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DOCUMENTS: 

 
a timely manner.   
 
Contractor shall itemize the expenses claimed on the CSS Expense 
Reimbursement Claim Form, hide the Protected Health Information 
(PHI) in the Excel spread sheet and submit to the Provider 
Reimbursement Unit (PRU) within 60 days of the end of the month in 
which the expense was incurred.  PRU will log in and forward to 
appropriate Age Group Lead/designee. 
 
To expedite processing it is suggested the contractor simultaneously 
submit the same Claim Form with PHI visible to appropriate Age 
Group Lead/designee. 
 
Failure to submit claims on a regular basis impedes the efficiency of 
the reimbursement process significantly. Claims that are not 
submitted in a timely manner each month may be subject to delays in 
review and payment. 
 
After a reimbursement claim for a month has been submitted, any 
additional expense claims for a month shall be submitted on a 
separate reimbursement claim form. 

 
ATTACHMENTS: 

 
#1 – CSS Expenditure Coding Guide 
#2 – CSS Expense Reimbursement Claim 
#3 – Supplement Information Request Form  

 
REFERENCES: 

 
DMH Client Supportive Services Service Exhibit 

 



                                            COUNTY OF LOS ANGELES – DEPARTMENTOF MENTAL HEALTH               ATTACHMENT 1 

CSS Expenditure Coding Guides Attachment 1 
Revision date: 9/28/09 DIG 

 
CSS EXPENDITURE CODING GUIDE 

CSS funding is for use when clients do not have resources and other possible avenues for funding have been explored and exhausted.  
Listed below is a general guideline for coding common expenses with the appropriate matching Service Function Codes (SFCs).  It is 
important to remember that individual expenses are unique to each client and are not necessarily limited to those listed in the 
categories below. 
 
ALLOWABLE EXPENSES 
 
SFC 70 – CLIENT HOUSING SUPPORT 

• Eviction Prevention, i.e. payment of overdue rent 
• Hotel/Shelter Subsidies 
• Master Leasing (with DMH approval) 
• Rent/Mortgage/Lease Subsidies (e.g. apartments, Sober 

Living Homes, Adult Residential Facilities) 
• Residential substance abuse treatment programs 
• Security Deposits 
• Transitional Residential Programs 

 
SFC 71 – CLIENT HOUSING OPERATING SUPPORT 
 

• Agency Management Fees 
• Credit Reporting Fees 
• Insurance 
• Property Taxes 
• Repair/Maintenance to Home, including repair due to 

damage by tenant 
• Utilities, e.g. electricity, gas, water 

 
SFC 72 – CLIENT/FAMILY/CAREGIVER SUPPORT 

• Car, e.g. gasoline, insurance, payment, registration, 
repair 

• Clothing 
• Culturally appropriate alternative healing methods, e.g. 

curandero, cupping, acupuncture 
• Education and Tutorial Expenses 
• Employment , e.g. uniforms, license fees, tools of the 

trade 

SFC 72 – CLIENT/FAMILY/CAREGIVER SUPPORT 
(CONTINUED) 

• Food 
• Furniture/Appliances 
• Gift Cards 
• Household Items, e.g. Kitchenware, Linen/Bedding, 

Cleaning Products 
• Hygiene Items 
• Medical/ Dental/ Optical 
• Moving Expenses 
• Recreational/Social Activities 
• Reinforcers i.e., Inexpensive, small primary reinforcers 

for behavioral management purposes linked directly to 
client service plans 

• Respite Care 
• School Supplies 
• Sports Registration 
• Summer Camps 
• Tickets/citations – REQUIRE PRE-AUTHORIZATION 

FROM AGE GROUP LEAD 
• Transportation, e.g. Bus Passes, Tokens, Taxi Vouchers 
• Vocational 

 
SFC 78- OTHER NON-MEDI-CAL CLIENT SUPPORT 

• Consumer/Peer/Parent Advocate Salaries* 
• Housing/Employment Specialists Salaries* 

 
*Members of the program's treatment team that bill through the IS cannot request their wages be reimbursed through this mechanism.  See Guideline for details. 
 
