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DIVISION 8

CERTIFICATION OF BEHAVIORAL HEALTH

309-008-0100
309-008-0200
309-008-0250

309-008-0300
309-008-0400
309-008-0500
309-008-0600
309-008-0700
309-008-0800
309-008-0900
309-008-1000
309-008-1100
309-008-1200
309-008-1300
309-008-1400
309-008-1500
309-008-1600

309-011-0000
309-011-0010
309-011-0019

309-011-0024
309-011-0026
309-011-0028
309-011-0031
309-011-0032
309-011-0034
309-011-0036
309-011-0040
309-011-0045
309-011-0050
309-011-0055
309-011-0105
309-011-0110
309-011-0115
309-011-0120
309-011-0125
309-011-0130

TREATMENT SERVICES

Purpose and Scope

Definitions

Required Certifications for Behavioral Health
Treatment Services

Terms of Certification

The Application Process

Response to Application

Appealing Denial of Application for Certification
Types of Reviews

Conduct of Certification Reviews

Issuing Certificates

Modification to Certification

Suspension and Revocation of Certification
Informal Conference

Hearings

Information to CCOs and Other Health Plans
Complaints

Variance

DIVISION 11

ADMINISTRATIVE PRACTICES

Organizational Description
Obtaining Information
Membership on Task Forces, Commissions,
Advisory Groups and Committees
Purpose and Scope

Definitions

CAC Roles

CAC Responsibilities
Memberships: Selection and Terms
Chair and Vice-Chair: Election and Duties
AMH Responsibilities

Purpose and Statutory Authority
Definitions

Organization

Responsibilities

Purpose

Definitions

Provider Compensation

Purpose

Definitions

Policy

DIVISION 12

ADMINISTRATIVE PRACTICE AND PROCEDURE

309-012-0025
309-012-0030
309-012-0031
309-012-0032
309-012-0033

309-012-0034

309-012-0035
309-012-0070
309-012-0100
309-012-0105
309-012-0110
309-012-0115
309-012-0130
309-012-0140
309-012-0150
309-012-0160

2017 Edition

Procedures for Appeals of Reimbursement Orders
Purpose and Statutory Authority

Definitions

Requirements for Obtaining Financial Information
Procedures for Determining Ability-to-Pay for
Cost of Care

Delivery of Ability-to-Pay Orders and Factors
Relating to Appeals

Enforcement of Recoupment Liens

Policy

Purpose and Statutory Authority

Definitions

Earned Income in Calculation of Ability-to-Pay
Earned Income Exclusion

Purpose and Scope

Definitions

Applicability of Certificates of Approval

Award of Certificates of Approval for New
Applicants

309-012-0170

309-012-0180
309-012-0190
309-012-0200

309-012-0210
309-012-0220
309-012-0230

Award of Certificates of Approval to Providers at
the Time These Rules Are Adopted

Duration and Renewal of Certificates of Approval
Conduct of Periodic and Interim Reviews
Establishment of Conditions to the Award of
Certificate of Approval

Certificate Denial or Revocation

Hearings

Availability of Information to Coordinated Care
Organizations and Other Health Plans

DIVISION 13

ACCOUNTING AND BUSINESS PRACTICES

309-013-0030

309-013-0035
309-013-0040
309-013-0045
309-013-0055
309-013-0060
309-013-0075
309-013-0080
309-013-0085
309-013-0090

309-013-0095
309-013-0100
309-013-0105

309-013-0120
309-013-0130
309-013-0140
309-013-0150
309-013-0160
309-013-0170
309-013-0180
309-013-0190
309-013-0200
309-013-0210
309-013-0220

Management of Trust Accounts and Patient Funds
in State Institutions

Purpose and Statutory Authority

Definitions

Wage Standards

Hiring Procedure

Payroll Procedure

Purpose and Statutory Authority

Definitions

Reporting of Suspected Fraud and Embezzlement
Investigation of Suspected Fraud and
Embezzlement

Consequences of Failure to Adopt Procedures
Disclosure Requirement

Disciplinary Action

Audit Guidelines

Purpose and Statutory Authority
Definitions

Scope and Application of the Rule
Revenue

Expenses

Audit Process and Reports
Disposition of Audit Findings
Provider Appeals

Basic Accounting Records
Internal Controls

Independent Audit Reports

DIVISION 14

COMMUNITY MENTAL HEALTH PROGRAMS

309-014-0000
309-014-0005
309-014-0010

309-014-0015
309-014-0020

309-014-0025

309-014-0030

309-014-0035

309-014-0037
309-014-0040
309-014-0300
309-014-0310
309-014-0320
309-014-0330
309-014-0340

Oregon Administrative Rules Compilation

5-249

Purpose and Statutory Authority

Definitions

Purpose of a Community Mental Health and
Developmental Disability Program

Division Responsibility for Community
Addictions and Mental Health Services
Standards for Management of Community Mental
Health and Developmental Disability Programs
Standards for Management of All Community
Mental Health and Developmental Disability
Program Areas

Standards for Management of All Service
Elements

General Standards for Delivery of Community
Mental Health and Developmental Disability
Service Elements

Dispute Resolution

Variances

Purpose and Scope

Definitions

Regional Health Improvement Plan

Central Oregon Health Council

Central Oregon Health Improvement Plan
(COHIP)
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DIVISION 15

MEDICAID PAYMENT FOR PSYCHIATRIC
HOSPITAL INPATIENT SERVICES

309-015-0000
309-015-0005
309-015-0007
309-015-0010
309-015-0020

309-015-0021

309-015-0023
309-015-0025

309-015-0030
309-015-0035
309-015-0040
309-015-0045
309-015-0050
309-015-0052
309-015-0055
309-015-0060

Purpose and Statutory Authority

Definitions

General Conditions of Eligibility and Treatment
Conditions of Service Provider Participation
Establishing the Base Year and the Initial
Maximum Allowable Rate

Establishing the Maximum Allowable Rate for
Years Following the Base Period

Interim Rate Setting

Retrospective Settlement Rate Setting (Year End
and Final)

Billing Requirements

Payments

Accounting and Record Keeping

Filing of Annual Medicaid Cost Report

Auditing

Provider Sanctions

Appeals

Emergency Services in
Hospitals

DIVISION 18

Non-Participating

RESIDENTIAL SUBSTANCE USE DISORDERS AND
PROBLEM GAMBLING TREATMENT

309-018-0100
309-018-0105
309-018-0107
309-018-0110
309-018-0115
309-018-0120
309-018-0125
309-018-0130
309-018-0135
309-018-0140
309-018-0145
309-018-0150
309-018-0155
309-018-0160

309-018-0165
309-018-0170

309-018-0175
309-018-0180
309-018-0185
309-018-0190
309-018-0195
309-018-0200
309-018-0205

309-018-0210
309-018-0215

AND RECOVERY SERVICES

Purpose and Scope

Definitions

Certification Required

Provider Policies

Individual Rights

Licensing and Credentialing

Specific Staff Qualifications and Competencies
Documentation, Training and Supervision

Entry

Assessment

Service Plan and Service Notes

Service Record

Transfer and Continuity of Care

Co-Occurring Mental Health and Substance Use
Disorders (COD)

Residential Problem Gambling Treatment Services
Residential Substance Use Disorders Treatment
and Recovery Services

Residential Adolescent Substance Use Disorders
Treatment and Recovery Services

Residential Women’s Substance Use Disorders
Treatment and Recovery Programs

Medical Protocols in Residential Substance Use
Disorders Treatment Programs

DUII Rehabilitation Programs

Building Requirements

Facility Standards for Substance Use Disorders
Residential Treatment and Recovery Programs
Quality  Assessment and  Performance
Improvement

Grievances and Appeals

Variances

DIVISION 19

OUTPATIENT ADDICTIONS AND

309-019-0100
309-019-0105
309-019-0110

2017 Edition

MENTAL HEALTH SERVICES

Purpose and Scope
Definitions
Provider Policies

309-019-0115
309-019-0120
309-019-0125
309-019-0130

309-019-0135
309-019-0140
309-019-0145
309-019-0150
309-019-0155
309-019-0160
309-019-0165

309-019-0170
309-019-0175

309-019-0180
309-019-0185

309-019-0190

309-019-0195
309-019-0200

309-019-0205
309-019-0210

309-019-0215
309-019-0220
309-019-0225
309-019-0230
309-019-0235
309-019-0240
309-019-0245
309-019-0248
309-019-0250
309-019-0255

Individual Rights

Licensing and Credentialing

Specific Staff Qualifications and Competencies
Personnel Documentation, Training and
Supervision

Entry and Assessment

Service Plan and Service Notes

Co-Occurring Mental Health and Substance Use
Disorders (COD)

Outpatient Mental Health Services to Children
and Adults

Enhanced Care Services and Enhanced Care
Outreach Services

Psychiatric Security Review Board and Juvenile
Psychiatric Security Review Board

Intensive Community-Based Treatment and
Support Services (ICTS) for Children

Outpatient Problem Gambling Treatment Services
Outpatient Substance Use Disorders Treatment
and Recovery Services

Outpatient Adolescent Substance Use Disorders
Treatment and Recovery Services

Outpatient Women’s Substance Use Disorders
Treatment and Recovery Programs
Community-Based Substance Use Treatment
Programs for Individuals in the Criminal Justice
System

DUII Rehabilitation Programs

Medical Protocols in Outpatient Substance Use
Disorders Treatment and Recovery Programs
Building Requirements in Outpatient Substance
Use Disorders Treatment Programs
Quality ~ Assessment  and
Improvement

Grievances and Appeals

Variances

ACT Overview

ACT Provider Qualifications
Continued Fidelity Requirements
Failure to Meet Fidelity Standards
Admission Criteria

Admission Process

Transition to Less Intensive Services
Reporting Requirements

Performance

DIVISION 22

INTENSIVE TREATMENT SERVICES FOR CHILDREN
AND ADOLESCENTS ANDCHILDRENS’ EMERGENCY
SAFETY INTERVENTION SPECIALIST (CESIS)

309-022-0100
309-022-0105
309-022-0110
309-022-0115
309-022-0120
309-022-0125
309-022-0130
309-022-0135
309-022-0140
309-022-0145
309-022-0150
309-022-0155
309-022-0160
309-022-0165
309-022-0170
309-022-0175
309-022-0180
309-022-0185

309-022-0190
309-022-0192

Oregon Administrative Rules Compilation

5-250

Purpose and Scope

Definitions:

Provider Policies

Individual Rights

Licensing and Credentialing

Specific Staff Qualifications and Competencies
Documentation, Training and Supervision
Entry and Assessment

Service Planning and Coordination
Service Record

Minimum Program Requirements
General Staffing Requirements
Program Specific Requirements
Behavior Support Services
Emergency Safety Interventions
Restraint and Seclusion

Transfer and Continuity of Care
Quality ~ Assessment  and
Improvement

Grievances and Appeals
Variances

Performance
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309-022-0195

309-022-0200
309-022-0205
309-022-0210
309-022-0215
309-022-0220
309-022-0225

309-022-0230

Licensure as a Children’s Emergency Safety
Intervention Specialist (CESIS)

CESIS Scope of Licensure

CESIS License Applications

Issuance of a License

Renewal and Expiration of License

Complaints

Denial, Suspension, Revocation or Non-renewal
of License

Appeal Process

DIVISION 23

PSYCHIATRIC EMERGENCY SERVICES

309-023-0100
309-023-0110
309-023-0120
309-023-0130
309-023-0140
309-023-0150
309-023-0160
309-023-0170
309-023-0180

Purpose and Scope

Definitions

PES Facility Requirements

Services

Seclusion and Restraint

Involuntary Detainment & Informed Consent
Staffing Requirements

Staff Training

Quality Assessment and Improvement and Patient
Outcomes

DIVISION 31
PROGRAMS FOR MENTAL

OR EMOTIONAL DISTURBANCES

309-031-0010

Forensic Psychiatric Services

DIVISION 32

COMMUNITY TREATMENT AND SUPPORT SERVICES

309-032-0301
309-032-0311
309-032-0321
309-032-0331
309-032-0341
309-032-0351
309-032-0850

309-032-0860
309-032-0870

309-032-0890

Purpose and Scope

Definitions

Eligible Services

Staff Qualifications and Training Standards
Rights of Eligible Individuals

Enrollment and Record Requirements

Standards for Regional Acute Care Psychiatric
Services for Adults

Definitions

Standards for Approval of Regional Acute Care
Psychiatric Service

Variances

DIVISION 33

INVOLUNTARY COMMITMENT PROCEEDINGS

309-033-0200
309-033-0210
309-033-0220
309-033-0230

309-033-0240
309-033-0250

309-033-0260
309-033-0270

309-033-0280
309-033-0290

309-033-0300
309-033-0310

2017 Edition

Statement of Purpose and Statutory Authority
Definitions

General Standards

Custody of Persons Alleged to Be Mentally 11l
Prior to Filing a Notification of Mental Illness
Initiation of the Civil Commitment Process
Standards for Custody, Hospital and Nonhospital
Holds, Emergency Commitment and Emergency
Hospitalization of Persons Under Warrant of
Detention

Diversion from Commitment Hearing

Provision of Care, Custody and Treatment of
Persons Committed to the Division

Procedures for Committed Persons on Outpatient
Commitment or Trial Visit

Assignment and Placement of Persons Committed
to the Division

Transfers Between Classes of Facilities
Recertification for Continued Commitment

309-033-0320
309-033-0330

309-033-0340
309-033-0400
309-033-0410
309-033-0420

309-033-0430

309-033-0432

309-033-0435
309-033-0437

309-033-0440
309-033-0500
309-033-0510
309-033-0520

309-033-0530

309-033-0540

309-033-0550

309-033-0560
309-033-0600
309-033-0610
309-033-0620

309-033-0625

309-033-0630

309-033-0640

309-033-0650
309-033-0700
309-033-0710
309-033-0720

309-033-0725
309-033-0727
309-033-0730
309-033-0732
309-033-0733
309-033-0735
309-033-0740
309-033-0800
309-033-0810
309-033-0820

309-033-0830
309-033-0900
309-033-0910

Oregon Administrative Rules Compilation

5-251

Revocation of Conditional Release, Outpatient
Commitment or Trial Visit

Discharge of Committed Persons, Who Are Placed
in the Community, from Committment Status
Variances

Statement of Purpose and Statutory Authority
Definitions

Transportation and Transfer of Persons in Custody
or on Diversion

Transportation of a Committed Person to a State
Hospital, Community Hospital or Nonhospital
Facility

Standards for the Approval of a Secure Transport
Provider to Transport a Person in Custody or On
Diversion to an Approved Holding Hospital or
Nonbhospital Facility

Client Rights with Regards to a Secure Transport
Provider

Mechanical Restraint by a Secure Transport
Provider

Variance

Statement of Purpose and Statutory Authority
Definitions

Classes of Facility that Provide Care, Custody or
Treatment to Committed Persons or to Persons in
Custody or On Diversion

Approval of Hospitals and Nonhospital Facilities
to Provide Services to Committed Persons and to
Persons in Custody and on Diversion
Administrative Requirements for Hospitals and
Nonhospital Facilities Approved to Provide
Services to Persons in Custody

Standards for the Approval of Hospitals Detaining
Persons in Custody Pending Transport to an
Approved Holding Hospital or Nonhospital
Facility

Variances

Statement of Purpose and Statutory Authority
Definitions

Obtaining Informed Consent to Treatment From
a Person and the Administration of Significant
Procedures Without the Informed Consent of a
Committed Person

Administration of Medication and Treatment
without the Informed Consent of a Person in
Custody

Administration of Significant Procedures in
Emergencies without the Informed Consent of a
Committed Person

Involuntary Administration of Significant
Procedures to a Committed Person with Good
Cause

Variances

Purpose and Scope

Definitions

Application, Training and Minimum Staffing
Requirements

Medical Services

Structural and Physical Requirements

Seclusion and Restraint Procedures

Time Limits

Documentation

Quarterly Reports

Variances

Statement of Purpose and Statutory Authority
Definitions

Denial of Payment for Services to Persons in
Custody or On Diversion

Variances

Statement of Purpose and Statutory Authority
Definitions
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309-033-0920
309-033-0930

309-033-0940
309-033-0950
309-033-0960
309-033-0970

Certification of Mental Health Investigators
Investigation of Person Alleged to Be a Mentally
111 Person

The Investigation Report

Certification of Mental Health Examiners
Mental Health Examiner’s Report to the Court
Variances

DIVISION 35

RESIDENTIAL TREATMENT FACILITIES FOR
MENTALLY OR EMOTIONALLY DISTURBED PERSONS

309-035-0100
309-035-0105
309-035-0107
309-035-0110
309-035-0113
309-035-0115
309-035-0117
309-035-0120
309-035-0125
309-035-0130
309-035-0135
309-035-0140
309-035-0145
309-035-0146
309-035-0150
309-035-0155
309-035-0157
309-035-0159

