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BACKGROUND
Intensive Behavioral Services

2

IB Services
Designed for individuals who live in non-
certified settings or Family Care Homes, and 
who are presenting highly challenging 
behaviors that put them at imminent risk for 
placement into a more restrictive residential 
setting.
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IB Services
• Is not a crisis intervention program
• Is time-limited (180 calendar days)
• Is designed to serve individuals with severe 

behavioral issues
• Is provided by clinical staff that has training 

and experience in conducting functional 
behavioral assessments, developing 
behavior support plans, and working with 
people with developmental disabilities
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Goals of IB Services
• To help individuals who have a need for 

intensive behavioral services and have the 
family/caregiver strength and support 
necessary to implement behavior plans atnecessary to implement behavior plans at 
home

• To effect positive change for those 
individuals, i.e.: a reduction in at-risk 
behaviors so that the individual may remain 
in his/her home and avoid residential 
placement
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What an individual can expect
• Staff develop an individualized Behavior Support 

Plan with the individual and family which provides 
direction on “what to do”, “how to do”, and “when 
to do” the specific approaches, strategies andto do  the specific approaches, strategies and 
supports described in the plan

• Staff then work with the individual and family to 
implement the positive behavioral approaches, 
strategies and supports to establish or increase 
adaptive behaviors and decrease the frequency 
and/or intensity of challenging behaviors that are 
described in the plan 

6
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What an individual can expect

• At the conclusion of the services, 
families and individuals are asked to 
complete a satisfaction survey and p y
the needs of the individual are 
reassessed

• These tools are designed to help 
OPWDD and the provider ensure that 
IB Services are meeting program 
goals

7

Types of Services

• Conduct relevant assessments and collect data 
pertinent to the challenging behaviors so that 
the IB Services staff can write the Behavior 
Support Plan (BSP)

• Train the primary caregiver(s) and/or direct 
support professionals who provide services to 
the individual on how to use the behavioral 
supports, interventions and strategies that are 
specified in the BSP

• Train the individual on using the behavioral 
supports, interventions and strategies that are 
specified in the BSP
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Types of Services
• Follow up with the individual, family and/or staff as 

to the effectiveness of the supports, interventions 
and strategies

• Update the BSP to remove supports, strategiesUpdate the BSP to remove supports, strategies 
and interventions that are not effective and/or to 
include new supports, strategies and interventions

• Transition plan with the individual, family, 
collaterals and other agencies to refer the 
individual to appropriate services to maintain on a 
long term basis the behavior strategies specified in 
the  BSP

9
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IB Services ADM
 Defines staff qualifications
 Describes individual authorization
 Identifies and describes necessary 

ti l t (FBA d BSP)

10

programmatic elements (FBA and BSP)
 Describes coordination and training 

components
 Defines service delivery and documentation 

requirements
 Describes billing and enrollment 

components 

STAFF QUALIFICATIONS
Intensive Behavioral Services

11

Staff must be a 
 Licensed Psychologist,

 Licensed Clinical Social Worker (LCSW), or 

 Meet 14 NYCRR 633.16 criteria for aMeet 14 NYCRR 633.16 criteria for a 
Behavior Intervention Specialist (BIS)

12



10/9/2013

5

BIS-1 QUALIFICATIONS
EDUCATION:

o Master’s degree in
 Clinical/treatment field of Psychology, 

Social Work, School Psychology, 
Applied Psychology (related to human 
development/clinical interventions)

EXPERIENCE:

o FIVE years:
 Working directly with people with 

developmental disabilities   

 Documented Training – assessment 
techniques & BSP development

OR

o BCBA + Master’s in:
 Behavior Analysis   OR

 A field closely related to 
Clinical/Community Psychology   OR

 Active license: NYS LMHC 

OR

 Supervision & training of others in 
implementation of BSPs
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BIS-2 QUALIFICATIONS 
EDUCATION

o BCBA + Master’s degree in: 
 Behavior Analysis    or

 A field closely related to 
Clinical/Community Psychology 

OR

TRAINING

o Have or obtain specialized 
training in or experience with 
FBA techniques and BSP 
development

OR
o Master’s in a Clinical/treatment 

field of Psychology, Social Work, 
School Psychology, Applied 
Psychology (related to human 
development/clinical 
interventions)

OR
o Active license: NYS LMHC 
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BIS-2 QUALIFICATIONS (continued)
OR

 Has a Bachelor’s degree related to a human services field AND

 Has been employed by agency in OPWDD system in the role of 
providing  behavioral services continuously since 12/31/12

