
Rehabilitative Behavioral Health Services Provider Manual Manual Updated 08/01/19 

FORMS 

i 

Number Name Revision Date 
DHHS 126 Confidential Complaint 06/2007 

DHHS 130 Claim Adjustment Form 130 03/2007 
DHHS 205 Medicaid Refunds 01/2008 
DHHS 931 Health Insurance Information Referral Form 02/2018 

Reasonable Effort Documentation 04/2014 
Electronic Funds Transfer (EFT) Authorization 
Agreement 

08/2019 

Duplicate Remittance Advice Request Form 09/2017 
Claim Reconsideration Form 11/2018 

CMS-1500 
(02/12) 

Sample Claim Form Showing TPL Denial with NPI 02/2012 

Sample Remittance Advice (four pages) 04/2014 
Fax Cover Sheet for RBHS Exception 03/2018 

Request for Rehabilitative Behavioral Health Services 
Limit Exception (two pages) 

03/2018 

Rehabilitative Behavioral Health Services (RBHS) 
Referral Form (four pages) 

03/2018 

Accreditation Crosswalk for Rehabilitative Behavioral 
Health Services 

03/2021 

Accreditation for Rehabilitative Behavioral Health 
Services 

04/2017 

Program Changes for Rehabilitative Behavioral Health 
Services 

04/2021 

Voluntary Termination Notification for Rehabilitative 
Behavioral Health Services 

04/2017 

Rehabilitative Behavioral Health Services (RBHS) 
Parent/Caregiver/Guardian Agreement to Participate in 
Community Support Service  (two pages) 

04/2017 

Rehabilitative Behavioral Health Services (RBHS) 
Parent/Caregiver/Guardian Agreement to Participate in 
Community Support Service - Spanish (two pages) 

04/2017 

Community Integration Services Provider Credentialing 
Request (three pages) 

03/2018 

Therapeutic Childcare Center Credentialing Request  
(three pages) 

03/2018 



 

 

STATE OF SOUTH CAROLINA 
DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 
 

CONFIDENTIAL COMPLAINT 
 

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY 
 DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 P.O. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210 

 

PROGRAM INTEGRITY 
THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID 
PROVIDERS AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR 
COMPLAINT. PLEASE IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE 
REFERENCES. UNLESS OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR 
TYPED. 

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL. 

 

SUSPECTED INDIVIDUAL OR INDIVIDUALS: 

 

 

NPI or MEDICAID PROVIDER ID: (if applicable) 

 

MEDICAID RECIPIENT ID NUMBER: (if applicable) 

 

ADDRESS OF SUSPECT: 

 

 

 

LOCATION OF INCIDENT: 

 

DATE OF INCIDENT: 

 

COMPLAINT: 

 

 

 

 

 

 

 

NAME OF PERSON REPORTING: (Please print) 

 

SIGNATURE OF PERSON REPORTING: 

 

DATE OF REPORT 

 

ADDRESS OF PERSON REPORTING: 

 

 

 

 

TELEPHONE NUMBER OF PERSON REPORTING: 

 

SIGNATURE: (SCDHHS Representative Receiving Report) 

 

SCDHHS Form 126 (revised 06/07)  



 

 



 

 

South Carolina Department of Health and Human Services 
Form for Medicaid Refunds 

 

Purpose:  This form is to be used for all refund checks made to Medicaid.  This form gives the information needed to 
properly account for the refund.  If the form is incomplete, the provider will be contacted for the additional information. 
 

Items 1, 2 or 3, 4, 5, 6, & 7 must be completed.              Attach appropriate document(s) as listed in item 8. 
 

1.  Provider Name:   __________________________            
 

2.  Medicaid Legacy Provider #             
           (Six Characters) 
       OR 

3.  NPI#     & Taxonomy    
 
4.  Person to Contact: ________________________ 5.  Telephone Number:  ______________________ 
 
6.  Reason for Refund:   [check appropriate box] 
 

   Other Insurance Paid (please complete a – f below and attach insurance EOMB) 
        a Type of Insurance: (  )  Accident/Auto Liability  (  ) Health/Hospitalization 
        b  Insurance Company Name ___________________________________________ 
        c  Policy #:__________________________________________________________ 
        d   Policyholder: ______________________________________________________ 
        e   Group Name/Group:  ________________________________________________ 
        f   Amount Insurance Paid:______________________________________________ 