309-035-0160
309-035-0161
309-035-0165
309-035-0167
309-035-0170
309-035-0175
309-035-0185
309-035-0190
309-035-0250
309-035-0260
309-035-0270
309-035-0280
309-035-0290
309-035-0300
309-035-0310
309-035-0320
309-035-0330
309-035-0340
309-035-0350
309-035-0360
309-035-0370
309-035-0380
309-035-0390
309-035-0400
309-035-0410
309-035-0420
309-035-0430
309-035-0440
309-035-0450
309-035-0460
309-035-0500
309-035-0550
309-035-0560
309-035-0570
309-035-0580
309-035-0590
309-035-0600

2017 Edition

Purpose and Scope

Definitions

Required Home-like Qualities
Licensing

Contracts and Rates

Administrative Management
Records

Staffing

Setting Requirements

Safety

Sanitation

Individual Furnishings

Admission to Program

Residency Agreement

Termination of Residency
Individual Rights

Individual Grievances and Appeals
Individual Assessment and Residential Service
Plan

Person-Centered Service Plan
Individually-Based Limitations
Individual Services and Activities
Use of Seclusion or Restraints

Food Services

Health Services

Civil Penalties

Criminal Penalties

Purpose, Scope and Statutory Authority
Definitions

Licensing

Contracts and Rates

Administrative Management
Records

Staffing

Physical Environment Requirements
Safety

Sanitation

Resident Furnishings

Admission to Home

Termination of Residency

Resident Rights

Grievances and Appeals

Resident Assesment and Residential Service Plan
Resident Services and Activities
Prohibition of Seclusion and Restraints
Food Services

Health Services

Civil Penalties

Criminal Penalties

Residential Facilities

Purpose

Definitions

Jurisdiction Over Homes and Centers
Case Management

Placement

Effective Date

DIVISION 36

COMMUNITY MENTAL HEALTH HOUSING FUND

309-036-0100
309-036-0105
309-036-0110

309-036-0115
309-036-0120
309-036-0130
309-036-0135

309-036-0140

Statement of Purpose

Definitions

Community Mental Health Housing Fund,
Community Mental Health Housing Trust
Account, Income and Expenditures

Funds for Community Housing

Funds for Institutional Housing

Real Property for Community Housing
Monitoring of Community Housing Awarded
Financial Assistance

Community Mental Health Housing Fund
Advisory Committee

DIVISION 39

STANDARDS FOR THE APPROVAL OF
PROVIDERS OF NON-INPATIENT
MENTAL HEALTH TREATMENT SERVICES

309-039-0500
309-039-0510
309-039-0520
309-039-0530
309-039-0540
309-039-0560

309-039-0570
309-039-0580
309-039-0700
309-039-0710
309-039-0720
309-039-0730
309-039-0740
309-039-0750
309-039-0760
309-039-0770
309-039-0780
309-039-0790

309-040-0300
309-040-0301
309-040-0305
309-040-0310
309-040-0315
309-040-0320
309-040-0325
309-040-0330
309-040-0335

309-040-0340
309-040-0345
309-040-0350
309-040-0355
309-040-0360

309-040-0365
309-040-0370
309-040-0375
309-040-0380
309-040-0385
309-040-0390
309-040-0391
309-040-0392
309-040-0395

Oregon Administrative Rules Compilation
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Purpose and Scope

Definitions

Eligible Providers

Approval Process

General Standards

Standards for Mental Health Partial Hospitalzation
and Day Treatment Programs

Standards for Mental Health Residential Programs
Variance

Purpose

Definitions

Authorized Duties

Approval of Training Program

Qualifications for Registration

Application Process for Registration

Fees

Renewal of Registration

Continuing Education

Suspension, Denial or Revocation of Registration

DIVISION 40
ADULT FOSTER HOMES

Purpose and Scope

Required Home-like Qualities

Definitions

License Required

License Application and Fees

Classification of AFHs

Capacity

Zoning for Adult Foster Homes

Training Requirements for Providers, Resident
Managers, and Substitute Caregivers

Issuance of a License

Renewal

Variance

Contracts

Qualifications for Adult Foster Home Providers,
Resident Managers and Other Caregivers
Facility Standards

Safety

Sanitation

Resident Furnishings

Food Services

Standards and Practices for Care and Services
Individually-Based Limitations

Residency Agreement

Standards for Admission, Transfers, Respite,
Discharges, and Closures
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309-040-0400
309-040-0405
309-040-0410
309-040-0415
309-040-0420

309-040-0425
309-040-0430
309-040-0435
309-040-0440
309-040-0445
309-040-0450

309-040-0455

Inspections

Procedures for Correction of Violations
Residents’ Rights, Complaints, and Grievances
Administrative Sanctions and Conditions

Denial, Suspension, Revocation or Non-renewal
of License

Removal of Residents

Conditions

Criminal Penalties

Civil Penalties

Public Information

Adjustment, Suspension or Termination of
Payment

Enjoinment of Adult Foster Home (AFH)
Operation

DIVISION 48

INTERMEDIATE AND SKILLED NURSING FACILITIES

309-048-0050
309-048-0060
309-048-0070

309-048-0080
309-048-0090
309-048-0100
309-048-0110
309-048-0120

309-048-0130

Statement of Purpose and Statutory Authority
Definitions

Procedures for Level I, Pre-Admission Screening
(PAS)

Procedures for Annual Resident Reviews (ARR)
Level II Evaluations

Documentation

Specialized Services for Individuals Residing in
Nursing Facilities

Relocation of Persons with Mental Illness From
Nursing Facilities to Other Residential Settings
Appeals

DIVISION 90

FORENSIC MENTAL HEALTH

EVALUATORS AND EVALUATIONS

309-090-0000
309-090-0005
309-090-0010
309-090-0015
309-090-0020
309-090-0025

309-090-0030
309-090-0035
309-090-0040
309-090-0050
309-090-0055

309-090-0060
309-090-0065
309-090-0070

Purpose and Scope

Definitions

Forensic Certification Types and Requirements
Application Requirements and Process
Recertification Requirements

Content of Written Evaluations Assessing
Competency and Criminal Responsibility
Forensic Evaluation Review Panel

Forensic Evaluation Review Panel Process
Forensic Evaluator Training Program
Confidentiality

Certification Denial, Suspension, Revocation,
Non-Recertification and Complaints Regarding
Content of Written Evaluation Reports
Complaints on Which the Authority Can Act
Complaint Processing and Investigation
Contested Case Hearing

DIVISION 91

STATE HOSPITAL ADMISSIONS AND DISCHARGES

309-091-0000
309-091-0005
309-091-0010

309-091-0015
309-091-0020
309-091-0025
309-091-0030
309-091-0035

309-091-0040

309-091-0045
309-091-0050

2017 Edition

Purpose and Scope

Definitions

Civilly Committed and Guardian Authorized
Admission Criteria

Determining Need for State Hospital Care
Neuropsychiatric and Geropsychiatric Admissions
Exclusion Criteria and Exceptions

Discharge Planning

Discharge Criteria and Procedures for Civil
Commit or Guardian

Forensic Admission Criteria and Procedures
Discharge Criteria and Procedures

Other Forensic Discharges

DIVISION 92

OREGON STATE HOSPITAL REVIEW PANEL

309-092-0000
309-092-0005
309-092-0010
309-092-0015
309-092-0020

309-092-0025
309-092-0030
309-092-0035
309-092-0040
309-092-0045
309-092-0050
309-092-0055
309-092-0060
309-092-0065
309-092-0070
309-092-0075
309-092-0080
309-092-0085
309-092-0090
309-092-0095
309-092-0100
309-092-0105
309-092-0110
309-092-0115
309-092-0120
309-092-0125
309-092-0130
309-092-0135
309-092-0140
309-092-0145
309-092-0150
309-092-0155
309-092-0160
309-092-0165
309-092-0170
309-092-0175
309-092-0178

309-092-0180

309-092-0185
309-092-0190
309-092-0195
309-092-0200
309-092-0205
309-092-0210
309-092-0215
309-092-0220
309-092-0225
309-092-0230
309-092-0235

309-092-0240

Purpose and Scope

Definitions

Membership and Terms

Chair; Powers and Duties

Responsibilities, Function and Purpose of Review
Panel

Jurisdiction of Individuals Under The SHRP
Scheduling Review Panel Hearings and Meetings
Quorum and Decisions

Public Meetings Law

Records

Public Records Law; Confidentiality

Hearing Notices

Information Contained in Notice

Time Frame of Hearings

Chairperson Conducting Hearing

Patient’s Right to Review Record; Exceptions
Evidence Considered; Admissibility

Motion Practice

Objections to Evidence

Witnesses and Documents; Subpoena
Testimony Given on Oath

Standards and Burdens of Proof

Burden of Going Forward

Continuance of Hearing

Cancellation of Hearing

Use of Restraints

Decisions of The SHRP

Notification of Right to Appeal

Patient Appearing Pro Se

Issues Before the Review Panel

Primary Concern: Protection of Society

Initial Hearing

Revocation Hearing

Patient Request for Conditional Release
Patient Request for Discharge

Hospital Request for Conditional Release
SHRP’s Procedure for Conditional Release of
Tier Two Offenders

Hospital or Outpatient Supervisor Request for
Discharge

Mandatory Two-Year, Five-Year Hearings
Status Hearing

Review Panel Order of Conditional Release
Elements of Conditional Release Order

The Authority’s Responsibility to Prepare Plan
Out-of-State Conditional Release Order
Reconsideration

Judicial Review

Enforcement of Review Panel Orders
Compliance

Custody of An Individual Who is a Substantial
Danger to Others

Leaves and Passes

DIVISION 102

HANDLING PATIENT MAIL IN STATE INSTITUTIONS

309-102-0100
309-102-0110
309-102-0120
309-102-0130

309-102-0140

309-102-0150
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Purpose and Scope

Definitions

Patient Rights Related to Mail

Mail Suspected To Contain Contraband, Limited
Items or Evidence of a Crime

Disposition of Mail Retained or Delivered To
Patient

Notice to Patients and Employees
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DIVISION 104

TELEPHONE USE BY PATIENTS AND
RESIDENTS IN STATE INSTITUTIONS

309-104-0000
309-104-0005
309-104-0010
309-104-0015
309-104-0020

Purpose and Statutory Authority

Definitions

Policy

Procedures

Notice to Patients, Residents, and Employees

DIVISION 106

VISITATION OF PATIENTS AND

RESIDENTS IN STATE INSTITUTIONS

309-106-0000
309-106-0005
309-106-0010
309-106-0015
309-106-0020

Purpose and Statutory Authority

Definitions

Policy

Procedures

Notice to Patients, Residents, and Employees

DIVISION 108

HANDLING OF PERSONAL PROPERTY OF PATIENTS
AND RESIDENTS IN STATE INSTITUTIONS

309-108-0000
309-108-0005
309-108-0010
309-108-0015
309-108-0020

Purpose and Statutory Authority

Definitions

Policy

Procedures

Notice to Patients, Residents, and Employees

DIVISION 112

USE OF RESTRAINT FOR PATIENTS IN

309-112-0000
309-112-0005
309-112-0010
309-112-0015
309-112-0017

309-112-0020
309-112-0025
309-112-0030
309-112-0035

STATE INSTITUTIONS

Purpose and Statutory Authority

Definitions

General Policies Concerning Use of Restraint
Use of Restraint in Emergencies

Use of Restraint as Part of Planned Treatment or
Training Programs

Use of Security Transportation

Use of Restraint for Acute Medical Conditions
Restraint Review Committee

Notice to Patients and Employees

DIVISION 114

INFORMED CONSENT TO TREATMENT AND
TRAINING BY PATIENTS IN STATE INSTITUTIONS

309-114-0000
309-114-0005
309-114-0010
309-114-0015
309-114-0020

309-114-0025
309-114-0030

Purpose

Definitions

General Policy on Obtaining Informed Consent
to Treatment and Training

Administration of Significant Procedures without
Informed Consent in Emergencies

Involuntary Administration of Significant
Procedures to Persons Committed to the Division
with Good Cause

Contested Case Hearing

Notice to Patients and Employees

DIVISION 118

GRIEVANCE PROCEDURES FOR USE

309-118-0000
309-118-0005
309-118-0010

2017 Edition

IN STATE INSTITUTIONS

Purpose and Statutory Authority
Definitions
Policy Statement

309-118-0015
309-118-0020
309-118-0025
309-118-0030
309-118-0035
309-118-0040
309-118-0045
309-118-0050

309-120-0070
309-120-0075
309-120-0080
309-120-0200
309-120-0205
309-120-0210
309-120-0215
309-120-0220
309-120-0225
309-120-0230
309-120-0235
309-120-0240
309-120-0245
309-120-0250
309-120-0255
309-120-0260
309-120-0265
309-120-0270
309-120-0275
309-120-0280

309-120-0285
309-120-0290
309-120-0295

Non-Grievable Issues

Grievance Procedures

Emergency Grievances
Representatives

Staff Role in Grievance Procedures
Review by Courts

Grievance Committee

Posting of Grievance Procedures

DIVISION 120
PATIENT TRANSFERS

Purpose

Definitions

Procedures for Transfer

Purpose

Definitions

Administrative Transfers (Mentally I1l Inmates)
Hearings Process

Representation

Notice of Hearing

Investigation

Documents/Reports

Witnesses

Postponement

Findings

Hearing Record

Superintendent’s Review

Extension of Transfer

Handling of Inmate Money and Personal Property
Visiting Privileges

Short-Term Transitional Leaves, Emergency
Leaves and Supervised Trips

Releases from a State Mental Hospital
Reporting of Unusual Incidents

Confidentiality and Sharing of Information

DIVISION 8

CERTIFICATION OF BEHAVIORAL HEALTH

309-008-0100

TREATMENT SERVICES

Purpose and Scope
(1) Purpose. These rules establish procedures for the applica-

tion, initial certification, renewal of certification, review, and other
actions on a certificate including revocation, denial, suspension,
and placement of conditions for the behavioral health treatment
services for the types listed in subsection (2) of this rule.

(2) Scope. These procedural rules apply to providers of
behavioral health treatment services seeking certification to provide
services the following of certificates issued under the referenced
service delivery rules:

(a) OAR 309-014-0000 to 0040 (Mental Health Division
Community Mental Health and Developmental Disability Services
Contractors);

(b) OAR 309-019-0100 to 0220 (Outpatient Addictions and
Mental Health Services);

(c) OAR 309-022-0100 to 0190 (Intensive Treatment Services
for Children and Adolescents);

(d) OAR 309-022-0195 to 0230 Children’s Emergency Safety
Intervention Specialist);

(e) OAR 309-033-0700 to 0740 (Community Hospital and
Nonhospital Facilities to provide Seclusion and Restraint to Com-
mitted Persons and Persons in Custody or in Diversion);

(f) OAR 309-039-0500 to 0580 (Non-Inpatient Mental Health
Treatment Services);

(g) OAR 415-020-0000 to 0090 (Out-Patient Opioid Treatment
Programs);
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(h) OAR 415-054-0020 to 0580 (DUII Alcohol/Other Drug
Information and DUII Alcohol/Other Drug Rehabilitation Pro-
grams);

(i) OAR 415-054-0400 to 0580 (Alcohol and Drug Evaluation
and Screening Specialist);

(j) OAR 415-055-0000 to 0035 (Recommendations For
Restricted License For Driving Under The Influence of Intoxicants
and Other Related Suspensions and/or Revocations; and

(k) OAR 415-057-0020 to 0150 (Adult Prison-Based Alcohol
and Other Drugs Treatment Programs for the Department of Cor-
rections).

(3) These rules do not establish procedures for other health
care services types or licenses not listed in subsection (2) of this
rule and specifically do not establish procedures for:

(a) Licensing a residential facility under ORS 443410 or
443.725;

(b) Licensing or certifying an individual behavioral health
care practitioner otherwise licensed to render behavioral health
care services in accordance with applicable statutes by the
applicable licensing board; or

(c) Licensing or certifying a behavioral health treatment ser-
vices provider comprised exclusively of health care practitioners or
behavioral health care practitioners otherwise licensed to render
behavioral health care services in accordance with applicable
statutes by the applicable licensing board.

(4) These rules apply to applications, initial certifications,
renewals of certification, reviews, and other actions that were
pending or initiated on or after July 1,2016.

Stat. Auth.: ORS 161.390, 161.392, 179.040, 413.042, 413.032-413.033,

426.072, 426.236, 426.500, 430.021, 430.256, 430.357, 430.560, 430.640,

430.870, 743A.168

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590,430.620, 430.637, 813.021, & 813.260

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16; MHS 12-
2016(Temp), f. & cert. ef. 7-29-16 thru 12-27-16

309-008-0200
Definitions

(1) “ASAM PCC” means the most current publication of the
American Society of Addiction Medicine Patient Placement Criteria
for the Treatment of Substance-related Disorders, which is a
clinical guide used in matching individuals to appropriate levels of
care, and incorporated by reference in these rules.

(2) “Applicant” means any provider with an existing certificate
listed in OAR 309-008-0100(2) to provide behavioral health treat-
ment services or any person, organizational provider, tribal organi-
zation, or Community Mental Health Program seeking initial certi-
fication listed in OAR 309-008-0100(2) by submitting an application
to provide behavioral health treatment services.

(3) “Behavioral Health” means mental health, mental illness,
addictive health, and addiction and gambling disorders.

