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Invitation 

MHMR Authority of Brazos Valley (Center) is accepting proposals from vendors 
experienced in providing and implementing electronic health record (EHR) systems. 

The Center invites all qualified vendors to submit a proposal. If you are interested in submitting 

a proposal, please carefully adhere to the instructions and requirements that follow. 

A copy of the Request for Proposal (RFP) may be obtained from the Center’s website at 

www.mhmrabv.org or by contacting Noel Templeton, Information Systems Manager, at 
Purchasing@mhmrabv.org.

Vendors wishing to submit proposals are requested to submit an email indicating your intent to 

bid by 08/30/19 - 5:00 p.m. CST. Please send your email to Noel Templeton, at 
Purchasing@mhmrabv.org. Please state in the subject of your email: “Intent to Bid – RFP -

MHMRABV EHR –2020”.

Vendors who submit intent to bid will receive notification of all questions received and the 

Center’s answers to these questions in addition to any addenda that are issued. If intent to bid is 

not submitted, it will be your responsibility to monitor the Center’s website to view answers to 

submitted questions and for any addenda issued for the RFP. 

In accepting proposals, the Center reserves the right to reject any and all proposals, to 

waive formalities and reasonable irregularities in submitted documents, and to waive any 

requirements in order to take the action, which it deems to be in the best interest of the 

Center and is not obligated to accept the lowest cost proposal. The Center will not pay for 

any costs incurred by respondents in the preparation and/or submission of a proposal. 

Furthermore, the RFP does not obligate the Center to accept or contract for any expressed or 

implied services. 

The Center will only release names of the vendors who have responded to this solicitation after 

the Center evaluation team has evaluated the proposals and an award has been made and 

approved by the Center Board of Trustees. 

We greatly appreciate your consideration and look forward to reviewing your submission. 

http://www.mhmrabv.org
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Introduction 

MHMR Authority of Brazos Valley is a Community Center established under Texas Health and 
Safety Code Section 534, and as such, is the local authority for mental health and intellectual and 

developmental disability (mental retardation) services in the counties of Brazos, Burleson, 
Grimes, Leon, Madison, Robertson, and Washington.

MHMR Authority of Brazos Vally has 9 service locations across a seven (7) county service area.

MHMR Authority of Brazos Valley was formed in 1974 in the city of Bryan and is a public entity

that is governed by a local Board of Trustees.  The Texas Health and Human Services 

Commission contracts with MHMR Authority of Brazos Valley for mental health and intellectual 
and developmental disability services.

As a governmental entity, MHMR Authority of Brazos Valley can execute intergovernmental 
agreements in compliance with Texas Government Code 791.001 to obtain the benefits and 

efficiencies that accrue through cooperative purchasing.  MHMR Authority of Brazos Valley is a 
member of the State of Texas Purchasing Cooperative and the Purchasing Solutions Alliance.

MHMR Authority of Brazos Valley is tax exempt both as a Local Government Organization and 
as a 501c3 non-profit organization. 
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Statement of Work 

Our Center is seeking proposals for the implementation and on-going maintenance of a new 

electronic health record system (EHR). Center is seeking to develop a long-term relationship 

with a technology vendor that provides the critical services in the areas of clinical 

documentation, patient scheduling, revenue cycle management, and person-centered recovery 

and care coordination. 

Center seeks a product that facilitates effective, thorough and efficient care delivery and 

coordination. Additionally, we are seeking a relationship with a vendor that will support our 

needs today, and that will be capable of supporting the growth and development of our Center’s 

programs. Center desires a relationship with a vendor that is able to meet the challenges of 

continual changes to health care and health information technology in Texas and the United 

States. We want to ensure that the EHR can dynamically support changing needs, and that the 

partner company will similarly be able to support our growth through strong customer service 

and support. A product with an established presence in a community center environment in 

Texas with a demonstrated functionality to meet Texas HHSC IDD/Behavioral Health 

contract requirements is a prerequisite for consideration. 

Center is expecting a comprehensive proposal from proposers that meets all requirements 

detailed in this Request for Proposal (RFP). Center understands that a comprehensive solution 

that meets all the technical and business needs stipulated in the RFP may require collaboration 

between a few vendors and will accept proposals that demonstrate a successful relationship 

between vendors. It must be noted, however, that irrespective of the sub-contracting or 

arrangement, Center requires one lead vendor to present the proposal and to bear all 

responsibility for the outcomes described in this initiative. 

Center must maintain current levels of functionality throughout the transition, with no 

disruption to key systems, data collection, billing or other functions. Therefore, our Center 

requires a migration plan that will allow individual parts of the current system to be functional 

simultaneously until fully replaced in the new product. 

Our current system/ hardware platform is Windows Client/Server based utilizing Microsoft 

FoxPro database for data collection. 

It is our expectation that our new electronic health record system will be cloud based. 

However, it is NOT a requirement of this RFP. If more technical information regarding our 

current environment is needed, please follow the RFP question submission guidelines in this 

RFP. 
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Schedule 

Task Date 

RFP Distribution 8/9/19

Email of Intent to Bid Due 8/30/19

Vendor Questions Due 
Every effort will be made to answer questions within three business days of receipt 

9/6/19

Final Response to All Questions Available 
All answers to questions received will be available online and sent to all vendors who 

responded with an Intent to Bid 

9/13/19

Vendor Proposal Due 9/20/19

Vendor Demonstrations 9/25/19 – 10/14/19

Recommendation to the Board of Trustees 10/24/19

Negotiation of purchase contract with chosen proposal 10/25/19-11/05/19
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Proposal Submission Instructions 

1. All proposals must be submitted by email.

2. Content, exhibits and attachments must be in Microsoft Word, Microsoft Excel, or Adobe

PDF.

3. Proposals and all questions should be directed to:

Noel Templeton, Information Systems Manager
Purchasing@mhmrabv.org.

Important Note: Vendors may not contact other members of the 

Center’s workforce without prior approval from 

Purchasing Agent 

4. In the subject line of your proposal submission email include:

RFP – MHMRABV - 2020

5. Proposals must be signed electronically by an individual legally authorized to commit to 
the terms of this RFP and your responses therein.

6. Proposals will not be opened until after the submission deadline of  September 20, 
2019. A private proposal opening will be conducted on September 23, 2019.

7. Proposals must remain valid for acceptance for one hundred and twenty (120) days from 
the Vendor Proposal Due Date.

8. Proposals or modifications received after the time set for submission may not be 
considered.

9. All statements made in the proposal will be considered final, and, if the proposal is 
accepted will be used as the basis of the purchase contract.

10. The initial contract term for this system will be negotiated at the time of the contract 
award.

11. Each proposal must follow the format for document submission presented in the next 
section. 
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Required Documentation and Procedures for Submitting Proposal 

1. Each proposal response must include the following items:

a. Title Page - Title page must show the RFP subject; the vendor’s name; the name,

address, and telephone number of a contact person; and the date of the proposal.

b. Company Background: The vendor will provide a brief one-page company

description, history, number of employees, summary of financial status and

number of customer implementations vendor currently supports.

c. Executive Background:  The vendor will describe in non-technical terms its

electronic health record system, identifying any unique or distinctive features of

the system in which the vendor wishes to bring particular attention. Do NOT

include pricing in this section. Responses are limited to one page.

d. Transmittal Letter - Submit a signed letter briefly addressing your understanding

of the work to be done, the commitment to do the work detailed within this RFP

and a statement explaining why the vendor believes itself to be best qualified to

do the required work.

e. Vendor Representative - Include the name and title of the designated individual(s),

along with respective telephone number(s) and email addresses, who will be

responsible for answering technical and contractual questions regarding the

proposal.

f. Pricing – Include pricing information as described in the Pricing Guidelines

section of this RFP.

g. Vendor Responses – Please include responses to the following sections of this RFP:

 User Requirements

 Additional Questions

 Implementation, Training, and Support

 Vendor Profile

 Signature Page

 Assurances

 Conflict of Interest Questionnaire

 Lobbying Certification

 House Bill 89 Verification

 Request for Taxpayer Identification Number and Certification

 Financial Information

 Insurance

 Employer Information Report (if applicable).

2. Vendor Service Contracts - Vendor must submit a copy of your standard contract/master

service contract(s) and service level agreement(s).
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General Requirements and Notices 

1. Background:

All entities are expected to carefully examine the RFP documents. Any ambiguities or

inconsistencies should be brought to the attention of Noel Templeton, Information
Systems Manager.
It is the Center’s intent that all information necessary to complete a response is included

in this RFP. It is the responsibility of an interested entity to obtain clarification of any

information contained herein that is not fully understood. Any entity, by and through the

submission of a proposal, agrees to be held responsible for:

1. Examining the RFP (including attachments and amendments) and all referenced

material;

2. Becoming familiar with the nature and scope of the services required; and

3. Identifying any local conditions, administrative rules, or other factors that may impact

the Center’s timeline for completion of the services.
The Center is responsible for interpretation of the wording of this RFP. Its staff will not 

give verbal answers to inquiries regarding the RFP contents. Any verbal statement 

regarding the RFP prior to the award shall be considered non-binding. The only formal 

interpretation of the RFP will be made via responses to formal questions submitted via 

email by September 06, 2019. Responses to questions will be available to all vendors 

by September 13, 2019.

The Center will make a good faith effort to contract with Historically Underutilized 

Businesses. 

2. Conflict of Interest:

No public official shall have an interest in any contract, in accordance with Vernon’s

Texas Codes Annotated, Local Government Code Title 5, Subtitle C, Chapters 171 and

176.

3. Assignment:

No right, interest, or obligation under this contract shall be assigned or transferred by the

vendor without the express written consent of the Executive Director of the Center, or

designee. Any attempted assignment or transfer by the vendor without such written

consent shall be considered failure of contractual obligations and the Center will reserve

the right for immediate cancellation.

4. Applicable Law and Venue:

The contract issued by way of this RFP shall be governed, construed and interpreted

under the laws of the State of Texas. Venue for any litigation arising under the contract

shall lie in Brazos County, Texas.
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5. Advertising:

Vendor shall not advertise or publish without Center’s prior written consent the fact that

Center has entered into a contract, except to the extent necessary to comply with proper

requests of information from an authorized representative of the federal, state or local

government. Vendor is prohibited from using contract award information,

sales/values/volumes in sales brochures or other promotions, including press releases,

unless prior written consent is obtained from the Executive Director of the Center.

6. Business Associate:

The selected vendor agrees that they are a Business Associate as that term is defined

under 45 CFR 164.502(e), 164.504(e), 164.532(d) and (e), and as such, will execute a

Business Associate Agreement with Center concurrent with the execution of any contract

or agreement for services.

7. Discrimination:

Vendor will ensure that no person on the basis of race, color, national origin, religion,

sex, age, sexual orientation, genetic characteristics, veteran status, disability or political

affiliation, will be excluded from participation in, be denied the benefits of, or be subject

to discrimination with respect to any contract, under any of the policies of the Texas

Health and Human Services Commission (“HHSC”), or the Center.

8. Acceptance/rejection of Proposals:

The Center reserves the right to accept or reject any and/or all proposals, to waive

informalities or defects in proposals, or to accept such proposal(s) as it shall deem to be

of the best value to the Center.

9. Negotiation:

The Center reserves the right to negotiate with vendors determined to have a reasonable

chance of being selected. All such vendors shall be afforded fair and equal treatment with

respect to such negotiations, and no such vendor shall be given information that would

give that vendor a competitive advantage over any other vendor.

10. Cancellation:

The Center may choose to cancel the RFP without award.

11. Validation:
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The Center may validate any information in a proposal by using outside sources or 

materials. If validation discloses that information provided by a proposer is deliberately 

false, the proposal will be ineligible for consideration. 

12. Standing:

Vendor is in good standing with all state and federal funding and regulatory agencies; is

not currently debarred, suspended, or otherwise excluded from participation in federal,

state, county or city contract or grant programs; is not delinquent on any repayment

contracts; has not had a required license or certification revoked; has not had a contract

terminated by HHSC, DSHS, or DADS; and has not voluntarily surrendered an

obligation issued by HHSC or any other entity within the past three (3) years.

13. Conflict of Interest:

The Center reserves the right to retain all performance by any successful vendor, and to

recover all consideration paid to any vendor pursuant to a contract thus permitting

forfeiture of such contract, in the event that vendor:

1. Was doing business at the time of submitting the proposal or had done business

during the 365-day period immediately prior to the date on which the proposal was

due with an undisclosed key person;

2. does business with a key person after the date on which the proposal is due and prior

to full performance of the contract and fails to disclose the name of any such key

person in writing to Center prior to commencing business with such key person; or

3. fails to submit a completed Form CIQ (see Conflict of Interest Questionnaire section)

if required by Chapter 176 of the Texas Local Government Code.

14. Termination and Funding:

This contract is made contingent upon the continuation of federally funded programs, or

the continued availability of state or local funds to cover the full term and cost. This

contract is subject to termination, without penalty, either in whole or in part, if funds are

not appropriated or are discontinued.  In this instance, Center may cancel this contract by

giving thirty (30) days written notice to the vendor.

15. Limitation of Liability:

The Center will not enter into any Contract that purports to in any way limit the amount

of damages recoverable under the Contract.
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Pricing Guidelines 

For the purpose of developing a pricing proposal, the following indicates the number of planned 

users for the system: 

Individual License Pricing 

User Type Number of 

Users 

Administrative Users 5 

All Other Users (Super Users, Data Entry 

Only Users, Read-only Users) 

180 

Concurrent User Pricing 

Number of Concurrent Users 90 

An important budgeting objective is that there aren’t unanticipated costs with the purchase of the 

system.  Please identify all potential costs for purchasing and implementing the System using the 

guidelines below: 

1. Proposed fees must clearly differentiate set-up and implementation fees from ongoing

monthly subscription fees.

2. Proposed fees must separately identify all potential third-party fees.

3. The proposal must include the cost and frequency of system updates.

4. The proposal must identify all expected hardware costs.

5. The proposal must identify the time period for which all fees are guaranteed at the rate

specified in the proposal.

6. The proposal must describe the circumstances and process by which the vendor may

increase fees.

7. Pricing should include all potential costs related to the system, including but not limited

to the following:

a. Hardware

b. Extract, Transform, and Load Processes

c. Installation

d. Training

e. “Go Live” Transition

f. Periodic costs that are charged to the Center for updates to SNOWMED, ICD-10,

DSM-5 or other external table values that are incorporated into system.

g. Document scanning costs

h. Text message sending/receiving costs

i. Costs for sending electronic lab orders, receiving electronic lab order results, and

lab interface creation costs

j. Third party licensing or support costs, including e-prescription costs
k. Costs for maintaining separate Test, Train, and Live versions of the system

l. Vendor hosting versus Center hosting costs

m. Ongoing monthly subscription

n. Custom programming fee structure
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o. Support fee structure for requested support that exceeds what is included in the

monthly subscription fee

p. Training fee structure for requested training that exceeds what is included in the

monthly subscription fee.

q. Any third-party products such as a recommended tool for report-writing.

r. Cost for additional licensed users added at later date for growth of agency.
s. Cost for source code escrow

8. Pricing should include potential costs, pricing guidelines, and services that would be

available to the Center at the time that Center terminates the Vendor’s services.  Please

include the pricing guidelines and any types of limitations for extracting data out of the

Vendor’s system for the purpose of import into a successor system.
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RFP Scoring Criteria 

Vendor proposals will be evaluated according to the following criteria: 

1. Results of demonstrations and presentations

2. Comprehensiveness of response to this RFP

3. Ability to meet specifications and requirements described in this RFP

4. Vendor’s reputation for delivering proposed services

5. System’s ease of use

6. System’s functionality

7. Reporting capabilities

8. Dashboards provided with system

9. Center’s ability to build forms and reports

10. Quality of implementation approach

11. Vendor’s support and training

12. Approach to state and federal compliance

13. Pricing

The above list is in random order and doesn’t reflect any type of priority for the various rating 

criteria. 



Vendor Response to Requirements Tables 
Please complete this section in its entirety. 

For each requirement, respond in the Ratings field using the following scale: 
1 = System meets this requirement fully at time of delivery without
modifications and it is included in proposal 
2 = System can meet this requirement, but with modifications or increased cost 
3 = System cannot meet this requirement 
4 = Requirement is not applicable based on the design of the system. 

There is a Notes field for each requirement that allows for clarifications to responses. 
Reference Administrative Rating 
AD-010 Same data never keyed twice in system.  Single entry of data is shared 

wherever needed throughout system. 
Notes: 

AD-020 Ability to purge records in accordance with retention policies.  Please 
describe the types of retention policies supported. 
Notes: 

AD-030 Ability to merge client records when duplicates are identified. 
Notes: 

AD-040 Ability to archive client records for inactive clients with the ability to 
re-activate if the client presents for services.  Please describe how 
inactive clients are determined for the purpose of archiving. 
Notes: 

AD-050 Ability to exclude specific clients from being accessed by specific 
staff.  The staff are completely blocked from seeing any information 
regarding excluded clients on screens, reports, and any other system 
interfaces. 
Notes: 

AD-060 Ability to control staff access to client records based on the role of the 
staff against the Program(s) where clients are assigned.  Please 
describe any other methods that staff access to client records can be 
controlled. 
Notes: 

AD-070 Ability to either limit access or provide full access to client records for 
auditors and other types of external staff.  Please describe methods 
available for limiting access to client records.  
Notes: 

AD-080 Ability for staff to view their caseload’s payers in one view. 
Notes: 
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Reference Administrative Rating 
AD-090 View Tracking can be enabled on a module-by-module basis to track 

whenever a user views data in that module.  The client whose data was 
viewed is recorded with the View Tracking information (i.e., date/time 
viewed, user who viewed the client’s data, client data module name, 
etc.). 
Notes: 

AD-100 A history of all changes to data is retained with the ability to view 
“before and after images” of changes including the date, time, and 
user that made a change. 
Notes: 

AD-110 An interface provides the specific data that was changed between two 
versions of a single record. 
Notes: 

AD-120 Deleted data isn’t physically deleted from the system until it has 
expired based on retention policy.  Please describe supported retention 
policies. 
Notes: 

AD-130 Modification Reason requirement can be enabled on a module-by-
module basis requiring the user to document a reason for changing the 
data in a record. 
Notes: 

AD-140 Forms can be saved as Draft and completed at a later time.  If a user is 
changing an existing record and saves the new version of the record as 
a draft, please describe if the prior version of the record is treated as 
“live” until the draft is saved. 
Notes: 

AD-150 Staff receive alerts that they have draft forms to complete.  Also alert 
supervisors of draft forms to complete. 
Notes: 

AD-160 User and technical documentation is available.  Please describe 
documentation and any other resources that are available to users and 
technical staff to help them understand the system. 
Notes: 

AD-170 System clipboard can be used to copy information from within the 
system or from an external source such as Microsoft Word or an 
Adobe PDF and controlled on a user level to if it’s allowed. 
Notes: 

AD-180 Electronic signature capability for staff signatures on applicable forms 
in system. 
Notes: 
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Reference Administrative Rating 
AD-190 Forms requiring electronic signature can be entered by data entry staff 

and later signed by appropriate staff.  Please describe if the unsigned 
forms are treated as drafts until they are signed. 
Notes: 

AD-200 Staff receive alerts when forms have been entered that require and are 
lacking electronic signature. 
Notes: 

AD-210 Ability to enforce that electronically signed forms are converted to 
drafts and must be re-signed in the event that they are changed. 
Notes: 

AD-220 Signature image capture for all applicable forms requiring client 
and/or family signatures. 
Notes: 

AD-230 Ability to present or print any documents that require client signature 
in English and Spanish. 
Notes: 

AD-240 Ability to multi-task by being able to view or modify multiple 
different client records at the same.  Please describe how this is 
accomplished. 
Notes: 

AD-250 Ability to view or modify multiple types of information for the same 
client at the same time.  Please describe how this is accomplished. 
Notes: 

AD-260 System contains scanning functionality that allows scanned documents 
to be part of client record without the use of a third party application. 
Notes: 

AD-270 Scanning functionality works with well-known hardware and doesn’t 
require specific manufacturers or models of scanners. 
Notes: 

AD-280 Scanned documents have indexes that contain the type of document 
and key identifying information about the document. 
Notes: 

AD-290 System provides intelligent routing of scanned documents to 
appropriate client medical records. 
Notes: 

AD-300 System is able to perform bulk scanning of documents that can be 
routed to different medical records. 
Notes: 
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Reference Administrative Rating 
AD-310 Pictures can be scanned, identified with indexes, and attached to a 

client’s medical record. 
Notes: 

AD-320 Live help desk support is available Monday through Friday from 8 – 5 
CST.  Please describe how this type of support would be accessed by 
the Center. 
Notes: 

AD-330 Off hours support is available 24 hours per day, 7 days per week, 365 
days per year for designated users.  Please describe how this type of 
support would be accessed by the Center. 
Notes: 

Reference Form Requirements Rating 
FR-010 Please indicate whether the following forms are pre-defined in the 

system.  If the system contains an alternate form that closely 
resembles the following form, please include a copy of this form.  See 
the Form Samples section for copies of the following forms. 

N/A 

Notes: 

FR-010.010 MH Consent for Services 
Notes: 

FR-010.020 MH Columbia-Suicide Severity Rating Scale 
Notes: 

FR-010.030 MH Consent for Treatment with Psychoactive Medications 
Notes: 

FR-010.040 MH Consent for a Telehealth Consultation 
Notes: 

FR-010.050 MH Crisis Response Assessment 
Notes: 

FR-010.060 MH Adult Crisis Treatment Plan 
Notes: 

FR-010.070 MH Child and Adolescent Crisis Treatment Plan 
Notes: 

FR-010.080 MH Diagnostic Form 
Notes: 

FR-010.090 MH Discharge Summary 
Notes: 
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Reference Form Requirements Rating 
FR-010.100 MH Authorization for an Individual to Disclose LTSS Screening 

Information 
Notes: 

FR-010.110 MH Authorization for Disclosure of Information 
Notes: 

FR-010.120 MH Physician Progress Note 
Notes: 

FR-010.130 MH Doctor’s Orders Injection Administration Record 
Notes: 

FR-010.140 MH Opportunity to Register to Vote 
Notes: 

FR-010.150 MH HIPAA Privacy Notice Acknowledgement Form 
Notes: 

FR-010.160 MH Quick Inventory of Depressive Symptomatology 
Notes: 

FR-010.170 MH Notification of Receipt of Information 
Notes: 

FR-010.180 MH Doctor’s Orders and Medication Administration Record 
Notes: 

FR-010.190 MH Assessment:  Tobacco Use 
Notes: 

FR-010.200 MH 4 Item Positive Symptom Rating Scale and Brief Negative 
Symptom Assessment 

Notes: 

Reference Scheduler Rating 
SC-010 When scheduling services for clients, ability to limit this scheduling 

based on the following factors: 
N/A 

Notes: 

SC-010.010 Only schedule credentialed staff based on client’s payers 
Notes: 

SC-010.020 Only schedule covered services based on client’s payers 
Notes: 
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Reference Scheduler Rating 
SC-010.030 For clients with payers that require authorizations for all services 

or specific services, ensure that there is a current authorization for 
the date and type of service. 

