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Managed Care – Individual/Group Providers Meeting



	Project Meeting Name: Individual/Group Provider Monthly Meeting
	Date:  December 1, 2023

	Meeting Location: Virtual 
	Start Time: 8:15 AM
	End Time: 

	Facilitator: Francisco Escobedo
	Note Taker: Jennifer Beck
	Sponsor: Marcy Black

	Meeting Attendees: Marcy Black, Francisco Escobedo, Meng Moua, Jon Rogers, Kathy Rexroat, Justin Jimenez, Blanca Godinez, Don Farris, Arlene Liles, Rosa Lucio, Michelle McWilliams, Rohina Fazil, Valerie Curley, Victoria Montufar


	Meeting Summary

	Topic/Deliverable
	CalMHSA EHR 

	[bookmark: _Hlk121321592][bookmark: _Hlk102719823]I. Announcements:
	Lead Presenter
	Francisco Escobedo

	
	Status/Update
	Purpose of Meeting: To communicate to Individual/Group Providers any new and upcoming events/significant system and process changes to our delivery system and address and issues/concerns that impact beneficiaries.
a) Individual/Group Notification: notice to all Individual/Group providers recently sent out with three items of focus.  
· Insurance - Action for Individual/Group providers to submit Proof of Insurance to Managed Care
· Add-On Codes – Action for Individual/Group providers to review, sign and submit to Managed Care
· Interactive Complexity
· Sign Language/Oral Interpretation
b) DBH Contact:
· Compliance – questions related to Payment Reform; DBHCompliance@fresnocountyca.gov 
· Managed Care – if you need to reach out to Managed Care call (559) 600 – 4645.
· Questions can be sent to email at MCare@fresnocountyca.gov .



	
	Action Item(s)
	Individual and Group providers to submit insurance verification (proof of Insurance) and Signed Add-On Code Letter to Managed Care inbox 

	[bookmark: _Hlk129883334]II. Claims:
	Lead Presenter
	Marcy

	
	Status/Update
	a) [bookmark: _Hlk152159904]Other Health Coverage - Medi/Medi
· Discussion of Medi/Medi and other Health Care Coverage letters along with the OHC EOB submission process be reviewed to ensure there are no questions.
· We need all pages of explanation of benefits in order to process
· CMS FAQ 
Attachments:



  

Note: DHCS will send out a new/revised Billing Manual and note Medicare will cover mental health care services provided by Marriage and Family Therapist (MFT) and Mental Health Care Counselor (MHC).


	
	Action Item(s)
	Managed care will follow up with DHCS regarding Billing Manual - table 1-11 web page not updated. 
Medicare eligibility 

	III. Site Certification:
	Lead Presenter
	Jon Rogers

	
	Status/Update
	a) Practice Location Moves
· County Managed Care is requiring Individual/Group Providers relocating/moving their respective practice location to notify Managed Care at minimum, 30-days in advance to process documentation accordingly.
· Managed Care is also requesting Individual/Group Providers to submit notification if/when a Practice Location is expanded.  Notice can be submitted to Managed Care Provider Relation Specialist of request.



	
	Action Item(s)
	N/A


	IV. Q & A:
	Lead Presenter
	Managed Care

	
	Status/Update
	Q: I do the billing for the Resiliency, I am wondering why the fee chart says 120.60 yet we get 120.33. I realize this isn't a big discrepancy, but it just seems odd, nonetheless.
A:  The rate is correct. Please see snapshot below Amendment 1 Agreement 23-271; Exhibit B.  
[image: ]
*The minute rate is $2.01. If we do the math $2.01 x 60 = $120.60. This is where the $120.60 comes from. To take it a step further, $120.33/60 = $2.0055. This amount was rounded to $2.01, causing min rate and the hourly rate to not match.

Q: Is it possible to put in the subject line if it applies to individual/group providers please? I ask because if    an agency has an individual/group & an org provider agreement, it is clear who in our agency needs to respond.
A: This is a good suggestion that we will take into consideration. 