(4) “Behavioral Health Treatment Services” means mental
health treatment, substance use disorder treatment, and problem
gambling treatment services.

(5) “Certificate” means the document or documents issued by
the Division, which identifies and declares certification of a
provider pursuant to these rules. A letter accompanying issuance of
the certificate will detail the scope and approved service delivery
locations of the certificate.

(6) “Certification Review” means an assessment of a provider
or applicant by the Division or by another state agency or
contractor on behalf of the Division, for the purpose of assessing
compliance with these rules, with applicable service delivery rules,
and other applicable regulations.

(7) “Community Mental Health Program” (CMHP) means the
organization of various services for persons with a mental health
diagnosis or addictive disorders, operated by, or contractually affil-
iated with, a local mental health authority and operated in a specific
geographic area of the state under an agreement with the Division
pursuant to OAR 309-014-0000.

(8) “Condition” means a provision attached to a new or
existing certificate that limits or restricts the scope of the certificate
or imposes additional requirements on the applicant or provider.

(9) “Coordinated Care Organization” (CCO) means an entity
that has been certified by the Authority to provide coordinated and
integrated health services.

(10) “Director” means the Director of the Oregon Health
Authority or the Director’s designee.

(11) “Division” means the Health Systems Division (HSD) of
the Oregon Health Authority or the Division’s designee.

(12) “Division Staff” means those staff employed by the Divi-
sion to conduct certification activities under these rules or a con-
tracted entity delegated the authority by the Division to conduct
certification activities under these rules.

(13) “Individual” means the person requesting or receiving
behavioral health treatment services from a provider certified by
the Division pursuant to these rules.

(14) “Individual Services Records” means documentation,
written or electronic, regarding an individual including information
relating to entry, assessment, orientation, services and supports
planning, services and supports provided, and transfer.

(15) “Initial Certification” means a certificate issued to a new
provider.

(16) “Non-Inpatient Provider” means a provider not contrac-
tually affiliated with the Division, a CMHP, or other contractor of
the Division, providing behavioral health treatment services under
group health insurance coverage which seeks or maintains Division
approval under ORS 743A.168)

(17) “Oregon Health Authority” (Authority) means the agency
established in ORS Chapter 413 that administers the funds for
Titles XIX and XXI of the Social Security Act. It is the single state
agency for the administration of the medical assistance program
under ORS chapter 414. For purposes of these rules, divisions of
the Oregon Health Authority include the Public Health Division
and the Health Systems Division.

(18) “Plan of Correction” (POC) means a written plan and
attached supporting documentation created by the provider when
required by the Division to address findings of noncompliance with
these rules or applicable service delivery rules.

(19) “Provider” means a person, organizational provider as
defined in ORS 430.637(1)(b), tribal organization, or CMHP that
holds a current certificate listed in OAR 309-008-0100(2) to
provide behavioral health treatment services pursuant to these and
applicable service delivery rules.

(20) “Program Staff” includes employees of the provider, per-
sons who provide services by contract with the provider, program
administrators, directors, or others who manage the provision of
services, and the provider itself where the provider is a person or a
group of persons.

(21) “Program Director” means a person with appropriate
professional qualifications and experience as regulated by the
applicable service delivery rules listed on the certificate, who is
designated to manage the operation of a program.

(22) “Public Funds” means financial support, in part or in full,
provided directly or indirectly by a local, state, or federal govern-
ment.

(23) “Regulatory Standard” means a rule, condition, or
requirement describing the following information for products,
systems, or practices:

(a) Classification of components;

(b) Specification of materials, performance, or operations; or

(c) Delineation of procedures.

(24) “Service Delivery Rules” means the OAR describing the
specific regulatory standards for each of the types of behavioral
health treatment services the Division certifies under these rules
and as listed in OAR 309-008-0100(2).

(25) “Service Delivery Location” means the office, facility,
location, or other physical premises where the applicant or provider
intends to provide or currently provides behavioral health treatment
services. .

(26) “Services” means those activities and treatments intended
to assist the individual’s transition to recovery from a substance use
disorder, gambling disorder or mental health condition, and to pro-
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mote resiliency, and rehabilitative and functional individual and
family outcomes.

(27) “Substantial Compliance” means a level of adherence to
applicable administrative rules, statutes, and other applicable regu-
lations which even if one or more requirements is not met, does
not, in the determination of the Division:

(a) Constitute a danger to the health, welfare or safety of any
individual or to the public;

(b) Constitute a willful, negligent, or ongoing violation of the
rights of any individuals as set forth in administrative rules; or

(c) Constitute impairment to the accomplishment of the Divi-
sion’s purposes in approving or supporting the applicant or
provider.

(28) “Substantial Failure to Comply” means a level of adher-
ence to applicable administrative rules, statutes, contractual require-
ments, and other applicable regulations, which in the determination
of the Division:

(a) Constitutes a danger to the health, welfare or safety of any
individual or to the public;

(b) Constitutes a willful, negligent, or ongoing violation of the
rights of individuals as set forth in applicable administrative rules;
or

(c) Constitutes impairment to the accomplishment of the Divi-
sion’s purposes in approving or supporting the applicant or
provider.

(29) “Treatment” means the planned, medically appropriate,
individualized program of medical, psychological, and rehabilitative
procedures, experiences and activities designed to remediate symp-
toms of a DSM diagnosis.

Stat. Auth.. ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-

413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,

430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Tmplemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590, 430.620, 430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0250
Required Certifications for Behavioral Health Treatment
Services

(1) A current certificate is required for each provider offering
behavioral health treatment services by contract with the Division,
by contract with a public body, or by receipt of other public funds
except as provided in subsection (4) of this rule. A provider is con-
sidered to contract with a public body or receive public funds
where:

(a) The provider operates under an intergovernmental agree-
ment, a direct contract with the Division, or a direct contract with
one or more CCOs;

(b) The provider receives funds administered by the Division
or one or more CCOs;

(c) The provider is a community hospital, regional acute care
psychiatric facility, or nonhospital facility providing care, custody,
and treatment for a committed person in custody, or a person on
diversion pursuant to ORS 426.070 & 426.140; and

(d) The provider is a CMHP operating under 309-014-0000.

(2) A current certificate is required for each provider offering
behavioral health treatment services by contract with the Division,
by contract with a public body, or by receipt of other public funds
for residential mental health treatment services offering mental
health treatment services beyond the scope of their residential
licensure issued under OAR 309-035-0000; and

(3) An applicant or provider not described in subsection (1) or
(2) of this rule offering behavioral health treatment services
regulated by the service delivery rules listed in 309-008-0100(2),
and reimbursable under group health coverage as set forth in ORS
743A.168, may seek certification pursuant to these rules in order to
establish reimbursement eligibility.

(4) A certificate under these rules is not required for the fol-
lowing types of providers regardless of whether public funds are
received:

(a) An individual behavioral health care practitioner otherwise
licensed to render behavioral health care services in accordance
with applicable statutes by the applicable licensing board; or

(b) A behavioral health treatment services provider comprised
exclusively of health care practitioners or behavioral health care
practitioners otherwise licensed to render behavioral health care
services in accordance with applicable statutes by the applicable
licensing board; independent of payer or funding source.

(5) Certificates are not a substitute for a required license, such
as those required in ORS 443.410 and 443.725 for residential facil-
ities.

Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-

413.033, 426.072, 426.140, 426.175, 426.236, 426.500, 430.010, 430.021,

430.256,430.357,430.560, 430.640, 430.870, 743A.168

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590, 430.620, 430.637, 743.556, 813.021, & 813.260

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16; MHS 12-

2016(Temp), f. & cert. ef. 7-29-16 thru 12-27-16

309-008-0300
Terms of Certification

(1) Each applicant and provider agrees, as a term of certifica-
tion:

(a) To permit Division staff to inspect the service delivery
location(s) where the applicant or provider intends to provide or
currently provides behavioral health treatment services:

(A) During regular business hours and at any other reasonable
hour to verify information contained in the application or to ensure
compliance with all applicable statutes, administrative rules, other
applicable regulations, or contractual obligations; and

(B) For immediate entry and inspection, extending to any
premises the Division has reason to believe a provider provides
behavioral health treatment services.

(b) To permit Division staff to inspect, audit, assess and
collect data or copies from all records maintained by the applicant
or provider in relation to the certificate including but not be limited
to:

(A) Financial records;

(B) Individual Service Records;

(C) Records related to the supply, storage, disbursement, and
administration of prescribed and over-the-counter medications;

(D) Records of utilization and quality assurance reviews con-
ducted by the applicant, provider, or other accredited entity;

(E) Employee records including, but not limited to:

(i) Academic degrees;

(ii) Professional licenses;

(iii) Supervision notes, disciplinary actions, and logs; and

(iv) Criminal background checks;

(v) All documentation required by applicable service delivery
rules, statute, other applicable regulations, and administrative
rules;

(vi) Additional documentation deemed necessary by the Divi-
sion to determine compliance with this or any other applicable
administrative rules, statutes, or other applicable regulations;

(c) That the provider is certified to provide only those services
which are specified in the scope of services and conditions listed
on the certificate

(d) To post the certificate or a legible copy and any accompa-
nying letter noting approved service delivery locations or applicable
conditions in a public space of each approved service delivery
location to be available for inspection at all times;

(e) That the certificate does not create an express or implied
contract in the absence of a fully executed written contract; and

(f) That the certificate is not transferable to any other person,
provider, or service delivery location without Division approval.

(2) Nondiscrimination; Special Populations: The Division
shall not discriminate in its review procedures or services on the
basis of race, color, national origin, age, or disability. The Division
may issue certificates to specialized programs to assure maximum
benefit for special populations, in which case, the Division may
identify that special population in the certificates and impose appli-
cable program criteria under the applicable service delivery rules.

(3) A certificate is void immediately:
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(a) Upon voluntary closure by a provider;

(b) Upon change in the provider’s majority or controlling
ownership; or

(c) Upon the listed expiration date of the certificate if the
provider fails to timely submit a complete application for certifica-
tion renewal pursuant to these rules;

(4) Discontinuation of services:

(a) A provider discontinuing services voluntarily must:

(A) Notify the Division at least 60 days prior to the date of
voluntary closure and provide a written pl an to comply with record
retention standards set out in OAR 309-014-0035(4) and 42 CFR
Part 2, “Federal Confidentiality Regulations” as applicable;

(B) Make reasonable and timely efforts to obtain alternative
treatment placement or other services for individuals currently
being served; and

(c) Make reasonable and timely efforts to contact individuals
on waitlists and refer them to other treatment services; and

(d) A provider discontinuing services must provide individuals
with a minimum 30-day written notice regarding discontinuation
of services. In circumstances where undue delay might jeopardize
the health, safety, or welfare of individuals or the public, including
where the Division has revoked or immediately suspended the cer-
tificate pursuant to OAR 309-008-1100, the provider must notify
individuals regarding the discontinuation of services as soon as

possible.
Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620, 430.637,813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0400
The Application Process

(1) Application Required. An applicant seeking initial certifi-
cation or certification renewal, and an existing provider seeking to
expand its certified scope of services, relocate an existing service
delivery location, or open new service delivery location(s) must
submit a completed application to the Division.

(2) The Division will furnish an application with instructions,
and provide appropriate technical assistance to facilitate completion
of the application, upon:

(a) Request from an applicant seeking initial certification;

(b) Request from an existing provider seeking certification
renewal congruent with timelines established by these rules;

(c) Request from an existing provider seeking to add or
relocate service delivery location(s); and

(d) Request from an existing provider seeking to change the
scope of services approved on the current certificate.

(3) An applicant with multiple service delivery locations must
submit documentation with the application sufficient for the
Division to evaluate each service delivery location. A separate
application for each service delivery location is not required.

(4) The application must be legible and completed on the
forms furnished by the Division, in the manner specified by the
Division. Each application must include:

(a) A detailed plan outlining the implementation of the
proposed services congruent with these rules, applicable service
delivery rules, other applicable regulations, and OAR and ORS
noted herein;

(b) Written attestation by the applicant that all applicable rules
of the Division for provision of the proposed services will be met
and maintained in substantial compliance with applicable service
delivery rules;

(c) Other documentation required by applicable OAR, ORS,
other applicable regulations, local regulations, contract or by judg-
ment of the Division to assess applicant’s compliance with admin-
istrative rules; and

(d) Complete and current copies of the following documents:

(A) A description of the applicant’s service delivery location(s)
describing the type and scope of behavioral health treatment

services provided or proposed by the applicant at each service
delivery location;

(B) Applicant’s policies regarding credentialing practices of
individual practitioners;

(C) Applicant’s liability insurance coverage listing all covered
service delivery location(s);

(D) Applicant’s policies and procedures regarding seclusion
and restraint practices; and

(E) Applicant’s Code of Conduct.

(5) Where applicable, the Division will maintain copies of the
documents listed in subsection (4)(d) of this rule within the Divi-
sion’s CCO document bank.

(6) Timeframe for application submission:

(a) Initial Certification: An applicant seeking initial certification
under these rules must submit a completed application at least six
months in advance of the applicant’s desired date of certification;

(b) Certification Renewal: An applicant seeking to renew its
certificate must:

(A) Request an application from the Division; and

(B) Submit a complete application at least six months prior to
the expiration of the existing certificate.

Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-

413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,

430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590, 430.620,430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0500
Response to Application

(1) Upon receipt of application materials, the Division will
conduct a comprehensive audit of the application materials to
determine compliance with these rules.

(a) Complete Application. Within 60 days of the Division’s
receipt of a complete application compliant with these rules:

(A) The Division will notify the applicant that the application
has been accepted as complete; and

(B) The Division will contact the applicant to schedule a cer-
tification review.

(b) Incomplete Application. Within 60 days of the Division’s
receipt of an incomplete application, the Division will provide
written feedback describing any necessary amendment to the appli-
cation prior to resubmission. To resubmit, the applicant must
submit an amended application to the Division for review within
21 calendar days of receipt of the Division’s written feedback.

(2) When an application is denied, the Division will issue a
written notice of denial within 14 days of the determination in
accordance with ORS 183.

(3) Applications for certification will be denied where:

(a) The applicant’s proposed behavioral health treatment ser-
vices are not subject to the service delivery rules listed in OAR
309-008-0100(2) and therefore are not subject to certification
under these rules;

(b) The applicant fails to demonstrate substantial compliance
with applicable statutes, administrative rules, or other applicable
regulations.

(c) The applicant fails to re-submit complete application
materials within 21 calendar days of receipt of the Division’s
written feedback;

(d) The applicant timely re-submits the application but the
Division finds the re-submitted application remains incomplete or
fails to demonstrate substantial compliance with applicable statutes,
administrative rules, or other applicable regulations;

(e) The applicant submits an application within 180 days of a
prior application denial or certificate revocation under these rules
by the Division.

(4) The Division may elect to deny an application prior to
review when:

(a) The applicant has previously had any certification or
license suspended or revoked by the Division, Oregon Health
Authority, the Oregon Department of Human Services, or any other
similar state agency outside of Oregon;
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(b) The applicant has been denied certification due to failure
to submit complete application materials two or more times within
the previous three calendar years;

(c) The applicant is listed on any current Medicaid exclusion
list under OAR 410-120-1380(1)(c)(J); or

(d) The applicant submits false or inaccurate information to
the Division.

(5) Withdrawal of Application. An applicant may withdraw an
initial or renewal application at any time prior to the Division
acting on the application unless the Division has determined that
the applicant submitted false or misleading information in which
case the Division may refuse to accept the withdrawal and may

issue a notice of proposed denial in accordance with this rule.
Stat. Auth.. ORS 161390, 161392, 179.040, 179.505, 413.042, 413.032-
413.033, 426072, 426.175, 426.236, 426500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590,430.620, 430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0600
Appealing Denial of Application for Certification

(1) Hearing. Where the Division has denied an application
under these rules, the Division must notify the applicant in writing
and provide the applicant the opportunity to request a hearing
under ORS Chapter 183. Any request for a contested case hearing
must be submitted in writing to the Division by the applicant
according to the deadline set out in the notice of denial.

(2) Review by the Division. Where the Division has denied an
application under these rules, in addition to, or in lieu of, a hearing
under ORS Chapter 183, an applicant may request, in writing, an
appeal review by the Director.

(a) To obtain review, the applicant must submit a written
request for the appeal review to the Division within fourteen (14)
calendar days of receipt of the notice of denial;

(b) The Director, whose decision is final, must conduct an
appeal review meeting within 30 days of receipt of the applicant’s
written request;

(c) If the Director overturns the denial, the Division will issue
written notice to the applicant within fourteen (14) calendar days of
the appeal review meeting. The notice will inform the applicant of
the outcome of their appeal hearing and will either:

(A) Include an approved certification per these rules; or

(B) Include written notice of required amendment to application
materials and a timeframe for re-submission per these rules.