   Medicare 
       (  )  Full payment made by Medicare 
       (  )  Deductible not due 
       (  )  Adjustment made by Medicare 

   Requested by DHHS (please attach a copy of the request) 

   Other, describe in detail reason for refund: 
    ______________________________________________ 
    ______________________________________________ 

______________________________________________ 
______________________________________________ 

 

7.  Patient/Service Identification:  
 

Patient Name Medicaid I.D.# 
    (10 digits) 

Date(s) of 
   Service 

      Amount of 
Medicaid Payment 

Amount of 
   Refund 

     
     
     
     
     
 

8.  Attachment(s):  [Check appropriate box] 
 

   Medicaid Remittance Advice (required) 

   Explanation of Benefits (EOMB) from Insurance Company (if applicable) 

   Explanation of Benefits (EOMB) from Medicare (if applicable) 

   Refund check 
 

Make all checks payable to: South Carolina Department of Health and Human Services 
Mail to: SC Department of Health and Human Services 

Cash Receipts 
Post Office Box 8355 
Columbia, SC 29202-8355 
 
 

DHHS Form 205 (01/08) 



 

 

 

 



 

 

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
REASONABLE EFFORT DOCUMENTATION 

 
 

PROVIDER ____________________________________________  DOS _______________________ 
 
NPI or MEDICAID PROVIDER ID __________________________________ 
 
MEDICAID BENEFICIARY NAME ___________________________________________________________ 
 
MEDICAID BENEFICIARY ID#  ______________________________________________________________ 
 
INSURANCE COMPANY NAME _____________________________________________________________ 
  
POLICYHOLDER __________________________________________________________________________ 
 
POLICY NUMBER _________________________________________________________________________ 
 
ORIGINAL DATE FILED TO INSURANCE COMPANY _________________________________________ 
 
DATE OF FOLLOW UP ACTIVITY ___________________________________________________________ 
 

RESULT: 
 
 
 
 
 
 FURTHER ACTION TAKEN: 
 
 
 
 
 
 
DATE OF SECOND FOLLOW UP _________________________________________________ 
 
 RESULT: 
 
 
 
 
 
I HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE 
FROM THE PRIMARY INSURER. 
 
 
 
 _______________________________________________________________________ 
     (SIGNATURE AND DATE) 
 
ATTACH A COPY OF THE FORM TO A NEW CLAIM AND FORWARD TO YOUR MEDICAID CLAIMS 
PROCESSING POST OFFICE BOX.   

 
Revised 04/2014  



 

 

 

 



 

 

 



 

 

 



 

 

 
 



 

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

Sample Remittance Advice (page 1) 
This page of the sample Remittance Advice shows a paid claim, suspended claim and 
rejected claim. 

 
 
  PROVIDER ID.                                                 PROFESSIONAL SERVICES             PAYMENT DATE                  PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES                                             +------------+                +----+ 
| AB00080000   |                                                 REMITTANCE ADVICE              | 02/14/2014 |                |  1 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM                                              +------------+                +----+ 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|PROVIDERS|      CLAIM      |      |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME     |M  |TLE. 18| COPAY | TITLE | 
| OWN REF.|   REFERENCE     |      | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |F M                | O |ALLOWED| AMT   |  18   | 
|  NUMBER |      NUMBER     |PY IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |I I LAST NAME      |  D|CHARGES|       |PAYMENT| 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|ABB1AA   |1403004803012700A|      |         |      |  27.00 |    6.72|P|1112233333|M   CLARK          |   |       |       |       | 
|         |              01 |      |101713   |71010 |  27.00 |    6.72|P|          |                   |026|       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|ABB2AA   |1403004804012700A|                |      | 259.00 |    0.00|S|1112233333|M   CLARK          |   |       |       |       | 
|         |              01 |      |101713   |74176 | 259.00 |    0.00|S|          |                   |026|       |   0.00|   0.00| 
|         |                 |                |      |        |        | |          |                   |   |       |       |       | 
|ABB3AA   |1403004805012700A|      |         |      |   24.00|    0.00|R|1112233333|M   CLARK          |   |       |   0.00|       | 
|         |              01 |      |071913   |A5120 |   12.00|    0.00|R|          |                   |000|       |       |   0.00| 
|         |              02 |      |071913   |A4927 |   12.00|    0.00|R|          |                   |000|       |       |   0.00| 
|         |                 |      |         |      |        |        | |          | Edits:  L00  946  L02  852 08/30/13           | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |           TOTALS|      |        3|      |  310.00|        | |          |                   |   |       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
+---------+-----------------+------+---------+------+--------+--------+-+-+--------+-------------------+---+-------+-------+-------+ 
                                            |            |   |     $6.72|                                                            
                                            +------------+   +------------+    STATUS CODES:       PROVIDER NAME AND ADDRESS         
FOR AN EXPLANATION OF THE                    CERT. PG TOT    MEDICAID PG TOT                     +---------------------------------+ 
ERROR CODES LISTED ON THIS                 +-------------+  +-------------+    P = PAYMENT MADE  |ABC HEALTH PROVIDER              | 
FORM REFER TO:  "MEDICAID                  |       $0.00 |  |      $286.46|    R = REJECTED      |                                 | 
PROVIDER MANUAL".                          +-------------+  +-------------+    S = IN PROCESS    |PO BOX 000000                    | 
                                             CERTIFIED AMT   MEDICAID TOTAL    E = ENCOUNTER     |FLORENCE            SC 00000     | 
IF YOU STILL HAVE QUESTIONS+-------------+ +-------------+  +-------------+    +---------+       |                                 | 
PHONE THE D.H.H.S. NUMBER  |             | |             |  |         0.00|    |         |       +---------------------------------+ 
SPECIFIED FOR INQUIRY OF   +-------------+ +-------------+  +-------------+    +---------+                                           
CLAIMS IN THAT MANUAL.                                        CHECK TOTAL      CHECK NUMBER                                          