	
	Action Item(s)
	 

	V. OTHER Items:
	Lead Presenter
	Francisco Escobedo 

	
	Status/Update
	a) Call for Agenda Items: 
b) Next Scheduled Meeting:
· Friday, January 5, 2024, 8:15 am

	
	Action Item(s)
	Jennifer will send out the agenda along with letters shown to Providers
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Note: Individual/Group Provider Monthly Meeting Notes will be made available upon request and distributed to all Individual/Group providers one week post scheduled meetings.
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Private Insurance OHC Letter Final 11.21.23_ - signed.pdf


1925 E. Dakota Ave., Fresno, CA 93726 
PHONE (559) 600-9180  www.hopefresnocounty.com 


 
The County of Fresno is an Equal Employment Opportunity Employer  


 
 
 
 
 


 
 
Re: Private Insurance Coverage  
 
Dear Valued Network Providers,  
 
The Department of Behavioral Health (DBH) would like to address questions regarding the 
private insurance only and dual coverage (Private Insurance and Medi-Cal) populations.  
 
As stated in executed Agreement, Contracted Providers are responsible for billing other health 
coverage (OHC) prior to billing DBH for submitting claims to Medi-Cal. Appropriate 
documentation is required to allow services to be claimed to Medi-Cal and reimbursed by DBH. 
Please see the attached process for OHC Explanation of Benefits (EOB) submission.  
 
Medi-Cal is the payor of last resort. Following protocols, DBH will track services that involved 
dual coverage (Private Insurance and Medi-Cal). These services will be paid after DBH receives 
a denial, Explanation of Benefits (EOB) or Remittance Advice (RA) document. Subsequently, 
the department will submit the claims to Medi-Cal.     
 
Certain Full-Service Partnership (FSP) and Early Intervention providers may have the ability to 
serve private insurance only individuals with review and approval by DBH.  A process for these 
requests is currently being developed; however, the required approval is effective immediately 
and inquiries can be directed to your assigned Analyst.  
 
If you have any questions, please contact your assigned Analyst. Thank you for your continued 
partnership.   
 
Respectfully, 
 
 
 
 
Susan L. Holt, Director  
Department of Behavioral Health 
 


 County of Fresno 
 


DEPARTMENT OF BEHAVIORAL HEALTH 
SUSAN L. HOLT, LMFT 


DIRECTOR 
PUBLIC GUARDIAN 


Susan Holt (Nov 21, 2023 17:39 PST)



http://www.hopefresnocounty.com/

http://www.hopefresnocounty.com/

https://secure.na2.adobesign.com/verifier?tx=CBJCHBCAABAABddlj7DN0sywH3EwkTAYuM8ePs5PG1Pj



				2023-11-21T17:39:41-0800

		Agreement certified by Adobe Acrobat Sign
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Marriage and Family Therapists (MFT) and Mental Health Counselors (MHC) 
Provider Enrollment Frequently Asked Questions (FAQs) 
September 2023   


While the FAQs generally reflect the statutory requirements in section 4121 of the CAA regarding MFTs and MHCs, CMS is implementing these 
requirements via notice and comment rulemaking in CMS-1784-P which likely will be published as a final rule in November of 2023 with an 
effective date of 1/1/24. CMS will revise the FAQs to the extent the final rule changes any of the requirements discussed in these FAQs.  
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MFT and MHC Benefit  


1. Does Medicare recognize Marriage and Family Therapists (MFTs) and Mental Health 
Counselors (MHCs)?   


Section 4121 of Division FF of the Consolidated Appropriations Act, 2023 (CAA, 2023), 
establishes a new Medicare benefit category for MFT and MHC services furnished by and 
directly billed by MFTs and MHCs.  Payment for MFT and MHC services under Part B of the 
Medicare program will begin January 1, 2024. 


2. How does Medicare define MFTs?  


Section 4121 Division FF of the CAA, 2023, defines MFT services as services for the diagnosis 
and treatment of mental illnesses (other than services furnished to an inpatient of a hospital). An 
MFT is an individual who: 


• Possesses a master’s or doctorate degree which qualifies for licensure or certification as 
a MFT under State law of the State in which such individual furnishes marriage and 
family therapist services, 


• Is licensed or certified as an MFT by the State in which they furnish services,   
• Has performed at least 2 years of clinical supervised experience in marriage and family 


therapy or mental health counseling after obtaining the degree referenced above, and  
• Meets other requirements as the Secretary of Health and Human Services (HHS) 


determines appropriate. 
 