(d) If the Director affirms the denial, the notice of denial will
become final, the application closed, and a notice of the appeal
review outcome mailed to the applicant within fourteen (14) days

of the appeal review meeting.
Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620, 430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0700
Types of Reviews

(1) The Division may conduct the following types of certifica-
tion reviews as appropriate:

(a) Initial Certification Review. After receipt of a complete
application and consistent with OAR 309-008-0500(1)(a)(B), Divi-
sion staff will complete a comprehensive audit of the required
application documentation and the service delivery location(s).
The Division will not issue an initial certification without a com-
pleted Initial Certification Review;

(b) Certification Renewal Review. After receipt of a complete
application and consistent with OAR 309-008-0500(1)(a)(B), Divi-
sion staff will complete a comprehensive audit of the required
application documentation and the service delivery location(s). For
continued certification, Certification Renewal Reviews must occur
prior to the expiration of the existing certificate and at least once
every three years;

(c) Discretionary Certification Reviews. The Division may
conduct Discretionary Certification Reviews with reasonable notice
to ensure compliance with applicable statute, administrative rules,
other applicable regulations, and contractual obligations.

(A) Discretionary Certification Reviews may be conducted by
the Division with or without notice for the following reasons:

(i) The Division has reasonable concern the provider may act
to alter records or make them unavailable for inspections;

(i) The Division has received a complaint or information
which suggest or allege conditions or practices which could
threaten the health, safety, rights, or welfare of individuals; or

(iii) The Division has reason to believe a certification review
is necessary to ensure a provider is in substantial compliance with
these rules, service delivery rules, other applicable administrative
rules, contractual obligations or with conditions placed upon the
certificate;

(5) If Division staff are not permitted access to records or ser-
vice delivery location(s) for the purpose of conducting a certification
review consistent with these rules, the Division may take action on
the certificate up to and including the application of conditions,
suspension, or revocation.

(6) Inspections By Other Agencies: A provider or applicant
must permit state or local fire inspectors and state or local health
inspectors to enter and inspect the service delivery location(s) as
required by administrative rule, state fire code, or local regulations.

(7) Desk Reviews. At the sole discretion of the Division, Divi-
sion staff may complete a certification review partially or fully via
a desk review process. A desk review process is where Division
staff conduct a certification review based on the provider or appli-
cant’s submission of required documentation and telephonic inter-
views where Division staff do not physically visit the service
delivery location(s).

(a) The Division will furnish a list of documentation necessary
to complete the desk review to the applicant or provider;

(b) The applicant or provider must submit all requested docu-
ments to the Division in compliance with state and federal privacy
and data transmission regulations;

(c) The Division may elect to schedule telephone interviews
deemed necessary to fulfill the objectives of a certification review;
and

(d) Upon completion of the desk review, the Division will
securely dispose of documentation containing protected health

information submitted by the applicant or provider.
Stat. Auth.: ORS 161390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590,430.620, 430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0800
Conduct of Certification Reviews

(1) The Division will employ review procedures deemed ade-
quate to determine applicant or provider compliance with applicable
administrative rules, statutes, other applicable regulations, and as
necessary, contractual obligations. These procedures may include
but are not limited to:

(a) Entry and inspection of any service delivery location(s);

(b) Review of documents pursuant to this rule; and

(c) Interviews with or a request for completion of a question-
naire, by persons knowledgeable of the provider or applicant. Indi-
viduals interviewed may include program staff, managers, governing
or advisory board members, allied agencies, individuals, their
family members, and significant others;

(2) Program staff must cooperate with Division staff during a
certification review.

(3) Within 30 days following the completion of each discre-
tionary review the Division may, at their discretion, issue a report
and require a Plan of Correction congruent with section (4) of this
rule.
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(4) Within 30 days following the completion of each initial or
renewal certification review the Division will issue a report includ-
ing:

(a) A statement of deficiency including a description of the
review findings related to non-compliance with applicable admin-
istrative rules, statutes, other applicable regulations and any
required corrective actions where applicable;

(b) Conditions the Division intends to include on a certificate,
when applicable;

(c) The Plan of Correction (POC): When pursuant to a certifi-
cation review, the Division determines a provider or applicant is
not operating in substantial compliance with all related statutes,
administrative rules and other applicable regulations and the plan
of correction process is appropriate, the Division may require the
provider or applicant to submit a POC. The Division will provide
written notice of the requirement to submit a POC and the provider
or applicant must prepare and submit a POC according to the
following terms:

(A) The provider or applicant must submit the POC to the
Division within 30 days of receiving the statement of deficiency.
The Division may issue up to a 90 day extension to the existing
certification to allow the provider or applicant to complete the plan
of correction process.

(B) The POC must address each finding of non-compliance
and must include:

(C) The planned action(s) or action(s) already taken to correct
each finding of non-compliance;

(D) The anticipated or requested timeframe for the completion
of each corrective action not yet complete at the time of POC sub-
mission to the Division;

(E) A description of and plan for quality assurance activities
intended to ensure ongoing compliance; and

(F) The person(s) responsible for ensuring the implementation
of each corrective action within the plan of correction;

(d) POC Clarification Necessary. If the Division finds that
clarification or supplementation to the POC is required prior to
approval, Division staff will contact the provider or applicant to
provide notice of requested clarification or supplementation, and
the provider or applicant will submit an amended plan of correction
within 14 calendars days of notification.

(e) The provider must submit a sufficient POC approved by
Division prior to receiving a certificate. Upon the Division’s
approval of the POC, the Division will issue the appropriate certifi-
cation pursuant to these rules.

(f) Failure to Submit POC. The Division may deny, suspend,
or revoke an applicant or provider’s certification if the provider
fails to submit an adequate POC within the timeframes established
in this rule.

(5) Substantial Compliance. When the Division determines a
provider or applicant to be in substantial compliance with all
related statutes, administrative rules and other applicable regulations,
the Division will not require a POC. For certification reviews con-
ducted for purposes of initial certification or renewal of a certifica-

tion, the Division will issue a certificate pursuant to these rules.
Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620, 430.637, 813.021, & 813 .260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-0900
Issuing Certificates

(1) Issuing Certificates. The Division will issue an approved
applicant a certificate to provide behavioral health treatment
services as follows:

(2) Every certificate will;

(a) Be signed by the Director;

(b) Apply to all approved service delivery locations listed in
the accompanying letter;

(c) List the service delivery rules under which the applicant or
provider is approved to provide services;

(d) List the effective and expiration dates of the certificate;

(e) List any conditions applied to the certificate;

(f) List any variances approved by the Division; and

(g) Be accompanied by a letter from the Division noting:

(A) All service delivery locations approved under the certifi-
cate; and

(B) Approved alternative practices related to variances listed
on the certificate

(3) Initial Certification. After conduct of the certification
review, the Division will issue initial certificates to new applicants
that demonstrate substantial compliance with applicable adminis-
trative rules and statutes:

(a) For up to one (1) calendar year from the date of initial cer-
tification; and

(b) Initial certifications may be issued with conditions pursuant
to this rule.

(4) Certification Renewal. After conduct of the certification
review, and the plan of correction process where applicable, the
Division will renew the certificate of an applicant with a current
certification that demonstrate substantial compliance with applicable
administrative rules, or statutes:

(a) For up to three (3) calendar years from the date of renewal;
and

(b) Renewal certifications may be issued with conditions pur-
suant to this rule.

(5) Certificates with Conditions. The Division may elect at
any time and at its discretion to place time-limited conditions on a
certificate upon a finding that:

(a) The applicant or provider employs or contracts with any
program staff who has mistreated or otherwise engaged in abusive
behavior or has been substantiated for abuse or mistreatment;

(b) The applicant or provider employs or contracts with any
program staff that fails to meet relevant minimum qualifications
per the applicable service delivery rule(s);

(c) The applicant or provider is substantiated for abuse or mis-
treatment;

(d) The applicant or provider operates such that there is a
threat to the health, welfare, or safety of an individual or the public;

(e) The applicant or provider fails to operate in substantial
compliance with these or other applicable administrative rules or
regulations;

(f) The applicant or provider fails to fully implement or ade-
quately maintain a corrective action required by an approved POC;

(g) The Division has issued the applicant or provider through
two or more consecutive certification reviews substantially similar
finding(s) of non-compliance with these rules, service delivery
rules, or other applicable administrative rules, statutes or regulations;

(h) There is a need for increased regulatory oversight of the
applicant or provider;

(i) The applicant or provider fails to comply with any
reporting requirements relating to funding or certification; or

(j) The applicant or provider is unable to comply with applica-
ble rules or regulations due to staffing shortfalls; or

(k) The applicant or provider qualifies for placement of a con-
dition on the certificate pursuant to applicable service delivery
rules.

(6) The Division will consider the sum of the circumstances,
including the following criteria, when deciding whether to issue a
certificate with conditions as opposed to denying, suspending,
refusing to renew, or revoking a certificate;

(a) The expressed willingness and demonstrated ability of the
applicant or provider to gain and maintain compliance with all
applicable administrative rules and regulations;

(b) Submission of a POC prescribing reasonable, sustained
and timely resolution to areas of non-compliance;

(c) The relative availability of alternative providers to address
any service needs that would be unmet if the applicant or provider
is not issued a certificate with conditions as an alternative to revo-
cation or refusal to award a certificate; or
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(d) The applicant or provider’s historical compliance with
Division rules, previous conditions placed on certificates, and pre-
vious POCs.

(7) Conditions to the certificate may include:

(a) Requiring corrective actions with associated timeframes
for completion necessary for the applicant or provider to correct
areas of non-compliance or concern identified by the Division;

(b) Limiting the total number of individuals enrolled in
services or on a waitlist for services;

(c) Limiting the demographics including the age range of indi-
viduals who may by the applicant or provider;

(d) Limiting the scope and type of services that the applicant
or provider may provide;

(e) Other conditions deemed necessary by the Division to
ensure the health and safety of individuals and the public; and

(f) Other conditions deemed necessary by the Division for the
purpose of ensuring regulatory compliance with this or other appli-
cable administrative rules and regulations.

(8) The Division will:

(a) List the conditions on the certificate;

(b) Notify the applicant or provide in writing the condition(s)
imposed; and

(c) The duration of the condition(s), and actions required for
the removal of the condition from the certificate.

(9) Duration of Conditions. The Division will determine the
duration of each condition listed on a certificate. Conditions will:

(a) Be issued for no longer than one (1) year;

(b) Be removed from the certificate when the applicant or
provider demonstrates the successful completion of actions required
the Division.

(10) Extension of Conditions. Upon an applicant or provider’s
application, the Division may in its discretion grant a request for an
extension for no longer than six (6) months beyond the initial con-
dition period.

(a) The applicant or provider’s request for extension must be
in writing and received by the Division at least 30 calendar days
prior to the expiration date of the condition listed on the certificate;

(b) The applicant or provider’s request for extension must
include a detailed explanation of the following for each condition
to which the applicant or provider seeks an extension:

(A) Actions taken by the applicant or provider to complete the
required action necessary for removal of the condition;

(B) An explanation of why any required actions will not be
completed prior to the condition’s expiration date;

(C) A plan detailing how and when the applicant or provider
will complete the required actions necessary to remove the
extended condition, not to exceed six (6) months; and

(D) An explanation as to the extenuating circumstances pro-
hibiting the applicant or provider’s timely completion of the
required actions.

(c) Conditions will not be extended:

(A) Where the request for extension is not received by the
Division in advance of the condition expiration date;

(B) Where the Division has already granted one extension;

(C) Where the Division finds that an extension would perpet-
uate significant health and safety issues;

(D) Where the condition is the result of repeated findings of
non-compliance; or

(E) Where the Division finds that If the applicant or provider
fails to demonstrate extenuating circumstances.

(11) The Division may deny, suspend, and refuse to renew, or
revoke the certificate where the provider or applicant fails to timely
complete required corrective actions for removal of the condition(s).

(12)(a) When the Division orders a condition be placed on a
certificate under the provisions of this rule, the applicant or
provider is entitled to request a hearing in accordance with ORS
Chapter 183;

(b) In addition to, or in lieu of, requesting a hearing in accor-
dance with ORS Chapter 183, an applicant or provider may request
an informal conference with the Division per the informal
conference process found in OAR 309-008-0600.

Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620, 430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1000
Modification to Certification

(1) Modifying Certificates. A provider with a current certificate
seeking to open new service delivery location(s), relocate current
service delivery locations, provide additional types of treatment
services under different service delivery rules must submit a
written request for Division approval prior to any such changes.

(a) The Division must receive the written request for such
changes at least 60 days prior to the desired effective date for any
such changes.

(b) The Division will make reasonable efforts to make final
determination for approval or disapproval of changes to the certifi-
cate within 45 days of receiving the written request;

(2) A provider with a current certificate seeking to designate a
new Program Director must submit a written request for Division
approval prior to making such a designation.

(a) The provider must include copies of relevant qualifications
with its written request when designating a new Program Director.

(b) The Division will make every reasonable effort to review
documents and make a final determination regarding whether the
proposed Program Director meets applicable service delivery rule
requirements and qualifications within 30 days of receipt of the
provider’s written request. The Division will provide written notice
of its determination;

(c) When an emergency requires a provider to designate a new
Program Director prior to Division approval:

(A) The provider must make every reasonable effort to expe-
diently designate a new Program Director and must submit a
request for the designation to the Division within 15 calendar days
of the new designation and include copies of relevant qualifications
of the new Program Director; and

(B) The Division will make every reasonable effort to expedi-
ently review the provider’s request for the designation and make a
final determination whether the proposed Program Director meets
applicable service delivery rule requirements. The Division will

provide written notice of its determination.
Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620,430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1100
Suspension and Revocation of Certification

(1)(a) Immediate Revocation or Suspension. Immediate Revo-
cation or Suspension of a certificate, may occur when the Division
finds there is substantial failure to comply with applicable statutes,
administrative rules, service delivery rules, or other applicable reg-
ulations, such that, the Division finds that there is a serious danger
to the public health or safety:

(b) Has demonstrated substantial failure to comply with these
administrative rules and other applicable regulations such that the
health or safety of individuals is jeopardized to the degree that
immediate cessation of services by the provider is considered nec-
essary to prevent harm to the individual.

(2) Revocation, Suspension, and Refusal to Renew Certificates
with Notice. The Division may, with a 30 day notice to revoke, sus-
pend or refuse to renew a certificate or one or more service
delivery locations listed on the certificate when the Division deter-
mines a provider:

(a) Has demonstrated substantial failure to comply with these
administrative rules and other applicable regulations such that the
health or safety of individuals is jeopardized to the degree that ces-
sation of services by the provider is considered necessary to
prevent harm to the individual;
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(b) Has demonstrated a substantial failure to comply with
applicable rules and regulations such that the health or safety of
individuals is found to be jeopardized during two certification
reviews within a six-year period;

(c) Has failed to maintain any State of Oregon license which
is a prerequisite for providing services that were approved;

(d) Has a direct contract with the Division and the Division
has terminated its agreement or contract with the provider;

(e) Has failed to correct the issues detailed in a certificate with
conditions within the allotted time;

(f) Has failed to submit a POC sufficient to come into substan-
tial compliance with these and other applicable rules or regula-
tions;

(g) Has submitted falsified or incorrect information to the
Division;

(h) Has refused to allow access to information for the purpose
of verifying compliance with applicable statutes, administrative
rules or other applicable regulations, within a specified date or fails
to submit such information following the date specified for such a
submission in the written notification.

(3) When the Division determines the need to revoke, suspend,
or deny renewal of a certificate issued under these rules, a notice of

intent to take action on the certificate will be issued to the provider.
Stat. Auth.. ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426072, 426.175, 426.236, 426500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620,430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1200
Informal Conference

(1) Informal Conference. Within ten (10) calendar days of the
Division issuance of a notice of intent to apply a condition, revoke,
suspend, or refusal to renew the certificate to an applicant or
provider pursuant to these rules, the Division must offer the
applicant or provider an opportunity for an informal conference.
The applicant or provider must make its request for an informal
conference in writing within seven (7) days of the issuance of
notice. Upon receipt of a timely written request, the Division will
select a location and time for such a conference, provided that the
conference occurs within 14 days of the Division’s receipt of the
request.

(2) Following such a conference, the Division may:

(a) Approve the application or renewal, or set conditions to
certification as described as allowed by these rules an alternative to
denying or revoking certification;

(b) Continue to proceed with action on the provider’s
certificate up to and including applying conditions, suspension,
revocation, or refusal to renew the certificate.

(3) The Division will provide written notice of its decision
under subsection (2) of this rule within fourteen (14) calendar days
of the informal conference.

Stat. Auth.: ORS 161390, 161392, 179.040, 179.505, 413.042, 413.032-

413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,

430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590,430.620, 430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1300
Hearings

(1) An applicant or provider issued a notice of intent to apply
a condition, revoke, suspend, or refusal to renew its certificate
under these rules shall be entitled to request a hearing in accordance
with ORS Chapter 183.

(2) When the Division orders the immediate suspension or
denial of a certificate under the provisions of this rule, the provider
shall be entitled to request a hearing in accordance with ORS

Chapter 183.
Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620, 430.637, 813.021, & 813.260.
Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1400
Information to CCOs and Other Health Plans

(1) Upon completion of the site review process and the
issuance of a certificate, the Division will make copies of the fol-
lowing information available to Coordinated Care Organizations
and other health plans for the purpose of credentialing a provider:

(a) A current program description that reflects the type and
scope of behavioral health treatment services provided by the
provider;

(b) Provider policies and procedures regarding the provider’s
credentialing practices of individual clinicians;

(c) Statements of provider’s liability insurance coverage;

(d) An attestation from the Division verifying that the provider
has passed a screening and meets the minimum requirements to be
a Medicaid provider, where applicable;

(e) Reports detailing the findings of the Division’s certification
review of the provider;

(f) The provider’s Medicaid Vendor Identification Number
issued by the Division, where applicable;

(g) Copies of the provider’s policies and procedures regarding
seclusion and restraint practices; and

(h) Copies of the provider’s Code of Conduct.