  



 

 

Sample Remittance Advice (page 2) 
This page of the sample Remittance Advice shows a paid claim, as well as a 
Void/Replacement claim for which both the Void and the Replacement processed during 
the same payment cycle. 

 
  PROVIDER ID.                                                 PROFESSIONAL SERVICES             PAYMENT DATE                  PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES                                             +------------+                +----+ 
| AB00080000   |                                                 REMITTANCE ADVICE              | 02/28/2014 |                |  1 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM                                              +------------+                +----+ 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|PROVIDERS|      CLAIM      |      |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME     |M  |TLE. 18| COPAY | TITLE | 
| OWN REF.|   REFERENCE     |      | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |F M                | O |ALLOWED|   AMT |  18   | 
|  NUMBER |      NUMBER     |PY IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |I I LAST NAME      |  D|CHARGES|       |PAYMENT| 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|ABB222222|1405200415812200A|      |         |      | 1192.00|  243.71|P|1112233333|M   CLARK          |   |       |   0.00|       | 
|         |              01 |      |021814   |S0315 |  800.00|  117.71|P|          |                   |000|       |       |   0.00| 
|         |              02 |      |021814   |S9445 |  392.00|  126.00|P|          |                   |000|       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |VOID OF ORIGINAL CCN 13283002244813300A PAID 20131018      | |          |                   |   |       |       |       | 
|ABB222222|1405200077700000U|                |      |1412.00-| 273.71-|P|1112233333|M   CLARK          |   |       |       |       |  
|         |              01 |      |100213   |S0315 |1112.00-| 143.71-|P|          |                   |000|       |       |       |    
|         |              02 |      |100213   |S9445 | 300.00-| 130.00-|P|          |                   |000|       |       |       |      
|         |                 |                |      |        |        | |          |                   |   |       |       |       |   
|         |REPLACEMENT OF ORIGINAL CCN 1304711253670430A PAID 20131018| |          |                   |   |       |       |       | 
|ABB222222|1405200414812200A|      |         |      | 1001.50|   42.75|P|1112233333|M   CLARK          |   |       |   0.00|       | 
|         |              01 |      |100213   |S0315 |  142.50|   42.75|P|          |                   |000|       |       |   0.00| 
|         |              02 |      |100313   |S9445 |  859.00|    0.00|R|          |                   |000|       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
+---------+-----------------+------+---------+------+--------+--------+-+-+--------+-------------------+---+-------+-------+-------+ 
                                            |            |   |     $286.46|                                                          
                                            +------------+   +------------+    STATUS CODES:       PROVIDER NAME AND ADDRESS         
FOR AN EXPLANATION OF THE                    CERT. PG TOT    MEDICAID PG TOT                     +---------------------------------+ 
ERROR CODES LISTED ON THIS                 +-------------+  +-------------+    P = PAYMENT MADE  |ABC HEALTH PROVIDER              | 
FORM REFER TO:  "MEDICAID                  |       $0.00 |  |      $286.46|    R = REJECTED      |                                 | 
PROVIDER MANUAL".                          +-------------+  +-------------+    S = IN PROCESS    |PO BOX 000000                    | 
                                             CERTIFIED AMT   MEDICAID TOTAL    E = ENCOUNTER     |FLORENCE            SC 00000     | 
IF YOU STILL HAVE QUESTIONS+-------------+ +-------------+  +-------------+    +---------+       |                                 | 
PHONE THE D.H.H.S. NUMBER  |             | |             |  |         0.00|    |         |       +---------------------------------+ 
SPECIFIED FOR INQUIRY OF   +-------------+ +-------------+  +-------------+    +---------+                                           
CLAIMS IN THAT MANUAL.                                        CHECK TOTAL      CHECK NUMBER                                          