3. How does Medicare define MHCs? 


Section 4121 Division FF of the CAA, 2023, defines MHC services as services for the diagnosis 
and treatment of mental illnesses (other than services furnished to an inpatient of a hospital). An 
MHC is an individual who: 


• Possesses a master’s or doctorate degree which qualifies for licensure or certification as 
a MHC, clinical professional counselor, or professional counselor under State law of the 
State in which such individual furnishes MHC service, 


• Is licensed or certified as an MHC, clinical professional counselor, or professional 
counselor by the State in which they furnish services,   


• Has performed at least 2 years of clinical supervised experience in marriage and family 
therapy or mental health counseling after obtaining the degree referenced above, and  


• Meets other requirements as the Secretary of HHS determines appropriate. 
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National Provider Identifier (NPI) and Taxonomy Codes  


4. What is an NPI? 


The NPI is a unique, 10-digit identification number for covered health care providers and must 
be used in the administrative and financial transactions adopted under HIPAA.  


To enroll in Medicare, you must first obtain an NPI and provide it on the Medicare enrollment 
application. NPIs are issued through the National Plan & Provider Enumeration System 
(NPPES). You can apply for an NPI on the NPPES website.  If you are not sureif you have an 
NPI, search the NPI Registry.   


5. What taxonomy code do I select in NPPES for MFTs and MHCs? 


A taxonomy code is a unique 10-character code that designates your classification and 
specialization. You will select this code when applying for an NPI in NPPES. The MFT 
taxonomy code is 106H00000X.  The MHC taxonomy code is 101YM0800X.  I’m currently 
enrolled in Medicaid and have an NPI. Do I need a new NPI for Medicare?  


Practitioners may only have one Type 1 NPI. Use your existing NPI to enroll in Medicare.  


Enrolling as an MFT or MHC 


6. What is a Medicare Administrative Contractor (MAC)? 


A MAC is a private health care insurer that has been awarded a geographic jurisdiction to 
process Medicare Part A and Part B (A/B) enrollment applications and Medicare Fee-For-
Service (FFS) claims, respond to provider inquiries, and educate providers about Medicare FFS 
enrollment and billing requirements.  


Find your designated MAC and their contact and mailing address at MAC Contact Information.   


7. When can I start enrolling in Medicare? 


MFTs and MHCs can begin submitting their enrollment applications after the Calendar Year 
(CY) 2024 Physician Fee Schedule (PFS) final rule is displayed at the Federal Register, usually 
around November 1, 2023. However, as the new benefits authorized by Section 4121(a) of the 
Division FF of CAA, 2023, do not take effect until January 1, 2024, MFTs/MHCs will not be 
granted an effective date earlier than January 1, 2024, and claims with dates of service prior to 
January 1, 2024, will not be payable.   


 


 


 



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

https://npiregistry.cms.hhs.gov/search

https://www.cms.gov/medicare/provider-enrollment-and-certification/medicareprovidersupenroll/downloads/contact_list.pdf
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8. What enrollment application do I complete to enroll in Medicare? 


MFTs and MHCs can enroll electronically using the Provider Enrollment, Chain, and Ownership 
System (PECOS) or the paper CMS-855I enrollment application.  
 
PECOS is the online Medicare enrollment system.  It offers a scenario-driven application, asking 
questions to obtain the required information for your specific enrollment scenario. Use PECOS 
for faster and easier enrollment into Medicare.   
 
The CMS-855I application is completed by physicians and non-physician practitioners who 
render Medicare Part B services to beneficiaries. This includes a physician or practitioner who 
(1) is the sole owner of a professional corporation, professional association, or limited liability 
company and (2) will bill Medicare through this business entity. 
 