AND EITHERAND EITHER
 Is actively working toward an M.A./M.S. in an applied area of 

Psychology, Social Work or Special Education 

OR
 Completes at least one graduate-level course in an applied health 

service area of Applied Psychology, Social Work or Special 
Education 

15
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Supervisors
• The supervising NYS licensed psychologist or 

LCSW must have at least two years of post-
licensure experience in clinical supervision and at 
least one year of post-licensure experience in 

ki ith ith d l t l di bilitiworking with persons with developmental disabilities 
who present with challenging behaviors (the post-
licensure requirements may be obtained 
concurrently)  

• If the clinicians delivering IB Services are 
themselves a NYS licensed psychologist or LCSW 
the post licensure supervisory and experiential 
requirements are waived
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Oversight and Supervision Plan
• the number of supervisees assigned to each 

clinical supervisor

• the type of supervision to be provided

• the required frequency of supervision• the required frequency of supervision

• the provision of a contingent emergency supervisor

• requirements for the supervisor’s record or log of 
supervision

• the nature of supervision

• a method for evaluating the effectiveness of 
supervision

17

INDIVIDUAL AUTHORIZATION
Intensive Behavioral Services

18
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To Be Authorized for IB Services
An individual must:
• be enrolled in the OPWDD HCBS waiver

• live in a non-certified residential setting or Family Care Home

• have documentation that substantiates that the individual is at 
imminent risk of being placed in a more restrictive living 
environment due to challenging behavioral episodes 
(documentation may be from a variety of sources, e.g. MSC notes, 
letter indicating possible expulsion from school, notice indicating 
possible disenrollment from a day habilitation program, etc.)

• have a clear need for the type of services provided under the 
Intensive Behavioral Services model

• be able to benefit from the provision of IB Services

19

To determine if an individual meets the 
clinical criteria:

1. The individual or a person helping the individual 
must complete the Individual Applicationmust complete the Individual Application

2. The individual must have a DDP2 on file that is 
less than 6 months old

3. The DDRO may complete a CAANS-DD  (Child, 
Adolescent, and Adults Needs and Strengths –
Developmental Disabilities Tool) to determine the 
service needs of an individual

20

PROGRAMMATIC & QUALITY 
REQUIREMENTS 

Intensive Behavioral Services

21
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Basic Assumptions

• Positive behavioral approaches, 
strategies and supports are the 
cornerstone

22

• Establishing or increasing adaptive 
behaviors (a.k.a. replacement behaviors) 
as well as decreasing frequency/intensity 
of challenging behaviors is primary goal 
of intervention

Positive Behavioral Approaches, Strategies 
and Supports Cover a Range of Possibilities:
• Need to be individually determined
• Based on results of Functional Behavioral 

Assessment

23

• Progress from least restrictive or intrusive 
strategies to those that are more restrictive or 
intrusive only as warranted based on level of risk 
behavior presents to self or others

• Behavior Support Plan provides direction on “what 
to do”, “how to do” and “when to do” the specific 
approaches, strategies, and supports described in 
the plan

FUNCTIONAL BEHAVIORAL 
ASSESSMENT

Intensive Behavioral Services

24
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Functional Behavior Assessment
• A process for identifying clear, predictive 

relationships between events in a person’s 
environment and the occurrence of a target 
behavior.  This process involves:
 gathering information about the behavior

25

 gathering information about the behavior 
through direct and indirect methods

 synthesizing information and developing 
hypotheses regarding the variables that 
precipitate and maintain behavior

 establishing a foundation for the development 
and implementation of comprehensive behavior 
support plans (BSPs)

Why complete a Functional 
Behavioral Assessment (FBA)?

• Determine what, if any, environmental variables
maintain problem behavior

• Identify the type and source of reinforcement for 
challenging behaviors as the basis for intervention

26

challenging behaviors as the basis for intervention
• An FBA is an analysis of the contingencies

responsible for a particular behavior
 Behavior problems are best addressed when the 

cause of the behavior is known (i.e., function-
based treatments)

 Cause (function) can be determined via 
Functional Assessment (Iwata et al., 1994)

Why do we care about the function of 
problem behaviors?

