Department of Health & Human Services

Division of Medicaid and Long-Term Care

DH HS j_ Nebraska Service Provider Agreement
e R AS R Supervising Practitioner Addendum

Provider:

Dear Provider:

In order to enroll or update your provider agreement for Mental Health/Substance Use Disorder Services, it is necessary to
understand how your agency meets Medicaid policy regarding the supervising practitioner's role and responsibility in serving
Nebraska Medicaid clients for Mental Health / Substance Use Disorder Services.

You may use this document as a guide in order that complete information is submitted with your enroliment application. Please
provide the information regarding the following:

1. ASSESSMENT
Please describe the supervising practitioner and therapist's role in the initial assessment of the client.

2. TREATMENT PLANNING

Please explain how the supervising practitioner and therapist develop the initial treatment plan and how the treatment plan
is updated (include time frames).

3. ONGOING SUPERVISION AND OVERSIGHT OF TREATMENT BY THE SUPERVISING PRACTITIONER

Please explain how the supervising practitioner provides assistance, guidance and direction as treatment is provided to
the client.
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4. ONGOING FACE-TO-FACE ASSESSMENT/TREATMENT OF THE CLIENT BY THE SUPERVISING PRACTITIONER

How is this determined?

Signatures:

I have reviewed the above referenced policy requirements and the information on this document and have agreed to provide

supervision to this therapist/s as described above.

Date
Name of Supervising Practitioner Date of Signature
Date
Therapist/s Agency Representative Date of Signature
Provider Name
Phone
Provider Number Telephone Number

If you have any questions regarding the use of this document, please send them to DHHS.MedicaidMHSU@nebraska.gov .
Sincerely,

Medicaid and Long Term Care
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