9. How do I access PECOS? 


You must create a user account in the Identity & Access Management System (I&A). The I&A 
system allows you to: 


• Use NPPES to apply for and manage NPIs 
• Use PECOS to enroll in Medicare, update or revalidate your current enrollment 


information 
• Register to get EHR incentive payments for eligible professionals and hospitals that 


adopt, use and upgrade, or show meaningful use of certified EHR technology 
   


10. The paper CMS-855I application does not list the MFT and MHC specialties. How do I 
identify my specialty on the application? 


MFTs and MHCs should select the Undefined Non-Physician Practitioner Specialty option in 
section 2H of the CMS-855I application and specify MFT or MHC in the space provided. A 
future update of the paper CMS-855I will include the MFT and MHC specialties.   


The specialties will be available in PECOS for online application submissions effective 
November 2023. 


11. Do I have to submit multiple applications if I render services in multiple states? 


A separate CMS-855I enrollment is required in each state where services are rendered.  For 
example, the MAC’s jurisdiction consists of States X, Y, and Z. Dr. Jones is enrolled in State X 
with 2 locations. He wants to add a third location in State Y. A separate, initial CMS-855I 
application is required for the State Y location. 



https://pecos.cms.hhs.gov/pecos/login.do#headingLv1

https://pecos.cms.hhs.gov/pecos/login.do#headingLv1

https://www.cms.gov/medicare/provider-enrollment-and-certification/enrollment-applications

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

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

https://pecos.cms.hhs.gov/

https://www.cms.gov/regulations-and-guidance/legislation/ehrincentiveprograms
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In addition, the practitioner must be licensed and/or certified in each state where services are 
rendered. The applicable license must be included on the application. 


12. Does Medicare recognize compact licenses? 


Medicare recognizes licenses obtained through the interstate license compact pathway as valid, 
full licenses for the purposes of meeting federal license requirements. For more information on 
compact licenses refer to SE20008. 


13. Who can sign the PECOS application or paper CMS-855I? 


The enrolling or enrolled practitioner is the only person who can sign the PECOS application or 
paper CMS-855I. A practitioner may not delegate the authority to sign the CMS-855I on his/her 
behalf to any other person. 


14. How long does it take to process an enrollment application? 


Generally, all clean web applications will be processed within 15 calendar days following 
receipt, and all clean paper applications will be processed within 30 calendar days following 
receipt. The timeframes may be extended if the application is incomplete or missing information 
or documentation.   


The MAC will send a development letter to the provider requesting the additional information. 
The provider will have 30 calendar days to respond.  If no response is received, the application 
will be rejected.  Providers should respond to all MAC requests for additional information 
timely, to avoid further delays.   


15. Who can be listed as the contact person on the enrollment application? 


If questions arise during the processing of the enrollment application, your MAC will contact the 
individual reported in the contact person section of PECOS or the paper CMS-855I.  The 
individual practitioner may choose to designate themselves as the contact person or someone 
with knowledge of the application (e.g., office staff, credentialing staff). 


The contact person will only be authorized to discuss issues concerning the pending enrollment 
application. Your MAC will not discuss any other Medicare issues about you with the contact 
person. 


If the section is left blank, the MAC will contact the practitioner directly using the information in 
Section 2: Correspondence Mailing Address.   


 


 


 



https://www.cms.gov/files/document/se20008.pdf
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16. What risk category are MFTs and MHCs? 


CMS established three levels of provider and supplier enrollment risk-based screening: limited, 
moderate, high.  The risk levels denote the MAC’s level of screening when the provider initially 
enrolls in Medicare, adds a new practice location, revalidates its enrollment information, or, in 
certain circumstances, changes all or part of its ownership.  


MFTs and MHCs are limited risk. Providers and suppliers designated in the limited risk category 
undergo verification of licensure and a wide range of database checks to ensure compliance with 
all provider or supplier specific requirements. 
17. Do MFTs/ MHCs have to pay an application fee? 


MFTs and MHCs are not required to pay an application fee.  


18. What is a Provider Transaction Access Number (PTAN)? 


A PTAN is a Medicare-only number issued to providers by MACs upon enrollment. The 
Medicare approval letter will include the assigned PTAN.  


