DEPARTMENT OF MENTAL HEALTH
COMMUNITY BASED FLEXIBLE SUPPORT

Invoicing, Payment and Claiming Guidelines

EVENT FILE FORMAT

ATTACHMENT G

	Field Name
	type
	Format
	*D
	Description

	AccountNumber
	Varchar(15)
	XX9999999999
	
	

	Name
	Alpha(30)
	Last,First Middle Initial
	
	Client Name – Informational for Provider use, not captured by DMH

	EventID
	Char(10)
	XXX
	*
	Use dictionary values 

	StartDate
	Smalldatetime
	mm/dd/yyyy
	
	

	EndDate
	Smalldatetime
	      mm/dd/yyyy
	
	 


Events Dictionary:

	EventID
	Description

	zSHELTER   
	SHELTER

	zSNFREH  *
	SKILLED NURSING FAC – REHAB 

	zINPSUB  *
	INPATIENT - SUBSTANCE ABUSE

	zINPPSY  *
	INPATIENT - PSYCHIATRIC

	zINPMED  *
	INPATIENT - MEDICAL

	zHOSPICE 
	HOSPICE SERVICES

	zCRISTA    
	CRISIS STABILIZATION BED

	zCORFAC  * 
	CORRECTIONAL FACILITY


* These events need to be reported in accordance with the Community

Based Flexible Supports Invoicing, Payment and Claiming Guidelines.
The other events  (zSHELTER, zHOSPICE, zCRISTA) should be reported 
when the event begins and ends using the Event file format. These events do
 not impact CBFS invoicing and payment.