Notes: 

SC-020 When scheduling appointments for clients, notify staff if there are the 
following types of forms due “as of” the scheduled appointment date: 

N/A 

Notes: 
SC-020.010 Demographic data updates 

Notes: 

SC-020.020 Financial Assessment (including payer updates) 
Notes: 

SC-020.030 Insurance authorizations 
Notes: 

SC-020.040 Treatment Plans 
Notes: 

SC-020.050 Assessments 
Notes: 

SC-020.060 Release of Information 
Notes: 

SC-020.070 Medication Consents 
Notes: 

SC-020.080 Consent to Treat 
Notes: 

SC-020.090 Proof of residency 
Notes: 

SC-020.100 Guardianship Paperwork 
Notes: 

SC-020.110 Please list any other types of “due forms” that can be verified 
when scheduling appointments. 

N/A 

Notes: 

SC-020.120 Ability to indicate in the scheduled appointment which of the 
above forms should be completed for the client. 

Notes: 
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Reference Scheduler Rating 
SC-030 When scheduling appointments, provide error messages if the client’s 

time overlaps other scheduled appointments.   Please describe 
recommended approach for allowing and preventing client 
appointment overlaps. 
Notes: 

SC-040 When scheduling appointments, provide warning messages if staff 
time overlaps other scheduled appointments.  Please describe 
recommended approach for allowing and preventing staff appointment 
overlaps. 
Notes: 

SC-050 Schedules for staff that work in different locations are recognized by 
the Scheduler so that staff appointments are only scheduled in these 
locations during the times that staff are present in them. 
Notes: 

SC-060 Ability to grant certain staff access to the scheduler and restrict other 
staff from accessing the scheduler. 
Notes: 

SC-070 Ability to create appointment records for: N/A 
Notes: 

SC-070.010 One or many clients 
Notes: 

SC-070.020 One or many staff 
Notes: 

SC-070.030 A group of clients contained on a Group Roster.  The appointment 
is scheduled for the Group and all of the individual clients on the 
Group Roster are scheduled. 

Notes: 

SC-070.040 One or many types of services 
Notes: 

SC-070.050 One or many Center-defined resources such as equipment, 
conference rooms, etc. 

Notes: 

SC-080 If a Group Roster is scheduled, individual clients assigned to the 
Group Roster are tested for appointment overlaps. 
Notes: 

SC-090 Ability to schedule multiple staff/resources in one entry across 
locations when the client will be receiving multiple types of services 
consecutively. 
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Reference Scheduler Rating 
Notes: 

SC-100 Recurring Appointment functionality allows for multiple appointment 
records to be created through a single entry based on the type of 
recurrence entered by the user. 
Notes: 

SC-110 Ability to perform “first available” appointment scheduling. 
Notes: 

SC-120 “First available” appointment scheduling based on the following 
criteria: 

N/A 

Notes: 

SC-120.010 Target Date Range 
Notes: 

SC-120.020 Time of Day 
Notes: 

SC-120.030 Specific staff 
Notes: 

SC-120.040 Provider Type such as LPC, LPHA, QMRP, etc. 
Notes: 

SC-120.050 Location of Clinic 
Notes: 

SC-120.060 Based on service entered, staff qualified to provide this service 
Notes: 

SC-120.070 Staff with credentials required by the client’s payers 
Notes: 

SC-130 Bulk appointment transfer capability to transfer multiple appointments 
from one staff to another. 
Notes: 

SC-140 Ability for staff with appropriate security privileges to perform 
centralized scheduling across locations and programs. 
Notes: 

SC-150 Scheduler security ensures that users can only see and/or modify 
appointments for other users to whom they’ve been provided access. 
Notes: 

SC-160 Ability to generate appointment reminders for clients based on 
scheduled appointments. 
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Reference Scheduler Rating 
Notes: 

SC-170 Ability to send text messages as appointment reminders based on the 
client’s permission to use text messages.  Please include any costs 
associated with sending text messages to clients in the Pricing section 
of RFP response. 
Notes: 

SC-180 Ability to accept a response to a text message to indicate client’s plan 
to attend an appointment. 
Notes: 

SC-190 Ability to send automatic phone messages as appointment reminders 
based on the client’s permission to use phone messages. 
Notes: 

SC-200 Ability to accept a response to a phone message to indicate client’s 
plan to attend an appointment. 
Notes: 

SC-210 Ability to send email messages as appointment reminders based on the 
client’s permission to use email messages. 
Notes: 

SC-220 Ability to accept a response to an email to indicate client’s plan to 
attend an appointment. 
Notes: 

SC-230 Ability to record external provider appointments in scheduler with the 
ability to document the activity or results of that appointment in a field 
or fields in the appointment record. 
Notes: 

Reference Clinical Rating 
CL-010 Ability to create a client record with limited demographic information 

with the ability to correct and add additional information later.  Please 
list minimum fields necessary to build a client record. 
Notes: 

CL-020 In client demographics, ability to record different gender types other 
than male and female.  Please list additional gender types supported. 
Notes: 

CL-030 Name aliases are collected in case the same client provides different 
names for him/herself. 
Notes: 
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Reference Clinical Rating 
CL-040 Name searches in the system search alias records in addition to names 

recorded on the Client Demographic screen to help prevent duplicate 
client records. 
Notes: 

CL-050 Fuzzy name searches are used to identify potential duplicate clients 
that may be spelled differently than what the user enters. 
Notes: 

CL-060 Allow for the following additional search fields when searching for 
potential duplicate client records: 

N/A 

Notes: 

CL-060.010 Social Security Number 
Notes: 

CL-060.020 Birth Date 
Notes: 

CL-060.030 Ethnicity 
Notes: 

CL-060.040 Gender 
Notes: 

CL-070 An interface exists to allow patients to check themselves in for a 
service and verify that their demographics are current. 
Notes: 

CL-080 A roster of one or many staff that are assigned to a client’s Care team 
is maintained by the system. 
Notes: 

CL-090 A complete history of staff assignments to a client’s Care Team, 
including the begin and end date of the assignment, is maintained by 
the system. 
Notes: 

CL-100 A staff person’s assignment to a client’s Care Team enables this staff 
person to receive alerts regarding the client. 
Notes: 

CL-110 A staff person’s assignment to a client’s Care Team triggers the client 
to show on the staff person’s caseload reports. 
Notes: 

CL-120 One person on the Care Team must be identified as the Primary Care 
Team Member.  Validations in the system only allow one person at 
any given time to serve in this role. 
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Reference Clinical Rating 
Notes: 

CL-130 Messaging capability between staff includes the ability to send 
messages to a client’s Care Team.  Please describe the method for 
doing “Care Team” messaging. 
Notes: 

CL-140 A view of a staff person’s caseload lists all clients for whom the staff 
person is assigned as a Care Team Member. 
Notes: 

CL-150 Bulk transfers of clients to another staff person’s caseload can be 
performed in a single operation. 
Notes: 

CL-160 Bulk ends of clients on a staff person’s caseload can be accomplished 
in a single operation. 
Notes: 

CL-170 Bulk copies of a staff person’s caseload to another staff person can be 
accomplished in a single operation. 
Notes: 

CL-180 Tracks individuals or organizations that are granted access to the 
client’s Protected Health Information. 
Notes: 

CL-190 Each release of Protected Health Information to an authorized 
individual or organization is tracked along with the type of Protected 
Health Information that was released. 
Notes: 

CL-200 Lab orders can be electronically sent to labs. 
Notes: 

CL-210 Lab results can be electronically imported into system.  In the Pricing 
section of the RFP response, please describe costs associated with 
sending electronic labor orders, acquiring electronic lab order results, 
and lab interface creation costs. 
Notes: 

CL-220 Lab alerts are generated based on no timely results of lab request.  
Please describe who would be recipient of these alerts. 
Notes: 

CL-230 Lab alerts are generated based on results that are outside of normal 
limits.  Please describe who would be recipient of these alerts. 
Notes: 
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Reference Clinical Rating 
CL-240 Lab Order entry form utilizes the diagnosis to prompt staff that a lab is 

not a covered benefit under the clients insurance plan, requiring an 
advance beneficiary notice (ABN) to be provided to the client 
initiating upfront payment for the lab order. 
Notes: 

CL-250 Integrated ePrescribing that doesn’t require a separate login. 
Notes: 

CL-260 ePrescribing functionality doesn’t require duplicate entry of 
information. 
Notes: 

CL-270 Based on system security, ability for non-prescriber medical support 
staff to enter and save medications into ePrescribing system for 
subsequent prescriber signature and electronic transmission to 
pharmacy. 
Notes: 

CL-280 Ability for ePrescribing system to store more than one pharmacy for 
each client. 
Notes: 

CL-290 Ability for ePrescribing system to designate one pharmacy as the 
“preferred” pharmacy for the client. 
Notes: 

CL-300 Lab and prescription documents received electronically through e-fax 
or an electronic interface without an identifiable matching client 
record are queued for follow-up in a dashboard area or some other 
type of system interface. 
Notes: 

CL-310 Ability to access a payer-specific medication formulary based on the 
client’s payer. 
Notes: 

CL-320 Ability to print a list of a client’s prescribed medications for a 
specified time frame. 
Notes: 

CL-330 Ability to maintain a Center inventory of medications. 
Notes: 

CL-340 Ability to prescribe medication from the Center’s inventory. 
Notes: 
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Reference Clinical Rating 
CL-350 Ability to track client forms by due date with automatic alerts sent to 

appropriate staff.  Automatic alerts provide Center-defined lead times 
on a form-by-form basis for staff to complete forms on or before the 
due date.  Please describe who would be recipient of these alerts.  
Assuming that these alerts exist, please list client data forms that are 
tracked by date that wouldn’t have this capability. 
Notes: 

CL-360 Ability to automatically identify specific types of forms required for 
different client types.  Please describe method of defining types of 
forms for these different client types. 
Notes: 

CL-370 Ability for Center to define a hierarchical structure of Programs 
(organizational/reporting units). 
Notes: 

CL-380 Ability to assign clients to multiple concurrent Programs based on 
services that the clients are receiving. 
Notes: 

CL-390 Ability to indicate which of a client’s Program Assignments is the 
primary one. 
Notes: 

CL-400 System tracks complete history of client assignments to Center-
defined Programs.  Begin and end dates track clients’ membership in 
these Programs. 
Notes: 

CL-410 Ability to identify, at a glance, the programs where clients are being 
served.  Please describe the method for doing this. 
Notes: 

CL-420 Center-defined follow-up timeframes trigger messages to staff 
regarding clients’ assignment to the Program. 
Notes: 

CL-430 Ability to identify individuals that have not received a specific service 
in a specified time period. 
Notes: 

CL-440 Ability to map diagnosis codes to other diagnosis codes required by 
payers or funding sources for claims and/or reporting requirements. 
Notes: 

CL-450 Maintain a complete history of diagnosis reviews performed by staff. 
These diagnosis reviews are saved by diagnosis date and diagnosis 
time. 
Notes: 
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Reference Clinical Rating 
CL-460 Ability to save diagnoses performed by external staff. 

Notes: 

CL-470 Allows diagnoses to be recorded using DSM-IV, ICD-9, DSM-5, and 
ICD-10 code sets. 
Notes: 

CL-480 Supports SNOMED code sets. 
Notes: 

CL-490 On a no-axis DSM-5 diagnosis, a “primary diagnosis” must be 
reported to the Texas Health and Human Service’s CARE system’s 
Diagnosis transaction.  System has a method to determine this primary 
diagnosis even if it’s not recorded as the first occurrence on the no-
axis DSM-5 diagnosis record. 
Notes: 

CL-500 Vendor provides annual ICD-10 and DSM-5 updates that can be 
automatically uploaded into system. 
Notes: 

CL-510 Collects details for State Facility Admissions, Absences, Discharges, 
and State-required follow-ups. 
Notes: 

CL-520 Collects data necessary to batch the “Follow-up Contact” transaction 
to the Texas Health and Human Service Commission’s CARE system. 
Notes: 

CL-530 Ability to record Medication Administration Records. 
Notes: 

CL-540 Ability to import medication orders into Medication Administration 
Records. 
Notes: 

CL-550 Ability to record a Military History Tracking form (see Form Samples 
section). 
Notes: 

CL-560 Ability to track arrival date and time of client in order to meet required 
assessment and service delivery timeframes for programs such as the 
Crisis Center. 
Notes: 

CL-570 System tracks complete history of client assignments to Center-
defined residential locations for bed-day counts.  Begin and end dates 
track clients’ membership in these residential locations. 
Notes: 
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Reference Clinical Rating 
CL-580 Center-defined follow-up timeframes trigger messages to staff 

regarding follow-ups required after the client’s departure from the 
residential location. 
Notes: 

CL-590 For residential clients, documents client bed days and provides a 
means to suppress billing when these clients have temporary absences 
from these residential assignments to avoid inappropriate billing for 
the duration of the absence. 
Notes: 

CL-600 Ability to support the following residential bed day requirements: N/A 
Notes: 

CL-600.010 Bed board functionality showing clients in beds and status of all 
beds 

Notes: 

CL-600.020 Bed board functionality showing documentation of routine checks 
Notes: 

CL-600.030 Bed board functionality showing medication orders 
Notes: 

CL-600.040 Bed board functionality showing medication administration 
Notes: 

CL-600.050 Specific data field(s) identified for recording an inventory of 
client’s possessions upon arrival. 

Notes: 

CL-610 Ability to create and manage stored phrases that can be used in various 
system interfaces.  These stored phrases can be managed at the Center 
level and individual staff level. 
Notes: 

CL-620 Ability to save and electronically sign the following types of consents: N/A 
Notes: 

CL-620.010 Release of Information 
Notes: 

CL-620.020 Medication Consent 
Notes: 

CL-620.030 Consent to Treatment 
Notes: 

CL-620.040 CFR42 Part 2 Substance Abuse Disclosure 
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Reference Clinical Rating 
Notes: 

CL-630 Ability to record Medical Power of Attorney and Guardianship and 
include on Client Data Overview and Client Demographic interfaces. 
Notes: 

CL-640 System support for the following care coordination activities: N/A 
Notes: 

CL-640.010 Ability to record referrals to and from internal Programs and 
external entities with time-based follow-ups that automatically 
generate alerts for staff.  Please describe who would be recipient of 
these alerts. 

Notes: 

CL-640.020 Ability to record tasks for internal Programs and external entities 
with time-based follow-ups that automatically generate alerts for 
staff.  Please describe who would be recipient of these alerts. 

Notes: 

CL-640.030 Ability for the Center to define automatic referrals based on events 
recorded in the system.  For example:  If a client is identified as 
having a substance use issue, then a referral could be automatically 
generated to an internal substance department. 

Notes: 

CL-640.040 Collects the date and time that a Referral is closed to indicate its 
completion. 

Notes: 

CL-650 Ability to record the Daily Living Activities Functional Assessment 
(DLA) form (see Form Samples section). 
Notes: 

CL-660 CANS 3-5, CANS 6-17, and ANSA assessments built in system with 
the business rules, level of care calculation, and validations defined by 
the Texas Health and Human Services Commission. 
Notes: 

CL-670 Provide alerts when the next section of a CANS 3-5, CANS 6-17, or 
ANSA is due based on the completion of a prior section. 
Notes: 

CL-680 Messaging capabilities that are linked to specific CANS 3-5, CANS 6-
17, and ANSA assessments allow for messaging between the 
provider(s) and the authorizer. 
Notes: 
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Reference Clinical Rating 
CL-690 For clients receiving Texas Resilience and Recovery (TRR) services, 

validations in the system ensure that a TRR Discharge Assessment is 
recorded before these clients are discharged from the Center. 
Notes: 

CL-700 For questions on assessments, the system’s interface provides 
descriptions of the criteria that are defined for the answers to these 
questions. 
Notes: 

CL-710 System tracks complete history of client assignments to Center-
defined Special Populations.  Begin and end dates track clients’ 
membership in these Special Populations. 
Notes: 

CL-720 System tracks complete history of client assignments to a Waiting List 
for Center-defined Programs.  Begin and end dates track clients’ 
membership on these Waiting Lists. 
Notes: 

CL-730 In the Waiting List, ability to record a ranking of the clients’ need for 
the Program allows for slots in the Program to be filled based on this 
need. 
Notes: 

CL-740 Follow-up messages can be sent to staff based on a Follow-up date 
recorded on the Waiting List record. 
Notes: 

CL-750 System has validations to ensure that all episodic information is ended 
prior to discharge from the Center.  Examples of episodic information 
are Treatment Plans, Program Assignments, Waiting Lists, etc. 
Notes: 

CL-760 Collects and tracks history of clients’ Vital Signs information. 
Notes: 

CL-770 Vital Signs collected include the following: N/A 
Notes: 

CL-770.010 Sitting blood pressure 
Notes: 

CL-770.020 Standing blood pressure 
Notes: 

CL-770.030 Supine blood pressure 
Notes: 
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Reference Clinical Rating 
CL-770.040 Height 

Notes: 

CL-770.050 Weight 
Notes: 

CL-770.060 Temperature 
Notes: 

CL-770.070 Pulse Rate 
Notes: 

CL-770.080 Respiration 
Notes: 

CL-770.090 Glucose Level 
Notes: 

CL-770.100 Adult BMI 
Notes: 

CL-770.110 Computes Adult BMI Indicator which describes whether BMI is 
abnormal. 

Notes: 

CL-770.120 Child BMI 
Notes: 

CL-770.130 Computes Child BMI Indicator which describes whether BMI is 
abnormal. 

Notes: 

CL-780 Single interface exists in system that indicates a client’s status in the 
service delivery process (ex. Intake process, crisis stabilization, 
ongoing service delivery, etc.).  Please provide a brief description of 
this interface. 
Notes: 

CL-790 Incident reporting module exists that allows staff to report incidents 
such as illness, behaviors, accidents, and medication errors. 
Notes: 

CL-800 When viewing a client’s information in the system, there is a “forms 
due” interface that notifies the user that the following types of forms 
are due: 

N/A 

Notes: 
CL-800.010 Demographic data updates 

Notes: 
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Reference Clinical Rating 
CL-800.020 Financial Assessment (including payer updates) 

Notes: 

CL-800.030 Insurance authorizations 
Notes: 

CL-800.040 Treatment Plans 
Notes: 

CL-800.050 Assessments 
Notes: 

CL-800.060 Release of Information 
Notes: 

CL-800.070 Medication Consents 
Notes: 

CL-800.080 Consent to Treat 
Notes: 

CL-800.100 Guardianship Paperwork 
Notes: 

CL-800.110 Please list any other types of “due forms” that this interface lists. N/A 
Notes: 

CL-810 Forms Tracker – For forms that the Center doesn’t want to record 
specific data in the system, ability to create Center-defined Form 
Types with accompanying frequencies.  Collects when the Form is 
completed and generates alerts when a Form becomes due.  For each 
Form Type, lead times can be recorded to provide a Center-defined 
amount of time for staff to complete the Form. 
Notes: 

CL-820 Ability to track and report on Patient Assistance Program efforts in 
acquiring free or low cost medications from pharmaceutical 
companies. 
Notes: 

Reference Treatment Plan Rating 
TP-010 Ability for Center to build custom treatment plan formats utilizing 

differing terminologies, differing fields, differing review periods, and 
differing numbers of hierarchical levels for different program areas 
within the Center. 
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Reference Treatment Plan Rating 
Notes: 

TP-020 Ability to enter free-form text into treatment plans to allow for client 
developed (in their own words) content. 
Notes: 

TP-030 Behavioral Health Person Centered Recovery Plan pre-defined and 
provided with system. 
Notes: 

TP-040 Ability to record an IDD Person-Directed Plan (PDP) (see Form 
Samples section) and track that it is created/updated annually.  
Automatic alerts provide Center-defined lead times to complete this 
IDD Person-Directed Plan on or before the due date. 
Notes: 

TP-050 Ability to track, through progress notes, progress against the 
Outcomes defined in the PDP for each individual client.  Please 
describe how the Outcomes tracked through progress notes would be 
linked to the PDP. 
Notes: 

TP-060 IDD Person-Directed Plan prints in the format required by the Texas 
Health and Human Services Commission. 
Notes: 

TP-070 Ability to record an IDD HCS/TxHmL Individual Plan of Care (see 
Form Samples section) which would contain units and dollars 
assigned by service.  Track, through dashboards and reports, 
utilization of both the units and dollars for each service by individual 
client.  This is a subset population of clients, only waiver clients 
would need this function. 
Notes: 

TP-080 Ability to track that the IDD HCS/TxHmL Individual Plan of Care is 
created/updated annually.  Automatic alerts provide Center-defined 
lead times to complete this IDD HCS/TxHmL Individual Plan of Care 
on or before the due date. 
Notes: 

TP-090 Ability to record an IDD Implementation Plan (see Form Samples 
section) which would show strategies by the provider agency to meet 
outcomes associated with the PDP for each individual client. It would 
also contain units and dollars assigned by service. This would be for 
both HCS and GR (General Revenue) clients. 
Notes: 
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Reference Treatment Plan Rating 
TP-100 Ability to track that the IDD Implementation Plan is created/updated 

annually based on the date of the IDD HCS/TxHmL Individual Plan of 
Care.  Automatic alerts provide Center-defined lead times to complete 
this IDD Implementation Plan on or before the due date. 
Notes: 

TP-110 Ability to record an IDD Provider Notification of Progress (see Form 
Samples section) and track that it is created/updated annually based on 
the date of the IDD HCS/TxHmL Individual Plan of Care.  Automatic 
alerts provide Center-defined lead times to complete this IDD 
Provider Notification of Progress on or before the due date. 
Notes: 

TP-120 Ability to record an IDD Comprehensive Nursing Assessment (see 
Form Samples section) and track that it is created annually based on 
the date of the IDD HCS/TxHmL Individual Plan of Care.  Automatic 
alerts provide Center-defined lead times to complete this IDD 
Comprehensive Nursing Assessment on or before the due date. 
Notes: 

TP-130 Ability to record an IDD Quarterly Nursing Focused Assessment (see 
Form Samples section) and track that it is created quarterly based on 
the date of the IDD HCS/TxHmL Individual Plan of Care.  Automatic 
alerts provide Center-defined lead times to complete this IDD 
Quarterly Nursing Focused Assessment on or before the due date. 
Notes: 

TP-140 Ability to record an IDD Behavior Support Plan (see Form Samples 
section) for specific individuals and track milestones and data related 
to the behavior management through progress notes. 
Notes: 

TP-150 Ability to track that the IDD Behavior Support Plan is created/updated 
annually based on the date of the IDD HCS/TxHmL Individual Plan of 
Care.  Automatic alerts provide Center-defined lead times to complete 
this IDD Behavior Support Plan on or before the due date. 
Notes: 

TP-160 Complete history of Treatment Plan reviews is tracked by system.  
These reviews track the date of the review, client participants, and 
staff participants. 
Notes: 

TP-170 Licensed Professional of Healing Arts (LPHA) signature is tracked 
when required on Treatment Plan reviews. 
Notes: 

TP-180 Physician signature is tracked when required on Treatment Plan 
reviews. 
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Reference Treatment Plan Rating 
Notes: 

TP-190 Center-defined staff types can be created that are required to sign 
Treatment Plans. 
Notes: 

TP-200 Client and/or family signatures are tracked on Treatment Plan reviews. 
Notes: 

TP-210 System provides tools so that services to be delivered under a Texas 
Resilience and Recovery (TRR) level of care can be imported into the 
Behavioral Health Person Centered Recovery Plan.  Please describe 
these tools. 
Notes: 

TP-220 System provides tools so that issues identified in assessments can be 
imported into Treatment Plans.  Please describe these tools. 
Notes: 

TP-230 Linkages exist between assessments and Treatment Plans to identify 
the specific assessment from which issues were imported into the 
Treatment Plan. 
Notes: 

Reference Service Data Collection Rating 
SV-010 Ability for Center to define progress note templates that display based 

on the service being delivered.  These progress note templates collect 
details specific to the type of service being delivered that are in 
addition to the “billing strip” details (date, start time, stop time, 
service, service modality, staff providing service, etc.). 
Notes: 

SV-020 Ability for Center-defined progress note templates to have validations 
such as required/optional, picklists, presence of specific terms or 
phrases, and allowable ranges. 
Notes: 

SV-030 Ability to designate fields on Center-defined progress note templates 
that will default data from the same field on the most recent entered 
template that is the same type for the same client. 
Notes: 

SV-040 Ability for Center-defined progress note templates to have a validation 
that text fields have a minimum number of words. 
Notes: 

SV-050 Ability for Center-defined progress note templates to print as part of 
printing the service record. 
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Reference Service Data Collection Rating 
Notes: 

SV-060 Ability to automatically push diagnosis fields from E&M progress 
notes to the Diagnosis Form. 
Notes: 

SV-070 Ability to automatically push medications from E&M progress notes 
to the Medication Administration Record. 
Notes: 

SV-080 Service collection module for individual services based on a start and 
stop time between a client and a staff person. 
Notes: 

SV-090 Service collection module for ancillary services that are non-time-
based such as rent, injection administration, medications, etc. 
Notes: 

SV-100 Service collection module for group services for more than one client 
being provided time-based services by one or more staff.  Staff time 
and client time are recorded separately to ensure that no duplication 
occurs. 
Notes: 

SV-110 For individual or group services that require a supervisory or ordering 
provider, this provider can be collected on the service screen. 
Notes: 

SV-120 For individual or group services that require a referring provider, this 
provider can be collected on the service screen. 
Notes: 

SV-130 Services can be linked to specific treatment plan interventions that are 
being addressed in the service.  These links are stored along with the 
service. 
Notes: 

SV-140 The diagnosis that is being primarily addressed by the service is 
collected on the service screen. 
Notes: 

SV-150 Services that have had claims generated for them can’t have fields that 
were used to generate the claim modified. 
Notes: 

SV-160 Based on a user’s security, progress notes can be changed for services 
that have had claims generated for them. 
Notes: 

SV-170 Services that have had claims generated for them can’t be deleted. 
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Reference Service Data Collection Rating 
Notes: 

SV-180 Services can be mapped to HHSC Service Encounter Services based 
on the following fields: 

N/A 

Notes: 

SV-180.010 Client Type (child or adult) 
Notes: 

SV-180.020 Program where service is delivered 
Notes: 

SV-180.030 Staff credential of staff providing service 
Notes: 

SV-180.040 Setting where service is provided (ex. office, home, other, external 
health facility, etc.) 