Stat. Auth.: ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-
413.033, 426.072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620,430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1500
Complaints

(1) Complaints Concerning Providers. Any person may file a
complaint with the Division concerning a provider holding a cer-
tificate under these rules. The Division may require the complainant
to exhaust grievance procedures available through the provider
and, if applicable, the Medicaid payer, prior to initiating an investi-
gation.

(2) Complaint Investigation. The Division will only investigate
a complaint concerning a provider falling within the Division’s
scope and regulatory authority;

(a) The Division will investigate and respond to a complaint
pursuant to Division policies and procedures.

(b) The Division will refer the complainant to the appropriate
entity if the complaint pertains to a provider falling outside the
Division’s scope or regulatory authority or otherwise regulated by
another state or local entity.

(3) Consequences of a substantiated complaint related to the
health, safety, or welfare of an individual or the public may result
in the suspension, revocation, denial, or refusal to renew an

applicant or provider’s application or certificate.
Stat. Auth. ORS 161390, 161392, 179.040, 179.505, 413.042, 413.032-
413.033, 426,072, 426.175, 426.236, 426.500, 430.010, 430.021, 430.256,
430.357,430.560, 430.640, 430.870, 743A.168, 743.556.
Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,
430.590, 430.620,430.637, 813.021, & 813.260.
Hist.. MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-008-1600
Variance

(1) An applicant or provider may requests a variance to these
rules, applicable service delivery rules, or other applicable regula-
tions.

(2) Variance Submission. The applicant or provider must
submit the variance request directly to the Division along with the
application documents submitted to the Division. The variance
request must include:

(a) A description and applicable details of the variance
requested, including the applicable section of the rule for which the
variance is sought;

(b) The rationale and necessity for the requested variance;
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(c) The alternative practice proposed, where relevant; and

(d) The proposed duration of the variance, including a plan
and timetable for compliance with the rule exempted or adjusted by
the variance.

(3) Outcome of Requests for Variance. The Director, whose
decision is final, will approve or deny the variance request and
include an expiration date for the variance not to exceed the length
of the provider’s current certificate.

(4) Variance Expiration. A variance granted by the Division
becomes part of the certificate. Continuance of the variance will
not be automatic, and will be re-considered at the expiration of the
variance, or when the certification is being considered for renewal,
whichever comes first.

(5) Variance Renewal. Requesting renewal of a variance in
advance of current variance expiration is the responsibility of each
provider.

(6) Failure to Implement Variance. Failure by the provider to
implement approved alternative practices or otherwise demonstrate
noncompliance with an approved variance may result in the
Division withdrawing approval for a variance.

(7) Failure by the provider to implement approved alternative
practices or otherwise demonstrate noncompliance with an approved
variance such that the health or safety of individuals is jeopardized
to the degree that cessation of services by the provider is considered
necessary to prevent harm to the individual may result in the
Division taking action on the certificate pursuant to OAR 309-008-
1100

Stat. Auth.. ORS 161.390, 161.392, 179.040, 179.505, 413.042, 413.032-

413,033, 426,072, 426.175, 426.236, 426500, 430.010, 430.021, 430.256,

430.357,430.560, 430.640, 430.870, 743A.168, 743.556.

Stats. Implemented: 413.520, 426.060, 426.140, 430.010, 430.254, 430.335,

430.590, 430.620, 430.637, 813.021, & 813.260.

Hist.: MHS 6-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

DIVISION 11
ADMINISTRATIVE PRACTICES

309-011-0000
Organizational Description

(1) Purpose. This rule describes the organization of the Addic-
tions and Mental Health Division (Division). The Addictions and
Mental Health Division was previously known as the Mental
Health and Developmental Disability Services Division.

(2) Statutory Authority. This rule is authorized by ORS
413.042 and carries out the provisions of ORS 183.330.

(3) Goal and Organization:

(a) The goal of the Division is to promote mental health and to
reduce the negative consequences of mental or emotional distur-
bances and developmental disabilities;

(b) The Division is under the supervision and control of the
Administrator. The Administrator is an Assistant Director of the
Oregon Health Authority and is responsible for the state’s mental
health and developmental disability programs. The Administrator
is ultimately responsible for prevention, treatment, and rehabilitation
programs supported by public funds;

(c) The following positions, with the Administrator, comprise
the Executive Council of the Division: Deputy Administrator,
Assistant Administrator for the Office of Mental Health Services,
Assistant Administrator for the Office of Developmental Disability
Services, Assistant Administrator for Administrative Services,
Superintendent of Dammasch State Hospital, Superintendent of
Oregon State Hospital, Superintendent of Fairview Training Center,
Superintendent of Eastern Oregon Psychiatric and Training Center,
Assistant Administrator of Personnel Services, Communications
Manager, and Manager, Office of Client Rights. The Executive
Council meets regularly to assist the Administrator in the manage-
ment of the state’s mental health and developmental disability pro-
grams. The Administrator has the ultimate responsibility for all
decisions;

(d) The Deputy Administrator is responsible for assisting the
Administrator in directing, managing, coordinating programs for
the Division, and supervising the Computer Services Section;

(e) The Program Offices are responsible for planning, design-
ing, and developing resources for programs throughout the state
and ensuring the quality, effectiveness, and efficiency of those pro-
grams. Each Program Office is directed by an Assistant Adminis-
trator. The Office of Mental Health Services was previously known
as the Program Office for Mental or Emotional Disturbances and
the Office of Developmental Disability Services was previously
known as the Program Office for Mental Retardation and Other
Developmental Disabilities;

(f) The Assistant Administrator for Administrative Services is
responsible for the following administrative and support functions:
Managing the Division’s contractual relationship with providers of
local mental health and developmental disability services; legal
and financial compliance audits and for managing the budgeting
and business operations of the Division to expedite the effective
delivery of services. The functions performed by the Office of
Administrative Services support all Division programs;

(g) The Superintendents of the five state institutions are
responsible for the operation, control, and management of those
institutions;

(h) The Assistant Administrator of Personnel Services is
responsible for directing Division-wide labor relations activities;
personnel services; personal services position information control
system (PICS); classification and allocation; and affirmative
action/equal employment opportunity (EEO) to assure compliance
with federal and state laws, merit system principles, and labor
union contracts;

(1) The Communications Manager is responsible for developing
and coordinating a statewide communications plan for the Division,
producing informational materials; providing communications
counseling and assistance to staff. The position serves as spokesper-
son for the Division and works as a communications liaison to the
Oregon Health Authority;

(j) The Manager, Office of Client Rights is responsible for
independent investigations of patient and resident abuse cases,
conducting investigations on behalf of the Administrator, and
liaison with the various family and consumer advocacy groups rep-
resenting the Division’s clients.

Stat. Auth.: ORS 413.042

Stats. Implemented: ORS 183.330

Hist.: MHD 6, f. 2-18-72, ef. 3-11-72; MHD 19, f. 5-31-74, ef. 6-25-74; MHD

18-1980, f. & ef. 12-2-80; MHD 19-1983, f. & ef. 9-23-83; MHD 4-1990, f. 4-

26-90, cert. ef. 4-30-90

309-011-0010
Obtaining Information

(1) Purpose. This rule prescribes the method whereby the
public may obtain information or make submissions or requests of
the Division.

(2) Statutory Authority. This rule is authorized by ORS
179.040 and carries out the provisions of ORS 183.330.

(3) Obtaining Information. The public may obtain information
or make submissions or requests of the Division by contacting the
Communications Manager, Addictions and Mental Health Division,

500 Summer St. NE, E-86, Salem, OR 97310.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 183.330
Hist.: MHD 6, f. 2-18-72, ef. 3-11-72; MHD 20, f. 5-31-74, ef. 6-25-74; MHD
9-1986, f. & ef. 9-26-86; MHD 5-1990, f. 4-26-90, cert. ef. 4-30-90

309-011-0019
Membership on Task Forces, Commissions, Advisory Groups
and Committees

(1) As defined in ORS 174.109, at least 20 percent of the
membership of all task forces, commissions, advisory groups and
committees established by Division shall be consumers, with rep-
resentation balanced by age.

(2) This rule applies only to task forces, commissions,
advisory groups and committees that:
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(a) Primarily relate to persons with mental health or addiction
issues; and

(b) Are subject to ORS 192.630.

(3) Membership is subject to the limitations outlined in ORS
430.073.

Stat. Auth.: ORS 413.042 & 430.078

Stats. Implemented: ORS 430.078

Hist.: MHS 10-2010, f. & cert. ef. 7-22-10, Renumbered from 309-011-014,

MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0024
Purpose and Scope

The purpose of these rules is to implement ORS 430.073,
related to the Addiction and Mental Health (AMH) Division’s Con-
sumer Advisory Council (CAC). The scope of these rules is limited
strictly to the CAC, and will clarify CAC’s purpose, scope, mem-
bership, roles, and responsibilities, and those of AMH.

Stat. Auth.: ORS 413.042 & 430.073

Stats. Implemented: ORS 430.073

Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0026
Definitions

(1) “Administrative Support” means the tasks provided by
AMH, which are detailed in OAR 309-011-0230(b) below.

(2) “Advise” means to recommend, suggest or inform.

(3) “AMH Representative” means the individual(s) identified
by AMH to provide administrative support to CAC.

(4) “CAC” means the Consumer Advisory Council authorized
by ORS 430.073 and comprised of consumers appointed by the
Director.

(5) “Consumer” means a person who has received or is cur-
rently receiving mental health or addiction services.

(6) “Director” means the Director of the Oregon Health
Authority or his or her designee.

(7) “Director’s Designee” means the Director of the Addictions
and Mental Health (AMH) Division.

(8) “Majority Vote” means a decision agreed upon by the
majority of the quorum present.

(9) “Present”, related to meetings, means being physically
present, or connected to the meeting process via conference call or
tele-conference.

(10) “Public Meeting” means those meetings open to the

public and governed by ORS 192.610 through 192.690.
Stat. Auth.: ORS 413.042 & 430.073
Stats. Implemented: ORS 430.073
Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0028
CAC Roles

(1) The role of CAC is to provide to the Director’s Designee
advice on the provision of mental health services by AMH.

(2) CAC may provide evaluation and feedback on site reviews
related to mental health services provided by AMH.

(3) CAC shall work in cooperation with the Director’s
Designee or other designated AMH representative to promote, sup-
port and communicate AMH’s mission, vision and values.

(4) CAC shall adhere to public meeting laws.

(5) CAC may develop a mission statement and goals, which
shall not contradict the authorizing statutes or these rules.

(6) After the first of each calendar year, the CAC shall, in con-
sultation with the AMH Representative, develop and adopt a work
plan for the ensuing twelve months.

(7) CAC may establish committees to investigate and report
back to CAC regarding areas of interest to CAC.

(8) CAC shall not establish AMH policies, rules, internal

directives or procedures.
Stat. Auth.: ORS 413.042 & 430.073
Stats. Implemented: ORS 430.073
Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0031
CAC Responsibilities
(1) CAC shall meet at least once every two months.

(2) A meeting may continue without a quorum participating,
but authorities granted to CAC may not be exercised without a
quorum.

(3) Advice to the Director’s Designee shall be provided in
writing when CAC has a recommendation accepted by a majority
of the quorum.

(4) Advice to the Director’s Designee shall be signed and
dated by the chair or vice-chair.

(5) CAC in collaboration with the AMH Representative may

determine the procedures related to conducting CAC business.
Stat. Auth.: ORS 413.042 & 430.073
Stats. Implemented: ORS 430.073
Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0032
Memberships: Selection and Terms

(1) Members shall be appointed by the Director’s Designee,
considering CAC recommendations, and shall be appointed for a
two year term following a written acceptance of the offer.

(2) CAC shall consist of between 15 and 25 consumers, and
selection shall strive to represent:

(a) A broad range of ages, parents or guardians of children,
youth in transition (ages 16 to 25), adults age 55 or older;

(b) A variety of cultures and ethnicities;

(c) An approximate division of gender; and

(d) A balance of geographic areas within the state.

(3) AMH may appoint any member for a second two year
term.

(4) No person shall be excluded from serving as a member of
CAC due to affiliation with any organization or institution, or on
the basis of race, ethnic origin, religious affiliation, gender, age,
disability or sexual orientation.

(5) Only the Director’s Designee may remove a person from
CAC prior to the end of his or her current two year term.

(6) Members of CAC are not entitled to compensation or
reimbursement of expenses under ORS 292.495. [2007 ¢.805, 2;

2009 ¢.595 463]
Stat. Auth.: ORS 413.042 & 430.073
Stats. Implemented: ORS 430.073
Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0034
Chair and Vice-Chair: Election and Duties

(1) The CAC shall elect by a majority of participating votes,
one of its members as chair and one as vice-chair, to serve for a two
year term each, with the possibility of re-election for one additional
consecutive term.

(2) The chair shall have the powers and duties necessary for
the performance of the office. These duties shall include, but not be
limited to the following:

(a) Facilitate CAC meetings;

(b) Assign members to panels or committees;

(c) Ensure the content of CAC meetings remain within the
boundaries of its scope, purpose and authorities;

(d) Identify meeting agenda items, in collaboration with the
AMH representative;

(e) Call special meetings

(f) Sign documents from CAC addressed to the Director’s
Designee;

(g) Make membership recommendations, in collaboration
with the CAC and AMH representative.

(h) With approval from the AMH Representative, the Chair
may represent CAC by responding to requests for information or
participation pertaining to CAC.

(3) The vice-chair shall be responsible for the chair’s duties in
his or her absence.

(4) Early termination or resignation of the chair or vice-
chair’s position shall be filled by a majority vote of those present,

to serve a two year term.
Stat. Auth.: ORS 413.042 & 430.073
Stats. Implemented: ORS 430.073
Hist.: MHS 17-2012, f. & cert. ef. 12-28-12
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309-011-0036
AMH Responsibilities

(1) AMH shall provide:

(a) Necessary training and orientation to CAC members,
including but not limited to the following subject areas:

(A) AMH’s mission, vision, goals, roles and scope of business.

(B) CAC’s purpose and scope of business;

(C) CAC'’s internal protocol and practices;

(D) Lobbying restrictions;

(E) Conflict of interest;

(F) Public meeting laws;

(G) These administrative rules; and

(H) Other administrative rules, AMH policies and procedures,
internal management directives, and state and federal laws related
to topics CAC is considering as part of a recommendation to the
Director’s Designee.

(b) Administrative support such as but not limited to:

(A) Secure meeting spaces;

(B) Public meeting notices in accordance with public meeting
laws;

(C) Take attendance;

(D) Scribe, distribute and maintain records of approved min-
utes;

(E) Participate in the development of CAC meeting agendas;
and

(F) Send and receive communications to and from the Direc-
tor’s Designee.

(2) The Director’s Designee shall respond in writing within 60
days following receipt of CAC’s recommendations.

Stat. Auth.: ORS 413.042 & 430.073

Stats. Implemented: ORS 430.073

Hist.: MHS 17-2012, f. & cert. ef. 12-28-12

309-011-0040
Purpose and Statutory Authority

(1) Purpose. These rules describe the organization and respon-
sibilities of the Mental Health Advisory Board.

(2) Statutory Authority. These rules are authorized by ORS

413.042 and carry out the provisions of ORS 430.050.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 430.050
Hist.: MHD 6-1982, f. & ef. 3-23-82; MHD 3-1990, f. 4-26-90, cert. ef. 4-30-90

309-011-0045
Definitions

As used in these rules:

(1) “Administrator” means the Assistant Director of the
Addictions and Mental Health Division, Oregon Health Authority.

(2) “Consumer” means a person receiving or eligible to
receive services under rules of the Division.

(3) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority.

(4) “Mental Health Advisory Board” means a board appointed
by the Administrator and approved by the Governor to study the
problems of persons with mental illness or developmental disabili-
ties, assist in planning, and make recommendations to the Admin-
istrator for the development of policies and procedures with respect
to the state mental health services, and developmental disabilities
services programs.

(5) “Disabled Person” means any person who:

(a) Has a physical or mental impairment which substantially
limits one or more major life activities;

(b) Has a record of such an impairment; or

(c) Is regarded as having such an impairment.

Stat. Auth.: ORS 413.042 & 430.050

Stats. Implemented: 430.050

Hist.: MHD 6-1982, f. & ef. 3-23-82; MHD 3-1990, f. 4-26-90, cert. ef. 4-30-

90; MHD 4-1995, f. 5-31-95, cert. ef. 6-1-95

309-011-0050
Organization

(1) The Mental Health Advisory Board shall be composed of
at least 15 but not more than 20 lay and professionally trained indi-
viduals.

(2) The Administrator, with the approval of the Governor,
shall appoint the board members.

