

                                                      North Shore Mental Health



            Revised 1/06

  Psychiatric Intensive Case Management

                  Monthly Billing Form

Month / Year ________________

Psychiatrist’s Name_________________________________________________Phone Number______________

                                                                                 Billing Codes_________________________________________                                                                                 90801 – Psychiatric Diagnostic Interview Examination

90862 – Medication Management
99362 – Joint Treatment Planning



99362HT – Telephone Joint Treatment Planning

        Date of Service

Client’s Name


Billing Code

Start Time
End Time
1.
_________________
_____________________________
__________________
___________
____________









  
2.
_________________
_____________________________
__________________
___________
____________

3.
_________________
_____________________________
__________________
___________
____________

4.
_________________
_____________________________
__________________
___________
____________









  
5.
_________________
_____________________________
__________________
___________
____________

6.
_________________
_____________________________
__________________
___________
____________

7.
_________________
_____________________________
__________________
___________
____________









  
8.
_________________
_____________________________
__________________
___________
____________

9.
_________________
_____________________________
__________________
___________
____________

10.
_________________
_____________________________
__________________
___________
____________









  
11.
_________________
_____________________________
__________________
___________
____________

12.
_________________
_____________________________
__________________
___________
____________

13.
_________________
_____________________________
__________________
___________
____________









  
14.
_________________
_____________________________
__________________
___________
____________

15.
_________________
_____________________________
__________________
___________
____________

16.
_________________
_____________________________
__________________
___________
____________









  
17.
_________________
_____________________________
__________________
___________
____________

18.
_________________
_____________________________
__________________
___________
____________

19.
_________________
_____________________________
__________________
___________
____________









  
20.
_________________
_____________________________
__________________
___________
____________

21.
_________________
_____________________________
__________________
___________
____________

22.   _________________
_____________________________
__________________
___________
____________

REMINDER:  ICM Billing is due on the 5th of every month





      Attach additional billing sheets if necessary   Page 1 of ____  