Notes: 

SV-180.050 Recipient of service (ex. Client, client and collateral, collateral 
only, etc.) 

Notes: 

SV-180.060 Appointment Code for service (ex. Scheduled, non-scheduled, 
client cancel, staff cancel, etc.) 

Notes: 

SV-180.070 Mode of service (ex. Face-to-face, phone, telehealth, etc.) 
Notes: 

SV-180.080 Crisis indicator of service 
Notes: 

SV-190 Telehealth is an option for mode of service delivery without having to 
create separate service codes to indicate this mode of service for 
billing or other purposes. 
Notes: 

SV-200 Ability to correctly suggest the proper evaluation and management (E 
& M) service codes for services based on entry of E&M required 
information. 
Notes: 

SV-210 Services that are provided in settings away from the Center’s 
offices/clinics have location information recorded that maps to Texas 
Health and Human Services Commission defined location codes. 
Notes: 

SV-220 The following fields are collected in service modules: N/A 
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Reference Service Data Collection Rating 
Notes: 

SV-220.010 Setting (ex. Office, home, other, external health facility, etc.) 
Notes: 

SV-220.020 Recipient (ex. Client, client and collateral, collateral only, etc.) 
Notes: 

SV-220.030 Appointment (ex. Scheduled, Non-scheduled, Client Cancel, Staff 
Cancel, etc.) 

Notes: 

SV-220.040 Mode (ex. Face-to-face, Phone, Telehealth, etc.) 
Notes: 

SV-220.050 Crisis Indicator 
Notes: 

SV-220.060 COPSD indicator 
Notes: 

SV-230 Ability to control the entry of service codes that can be entered in 
service screens based on any combination of the following criteria: 

N/A 

Notes: 

SV-230-010 Program 
Notes: 

SV-230-020 Staff Credential 
Notes: 

SV-230-030 Setting (ex. Office, home, other, external health facility, etc.) 
Notes: 

SV-230-040 Recipient (ex. Client, client and collateral, collateral only, etc.) 
Notes: 

SV-230-050 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 
Staff Cancel, etc.) 

Notes: 

SV-230-060 Mode (ex. Face-to-face, Phone, Telehealth, etc.) 
Notes: 

SV-230-070 Crisis Indicator 
Notes: 

SV-240 Validations can be activated to warn the user of the following when a 
service is entered: 

N/A 
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Reference Service Data Collection Rating 
Notes: 

SV-240.010 Service needs a payer authorization and an authorization doesn’t 
exist 

Notes: 

SV-240.020 Service must show on an active Treatment Plan 
Notes: 

SV-240.030 None of the client’s payers will pay for the service 
Notes: 

SV-240.040 Client’s age is not within certain limits defined for the specific 
service 

Notes: 

SV-240.050 Service duration must be longer than a Center-defined minimum 
Notes: 

SV-240.060 Service duration cannot exceed 12 hours 
Notes: 

SV-240.070 For client time, certain services can be defined that can overlap 
with a defined set of other services.  A warning message is 
provided if an overlap occurs. 

Notes: 

SV-240.080 For client time, certain services can be defined that can’t overlap 
with any other service.  A warning message is provided if an 
overlap occurs. 

Notes: 

SV-240.090 For client time, certain services can be defined that can overlap 
with any other service. 

Notes: 

SV-240.100 For staff time, a service can’t overlap with any other service.  A 
warning message is provided if an overlap occurs. 

Notes: 

Reference Billing Rating 
BL-010 Ability to collect payments and copays from the client at the point 

of service and provide a receipt to the client. 
Notes: 

41



Reference Billing Rating 
BL-020 Ability to print a client statements that show a client's billed services, 

payments, and adjustments applied towards those services and any 
unapplied payments.  The statement includes Payer related 
transactions as well as Client related transactions. 
Notes: 

BL-030 Ability to customize the appearance of client statements. 
Notes: 

BL-040 Ability to print a standard HCFA claim form that includes a provider's 
Medicaid TPI as well as the provider's NPI. 
Notes: 

BL-050 Ability to define “Usual and Customary” charges that serve as the 
Centers “standard charges” for its services. 
Notes: 

BL-060 Ability to vary charges for services based on any combination of the 
following criteria: 

N/A 

Notes: 

BL-060.010 Payer 
Notes: 

BL-060.020 Service Code 
Notes: 

BL-060.030 Program 
Notes: 

BL-060.040 Staff Credential 
Notes: 

BL-060.050 Setting (ex. Office, home, other, external health facility, etc.) 
Notes: 

BL-060.060 Recipient (ex. Client, client and collateral, collateral only, etc.) 
Notes: 

BL-060.070 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 
Staff Cancel, etc.) 

Notes: 

BL-060.080 Mode (ex. Face-to-face, Phone, Telehealth, etc.) 
Notes: 

BL-060.090 Crisis Indicator 
Notes: 
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BL-070 Ability to vary procedure, modifier, and place of service codes for 

services based on any combination of the following criteria: 
N/A 

Notes: 

BL-070.010 Payer 
Notes: 

BL-070.020 Service Code 
Notes: 

BL-070.030 Program 
Notes: 

BL-070.040 Staff Credential 
Notes: 

BL-070.050 Setting (ex. Office, home, other, external health facility, etc.) 
Notes: 

BL-070.060 Recipient (ex. Client, client and collateral, collateral only, etc.) 
Notes: 

BL-070.070 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 
Staff Cancel, etc.) 

Notes: 

BL-070.080 Mode (ex. Face-to-face, Phone, Telehealth, etc.) 
Notes: 

BL-070.090 Crisis Indicator 
Notes: 

BL-080 Ability to vary payer-specific procedure codes, modifiers, and place of 
service codes based on the calculated number of units for the service 
to be billed. 
Notes: 

BL-090 When performing third party payer billing, confirm that a client has a 
Financial Assessment that is dated on or before a service date.  
Exceptions to this are reported to billing staff. 
Notes: 

BL-100 Prior to billing a payer for a service, confirm that the client has an 
Assignment of Benefits on file that is dated on or before the service 
date.  Exceptions to this are reported to billing staff. 
Notes: 

BL-110 If there are no active payers for a client for a given service date, this 
exception is reported to billing staff. 
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Reference Billing Rating 
Notes: 

BL-120 Ability to bundle/unbundle services and their associated charges.  
Examples are billings for PASRR evaluations and billings for Respite 
services delivered over a period of time by multiple staff. 
Notes: 

BL-130 For specific psychotherapy claims, provide the appropriate 30 minute, 
45 minute or 60 minute procedure code based on the duration of the 
service without having to enter different service codes for the different 
durations.  When entering the service, staff would simply select the 
psychotherapy service and then based on the duration, the appropriate 
procedure code would be sent on the claim. 
Notes: 

BL-140 If a payer is active for a given service date, but the service 
code/program/staff credential/setting/recipient/appointment 
code/mode/crisis indicator isn’t defined for the payer for the given 
service, this exception is reported to billing staff. 
Notes: 

BL-150 Ability to bill for a no-show where the date, planned service 
description, and an indicator of a no-show fee are reflected in the 
charge. 
Notes: 

BL-160 Ability to bill a fixed amount based on an event or procedure. 
Notes: 

BL-170 Ability to bill based on per diems. 
Notes: 

BL-180 Ability to bill based on a monthly case rate (i.e., value based 
payment). 
Notes: 

BL-190 Ability to bill based on a computed number of units that are computed 
based on the duration of a service. 
Notes: 

BL-200 For computing units to be billed to a specific payer for a specific 
service, support the following rounding methods: 

N/A 

Notes: 

BL-200.010 Round Up - A minute over the defined minutes per unit round up 
to the next unit 

Notes: 

BL-200.020 Round Down - Units round down to the nearest unit 
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Notes: 

BL-200.030 No rounding - no rounding, fractions of a unit are recorded 
Notes: 

BL-200.040 Half Up - Round up to the nearest unit when at least half-way 
between units; otherwise round down 

Notes: 

BL-200.050 Half Down - Round down to the nearest unit up through the half-
way point between units; otherwise round up 

Notes: 

BL-210 Collect and post information to client’s financial assessment screen(s) 
from the magnetic strip of insurance and benefit cards. 
Notes: 

BL-220 For families in which multiple family members are being served, these 
multiple family members are linked together so that Financial 
Assessment information is recorded for the family rather than each 
separate family member. 
Notes: 

BL-230 A billing alias with different demographic information can be 
recorded for a client to match a payer’s demographic information 
when required by the payer. 
Notes: 

BL-240 Payer assigned to clients can be flagged as a Contractor, Local Funds 
Payer, and OBRA so that these fields can be used to determine the 
First Billed Payer in the HHSC Service Encounter Extract. 
Notes: 

BL-250 Referring provider details can be recorded for clients so that these 
details can be reported to payers in claims. 
Notes: 

BL-260 For payers that are linked to clients, system provides automated 
assistance in ordering payers in the order in which they should be 
billed (ex. Medicare should be billed before Medicaid). 
Notes: 

BL-270 Ability to do an overall “hold” for billings for a specific staff person 
for reasons other than credential verification (credentialing 
verification requirement listed in next requirement).  Removing the 
“hold” from the staff person enables any services that were held 
during the duration of the staff person’s “billing hold” to be 
subsequently billed. 
Notes: 
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Reference Billing Rating 
BL-280 Collect clinician credentials and privilege dates and don’t bill for 

services that require a credential that isn’t active.  Billing exceptions 
caused by inactive credentials are reported to billing staff. 
Notes: 

BL-290 Collect payer specific identifiers for clinicians that are included in 
claims based on payer requirements. 
Notes: 

BL-300 Allow for authorizations that control whether services can be billed 
based on the following methods: 

N/A 

Notes: 

BL-300.010 Specific Center service codes 
Notes: 

BL-300.020 Service classes composed of multiple Center service codes 
Notes: 

BL-300.030 Center service codes and durations based on Texas Resilience and 
Recovery (TRR) levels of care that are automatically sent to the 
authorization module 

Notes: 

BL-300.040 Center service codes and durations defined on Treatment Plans 
that are automatically sent to the authorization module 

Notes: 

BL-300.050 Payer procedure codes 
Notes: 

BL-310 Allow for authorizations to be defined based on the following 
methods: 

N/A 

Notes: 

BL-310.010 Number of procedures 
Notes: 

BL-310.020 Number of per diems 
Notes: 

BL-310.030 Number of units 
Notes: 

BL-310.040 Monthly case rate 
Notes: 

BL-310.050 Date range 
Notes: 
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Reference Billing Rating 
BL-310.060 Dollar amounts 

Notes: 

BL-320 Ability to define payer classes that contain more than one payer to 
simplify authorizations for groups of planned services that will be 
billed to these multiple payers.  For example, a group of planned 
services that result from a Texas Resilience and Recovery (TRR) 
Level of Care may be billed to different payers that can be grouped 
into a payer class. 
Notes: 

BL-330 Authorization requests to the payer and grants from the payer are 
tracked separately to preserve the specific set of services requested by 
the Center and those that are actually granted by the payer. 
Notes: 

BL-340 An “on demand” overview is available to the user which shows 
remaining services for a given authorization. 
Notes: 

BL-350 Single online interface in the system that provides a client’s financial 
overview that includes payers, copays paid, insurance payments for 
specific charges, client payments, pending insurance charges, pending 
client payments, and overall balance. 
Notes: 

BL-360 Ability to bill for staff time divided proportionally between recipients 
of the service.  HCS Transportation is an example of this type of 
billing. 
Notes: 

BL-370 Ability to activate payer-specific billing validations based on the 
following criteria: 

N/A 

Notes: 

BL-370.010 Allowable service codes that can be billed.  Exceptions are 
reported to billing staff. 

Notes: 

BL-370.020 Allowable Programs where billed service can be provided. 
Exceptions are reported to billing staff. 

Notes: 

BL-370.030 Allowable Staff Credentials for specific services.  Exceptions are 
reported to billing staff. 

Notes: 

BL-370.040 Allowable Settings (ex. Office, home, other, external health 
facility, etc.) where billed service can be provided.  Exceptions are 
reported to billing staff. 
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Reference Billing Rating 
Notes: 

BL-370.050 Allowable Recipients (ex. Client, client and collateral, collateral 
only, etc.) who received the service to be billed.  Exceptions are 
reported to billing staff. 

Notes: 

BL-370.060 Allowable Appointment Codes (ex. Scheduled, Non-scheduled, 
Client Cancel, Staff Cancel, etc.) for the service to be billed.  
Exceptions are reported to billing staff. 

Notes: 

BL-370.070 Allowable Modes (ex. Face-to-face, Phone, Telehealth, etc.) for 
the service to be billed.  Exceptions are reported to billing staff. 

Notes: 

BL-370.080 Allowable Crisis Indicators for the service to be billed.  Exceptions 
are reported to billing staff. 

Notes: 

BL-370.090 For the purpose of Medicaid Rehab and Service Coordination, 
ability to confirm that a service doesn’t exceed the number of daily 
and/or monthly maximum units before billing.  Exceptions are 
reported to billing staff. 

Notes: 

BL-370.100 For the purpose of billing Medicaid and Medicaid Managed Care 
Organizations, ability to confirm that Rehab and Service 
Coordination service dates fall within the client’s Texas Resilience 
and Recovery (TRR) Assessment Authorization Period.  
Exceptions are reported to billing staff. 

Notes: 

BL-370.110 For the purpose of billing CCP Medicaid, confirm that the 
service’s selected diagnosis code’s Diagnostic Group is a “physical 
diagnosis”.  Exceptions to this are reported to billing staff. 

Notes: 

BL-370.120 For the purpose of billing Medicaid Rehab and Service 
Coordination, ability to confirm that the HZ modifier is included 
for TCOOMI (Texas Correctional Office on Offenders with 
Medical or Mental Impairments) clients and not used for non-
TCOOMI clients.  Exceptions are reported to billing staff. 

Notes: 
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BL-370.130 For Medicaid Rehab, MH Service Coordination, and IDD Service 

Coordination, ability to confirm that the service’s selected 
diagnosis is a member of the appropriate Diagnosis Group and the 
diagnosis is dated within the Medicaid-required number of days of 
the service before generating the claim for the service.  Exceptions 
are reported to billing staff. 

Notes: 

BL-370.140 For the purpose of billing IDD Service Coordination, confirm that 
a Type A service has been billed for a given client before billing 
Type B services within each month.  Exceptions are reported to 
billing staff. 

Notes: 

BL-370.150 For the purpose of billing IDD Service Coordination, confirm that 
the number of Type B services that are billed don’t exceed the 
Center-wide allowed amount that is computed based on the 
number of Type A services that have been billed.  Exceptions are 
reported to billing staff. 

Notes: 

BL-370.160 Allow a maximum and minimum number of units to be defined for 
specific services.  Any services that don’t fall within these ranges 
are reported to billing staff. 

Notes: 

BL-370.170 Allow a minimum number of minutes to be defined for specific 
services.  Any services that have a duration less than these 
minimum minutes are reported to billing staff. 

Notes: 

BL-370.180 Allow for a requirement to be defined for specific services that a 
diagnosis selected for the given service is dated on or before the 
service date.  Exceptions are reported to billing staff. 

Notes: 

BL-370.190 Allow for a requirement to be defined for specific services that 
specific “client data” forms in the system must be dated within a 
certain number of days of the service date.  Exceptions to this 
requirement are reported to billing staff. 

Notes: 

BL-370.200 Allow for a requirement to be defined for specific services that the 
service must be identified in an active treatment plan for the 
service to be billed.  Exceptions to this are reported to billing staff. 

Notes: 
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BL-370.210 When testing for the billing requirement that a service must be 

identified in an active treatment plan, allow for an alternate service 
code to be mapped to a given service code.  This alternate service 
code allows for summarized service codes to be included in the 
treatment plan that can represent multiple different service codes. 

Notes: 

BL-370.220 Allow for a requirement to be defined for specific services that the 
service must be identified in an active treatment plan for the 
service to be billed and the treatment plan has to be signed by a 
Licensed Professional of the Healing Arts (LPHA).  Exceptions to 
this are reported to billing staff. 

Notes: 

BL-370.230 Allow for a requirement to be defined for specific services that the 
service must be identified in an active treatment plan for the 
service to be billed and the treatment plan has to be signed by a 
Physician.  Exceptions to this are reported to billing staff. 

Notes: 

BL-370.240 Allow for a requirement to be defined for a payer for specific 
services that these specific services must covered under an active 
authorization to be billed.  Exceptions to this are reported to billing 
staff. 

Notes: 

BL-370.250 Allow for a requirement to be defined at the payer level that all 
services must be covered under an active authorization to be billed.  
Exceptions to this are reported to billing staff. 

Notes: 

BL-370.260 Allow for a requirement to be defined for specific services that the 
staff person providing the service has an NPI recorded for the 
given payer if the service isn’t billed under the Center’s group NPI 
number.  Exceptions to this are reported to billing staff. 

Notes: 

BL-380 For services that aren’t able to bill to one or more payers for a client, 
all reasons that the service couldn’t bill to the one or many payers are 
reported to billing staff so they have an opportunity to make necessary 
corrections for all payer issues and re-bill the service. 
Notes: 

BL-390 Ability to include National Drug Code Information on claims when 
billing for medications such as Prolixin and Haldol. 
Notes: 
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BL-400 Ability to review and edit claims prior to transmitting the claims.  

Please describe available process to reconcile edited claim with the 
service record that generated the claim. 
Notes: 

BL-410 Ability to monitor authorized levels of care generated from Texas 
Resilience and Recovery (TRR) assessments and generate a Texas 
Standard Prior Authorization Request Form for Healthcare (SRF) that 
is automatically sent to a client’s payer.  
Notes: 

BL-420 Ability to monitor Texas Standard Prior Authorization Request Forms 
(SRFs) that have been sent to a client’s payer based on a TRR 
assessment to indicate when a response to the SRF has been received 
from the client’s payer.  
Notes: 

BL-430 Ability to generate group requests of clients’ insurance eligibility from 
the Texas Medicaid Healthcare Partnership using ANSI 270/271 
transactions.  Please respond here to indicate whether this capability 
exists and then respond to the following three requirements for how 
the group request can be defined.  
Notes: 

BL-430.010 Ability for the ANSI 270/271 group request of clients’ insurance 
eligibility to be defined based on clients receiving services within a 
Center-defined timeframe. 

Notes: 

BL-430.020 Ability for the ANSI 270/271 group request of clients’ insurance 
eligibility to be defined based on clients with upcoming 
appointments scheduled within a Center-defined timeframe. 

Notes: 

BL-430.030 Ability for the ANSI 270/271 group request of clients’ insurance 
eligibility to be defined based on a free standing list of clients that 
is imported into the request. 