(3) Board members shall provide a balanced representation of
program areas and populations served, and shall reflect the diverse
ethnic, age and disability characteristics of consumers of services
provided in Division programs.

(4) At least two members of the Board shall be disabled per-
sons, one of whom is a consumer of mental health services and one
of whom is a consumer of developmental disability services. Two
additional members of the Board shall be consumers or family
members of consumers.

(5) Members of the board shall serve for terms of four years
expiring on the last day of odd numbered years.

(6) Members are entitled to compensation and expenses as
provided in ORS 292 .495.

(7) The Administrator may remove any member of the board
for misconduct, incapacity or neglect of duty. Any member who is
absent from three consecutive meetings of the Board may be
removed, at the Administrator’s discretion.

(8) The Administrator may make provision for technical and
clerical assistance to the Mental Health Advisory Board and for the
expense of such assistance.

(9) The board shall meet at least twice each year.

Stat. Auth.: ORS 413.042 & 430.050

Stats. Implemented: 430.050

Hist.: MHD 6-1982, f. & ef. 3-23-82; MHD 3-1990, f. 4-26-90, cert. ef. 4-30-
90; MHD 4-1995, f. 5-31-95, cert. ef. 6-1-95

309-011-0055
Responsibilities

(1) The board shall assist the Division in planning and prepa-
ration of administrative rules for the assumption of responsibility
for psychiatric care in state and community hospitals by community
mental health programs, in accordance with ORS 430.630.

(2) The board shall study the problems of mental health ser-
vices, and developmental disabilities services and make recom-
mendations for the development of policies and procedures with
respect to these programs.

(3) The board shall review state laws and legislative concepts
relative to state mental health services and developmental disabilities
services programs.

(4) The board shall review and consider funding of state
mental health services, and developmental disabilities services pro-
grams and make recommendations.

(5) The board shall advise the Administrator on the relationship
of mental health and developmental disability programs to other
state, local and private services and make recommendations for
collaborative or joint program developments.

(6) The board shall serve as a consulting body to the Adminis-
trator.

(7) The board shall encourage public understanding and
acceptance of state mental health services, and developmental dis-

abilities services programs.
Stat. Auth.: ORS 413.042 & 430.050
Stats. Implemented: 430.050 & 430.630
Hist.: MHD 6-1982, f. & ef. 3-23-82; MHD 3-1990, f. 4-26-90, cert. ef. 4-30-90

309-011-0105
Purpose

(1) The purpose of OAR 309-011-0105 to 309-011-0115 is to
establish the standards by which the Addictions and Mental Health
(AMH) Division and it’s designees approve payments to licensed
residential programs, funded by the Division or it’s designee, for
adult consumers of mental health services.

(2) OAR 309-011-0105 to 309-011-0115 will facilitate a
system of residential services and supports driven by individual

needs promoting recovery and wellness.
Stat. Auth.: ORS 430.210, 413.042 & 443.450
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Stats. Implemented: ORS 443.400 - 443.460 & 443.991
Hist.: MHS 9-2010, f. 6-30-10, cert. ef. 7-1-10

309-011-0110
Definitions

(1) “Adult” means a person 18 years of age or older, an eman-
cipated minor and individuals in the Young Adults in Transition
(YAT) programs as designated in contract.

(2) “Community Mental Health Program” (CMHP) means an
entity that is responsible for planning and delivery of services for
individuals with substance use disorders or mental health diagnoses,
operated in a specific geographic area of the state under an inter-
governmental agreement or direct contract with the Division.

(3) “Division” means the Addictions and Mental Health
(AMH) Division of the Department.

(4) “Individual Services and Support Plan” (ISSP) means a
comprehensive plan for services and supports coordinated for an
individual and his or her family, as applicable, that is reflective of
the assessment and the intended outcomes of services.

(5) “Occupied” means a specific individual is actively residing
in a designated program living space and is receiving services as
defined in OAR 309-016-0600 to 309-016-0755.

(6) “Occupancy Rate” means the calculated minimum rate of
occupancy in a residential program’s Operating Budget that reflects
the percentage of occupancy needed to meet expenses.

(7) “Operating Budget” means a division approved budget
utilizing division prescribed forms for the purpose of setting rates
in residential programs.

(8) “Population Designation” means any term used to describe
an individual in terms of their legal status or other category, to
include but not limited to those who are civilly committed,
admitted voluntarily or under the jurisdiction of the Psychiatric
Security Review Board (PSRB).

(9) “Provider” means an organizational entity, or qualified
person who is contractually affiliated with a Community Mental
Health Program (CMHP) or contracted directly with the Division
for the delivery of mental health services to individuals.

(10) “Residential Program” means all licensed Secure Resi-
dential Treatment Facilities, Residential Treatment Facilities and
Residential Treatment Homes funded by the Addictions and Mental
Health (AMH) Division or it’s designee, to provide services for
mental health individuals approved by the Division or it’s designee.

(11) “Services” means those activities and treatments described
in the Individual Services and Support Plan (ISSP) that are
intended to assist the individual to transition to recovery from a
substance use disorder, problem gambling disorder or mental
health condition.

(12) “Supervision” means the observation and monitoring of
individuals by program staff, at intervals necessary in order to
maintain safety and an awareness of the individual’s personal inter-
action and use of time.

(13) “Vacancy Rate” means the vacancy percentage calculated
in a residential program’s Operating Budget that reflects the vacant
days available per month without impact on funding.

(14) “Wellness” means an approach to healthcare and lifestyle
that emphasizes optimal and holistic physical and mental health
and which encourages optimal quality of life while preventing
illness and prolonging life.

Stat. Auth.: ORS 413.042 & 443.450

Stats. Implemented: ORS 430.210, 443.400 - 443.460 & 443.991
Hist.: MHS 9-2010, f. 6-30-10, cert. ef. 7-1-10

309-011-0115
Provider Compensation

(1) Residential program providers will be compensated for
services as defined in OAR 309-016-0600 to 309-016-0755.

(2) Only one provider may be compensated for each day. Indi-
viduals absent from the residential program on activities under the
supervision of the program staff shall be considered as occupying
their designated living space.

(3) The Division may make a Reserved Service Capacity Pay-
ment due to an acute care/respite admission or based on an Order

of Revocation issued by the Psychiatric Security Review Board. In
order to receive such funding the provider must:

(a) Notify the Division within 48 hours by submitting a
Reserved Service Capacity Payment form via email to:
caramh@state.or.us. The Division will approve/deny the request
within 2 business days of receiving the request.

(b) Receive approval from the Division prior to receiving such
payment.

(c) For payment request, submit a contract amendment request
and the approved Reserved Service Capacity Payment Request
Form with the Client Status portion completed, at the end of each
approval period.

(d) Use policies, procedures and forms prescribed by the Divi-
sion for the notification and request for payment.

(4) All residential program living spaces funded by the
Division or it’s designee will be available to any consumer
approved by the Division or its designee without regard to their
population designation or County of Responsibility.

Stat. Auth.: ORS 413.042 & 443.450

Stats. Implemented: ORS 430.210,443.400 - 443 460 & 443.991

Hist.. MHS 9-2010, f. 6-30-10, cert. ef. 7-1-10

309-011-0120
Purpose

These rules prescribe standards to be implemented by the
Addictions and Mental Health (AMH) Division in order to establish

the Self-Determination Policy as used in ORS 430.071.
Stat. Auth.: ORS 413.042 & 430.078
Stats. Implemented: ORS 430.078
Hist.: MHS 10-2010, f. & cert. ef. 7-22-10; MHS 17-2012, f. & cert. ef. 12-28-
12

309-011-0125
Definitions

As used in these rules:

(1) “Director” means the Director of the Addictions and
Mental Health (AMH) Division of the Oregon Health Authority
(Authority), or his or her designee.

(2) “Consumer” means a person who has received or is receiv-
ing mental health or addiction services.

(3) “Consumer Advisory Council” means the council appointed
by the Assistant Director to advise the Division on the provision of
mental health services.

(4) “Division” means the Addictions and Mental Health
(AMH) Division of the Oregon Health Authority.

(5) “Olmstead v. L.C.” means the 1999 Supreme Court
decision under which states are required to place persons with dis-
abilities in community settings rather than in institutions when the
State’s treatment professionals have determined that community
placement is appropriate, the transfer from institutional care to a
less restrictive setting is not opposed by the affected individual and
the placement can be reasonably accommodated, taking into
account the resources of the State and needs of others with disabil-
ities.

(6) As used in ORS 430.075, these terms have the following
meanings:

(a) “Task force” means a group or committee, usually
composed of experts or specialists, formed for analyzing, investi-
gating, or solving a specific problem or objective;

(b) “Commission” means a group of individuals that meet on
a regular basis, and that are officially authorized to perform certain
duties or functions;

(c) “Advisory group” means a collection of individuals who
bring unique knowledge and skills, and who are appointed to
support a particular service or function, or to investigate, report on,
or act upon a particular matter; and

(d) “Committee” means a body of persons that are officially
delegated or assigned to consider, investigate, act on, or report on a

particular service or function.
Stat. Auth.: ORS 413.042 & 430.078
Stats. Implemented: ORS 430.078
Hist.: MHS 10-2010, f. & cert. ef. 7-22-10; MHS 17-2012, f. & cert. ef.
12-28-12
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309-011-0130
Policy

The Addictions and Mental Health (AMH) Division shall
adopt a policy that supports and promotes self-determination for
persons receiving mental health services. The policy shall be
designed to remove barriers that:

(1) Segregate persons with disabilities from full participation
in the community in the most integrated setting in accordance with
the United States Supreme Court decision in Olmstead v. L.C., 527
U.S. 581 (1999); and

(2) Prevent persons with disabilities from enjoying a mean-
ingful life, the benefits of community involvement and citizen

rights guaranteed by law.
Stat. Auth.: ORS 413.042 & 430.078
Stats. Implemented: ORS 430.078
Hist.: MHS 10-2010, f. & cert. ef. 7-22-10; MHS 17-2012, f. & cert. ef.
12-28-12

DIVISION 12
ADMINISTRATIVE PRACTICE AND PROCEDURE

309-012-0025
Procedures for Appeals of Reimbursement Orders

(1) Purpose. This rule prescribes procedures for appeals of
Reimbursement Orders issued by the Division.

(2) Statutory Authority and Procedure. This rule is authorized
by ORS 179.640,413.042 & 179.040 and carries out the provisions
of ORS 179.610 to 179.770.

(3) Definitions. As used in this rule:

(a) “Administrator” means the Administrator of the Addictions
and Mental Health Division;

(b) “Authorized Representative” means those parties named
in ORS 305.240, or those parties who are determined to have the
authority to represent the person;

(c) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority;

(d) “Hearing” means the hearing authorized by ORS 179.640
for the purpose of review of Reimbursement Orders and modified
Reimbursement Orders issued pursuant to ORS 179.640;

(e) “Hearings Officer” means any person designated by the
Administrator to hold hearings on matters coming before the Divi-
sion. Staff of the Reimbursement Section of the Division may not
be designated as hearings officers;

(f) “Informal Conference” means a proceeding held before the
appeal hearing to allow the person to obtain a review of the action
or proposed action without the necessity of a formal hearing;

(g) “Person” means:

(A) A patient who is receiving or has received treatment or
care at a state institution for the mentally ill;

(B) A current or former resident at a state institution for the
mentally retarded;

(C) The estate of the person;

(D) Any other individual or entity having a financial interest
in contesting a Reimbursement Order.

(h) “Reimbursement Order” means the order issued to deter-
mine the person’s ability to pay pursuant to ORS 179.640;

(i) “Service” means deposit of a Reimbursement Order by
U.S. mail, state mail, or deposit with a state institution for hand
delivery;

(j) “State Institution” means Dammasch State Hospital in
Wilsonville, Oregon State Hospital in Salem, Fairview Training
Center in Salem, and Eastern Oregon Hospital and Training Center
in Pendleton.

(4) Authorization for Hearing: A hearing before the Adminis-
trator or a Hearings Officer shall be granted to a person who
appeals to the Administrator in the following instances:

(a) A person may appeal the Division’s determination or rede-
termination of the person’s ability to pay the state’s charges for
institutional care and maintenance. The appeal must be submitted
within 60 days of the service of the Reimbursement Order;

(b) The Division, on or about the time of the person’s
discharge, shall determine whether or not any of the funds
previously paid by the person or on his or her behalf to the State of
Oregon to cover his or her cost of care should be reimbursed to the
person to satisfy his or her financial needs upon release, or whether
any of the previous Reimbursement Orders for the current hospital-
ization should be modified. This redetermination may be appealed
within 60 days of service.

(5) Request for Hearing:

(a) No particular format for a request for a hearing is required,
but, to be considered, each request must be in writing and must
specify:

(A) The name and address of the person requesting the hear-
ing;

(B) The action being appealed, including:

(i) The year or years involved;

(i1) A reference to any Division correspondence on the subject
known to the person;

(i) Why the action being appealed is claimed to be incorrect;

(iv) The specific relief requested.

(b) The request for a hearing must be signed by the person or
his or her authorized representative;

(c) All requests for hearings shall be filed by mailing or deliv-
ering the appeal to the Reimbursement Section, Addictions and
Mental Health Division, 500 Summer St. NE, E-86, Salem, OR
97301;

(d) If the request for a hearing is considered insufficient in
content by the Division, the Division may require the request to be
reasonably supplemented with additional information before any
further action is taken on the appeal;

(e) Prior to the time of an appeal hearing, if there is no
objection by the person, the Hearings Officer may refer the matter
in controversy for an informal conference for settlement or simpli-
fication of issues.

(6) Authorization for Informal Conference:

(a) A person who has requested an appeal hearing pursuant to
section (5) of this rule may request that he or she have an informal
conference with a representative from the Reimbursement Section
before the formal appeal hearing. Any request for an informal con-
ference may be granted at the discretion of the Division;

(b) Such conferences are informal. A person may represent
himself or herself or may choose someone to act as his or her rep-
resentative. The purpose of the conference is to allow a person to
obtain a review of the action or proposed action (without the neces-
sity of a formal appeal hearing), if he or she believes that an action
made or proposed by the Division is incorrect;

(c) Payment of the proposed charge for institutional care and
maintenance will not jeopardize a conference request or decision.

(7) Request for Informal Conference:

(a) A conference request may be filed either with a hearing
request required in section (5) of this rule or subsequent to the
hearing request but at least 14 days before the date of a scheduled
hearing;

(b) The conference request shall be in writing and must speci-
fy:

(A) The name and address of the person requesting the confer-
ence;

(B) The reason for the request, including:

(1) In what respect the action or proposed action of the
Division is erroneous;

(i1) Reference to any prior Division correspondence on the
subject.

(c) If a hearing has been requested, the material submitted as
part of the request for a hearing may be used at the informal confer-
ence;

(d) The conference request should be addressed to the Reim-
bursement Section, Addictions and Mental Health Division, 500
Summer St. NE, E-86, Salem, OR 97301.

(8) Conduct of Informal Conference. A conference shall be
held at a place designated by the Division. To the extent practical,
the conference will be held at a location convenient to the person.
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The conference shall begin with a statement from the Division. The
person requesting the conference shall then state his or her
position, the facts as he or she knows them, and his or her questions
of persons present to clarify the issues.

(9) Disposition of Informal Conference:

(a) After the conference, the Reimbursement Section will
issue a proposed order disposing of the appeal for approval by the
Administrator. The written order, approved by the Administrator,
will be sent to the person within 14 days of the conference, unless
during the conference the Division action is conceded by the
person to be correct;

(b) The person’s request for a hearing will be stayed pending
the outcome of the conference, at which time the request for a hear-
ing will either be withdrawn by the person should he or she no
longer desire to proceed, or the hearing will be rescheduled;

(c) When a decision favors the person, the person will receive
a refund;

(d) The person may request within 30 days that the decision
made at an informal conference be reconsidered by the Administra-
tor. The person should set forth the specific ground or grounds for
requesting the reconsideration.

(10) Subpoenas and Depositions:

(a) The Division shall issue subpoenas to any party to a
hearing upon request. Witnesses appearing pursuant to subpena,
other than parties or employees of the Division, shall receive fees
and mileage as prescribed by law for witnesses in a civil action;

(b) Depositions may be taken on petition of any party to a
hearing.

(11) Conduct of Appeal Hearing:

(a) To the extent practical, the Division, in designating the
location of the hearing, shall designate a place convenient for the
person;

(b) The hearing shall be conducted by and shall be under the
control of the Hearings Officer;

(c) The Hearings Officer shall administer an oath or affirmation
of the witnesses;

(d) A verbatim record shall be made of all testimony and rul-
ings. Parties who wish a transcription of the proceedings should
make arrangements with the Division. If the Division determines
the record is no longer needed, the Division may destroy the record
after 180 days following the issuance of a final order, unless within
the 180-day period arrangements are made by the person for
further retention by the Division;

(e) The hearing shall begin with a statement of the facts and
issues involved. The statement shall be given by a person requested
to do so by the Hearings Officer;

(f) The Hearings Officer may set reasonable time limits for
oral presentation and may exclude or limit testimony that is cumu-
lative, repetitious or immaterial.