• Failure to base interventions on the specific 
cause (function) often results in ineffective and 
unnecessarily restrictive procedures
 For example consider the individual who has

27

 For example, consider the individual who has 
learned that screaming is an effective way of 
avoiding or escaping unpleasant tasks

 Using timeout in this situation would provide 
the individual with exactly what he wants 
(escaping the task) and is likely to make the 
problem worse, not better 
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Completing a FBA involves:
• Reviewing written records, including risk 

assessments
• Using structured and unstructured interviews
• Using rating scales checklists and

28

• Using rating scales, checklists and 
environmental assessment tools 

• Conducting direct observations of behavior, 
events and their social context

• Recording observations using narrative 
recordings, recording forms and direct 
measurement 

Completing a FBA involves:
• A-B-C recording and analysis (e.g., 

antecedents, behavior, consequences)

• Gathering data on patterns of behavior 

29

g
(e.g., when and where a response occurs) 

• Displaying data graphically to analyze 
function of behavior

Hypothesis Development
• FBA process is completed with the 

development of a hypothesis about the 
function of behavior
A hypothesis statement is an informed

30

• A hypothesis statement is an informed, 
assessment-based explanation of the target 
behavior

• It is an informed guess about the 
relationship between environmental events 
or conditions and the target behavior
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GET

Attention Tangible Sensory

Functions of Behavior

Attention Tangible
(objects or materials)

Sensory

GET AWAY

Attention Tangible
(tasks or activities)

Sensory

Hypothesis of the Functions for Each 
Target Behavior

• Attention

P
• Sexual/Emotional 

ti l ti

32

• Power

• Control

• Revenge

• Physical/Sensory 
stimulation**

stimulation

• Avoidance/escape

• Pain or discomfort

• Impulse, urge or 
anxiety

Consideration of Other Potential 
Variables Connected to Behavior

• Cognitive Deficits

• Emotional/Coping Skills Deficits

C i ti D fi it

33

• Communication Deficits

• Organicity/Impulsivity/Disinhibition

• Obsessions/Compulsions

• Particular signs/symptoms of psychiatric 
condition(s)
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An FBA must:
• identify/describe the challenging behavior in 

observable and measurable terms

• include identification and consideration of 
the antecedents for the behavior(s)

• identify the contextual factors including 
cognitive, environmental, social, physical, 
medical and/or psychiatric conditions that 
create or may contribute to the behavior

34

An FBA must:
• identify the likely reason or purpose for the 

challenging behavior

• include an evaluation of whether 
environmental or social alterations, or further 
assessments to rule out a contextual factor, 
would serve to reduce or eliminate the 
behavior(s)

• include an evaluation of preferred 
reinforcers

35

An FBA must:
• consider multiple sources of data including, 

but not limited to:
 information gathered through direct 

observations of the individual

 information gathered from interview and/or 
discussion with the individual, parent/caregiver 
and other relevant service providers

 a review of available clinical, medical, 
behavioral or other data from the individual’s 
record and other sources

36
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An FBA must:
• identify the general conditions or probable 

consequences that may maintain the 
behavior  

• not be based solely on an individual’s 
documented history of challenging behaviors

• provide a baseline of the challenging 
behaviors including frequency, duration, 
intensity and/or latency across settings, 
activities, people and times of day

37

• Development of individualized BSP 
represents culmination of the assessment 

How do we utilize the results of 
our assessment?

38

process

• Treatment relates back directly to what 
we learned through completion of the 
Functional Behavioral Assessment 

BEHAVIOR SUPPORT PLAN
Intensive Behavioral Services

39
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BSP Development
• A BSP identifies strategies for preventing 

problem behaviors through environmental 
and instructional accommodations and 
adaptations

40

p
• A BSP specifies skills to teach that will 

replace problem behaviors
• A BSP describes procedures to be followed 

when the problem behaviors do occur, 
including reduced or increased reinforcement 
depending on treatment goal

BSP must
• be developed by a Behavior Intervention 

Specialist (BIS), a licensed psychologist or a 
licensed clinical social worker with training in 
behavioral intervention techniques

• be developed in consultation, as clinically 
appropriate, with the person receiving 
services and/or other parties who are or will 
be involved with implementation of the plan

41

BSP must
• be developed on the basis of a functional 

behavioral assessment

• include a concrete, specific description of , p p
the challenging behavior(s) targeted for 
intervention

42
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BSP must
• include a hierarchy of evidence-based 

behavioral approaches, strategies and 
supports to address the target behavior(s) 
requiring intervention, with the preferred 
methods being positive approaches, 
strategies and supports

43

BSP must
• include a personalized plan for actively 

reinforcing and teaching the person 
alternative skills and adaptive (replacement) 
behaviors

• include the least restrictive or least intrusive 
methods possible

• provide a method for collection of positive 
and negative behavioral data with which 
treatment progress may be evaluated