 



 

 

Sample Remittance Advice (page 3) 
This page of the sample Remittance Advice shows a claim-level Void without a corresponding Replacement claim. 

 
 
PROVIDER ID.                                                     +----------------+              PAYMENT DATE                  PAGE       
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |     CLAIM      |             +------------+                +----+ 
|  AB11110000  |                                                 |  ADJUSTMENTS   |             | 02/28/2014 |                |  2 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                       
+---------+-----------------+---+---------+------+--------+--------+-+-+-+----------+----------+---+------+------------------------+ 
|PROVIDERS|       CLAIM     |   |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME|M  | ORG  |                       |    
| OWN REF.|   REFERENCE     |PY | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |          F  M| O |CHECK |    ORIGINAL CCN        |  
|  NUMBER |      NUMBER     |IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |LAST NAME I  I|  D| DATE |                        |  
+---------+-----------------+---+---------+------+--------+--------+-+----------+--------------+---+----  |------------------------+ 
|         |                 |   |         |      |        |        | |          |              |   |      |                        |  
|         |                 |   |         |      |        |        | |          |              |   |      |                        |  
|ABB222222|1405200077700000U|             |      | 513.00-| 197.71-|P|1112233333|CLARK     M   |   |131018| 1328300224813300A      | 
|         |              01 |   |100213   |S0315 | 453.00 | 160.71-|P|          |              |000|      |                        |  
|         |              02 |   |100213   |S9445 |  60.00 |  33.00-|P|          |              |000|      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |          TOTALS |           1 |      | 513.00-| 193.71-| |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
+---------+-----------------+-------------+------+--------+--------+-+----------+--------------+---+------+------------------------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT                          TO BE REFUNDED 
             PROVDER                    DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE  
             INCENTIVE                  PRIOR TO THIS      |      $243.71|     |     0.00|   |   |         0.00|        +----------+ 
             CREDIT AMOUNT              REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
            +-------------+            +-------------+                                                                  +----------+ 
            |         0.00|            |         0.00|       ADJUSTMENTS                                                             
            +-------------+            +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS         
                                                           |     $193.71-|     |             |   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   |ABC HEALTH PROVIDER              | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |                                 | 
                                       +-------------+     +-------------+     +---------+       |PO BOX 000000                    | 
                                       |        0.00 |     |       $50.00|     |  4197304|       |FLORENCE            SC 00000     | 
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 
  



 

 

Sample Remittance Advice (page 4) 
This page of the sample Remittance Advice shows four gross-level adjustments. 

Gross-level adjustments always appear on the final page of the Remittance Advice. 
 
 