NON–ALLOWABLE EXPENSES 

• Alcohol 
• Construction or rehabilitation of housing, facilities, buildings or offices 
• Costs for staff to accompany clients to venues such as sporting events, concerts or amusement parks 
• Expenses related to purchasing land or buildings 
• Illegal substances / activities 
• Incentives 
• Medi-Cal Share of Cost 
• Prescription drugs that would otherwise be available via Indigent Medication / Prescription Assistance programs 
• Service Extenders (refer to the Older Adults FCCS Guidelines Manual for directions on submitting invoices for Service 

Extenders)  
• Sexually explicit materials 
• Tobacco 
• Units of Service or any other service costs that are reported under Modes 05, 10, 15, or 45 
• Vehicles for programs 

 
REASONABLE PURCHASE LIMITS__________________________________________________________ 
The following is a list of commonly purchased items or services and purchase limits: 
Rental assistance:    

Move-in assistance (security deposit only)– No more than 2X the fair market rent* amount for a particular unit size within a 12 
month period 
Rental assistance – No more than the fair market rent* amount for a particular unit size with a viable housing plan to transition the 
person off of assistance  



                                            COUNTY OF LOS ANGELES – DEPARTMENTOF MENTAL HEALTH               ATTACHMENT 1 

CSS Expenditure Coding Guides Attachment 1 
Revision date: 9/28/09 DIG 

 
Household Goods (appliances, furniture, kitchenware, and 

 linens): $2,000 (not to exceed the maximum amount of $2,000) 
Applicances: 

Stove:  up to $350 
Microwave: up to $60   
Refrigerator:  up to $450 
Television:  up to $300 
Vacuum Cleaner:  up to $40 

Furniture: 
Living Room (couch, end and coffee table, lighting):  up to $300 
Bedroom (bed frame, mattresses, dresser):  up to$350 
Kitchen/Dining Table: up to $100 

 
*FY 2009 Fair Market Rent (FMR) Los Angeles/Long Beach 

 Efficiency 1 bedroom 2 bedroom 3 bedroom 4 bedroom 
FMR $904 $1,090 $1,361 $1,828 $2,199 

 
Summer camp:  up to $700/month depending upon duration and  scope of services.      
Mattresses :  $300 
Motel or hotels:  $50-100/night 
Shoes:  $30 
Basic cable: $30 (typically paid through master lease  agreements) 
Immigration assistance fees:  $400-$1000 
Bulk food, clothing and hygiene purchases (for creating a pantry of critical food, clothing and hygiene products for emergent use): Stock 
should be commeserate with the number of enrolled clients and outreach needs and capacity of the program and should not include 
greater than a 3 month supply of items. 
 



COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH

CSS EXPENSE REIMBURSEMENT CLAIM

Attachment 2

TYPE OF CSS FUNDS:  □  FCCS   □  FSP  □  Wellness             Age Group: Fiscal Year:

Legal Entity Number :    ______________________________             Billing Month:

            Provider Number:

IS # Client Name Vendor Description *SFC 70 *SFC 71 *SFC 72 *SFC 78

Totals:

TOTAL REIMBURSEMENT:

   Agency Verification  DMH APPROVAL

Date

Date

Title

H/DIG/11/24/09

Legal Entity Name:  __________________________________

I hereby certify that all information contained above are services and costs eligible under the terms and conditions for 
reimbursement under Client Support Services and is true and correct to the best of my knowledge.  All supporting 
documentation will be maintained in a separate file for the period specified under the provisions of the Mental Health 
Services Agreement - Legal Entity, Paragraph 13, Subparagraph A, Section (1), Sub-sections (1)(a) and (1)(b), Section 
(2), Section (3), and Section (4).

Print Name

Signature

Signature

*See attached table for common Service Function Codings

Print Name Title

Page 1 of 1



 
COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 

 
SUPPLEMENTAL INFORMATION REQUEST FORM 

 
Revision Date: 2/8/2010 8:19:21 AM  DIG 

 
 

 

REQUEST / RECIPIENT INFO 
      
Agency Name:  Provider #:  Date:   

Name of person requesting funds:  Title:  Billing Month:   

Name of CSS Fund recipient:   IS #:   

Amount Requested: $  Have CSS Funds been requested for this person before? Y  N   
 

CSS FUND USAGE DETAIL 

Description of purchase:   

Purpose of  purchase:   

   
How does purchase support and contribute to 
client’s treatment goals (attach CCCP)   

   
 

For expenses of 3 or more months or 6 or more 
months of duration (refer to page 1 of policy):       

   

   

List alternative resources explored to cover expense:  

   
 

VERIFICATION 

 
I hereby certify that all of the information contained above is true and accurate to the best of my knowledge. 