44

Prevention Strategies
• If specific antecedents are known to increase 

the frequency or intensity of the behavior, the 
BSP should outline what should be done 
when antecedents occur to avoid occurrence

45

when antecedents occur to avoid occurrence 
of the problem behavior

• Some antecedents cannot be removed, they 
are integral to daily routines

• In such cases, accommodations or the same 
contingencies designed for other occurrences 
of the behavior should be used
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Prevention Strategies Cont.
• Prevention strategies often require 

extraordinary effort on the part of support 
providers
They can only be maintained faithfully for a

46

• They can only be maintained faithfully for a 
relatively short term

• As a result, prevention strategies alone may 
not constitute a sufficient intervention 
because antecedents to the behavior will 
still occur at some base rate

Examples of Prevention Strategies

• Increase the ambient level of 
reinforcement

Increase reminders for expected behavior

47

• Increase reminders for expected behavior

• Provide extra assistance during 
transitions

• Change tasks to match consumer skills

• Alternate easy with difficult tasks

Examples of Prevention Strategies 

• Change interaction style

• Avoid problem activity or location when 

48

p y
possible

• Modify environment to reduce/eliminate 
provocative triggers when possible
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Setting Event Strategies 
(a.k.a. Establishing Operations)

• Setting events are not as closely-linked in 
time as antecedents to the occurrence of 
the behavior 

49

• Although they are more distant than 
antecedents in time from the behavior, 
they are often necessary for the behavior 
to occur

• When identified, the plan should describe 
interventions for establishing operations

When physiological factors are identified as 
setting events they must be addressed!

• Treating physical conditions (e.g., 
allergies, chronic earache)

50

• Treating sleep disorders
• Monitoring bio-behavioral states, such as 

alertness
• Teaching relaxation skills when anxiety is 

a setting event

Proactive Strategies
(Antecedent and Setting Event Manipulators)

• Remove a problem event

• Modify a problem event

• Intersperse difficult events with easy and

51

Intersperse difficult events with easy and 
pleasant events

• Block or neutralize impact of negative 
events

• Add events that promote desired 
behaviors
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Teaching Alternative (Replacement) 
Behaviors

• The alternative behavior should be functionally 
equivalent to the problem behavior whenever 
possible, i.e. allow the individual to reach the same 

52

p ,
desired outcome as the problem behavior

• The alternative behavior does not have to be 
physically similar to the problem behavior

• When an alternative behavior that serves the same 
function cannot be used, a different replacement 
skill should be taught

Teaching Alternative (Replacement) 
Behaviors

• Alternative behaviors should reflect the individual’s 
cultural heritage when possible

O ti th i di id l l (th h t hi

53

• Over time, the individual learns (through teaching, 
consistent reinforcement, etc.) that the alternative 
behavior is a much easier and efficient way to get 
(or get away from) what he or she wants

The Importance of Teaching 
Functional Skills

• Useful skills that help a person function in 
the places where they live, work and play 

54

are functional, and:
 Promote dignity

 Help people learn skills more quickly and apply 
skills to new situations

 Prevent problem behavior
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Examples of Alternative (Replacement) 
Behavior Interventions:

• Communication strategies to request the 
reinforcer express preference express

55

reinforcer, express preference, express 
emotion, etc. (a.k.a. functional 
communication)

• Social skills (e.g., learn skills to recruit 
attention from others appropriately)

• Coping and tolerance skills (e.g., anger 
management old me/new me model self-

Examples of Alternative (Replacement) 
Behavior Interventions:

56

management, old me/new me model, self
regulation model)

• General and Leisure activities (sensory 
reinforcement)

Functional Communication Training

• Teach the individual to communicate 
appropriately

57

• Identify new skill to obtain same outcome

• Identify problem times



10/9/2013

20

Functional Communication Training
• Prompt communication
 Verbal Response
 Vocal Response
 Gestural Response

58

 Picture Exchange Communication System 
(PECS)/Voice Output Communication Device

• Reinforce use of appropriate 
communication 

Social Skills
• The goal of Social Skills Training is to train 

specific pro-social behaviors and to create 
situations that allow the individual to 
generalize these skills to real world

59

generalize these skills to real-world 
applications

• Cultural factors that may influence social 
skill development need to be considered on 
an individual basis

Social Skills
• Through Social Skills Training, individuals 

develop healthy relationship patterns, 
appropriate ways of managing emotions and 
an understanding of the connections 

