

                                                      North Shore Mental Health   

                                         Revised 9/05

ICM Monthly Billing Form

Month / Year ________________

Case Manager’s Name / Phone #___________________________________________

Client’s Name___________________________________*If you are billing for this client for the first time or need to update previously submitted information, please complete the new client / updated billing information below. If you previously billed for this client, only the information in the top section needs to be filled-out.

Auth. #__________________________Start / End Dates_____________________________# Units Auth.__________

Units Used in Previous Month(s):__________+ Units Used this Month___________= Total Units Used___________

Billing Code – H2015 (ICM) = Normal ICM services, 75% or more of total units billed / month  

           
.                                            H0023 (ICM) = Behavioral health outreach service without consumer contact 

    Modifiers – HT= TelephoneTreatment Planning 



Place Codes – 12= Home (consumer’s permanent or           
              


               U1= Case Assessment, client not present, 2 hrs./ yr
                                                temporary home)


               U2= Treatment Planning, client not present, 10 hrs. / yr.                                                99= Other unlisted facility or location (ex.                         
               U3= Collateral or Telephone Contact, client not present,                                                        homeless, beach)

U5= Telephone Contact with client



1 unit = 15 min., 2 units=30 min., 3 units=45 min., 4 units=1 hr.

_____________________The collective use of  modifiers & the H0023 billing code must not exceed 25% of total billable units / month____              

                  Date 

     Billing Code                          Start                        End                        Number              Place of Service

               of Service                               Modifiers                            Time                       Time                       of Units                     Code                   

1.
_________________
_________________
__________
___________
___________
____________








  
2.
_________________
_________________
__________
___________
___________
____________

3.
_________________
_________________
__________
___________
___________
____________

4.
_________________
_________________
__________
___________
___________
____________

5.
_________________
_________________
__________
___________
___________
____________

6.
_________________
_________________
__________
___________
___________
____________

7.
_________________
_________________
__________
___________
___________
____________

8.
_________________
_________________
__________
___________
___________
____________

9.
_________________
_________________
__________
___________
___________
____________

10.
_________________
_________________
__________
___________
___________
____________

11.
_________________
_________________
__________
___________
___________
____________

12.
_________________
_________________
__________
___________
___________
____________

                                                                                                              Total # of units used this month
___________

New Client / Updated Billing Information

_______________________________    ______________       _________
                 _____________________

          Client Reference Number               Date of Birth          Male/Female
           Primary Diagnostic Code (Axis 1)

 (not to be confused with Authorization Number)




            ICD-9 diagnosis code using correct # of digits

_____________________________
     __________________________________________________________________

        Client Phone Number


                   Client Address (including town and zip code)

                                                               If client is homeless, indicate “homeless” and include town & zip where client usually can be located 
REMINDER:  ICM Billing is due on the 5th of every month