 

        

 
Print Case Manager’s Name 

  
Case Manager’s Signature 

 
Date 

 

        

 
Print Approving Manager’s Name 

  
Approving Manager’s Signature 

 
Date 

 

Attachment 3

 



COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 
FULL SERVICE PARTNERSHIP (FSP) GUIDELINES 

 
DMH CONTACTS 

 

07-01-09      Page 1 of 2 

Service 
Area Children (0-15) Transition-age Youth 

(16-25) Adults (26-59) Older Adults (60+) 

Wanda Champion 
IU* Coordinator 
Ph: (661) 223-3800 
Fx: (661) 537-2937 

Wanda Champion 
IU Coordinator 
Ph: (661) 223-3800 
Fx: (661) 537-2937 

Angela Coleman 
IU Coordinator 
Ph: (661) 223-3800 
Fx: (661) 537-2937 

See Page 2: 
Countywide 

Contacts  
1 

JoEllen Perkins 
District Chief 
Ph: (661) 575-1800 
Fx: (661) 575-9165 

JoEllen Perkins 
District Chief 
Ph: (661) 575-1800 
Fx: (661) 575-9165 

JoEllen Perkins 
District Chief 
Ph: (661) 575-1800 
Fx: (661) 575-9165 

 

Sally Ng 
IU Coordinator 
Ph: (818) 610-6741 
Fx: (818) 347-8738 

Sally Ng 
IU Coordinator 
Ph: (818) 610-6741 
Fx: (818) 347-8738 

Suzanne Holland 
IU Coordinator 
Ph: (818) 598-6916 
Fx: (818) 598-6971 

 

2 Eva Carrera 
District Chief 
Ph: (213) 738-3067 
Fx: (213) 736-5802 

Eva Carrera 
District Chief 
Ph: (213) 738-3067 
Fx: (213) 736-5802 

Ron Klein 
District Chief 
Ph: (818) 610-6708 
Fx: (818) 347-8736 

 

Frances Casas Liese 
IU Coordinator 
Ph: (626) 455-4599 
Fx: (626) 455-4608 

Victor Sanchez 
IU Coordinator 
Ph: (626) 459-8835 
Fx: (626) 455-4608 

Eugene Marquez 
IU Coordinator 
Ph: (626) 258-1999 
Fx: (626) 455-4608 

 

3 Alfredo Larios 
Acting District Chief 
Ph: (213) 739-5455 
Fx: (213) 252-0237 

Alfredo Larios 
Acting District Chief 
Ph: (213) 739-5455 
Fx: (213) 252-0237 

Alfredo Larios 
Acting District Chief 
Ph: (213) 739-5455 
Fx: (213) 252-0237 

 

Suyapa Umanzor  
IU Coordinator 
Ph: (323) 671-2625 
Fx: (323) 913-9175 

Suyapa Umanzor  
IU Coordinator 
Ph: (323) 671-2625 
Fx: (323) 913-9175 

Murdis “Latoya” Boston 
IU Coordinator 
Ph: (323) 671-2624 
Fx: (323) 913-9175 

Nancy Weiner 
Navigation Supervisor 
Ph: (323) 671-2612 
Fx: (323) 913-4045 

Nancy Weiner 
Navigation Supervisor 
Ph: (323) 671-2612 
Fx: (323) 913-4045 

Nancy Weiner 
Navigation Supervisor 
Ph: (323) 671-2612 
Fx: (323) 913-4045 

 

4 

Edward Vidaurri 
District Chief 
Ph: (213) 738-3765 
Fx: (213) 427-6166 

Edward Vidaurri 
District Chief 
Ph: (213) 738-3765 
Fx: (213) 427-6166 

Edward Vidaurri 
District Chief 
Ph: (213) 738-3765 
Fx: (213) 427-6166 

 

Carolyn Libao Kaneko 
IU Coordinator 
Ph: (310) 482-6610 
Fx: (310) 313-0813 

Gwendolyn Davis 
IU Coordinator 
Ph: (310) 482-6608 
Fx: (310) 313-0813 

Maureen Cyr 
IU Coordinator 
Ph: (310) 482-6613 
Fx: (310) 313-0813 

 

5 Karen Williams 
District Chief 
Ph: (310) 482-6601 
Fx: (310) 313-0813 

Karen Williams 
District Chief 
Ph: (310) 482-6601 
Fx: (310) 313-0813 

Karen Williams 
District Chief 
Ph: (310) 482-6601 
Fx: (310) 313-0813 

 



COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 
FULL SERVICE PARTNERSHIP (FSP) GUIDELINES 

 
DMH CONTACTS 

 