60

g
between thoughts, feelings and behavior

• Effective feedback loops are created as 
skills that are the focus of Social Skills 
Training are worked into the BMP as 
Alternative (Replacement) Behaviors, 
providing reinforcement for the attainment of 
social competence
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Coping and Tolerance Skills
• Goal of Coping and Tolerance Skills Training 

is to train specific socially accepted coping 
behaviors and/or to tolerate difficult 
situations, and to create situations that allow 

61

the individual to practice and generalize 
these skills to real-world applications

• Coping and tolerance/self-control skills 
(which include anger and impulse control 
skills and self-regulation skills) decrease the 
likelihood of the individual displaying 
dangerous and/or anti-social behavior

General and Leisure Skills
• The goal of teaching general and leisure 

skills is to provide knowledge of broad skills 
that alter problem situations and prevent the 

62

need for problem behaviors

• Leisure skills should be those an individual 
can engage in or complete independently 
after learning whenever possible

General and Leisure Skills
• Teach organizational skills to prevent frustration 

when handling multiple tasks
• Expand social play skills or social interaction skills 

to foster more friendships

63

to foster more friendships
• Teach self-initiation of activities using a schedule 

to prevent boredom
• For those with sensory function, teach access to 

materials that provide visual or other sensory 
stimulation they crave (gears, spinning tops, tight 
articles of clothing, etc.)
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Consequence Interventions

• Reduce outcomes of problem behavior

R i f i b h i

64

• Reinforce appropriate behavior

Behavior Decrease Methods
• Stimulus Avoidance
 Physical response-blocking or response 

interruption

65

• Time-out from positive reinforcement
 Only non-exclusionary time-out

• Response cost
 Token fines as part of token economy

BSP must
• include a schedule to review the 

effectiveness of the interventions included in 
the plan no less frequently than every 60 
days, including examination of the 
frequency, duration and intensity of the 
challenging behavior(s) as well as the 
replacement behaviors 

66
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Monitoring Outcomes
• Broad Outcomes

 Increases in new replacement skills plus 
decreases in problem behaviors with:

67

decreases in problem behaviors with:
• Planned maintenance
• Broadening quality of life goals

 Increase positive relationships with others

Monitoring Outcomes
• Broad Outcomes
 Participation in school and community 

activities

68

 General health and well-being improved

 Individuals’ and families’ increased level of 
satisfaction regarding personal growth and 
development

Monitoring Outcomes
• Specific Outcomes
 Skills enable the individual to meet needs in 

a socially acceptable manner

69

 Reductions in the individual’s problem 
behavior

 Revised plan to address acquisition of 
unachieved skills
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Monitoring Outcomes
• Specific Outcomes

 Revised plan to enable individual to 
decrease problem behavior/increase new

70

decrease problem behavior/increase new 
behaviors

 Support plan has been implemented in a 
consistent manner

 Support plan hypotheses and support 
strategies have been reevaluated

Restrictive/Intrusive Interventions

A behavior support plan which incorporates a 
restrictive/intrusive intervention and/or a 
limitation on a person’s rights must follow 

14 NYCRR 633.16(c)(9)

71

Restrictive/Intrusive Physical Interventions

A BSP incorporating the use of a restrictive 
physical intervention, or exclusionary time-out

is prohibited in IB Servicesis prohibited in IB Services  

However, a BSP incorporating restrictive 
physical interventions to be implemented by 

CH staff may be permitted 

if specifically authorized by OPWDD
72
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Health and Safety Interventions
• Health and safety interventions prescribed 

by a physician for their treatment or 
protection can only be used as directed in a 
physician’s order and therefore should not 
be incorporated into a BSP developed 
through IB Services  

• Rather, these health and safety interventions 
or treatments should be referenced in their 
ISP and/or habilitation plan

73

Emergency Interventions
• Nothing in the ADM shall prevent the use of an 

emergency intervention by Community Habilitation 
(CH) staff and Family Care providers to prevent a 
person who is undergoing acute behavioral orperson who is undergoing acute behavioral or 
emotional disturbance from seriously injuring 
him/herself or others 

• These events may constitute a reportable incident 
per 624 and if so should be reported accordingly

74

Coordination of BSP
• Written informed consent must be obtained 

from the individual, parent/legal guardian or 
other authorized consent-giver

• IB Services provider should consult and 
coordinate with these other service settings 
in order to develop an appropriately 
integrated plan

75
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Coordination Training of BSP

• Parents/Caregivers, CH staff, and Family Care 
providers responsible for the support of a person 
should be trained in all aspects of that person’s BSPshould be trained in all aspects of that person s BSP

