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Month_____________


 Client Contracted Hours
	Client Name
	     
	
	Provider Name
	     

	Total Hours
	     
	
	Diagnosis Code
	     


	Date of Service
	Place of Service
	Time of Service

Start/End Time
	Service Code
	Total Units
	Signature

	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	

	Place of Service
	Service Codes
	Assessment Codes

	12-Home

11-Office

99-Other
	H2014-BST
H2017-PSR
H0004-Behavioral Health Therapy
90832-Individual Therapy - 30min
90834-Individual Therapy 45min
90837-Individual Therapy 60min
90846-Family Therapy (w/o Client)
90847-Family Therapy (with Client)

	H0002 Behavioral Health Screen
H0031 Mental Health Assessment



I attest that I have provided the face-to face hours of contact as indicated above.
_______________________________________



________________
Provider Signature







Date
ADMIN

HRS_______     BL________
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