07-01-09      Page 2 of 2 

 
Service 

Area Children (0-15) Transition-age Youth 
(16-25) Adults (26-59) Older Adults (60+) 

Greg Hooker 
Ph: (323) 298-3717 
Fx: (323) 299-8870 
 
 

Greg Hooker 
Ph: (323) 298-3717 
Fx: (323) 299-8870 
 
 

Greg Hooker 
Ph: (323) 298-3717 
Fx: (323) 299-8870 

 

Kimberly Spears 
Navigation Supervisor 
Ph: (323) 298-3675 
Fx: (323) 299-8870 
Fx: (323) 298-3695 

Kimberly Spears 
Navigation Supervisor 
Ph: (323) 298-3675 
Fx: (323) 299-8870 
Fx: (323) 298-3695 

Kimberly Spears 
Navigation Supervisor 
Ph: (323) 298-3675 
Fx: (323) 299-8870 
Fx: (323) 298-3695 

 
6 

Yolanda Whittington 
District Chief 
Ph: (323) 298-3715 
Fx: (323) 299-8870 

Yolanda Whittington 
District Chief 
Ph: (323) 298-3715 
Fx: (323) 299-8870 

Yolanda Whittington 
District Chief 
Ph: (323) 298-3715 
Fx: (323) 299-8870 

 

Jesus Ramirez 
IU Coordinator 
Ph: (213) 738-3313 
Fx: (213) 351-2490 

Jesus Ramirez 
IU Coordinator 
Ph: (213) 738-3313 
Fx: (213) 351-2490 

Tere Antoni 
IU Coordinator 
Ph: (213) 738-4068 
Fx: (213) 487-9658 

 

7 Ana Suarez 
District Chief 
Ph: (213) 738-3499 
Fx: (213) 351-2490 

Ana Suarez 
District Chief 
Ph: (213) 738-3499 
Fx: (213) 351-2490 

Ana Suarez 
District Chief 
Ph: (213) 738-3499 
Fx: (213) 351-2490 

 

Belen Williams 
IU Coordinator 
Ph: (562) 435-2257 
Fx: (562) 256-1603 

Alka Bhatt 
IU Coordinator 
Ph: (562) 435-3037 
Fx: (562) 256-1603 

IU Coordinator 
Ph: (562) 435-2078 
Fx: (562) 256-1603 
Lisa Powell 
IU Coordinator 
Ph: (562) 435-2287 
Fx: (562) 256-1603 

 

8 

Lisa Wicker 
District Chief 
Ph: (562) 435-2337 
Fx: (562) 256-1603 

Lisa Wicker 
District Chief 
Ph: (562) 435-2337 
Fx: (562) 256-1603 

Lisa Wicker 
District Chief 
Ph: (562) 435-2337 
Fx: (562) 256-1603 

 

Gita Cugley 
Program Manager 
Ph: (213) 739-5475 
Fx: (213) 252-0238 

Greta Oducayen 
Program Manager 
Ph: (213) 351-7737 
Fx: (213) 351-6571 

Kalene Gilbert 
Program Manager 
Ph: 213) 738-4440 
Fx: 213) 381-5497 

Kelli Blanchfield 
IU Coordinator 
Ph: (213) 351-5253 
Fx: (213) 351-2493 

C 
o 
u 
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Bryan Mershon 
Division Chief 
Ph: (213) 739-5403 
Fx: (213) 252-0238 

 
Terri Boykins 
District Chief 
Ph: (213) 738-2408 
Fx: (213) 351-6571 

 
Kim Sasaki 
Division Chief 
Ph: 213) 738-4142 
FX: 213) 381-5497 

 
Kathleen Kerrigan 
District Chief 
Ph: (213) 738-3111 
Fx: (213) 351-2493 

*Impact Unit 



 
 
 
 
 

XIII. FORMS 
 
 
 
 
 

A.  Community Outreach Services 
   
B.  Referral and Authorization 

     1. Children (ages 0-15) 
     2. Transition-age Youth (ages 16-25) 
     3. Adult (ages 26-59) 
     4. Older Adult (ages 60+) 

   
C.  Appeal (Related to Enrollment, Disenrollment and Transfer) 
   
D.  Authorization for Use or Disclosure of Protected Health Information 
   
E.  Certification of Accuracy of Data 
   
F.  Disenrollment Request 
   
G.  Transfer Request 
   
H.  Disenrollment/Transfer Request Supplemental 
   
I.  Transfer of Single Fixed Point of Responsibility (SFPR) 

 