(12) Evidentiary Rules:

(a) All evidence of a type commonly relied upon by reasonably
prudent persons in conduct of their serious affairs shall be admissi-
ble;

(b) The Hearings Officer shall receive all physical and docu-
mentary evidence presented by parties where practicable. All
offered evidence is subject to the Hearings Officer’s power to
exclude or limit cumulative, repetitious or immaterial matter;

(c) Evidence objected to may be received by the Hearings
Officer, and rulings on its admissibility or exclusion may be made
at the time a final order is issued;

(d) At the time of the hearing, the person will be notified that
any exhibit introduced as evidence at the hearing will be destroyed
after 180 days following the issuance of a final order, unless within
the 180-day period, written request is made by the person presenting
the exhibit for the return of the exhibit;

(e) The burden of presenting evidence to support a fact or
position in a hearing rests on the proponent of the fact or position.

(13) Disposition of Appeal:

(a) After a hearing has been held, the Hearings Officer shall
issue a proposed order, including findings of fact and conclusions
of law. If the proposed order is adverse to the person, it shall be

served upon the person and an opportunity afforded to the person
to file exceptions and present written argument to the Administrator
before a final order is issued. A person has a ten-day period in
which to file exceptions and/or written argument to a proposed
order;

(b) Final orders on a hearing shall be in writing and shall
include:

(A) Rulings on admissibility of offered evidence;

(B) Findings of fact — Those matters which are either agreed
as fact or which, when disputed, are determined by the Administrator,
on substantial evidence, to be a fact over contentions to the con-
trary;

(C) Conclusions of law — Applications of the controlling law
to the facts found and the legal results arising there from;

(D) The action taken by the Division as a result of the findings
of fact and conclusions of law; and

(E) Notice of the person’s right to judicial review of the order.

(c) Parties to a hearing and their attorneys shall be mailed a
copy of the final order and accompanying findings and conclu-
sions.

(14) Administrative Review of Final Order:

(a) A person may file a petition for administrative review of
the final order with the Division within 30 days after the order is
served. The petition shall set forth the specific ground or grounds
for requesting the review. The petition may be supported by a
written argument. Examples of sufficient grounds are:

(A) The Division action is not supported by the written
findings, or the written findings are inaccurate; or

(B) Pertinent information was available at the time of the orig-
inal hearing which, through no fault of the party, was not
considered; or

(C) The action of the Division is inconsistent with its rules or
policies or is contrary to law; and

(D) The matters raised on appeal may have an effect on the
original decision.

(b) The Division may grant a rehearing petition if sufficient
reason therefore is made to appear. The rehearing may be limited
by the Division to specific matters. If a rehearing is held, an
amended order shall be entered;

(c) If the Division denies the appeal, it shall inform the person
in writing of the denial;

(d) If the administrative review has been requested, the
Division order is not final until the administrative review is granted
or denied.

(15) Time Extensions. Where any provision of this rule speci-
fies a particular time period in which a person must act, for good
cause shown, the Hearings Officer may, in his or her discretion,
allow a reasonable extension of time if so doing is not inconsistent
with ORS 179.640 to 179.650.

(16) Appeal. An appeal from the final order of the Division
may be taken as provided by law. Caution: Either ORS 179.650 or
183.482 may be applicable. See League of Women Voters v. Lane
County Boundary Commission, 32 Or. App. 53,573P.2d 1255, rev.
denied, 283 Or. 503 (1978).

Stat. Auth.: ORS 179.770,413.042 & 430.021

Stats. Implemented: 179.610 — 179.770
Hist.: MHD 6-1979(Temp), f. & ef. 9-20-79; MHD 1-1980, f. & ef. 1-14-80

309-012-0030
Purpose and Statutory Authority

(1) Purpose. Individuals admitted to the Division institutions
are liable for the full cost of their care, but are required to pay only
what they are able to pay. This rule establishes guidelines for deter-
mining a person’s ability to pay for the cost of care in a state insti-
tution.

(2) Statutory Authority. This rule is made necessary by ORS
179.610, authorized by ORS 413.042 and carries out the provisions

of ORS 179.610 to 179.770.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 5-1980(Temp), f. & ef. 4-18-80; MHD 14-1980, f. & ef. 6-24-80;
MHD 9-1991, f. 12-13-91, cert. ef. 12-16-91
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309-012-0031
Definitions

As used in these rules:

(1) “Ability to Pay” means the ability of a person in a state
institution to pay past, current, or ongoing cost of care, as
determined by the Division in accordance with these rules.

(2) “Assets” means, excluding income, the total value of an
individual’s equity in real and personal property of whatever kind
or nature. Assets include, but are not limited to the individual’s
stocks, bonds, cash, accounts receivable, moneys due, or any other
interests, whether they are self-managed, or held by the individual’s
authorized representative, or by any other individual or entity on
behalf of the individual. “Assets” held in trust are subject to laws
generally applicable to trusts.

(3) “Authorized Representative” means an individual or entity
appointed under authority of ORS 125, as guardian or conservator
of a person, who has the ability to control the person’s finances,
and any other individual or entity holding funds or receiving
benefits or income on behalf of any person.

(4) “Benefits from Health Insurance” means payments from
insurance programs with the limited purpose of paying for the cost
of care provided to an individual by a hospital or other health care
provider. Benefits of this type include, but are not limited to pay-
ments from:

(a) Private and group health insurance policies;

(b) The Medicare and Medicaid programs;

(c) Any other policies or programs with the purpose of paying
for the costs of inpatient and/or outpatient care.

(5) “Charges” means the amount the Division has determined
that the person is required to pay toward the cost of care based on
his or her ability to pay.

(6) “Cost of Care” means the person’s full liability for care as
determined by the Division using the rates established in accordance
with ORS 179.701.

(7) “Dependents” means individuals whom a person has a
legal duty to support. “Dependents” may include non-emancipated
children and spouse of a person, as well as any other individual for
whom a person would be allowed a personal exemption under
federal or Oregon personal income tax laws.

(8) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority.

(9) “Fair Market Value” means the cash price a capable and
diligent individual could obtain in a reasonable amount of time for
an asset after negotiating with those accustomed to buying such
property.

(10) “Funds for Personal Support Following Release” means
the cash that a person will need following his/her release from a
state institution to live in the community in a reasonable manner
for a period of time, not normally to exceed six months.

(11) “Income” means all funds received by an individual, or
for an individual by his or her authorized representative, from any
source, whether earned or unearned, after making applicable
deductions for state and federal taxes. “Income” includes benefits
from both income protection insurance which replaces the person’s
earned income when he or she is unable to work, and governmental
retirement or disability insurance, such as Social Security, Veterans,
and Railroad Retirement benefits.

(12) “Legal Obligations” means any financial duty imposed
by law. “Legal obligations” include, but are not limited to, loan or
mortgage contracts for which an individual is responsible, as well
as liabilities arising out of other contracts or legal duties to pay
money. “Legal obligations” include administratively or judicially
ordered child and/or spousal support.

(13) “Moral Obligations” means any payments that an indi-
vidual feels a moral duty to pay, but for which the individual does
not have a legal duty to pay.

(14) “Person” means:

(a) A current or former patient at a state institution for the
mentally and emotionally disturbed;

(b) A current or former resident at a state institution for the
developmentally disabled.

(15) “Person’s Representative” means:

(a) Any individual who is the person’s authorized representative
as defined in section (3) of this rule; and/or

(b) Any other individual who has the person’s written authority
to represent the person.

(16) “Personal Expense Allowance” means the cash allowed
for the reasonable miscellaneous expenses the person has while he
or she is in the state institution, including but not limited to
expenses for personal grooming and hygiene items; books, news-
papers, or other publications; snacks or refreshments not provided
by the state institution; and minor entertainment or excursions.

(17) “Primary Personal Automobile” means the automobile, if
the person has more than one, which the person would choose to
keep if required to sell all but one. If the person has only one, it is
the primary personal automobile.

(18) “Primary Personal Residence” means the home the
person owns, or is purchasing, and in which the person lived prior
to entering the state institution, and/or in which the person will live
after leaving the state institution.

(19) “Special Authorized Expense Allowance” means the
cash needed for the reasonable personal expenses of the person
which cannot be met by the personal expense allowance, and
which the Division determines are necessary.

(20) “State Institution” means Dammasch State Hospital in
Wilsonville; Eastern Oregon Psychiatric Center in Pendleton;
Eastern Oregon Training Center in Pendleton; Fairview Training
Center in Salem; and Oregon State Hospital in Salem.

(21) “Support for Dependents” means the cash necessary to
meet the reasonable needs of the dependents, less the amounts the
dependents receive from any other sources. Support for dependents
excludes administratively or judicially ordered child and/or spousal

support.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 5-1980(Temp), f. & ef. 4-18-80; MHD 14-1980, f. & ef. 6-24-80;
MHD 9-1991, . 12-13-91, cert. ef. 12-16-91

309-012-0032
Requirements for Obtaining Financial Information

(1) Information Obtained from the Person and/or the Person’s
Representative. The Division shall require the person and/or the
person’s representative to submit financial information on forms
provided by the Division. Financial information required by the
Division shall include, but shall not be limited to the following:

(a) A description of the person’s assets, and their values;

(b) A description of the person’s liabilities, the dates they
were incurred, the total amounts owing, and a schedule of actual or
planned payment dates and amounts;

(c) The sources and amounts of the person’s income;

(d) The sources of available benefits from health insurance;

(e) A description and the amounts of the person’s expenses;

(f) The names and ages of any dependents, and the sources
and amounts of income and assets, other than those of the person,
which are available for their support; and

(g) The income, assets, and liabilities of the person’s spouse
or other individual who shares the person’s expenses;

(h) Other information the person and/or the person’s represen-
tative considers important to the determination of the person’s
ability to pay.

(2) Information Obtained from Other Sources. In addition, the
Division may obtain financial information regarding the person
from other sources the Division considers to be reliable. These
sources may include, but are not limited to, the Social Security and
Veterans Administrations, Oregon Department of Revenue, and

other Oregon Health Authority agencies.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 5-1980(Temp), f. & ef. 4-18-80; MHD 14-1980, f. & ef. 6-24-80;
MHD 9-1991, f. 12-13-91, cert. ef. 12-16-91
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309-012-0033
Procedures for Determining Ability-to-Pay for Cost of Care

(1) Ability-to-Pay Orders — Based on the financial information
received or obtained, the Division will determine the person’s
ability to pay. If the person, and/or the person’s authorized repre-
sentative fails to provide sufficient information to show the person
cannot pay the full cost of care, the Division may determine the
person has the ability to pay the full cost of care. The determination
of the person’s ability to pay shall be set forth in an Ability-to-Pay
Order. The four types of Ability-to-Pay orders are Determination
of Charges, Modification to Charges, Return of Funds for Personal
Support Following Release, and Waiver of Charges. Each Order
shall be given one of these titles to identify the type of determination
it sets forth, and it shall be based on the factors and criteria
described in the following sections.

(2) Limit on Charges — The amount determined by the Divi-
sion to be the person’s charges shall not exceed the full cost of care
for the dates of service covered by the Ability-to-Pay Order, less
payments and/or credits from any other sources the Division has
received, or reasonably anticipates receiving.

(3) Determination of Charges — An Ability-to-Pay Order
which sets forth a determination of the person’s charges for the
care received which is made either while the person is in the state
institution, or after the person’s release from the state institution. A
Determination of Charges may be issued any time during the per-
son’s stay in the state institution. A Determination of Charges will
be issued after the person’s release if none was issued during the
person’s stay, or if the person’s financial circumstances change to
enable the person to pay cost of care which exceeds amounts
charged by previous Ability-to-Pay Orders. When issuing a Deter-
mination of Charges, the Division will consider the following fac-
tors:

(a) Factors relating to the person’s eligibility for and coverage
by benefits from health insurance;

(b) Factors relating to the person’s assets:

(A) Except as otherwise provided in this section, charges will
be assessed using the person’s equity in all assets whether the asset
is controlled by the person, or by the person’s authorized represen-
tative. The Division will determine the person’s equity in each
asset by deducting from the fair market value of the asset any bona
fide encumbrance against the asset;

(B) Charges will be assessed using the person’s equity in a
primary personal residence only if:

(i) Information is provided by the treatment staff at the state
institution stating the person cannot reasonably be expected to
return to the residence to live at any time following discharge from
the institution; and

(i1) None of the following individuals is residing in the resi-
dence:

() The person’s spouse;

(II) The person’s child or children under age 21, or blind or
disabled;

(II) The person’s sibling or siblings who own an interest in
the residence, and who lived in the residence for at least one year
immediately prior to the person’s admission to the state institution;

(IV) The person’s parents or emancipated children who are
unable to work to maintain themselves as declared in ORS
109.010.

(C) No charge will be assessed using the person’s equity in a
primary personal automobile;

(D) The value of an asset which has great sentimental value to
the person (such as a family heirloom or gift from a loved one) may
be disregarded if selling the asset would cause the person great
emotional distress. The Division shall confer with the person’s
treatment staff to decide whether or not to make this disregard;

(E) When assets are used as the basis for ongoing charges, the
Division will estimate the length of time the assets are expected to
last. During the final 60 days of that time period, the Division will
review the person’s financial circumstances in preparation for
modifying the person’s charges.

(c) Factors relating to the person’s income:

(A) Charges will be assessed using the total amount of all
income received either by the person, or for the person by the per-
son’s authorized representative;

(B) Income received at intervals other than monthly may be
prorated for use in a calculation of a monthly charge to the person.

(d) Factors relating to the person’s legal and moral obliga-
tions:

(A) For legal obligations other than administratively or judi-
cially ordered child and/or spousal support, the person must have
demonstrated an intent to pay the obligation, either by showing a
history or regular payments toward the full amount owing, or by
providing a plan showing dates and amounts of payments to be
made in the future;

(B) The Division shall seek the advice of treatment staff as to
whether or not, in the interest of the person’s rehabilitation,
welfare, and/or treatment, the person’s need to satisfy declared
moral obligations should be given priority over the person’s obliga-
tion to pay the cost of care;

(C) Any deduction allowed by the Division for legal or moral
obligations must be used to satisfy the current obligation. It may
not be accumulated by, or on behalf of the person, or used for pur-
poses other than that for which it was approved.

(e) Factors relating to the person’s obligation to provide finan-
cial support for dependents:

(A) Before approving a deduction for financial support for a
dependent, the Division shall determine how much money is
required to reasonably support the dependent. From that amount,
the Division shall subtract any funds available from sources other
than the person, such as the dependent’s own income and assets, or
any form of governmental aid such as public assistance payable to,
or on behalf of the dependent;

(B) Any deduction allowed by the Division for the financial
support of dependents must be used to provide current support. It
may not be accumulated by, or on behalf of the person, and it may
not be used for other purposes.

(f) Factors relating to the person’s personal and special autho-
rized expenses while in the state institution:

(A) The personal expense allowance while the person is in the
state institution shall be established by the Division to reflect the
Supplemental Security Income Program’s payment limit for insti-
tutionalized individuals (The allowance was $30 per month as of
July 1, 1988.);

(B) Special authorized expense allowances while the person is
in the state institution shall be approved based on the following cri-
teria:

(1) The state institution treatment staff’s advice that satisfying
the need will not interfere in any way with the successful treatment
or general welfare of the person, and it may enhance the person’s
ability to meet the goals of the treatment plan; and

(ii) There are no other resources available to meet the need.

(g) Factors related to the person’s need for funds for personal
support following release from the state institution when the
Division is issuing any Ability-to-Pay Order after release or when
release is scheduled within 30 days:

(A) As necessary, funds for personal support following release
will be allowed to pay for the following items:

(1) Rental costs including the monthly rent payment, as well as
one time deposits or fees, or mortgage payments related to the pur-
chase of a residence;

(ii) Food for the person and dependents;

(iii) Utilities such as heating fuel, water, electricity, garbage
service, basic telephone service, and basic television cable service;

(iv) Transportation and related insurance coverage;

(v) Routine household maintenance and insurance coverage;

(vi) Health and dental care and related insurance coverage for
the person and dependents;

(vii) Clothing and entertainment for the person and dependents;
and

(viii) Other personal expenses which the person shows to be
reasonable and necessary, including payments toward moral obli-
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gations and legal obligations (other than mortgage contracts), as
described in subsection (d) of this section.

(B) The funds allowed for personal support following release
shall be based on what a reasonable and prudent individual would
spend for the items given the resources available to the individual;

(C) The amount approved for support of the dependents shall
take into consideration all other resources available to meet the
dependent’s needs.

(h) Factors relating to the time period during which the
Division may assess charges, and the time period during which the
person is required to pay assessed charges:

(A) Ability-to-Pay Orders issued after release which establish
an ongoing monthly charge based on the person’s ability to pay
after release shall not add new charges beyond the 36th month fol-
lowing the month in which the person was released from the state
institution;

(B) The person is required to pay beyond the 36 month period,
any assessed charges not paid prior to release or during the 36
month period after release.

(4) Modification to Charges — An Ability-to-Pay Order
which sets forth a modification to the person’s charges established
by a prior Ability-to-Pay Order. A Modification to Charges will be
made to reflect either a change in the person’s financial circum-
stances which affects the person’s ability-to-pay ongoing monthly
charges, or the Division’s receipt of benefits from health insurance
that were not recognized in a prior Ability-to-Pay Order, which
cause established charges to exceed the maximum cost of care
chargeable to the person in accordance with section (2) of this rule.
When issuing a Modification to Charges, the Division will consider
the same factors used for a Determination of Charges as described
in section (3) of this rule.