Notes: 

BL-440 Ability to send an appeal from within the system when an 
authorization provided by a payer doesn’t match the request.  The 
original authorization can be resent with additional information added 
to support the appeal.  Please describe how this appeal is sent to the 
payer. 
Notes: 

BL-450 The system automatically posts payments based on 835 ANSI 
payment files. 
Notes: 

51



Reference Billing Rating 
BL-460 Automatically drop charges from one of a client’s payers to another 

after a payment or denial is received. 
Notes: 

BL-470 Account for Medicare automatically crossing claims to Medicaid so 
that a receivable is generated for Medicaid without a claim being 
generated. 
Notes: 

BL-480 ANSI Validation Report:  This report, which is used prior to creating 
an ASC X12 837 batch, is used to identify claims that will have 
missing claim information and therefore eliminate denials based on 
this missing information. The types of missing information that get 
flagged are claims with no diagnosis code, clients who do not have an 
address on file, financial assessments that haven't been saved as 
complete, and/or Medicare claims where Medicare is the secondary 
payer and there is no Insurance Type Code on file indicating the 
reason for Medicare not being billed as the primary payer (e.g., 
working aged beneficiary or spouse with employer group health plan, 
etc.).  If these specific validations are handled through another method 
please describe how. 
Notes: 

BL-490 The system generates 837p and 837i ANSI electronic claim file 
formats. 
Notes: 

BL-500 Report of ANSI Claims by Batch Number:  Provides details on all the 
claims that are included in a particular ASC X12 837 Health Care 
Claim Batch file. 
Notes: 

BL-510 Claims, Payments, and Adjustments by Creation Date:  Report that 
shows the details of claims, payments and adjustments that have been 
entered or system generated within a user defined date range. 
Notes: 

BL-520 Ability to reverse prior billing and accounts receivable transactions for 
a claim so that it can be re-generated for reasons such as retroactive 
payer eligibility, correction to service, etc. 
Notes: 

BL-530 Ability to interface with the Claim.MD claims clearinghouse for 
sending electronic claims, receiving electronic payments, and 
automatically posting these electronic payments. 
Notes: 
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BL-540 Alerts staff to conduct financial reviews for clients based on 

frequencies defined by funding sources.  Please describe who would 
receive these alerts. 
Notes: 

BL-550 Alerts staff for tasks necessary and related to billing and collections.  
Please provide a description of the alerts that are available. 
Notes: 

BL-560 Interfaces with the Center’s financial system for the following types of 
transactions (interface can be through exported journal entries): 

N/A 

Notes: 

BL-560.010 Revenue 
Notes: 

BL-560.020 Cash Received 
Notes: 

BL-560.030 Accounts Receivable 
Notes: 

BL-560.040 Usual and Customary Adjustment 
Notes: 

BL-560.050 Contractual Adjustment 
Notes: 

BL-570 Based on accounts set up for a specific payer, billing activity is posted 
to these accounts with the programs where the billed services were 
provided. 
Notes: 

BL-580 In addition to automatic posting of ANSI 835 files, payments can be 
posted by hand to specific service lines on claims. 
Notes: 

BL-590 Ability to map Center-defined reason codes to nationally defined ones 
that are returned in ANSI 835 payment files. 
Notes: 

BL-600 Ability to generate and send claims to the Texas Medicaid Healthcare 
Partnership for Intermediate Care Facility (ICF) services. 
Notes: 
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BL-610 Community Charges Rule Requirements –  for a client or family in 

which multiple family members are clients, the “Maximum Monthly 
Fee (MMF)” is a flat amount that is billed to the client or family once 
the billing of services to the client’s or family’s payers has been 
exhausted.  The MMF is calculated based on a table from the Texas 
Health and Human Services Commission.  The flat amount is 
computed by the individual client or the client’s family’s adjusted 
annual income and family size.  The following are Community 
Charges Rule Requirements: 

N/A 

Notes: 

BL-610.010 Ability to automatically determine the MMF based on the adjusted 
annual income and family size for either a client or a family in 
which multiple family members are clients. 

Notes: 

BL-610.020 For clients who have no 3rd party insurance, have the automated 
ability to reduce the sum of a client’s charge amounts for services 
that occur within the same calendar month to the client’s 
“Maximum Monthly Fee” (MMF).  For example, if the client’s 
MMF is $50, the client should be charged no more than $50 for all 
services which occur in the same calendar month. 

Notes: 

BL-610.030 For families in which multiple family members are being served 
and the family has no 3rd party insurance, have the automated 
ability to reduce the sum of family members’ charge amounts for 
services that occur within the same calendar month to the family’s 
“Maximum Monthly Fee” (MMF).  For example, if the family’s 
MMF is $50, the family as a whole should be charged no more 
than $50 for all services (for all family members) which occur in 
the same calendar month.  Note:  this is the same requirement as 
the immediately preceding requirement except that this 
requirement applies to multiple family members being served 
within a given month rather than a single client from a family. 

Notes: 

BL-610.040 For clients who have Medicare coverage, have the automated 
ability to reduce the sum of a client’s copays, coinsurance, 
amounts not paid due to deductible not being met, and non-
covered charge amounts for services that occur within the same 
calendar month to the client’s “Maximum Monthly Fee” (MMF). 

Notes: 

54



Reference Billing Rating 
BL-610.050 For families in which multiple family members are being served 

and the family has Medicare coverage, have the automated ability 
to reduce the sum of a family members’ copays, coinsurance, 
amounts not paid due to deductible not being met, and non-
covered charge amounts for services that occur within the same 
calendar month to the family’s “Maximum Monthly Fee” (MMF).  
Note:  this is the same requirement as the immediately preceding 
requirement except that this requirement applies to multiple family 
members being served within a given month rather than a single 
client from a family. 

Notes: 

BL-610.060 For clients who have Non-Medicare coverage (i.e. commercial 
insurance), have the automated ability to bill the client for all cost-
sharing (copays, coinsurance, amounts not paid due to deductible 
not being met) for covered services, regardless of the client’s 
“Maximum Monthly Fee” (MMF). 

Notes: 

BL-610.070 For families in which multiple family members are being served 
and the family has Non-Medicare coverage (i.e. commercial 
insurance), have the automated ability to bill the family for cost-
sharing for all family members’ services (copays, coinsurance, 
amounts not paid due to deductible not being met) for covered 
services, regardless of the family’s “Maximum Monthly Fee” 
(MMF).  Note:  this is the same requirement as the immediately 
preceding requirement except that this requirement applies to 
multiple family members being served within a given month rather 
than a single client from a family. 

Notes: 

BL-610.080 For clients who have Non-Medicare coverage (i.e. commercial 
insurance), have the automated ability to reduce the charge 
amounts on non-covered services that occur within the same 
calendar month when the sum of the client’s covered services’ 
cost-sharing (for the same calendar month as the non-covered 
services) is less than the client’s MMF, but the sum of the covered 
services’ cost-sharing and the non-covered services exceeds the 
client’s MMF.  In this case, the sum of the covered services’ cost-
sharing and non-covered services should be reduced to the client’s 
MMF. 

Notes: 
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BL-610.090 For families in which multiple family members are being served 

and the family has Non-Medicare coverage (i.e. commercial 
insurance), have the automated ability to reduce the charge 
amounts on non-covered services (for all family members) that 
occur within the same calendar month when the sum of the 
family’s covered services’ cost-sharing (for the same calendar 
month as the non-covered services) is less than the family’s MMF, 
but the sum of the covered services’ cost-sharing and the non-
covered services exceeds the family’s MMF.  In this case, the sum 
of the covered services’ cost-sharing and non-covered services (for 
all family members) should be reduced to the family’s MMF.  
Note:  this is the same requirement as the immediately preceding 
requirement except that this requirement applies to multiple family 
members being served within a given month rather than a single 
client from a family. 

Notes: 

BL-610.100 For clients who have Non-Medicare coverage (i.e. commercial 
insurance) and who have reached their annual covered services’ 
cost-sharing limit (i.e., maximum out-of-pocket), have the 
automated ability to prevent any further cost-sharing on covered 
services from being billed to the client during the calendar year in 
which the cost-sharing limit was reached. 

Notes: 

BL-610.110 For families in which multiple family members are being served 
and the family has Non-Medicare coverage (i.e. commercial 
insurance) and who have reached their annual covered services’ 
cost-sharing limit (i.e., maximum out-of-pocket), have the 
automated ability to prevent any further cost-sharing on covered 
services (for all family members) from being billed to the family 
during the calendar year in which the cost-sharing limit was 
reached.  Note:  this is the same requirement as the immediately 
preceding requirement except that this requirement applies to 
multiple family members being served within a given month rather 
than a single client from a family. 

Notes: 

BL-610.120 For individual clients and families in which multiple family members 
are being served, capability to record specific date ranges for which 
temporary adjustments to the amount of the MMF are implemented.  
The amount of the adjustment and the reason for the adjustment 
should be tracked. 
Notes: 
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RP-010 Center has ability to create custom reports with full access to all data 

contained in system.   
 Is reporting access to production tables or a copy of production

tables?
 If access is to a copy of production tables, desired frequency of

data updates is six hours or less.  If access is to a copy of
production tables, please list how frequently the data is
updated.

 Please describe tools provided or recommended for developing
these reports.

Notes: 

RP-020 For Center-developed reports, ability to create report parameter 
screens that enforce the user-level security access to client information 
that is defined in in the system.  Please describe how Center-
developed reports would be incorporated into the system’s user 
interface. 
Notes: 

RP-030 For Center-developed report parameter screens, object types such as 
pick lists, listboxes, date fields, date selectors, option groups, and text 
fields are available to define parameters. 
Notes: 

RP-040 A data dictionary of the system’s tables is available to Centers to assist 
with report-writing. 
Notes: 

RP-050 Ability to share Center-developed reports and accompanying report 
logic with other Centers. 
Notes: 

RP-060 System’s reports provide the option to output the reports’ raw data to 
Comma separated text and Excel formats.  Please describe any other 
formats available. 
Notes: 

RP-070 System’s reports can be displayed in a screen preview and to a printer.  
Please describe the formats available for the system’s reports (ex. 
.pdf).   
Notes: 

RP-080 Without having to individually select forms, ability to print client 
forms that have been entered in the system by selecting form types 
within date ranges.   
Notes: 
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RP-090 Ability to extract the HHSC Service Encounter file that generates data 

values utilizing mappings of local service codes and other criteria (see 
SV-180) to HHSC-defined values. 
Notes: 

RP-100 The mappings of local service codes and other criteria that are used by 
the extraction of the HHSC Service Encounter file uses mappings that 
are independent of the billing system. 
Notes: 

RP-110 Collects the necessary data and generates the following Certified 
Community Behavioral Healthcare Center measures: 

N/A 

Notes: 

RP-110.010 Number/percent of new clients with initial evaluation provided 
within 10 business days and mean number of days until initial 
evaluation for new clients 

Notes: 

RP-110.020 Preventative Care and Screening:  Adult Body Mass Index 
Screening and Follow-up 

Notes: 

RP-110.030 Weight assessment and counseling for Nutrition and Physical 
Activity for Children/Adolescents 

Notes: 

RP-110.040 Preventative Care and Screening:  Tobacco Use:  Screening and 
Cessation Intervention 

Notes: 

RP-110.050 Preventative Care and Screening:  Unhealthy Alcohol use: 
Screening and Brief Counseling 

Notes: 

RP-110.060 Child and adolescent major depressive disorder:  Suicide Risk 
Assessment 

Notes: 

RP-110.070 Adult major depressive disorder:  Suicide Risk Assessment 
Notes: 

RP-110.080 Screening for Clinical Depression and Follow-up Plan 
Notes: 

RP-110.090 Depression Remission at 12 months 
Notes: 
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RP-110.100 Housing Status (Residential Status at Admission or Start of 

Reporting Period Compared to Residential Status at Discharge or 
End of Reporting Period) 

Notes: 

RP-110.110 Follow-Up after Emergency Department for Mental Health 
Notes: 

RP-110.120 Follow-up after Emergency Department for Alcohol or Other 
Dependence 

Notes: 

RP-110.130 Plan All-Cause Readmission Rate 
Notes: 

RP-110.140 Diabetes Screening for People with Schizophrenia or Bipolar 
Disorder who are using Antipsychotic Medications 

Notes: 

RP-110.150 Adherence to Antipsychotic Medications for Individuals with 
Schizophrenia 

Notes: 

RP-110.160 Follow-up After Hospitalization for Mental Illness for Ages 21+ 
Notes: 

RP-110.170 Follow-up After Hospitalization for Mental Illness for Ages 6-21 
Notes: 

RP-110.180 Follow-up care for children prescribed ADHD medication 
Notes: 

RP-110.190 Antidepressant Medication Management 
Notes: 

RP-110.200 Initiation and engagement of alcohol and other drug dependence 
treatment 

Notes: 

RP-110.210 Patient Experience of Care Survey/Family Experience of Care 
Survey 

Notes: 

RP-120 Client Data Overview – On demand interface that provides a listing of 
a client’s information from a variety of sources in the system.  Please 
indicate if the System contains such an interface with a rating for this 
requirement and then provide a rating for each of the following to 
indicate whether the information is included in the interface.   
Notes: 
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Reference Reporting Rating 
RP-120.010 Demographics including addresses and phone numbers 

Notes: 

RP-120.020 Name Aliases 
Notes: 

RP-120.030 Primary Care Team Member 
Notes: 

RP-120.040 Emergency Contact(s) 
Notes: 

RP-120.050 Current Diagnosis 
Notes: 

RP-120.060 History of TRR Levels of Care 
Notes: 

RP-120.070 Medications 
Notes: 

RP-120.080 Financial Assessment Details 
Notes: 

RP-120.090 Admission History 
Notes: 

RP-120.100 Program Assignments 
Notes: 

RP-120.110 Special Population Assignments 
Notes: 

RP-120.120 Waiting List Membership 
Notes: 

RP-120.130 Treatment Plan Overview with most recent Review Date 
Notes: 

RP-120.140 Client financial balances 
Notes: 

RP-120.150 Verification of Medical Necessity Dates and Staff Doing 
Verification 

Notes: 

RP-130 Support for Data extraction to provide data to Data analytic systems 
such as PowerBI or Tableau. 
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Reference Reporting Rating 
Notes: 

RP-140 Billing Exception Report:  Detailed report that provides all the billing 
failure messages that are generated when the system is attempting to 
bill a service to a client's payer(s) and cannot successfully bill the 
service. 
Notes: 

RP-150 Billings by Plan Report:  Provides a total number of services billed 
and the amount billed by staff and payer plan for a particular billing 
run. 
Notes: 

RP-160 Bulk Individual Service Print:  Report that provides an individual 
record for each service record.  This report can be run for one or more 
clients and/or one or more staff (entry staff or providing staff) for a 
user-defined date range. 
Notes: 

RP-170 Caseload List:  Provides of listing of clients currently on a provider's 
caseload.  Can be run for one or more providers. 
Notes: 

RP-180 Claim Status Report:  Provides a report of claim details based on a 
user defined service or claim date range.  Users can filter the report by 
the service provider, payer plan, program and claim status (i.e. paid, 
denied, waiting for payment, etc.). 
Notes: 

RP-190 Clients with a Balance Due:  This report, which can be filtered on 
client status (contact, admitted, discharged), will show clients who 
currently have a balance due. 
Notes: 

RP-200 Extract of Client Services by Date Range/Program/Special Population: 
Provides the ability to extract service data based on a user-defined 
date range.  The service data, which contains all the key details about 
the service, is saved in a comma delimited file that can be imported 
into other programs such as Excel for the Centers' internal reporting 
needs. Note: users have the option of encrypting the clients' case 
numbers or including the actual case numbers in the output file.   
Notes: 
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Reference Reporting Rating 
RP-210 IDD Targeted Case Management Service Report:  This report provides 

a tool for providers to manage the IDD Targeted Case Management 
(TCM) Type A and Type B services that have been delivered in a 
given month. It shows clients who haven't received any IDD services 
for the month, those who have received Type B service(s), but no 
Type A and those that have received both Type A and Type B 
services.  In addition, Center-wide, year-to-date totals are included on 
the report to show how many Type A and B services have been 
delivered for the fiscal year. 
Notes: 

RP-220 Ability to produce IDD Services Waiver Reports based on each 
service’s elements; ex. Bundling staff Respite services into single 
event, calculating half and whole day units for Dayhab, and billing 
staff time rather than client time for transportation. 
Notes: 

RP-230 Outstanding Services Report:  Provides service/billing details on 
claims that still have a balance due.  Note: this report can be filtered 
on client, payer, service, program, provider and date range. 
Notes: 

RP-240 Payer Revenue Report:  This report is used to show the total amount 
of dollars received from a payer for a given service or claim date 
range, payment date range, tender number, receipt ID or 
Comment/EOB. The report can be run to show subtotals by case 
number and/or by payer and program 
Notes: 

RP-250 Authorized CANS and ANSA Records by Entry Date:  Concise report 
of CANS and ANSAs assessments that have been entered into the 
system and fully authorized within a user-defined date range.  Shows 
which service package was assigned to the client. 
Notes: 

RP-260 Service Entry Lag Time:  Provides statistics on the lag time between 
when an Individual Service was provided and when it was entered into 
the system.  Can group the report in the following two ways: 
 by the staff that entered the service
 by the provider who provided the service and the staff that

entered the service.
Notes: 

RP-270 Unapplied Payments:  A report that lists payments that have been 
recorded in the system, but have not been fully applied to claims 
resulting in an “unapplied balance” for the payment. 
Notes: 
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Reference Technical Rating 
TC-010 System is Meaningful Use Stage 3 Certified. 

Notes: 

TC-020 If a patient portal is included as part of the system, ability to deny 
access to the patient portal on a client by client basis. 
Notes: 

TC-030 Ability to send and receive faxes within the system. 
Notes: 

TC-040 Vendor provides an option for system to be hosted on servers 
purchased and managed by the vendor and delivered to Center staff 
via secure internet protocols.  As a separate option, system can also be 
hosted on Center network.  In the Pricing section of the RFP response, 
please describe the cost implications of these two options. 
Notes: 

TC-050 For either a vendor-hosted or Center-hosted solution, vendor is able to 
provide solutions or specific recommendations for Center’s network 
security to ensure the overall system’s security in terms of HIPAA 
compliance and vulnerability protection.  Please describe these 
solutions or recommendations. 
Notes: 

TC-060 Use of industry accepted application privacy and security features, 
including those related to multi-factor authentication, authorization, 
non-repudiation, encryption in transit, encryption at rest and secure 
coding practices that prevent common application level attacks such as 
SQL-Injection and/or buffer override.  Please describe these features. 
Notes: 

TC-070 System’s data is secure in accordance with National Institute of 
Standards and Technology standard SP 800-66 Revision 1.  
Notes: 

TC-080 For vendor-hosted solution, all of system’s data is stored at locations 
inside of the United States. 
Notes: 

TC-090 Runs on an operating system supported by VMWare, Microsoft 
HYPER-V, and KVM. 
Notes: 

TC-100 If not browser-based, runs on a system that is run on, or can be 
integrated with currently supported Microsoft Desktop Operating 
systems. 
Notes: 

63



Reference Technical Rating 
TC-110 Runs on mainstream browsers.  Please list supported browsers. 

Notes: 

TC-120 If server-based (and hosted by Center), system runs on Windows 2016 
Server or newer and uses or is compatible with MS SQL Server 2012 
or newer. 
Notes: 

TC-130 A recommended approach for data backup, file retention timelines, 
and file retrieval is provided.  Please describe the recommended 
approach(es). 
Notes: 

TC-140 Ability to work offline when not able to connect to Internet, 
temporarily store information, and forward it to the server when able 
to connect.  Please list the system functionality that is available when 
working in this offline mode. 
Notes: 

TC-150 Ability for Center staff to create forms that may be assessments, 
consents, and other types of forms.   
 Please describe the tools provided to create forms and level of

expertise that would be required for Center staff to create these
forms.

 Please describe how Center-developed forms would be
incorporated into the system’s interface.

Notes: 

TC-160 For Center-created forms, ability for the Center to define lead times on 
a form-by-form basis to alert staff when these forms are due to provide 
staff with time to complete the forms on or before the due date. 
Notes: 

TC-170 Ability for the Center to define processes that may or may not be 
based on forms contained in the system.  Ability to alert staff when 
these processes are due with Center-defined lead times to provide staff 
with time to complete the processes. 
Notes: 

TC-180 For Center-defined processes, ability to indicate that the processes 
have been completed so that alerts can be suppressed. 
Notes: 

TC-190 Ability to bundle multiple separate forms together to create packets. 
Screens for entering these packets can be grouped together. 
Notes: 

TC-200 Packets of forms that have been bundled together can be printed 
together as a packet. 
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Reference Technical Rating 
Notes: 

TC-210 Ability to define Security Templates.  Staff assigned to a Security 
Template inherit the attributes of the Security Template. 
Notes: 

TC-220 Security Template settings provide the following capabilities: N/A 
Notes: 

TC-220.010 Access to specific modules 
Notes: 

TC-220.020 Access to specific reports 
Notes: 

TC-220.030 Add/Edit/Delete/View privileges by module 
Notes: 

TC-220.040 Interface navigation 
Notes: 

TC-220.050 Access to specific subsets of clients or universal access to clients 
Notes: 

TC-230 Workflows can be defined that prompt the user through multiple 
modules that may be required to perform a given function for a client. 
Notes: 

TC-230.010 If a workflow isn’t completed, an alert is sent to the user to 
complete the workflow. 