DATE: DMH IS#:

DOB: GENDER:  M  F SSN:

ADDRESS: CITY: ZIP CODE:

PHONE:

INSURANCE: MEDI-CAL HEALTHY FAMILIES HEALTHY KIDS PRIVATE NONE

PRIMARY CONTACT: RELATIONSHIP:

PREFERRED LANGUAGE: PHONE:

CONSERVATOR ? YES NO WHOM?:

Agency:

Phone: Fax: E-mail:

Is Individual currently receiving services from your agency? YES NO

Other Agency Involvement:  DCFS  Probation  DMH  Regional Center

If Individual was referred to any other programs, please identify:

FSP BROCHURE WAS GIVEN TO THE REFERRED INDIVIDUAL

(        )

COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH

PREFERRED 
LANGUAGE:

CURRENT                   
LIVING SITUATION:

FIRST 
NAME:

RACE/ 
ETHNICITY

LAST 
NAME:

REFERRAL INFORMATION

(           )

CHILDREN'S (AGES 0-15)                
FULL SERVICE PARTNERSHIP

REFERRAL AND AUTHORIZATION FORM

(        )

(           )

REFERRAL SOURCE 

Contact Person:

This confidential information is provided to you in accord with State and Federal laws and regulations including but not limited to applicable Welfare and 
Institutions Code, Civil Code and HIPAA Privacy Standards. Duplication of this information for further disclosure is prohibited without prior written authorization of 
the client/authorized representative to who it pertains unless otherwise permitted by law. Destruction of this information is required after the stated purpose of the 
original request is fulfilled. 

Children's FSP Referral/Authorization Form 5-1-2009 Page 1 of 4



DMH IS#:

CHECK APPROPRIATE REASON(S) FOR REFERRAL OF A CHILD WITH SERIOUS EMOTIONAL DISTURBANCE (SED):*

    1.  Zero to five-year-old (0-5) who:

is at high risk of expulsion from pre-school

is involved with or at high risk of being detained by Department of Children and Family Services
(DCFS)

has a parent/caregiver with SED or severe and persistent mental illness, or who has a  
substance abuse disorder or co-occurring disorders

    2. Child/youth who:

has been removed or is at risk of removal from their home by DCFS

is in transition to a less restrictive placement 

    3. Child/youth who is experiencing the following at school: 

suspension or expulsion 

violent behaviors

drug possession or use 

suicidal and/or homicidal ideation 

    4. Child/youth who: 

is involved with Probation, is on psychotropic medication, and is transitioning back into a less 
structured home/community setting 

Provide Detail for Any Checked Items:

(A)  As a result of the mental disorder the child has substantial impairment in at least two of the following areas:  self-care, school 
functioning, family relationships, or ability to function in the community; and either of the following occur:

(i)  The child is at risk of removal from home or has already been removed from the home.

*"Seriously emotionally disturbed" means minors under the age of 18 years who have a mental disorder as identified in the most recent 
edition of the Diagnostic and Statistical Manual of Mental Disorders, other than a primary substance use disorder or developmental 
disorder, which results in behavior inappropriate to the child's age according to expected developmental norms.  Members of this target 
population shall meet one or more of the following criteria:

Individual's 
Name: 

(ii) The mental disorder and impairments have been present for more than six months or are likely to continue for more than 
one year without treatment.

(C)  The child meets special education eligibility requirements under Chapter 26.5 (commencing with Section 7570) of Division 7 or 
Title 1 of the Government Code. [California Welfare and Institutions Code Section 5600.3]

(B)  The child displays one of the following:  psychotic features, risk of suicide or risk of violence due to a mental disorder.

FOCAL POPULATION
This confidential information is provided to you in accord with State 
and Federal laws and regulations including but not limited to 
applicable Welfare and Institutions Code, Civil Code and HIPAA 
Privacy Standards. Duplication of this information for further 
disclosure is prohibited without prior written authorization of the 
client/authorized representative to who it pertains unless otherwise 
permitted by law. Destruction of this information is required after the 
stated purpose of the original request is fulfilled. 