The approval letter will note that the NPI must be used to bill the Medicare program and that the 
PTAN will be used to authenticate the provider when using MAC self-help tools such as the 
Interactive Voice Response (IVR) phone system, internet portal, on-line application status, etc.   


The PTAN's use should generally be limited to the provider’s interactions with their MAC. 


If you enroll in multiple states, you will receive separate PTANs. 


19. Am I required to receive payment through Electronic Funds Transfer (EFT)? 


CMS requires that providers and suppliers, who are enrolling in the Medicare program or making 
a change in their enrollment data, receive payments via electronic funds transfer. Submit the EFT 
Agreement with your enrollment application, along with a voided check or bank letter 
confirming your account information. 


If you reassign all Medicare benefits you do not need to submit an EFT agreement. 


20. I am enrolled in Medicaid.  Do I have to separately enroll in Medicare? 


If you plan to provide services to Medicare beneficiaries, you must separately enroll in Medicare. 
Enrolling in Medicaid does not automatically enroll you in Medicare.  


 


 


 



https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms588.pdf

https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms588.pdf
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Reassigning Medicare Benefits 


21. What does it mean to reassign your Medicare benefits? 


Reassigning your Medicare benefits allows an eligible organization/group to submit claims and 
receive payment for Medicare Part B services that you have provided as a member of the 
organization/group. An eligible organization/group may be an individual, a clinic/group practice 
or other health care organization.   
 


22. How do I report a reassignment on the CMS-855I? 


You can report a reassignment through PECOS or section 4F of the CMS-855I.  The practitioner 
must sign Section 15B and the Authorized or Delegated Official of the organization/group must 
sign Section 15C to establish the reassignment.  If you reassign benefits to multiple 
organizations/groups, copy and complete section 4F and 15C, as applicable.   
 
Both the individual practitioner and the eligible organization/group must be currently enrolled or 
concurrently enrolling in the Medicare program to establish the reassignment.  The 
organization/group must be enrolled or enrolling through PECOS or the CMS-855B.   


23. I render services in a private practice and as an employee of a group.  How do I report 
this in PECOS or on the paper CMS-855I? 


In PECOS report your private practice in the Physical Location and Specialty Payments Address 
topic and the reassignment in the Reassignment topic.  Complete the appropriate signatures for 
the practitioner and the Authorized or Delegated Official of the organization/group accepting the 
reassigned benefits during the submission process.     


On the paper CMS-855I report your private practice in section 4B and the reassignment in 4F of 
the CMS-855I.  Complete section 15 with the appropriate signatures for the practitioner and the 
Authorized or Delegated Official of the organization/group accepting the reassigned benefits. 


24. Can I practice independently as an MFT/MHC but also be an owner of a group? 


Yes. A provider can be enrolled as an individual practitioner and an owner of a group. The 
practitioner completes the CMS-855I application. The group completes the CMS-855B.  
Ownership information is reported in sections 5 and 6 of the CMS-855B.    


25. My group is currently enrolled with a PTAN we use to bill for Licensed Clinical Social 
Worker (LCSW) services. Do we need a new PTAN to bill for MFTs/MHCs services as 
part of the group? 


The group’s PTAN will not change. The MAC will issue a PTAN to the individual practitioner 
that links them to your group once they have enrolled as an MFT/MHC.     



https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms855b.pdf
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26. Can I work for a rural health clinic and federally qualified health center and be paid by 
Medicare? 


Services furnished by an MFT and MHC are covered when furnished in a rural health clinic and 
federally qualified health center. 


27. Are MFT and MHC services excluded from consolidated billing requirements under 
the skilled nursing facility prospective payment system (SNF PPS)? 
 


Section 4121(a)(4) of the CAA 2023, requires Medicare to exclude MFT and MHC services 
from SNF consolidated billing. Exclusion from consolidated billing allows these services to be 
billed separately by the performing clinician rather than being included in the Medicare Part A 
SNF payment.  We finalized the regulatory text changes required to codify this new legislative 
requirement to exclude MFT and MHC services from SNF consolidated billing for services 
furnished on or after January 1, 2024, in the FY 2024 SNF PPS final rule (88 FR 53200). 