Notes: 

TC-240 System functionality is available on a tablet computer.  If not all 
system functionality is available, please list the functionality that is 
available. 
Notes: 

TC-240.010 List tablet allowable operating systems and browsers N/A 
Notes: 

TC-250 System functionality is available on a mobile phone.  If not all system 
functionality is available, please list the functionality that is available. 
Notes: 

TC-250.010 List mobile phone allowable operating systems and browsers N/A 
Notes: 

TC-260 Integrate with email and calendaring applications like Microsoft 
Outlook.  Please list the applications with which your system 
integrates. 
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Reference Technical Rating 
Notes: 

TC-270 Integrate with intranet applications such as SharePoint.  Please list the 
applications with which your system integrates. 
Notes: 

TC-280 Provide separate environments so the application can operate in a 
Live, Train, and Test mode.  In the Pricing section of the RFP 
response, please list any cost implications generated by these multiple 
environments. 
Notes: 

TC-290 Ability for system to send a text to client when the staff is ready to see 
him/her for an appointment.  In the Pricing section of the RFP 
response, please describe any costs associated with sending texts to 
the client for this purpose. 
Notes: 

TC-300 System automatically generates transactions to send to the Texas 
Health and Human Services Commission’s CARE and CMBHS 
systems.  Please list all transaction types that are automatically 
generated for these two systems. 
Notes: 

TC-310 System uses available state-created web services for CMBHS 
transactions.  If system isn’t currently utilizing these web services, 
does the system have any limitations that prevent the use of them? 
Notes: 
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Form Samples 

IDD Person-Directed Plan (PDP) 
Page 1 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD HCS/TxHmL Individual Plan of Care (IPC) 
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IDD HCS/TxHmL Individual Plan of Care (continued) 
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IDD HCS/TxHmL Individual Plan of Care (continued) 
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IDD HCS/TxHmL Individual Plan of Care (continued) 
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IDD HCS/TxHmL Individual Plan of Care (continued) 

Page 5 



78

IDD Implementation Plan 
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IDD Comprehensive Nursing Assessment 
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IDD Comprehensive Nursing Assessment (continued) 

Page 2 



81

IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 
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IDD Comprehensive Nursing Assessment (continued) 

Page 15 



94 

IDD Comprehensive Nursing Assessment (continued) 
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MHMR Authority of Brazos Valley 
NURSING FOCUSED ASSESSMENT 

INDIVIDUAL NAME:  CASE #: 
DATE:  KNOWN ALLERGIES: 
SEIZURE ACTIVITY: YES NO TYPE 
MR DIAGNOSIS:  MILD  MODERATE  SEVERE  PROFOUND 
MH DIAGNOSIS:  YES  NO: DX: 
DATE OF BIRTH SS # 
VITAL SIGNS WT: HT: B/P T: P: R: 
SKIN COLOR:  PALE  CYANOTIC  JAUNDICED  ERYTHEMA 

 MOTTLING  ASHEN  CAROTUBENUA  NORMAL 
TEMPERATURE:  WARM  COOL  COLD  DRY 

 MOIST  DIAPHORETIC 
TURGOR  GOOD  FAIR  POOR 
INTEGUMENTARY  INTACT EDMEA  BURNS  BRUISES 

 LESIONS  DECUBITUS  PRESSURE AREAS 
BITES  INSECT  HUMAN  ANIMAL 

Indicate all findings by marking location on diagram and document size and appearance. 
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MHMR Authority of Brazos Valley 
NURSING FOCUSED ASSESSMENT 

INDIVIDUAL NAME:  CASE #: 

NEUROLOGICAL 
LOC Alert Lethargic Obtunded Unresponsive 
Oriented to Person Place Time 
Pupils Equal Yes No Specify: 
Pupils Reactive Yes No Specify: 
Motor Response Symmetrical Asymmetrical Weak Strong 

Specify: 
Paralysis: Yes No Specify: 

Seizures Yes No Specify: 

MUSCULOSKELETAL 
Ambulation Normal Impaired Specify: 
Weakness Yes No 
ROM Normal Limited Specify: 
Deformities Coatracture Location Specify: 
Gross asymmetry-of on side as compared-to-other Yes No 
Breasts Lumps Nipple Discharge Tenderness 

RESPIRATORY 
Respirations Regular Yes No Labored Yes No 
Chest Expansion Symmetrical Asymmetrical Productive Dry 

Describe: 
Cough Dry Productive Describe: 
Breath Sounds 
Audible in all lobes: 

Yes No  Rales Rhonchi Wheezing Other 

Specify: 

CARDIOVASCULAR 
Heart tones Audible  Yes No Regular Yes   No Other 

Specify: 

Pulse Equal Yes No 
Quality Bounding Normal Weak/Thready 
Right Distal Extremity Warm Cold Pink Blanched Other 

Specify: 
Pedal Palpable Yes No Equal  Yes No  
Quality Bounding Normal Weak/Thready 
Left Distal Extremity Warm Cold  Pink Blanched Other 

Specify: 
Pedal Palpable  Yes No Equal Yes  No 

Bounding Normal Weak//Thready 
Venous Dependent Edema Yes No 

GASTROINTESTINAL 
Abdomen Soft Firm Rigid Distended 
Bowel Sounds Normal Hyperactive Hypoactive Absent 
Gi Tract Other Specify: 
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MHMR Authority of Brazos Valley 
NURSING FOCUSED ASSESSMENT 

INDIVIDUAL NAME:  CASE #: 

PAIN 
Specify Using Person’s Own Words 
Location 
Duration 
Intensity 
Radiating 
Precipitating Factors 
Relieved By 
No Pain 

FEET 
Abnormal Swelling Yes No 
Skin Supple  Yes No 
Skin Cracked or Breaking Yes No 
Ulcers Present  Yes No 
Fungus Present Yes No 
S/S of Ingrown Toenails Yes No 
Are Nails Painful When Pressed  Yes No 
Dampness Between Toes Yes No 

HEAD 
Headache Yes No 
Trauma to Head or Face Yes No 
Sinus Pain Yes No 
Scalp Infestations Yes No 

EARS 
Tinnitus Yes No 
Hearing Loss Yes No 
Earaches Yes No 
Discharge Yes No 
Infections Yes No 

ADDITIONAL AIDES 
(i.e. hearing aide, glasses, walker, wheelchair, cane, dentures, potty chair) 

1. Hearing aide 5. Walker 
2. Glasses 6. Dentures 
3. Wheel chair 7. Potty Chair 
4. Cane 8. Other 

GENERAL APPEARANCE 

_________________________________________________ ______________________________ 
Licensed Nurse  Date 
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MHMR Authority of Brazos Valley Military History Tracking Form 

Client Name: Case #: 

Question  Description 
Client/LAR/Guardian Response (check 
the appropriate response)  Required  Notes 

"Have you or a member 
of your immediate 
household served in the 
military?" 

Relationship   0 ‐ None 
 1 ‐ Self 
 2 ‐ Mother 
 3 ‐ Father 
 4 ‐ Spouse 
 5 ‐ Stepmother 
 6 ‐ Stepfather 
 7 ‐ Sibling 
 8 ‐ Aunt/Uncle 
 9 ‐ Grandparent 
 12 ‐ Child 
 20 ‐ Other 

Y 

"Which Branch?" 
Military Service 
(Branch) 

 0 ‐ None 
 1 ‐ Army 
 2 ‐ Navy 
 3 ‐ Air Force 
 4 ‐ Marines 
 5 ‐ Coast Guard 
 6 ‐ National Guard 
 7 ‐ Unknown 

Y 

"Still active?" 

Military Status   1 ‐ Active 
 2 ‐ Reserve 
 3 ‐ Discharged 
 4 ‐ Retired 
 5 ‐ Unknown 

Y 

Did you serve in any of 
the following theaters.  
If yes, indicate which 
one. 

Period of Service 
(Most Recent) 

 0‐ No 
 1 ‐ WW II (1941 ‐ 1946) 
 3 ‐ Korean Conflict (1950 ‐ 1955) 
 4 ‐ Vietnam Era (1964 ‐ 1975) 
 5 ‐ Persian Gulf (1990 ‐ Present) 

Y 

"Where in the Persian 
gulf?" 

Persian Gulf Area 
(Most Recent) 

 1 ‐ Iraq (OIF) 
 2 ‐ Afganistan (OEF) 

Y, If field 4 is 5 

"Do you have a service 
connected disability?" 

Service Connected 
Disability? 

 Y ‐ Y 
 N ‐ N 
 U ‐ Unknown 

Y, If field 1 is 1 (Self) 

"What percent?" 
Percentage Disability 
Reported 

Only applies if Field 
1 is 1 (Self) 

 Of the person with 
Military History if 
relationship is other 
than self 

Comments  N 

Served Last Name  N 

Served First Name  N 

Date Served From  N 

Date Served Thru  N 

Date Data Entered  Y 

Staff Entering Data  Y 



COLUMBIA-SUICIDE SEVERITY RATING SCALE 
Screen Version - Recent  
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SUICIDE IDEATION DEFINITIONS AND PROMPTS 
Past 

month 

Ask questions that are bolded and underlined.  YES NO 

Ask Questions 1 and 2  

1) Wish to be Dead:

Have you wished you were dead or wished you could go to sleep and not wake up? 

2) Suicidal Thoughts:

Have you actually had any thoughts of killing yourself? 

If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6. 

3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act):

E.g. “I thought about taking an overdose but I never made a specific plan as to when where or 
how I would actually do it….and I would never go through with it.” 

Have you been thinking about how you might do this?  

4) Suicidal Intent (without Specific Plan):

As opposed to “I have the thoughts but I definitely will not do anything about them.”

Have you had these thoughts and had some intention of acting on them? 

5) Suicide Intent with Specific Plan:

Have you started to work out or worked out the details of how to kill yourself? Do 
you intend to carry out this plan? 

6) Suicide Behavior Question:

Have you ever done anything, started to do anything, or prepared to do anything to 
end your life? 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

If YES, ask: Was this within the past three months? 

YES NO 



MHMR AUTHORITY OF BRAZOS VALLEY       CLIENT NAME:________________ 
CLIENT NUMBER:_______________ 

FORM: 2.6 
Consent to Treatment with 
Psychoactive Medication 
************************************************************************ 

To treat my mental disorder, Dr._____________________ has recommended that I take, or continue to 
take_____________________________________________________________________________ 

Name of Medication 

I have been informed that, in my doctor's opinion, this type of medication is the most effective available therapy for 
improving/preventing a relapse of my mental disorder.  I have received a complete explanation about this medication in simple and 
non-technical language that included: 

(1) The nature of my mental and physical condition;
(2) The expected beneficial effects on my condition as a result of treatment with the medication.
(3) The probable mental health consequences of not taking medication, including the occurrence, increase or recurrence of

symptoms of mental illness;
(4) The existence of generally accepted alternative forms of treatment, if any, that could reasonably be expected to achieve the

same benefits as the medication and why my physician rejects the alternative treatment;
(5) A description of the proposed course of treatment with the medication, including any necessary evaluations and lab work;
(6) The fact that side effects of varying degrees of severity are a risk of all medications & that some have potential for addiction.
(7) The relevant side effects of the medication being prescribed are explained, including:

(a) any side effects that are known to frequently occur in most individuals;
(b) any applicable Food and Drug Administration (FDA) warnings;
(c) any side effects to which I may be predisposed; and
(d) the nature and possible occurrence of the potentially irreversible symptoms of  tardive dyskinesia in some

individuals taking neuroleptic medication in large dosages and/or over long periods of time.
(8) The need to advise staff immediately if any of these side effects occur;
(9) An instruction that I may withdraw consent at any time without negative actions on the part of staff;
(10) An offer to answer any questions concerning my treatment;
(11) If applicable, it has been explained to me that at times medications are used to address psychiatric symptoms, which have

not been specifically approved by the FDA for this use. I have been given specific information explaining the risks and
benefits of this medication and have been given the opportunity to ask questions about the use of the medication(s).

(12) For pregnant or nursing mothers:  I have been given specific information explaining the risks and benefits of these
medications to my unborn or nursing child. I was given the opportunity to ask questions and I do understand the risks and
benefits associated with my use of the medication(s).

(13) That use of drugs (legal, illegal, street, prescribed, not prescribed, over the counter, alcohol, and supplements) can cause
dangerous interactions.  I have been informed of the need to tell my prescriber of everything I am taking.

I also acknowledge that any applicable special warnings (page 2) have been reviewed with me, and I have also received printed 
information that summarizes specific information regarding the psychoactive medications(s) for which I have given consent.  Based 
upon this explanation, I hereby consent to treatment with a specific psychoactive medication as indicated.  I understand that I may 
withdraw this consent at any time. 
_________________________________________   _______________________________ 
Client/Patient/Legal Representative       Date 

_________________________________________  _______________________________ 
Physician, P.A., APN, RN, or LVN Giving Explanation/Title Date 

_________________________________________   _______________________________ 
Signature of Treating Physician to confirm explanation was given   Date 
CONSENT FOR TREATMENT INVOLVING A MINOR: 
If this consent is for treatment of a minor under Section 35.01, Texas Family Code, the following information must be 
provided: 
a) Name of one or both parents, if known:________________________________________________
b) Name of legally authorized representative of minor, if appointed:  ___________________________
c) Date on which treatment is to begin: __________________________________________________
WITHDRAWAL OF CONSENT FOR MEDICATION:
I formally withdraw my consent for ______________________________________________________

Name of Psychoactive Medication 
___________________________________           _____________________________________ 
Patient Signature                                  Date Witness                                    Date 
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MHMR AUTHORITY OF BRAZOS VALLEY       CLIENT NAME:________________ 
CLIENT NUMBER:_______________ 

FORM: 2.6 
Consent to Treatment with 
Psychoactive Medication 
************************************************************************ 
 
Name Case Number  __________________           

 
Specific Warnings 

IMPORTANT NOTE: This is a summary and does not contain all possible information about these 
medications or side effects. For complete information, ask your health care professional. 
Always seek the advice of your health care professional if you have any questions. By signing 
the front of this form, you are acknowledging that the medical staff has reviewed with you any 
applicable specific warnings as listed below: 

Antidepressants.  These medications are used to treat a variety of conditions, including 
depression and other mental/mood disorders. These medications can help prevent suicidal 
thoughts/attempts and provide other important benefits. However, studies have shown that a 
small number of people (especially people younger than 25) who take antidepressants for any 
condition may experience worsening depression, other mental/mood symptoms, or suicidal 
thoughts/attempts.  

Tell the nurse or prescribing professional immediately if you notice worsening 
depression/other psychiatric conditions, unusual behavior changes (including possible suicidal 
thoughts/attempts), or other mental/mood changes (including new/worsening anxiety, panic 
attacks, trouble sleeping, irritability, hostile/angry feelings, impulsive actions, severe 
restlessness, very rapid speech). Be especially watchful for these symptoms when a new 
antidepressant is started or when the dose is changed.  

 Antipsychotics/Neuroleptics.  These medications may produce persistent involuntary movements of 
the face and mouth and at times similar movements of the hands and feet (tardive dyskinesia). 
 In some instances these symptoms may be irreversible and may appear after the medication is 
stopped.  This side effect is usually associated with taking the medication for more than 
three months and can be minimized by lowering the dosage of the medication and minimizing the 
use of other medications.  Periodic examinations will be conducted to see if such involuntary 
movements have developed. 

Other side effects may include muscle stiffness, weight gain, sedation, heart rhythm problems, 
restlessness, tremors, increase in cholesterol, and a possible association with the 
development of diabetes. They may also cause an increase in risk of death when taken by 
elderly individuals with dementia. 

 Anticonvulsants.  These medications may possibly increase the risk for suicidal behavior and 
ideation.  Tell the nurse or prescriber immediately if you notice worsening depression/other 
psychiatric conditions, unusual behavior changes (including possible suicidal 
thoughts/attempts), or other mental/mood changes.  Your nurse and prescriber will discuss with 
you other risks, including potential for liver problems, pancreatitis, immune system problems, 
need for blood work, severe rashes, risks if you become pregnant, and other potential side 
effects that may be related to the specific medication your prescriber has recommended. 

 Stimulants.  These highly controlled substances may cause agitation, mood swings, mania, 
suicidal ideation, depression, hallucinations, elevated heart rate, elevated blood pressure, 
heart rhythm problems.  Please notify your physician or prescriber of any family history of 
sudden cardiac death prior to age 30 and of any personal history of heart problems.  These 
medications can be abused, and must be monitored carefully. 2 
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MHMR AUTHORITY OF BRAZOS VALLEY PATIENT:______________________ 

CONSENT  FOR  TELEMEDICINE     FORM: 2.8 CASE #_________________________ 
************************************************************************************** 

Developed: 4/15/08 

I have been asked by my mental health care provider to take part in a Telemedicine consultation. This will be 
provided by the staff of Mental Health Mental Retardation Authority of Brazos Valley. The purpose is to 
assess my medical condition. This is done through a two-way audio/video link up with a health care provider 
at another location. 
I understand that: 

I, my health care provider, or both of us will talk through the audio/video link with the health care 
provider. 

1. Some parts of a physical exam may be completed. I can ask that the exam and/or audio/video link
be stopped at any time.

2. I understand that this procedure will be done through a two-way audio/video link. I know that it will be
equal to a face-to-face visit with my health care provider.

3. I understand that there are possible risks with the use of this new technology. These include, but are
not limited to:

• Interruption or disconnection of the audio/video link
• A picture that is not clear enough to meet the needs of the consultation.
• The audio/video link is conducted through the Internet. There is a small chance that

someone could tap into this consultation.
If any of these risks occur, the procedure might need to be stopped. 

5. I authorize the release of any relevant medical information that pertains to me to the health care
provider contracted with by MHMRABV.   This information may include my name, age, birth date, or
other information that is necessary to conduct this Telemedicine consultation.

6. I understand that this consultation will become part of my medical record kept by Mental Health Mental
Retardation Authority of Brazos Valley. This consultation may be recorded and used for evaluation. I
consent to such use. Any recorded images will not be used outside of the health care setting without
my prior written consent.

7. I understand that I will not receive any royalties or other compensation for taking part in this
Telemedicine consultation.

8. I understand that I must give my informed consent to participate in this consultation.

I certify that this form has been fully explained to me. I have read it or have had it read to me. I understand 
its contents. I volunteer to participate in Telemedicine consultation services with MHMR Authority of Brazos 
Valley.   I authorize MHMR Authority of Brazos Valley’s health care providers to perform procedures that may 
be necessary for my current medical condition. 

Signature of Patient:  _______________________________  Date:___ ____  

The above release is given on behalf of patient, because he/she is a minor or has been determined unable to 
give medical consent. 

Signature of Parent or Legal Guardian:  ____________________________  Date: ______ 

Relationship to Patient:______________ 

Signature of Witness:  __________________________________________  Date:  _____ 
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

Date of Birth: _______________  SSN#:  __________________________ County of Residence: __________________________  

Address: ______________________________________ City/State: ________________________ Zip Code: ________________ 

Primary Phone #: _________________  Other Phone #: ____________________  Marital Status:  _________ Gender:  M or  F 

Ethnic Group:  ______________  Guardianship Status:  ______________ Language:    English    Spanish   Other:___________ 

Emergency Contact: ________________________________ Phone #:____________________  Relationship: _________________ 

Military:     No        Yes Service Group:    MH    IDD    C/Y    COPSD      

Family size:_______  Annual Income: ________________ Source of Income: _________________ Verified:     No   Yes     

Name of Insurance Provider:__________________________Policy #:________________________Group #:__________________ 

Name of Policy Holder: _____________________________  Policy Holder DOB and SSN#:________________________________ 

Staff 
ID 

Program 
Code 

SAC  Time Setting Location Appt Code Recipient  Code Mode Crisis 

□ 111 □1505CAD
□211 □2505CAD
□1505 □1505SFA
□2505 □2505SFA
□1505FA
□2505FA

Begin 
Time 

End Time 

□ Office
□ Home
□ Other
□ Ext

□ Hospital
(Admitted)
□ EmergRm
□ Jail
□ JDC

□ Scheduled
□ Non
Scheduled
□ Cancelled
□ No- Show

□ Client and/or
Collateral
□ Family Collateral
□ Legal
Guardian/Primary
Care Giver
□ Other Collateral

□ Face

□ 
Phone 

□ No

□Yes

Call Received at: ______  From: ____________________  Time Arrived: ________  Location: __________________________________ 

Source of Information:__________________________________   Emergent   Urgent   Routine     

Consumer Rights Given Prior To Screening:   No   Yes    

Behavioral Description of the Presenting Problem:______________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

SUICIDAL IDEATION 

Ask questions 1 and 2.  If both are negative, proceed to “Suicidal Behavior” section. If the answer to question 2 is “yes”, ask 
questions 3, 4 and 5.  If the answer to question 1 and/or 2 is “yes”, complete “Intensity of Ideation” section below. 

Lifetime: Time 
He/She Felt 

Most Suicidal 

Past 1 
month 

1. Wish to be Dead
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up. 
Have you wished you were dead or wished you could go to sleep and not wake up? 

If yes, describe: 

Yes    No 
□  □ 

Yes     No 
□  □ 

2. Non-Specific Active Suicidal Thoughts 
General non-specific thoughts of wanting to end one’s life/commit suicide (e.g., “I’ve thought about killing myself”) without 
thoughts of ways to kill oneself/associated methods, intent, or plan during the assessment period. 
Have you actually had any thoughts of killing yourself? 

If yes, describe: 

    Yes    No 
   □ □ 

Yes     No 
□  □ 

3. Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act
Subject endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different 
than a specific plan with time, place or method details worked out (e.g., thought of method to kill self but not a specific plan).
Includes person who would say “I thought about taking an overdose but I never made a specific plan as to when, where or 
how I would actually do it…and I would never go thought with it.” 
Have you been thinking about how you might do this?

If yes, describe: 

    Yes      No 
 □ □ 

Yes     No 
□  □ 

4. Active Suicidal Ideation with Some Intent to Act, without Specific Plan 
Active suicidal thoughts of killing oneself and subject reports having some intent to act on such thoughts as supposed to “I 
have the thoughts but I definitely will not do anything about them.” 
Have you had these thoughts and had some intention of action on them?

If yes, describe: 

   Yes      No 
□  □ 

Yes     No 
□  □ 

5. Active Suicidal Ideation with Specific Plan and Intent
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to carry out this plan? 
Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan?

If yes, describe: 

   Yes       No 
 □ □ 

Yes     No 
□  □ 

INTENSITY OF IDEATION 
The following features should be rated with respect to the most severe type of ideation (i.e., 1-5 from above, with 1 being the least 
severe and 5 being the most severe). Ask about time he/she was feeling the most suicidal.  

Lifetime - Most Severe Ideation:  _______         ________________________________________ 
      Type # (1-5)         Description of  Ideation 

Recent - Most Severe Ideation:  _______          ________________________________________ 
  Type # (1-5)    Description of  Ideation 

Most  
Severe 

Most 
Severe 

Frequency 
How many times have you had these thoughts?  

(1) Less than once a week    (2) Once a week   (3)  2-5 times in week    (4) Daily or almost daily    (5) Many times each day ____ ____ 
Duration 
When you have the thoughts how long do they last? 

(1) Fleeting - few seconds or minutes (4) 4-8 hours/most of day
(2) Less than 1 hour/some of the time (5) More than 8 hours/persistent or continuous 
(3) 1-4 hours/a lot of time

____ ____ 

Controllability 
Could/can you stop thinking about killing yourself or wanting to die if you want to? 

(1) Easily able to control thoughts (4) Can control thoughts  with a lot of difficulty 
(2) Can control thoughts with little difficulty  (5) Unable to control thoughts 
(3) Can control thoughts with some difficulty (0) Does not attempt to control thoughts 

____ ____ 

Deterrents 
Are there things - anyone or anything (e.g., family, religion, pain of death) - that stopped you from wanting to die or acting on 
thoughts of committing suicide? 

(1) Deterrents definitely stopped you from attempting suicide (4) Deterrents most likely did not stop you
(2) Deterrents probably stopped you (5) Deterrents definitely did not stop you
(3) Uncertain that deterrents stopped you (0) Does not apply 

____ ____ 

Reasons for Ideation 
What sort of reasons did you have for thinking about wanting to die or killing yourself?  Was it to end the pain or stop the way 
you were feeling (in other words you couldn’t go on living with this pain or how you were feeling) or was it to get attention, 
revenge or a reaction from others? Or both? 

(1) Completely to get attention, revenge or a reaction from others       (4) Mostly to end or stop the pain (you couldn’t go on 
(2) Mostly to get attention, revenge or a reaction from others   living with the pain or how you were feeling) 
(3) Equally to get attention, revenge or a reaction from others  (5) Completely to end or stop the pain (you couldn’t go
on

   and to end/stop the pain      living with the pain or  how you were feeling) 
 (0) Does not apply 

____ 

____ 
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

SUICIDAL BEHAVIOR 
(Check all that apply, so long as these are separate events; must ask about all types) 

Lifetime 
Past 3 

months 

Actual Attempt:  
If yes, describe: 

Has subject engaged in Non-Suicidal Self-Injurious Behavior? 