• Respite Staff can be trained in proactive tools

• Parents/Caregivers and Family Care providers will 
not be trained in restrictive physical interventions or 
use of exclusionary time-out as IB Services BSPs 
will not incorporate these interventions 

76

SERVICE DELIVERY AND 
DOCUMENTATION RULES

Intensive Behavioral Services

77

Time Limited
• Funding is available for up to six months 

(180 calendar days) 

• Authorization is for six months (180 calendar 
days) 

• Reauthorization may occur with clinical 
justification for another six months

78
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Plan Fee

• Completion of the FBA & BSP

• May be billed only once every 3 years

79

Plan Fee
• One-time Fee for the completion of the 

Functional Behavioral Assessment (FBA) 
and Behavioral Support Plan (BSP)
An agency may bill again after three years• An agency may bill again after three years 
for an individual if that individual has been 
re-authorized for IB Services and it is 
clinically necessary and appropriate for a 
new FBA & BSP

80

Reimbursable Services
• Plan Fee
 Reviewing records and evaluations
 Conducting relevant assessments

C ll ti d t Collecting data
 Communicating with other professionals
 Communicating with the individual, family or 

others
 Writing the FBA and BSP

81



10/9/2013

28

Hourly Fee
• Will only be paid after Medicaid has paid for 

the Plan Fee
• Maximum of 25 hours of service can be 

reimbursed for initial authorization
• Maximum of 8 hours billed in a single day
• DDRO continues to determine need for 

reauthorization
• DDRO may authorize either 25 or 50* hours on 

a reauthorization based on an individual’s 
demonstrated clinical needs

82

Hourly Fee
• For time spent implementing the BSP

• Can only be paid after the agency has been 
reimbursed for the Plan Fee

• An agency will only be reimbursed up to 25 
hours in a six month period or for 50 hours, 
if authorized by DDRO, in a reauthorization

83

Hourly Fee
• Unit of service is an hour

• Billed in quarter hour units (15 minutes)

• No “rounding up”No rounding up

84
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Hourly Fee
• Time at another service cannot count 

toward billing when the services are being 
delivered face-to-face with the individual 

• Exceptions:
 When the individual is receiving CH or respite 

or Family Care

 When the MSC is conducting a face-to-face 
visit

85

Reimbursable Services
• Hourly Fee
 Training of the primary caregiver, respite or CH 

staff on behavioral supports and interventions

 Training the individual on behavioral supports 
and strategies

*Must be specified in the BSP

86

Reimbursable Services
• Hourly Fee
 Monitoring the implementation of the BSP:

• Observing the individual, family or CH staff
• Following up as to effectiveness of the supports and• Following up as to effectiveness of the supports and 

interventions

 Updating the BSP and/or FBA
 Transition planning 

87
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Billing Standard
• Plan Fee
 Completion of the FBA

 Completion of the BSP

88

Billing Standard
• Hourly Fee
 Documentation of the service start and stop 

time(s)

 Description of all services delivered in the day

89

Billing Standard
• Hourly Fee Example:

1) IB Services are delivered from 9:00AM to 
10:00AM (1 hour) and later from 1:00PM to 
3 00PM (2 h )3:00PM (2 hours).

2) Staff document and deliver the provision of 
services during each session.

3) The provider submits one claim for the day for 
three hours.

90
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Service Documentation Requirements
• Plan Fee
 ISP

 Functional Behavioral Assessment (FBA)

 Behavior Support Plan (BSP)

91

Service Documentation Requirements
• ISP
 Category of Waiver Service:         

Intensive Behavioral Services
 Identification of your agency Identification of your agency
 Frequency: Plan/Hourly
 Duration: Time Limited
 Effective Date: the date the individual was 

enrolled in IB Services

92

Service Documentation Requirements
• Functional Behavioral Assessment
 Individual’s name
 CIN

C t f W i S i Category of Waiver Service:
Intensive Behavioral Services

 Identification of your agency
 Date on which FBA was completed (mth/dy/yr)

 Date Assessment was written (mth/dy/yr)

 Name, signature and title of staff

93
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Service Documentation Requirements
• Behavior Support Plan
 Individual’s name
 CIN
 Category of Waiver Service: Category of Waiver Service:  

Intensive Behavioral Services
 Valued Outcomes
 Identification of your agency
 Date on which BSP was written (mth/dy/yr)