 
28. Can MFTs and MHCs serve as members of the hospice interdisciplinary team?  


Yes, the hospice interdisciplinary team is required to include at least one social worker, MFT or 
MHC.   


29. Is Medicare enrollment mandatory? 


Section 1848(g)(4)(A) of the Social Security Act requires that you submit claims for all your 
Medicare patients for services rendered. This requirement applies primarily to physicians, non-
physician practitioners and suppliers who provide covered services to Medicare beneficiaries. To 
submit Medicare claims and receive payment for covered Medicare items or services, you must 
be enrolled under Medicare regulations. 


Telehealth 


30. Can I perform telehealth services to patients located in another state? 


During the COVID-19 public health emergency (PHE), CMS used emergency waiver and other 
regulatory authorities so you could provide more services to your patients via telehealth. Section 
4113 of the CAA, 2023 extended many of these flexibilities through December 31, 2024, and 
made some of them permanent. For more information refer to Telehealth Services Fact Sheet.  


CMS has proposed to add MFTs and MHCs to the list of practitioners who can furnish Medicare 
telehealth services. Practitioners who wish to perform telehealth services must enroll in the state 
where they are located when furnishing the service.  The practitioner mut also have a valid 
medical license in the enrolling state.  In section 4B of the CMS-855I, enter the location where 
the telehealth service is performed (e.g., office, home).  Select the practice location type as 



https://www.cms.gov/files/document/mln901705-telehealth-services.pdf
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Business Office for Administrative/Telehealth Use Only or Home Office for 
Administrative/Telehealth Use Only.   


If you will be reassigning your Medicare benefits to an organization/group, the practitioner ad 
the organization/group must be enrolled in the same state. For more information refer to Inter-
Jurisdictional Reassignments.  


Supervision Requirements   


31. Do I need two years of supervision prior to enrolling in Medicare? 


Section 4121 of the CAA, 2023 requires MFTs and MHCs have 2 years of clinical supervised 
experience to enroll in Medicare. 


32. What documentation should I submit to verify I meet the clinical supervision 
requirements?  


Some states require the clinical supervised experience as a requirement to be fully licensed. In 
this case no additional action is necessary. The MAC will validate your license and clinical 
supervised experience during application processing.   


If the clinical experience is not part of obtaining a license, the practitioner will need to submit 
documentation with their application confirming the 2-year requirement is met. Such 
documentation must include: 


• A statement from the provider/supplier where the MFT/MHC performed the services 
(e.g., hospital, clinic) verifying that the MFT/MHC performed services at that setting for 
the required number of years.  The statement must be: 
o On the provider’s/supplier’s letterhead (e-mail is not acceptable); and 


o Signed by: (1) the supervisor under whom the MFT/MHC performed the services; (2) 
an applicable department head (e.g., chief of psychology) of the provider/supplier; or 
(3) a current authorized or delegated official of the provider/supplier (i.e., the AO/DO 
has already been approved as such in the provider/supplier’s enrollment record if the 
provider/supplier is Medicare-enrolled). 


• A statement verifying that the MFT/MHC meets the year or hour requirements from a: 
(1) licensing or credentialing body for the state in which the MFT/MHC is enrolling; or 
(2) national MFT/MHC credentialing organization.  The statement can be signed by any 
official of the state licensing/credentialing or national credentialing body and must be on 
the body’s letterhead (email is not acceptable).  


 


 



https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/MM8545.pdf

https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/MM8545.pdf
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Revalidation 


33. What does it mean to revalidate? 


You are required to revalidate—or renew—your enrollment record periodically to maintain 
Medicare billing privileges. In general, providers and suppliers revalidate every five years, but 
DMEPOS suppliers revalidate every three years. CMS also reserves the right to request off-cycle 
revalidations. 


34. How are providers notified when it’s time to revalidate? 


You can search the Medicare Revalidation List to find your revalidation due date. CMS posts 
revalidation due dates seven months in advance. 


Your MAC will also send a revalidation notice to you via email or U.S. postal mail about three to 
four months prior to your due date. 


35. What happens if I don’t revalidate on time? 


Failing to revalidate on time could result in a hold on your Medicare reimbursement or 
deactivation of your Medicare billing privileges. 