Yes     No 
□  □ 

Total # of 
Attempts 

______ 
Yes     No 

□  □ 

Yes     No 
□  □ 

Total # of 
Attempts 

______ 
Yes     No 

□  □ 
Interrupted Attempt:   
Has there been a time when you started to do something to end your life but someone or something stopped you before you actually did 
anything? 
If yes, describe: 

Yes      No 
□  □ 

Total # of 
interrupted 

______ 

Yes      No 
□  □ 

Total # of 
interrupted 

______ 

Aborted or Self-Interrupted Attempt:   
Has there been a time when you started to do something to try to end your life but you stopped yourself before you actually did anything? 
If yes, describe: 

Yes      No 
□  □ 

Total # of 
aborted or 

self-
interrupted 

  _____ 

Yes      No 
□  □ 

Total # of 
aborted or 

self-
interrupted 

  ______ 

Preparatory Acts or Behavior: 
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as 
assembling a specific method (e.g., buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a 
suicide note).  
Have you taken any steps towards making a suicide attempt or preparing to kill yourself (such as collecting pills, getting a gun, giving 
valuables away or writing a suicide note)? 
If yes, describe: 

Yes      No 
□  □ 

Total # of 
preparatory 

acts 
______ 

Yes      No 
□  □ 

Total # of 
preparatory 

acts 
______ 

Most Recent 
Attempt 
Date: 

Most Lethal     
Attempt 
Date: 

Initial/First 
Attempt 
Date: 

Actual Lethality/Medical Damage:  
0. No physical damage or very minor physical damage (e.g., surface scratches).
1. Minor physical damage (e.g., lethargic speech; first-degree burns; mild bleeding; sprains). 
2. Moderate physical damage; medical attention needed (e.g., conscious but sleepy, somewhat responsive; second-degree 

burns; bleeding of major vessel).
3. Moderately severe physical damage; medical hospitalization and likely intensive care required (e.g., comatose with reflexes 

intact; third-degree burns less than 20% of body; extensive blood loss but can recover; major fractures). 
4. Severe physical damage; medical hospitalization with intensive care required (e.g., comatose without reflexes; third-degree 

burns over 20% of body; extensive blood loss with unstable vital signs; major damage to a vital area).
5. Death

Enter Code 

______ 

Enter Code 

______ 

Enter Code 

______ 

Potential Lethality: Only Answer if Actual Lethality=0 
Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical damage, had 
potential for very serious lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying 
on train tracks with oncoming train but pulled away before run over). 

0 = Behavior not likely to result in injury 
1 = Behavior likely to result in injury but not likely to cause death 
2 = Behavior likely to result in death despite available medical care 

Enter Code 

______ 

Enter Code 

______ 

Enter Code 

______ 

What is the Safety Plan for suicidal/homicidal ideations and/or access to weapons? 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

Mental Status Exam 

Appearance:   Appropriate   Disheveled   Bizarre         Other____________________  
Speech:    Clear   Pressured   Slow     Non-verbal     Other____________________ 
Consciousness:   Alert   Distracted   Confused     Intoxicated     Other____________________ 
Judgment:   Adequate   Poor   Inconsistent     Impulsive     Other____________________ 
Motor Behavior:   Appropriate   Restless   Lethargic     Sleepy     Other____________________ 
Thought Content:   Coherent   Loose    Tangential     Disorganized       Flight of ideas 

  Other _______________________________________________________________________________ 
Mood:    Appropriate   Euthymic   Irritable     Hostile       Depressed 

  Anxious   Other_________________________________________________________________ 
Affect:    Congruent   Labile   Flat     Blunted        Excitable  
Insight:    Good   Fair    Poor     Blaming Others 
Memory:   Immediate   Recent   Remote 
Intellectual Functioning:   Average   Below Average    Above average  
Hallucinations:   None    Auditory   Visual      Olfactory      Gustatory    Command 
Delusions:   None   Somatic   Grandiose      Paranoid 
Orientation:   Person   Place    Time       Situation 
Appetite:   Unchanged   Increased   Decreased 
Sleep:    Unchanged  Increased   Decreased 

Substance Use:  Client reports not using any substances. 
Types of Substance Used: Last Used: Frequency: Amount used: 
Alcohol
Amphetamines
Benzodiazepines
Cannabis
Cocaine
Opiates
PCP
Other

Psychiatric, Medical, and Social History: 
Family History of Mental Illness?  No   Yes:________________________________________________________________ 
Trauma:  Sexual    Violence  Accident  Neglect 
Relevant Previous Psychiatric History and Treatment:    Denies previous treatment 

Current Diagnostic Impression: _____________________________________________________________________________ 
Outpatient: _____________________________________________________________________________________________ 
Psychiatric Hospitalizations:   ASH year:_______      Other & year:________________________________________________ 

  Denies any Medical Problems 
Current Physical Concerns:_____________________________________________________________________________________ 

  Cancer    Diabetes    HBP    Heart problems    Seizures    Allergies: _______________   Other:______________________ 

Current Medications Dosage Frequency Doctor
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

Criminal Justice Involvement:   No   Yes   Name of P.O./County:_______________________________________________ 
Criminal Charges Pending:  No   Yes   Describe: _________________________________________________________ 

Services Requested By: (Include Names and Titles of Persons Involved)  
Individual:_________________________________________________________________________________
_________________________________________________________________________________________ 

Family Response:_____________________________________________________________________________ 
__________________________________________________________________________________________ 
Other Agencies Involved and Responses: (TDFPS, Law Enforcement, Medical Staff, etc.) 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Preliminary Treatment or Action Plan: 
(Include Recommendations for Least Restrictive Treatment Alternative/Environment, and all actions used to address the presenting 
problem.) 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Disposition:

_____________________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 

Crisis ANSA (Adult Needs and Strengths Assessment) or CANS (Child and Adolescent Needs and Strengths) Assessment 
Domains: 
Adults: 
Suicide Risk   0 1 2 3 * Specify self-care issues 

Ideation   0 1 2 3 ___________________________ 
 Intent 0 1 2 3 

Planning  0 1 2 3          ___________________________ 
 History 0 1 2 3 
Danger to Others  0 1 2 3          ___________________________ 
Self-care* 0 1 2 3  
Cognition   0 1 2 3          ___________________________ 
Substance Use 0 1 2 3 
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MHMR AUTHORITY OF BRAZOS VALLEY  CLIENT NAME:  ____________________________________ 

Crisis Screening Form   CLIENT NUMBER: ____________________________________ 
 DATE: _____________________________________________ 

……………………………………………………………………………………………………………………………………………………………… 

Revised 5/11/2017 

Psychosis 0 1 2 3  

Children and Youth: 
Suicide Risk 0 1 2 3 
Self-Mutilation 0 1 2 3 
Other Self Harm 0 1 2 3 
Danger to Others 0 1 2 3 
Psychosis 0 1 2 3 
Fire Setting 0 1 2 3 

Planning 0 1 2 3 
Substance Abuse 0 1 2 3

Referral: Type:

  Psychiatric Hospital Name:   POEC 

  OSAR   EDW 

  MHMR outpatient services   OPC 

  Community outpatient services and resources   Voluntary 

____________________________________ ____________________________________        ________________ 
Signature and Credentials   Printed Name  Date 
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MHMRABV Recovery Plan Crisis Services (LOC 0) Form: 4.1 

Client Name: __________________________________________  Client #: ________________________________ 

Date: __________________________________  Medicaid #: _____________________________ 

Presenting Problem: ____________________________________________________________________ 

Substance Use Issue:  Yes  No  If yes, describe: _______________________________________ 

Physical Health Issues: Yes  No  If yes, describe: _______________________________________ 

1.) Barrier/Need (from ANSA):______________________________________________________________________ 

a. Strengths: ____________________________________________________________________________

b. Goal: ________________________________________________________________________________

c. Target Completion Date: ________________________________________________________________

i. Objective: ______________________________________________________________________

ii. Objective: ______________________________________________________________________

2.) Barrier/Need (from ANSA):______________________________________________________________________ 

a. Strengths: ____________________________________________________________________________

b. Goal: ________________________________________________________________________________

c. Target Completion Date: ________________________________________________________________

i. Objective: ______________________________________________________________________

ii. Objective: ______________________________________________________________________

3.) Barrier/Need (from ANSA):______________________________________________________________________ 

a. Strengths: ____________________________________________________________________________

b. Goal: ________________________________________________________________________________

c. Target Completion Date: ________________________________________________________________

i. Objective: _____________________________________________________________________

ii. Objective: ______________________________________________________________________

4.) Barrier/Need (from ANSA):______________________________________________________________________ 

a. Strengths: ____________________________________________________________________________

b. Goal: ________________________________________________________________________________

c. Target Completion Date: ________________________________________________________________

i. Objective: _____________________________________________________________________

ii. Objective: ______________________________________________________________________

Interventions: 

Crisis Intervention Services:  Frequency: ___Daily ____________Provided by: ________________________________ 

For Purpose of: _____________________________________________________________________________________ 

Pharmacological Management: Frequency: ___________________Provided by :_________________________________ 

For Purpose of: _____________________________________________________________________________________ 

Other:        Frequency: ___________________Provided by: _________________________________ 

For Purpose of: _____________________________________________________________________________________ 

109 



MHMRABV Recovery Plan Crisis Services (LOC 0) Form: 4.1 

Client Name: __________________________________________  Client #: ________________________________ 

Date: __________________________________  Medicaid #: _____________________________ 

Other:   Frequency : _________________ Provided by: __________________________________ 

For Purpose of: _____________________________________________________________________________________ 

Other:         Frequency: __________________ Provided by: _________________________________  

For Purpose of: _____________________________________________________________________________________ 

Topics Requiring Further Discussion and/or Services That I or My Recovery Facilitator Need to Explore 
Further (Address any areas identified in the Uniform Assessment which are not in the Plan, reasons for not including them at this 
time, and what, if any future actions will be taken to include them) 

LOC‐0    Authorization Period 7 days

Requested for client 
Yes/No 

Crisis Services Unit Type 

Crisis Intervention Services  15 min 

Psychiatric Diagnostic Interview 

Examination 

Event 

Pharmacological Management  Event (avg. event= 25 min per 
month 

Crisis Transportation (Event) Event 
Safety Monitoring 15 min 
Respite Services: Community-based 15 min 
Respite Services: Program-based (not in home) 1 bed day 
Crisis Follow-up and Relapse Prevention 15 min 

By my signature, I acknowledge that I participated in the development of this recovery plan and have received a copy 
of Recovery Plan and Resource List. 

Participant Signature: 
Date: 

Other Signature (specify): 
Date: 

Recovery Facilitator Signature and credentials: 
Date: 

Recovery Facilitator Name:  

Physician Signature and credentials: 
Date: 

Physician Name: 

110 



MHMR	AUTHORITY	OF	BRAZOS	VALLEY				 CLIENT	NAME:			Click here to enter text.
CHILD/YOUTH	CRISIS	AND	SAFETY	PLAN         FORM: 4.21     CASE	#:		Click here to enter text.

_______________________________________     ____________________________________ 
Client	 Date								 	Staff	 Date	

____________________________________________________	
Parent/LAR		 	Date	
Dev:	8/23/16	 file	in	Treatment	Plan	Section	

CHILD/YOUTH	CRISIS	AND	SAFETY	PLAN	
Youth	Name	&	Case	#:	
Click here to enter text.	

Date:	
Click here to enter 
a date.	

Type:	
Choose an item.	

Parent/LAR	Name:	
Click here to enter text.	

Phone:	
Click here to enter 
text.	

Address:	
Click here to enter text.	

Anticipated	Concerns:	(area	
of	risk	in	home,	school,	community,	
etc…)	

Click here to enter text.	

Warning	Signs:	(a	crisis	may
occur)

Click here to enter text.	

Strengths:	 Click here to enter text.	

Prevention:	(strength‐based
approaches	that	are	currently	useful	
to	the	family)	

Click here to enter text.	

Plan/Procedure:	
(recommended	interventions	for	
home,	school,	community,	etc…)	

Click here to enter text.	

Important	Contacts:	(names	
and	phone	numbers	of	who	to	
contact)	

Click here to enter text.	

Medications	and	other	
relevant	medical	info:	

Click here to enter text.	
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MHMR Authority of Brazos Valley 
DIAGNOSTIC FORM 

Client Name:  Case #:  Date:  Time:____am/pm 

Staff Completing Form:    Staff ID:   RU:  

Type:   I – Diagnostic Impression   O – Other Certified Diagnostician   P – LPHA 
Action:   I – Registration/Admission       2 – Re-evaluation       3 – Death      4 – Discharge       9 -  LOF 
Principal Diagnosis:   1 – Axis 1, Level 1 2 – Axis II, Level I 

AXIS I – CLINICAL SYNDROMES AND V CODES: 

1.

2.

3.

AXIS II – DEVELOPMENTAL DISORDERS AND PERSONALITY DISORDERS: 

1.

2.

3.

AXIS III – PHYSICAL DISORDERS AND CONDITIONS (ICD-9): 

1.

2.

3.

AXIS IV – PSYCHOSOCIAL AND ENVIRONMENTAL PROBLEMS (check each item which applies – minimum of one
item for MH diagnosis): 

A. Primary Support Group
B. Social Environment
C. Educational
D. Occupational
E. Housing
F. Economic
G. Access to Health Care Services
H. Interaction with Legal System
I. Other Psychosocial and Environmental
J. None of the Above

AXIS V – GLOBAL ASSESSMENT OF FUNCTIONING: Current:     Past Year:  _______ 

MR ONLY: ABL Code  Current:    0 – None  1 – Mild  2 – Moderate  3 – Severe  4 – Profound 
          Potential:    0 – None  1 – Mild  2 – Moderate  3 – Severe  4 – Profound 

MR ONLY: AAMD Class: Primary:     Secondary:   Tertiary:  
   Genetic Code:   Cranial Code:     Sensory Code:   ___   
   Perception Disorder Code:   Convulsive Disorder Code:     Psych Impair Code:  
   Motor Dysfunction Code:    Motor Dys Loc:    Motor Dys Severity:    
   IQ Test Score:     Name:   
   SQ Test Score:     Name:   

Responsible Staff Signature (include credentials)   Licensed Practitioner of Healing Arts Signature    



MHMR Authority of Brazos Valley 
DISCHARGE SUMMARY 

Client:  Case Number: 

Date of: Last Service Discharge Summary Completed 
Case Coordinator/Case Manager/Counselor: 
Type of Diagnosis: P I- Diagnostic Impression O - Other Diagnostician    P -LPHA

Action: 4 3 - Death 4 - Discharge

Principal Diagnosis: 1 1. Axis 1, Level 1 2. Axis 2, Level 1
Include Coding 

Axis I:

Axis II:

Axis III:

Axis IV:

Axis V: GAF: Current: Past Year:

Referral and Presenting Complaint:

Summary of Services Received by Client: 

Client Response to Services Provided: 

Reason for Discharge: 

Referrals Made or Instructions Given to the Individual/Family at Discharge: 

Medication(s) at Discharge (include dosage): 

Individual and Family Response to Discharge: 

__________________________________________________   __________________________________ 
*Physician/LPHA Date
________________________________________________ __________________________________ 
Responsible Staff Date
__________________________________________________ __________________________________
Other Staff Date

 Signature required

Rev 7/19 
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Authorization for an Individual to Disclose LTSS Screening Information 
        for Referral to Another Agency/ Organization  

114 

Name:  Record Number: 

Date of Birth:  Social Security Number: 

  I acknowledge/authorize MHMR Authority of Brazos Valley to use, disclose, create, transmit, maintain 

Individual’s Information, or Protected Health Information (PHI) obtained when responding to the Long 

Term Services and Supports (LTSS) Screening and Referral System questions.  

Based on the questions, the information provided may contain personal identifying information about 

the individual named on this form, including, without limitation, descriptions of physical conditions, 

intellectual disability, mental health or substance use disorder conditions, other treatments, 

procedures, medications, medical or lab tests and diagnoses, disabilities, pregnancies or drug screens, 

descriptions of activities of daily living, various functional limitations to those activities of daily living 

and other Individual and/or Protected Health Information or other benefit related information or 

existing services.   

The responses to the LTSS Screening questions will be shared with agencies or referral organizations 

that may help meet any potentially identified need for possible future health or community based 

services. 

Expiration Date: Unless revoked earlier, this acknowledgement/ authorization expires on: _____________ 
(shall not exceed six years from date signed) 

Signatures:  

_______________________________________  ________________________ 
Signature of Patient Date 

_________________________________________ __________________________ 
Signature of Legally Authorized Representative  (LAR)     Date 

________________________________________ 
Relationship of LAR to Patient 

Notice to Individual: 

Signing this acknowledgement/ authorization does not guarantee that services will be initiated or provided.  

Once you authorize MHMR Authority of Brazos Valley to release your information, MHMR Authority of Brazos Valley is not 

responsible for any disclosures of the information by the recipient.   

You can withdraw permission you have given MHMR Authority of Brazos Valley to use or disclose health information that 

identifies you, unless MHMR Authority of Brazos Valley has already taken action based on your permission.  You must withdraw 

your permission in writing.   



MHMR AUTHORITY OF BRAZOS VALLEY     Ph. 979‐822‐6467       
   Fax ______________ 

Form: 2.1 
Consent/Release of Information 

I hereby authorize:____________________________________________________________________  
to use or disclose my protected health information as indicated below to/from: 

Date range from___________________________________ to _______________________________________ 

Information to be released: 
  Discharge Summary          Treatment Plan  
  Psychiatric Evaluations     Lab Reports  
 Diagnosis             Correspondence 
 Physician Notes     Progress Note  
 Other _______________________________________________ 

Purpose of Disclosure  
  Coordinating/monitoring/planning treatment    per request of the client or LAR 
  Assisting with educational placement          to coordinate discharge planning/placement 
 Discussing treatment with family members        Continuing Care 
 Changing Physicians  
 Other ______________________________________________  

Specify Reason 
I also authorize the disclosure/use/receipt of my health information regarding  
____________ HIV/AIDS    ____________ Alcohol and drug abuse treatment 
    Initials  Initials   
Note: if you are authorizing the disclosure of information, then, except for information related to alcohol or drug abuse 
treatment, the potential exists for the information described in this authorization to be re-disclosed by the recipient. If 
the information is re-disclosed, then it is no longer protected by medical privacy laws.  
Note: If you are signing as the parent/guardian/managing conservator of a minor or as a guardian of the person of an 
adult, the information disclosed/used/received may contain references about you and your family. 
You have the right to revoke this authorization. To revoke this authorization you must deliver a written statement, 
signed by you, to the organization or facility where you gave your authorization (identified above), which provides the 
date and purpose of this authorization and your intent to revoke it. Your revocation will be in effect the date it is 
received by the organization/facility, except to the extent that the organization/facility/has already relied upon your 
authorization to use or disclose your health information as describe in the Notice of Privacy Practices. You have the 
right to refuse to sign this authorization. MHMR Authority of Brazos Valley will not withhold treatment or payment 
processing if you refuse to sign this authorization. 
Authorization will expire upon discharge or from date specified: __________________________________________ 

   Date or Condition of Expiration  

_________________________________________     __________________________________________________ 
Individual’s signature   Date  Legally authorized representative     Date     Relationship to Individual   

Name of Client ______________________________________________  Medical Record #_______________ 

Date of Birth ________________________     SS# _____________________________________________ 

Name     __________________________________________________________________________________ 

Address ____________________________________________________________________________________   

City _______________________________ State _______________         Zip Code _______________________  

Daytime Phone # _____________________________                          Fax # ____________________________ 
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MHMR Authority of Brazos Valley Physician Progress Note PAYOR _____________________     Page 1

Current Dx: . .  .  .  .  

Diagnosis:      ____________________         ___________________      ____________________        ____________________        _________________ 

HISTORY 
Chief Complaint: 
Review of Psychiatric Symptoms: ____________________________________________________________________________________________  

History of Present Illness (HPI)  
Location: Timing: Past History:
Quality: Context: Family History:
Severity: Modifying Factors: Social History: 
Duration: Associated Signs and Symptoms: 

History of Present Illness 
(HPI) 

Review of Systems (ROS) Past, Family, and/or Social History 
(PFSH) 

Type of History 

Brief (1-2) N/A N/A Problem Focused 
Brief Problem (3) Problem Pertinent (Psych Only) N/A Focused Expanded Problem 
Extended (4+) Extended (Psych & Other) Pertinent (1) Detailed 
Extended (4+) Complete Complete (2-3) Comprehensive 

Most Recent Drug Levels/Labs: 
Lab ordered Date Drawn Level or Lab value WNL 

METABOLIC SYNDROME MONITORING 
 Initial serum lipid profile obtained for BMI of 30 points or more. 
 Serum lipid profile obtained for BMI increase of 1 or more points (does not include clients with BMI of 18.5 or below). 
 Current weight trend is Acceptable. Explain: ______________________________________________________________________________________________
 Current weight trend is Unacceptable. Explain: ______________________________________________________________________________________________ 
 Client educated re: importance of managing excess weight by diet and exercise strategies. 
 Weight condition appears to be unrelated to current psychiatric medication. Explain: ________________________________________________________________ 
  ____________________________________________________________________________________________________________________________________ 
 Risk and benefit analysis of medication change and excess weight argues against medication change at this time. 
 Medication adjusted or changed in response to weight increase.    
 Client declines med adjustment or change. 
 Refer to Primary Care Physician for follow up.  

Has client taken medications as prescribed?   Yes/Mostly  No/Inadequate      Any other medications taken during the past week?     Yes    No  
(If yes, specify below) 

_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________ 

Medication Response:  (Since beginning of stage.)  

 Full     Partial     Minimal  None   Symptoms Worsening ________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 
DX of Tardive Dyskinesia:  Yes   No Duration (if known): 
Relevant aspects discussed with patient and/or LAR including possibility it may be related to medication:  Yes    No 
Justification:  

  Reduction of the antipsychotic medication produces a significant aggravation of symptoms that do not respond to other forms of treatment 
 High risk of relapse of psychosis if antipsychotics are discontinued 
 Antipsychotic used are low risk for exacerbating the dyskinesia 
 Other:  

If medication being changed at this visit, indicate rationale for change (Include Dose Changes): 
  Critical Decision Point Indicates Change Necessary   Insufficient Improvement  Client Preference 

  Side Effects Intolerable  Symptoms Worsening  Diagnosis Change  Other:________________________ 

Comments:   

EXAM: 

Nurse
BASELINE: Weight Height BMI Date
Vital Signs: Sitting BP:         / 

Standing BP:     / 
Sitting Pulse: 
Standing Pulse: 

Temp Weight WC BMI

Client Name: Client ID:      Date:

Staff ID: Staff Name:   Focus Provider?  Yes 

Program     
Code  

Program 
Name  

SAC     
Code    

SAC 
Description   

Appt Code 
 1 Scheduled 
 2 Non-Scheduled 
  4 No Show 

 3 Cancelled 
 Client Cancel 
 Staff Cancel 

Recipient: 1. Client or Client & Collateral 3. Other Collateral 
 Other Collateral          4. Legal Auth. Rep./Primary Care Giver 
 Legal Auth. Rep./Family 5. No Recipient 

2. Family Collateral 

Mode  Face to Face   
 Phone 
 Telemedicine 

Crisis? Y       N 

Begin Time      a.m.  p.m. End Time      a.m.  p.m. Setting 1. Office Other: 
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MHMR Authority of Brazos Valley Physician Progress Note 
Page 2 

APPEARANCE ORIENTATION MOOD  AFFECT 
Clean , Neatly Dressed Well Groomed         
Unkempt Dirty Disheveled 
Apathetic Loud / Colorful / Make-Up 
Other: ________________ 

Time: Normal Impaired 
Place: Normal Impaired 
Person: Normal Impaired 

Euthymia 
Euphoria 
Depression 
Anxiety 
Anger 
Fear 
Suspiciousness  

Labile 
Flat 
Normal 

BEHAVIOR 
Normal, Cooperative, Appropriate  Psychomotor Retardation    Hyperactive 
Agitated        Combative / Uncooperative   Evasive 
Mannerisms / Rigid / Gestures  Other: _______________       

SPEECH PERCEPTION 
Normal  Increased Volume  Incoherence  Abnormal Articulation 
Acceleration   Decreased Volume Perseveration  Lack of Spontaneity 
Deceleration  Paucity  Other: ________________ 

  COMPLICATING FACTORS 
Coexisting Medical Diagnosis Suicidal  Violence 
Treatment Resistance      Non-compliance Miscellaneous 
Psycho Social Factors       Substance Abuse 

Normal 
Illusions
Hallucinations

Auditory Visual 
Tactile Other:__________________ 

Unformed Hallucinations  
Delusional Perception 

THOUGHT CONTENT THOUGHT PROCESS ASSOCIATIONS 
Normal  Over-valued Ideas Paranoid Ideation 
Delusions  Circumstantial  Impaired Abstraction 
Tangential Homicidal  Impaired Computation 
Suicidal  Obsessions  Violent 

Normal 
Acceleration 
Deceleration 
Blocking 
Insertion 
Broadcasting 

Flight of Ideas 
Mild Loosening 
Moderate Loosening 
Severe Loosening 
Intact 
Other:__________________ 

SUBJECTIVE: 
Memory:   

Normal     Mild Impairment 
Moderate Impairment  Major Impairment 

Attention/Concentration: 
Normal       Mild Impairment 
Moderate Impairment  Severe Impairment 

Energy: 
WNL  
Inc.    
Dec. 