 
   PROVIDER ID.                                              +---------------+            PAYMENT DATE                 PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |                |             +------------+                +----+ 
|  AB11110000  |                                                 |  ADJUSTMENTS   |             | 02/28/2014 |                |  3 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                       
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|PROVIDERS|      CLAIM      |   SERVICE   |PROC / DRUG|RECIPIENT |RECIPIENT NAME|ORIG. |  ORIGINAL|         |DEBIT /    |    EXCESS| 
| OWN REF.|    REFERENCE    |   DATE(S)   |           |   ID.    |          F M |CHECK |   PAYMENT|  ACTION |CREDIT     |          | 
|  NUMBER |      NUMBER     |   MMDDYY    |   CODE    | NUMBER   |LAST NAME I I |DATE  |          |         |     AMOUNT|    REFUND| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 2    |1404900004000100U|      -      |           |          |              |      |          |DEBIT    |   -2389.05|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 4    |1405500076000400U|      -      |           |          |              |      |          |DEBIT    |   -1949.90|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 5    |1404900004000100U|      -      |           |          |              |      |          |DEBIT    |    -477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 6    |1405500076000400U|      -      |           |          |              |      |          |CREDIT   |     477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |PAGE TOTAL:         |    4338.95|      0.00| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT                         TO BE REFUNDED 
            PROVDER                     DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE  
            INCENTIVE                   PRIOR TO THIS      |         0.00|     |         0.00|   |         0.00|        +----------+ 
            CREDIT AMOUNT               REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
           +-------------+             +-------------+                                                                  +----------+ 
           |         0.00|             |         0.00|       ADJUSTMENTS                                                             
           +-------------+             +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS         
                                                           |     -4338.95|     |         0.00|   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   |  ABC HEALTH PROVIDER            | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |  PO BOX 000000                  | 
                                       +-------------+     +-------------+     +---------+       |  FLORENCE            SC 00000   | 
                                       |         0.00|     |         0.00|     |         |       |                                 | 
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 



 

 

 
 

 
  



 

 

 



 

 

 
 
  



 

 

 
 



 

 



 

 



 

 

 
 

 
 



 
 

 
 

1 
Accreditation Crosswalk / July 2016 updated March 2021 
 

Accreditation Crosswalk for Rehabilitative Behavioral Health Services  
 

 
 Commission on Accreditation of Rehabilitation Facilities (CARF)  

 
General Program Standards: For an organization to achieve quality services, the persons served are active 
participants in the planning, prioritization, implementation, and ongoing evaluation of the services offered. The 
service planning process is individualized, establishing goals and objectives that incorporate the unique 
strengths, needs, abilities, and preferences of the persons served.  General program standards typically require 
the following (but should be verified and reviewed within Section 2 of the CARF Child and Youth Services [CYS] & 
Behavioral Health [BH]Standards Manuals): 
 

• Comprehensive Program Structure 
• Screening and Access to Services 
• Person-centered Plans 
• Transition/Discharge Planning 
• Medication Use  
• Non-Violent Practices 
• Records of Persons Served 
• Quality Records Management 

 
Behavioral Health Field Categories: For each behavioral healthcare program selected for accreditation from 
Section 3, an organization must identify which behavioral health field category the core program operates. Field 
categories are used to characterize the purpose, intent, and overall focus of a core program.  A field category is 
not required for any program under the CYS Manual.   
 
Providers must choose one of the following field categories: 

o Substance Use Disorders (SUD) 
o Mental Health 
o Psychosocial Rehabilitation 
o Family Services 
o Integrated SUD/Mental Health 
o Integrated DD/Mental Health 

 
Specific Population Designation:  Child and adolescent providers must demonstrate evidence of designation  

• Children and Adolescents (CA) (up to age 18) 
 
Accepted Levels of Accreditation Decisions:   

• Three-Year Accreditation 
• Provisional Accreditation  
• One-Year Accreditation  

 
CARF Manuals 

• Behavioral Health (BH) Standards Manual 
• Child and Youth Services (CYS) Standards Manual 
• Employment and Community Services (ECS) Standards Manual 

 
CARF’s standards can be accessed at:  http://www.carf.org/home/ 
 
  

http://www.carf.org/home/


 
 

 
 

2 
Accreditation Crosswalk / July 2016 updated March 2021 
 

CARF Standards Covered Rehabilitative Services 
Assessment and Referral   
(BH Manual or CYS Manual)  

Behavioral Health Screening (BHS), Diagnostic Assessment (DA), 
Psychological Testing and Evaluation (PTE), Service Plan 
Development (SPD) 

Behavioral Consultation 
(CYS Manual)  

BHS, Behavior Modification (B-Mod), DA, PTE 

Case Management/Services Coordination  
(BH Manual or CYS Manual) 

BHS, DA, PTE, SPD 

Community Employment Services  
(ECS Manual) 

SPD, MM (Medication Management), Individual Psychotherapy (IP), 
Group Psychotherapy (GP) 

Community Integration 
(BH Manual) 

BHS, Community Integration Services (CIS), DA, PRS, PTE, SPD  

Counseling/Outpatient 
(CYS Manual) 