If your Medicare billing privileges are deactivated, you’ll need to submit a complete Medicare 
enrollment application to reactivate your billing privileges. Medicare won’t reimburse you for 
any services during the period that you were deactivated. 


Opt-Out of Medicare 


36. What does it mean to opt-out of Medicare? 


Opting out means that you do not want to bill Medicare for your services, but instead want your 
Medicare patients to pay out-of-pocket.  You enter private contracts with your Medicare patients 
where you agree that nobody will submit the bill to Medicare for reimbursement. To opt-out you 
must submit an opt-out affidavit to your MAC. For more information refer to Opt Out of 
Medicare. 


 



https://data.cms.gov/revalidation

https://www.cms.gov/medicare/provider-enrollment-and-certification/manage-your-enrollment#opt-out

https://www.cms.gov/medicare/provider-enrollment-and-certification/manage-your-enrollment#opt-out




image3.emf
Medi Medi Letter  Final 11.21.23 - signed.pdf


Medi Medi Letter Final 11.21.23 - signed.pdf


1925 E. Dakota Ave., Fresno, CA 93726 


PHONE (559) 600-9180  www.hopefresnocounty.com 
 


The County of Fresno is an Equal Employment Opportunity Employer  


 
 
 
 
 


 
 
Re: Medicare/Medi-Cal Dual Insurance Coverage (commonly known as Medi-Medi) 
 
Dear Valued Network Providers,  
 
Through the implementation of Cal-AIM and fee for service structure, the Department (DBH) 
evaluated service delivery to ensure alignment with Medi-Cal regulations. The Department and 
Contracted Providers have continuously provided services to the unserved and underserved 
individuals in accordance with Mental Health Services Act principles and our mission to ensure 
access to behavioral health services.  
 
With the evolving landscape for behavioral health services funding, the Department is providing 
this guidance regarding individuals insured by dually covered by Medicare and Medi-Cal.  
Beginning January 1, 2024, Medicare will cover mental health care services provided by 
Marriage and Family Therapists (MFTs) and Mental Health Care Counselors (MHCs). Please 
see attached CMS FAQ for further guidance.  
 
Contractors are required to enroll in and become Medicare certified in order to bill Medicare for 
individuals served by the Mental Health Plan and Drug Medi-Cal Organized Delivery System. 
Medi-Cal is the payor of last resort; thus, Providers must bill to Medicare first before DBH can 
submit a claim to Medi-Cal. Once Contractors bill Medicare and receive a denial. Explanation of 
Benefits (EOB) or remittance document from Medicare, Contractors then submit the documents 
to DBH for claiming to Medi-Cal. Please send the documents to your assigned Contract Analyst 
and DBHAccountsReceivable@fresnocountyca.gov.Contractors will be paid the difference 
between the amount that DBH would normally pay for a covered service and the amount that 
Medicare already paid the Contractor. There are some services that Medi-Cal covers that 
Medicare does not cover and, in those instances, DBH pays for the Medi-Cal covered service at 
the contracted rate. Contracted Providers are encouraged to have robust understanding of the 
Medi-Cal Billing Manual which addresses dual coverage (Medi-Medi) and familiarize themselves 
with Medicare regulations and claiming requirements. Medicare information is available at 
www.cms.gov. 
 
Understanding that obtaining Medicare certification will take some time, the Department will 
continue to reimburse services for any individuals currently receiving services until February 29, 
2024. Effective March 1, 2024, Contractors are expected to be Medicare certified, bill Medicare 
for relevant services, and continue following the processes for dual coverage individuals per 
agreement language.  


 
If you have any questions, please contact your assigned Analyst. Thank you for your continued 
partnership.   
 
Respectfully, 
 
 
 
 
Susan L. Holt, Director  
Department of Behavioral Health 


 County of Fresno 
 


DEPARTMENT OF BEHAVIORAL HEALTH 
SUSAN L. HOLT, LMFT 


DIRECTOR 
PUBLIC GUARDIAN 


Susan Holt (Nov 21, 2023 15:56 PST)
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