Judgment:  
 Normal  
 Mild Impairment  
 Moderate Impairment 
 Major Impairment  

Anxiety:  
None 
Mild 
Moderate 
Severe 

Depression: None Moderate  Severe    
Crying:   None Moderate   Severe 
Isolation:  None Moderate   Severe 
Insomnia: None Moderate  Severe Excessive 
Libido: None Moderate  Severe Excessive 
Loss of Appetite: None Moderate  Severe Excessive 

Insight: 
Normal 
Partial 
Absent 

Exam Complexity:    N/A  PF (1-5) EPF (6-8) DET (9+) COMP. (ALL) 

Client/Family Education: 
Response to Education: 

MEDICAL DECISION MAKING (2 out of 3 elements must be met or exceeded): 
Number of diagnoses or 
management options 

Amount and/or complexity of data 
to be reviewed 

Risk of complications and/or 
morbidity or mortality 

Type of decision 
making 

Minimal Minimal or None Minimal Straightforward 
Limited Limited Low Low Complexity 
Multiple Moderate Moderate Moderate Complexity 
Extensive Extensive High High Complexity 

History Exam Med. Dec. Making Adult 
Adult 

Telemed. 

Adult 

Jail 

Adult 

Hospital 

Adult Jail 

Telemed. 
Child 

Child 

Telemed. 
Child Jail 

Child 

Hospital 

Child Jail 

Telemed. 

N/A N/A N/A 99211 99211V 99211J 99211H 99211JV 99211C 99211CV 99211CJ 99211CH 99211K

PF PF Straightforward 99212 99212V 99212J 99212H 99212JV 99212C 99212CV 99212CJ 99212CH 99212K

EPF EPF Low Comp. 99213 99213V 99213J 99213H 99213JV 99213C 99213CV 99213CJ 99213CH 99213K

DET DET Mod. Comp. 99214 99214V 99214J 99214H 99214JV 99214C 99214CV 99214CJ 99214CH 99214K

COMP COMP High Comp. 99215 99215V 99215J 99215H 99215JV 99215C 99215CV 99215CJ 99215CH 99215K
Physician provided a brief office visit for 
the sole purpose of monitoring or 
changing drug prescriptions used in the 
treatment of mental psychoneurotic and 
personality disorders. 

M0064 M0064V M0064J M0064H M0064JV M0064C M0064CV M0064CJ M0064CH M0064K 

Change in Diagnosis?      Yes    No / If yes complete diagnostic section above  
Return to clinic: ________ weeks   Physician Signature: ___________________________________ Date: __________________ 
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Client Name:  Client ID:  Date:   

Progress Note:  (  Check here if note was dictated.  Date of dictation  ____/____/____  Dictation # ___________________) 

AXIS I  AXIS II: AXIS III: AXIS IV: AXIS V: 
Past Year GAF: 

 Current GAF:
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Mental Health Mental Retardation  
Authority of Brazos Valley Client Name 

Case Number

Voter Registration Verification 

This is to certify that I, , 
 Printed name of Client 

have been informed of the process of voter registration.   

I choose to: 
(Check one) 

 Fill out the voter registration card on my own ڤ

 Ask the  intake employee to help me fill out the voter registration ڤ
 card. 

 Not complete the voter registration card; I am already a registered ڤ
 voter. 

 .Ask the intake employee to fill out the voter registration card for me ڤ

 .Not fill out the registration at this time ڤ

  Client signature     Date 

 Staff Signature    Date 

Revised  May 19, 2005 
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MHMR AUTHORITY OF BRAZOS VALLEY                 Client Name 
CLIENT RIGHTS            Client No. 
NOTICE OF PRIVACY PRACTICES Form: 2.11 

MH-ADULT/MR/MH-CHILDREN’S….. Clt. Initial
Revised 01/05/04; 8/30/05; 08/30/07; 10/1/2011 

1 of 7 

You are hereby informed of your: 

1. Rights, benefits, responsibilities, and privileges guaranteed by the constitutions and laws
of the United States and the state of Texas. These include, but are not limited to, the right
to impartial access to treatment; if arrested or imprisoned, the right to petition the court for
a time and place to determine the legality of the charges; the right to register and vote at
elections; the right to acquire, use, and dispose of property including contractual rights;
the right to equal housing opportunities; the right to sue and be sued; all rights relating to
the granting, use and regulation of licenses, permits, privileges and benefits under law;
the right to religious freedom; and rights concerning domestic relations.

2. Right to be free from mistreatment, abuse, neglect, and exploitation.

3. Right to live and receive services in the least restrictive setting that is available and
appropriate to your needs and abilities and to be treated and served in the least intrusive
manner appropriate. This includes the right to choose from a variety of living situations
including living alone, in a group home, with a family, or in a supervised, protective
environment.

4. Right to publicly supported educational services provided under the Education Code, that
are appropriate to your needs.

5. Right to equal opportunity in employment and the right to fair compensation for work you
perform for MHMRABV, any of our subcontractors, or for a designated provider.

6. Rights to a determination of mental retardation, if applicable, the right to an administrative
hearing to contest the findings of such a determination, and the right to an independent
evaluation and determination performed at your expense or that of your parent (if under
18) or legal guardian.

7. Right to obtain an independent psychiatric, psychosocial, psychological, or medical
examination or evaluation by a psychiatrist, physician, or non-physician mental health
professional of your choice and at your own expense or that of your parent (if under the
age of 18) or legal guardian.

8. Right to presumption of mental competency in the absence of a judicial determination to
the contrary.

9. Right to due process in guardianship proceedings, admission to residential services, and
proposed or refused transfers or discharges (except when such discharge is on the basis
that your disability does not include you in the mental health or mental retardation priority
population).

10. Right to the provision of services in a way that does not discriminate on the basis of race,
religion, sex, nationality, age, or disability.

11. Right to actively participate in the development and periodic review of your individualized
treatment plan.

12. Right to be free from unnecessary or excessive medication, which includes the right to
give or withhold informed consent to treatment with psychoactive medication, unless the
right has been limited by court order or emergency.
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MHMR AUTHORITY OF BRAZOS VALLEY                 Client Name 
CLIENT RIGHTS            Client No. 
NOTICE OF PRIVACY PRACTICES Form: 2.11 

MH-ADULT/MR/MH-CHILDREN’S….. Clt. Initial
Revised 01/05/04; 8/30/05; 08/30/07; 10/1/2011 

2 of 7 

13. Right to treatment and the right to withdraw consent at any time in any matter in which
you have previously granted consent, without limiting or compromising access to services
or other treatments.

14. Right to initiate a complaint, which includes being informed of how to contact the rights
protection officer, the Office of Consumer Services and Rights Protection at the
Department of State Health Services (1-800-252-8154), and for Substance Abuse
complaints the number is 1-800-832-9623.

15. Right to have these rights and any additional rights explained in a way that you can
understand within 24 hours of admission to services and upon request. This includes the
right to be informed promptly of any changes in policies, procedures, or practices
regarding your rights.

16. Right to have access to information, upon request, pertaining to the cost of services
rendered, the program’s funding sources, and any limitations placed upon the duration of
services, plus any information contained in your record except where such access is
limited by statute or departmental rule.

17. Right to participate actively in the development of a discharge plan addressing aftercare
issues which include your mental health, physical health, programmatic and social needs.
You also have the right to a timely consideration of any request for the participation of any
other person you desire in this discharge planning and the right to be informed of the
reasons for denial of such a request.

18. Right to request discharge from voluntary mental health and/or mental retardation
services unless a court determines that you cannot be discharged without endangering
your safety or the safety of others and issues a protective custody order.

NOTICE OF PRIVACY PRACTICES 
Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) and 
Drug Abuse Prevention, Treatment, and Rehabilitation Act 

THIS NOTICE DESCRIBES 
HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

When you receive treatment or benefits (such as Medicaid) from MHMR Authority of Brazos 
Valley (MHMRABV), we will obtain and/or create health information about you. Health 
information includes any information that relates to (1) your past, present, or future physical or 
mental health condition; (2) the health care provided to you; (3) the past, present, or future 
payment for your health care. 

The following notice tells you about our duty to protect your health information, your privacy 
rights, and how we may use or disclose your health information. 
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MHMR Authority of Brazos Valley’s Duties: 

 The law requires us to protect the privacy of your health information. This means that
we will not use or let other people see your health information without your
permission except in the ways told to you in this notice. We will safeguard your health
information and keep it private. This protection applies to all health information we
have about you, no matter when or where you received or sought services. We will
not tell anyone if you sought, are receiving, or have ever received services from us,
unless the law allows us to disclose that information.

 We will ask you for your written permission (authorization) to use or disclose your
health information. There are times when we are allowed to use or disclose your
health information without your permission, as explained in this notice. If you give us
your permission to use or disclose your health information, you may take it back
(revoke it) at any time. If you revoke your permission, we will not be liable for using or
disclosing your health information before we knew you revoked your permission. To
revoke your permission, send a written statement, signed by you, to Medical Records,
MHMRABV, P.O. Box 4588, Bryan, TX 77805, providing the date and purpose of the
permission and saying that you want to revoke it.

 We are required to give you this notice of our legal duties and privacy practices, and
we must do what this notice says. We will ask you to sign an acknowledgment that
you have received this notice. We can change the contents of this notice and, if we
do, we will have copies of the new notice at our facilities and on our website
www.mhmrabv.org. The new notice will apply to all health information we have, no
matter when we got or created the information.

 Our employees must protect the privacy of your health information as part of their
jobs. We do not let our employees see your health information unless they need it as
part of their jobs. We will punish employees who do not protect the privacy of your
health information.

 We will not disclose information about you related to HIV/AIDS without your specific
written permission, unless the law allows us to disclose this information.

 If you are being treated for alcohol or drug abuse, your records are protected by
federal law and regulation found in the Code of Federal Regulations at Title 42, Part
2. Violation of these laws that protect alcohol or drug abuse treatment records is a
crime, and suspected violation may be reported to proper authorities in accordance
with federal regulations. Federal law will not protect any information about a crime
committed by you either at MHMRABV or against any person who works for
MHMRABV or about any threat to commit such a crime. Federal laws and regulations
do not protect any information about suspected child abuse or neglect from being
reported under state law to appropriate state or local authorities.

Your Privacy Rights at MHMR Authority of Brazos Valley 

 You can look at or get a copy of the health information that we have about you. There are
some reasons why we will not let you see or get a copy of your health information, and if
we deny your request we will tell you why. You can appeal our decision in some
situations. You can choose to get a summary of your health information instead of a copy.
If you want a summary or a copy of your health information, you may have to pay a
reasonable fee for it.
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 You can ask us to correct information in your records if you think the information is wrong.
We will not destroy or change our records, but we will add the correct information to your
records and make a note in your records that you have provided the information.

 You can get a list of when we have given health information about you to other people in
the last six years. The list will not include disclosures for treatment, payment, health care
operations, national security, law enforcement, or disclosures where you gave your
permission. The list will not include disclosures made before April 14, 2003. There will be
no charge for one list per year.

 You can ask us to limit some of the ways we use or share your health information. We will
consider your request, but the law does not require us to agree to it. If we do agree, we
will put the agreement in writing and follow it, except in case of emergency. We cannot
agree to limit the uses or sharing of information that are required by law.

 You can ask us to contact you at a different place or in some other way. We will agree to
your request as long as it is reasonable.

 You can get a copy of this notice any time you ask for it.

Treatment, Payment, and Health Care Options 

We may use or disclose your health information to provide care to you, to obtain payment for that 
care, or for our own health care operations. 

Health information about you may be exchanged between the Department of State Health 
Services, local mental health or mental retardation authorities, community MHMR centers, and 
contractors of mental health and mental retardation services, for purposes of treatment, payment, 
or health care, without your permission.   

Treatment: We can use or disclose your health information to provide, coordinate, or manage 
healthcare or related services. This includes providing care to you, consulting with another health 
care provider about you, and referring you to another health care provider. Unless you ask us not 
to, we may also contact you to remind you of an appointment or to offer treatment alternatives or 
other health-related information that may interest you. 

Payment: We can use or disclose your health information to obtain payment for providing health 
care to you or to provide benefits to you under a health plan such as the Medicaid program. 

Health Care Operations: We can also use your health information for health care operations: 
 Activities to improve health care, evaluating programs, and developing procedures;
 Case management and care coordination;
 Reviewing the competence, qualifications, performance of health care professionals and

others;
 Conducting training programs and resolving internal grievances;
 Conducting accreditation, certification, licensing, or credentialing activities;
 Providing medical review, legal services, or auditing functions; and
 Engaging in business planning and management or general administration.
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Unless you are receiving treatment for alcohol or drug abuse, MHMRABV is 
permitted to use or disclose your health information without your permission for 
the following purposes: 

o When required by law. We may use or disclose your health information as required by
state or federal law.

o To report suspected child abuse or neglect. We may disclose your health information to a
government authority if necessary to report abuse or neglect of a child.

o To address a serious threat to health or safety. We may use or disclose your health
information to medical or law enforcement personnel if you or others are in danger and
the information is necessary to prevent physical harm.

o For research. We may use or disclose your health information if a research board says it
can be used for a research project, or if information identifying you is removed from the
health information. Information that identifies you will be kept confidential.

o To a government authority if we think you are a victim of abuse. We may disclose your
health information to a person legally authorized to investigate a report that you have
been abused or have been denied your rights.

o To Advocacy, Inc. We may disclose your information to Advocacy, Inc., in accordance
with federal law, to investigate a complaint made by you or on your behalf.

o For public health and health oversight activities. We will disclose your health information
when we are required to collect information about disease or injury, for public health
investigations, or to report vital statistics.

o To comply with legal requirements. We may disclose your health information to an
employee or agent of a doctor or other professional who is treating you, to comply with
statutory, licensing, or accreditation requirements, as long as your information is
protected and is not disclosed for any other reason.

o For purposes relating to death. If you die, we may disclose health information about you
to your personal representative and to coroners or medical examiners to identify you or
determine the cause of death.

o To a correctional institution. If you are in the custody of a correctional institution, we may
disclose your health information to the institution in order to provide health care to you.

o For government benefit programs. We may use or disclose your health information as
needed to operate a government benefit program, such as Medicaid.

o To your legally authorized representative (LAR). We may share your health information
with a person appointed by a court to represent your interests.

o If you are receiving services for mental retardation. We may give health information about
your current physical and mental condition to your parent, guardian, relative, or friend.

o In judicial and administrative proceedings. We may disclose your health information in
any criminal or civil proceeding if a court administrative judge had issued an order or
subpoena that requires us to disclose it. Some types of court or administrative
proceedings where we may disclose your health information are:

--Commitment Proceedings for involuntary commitment for court-ordered 
treatment or services, 
--Court-ordered examinations for a mental or emotional condition or disorder. 
--Proceedings regarding abuse or neglect or a resident of an institution. 
--License revocation proceedings against a doctor or other professional. 

o To the Secretary of Health and Human Services. We must disclose your information to
the United States Department of Health and Human Services when requested in order to
enforce the privacy laws.

o To other juvenile providers.  If you are younger than 19 years of age and receiving, or
have received services from two or more juvenile service providers, information may be
shared between service providers for the purpose of (1) identifying a multi-system youth;
(2) coordinating and monitoring care for a multi-system youth; and (3) improving the
quality of juvenile services provided to a multi-system youth.
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If you are also being treated for alcohol or drug abuse, MHMRABV will not tell any unauthorized 
person outside of MHMRABV that you have been admitted to MHMRABV or that you are being 
treated for alcohol or drug abuse without your written permission. We will not disclose any 
information identifying you as an alcohol, drug, or substance user, except as allowed by law. 
MHMRABV may only disclose information about you treatment for alcohol or drug abuse without 
your permission in the following circumstances: 

o Pursuant to a special court order that complies with 42 Code of Federal Regulations Part
2 Subpart E;

o To medical personnel in a medical emergency;
o To qualified personnel for research, audit, or program evaluation;
o To report suspected child abuse or neglect;
o To Advocacy Inc. and/or the Texas Department of Protective and Regulatory Services, as

allowed by law, to investigate a report that you have been abused or denied your rights.

Federal and State laws prohibit redisclosure of information about alcohol or drug abuse treatment 
without your permission. 

COMPLAINT PROCESS: 

If you believe that MHMRABV has violated your privacy rights, you have the right to file a 
complaint. You may complain by contacting: 

Client Rights Protection Officer 
PO Box 4588 
Bryan, TX 77805 
(979) 822-6467

You may also file a complaint with: 
Department of State Health Services, Client Rights and Services 

(512)206-5670 (Austin) or (800) 252-8154 (toll-free)
PO Box 12668
Austin, TX 78711

Substance abuse complaints 
1-800-832-9623

U.S. Department of Health and Human Services 
200 Independent Avenue, S.W. 
Washington, D.C. 20201 
(800) 368-1019 (toll-free)

You must file your complaint within 180 days of when you knew or should have known about the 
event you think violated your privacy rights. 

You may also contact: 

Office of Attorney General 
P.O. Box 12548 
Austin, TX 78711 
(800) 463-2100 (toll-free)
www.oag.state.tx.us
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For complaints against alcohol or drug abuse treatment programs, Contact the United States 
Attorney General’s Office for the judicial district in which the violation occurred. To locate this 
office, consult the blue pages in your telephone book. 

MHMRABV will not retaliate against you if you file a complaint. 

For further Information: Privacy Officer at 979-822-6467 

I agree that by signing this page, that my rights and notice of Privacy Practices have been 
communicated to me in a language and manner that I can understand. Also, I have received a 
copy of MHMR Authority of Brazos Valley Notice of Privacy Practices. I understand that by 
signing this acknowledgment I am verifying only that I received the Notice of Privacy Practices 
and not my agreement or disagreement with anything in the notice. 

___________________________________                ___________________ 
Client or Responsible Party Signature             Date 

___________________________________                ___________________ 
Staff Signature        Date 
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TIMA Texas Implementation of Medication Algorithms 
QUICK INVENTORY OF DEPRESSIVE SYMPTOMATOLOGY (SELF-REPORT) 

(QIDS-SR) 
NAME: ____________________________________________   TODAY’S DATE __________________ 

Please circle the one response to each item that best describes you for the past seven days. 

1. Falling Asleep: 

0 I never take longer than 30 minutes to fall asleep. 
1 I take at least 30 minutes to fall asleep, less than 

half the time. 
2 I take at least 30 minutes to fall asleep, more 

than half the time. 
3 I take more than 60 minutes to fall asleep, more 

than half the time. 

2. Sleep During the Night:

0 I do not wake up at night. 
1 I have a restless, light sleep with a few brief 

awakenings each night. 
2 I wake up at least once a night, but I go back to 

sleep easily. 
3 I awaken more than once a night and stay awake 

for 20 minutes or more, more than half the time. 

3. Waking Up Too Early:

0 Most of the time, I awaken no more than 30 
minutes before I need to get up. 

1 More than half the time, I awaken more than 30 
minutes before I need to get up. 

2 I almost always awaken at least one hour or so 
before I need to, but I go back to sleep 
eventually. 

3 I awaken at least one hour before I need to, and 
can’t go back to sleep. 

4. Sleeping Too Much:

0 I sleep no longer than 7-8 hours/night, without 
napping during the day. 

1 I sleep no longer than 10 hours in a 24-hour 
period including naps. 

2 I sleep no longer than 12 hours in a 24-hour 
period including naps. 

3 I sleep longer than 12 hours in a 24-hour period 
including naps. 

5. Feeling Sad:

0 I do not feel sad 
1 I feel sad less than half the time. 
2 I feel sad more than half the time. 
3 I feel sad nearly all of the time. 

Please complete either 6 or 7 (not both) 

6. Decreased Appetite:

0 There is no change in my usual appetite. 
1 I eat somewhat less often or lesser amounts of 

food than usual. 
2 I eat much less than usual and only with 

personal effort. 
3 I rarely eat within a 24-hour period, and only 

with extreme personal effort or when others 
persuade me to eat. 

7. Increased Appetite:

0 There is no change from my usual appetite. 
1 I feel a need to eat more frequently than usual. 
2 I regularly eat more often and/or greater 

amounts of food than usual. 
3 I feel driven to overeat both at mealtime and 

between meals. 

Please complete either 8 or 9 (not both) 

8. Decreased Weight (Within the Last Two Weeks)

0 I have not had a change in my weight. 
1 I feel as if I’ve had a slight weight loss. 
2 I have lost 2 pounds or more. 
3 I have lost 5 pounds or more. 

9. Increased Weight (Within the Last Two Weeks)

0 I have not had a change in my weight. 
1 I feel as if I’ve had a slight weight gain. 
2 I have gained 2 pounds or more. 
3 I have gained 5 pounds or more. 

10. Concentration/Decision Making:

0 There is no change in my usual capacity to 
concentrate or make decisions. 

1 I occasionally feel indecisive or find that my 
attention wanders. 

2 Most of the time, I struggle to focus my 
attention or to make decisions. 

3 I cannot concentrate well enough to read or 
cannot make even minor decisions. 
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11. View of Myself:

0 I see myself as equally worthwhile and deserving 
as other people. 

1 I am more self-blaming than usual. 
2 I largely believe that I cause problems for others. 
3 I think almost constantly about major and minor 

defects in myself. 

12. Thoughts of Death or Suicide:

0 I do not think of suicide or death. 
1 I feel that life is empty or wonder if it’s worth 

living. 
2 I think of suicide or death several times a week 

for several minutes. 
3 I think of suicide or death several times a day in 

some detail, or I have made specific plans for 
suicide or have actually tried to take my life. 

