will be negatively impacted if 
responsibility for providing or arranging for SMHS is not transferred to the 
same county as the facility in which the child has been placed or admitted. 
The placing agency shall document the basis for making this 
determination in the case record. 
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D. If either circumstance described above exists at any time during a child or youth’s 
placement in an out-of-county CTF, GH, STRTP, or admission to a CCRP, the 
process for presumptive transfer set forth in W&I Code section 14717.1 shall 
apply, and the responsibility to arrange and provide SMHS will transfer to the 
MHP in the county of residence. 
 

E. Presumptive transfer requirements only pertain to children or youth who are in 
foster care. Children and youth who receive assistance under the Kinship 
Guardianship Payment Program (Kin-GAP) or who receive assistance under the 
Adoption Assistance Program (AAP) are no longer dependent of the court and 
are not in foster care, nor subject to court supervision, and are therefore not 
subject to the provisions of W&I Code section 14717.1&14717.2. 

F. Placing agency must follow the notification and documentation requirements 
according to BHIN 24-025. 
 

G. Accepting facility must follow the notification requirements according to BHIN 
24-025. 

 
H. Data reporting requirements must be followed according to BHIN 24-025. 

 
I. MHP must take responsibilities on SMHS services payments according to BHIN 

24-025 utilizing one of the methods listed in the BHIN. 
 

XIII. Utilization Review and Authorization Audit 
Utilization review is retrospective and is part of BHRS quality improvement 
processes. BHRS will conduct retroactive clinical and fiscal TAR review of the 
contracted provider annually with regards to TAR timeliness, and Medi-Cal 
billing.  
 
1. The audit period will include the prior year and will be randomly chosen. The 

packet will include TAR and authorization. 
2. Contracted providers will submit a monthly TAR log that tracks timeliness to 

authorization for all approved original TARS by second Tuesday of each 
subsequent month. 

 
XIV. Adverse Decisions: Outpatient Specialty Mental Health Services (SMHS) 

When the MHP or contracted provider denies or modifies service authorization 
request will follow the Notice of Adverse Benefit Determination Policy.   
 
1. Beneficiaries must receive a written a Notice of Adverse Benefit 

Determination (NOABD) when BHRS or contracted providers take any one of 
six actions: 
a. The denial or limited authorization of a requested service, including 

determinations based on the type or level of service, medical necessity, 
appropriateness, setting, or effectiveness of a covered benefit; 

b. The reduction, suspension, or termination of a previously authorized 
service; 

c. The denial, in whole or in part, of payment for a service; 
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d. The failure to provide services in a timely manner; 
e. The failure to act within the required timeframes for standard resolution of 

grievances and appeals; or 
f. The denial of a beneficiary’s request to dispute financial liability. 

 
2. Beneficiaries must be given timely and adequate notice of an adverse benefit 

determination in writing and provided a chance to appeal (see P/P Notice of 
Adverse Benefit Determinations). 
 
a. The beneficiary has the right to request and receive continuation of 

benefits while a State Fair Hearing is pending or if Aid Paid Pending (APP) 
criteria are met, and instructions on how to request continuation of 
benefits, including the timeframe in which the request shall be made (i.e., 
within ten days from the date the letter was post-marked or delivered to 
the beneficiary) (see P/P Beneficiary Problem Resolution). 

b. BHRS QAPI will work with the contracted providers to authorize or provide 
the disputed services promptly and as expeditiously as the beneficiary’s 
condition requires, if BHRS reverses the decision to deny, limit, or delay 
services that were not furnished while the appeal was pending. This will 
be documented in the Grievance and Appeal Log (see P/P Beneficiary 
Problem Resolution). 

 
 

XV. Expedited authorization decision: 
Mendocino County, Medi-Cal Managed Care Mental Health Plan (MHP) shall 
ensure compliance with CFR, Title 42, section 438.210 (d) (1).(2) for Expedited 
Authorization Decisions.   

 
1. The contracted provider/MHP POA must provide expedited authorization 

decision and notice as expeditiously as the beneficiary’s health condition 
requires and within 72 hours following receipt of the request for service.   

 
REFERENCES: 
CFR, Title 42, section 438 
CCR, Title 9, Chapter 11, sections 1810-1840 
Welfare and Institutions Code §14717.1 
DMH Information Notice 02-06, 09-06 
DHM Letter No. 03-03 
DMH Information Notice 09-06 
MHSUDS Information Notice 16-049, 17-032, 18-027, 19-026, BHIN 21-008, BHIN 21-
073, BHIN 24-020, BHIN-22-017, BHIN 24-024, BHIN 24-025 
ACL 24-43 
ACL 18-60  
ACIN I-09-01 
 
 