 Name, signature and title of staff completing 
the BSP
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Service Documentation Requirements
• Behavior Support Plan
 Evidence of a review
 Include name, signature and title of staff, date 

of the review and any changes to the BSPof the review and any changes to the BSP
 A review is required every 60 days from the 

completion of the BSP
 A review (i.e. an update) is also necessary if 

the individual is reauthorized to receive 
another six months (180 days) of IB Services 
or is reauthorized at a later date.  
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Service Documentation Requirements

• Hourly Fee
 ISP

 BSP

 Narrative Note
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Service Documentation Requirements

• Narrative Note
 Individual’s Name

 Category of Waiver Services: 

Intensive Behavioral Services

 Date the service was provided

 Primary Service Location

97

Service Documentation Requirements
• Narrative Note
 Daily description of all of the services 

provided for the day drawn from the 
individual’s BSPd dua s S

 Documentation of start and stop times for 
each “session”

 Individual’s response to the service
 Name, signature and title of staff 

documenting service
 Date the service was documented
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Narrative Note Sample
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Documentation Retention, etc.
• All documentation must be retained for a 

period of six years from the date the service 
was delivered or from the date of the service 
billing, whichever is later

• Service Documentation must be completed 
contemporaneously
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Reviews and Audits
• OPWDD expects its Division of Quality 

Improvement (DQI) to do surveys

• Other entities (e.g. OMIG, CMS, Attorney 
General, OSC) have the right to conduct 
reviews and audits of Medicaid waiver 
claims
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Resources
• www.opwdd.ny.gov

• Administrative Memorandum #2013-??

• Narrative Note SampleNarrative Note Sample

• Individual Application
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Intensive Behavioral Services

BILLING AND ENROLLMENT
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Provider Authorization
• HCBS Waiver Service Authorization –

requires update to agency HCBS Waiver 
Agreement to include IB Services

• Specific Service Criteria Met 

• District Review 

• Division of Quality Improvement (DQI) 
Review
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Program Code
• Once an agency has authorization to 

provide IB Services, OPWDD District staff 
will establish a TABS program code (DDSO 
specific)
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Enrollment/Authorization
• Individual needs to be added to authorized 

provider’s IB Services program code in 
TABS

• TABS program code enrollment will result in 
authorization in eMedNY via input of 
Restriction/Exception (R/E) code 45

• Automatic REMOVE from program 180 
calendar days after program add date
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Billing eMedNY
• IB Services providers will utilize their existing Medicaid 

provider ID number currently utilized for day services 
(Day Habilitation, Prevocational Services, Phase 1 
Community Habilitation) to bill eMedNY

• If your agency does not have an existing provider ID, 
OPWDD Central Operations will send you a Medicaid 
Provider enrollment application when your IB Services 
TABS program code is established 

• The Medicaid Provider enrollment application should 
be completed promptly and submitted to Computer 
Sciences Corporation (CSC), the fiscal agent 
responsible for operating the NYS Medicaid program 
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Billing eMedNY
• Once the provider ID is issued, IB Services Fees 

will be loaded to the provider ID

• IB Services providers will receive notification from 
Department of Health (DOH) hen fees are loadedDepartment of Health (DOH) when fees are loaded

• Providers will then be required to link the provider 
ID to their Medicaid ETIN (Electronic Transmitter 
Identification Number)

• Adjudicated claims will be included on the day 
services provider ID remittance statement
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Rate Codes
• 4720 – IBS; Vol; IBP/FBA Plan Development; Flat 

Fee (referred to as the Plan Fee)

• Utilized to bill one time payment for completing 
both the F nctional Beha ioral Assessment (FBA)both the Functional Behavioral Assessment (FBA) 
and the Behavior Support Plan (BSP)

• Billing for the FBA and BSP development is limited 
to once every three years 

• Billing Date of Service is the date the BSP is 
completed – the FBA must be completed prior to 
the development of the BSP
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Rate Codes
• 4721 – IBS; Vol; Plan Implementation; ¼ Hr
• Utilized to bill the ongoing, implementation 

services in ¼ hour billing units
I l t ti i li it d t 25 h• Implementation services are limited to 25 hours 
(100 units) within a 180 day period

• A maximum of 8 hours (32 units) is permitted 
for billing on a single date of service

• Implementation services CANNOT be billed 
until the Plan Fee has been adjudicated for 
payment by eMedNY!
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Locator Codes
• Locator code = 012 (Fee Region 1 – New York City)