BHS, DA, Family Psychotherapy (FP), Family Support (FS), GP, IP, 
Multiple Family Group Psychotherapy (MFGP), Psychosocial 
Rehabilitation Services (PRS), PTE, SPD, Therapeutic Childcare 
Center (TCC) 

Crisis Intervention 
(BH Manual or CYS Manual) 

BHS, Crisis Management (CM), DA, PTE, SPD 

Day Treatment  
(BH Manual or CYS Manual) 

BHS, DA, FP, GP, MFGP, IP, PTE, SPD  

Early Childhood Development 
(CYS Manual) 

BHS, B-Mod, DA, PRS, PTE, SPD, TCC 

Foster Family and Kinship Care 
(CYS Manual) 

BHS, B-Mod, DA, FP, FS, GP, IP, MFGP, PRS, PTE, SPD 

Intensive Family Based Services  
(BH Manual or CYS Manual) 

BHS, B-Mod, CM, DA, FP, FS, GP, IP, MFGP, MM, PRS, PTE, SPD, TCC 

Intensive Outpatient Treatment  
(BH Manual or CYS Manual) 

BHS, DA, FP, FS, GP, MFGP, IP, PTE, SPD, TCC  

Outpatient Treatment  
(BH Manual) 

BHS, DA, FP, FS, GP, IP, MFGP, PRS, PTE, SPD, TCC 

Residential Treatment  
(BH Manual or CYS Manual) 

BHS, B-Mod, CM, DA, FP, FS, GP, IP, MFGP, PRS, PTE, SPD 

Specialized or Treatment Foster Care  
(BH Manual or CYS Manual) 

BHS, B-Mod, DA, FP, FS, GP, IP, MFGP, MM, PTE, SPD 
 

Supported Living 
(BH Manual) 

BHS, DA, FS, MM, PRS, PTE, SPD 

 

Council on Accreditation (COA) 

Administration and Management Standards and Service Delivery Administration Standards 

All organizations are required to implement COA’s Administration and Management Standards and Service 
Delivery Administration Standards which include: 

• Ethical Practice (ETH) *** 
• Financial Management (FIN) 
• For-Profit Administration and Financial Management (AFM)* 
• Governance (GOV) 
• Human Resources Management (HR) 
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• Network Administration (NET)** 
• Performance and Quality Improvement (PQI) 
• Risk Prevention and Management (RPM) 
• Administrative and Service Environment (ASE) 
• Behavior Support and Management (BSM) 
• Client Rights (CR) 
• Program Administration (PRG)**** 
• Training and Supervision (TS)   

 
*This standard is only applicable to for-profit entities  
**This standard is only applicable to network management entities  
*** This standard will not apply to organizations accredited after 2020 
**** This standard only applies to organizations accredited after 2020 

 
Service Standards  
As a result of COA‘s comprehensive structure of its Service Standards, Core Rehabilitative Services, Core 
Treatment, and Community Support Services can be contained within many different COA Service Standards as 
they are components of a larger program. The chart below details the varying applicable COA Service Standard 
sections. 
 
Organizations currently accredited for Supported Community Living (SCL) will maintain this designated 
accreditation until they transition to Housing Stabilization and Community Living Services (HSCL).  
 
Accepted Levels of Accreditation Decisions:   
Accreditation or Reaccreditation Approval (effective for a period of four years) 
 
COA’s standards can be accessed at:  www.coanet.org 
 

COA Standards Covered Rehabilitative Services 
Adult Day Services (AD) Service Plan Development (SPD), Behavioral Health 

Screening (BHS), Diagnostic Assessment (DA), 
Community Integration Services (CIS) 

Child and Family Development and Support Services 
(CFD)  
 

SPD, BHS, DA, Psychosocial Rehabilitation Services 
(PRS), Behavior Modification (B-Mod), Family Support 
(FS), Therapeutic Childcare Center (TCC) 

Counseling/Coaching Support, and Education Services 
(CSE) 

BHS, PRS, B-Mod, FS, CIS 

Crisis Response and Information Services (CRI) BHS, DA, Crisis Management (CM) 
Day Treatment Services (DTX) BHS, DA, SPD, PRS, B-Mod, FS, Individual 

Psychotherapy (IT), Group Psychotherapy (GT), 
Multiple Family Group Psychotherapy (MFT), Family 
Psychotherapy (FT), CM, CIS, TCC 