13. General Interest:

0 There is no change from usual in how interested 
I am in other people or activities. 

1 I notice that I am less interested in people or 
activities. 

2 I find I have interest in only one or two of my 
formerly pursued activities. 

3 I have virtually no interest in formerly pursued 
activities. 

To Score: 

1. Enter the highest score on any 1 of the 4 sleep
items (1-4)     _____ 

2. Item 5    _____ 

3. Enter the highest score on any 1 appetite/ weight
item (6-9)     _____ 

4. Item 10    _____ 

5. Item 11    _____ 

6. Item 12    _____ 

7. Item 13    _____ 

8. Item 14    _____ 

9. Enter the highest score on either of the 2
psychomotor items (15 and 16)      _____ 

TOTAL SCORE (Range 0-27)         _____ 

14. Energy Level:

0 There is no change in my usual level of 
energy. 

1 I get tired more easily than usual. 
2 I have to make a big effort to start or finish my 

usual daily activities (for example, shopping, 
homework, cooking or going to work). 

3 I really cannot carry out most of my usual daily 
activities because I just don’t have the energy. 

15. Feeling Slowed Down:

0 I think, speak, and move at my usual rate of 
speed. 

1 I find that my thinking is slowed down or my 
voice sounds dull or flat. 

2 It takes me several seconds to respond to 
most questions and I’m sure my thinking is 
slowed. 

3 I am often unable to respond to questions 
without extreme effort. 

16. Feeling Restless:

0 I do not feel restless. 
1 I’m often fidgety, wringing my hands, or need 

to shift how I am sitting. 
2 I have impulses to move about and am quite 

restless. 
3 At times, I am unable to stay seated and need 

to pace around. 
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Methods used in previous quit attempts:  Acupuncture  Counseling Cognitive Behavioral Therapy

 Hypnotherapy  Over the Counter Medication

MHMR Authority of Brazos Valley Assessment 

Client Name __________________________________ 

Client ID:  ____________________________________ 

Date:    

CIGARETTE SMOKING STATUS:  

 Current every day smoker

 Current some days smoker
 Former smoker
 Never smoker
 Unknown if ever smoked

Do you live with tobacco user(s)? �Yes �No

USE DETAIL:

⃝  Currently use cigarettes    ⃝  Currently use pipe     ⃝  Currently use cigars    ⃝  Currently use smokeless   

⃝  Currently use other-e-cig/vap, etc. 

⃝  Previously used cigarettes        ⃝ Previously used pipe     ⃝ Previously used cigars    

⃝ Previously used smokeless      ⃝ Previously used other-e-cig/vape, etc. 

If other, please specify:  ________________________________________________________________ 

Approximate number of years of tobacco use: ____________________________________________ 

Amount of tobacco used per day: _______________________________________________________ 

Have you ever attempted to quit? Yes No

Number of Attempts: ____________________________________________________________________ 

Approximate Date of last quit attempt: ______________________________________________________            

 Prescription Medication Without Assistance (aka Cold Turkey)

N/A   If Other, please specify:

READINESS TO QUIT:
Not interested in quitting Thinking about quitting within next 30 days      Ready to quit

REFERRAL: 
Referred to: PBCC NRT      Other Referral No Referral
Provided Quitline Card Provided Quit Smoking Brochure

Other :  Please specify:  _______________________________________  

I attest that a face to face Tobacco Use Assessment was completed for this individual. 

 Signature of Staff Member Completing Assessment: 

 Staff Signature: ___________________________________________  
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Schizophrenia Clinician’s Manual Updated: April 2008 

SCORE SHEET for  
4‐ITEM POSITIVE SYMPTOM RATING SCALE AND 

BRIEF NEGATIVE SYMPTOM ASSESSMENT 

4‐Item Positive Symptom Rating Scale 

Use each item’s anchor points to rate the patient. 

1. Suspiciousness *NA  1 2  3  4  5  6  7 

2. Unusual Though Content *NA  1 2  3  4  5  6  7 

3. Hallucinations *NA  1 2  3  4  5  6  7 

4. Conceptual Disorganization *NA  1 2  3  4  5  6  7  SCORE: ______ 

* NG – not able to be assessed

4‐Item Negative Symptom Rating Scale 

Use each item’s anchor points to rate the patient. 

1. Prolonged Time to Respond    1  2  3  4  5  6 

2. Emotion  Unchanging facial expression,  1 2  3  4  5  6 
blank, expressionless face. 

3. Reduced Social Drive 1  2  3  4  5  6 

4. Poor Grooming and Hygiene 1  2  3  4  5  6 SCORE: ______ 

Source of Information (Check all applicable) Explain here if validity of assessment is questionable: 

______ Patient  ______ Symptoms possibly drug‐induced 
______ Parents/Relatives  ______ Underreported due to lack of rapport 
______ Mental Health Professionals    ______ Underreported due to negative symptoms 
______ Chart  ______ Patient uncooperative 

______ Difficult to assess due to formal thought disorder 
Confidence in assessment  ______ Other ________________________________________ 
______ 1=Not at all – 5=Very confident 

The 4‐item PSRS was adapted from the Expanded Version of the BPRS developed by: 
Ventura, J.; Lukoff, D.; Nuechterlein, K.H.; Liberman, R.P.; Green, M.F.; and Shaner, A.  Manual for the expanded Brief Psychiatric Rating Scale.  
International Journal of Methods Psychiatry Research, 3:227‐244, 1993 

The Brief Negative Symptom Assessment was adapted from the Negative Symptom Assessment and the Scale for the Assessment of Negative Symptoms 
developed respectively by: 

Alphs and Summerfelt.  The Negative Symptom Assessment:  A new instrument to assess negative symptoms of schizophrenia.  Psychopharmacology 
Bulletin, 1989.  25(2): p. 159‐163. 
Andreason, N.  Modified scale for the assessment of negative symptoms.  NIMH treatment strategies in schizophrenia study.  Public Health Admistration 
U.S. Department of Health and Human Services, 1984.  ADM (9/85): p. 9‐102. 
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Additional Questions 

Please provide responses to the following requirements and questions: 

1. Provide minimum system requirements for the following:

a. Server(s)

b. Workstations

c. Laptops

d. Tablets

e. Mobile phones

2. How should the system’s bandwidth requirements be estimated for single users and

multi-user locations?

3. The User Requirements lists a requirement for single entry of data in the system.  If there

are cases where the same data may be entered in different places in the system, please list

the instances where this occurs.

4. Please provide a catalog of the system’s modules with descriptions to identify

functionality that may not have already been identified through this RFP’s list of

requirements.

5. Please provide a catalog of the system’s reports with descriptions of each report.  The

ability to run reports based on Program Assignments is important.  Please identify which

of the reports in the report catalog can be run for clients that are assigned to one or many

specific Programs.

6. Please provide a catalog of the system’s pre-defined dashboards.

7. Does the system provide the ability to assign either a subset or all dashboards to different

users?

8. Do dashboards provide the capability to drill down to access the detailed data that defines

the dashboard?

9. Does the system contain tools and methods that allow Center staff to create custom

dashboards and assign them to users?

10. For Center-created dashboards, how are they integrated into the system’s interface?

11. Please describe any types of limits that the Center may encounter such as maximum

number of concurrent users, maximum number of records in a table, maximum size of

tables, certain reports or processes that impact the overall system’s performance, or

bandwidth maximums, etc.  For each type of limit, describe what options the Center has

to resolve the limit.

12. Please describe any system functions that if run concurrently, can cause system problems.

13. Please provide a brief description of database transaction processing controls that are

implemented to protect transactions that may be processing at the time of a system

outage.

14. Please describe the record locking approach used when two users are attempting to edit

the same record at the same time.

15. When system is hosted by Vendor, describe contingency plans in the event of system,

hardware, or communications failures.

16. Does the System provide the ability to schedule resource intensive processes so that they

run unattended after hours?  If so, please provide examples of processes that are run using

this capability.
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17. Does the system support the import of externally provided service information such as

laboratory charges?  If so, please provide examples of the types of information that is

imported.

18. Are there system or database maintenance activities that require downtime?  If so, how

often should these activities be performed?  What is the typical length of the required

downtime?  What type of special expertise is required to perform the maintenance

activities?

19. How is Center-developed functionality integrated into the system and how is this

integration coordinated with modifications that proposer may be making in the same

areas of the system?

20. Considering the requirement of having Live, Training, and Test versions of the system

available and these separate versions will have differing versions of the system at any

given point in time, how are updates to these versions scheduled?  Will these updates be

performed outside of normal working hours?

21. Has the proposer negotiated the ability to include any copyrighted data collection forms

in the system?  If so, please list these forms.

22. Describe the support structure that is included with monthly subscription fee.

23. Are there any limits on support requests in terms of time or counts of requests?

24. What is the guaranteed response time for non-critical support requests?

25. What is the guaranteed response time for critical support calls?

26. How are requests for additional training differentiated from support requests that are

included with the monthly subscription fee?

27. How are requested enhancements to the system that aren’t related to state or federal

compliance requested, prioritized, and funded?  If there is a backlog of these types of

requested enhancements, how long is this backlog?

28. Are there guarantees for how long proposer would take to build a custom report based on

existing data in the system?  Some reports may be required sooner than others, but the

Center would prefer a maximum period of 60 days from the date of the request.

29. The Center uses Financial Edge as its financial system.  Please describe interfaces that

the proposed system has with this financial system.

30. Does your system support Electronic Visit Verification (EVV) and do you have a
preferred EVV provider?
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Implementation, Training, and Support 

Please provide responses to the following requirements and questions: 

1. Please provide your implementation work plan.  With a desired “go live” date of

December, 2020, include the proposed timelines for the work plan’s vendor and Center

tasks to meet this “go live” date.

2. What types of Center expertise will be required for the implementation process?  From

experience with past implementations, please provide estimates of the amount of time, by

type of staff, that will be required for the implementation.

3. How is implementation training structured so that the Center’s users are fully prepared to

use the system at “go live”?

4. What types of data are typically converted from the Center’s existing system into the new

one?

5. Will the Center be able to retain the existing case numbers for clients that are converted

from the Center’s existing system?

6. Is there a recommended amount of time for running parallel with the existing system?  If

so, what is this amount of time?

7. What should the Center anticipate as the most significant challenges with the

implementation?

8. Are you willing to sign a Service Level Agreement with performance targets and

penalties?  If so, please include a sample as requested in the “Required Documentation

and Procedures for Submitting Proposal” section of this RFP.

9. A critical need for the Center is compliance with state (Texas Health and Human Services

Commission) and federal (Centers for Medicare and Medicaid Services, Substance Abuse

and Mental Health Services Administration) funding sources.  This compliance involves

collecting certain types of data, validating the accuracy of this data, and providing this

data in some form to the funding source.  In addition, there are typically timeframes

specified for achieving this compliance.  What guarantees are provided to the Center in

vendor contracts that these compliance needs are addressed within funding source

timeframes?  Please describe how these compliance needs are identified, prioritized, and

funded.
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Assurances and Certifications 

Proposer must include the following assurances and certifications with proposal: 

1. Vendor Profile

2. Signature Page

3. Assurances Document

4. Conflict of Interest Questionnaire

5. Lobbying Certification

6. House Bill 89 Verification

7. Taxpayer Identification Number and Certification (Form W-9)

8. Financial Information

9. Insurance Information

10. Employer Information Report (if applicable)
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Vendor Profile 

1. Legal name of Proposer:

2. Address of office, which will fulfill any awarded Contract:

3. Number of years in business related to the proposed services:

4. Certification Number if an Historically Underutilized Business:

5. Qualifications if HUB eligible, but not certified:

6. Type of Operation: ☐Individual ☐Partnership ☐Corporation ☐Government

Other (please explain):

7. Number of employees dedicated to fulfillment of any awarded Contract:

8. Please disclose any GPO affiliations or State of Texas contract participation.

9. Are you currently for sale or involved in any transaction to expand or to become acquired by

another business entity? ☐Yes ☐No

If yes, please explain the impact both in organizational and directional terms.

10. Provide details of past or pending litigation within the last ten (10) years and claims filed

against you that are either related to the services that would be provided or that would

affect your performance under a contract.

11. Are you currently in default on any loan contract or financing contract with any bank,

financial institution, or other entity? ☐Yes  ☐No

If yes, specify date(s), details, circumstances, and prospects for resolution.

12. Are there any circumstances that could affect your ability to perform under a Contract?

☐Yes ☐No

If yes, please describe the circumstances and potential effect.
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13. Provide three references for clients currently under contract for similar services. Two of

these clients must be fully implemented and one must have been implemented within the last

year:

Client Name Address Contact Person Phone Number Years with Client 

14. Including the Center, there are 39 MH/IDD Community Centers based in Texas.  Is proposer

currently providing services to any other MH/IDD Community Centers in Texas?  If yes,

please provide the name of the Center, a contact person, and the year that services began.

15. Describe your product development expenditures and accomplishments for the most recently

completed fiscal year.

16. Does proposer’s product strategy offer a software as a service model, a customer hosted

platform, or both?  ☐Software as a Service ☐Customer Hosted ☐Both
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Signature Page 

The attached proposal is being submitted in response to the Request for Proposal RFP 

-MHMR Authority of Brazos Valley EHR - 2020 Electronic Health Record System. The

proposal is a firm offer and shall remain an open offer, valid for one hundred and twenty

(120) days from the due date of this proposal.

MHMR Authority of Brazos Valley in its sole and absolute discretion shall have the right to

award contracts for any or all materials listed in each proposal, shall have the right to reject any 

and all proposals and shall not be bound to accept the lowest cost proposal and shall be allowed 

to accept the total proposal of any one vendor. I understand that this proposal will be reviewed 

and evaluated according to the procedures indicated in this RFP. 

Authorized Signature Company Name 

Typed or Printed Name Street Address 

Title City, State, Zip Code 

Telephone Number Email Address 



138

Assurances 

Proposer makes the following assurances: 

1. All addenda and attachments to the RFP as distributed by Center and designated by the

checklist have been received.

2. No attempt has been or will be made by the proposer to induce any person or firm to submit

or not to submit a proposal, unless so described in its proposal.

3. The proposer does not discriminate in its services or employment practices on the basis of

race, color, genetic information, religion, sex, sexual orientation, national origin, disability,

veteran status, or age.

4. All cost and pricing information is reflected in the RFP response documents or attachments.

5. Proposer accepts the terms, conditions, criteria, and requirements set forth in the RFP.

6. Proposer accepts Center’s right to cancel the RFP at any time prior to contract award.

7. Proposer accepts Center’s right to alter the timetables for procurement that are set forth in the

RFP.

8. The proposal submitted by the proposer has been arrived at independently without

consultation, communication, or agreement for the purpose of restricting competition.

9. Unless otherwise required by law, the information in the proposal submitted by the proposer

has not been knowingly disclosed by the proposer to any other proposer prior to the notice of

intent to award.

10. No claim will be made for payment to cover costs incurred in the preparation of the

submission of the proposal or any other associated costs.

11. The Center has the right to complete background checks and verify information.

12. The individual(s) signing this document and any contract awarded to proposer is authorized to

legally bind the proposer.

13. No employee of the Center, and no member of Center’s Board of Trustees, will directly or

indirectly receive any pecuniary interest from an award of the proposed contract to proposer.

If the proposer is unable to make the affirmation, then the proposer must disclose any

knowledge of such interests in accordance with the enclosed Conflict of Interest

Questionnaire.

14. Proposer is not currently held in abeyance or barred from the award of a federal or state

contract.

15. Proposer has not filed for bankruptcy within the past five (5) years.

16. Proposer is not currently in the process of filing for bankruptcy.

17. Proposer is not currently delinquent in its payments of any franchise tax or state tax owed to

the state of Texas, pursuant to Texas 2 Tax Code §171.

18. Proposer shall disclose whether any of the directors or personnel of proposer have either been

an employee or a trustee of the Center within the past two (2) years preceding the date of

submission of the proposal. If such employment has existed, or a term of office served, the

proposal shall state in writing the nature and time of the affiliations as defined and in

accordance with the enclosed Conflict of Interest Questionnaire.

19. Proposer shall identify in writing any trustee or employee of Center who has a financial

interest in proposer or who is related within the second degree by consanguinity or affinity to

a person having such financial interest. Such disclosure shall include a complete statement of
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the nature of such financial interest and the relationship, if applicable, in accordance with the 

enclosed Conflict of Interest Questionnaire. 

20. No former employee or officer of Center directly or indirectly aided or attempted to aid in

procurement of proposer's service.

21. Proposer shall disclose in writing the name of every Center employee and/or member of

Center’s Board of Trustees with whom proposer is doing business or has done business

during the three hundred and sixty five (365) day period immediately prior to the date on

which the proposal is due; failure to include such a disclosure will be a binding

representation by proposer that the natural person executing the proposal has no knowledge

of any key persons with whom proposer is doing business or has done business during the

three hundred and sixty five (365) day period prior to the immediate date on which the

proposal is due.  See enclosed Conflict of Interest Questionnaire.

22. Proposer agrees to utilize the U.S. Department of Homeland Security’s E-Verify system to

determine the eligibility of all persons assigned to perform work pursuant to the Contract.

23. Proposer will certify that background checks are conducted for all persons assigned to

perform work pursuant to the Contract.

Signature of Applicant or Applicant’s Authorized Representative Date 

Printed Name 

Title 

Organization 
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Conflict of Interest Questionnaire 

Please retrieve the Conflict of Interest Questionnaire (CIQ) from the following website: 

http://www.ethics.state.tx.us/forms/CIQ.pdf 

Please attach the completed CIQ Form as part of your proposal.  The following is required on the 

CIQ form regardless of any other entry on the form: 

1. Name of vendor is required in Box 1

2. A signature is required in Box 7

MHMR Authority of Brazos Valley – Board of Trustees

Dorothy Morgan
 Chair 

Washington County

Tammy Tiner
Vice-Chair

Brazos County

Mark Maltsberger
Secretary/Treasurer
Brazos County

Linda Goolsby
Brazos County

Karla Sparks
Burleson County

Vacant 
Leon County

Sheriff Don Sowell
Grimes County

Patti Rowley
Madison County

Sheriff Gerald Yezak
Robertson County

MHMR Authority of Brazos Valley – Senior Management

Bill Kelly
Executive Director

Noel Templeton
Information Services 
Manager

Robert Reed
Director, Behavioral 
Health Operations

Ken Danford
Director, Administration 
Services

Dan Monson
Chief Financial Officer

Jermaine East
Director, Intellectual 
Developmental Disabilities

http://www.ethics.state.tx.us/forms/CIQ.pdf
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Lobbying Certification 
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House Bill 89 Verification 

House Bill 89 

Verification Form 

Certification Required by Texas Government Code Section 2270.002 

Effective September 1, 2017, Texas Government Code 2270.002 prohibits the Center from 

contracting with any “company” for goods and services unless the following verification is 

included as an attachment in the contract. This form is a legal document and will be added to 

your existing contract with MHMR Authority of Brazos Valley as said attachment.

By signing below, Company hereby certifies the following: 

1. Company does not boycott Israel; and

2. Company will not boycott Israel during the term of the contract.

Printed Company Name: 

Signed By: 

Print Name & Title: 

Date Signed: 

The following definitions apply to this state statute: 

1. “Boycott Israel” means refusing to deal with, terminating business activities with, or

otherwise taking any action that is intended to penalize, inflict economic harm on, or

limit commercial relations specifically with Israel, or with a person or entity doing

business in Israel or in an Israeli- controlled territory, but does not include an action made

for ordinary business purposes; and

2. “Company” means a for-profit sole proprietorship, organization, association, corporation,

partnership, joint venture, limited partnership, limited liability partnership, or limited

liability company, including wholly owned subsidiary, majority-owned subsidiary, parent

company, or affiliate of those entities or business associations that exists to make a profit.
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Request for Taxpayer Identification Number and Certification (Form W-9) 

Please retrieve the Request for Taxpayer Identification Number and Certification from the 

following website: 

http://www.irs.gov/pub/irs-pdf/fw9.pdf 

Please attach the completed Form W-9 as part of your proposal. 

http://www.irs.gov/pub/irs-pdf/fw9.pdf
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Financial Information 

Please include the following with your proposal: 

1. Copy of Certified External Audit reports for the past three (3) years.

2. Copy of the most recent Tax Statement (IRS Form 1120, Form 990 as applicable).

3. Most current Annual Report
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Insurance 

Provide a Certificate of Insurance secured and maintained with an insurance company, or 

companies, licensed to do business in Texas for the following coverage in the following amounts: 

1. Comprehensive general liability, professional liability, and employee misconduct insurance

with limits of at least five million dollars ($5,000,000) per occurrence, ten million dollars

($10,000,000) aggregate.

2. Sufficient coverage to meet the requirement of State law for Workers' Compensation on its

employees providing services under this Contract. Workers’ Compensation policies shall

also include a waiver of subrogation in favor of Center.

3. Cyber and Errors and Omissions Liability insurance.  Proposer must have a limit of five

million dollars ($5,000,000), covering liabilities arising from a) product or service financial

injury caused by a product or service defect or performance failure; b) technology-related

injury caused by an errors or omissions and all series of continuous, repeated or related acts,

errors or omissions; c) breach mitigation and notification expenses related to a privacy

breach; d) and defense for liability from copyright infringement. Coverage also includes

reasonable legal litigation expenses.

4. Automobile Liability: If a successful proposer-owned vehicle is used in the provision of

Services, successful proposer must maintain automobile liability insurance coverage in the

amount of at least one million dollars ($1,000,000) combined single limit, with hired and

non-owned coverage included.

Successful proposer is responsible for obtaining and maintaining any riders or other documents 

necessary to ensure that the coverage described above. A legally qualified insurance company 

acceptable to Center must underwrite all insurance coverage listed above. Each policy shall 

contain a provision (to the extent legally permitted) that the insurance company shall give Center 

as a certificate holder thirty (30) days written notice in advance of (a) any cancellation or non-

renewal of the policy, (b) any reduction in the policy amount, (c) any deletion of additional 

insureds, or (d) any other material modification of the policy. If successful proposer is required 

to carry professional liability coverage and that professional liability coverage is a “claims 

made” policy, successful proposer shall maintain “tail” coverage with the same minimum 

coverage limits as stated above with respect to professional liability insurance until all possible 

statutes of limitations have expired. Upon the effective date of a contract, upon any renewal or 

change in terms of any insurance policy required above in this section (“Insurance”) and within 

ten (10) days of any request by Center, successful proposer shall provide the Center with written 

evidence (i.e. certificate of insurance), acceptable to Center, of all insurance coverage required 

herein. 
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Employer Information Report 

For vendors with more than 100 employees, the RFP submission must include the vendors’ 

status regarding equal employment opportunity. Please submit verification of status using the 

Employer Information Report EEO-1 or the State and Local Government Report EEO-4. 

EEO-1: 

https://www.eeoc.gov/employers/eeo1survey/index.cfm 

State and Local Government Report EEO-4: 

https://www.eeoc.gov/employers/eeo4survey/e4instruct.cfm 

https://www.eeoc.gov/employers/eeo1survey/index.cfm
https://www.eeoc.gov/employers/eeo4survey/e4instruct.cfm
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