Children's FSP Referral/Authorization Form 5-1-2009 Page 2 of 4



DMH IS#:

Check ONE ONLY:

Unserved (Not receiving mental health services)

Underserved (Receiving some MH services, though insufficient to achieve desired outcomes)*

Primary DSM-IV-TR Diagnosis: Dual Diagnosis (X Code):

Check All that Apply to Individual:

Other
Provide Detail for Any Checked Items:

Fax completed Referral and Authorization Form to Impact Unit for your Service Area:

SA 1: Wanda Champion (661) 537-2937 SA 4: Suyapa Umanzor (323) 913-9175 SA 7: Jesus Ramirez (213) 351-2490
SA 2: Sally Ng (818) 347-8738 SA 5: Carolyn Libao (310) 313-0813 SA 8: Belen Williams (562) 256-1603
SA 3: Frances Casas Liese (626) 455-4608 SA 6: Greg Hooker (323) 298-3695

Fire Setting Ideation or Acts

Aggressive Threats (by history or current Tarasoff Notifications (past or current

Suicidal Ideation/Attempts

Inappropriately served (receiving some MH services, though inappropriate to achieve desired outcomes 

the type and frequency of services; and (3) explain why the services are insufficient/inappropriate to achieve desired outcomes: 
*If client has received community-based mental health services within the last 6 months, (1) identify the program(s); (2) indicate 

because of cultural, ethnic, linguistic, physical, or other needs specific to the clien

Inappropriate Sexual Ideation

DIAGNOSTIC CONSIDERATIONS

Individual's 
Name: LEVEL OF SERVICE

Aggressive Ideation

Aggressive Acts (by history or current Inappropriate Sexual Acts

This confidential information is provided to you in accord with 
State and Federal laws and regulations including but not limited to 
applicable Welfare and Institutions Code, Civil Code and HIPAA 
Privacy Standards. Duplication of this information for further 
disclosure is prohibited without prior written authorization of the 
client/authorized representative to who it pertains unless otherwise 
permitted by law. Destruction of this information is required after 
the stated purpose of the original request is fulfilled. 

Children's FSP Referral/Authorization Form 5-1-2009 Page 3 of 4



DMH IS#:

DATE RECEIVED:

 NOT PRE-AUTHORIZED FOR ENROLLMENT  (Explain reason for decision and plan for linkage to other services):

 PRE-AUTHORIZED FOR ENROLLMENT:

Name of FSP Agency: Provider #

FSP Agency Address: City: ZIP Code

Contact Person: Phone:

Service Area: Supervisorial District:     Fax: 

Date:

 FSP AGENCY HAS COMPLETED OUTREACH & ENGAGEMENT AND (Check only one box below):

FIRST FACE TO FACE CONTACT DATE:
        REQUESTS AUTHORIZATION TO ENROLL
        AGENCY DECLINES TO ENROLL, BUT INDIVIDUAL IS ELIGIBLE FOR FSP (Must complete FSP Appeal Form)

        INDIVIDUAL DOES NOT AGREE TO SERVICES (Explain reason for decision and plan for linkage to other services)

        IS DEEMED INELIGIBLE FOR FSP SERVICES (Explain reason for decision and plan for linkage to other services)

Date:

        RECEIVED FINAL AUTHORIZATION, BUT INDIVIDUAL NEVER ENROLLED AND/OR NOW DOES NOT AGREE  

        linkage to other services)

Date:

 NOT AUTHORIZED FOR ENROLLMENT (Explain reason for decision):

 AUTHORIZED FOR ENROLLMENT

 Date:

  AUTHORIZED REFERRAL INACTIVE.  INDIVIDUAL NEVER ENROLLED AND NO UNITS OF SERVICE BILLED

 Date:

↓↓TO BE COMPLETED BY SERVICE AREA IMPACT UNIT↓↓

REFERRAL SOURCE NOTIFIED OF DISPOSITION on: by
Date Impact Unit Representative

(           )

Individual's 
Name: 

         TO SERVICES AND  NO FSP UNITS OF SERVICE WERE EVER BILLED (Explain reason for decision and plan for 

(Fax completed Referral and Authorization Form to Impact Unit for your Service Area)

FSP Agency Representative:

Impact Unit Representative:

(           )

DISPOSITION 

Countywide Programs Representative:

Countywide Programs Representative:

FSP Agency Representative:
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This confidential information is provided to you in accord with State and 
Federal laws and regulations including but not limited to applicable Welfare 
and Institutions Code, Civil Code and HIPAA Privacy Standards. Duplication 
of this information for further disclosure is prohibited without prior written 
authorization of the client/authorized representative to who it pertains unless 
otherwise permitted by law. Destruction of this information is required after 
the stated purpose of the original request is fulfilled. 
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