Family Foster Care and Kinship Care (FKC) Psychological Testing and Evaluation (PTE), DA, BHS, 
SPD, IT, FT, CM, PRS, B-Mod, FS 

Family Preservation and Stabilization Services (FPS) BHS, DA, SPD, IT, FT, CM, PRS, B-Mod, FS, TCC 
Group Living Services (GLS) PTE, BHS, DA, SPD, IT, GT, MFT, FT, PRS, B-Mod, FS 

http://www.coanet.org/
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Housing Stabilization and Community Living Services 
(HSCL) 

SPD, BHS, DA, PRS, CIS 

Medication Control and Administration Medication Management (MM) 
Psychiatric Rehabilitation Services (PRS) BHS, DA, SPD, PRS, CIS 
Residential Treatment Services (RTX)   PTE, DA, BHS, SPD, IT, GT, MFT, FT, PRS, B-Mod, FS, 

CM 
Services for Mental Health and/or Substance Use 
Disorders (MHSU) 

PTE, BHS, DA, SPD, IT, GT, MFT, FT, CM, PRS, B-Mod, 
FS, CIS, TCC 

Shelter Services (SH) BHS, DA, SPD, PRS, B-Mod, FS 
Supervised Visitation and Exchange (SVE) SPD, BHS, DA, IT, FT 
Supported Community Living Services (SCL) SPD, BHS, DA, PRS, CIS 
Vocational Rehabilitation Services (VOC) SPD, BHS, DA, CIS 
Youth Independent Living Services (YIL) BHS, DA, SPD, PRS 

 

The Joint Commission (TJC) 
 
Comprehensive Accreditation Manual for Behavioral Health Care:  Providers are required to demonstrate 
compliance with all applicable standards contained in the Behavioral Health Care Manual.   
 
The standards-based performance areas for all behavioral health care organizations are:  

• Care, Treatment and Services (CTS)  
• Environment of Care (EC)  
• Emergency Management (EM)  
• Human Resources Management (HRM)  
• Infection Prevention and Control (IC)  
• Information Management (IM)  
• Leadership (LD)  
• Life Safety (LS) (in 24-hour settings)  
• Medication Management (MM)  
• National Patient Safety Goals (NPSG)  
• Performance Improvement (PI)  
• Record of Care, Treatment and Services (RC)  
• Rights and Responsibilities of the Individual (RI)  
• Waived Testing (WT) (when applicable) 

 
Accepted Levels of Accreditation Decisions: 

• Accreditation 
 

TJC’s standards can be accessed at:  http://www.jointcommission.org/ 
 

Core Rehabilitative Service Standards TJC Standards 
Service Plan Development (SPD) Care, Treatment, and Services  
Behavioral Health Screening (BHS) Care, Treatment, and Services 
Diagnostic Assessment (DA) Care, Treatment, and Services  
Psychological Testing and Evaluation (PTE) Care, Treatment, and Services  

Core Treatment TJC Service 

http://www.jointcommission.org/
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Individual Psychotherapy (IT) Outpatient Mental Health/Substance Use Services 
Group Psychotherapy (GT) Outpatient Mental Health/Substance Use Services 
Multiple Family Group Psychotherapy (MFT) Outpatient Mental Health/Substance Use Services 
Family Psychotherapy (FT) Outpatient Mental Health/Substance Use Services 
Crisis Management (CM) Outpatient Mental Health/Substance Use Services 
Medication Management (MM) Outpatient Mental Health/Substance Use Services 

Community Support Services TJC Service/Setting 
Psychosocial Rehabilitation Services (PRS) Service: Mental Health/Substance Use Services 

 
Setting: Outpatient, Day Treatment, Intensive 
Outpatient Program (IOP), Partial Hospitalization 
Program (PHP) 

Behavior Modification (B-Mod) Service: Mental Health/Substance Use Services 
 
Setting: Outpatient 

Family Support (FS) Service: Mental Health/Substance Use Services, Family 
Support Services, Community Integration 
 
Setting: Outpatient 

Therapeutic Childcare Services (TCC) Service:  Mental Health, Child/Youth Category 
 
Setting: Day Treatment 

Community Integration Services (CIS) Service: Mental Health, Adult and Community 
Integration  
 
Setting: Day Treatment, Outpatient 

 

 



 

 

 
 

 



 

(803) 255‐8324 
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