• Locator code = 013 (Fee Region 2 – Westchester, 
Putnam, Rockland, Ulster, Dutchess, Greene, 
Columbia Sullivan Orange Suffolk and NassauColumbia, Sullivan, Orange, Suffolk and Nassau 
Counties)

• Locator code = 014 (Fee Region 3 – Rest of State)

• Fee regions correspond to both billing of the Plan Fee 
(4720) and the implementation services (4721)

• Fee Regions should correspond to where the 
individual served resides
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Primary Billing Fields
• Medicaid CIN

• eMedNY Provider ID

• Attending Provider NPI (Licensed 
P h l i t/LCSW)Psychologist/LCSW)

• Ordering/Referring NPI (Licensed 
Psychologist/LCSW - more info on this to come)

• Rate Code

• Locator Code

• Date of Service

• Unit 112

IB Services and NPI (National 
Provider Identification Number)

• Licensed Psychologist or LCSW providing or 
supervising service provision must have a 
NPI this will be required on claimNPI – this will be required on claim 
submissions to Medicaid

• Staff responsible for maintaining license 
requirements – claim submissions may not 
pay if license is not up to date!
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Obtaining an NPI
• If an NPI is needed, staff can apply for one 

at the following link:

https://nppes.cms.hhs.gov/NPPES/StaticForp pp g
ward.do?forward=static.npistart
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Referring/Ordering  
• New requirements from the Affordable Care Act 

mandate that certain providers be enrolled in 
state Medicaid programs if they order or refer 

i i b d b M di idservices reimbursed by Medicaid 

• OPWDD (in concert with DOH) has determined 
that IB Services qualifies as a service that is 
“ordered” by the LCSW or Licensed 
Psychologist – based on the requirement that 
the FBA and BSP are developed by or under 
their direct supervision
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Referring/Ordering 
• NYS Medicaid requires that clinicians who 

order or refer services must enroll in 
Medicaid before claims can be submitted 
with identifying staff information (i.e., NPI)

• NYS DOH has established a streamlined 
enrollment process specifically for providers 
who order or refer services  
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Referring/Ordering 
• In addition to Medicaid enrollment, DOH 

requires that LCSWs enroll in Medicare prior 
to enrolling in Medicaid (only LCSWs)

• LCSWs will be required to submit a copy of 
their Medicare Award/Participation Letter 
when they submit their Medicaid enrollment 
application

• Medicare also has a streamlined enrollment 
process for providers who order or refer 
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Links to Enrollment Forms
• https://www.emedny.org/info/ProviderEnroll

ment/csw/Option2.aspx (link for LCSW 
Medicaid enrollment)

• https://www.emedny.org/info/ProviderEnroll
ment/clin_psych/Option2.aspx (link for 
Licensed Psychologist Medicaid enrollment)

• http://www.cms.gov/Medicare/CMS-
Forms/CMS-Forms/Downloads/cms855o.pdf
(link for LCSW Medicare enrollment)

118

NPI on Claim Submissions
• Attending NPI – Loop 2310A, Segment 

NM109

• Referring/Ordering NPI – Loop 2310F, g g p ,
Segment NM109

• Specifies where this information is included 
with the HIPAA 837I (Institutional) 
transaction
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Medicaid Timely Billing
• Provider must comply with DOH timely 

billing rules (claim submission within 90 
days from date of service)

• If claims submitted beyond 90 days, provider 
must determine appropriate delay reason 
code and retain documentation to support 
the delayed claim submission
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Reauthorization
• DDRO review to determine if service should be reauthorized 

(either 25 or 50 hours on a reauthorization based on an 
individual’s demonstrated need may be authorized by DDRO)

• Agency must retain documentation authorizing additional 
hourshours

• DDP-1 must be completed for reauthorization and submitted 
promptly to DDRO for processing

• Reauthorization earliest date – day AFTER remove from 
program (no overlap)

• Automatic REMOVE from program 180 calendar days after 
program ADD date in effect again

• Reauthorization does not authorize for additional billing of 
Plan Fee (limited to once every 3 years)

121

QUESTIONS AND ANSWERS
Intensive Behavioral Services
Billing and Enrollment
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Questions about IB Services Authorizations, 
Qualifications, Service Delivery, 
Documentation, etc.?
• Jill Pettinger – (518) 474-3558
• jill.pettinger@opwdd.ny.gov

Questions about Billing and Enrollment?
• Earl Jefferson – (518) 402-4333
• earl.jefferson@opwdd.ny.gov
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j p g @ p y g

• Anne Swartwout – (518) 474-2954
• anne.swartwout@opwdd.ny.gov


