Clear Form

Monterey County Health Department Behavioral Health Bureau
Screening Tool for Therapeutic Behavioral Services (TBS)

Client ID

Date:
Medi-Cal Eligibility Criteria:

1. Child/youth meets Medi -Cal eligibilty criteria for SMHS (check all that apply):

Full-scope Medi-Cal

Under the age of 21

Meet Access Criteria for SMHS

Class Inclusion Criteria

2. The child/youth meets class criteria?

@ Owo

Check all class criteria that apply:

a. Child/youth is placed in a group home facility of RCL 12 or above and/or a locked treatment facility for the treatment of
mental health needs (which is not an IMD).

b. Child/youth is being considered for placement in one of these facilities (child/youth behavior could result in placement
in such a facility, regardless of whether an RCL 12 or above placement is available).

c. Child/youth has undergone at least one emergency inpatient psychiatric hospitalization related to their current
presenting disability within the preceding 24 months.

d. Child/youth previously received TBS while a member of the class.

e. Child/youth at risk of hospitalization to a hospital for acute psychiatric inpatient hospital services or to a psychiatric

health facility for acute care as a result of behaviors that may benefit from TBS interventions.

Specify date/location:



If class membership cannot be established, child/youth meets the following criteria for 30-day unplanned contact (check
all that apply):

a. Child/youth presents with urgent or emergency conditions to address their behaviors
b. Those behaviors jeopardize their current living arrangement
c. TBS would be an appropriate intervention

d. Documentation includes evidence that TBS was medically necessary and the most appropriate level of service
available to address the child/youth’s mental health condition

Clinical Need Criteria:

3. Childl/youth is receiving other SMHS?

Q Yes Q No

4. The clinical judgment of the SMHS provider indicates it is highly likely that without additonal short-term support of TBS
one of the following will occur?

Child/youth will need to be placed out-of-home, or into a higher level of residential care, including acute care
(includes acute psychiatric hospital inpatient services, psychiatric health facility services, and crisis residential
treatment services), because of the child/youth’s behaviors/symptoms which jeopardize continued placement in
the current facility

Child/youth needs this additional support to transition to a home, foster home, or lower level of residential
placement. Although the child/youth may be stable in the current placement, a change in behavior/symptoms is
expected, and TBS are needed to stabilize the child/youth in the new environment

Child/youth does not meet criteria.

Document the basis for the expectation that the behaviors/symptoms will change




Reimbursement Criteria:

5. Attestation that TBS is NOT provided for any of the following:

-For the convenience of the Family or other caregivers, physician, or teacher.

-For supervision or to assure compliance with terms and conditions of probation.

-To ensure the child/youth’s physical safety or the safety of other (e.g., suicide watch).

-To address conditions that are not a part of the child’s mental health condition.

-For children/youth who can sustain non-impulsive, self-directed behavior and engage in appropriate community

activities without full-time supervision; or when the child/youth is an inpatient of a hospital, psychiatric health
facility, nursing facility, IMD, or crisis residential program.

O Yes O No
Family and Other Supports:

6. What providers are involved with the child/youth (check all that apply):

Child Welfare System

San Andreas Regional Center

Special Education

Juvenile Probation

Substance Use Treatment

Other Services

Specify Substance Use Treatment Provider:

Specify Other Services:



Recommendation:

Eligibility is established for TBS if criteria 1-5 are met:

Medi-Cal Eligibility:

1. All items must be selected

Class Inclusion Criteria:

2. Elgible for TBS: Must be a Yes and at least one item must be selected. Maximum 30-day unplanned contact: If No,
all items must be selected for maximum 30-day unplanned contact.

Clinical Need Criteria:

3. Must be a Yes.

4. One item must be selected and text box must be completed, as applicable.
Reimbursement Criteria:

5.Must be a Yes.

Child/youth is elgible for TBS?
O Yes O No

Select one of the following

O Elgible for TBS

O Maximum 30-day unplanned contact

Date Completed Staff Completing

Review Before Submit
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