(5) Return of Funds for Personal Support Following Release
— An Ability-to-Pay Order which sets forth a determination by the
Division regarding the return of funds paid toward the person’s
charges to provide the person with adequate funds for personal
support following his or her release from the state institution.
When issuing a Return of Funds for Personal Support Following
Release, the Division will use the following criteria:

(a) A Return of Funds for Personal Support Following Release
is subject to the following conditions:

(A) The person or the person’s representative has made pay-
ments toward the cost of care provided by the state institution.

NOTE: Returned funds for personal support following release cannot

exceed the total amount paid from the person’s own income and assets.

Benefits from health insurance are not included in the amounts paid.

If charges are due, but the person or the person’s representative
has made no payment, funds for personal support following release
will be considered under the provisions for Waiver of Charges;

(B) The person will be discharged from the state institution
within the next 30 days, or he/she was discharged from the state
institution within the last 60 days;

(C) The person has financial obligations following release
from the state institution as described in subsection (3)(g) of this
rule which cannot be immediately satisfied with other available
resources.

(b) Funds for personal support following release will be pro-
vided for a limited amount of time, not normally to exceed six
months, during which time the person will be expected to become
otherwise supported through employment, public assistance, or
other available programs;

(c) Funds for personal support following release for a period
of time exceeding six months will be considered only if the
Division receives information which shows the person’s circum-
stances require such consideration.

(6) Waiver of Charges — An Ability-to-Pay Order which sets
forth a determination by the Division regarding waiver of collection
of part or all of the person’s unpaid charges based upon the best
interest of the person or the Division:

(a) A waiver of charges should be granted when the Division,
after considering information regarding extraordinary circumstances
pertaining either to the person’s financial situation, or the person’s
physical, psychological, or sociological well-being, determines:

(A) Charges assessed by prior Ability-to-Pay Orders are
unpaid, and a subsequent change in the person’s circumstances
shows that collection of all or part of the unpaid charges would be
detrimental to the best interests of the person or of the Division;

(B) Charges assessed by prior Ability-to-Pay Orders are
unpaid, and the Division either receives a written statement from
the person’s treating physician, or accepts, on a case-by-case basis,
a non-physician mental health professional’s written statement,
which indicates the person’s physical, psychological, and/or socio-
logical condition is interfering with the person’s ability to satisfy
the outstanding obligation, and further efforts by the Division to
collect the unpaid charges would be harmful to the person; or

(C) Charges have not been assessed by a prior Ability-to-Pay
Order extraordinary circumstances as described in paragraph (A)
and/or (B) of this subsection are present, and based on those cir-
cumstances the charges should not be assessed.

(b) In accordance with ORS 179.640(4), charges may be
assessed or reassessed at a later time by a new Determination of
Charges Ability-to-Pay Order if the basis for waiver under this sec-

tion ceases to exist.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 5-1980(Temp), f. & ef. 4-18-80; MHD 14-1980, f. & ef. 6-24-80;
MHD 9-1991, f. 12-13-91, cert. ef. 12-16-91

309-012-0034
Delivery of Ability-to-Pay Orders and Factors Relating to
Appeals

(1) Delivery to the Person — The original Ability-to-Pay
Order shall be delivered to the person, unless the person has an
authorized representative.

(2) Delivery to the Authorized Representative — If the person
has an authorized representative, the original Ability-to-Pay Order
shall be delivered to the authorized representative, and a copy shall
be delivered to the person. Any Ability-to-Pay Order delivered to
an authorized representative shall include an explanation of the
Division’s right to demand payment of the charges assessed by the
Order, and the consequences to the authorized representative of
failing to comply, as provided by ORS 179.653.

(3) Appeal Rights — The Ability-to-Pay Order shall include
an explanation of the person’s right to appeal the determination set
forth by the Order.

(4) Successor Authorized Representative — If the person’s
authorized representative does not pay or appeal the charges
assessed by an Ability-to-Pay Order, and he or she is subsequently
replaced by a new authorized representative, the successor
authorized representative shall be provided with the opportunity to
either pay the assessed charges, or to appeal the determination set
forth by the Order. The Division will take the following actions
when notified there is a successor authorized representative:

(a) Deliver copies of all Ability-to-Pay Orders not fully paid
to the successor authorized representative with a letter which
describes the delivery of the Order(s) to the previous authorized
representative(s), and any actions taken by the previous representa-
tive(s) with regard to the Order(s);

(b) Include with the Order copies, an explanation of the suc-
cessor authorized representative’s right to appeal the determination(s)
set forth by the Ability-to-Pay Order(s).

(5) Resolving Appeals — If the person or the person’s autho-
rized representative appeals a determination set forth by an Ability-
to-Pay Order, the Division will attempt to resolve the appeal by
issuing a new Ability-to-Pay Order which takes into consideration
the information on which the appeal is based. If the appeal cannot
be resolved by issuing a new Order, it will be addressed through

the contested case appeal process.
Stat. Auth.: ORS 179.770,413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 9-1991, f. 12-13-91, cert. ef. 12-16-91

Oregon Administrative Rules Compilation

2017 Edition

5-270

(11-15-16)



Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

309-012-0035
Enforcement of Recoupment Liens

(1) Purpose. This rule establishes procedures for implementing
recoupment liens used in carrying out Reimbursement Orders
issued by the Division.

(2) Statutory Authority and Procedure. This rule is authorized
by ORS 179.770 and carries out the provisions of ORS 179.653
and 179.655.

(3) Definitions. As used in this rule:

(a) “Cost of Care” means the cost determined by the Division
in accordance with ORS 179.701;

(b) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority;

(c) “Person” means:

(A) A patient who is receiving or has received treatment or
care at a state institution for the mentally ill;

(B) A current or former resident at a state institution for the
mentally retarded.

(d) “Person’s Representative” means a conservator, guardian
of the person, or estate of the person in a state institution, or an
individual who has been appointed by a court in this or another
state or by Federal Court to serve as the legal representative of a
person in a state institution, and also includes an individual whom
a person in a state institution has designated to receive the notice of
information involved in the particular transaction;

(e) “Recoupment Lien” means a charge or security or encum-
brance upon real or personal property that can be used to satisty the
amount due for the person’s cost of care;

(f) “Reimbursement Order” means the order issued to determine
the person’s ability to pay pursuant to ORS 179.640(1) and (2);

(g) “State Institution” means Dammasch State Hospital in
Wilsonville, Oregon State Hospital in Salem, Fairview Training
Center in Salem, and Eastern Oregon Hospital and Training Center
in Pendleton;

(h) “Warrant” means the document issued by the Division
directed to the sheriff of any county of the state commanding the
sheriff to levy upon and sell the real and personal property which is
subject to satisfaction of the recoupment lien.

(4) Enforcement of Lien by Issuance of Warrant. The Division
shall enforce its recoupment lien created by ORS 179.653 by
issuance of a warrant in the manner stated in 179.655. Any warrant
issued by the Division pursuant to 179.655 shall clearly provide
that the sheriff or other person executing the warrant shall not levy
upon and sell any real or personal property that would be exempt
under Oregon law from execution pursuant to a judgment. However,
the Division shall not issue a warrant pursuant to 179.655 where:

(a) The amount due to the Division for the cost of care of a
person in a state institution is not at least 30 days overdue;

(b) Provision has been made to secure the payment by bond or
deposit or otherwise in conformance with section (5) of this rule;

(c) The person has exercised the right to appeal the Reim-
bursement Order pursuant to OAR 309-012-0025(6) and that
appeal is still pending;

(d) Sixty-one days have not passed since the issuance of the
Reimbursement Order;

(e) The person or the person’s representative has not been
given at least ten days’ prior written notice that the Division
intends to issue such a warrant.

(5) Methods of Securing Satisfaction of Reimbursement
Order:

(a) The issuance of a warrant to the sheriff to enforce
collection of delinquent money due the Division for the cost of care
for a person in a state institution will be stayed either by paying the
amount due and accrued interest after it becomes due or by
securing payment of that amount by bond or deposit or otherwise;

(b) The bond given by the person must be for an amount not
less than the amount due, plus interest for a reasonable period
determined by the Division:

(A) The bond must be executed by:

(i) A surety company which is registered with, and under the
supervision of, the Insurance Commissioner of the State of Oregon;
or

(i1) By two or more individual sureties, each of whom shall be
a resident and homeowner or holder of an interest in land within
the state and each of whom shall be worth sums specified in the
under-taking, exclusive of property exempt from execution and
over and above all valid debts and liability.

(B) The Division may allow more than two sureties to justify
several amounts less than that expressed in the undertaking, if the
whole justification is equivalent to that of two sufficient undertak-
ings.

(c) Any one of the following items, or combination of items
acceptable to the Division, equal to the amount due, plus accrued
interest thereon, may be deposited with the Division:

(A) A deposit of money;

(B) A certified check or checks on any state or national bank
within the State of Oregon payable to the Division;

(C) Satisfactory bonds negotiable by delivery, or obligations
by the U.S. Government negotiable by delivery; or

(D) Any other security satisfactory to the Division.

(d) The Division may require additional security whenever, in
its opinion, the value of the security pledged is no longer sufficient
to adequately secure the payment of the amount due, plus accrued
interest thereon.

(6) Release of Tax Lien and Clouds on Title. Any request
made to the Division for the release of a warrant, where such
warrant is not in fact a lien on title to the real property in question
but merely a cloud on the title to such real estate, shall be accompa-
nied by a statement. This statement shall show the facts affecting
the title to the real property in question that render the Division’s
warrant a cloud on the title to such real property and the reasons the
warrant does not actually constitute a lien thereon:

(a) This type of request for release of a warrant should be
accompanied by a current title report;

(b) The Division may require other documentary proof
showing the present condition of the title to the property in ques-
tion.

Stat. Auth.: ORS 179.770,413.042

Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 8-1980(Temp), f. & ef. 4-18-80; MHD 15-1980, f. & ef. 6-24-80

309-012-0070
Policy

(1) Requests for copies of medical records must be made in
writing with proper consent and must be specific to assure that only
the essential portions of the medical record are copied and released.

(2) A patient or resident shall not be denied access to the med-
ical record because of inability to pay. The patient may review his
or her record in the Medical Record Department at no charge.

(3) A copy of the most recent release summary shall be fur-
nished free of charge to authorized persons or agencies providing
follow-up care.

(4) A copy of required portions of medical records may be
provided without charge to the following agencies and individuals.
When a substantial part or all of a medical record is requested, the
Division may charge for copies in accordance with OAR chapter
943-003:

(a) Community mental health programs;

(b) Courts;

(c) Hospitals;

(d) Individuals or agencies providing follow-up care for the
patient;

(e) Insurance carriers paying for patient’s or resident’s care;
and

(f) Physicians.

(5) All other requests for public records shall be charged in

accordance with OAR 943-003.
Stat. Auth.: ORS 179.770, 413.042 & 431.120
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 2-1983(Temp), f. & ef. 2-18-83; MHD 10-1983, f. & ef. 6-8-83;
MHS 4-2007, f. & cert. ef. 5-25-07
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309-012-0100
Purpose and Statutory Authority

(1) Purpose. These rules establish the amount of earned
income the Division excludes when calculating ability-to-pay for
cost of care at a mental health institution. The purpose of this
earned income exclusion is to reduce the disincentive to work for
patients and residents.

(2) Statutory Authority. These rules are authorized by ORS

413.042 and carry out the provisions of ORS 179.770.
Stat. Auth.: ORS 179.770,413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 11-1985, f. & ef. 6-19-85

309-012-0105
Definitions

As used in these rules:

(1) “Earned Income” means money received by a patient or
resident in a mental health institution in return for services
rendered, while receiving care or treatment at the institution.

(2) “Mental Health Institution” means Dammasch State Hos-
pital in Wilsonville, Oregon State Hospital in Salem, Fairview
Training Center in Salem, and Eastern Oregon Psychiatric Center

and Eastern Oregon Training Center in Pendleton.
Stat. Auth.: ORS 179.770,413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 11-1985, f. & ef. 6-19-85

309-012-0110
Earned Income in Calculation of Ability-to-Pay
The Division includes earned income as income in the calcu-

lation of ability-to-pay, as described in OAR 309-012-0030.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 11-1985, f. & ef. 6-19-85

309-012-0115
Earned Income Exclusion

The Division allows a patient or resident to retain a portion of
any income earned while in a mental health institution. The amount
of earned income to be excluded in the calculation of ability-to-pay
is determined by subtracting $65 from earned income. An additional
$25 will be subtracted from the total income (both earned and

unearned) as an allowance for personal need.
Stat. Auth.: ORS 179.770, 413.042
Stats. Implemented: ORS 179.610 — 179.770
Hist.: MHD 11-1985, f. & ef. 6-19-85

309-012-0130
Purpose and Scope

(1) Purpose. These rules establish procedures for approval of
the following kinds of organizations:

(a) Any mental health service provider which is, or seeks to
be, contractually affiliated with the Division or community mental
health authority for the purpose of providing services described in
ORS 430.630(3);

(b) Performing providers under OAR ;

(c) Organizations seeking Division approval of insurance
reimbursement as provided in ORS 743A.168; and

(d) Holding facilities.

(2) These rules do not establish procedures for residential
licensure under ORS 443.410 and 443.725.

(3) These rules do not establish procedures for regulating
behavioral health care practitioners that are otherwise licensed to
render behavioral healthcare services in accordance with applicable
statutes.

(4) These rules do not establish procedures for regulating
practices exclusively comprised of behavioral healthcare practi-
tioners that are otherwise licensed to render behavioral healthcare

services in accordance with applicable statutes.
Stat. Auth.: ORS 179.040, 430.640, 743A.168
Stats. Implemented: ORS 179.505, 430.010 & 430.620
Hist.: MHD 4-1992, . & cert. ef. 8-14-92; MHS 14-2013(Temp), f. & cert. ef.
12-20-13 thru 6-18-14; MHS 10-2014, f. 6-10-14, cert. ef. 6-19-14; MHS 9-
2015(Temp), f. & cert. ef. 11-25-15 thru 5-20-16; Administrative correction, 6-

21-16; Suspended by MHS 7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-
27-16

309-012-0140
Definitions

As used in these rules:

(1) “Applicant” is any entity potentially eligible to be approved
as a provider under these rules and who has requested, in writing, a
Certificate of Approval.

(2) “Certificate of Approval” is the document awarded under
these rules signifying that a specific, named organization is judged
by the Division to operate in compliance with applicable rules. A
“Certificate of Approval” for mental health services is valid only
when signed by the Assistant Administrator of the Division and, in
the case of a subcontract provider of a CMHP, the CMHP director.

(3) “Community Mental Health Program” or “CMHP” means
the organization of all services for persons with mental or emotional
disturbances, operated by, or contractually affiliated with, a local
mental health authority, and operated in a specific geographic area
of the state under an agreement or contract with the Division.

(4) “Direct Contract” or “Contract” is the document describing
and limiting the relationship and respective obligations between an
organization other than a county and the Division for the purposes
of operating the mental health program area within a county’s
boundaries, or operating a statewide, regional, or specialized
mental health services.

(5) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority.

(6) “Holding Facility” means hospitals or other facilities,
including Division contracted acute care facilities, providing care,
custody, and treatment of allegedly mentally ill persons under the
emergency provisions of ORS 426.070 & 426.140.

(7) “Intergovernmental Agreement” or “Agreement” is the
document describing and limiting the contractual relationship and
respective obligations between a county or other government orga-
nization and the Division for the purpose of operating mental
health services.

(8) “Letter of Approval” is the document awarded to service
providers which states that the provider is in compliance with
applicable administrative rules of the Division. Letters of Approval
issued for mental health services are obsolete upon their expiration
date, or upon the effective date of this rule, whichever is later. OAR
309-012-0010 is repealed upon the effective date of these rules.

(9) “Local Mental Health Authority” means the county court
or board of county commissioners of one or more counties who
operate a community mental health program, or in the case of a
Native American reservation, the tribal council, or if the county
declines to operate or contract for all or part of a community
mental health program, the board of directors of a public agency or
private corporation with whom the Division directly contracts to
provide the mental health services program area.

(10) “Mental Health Program Area” means the organization
of all services for persons with mental or emotional disturbances,
operated by or contractually affiliated with, a local mental health
authority, in a specific geographic area of the state.

(11) “Mental Health Services Provider” means a corporate, or
government entity, which provides a service defined in a Division
administrative rule, under a contract or agreement with the
Division, or CMHP.

(12) “Non-Inpatient Provider” means an organization not con-
tractually affiliated with the Division, a CMHP, or other contractor
of the Division providing services under group health insurance
coverage for mental or nervous conditions which seeks or maintains
Division approval under ORS 743.556(3).

(13) “Provider” means either a mental health services provider,
holding facility, or a non-inpatient provider.

(14) “Service Element” means a distinct service or group of
services for persons with mental or emotional disturbances which
is defined in administrative rule and is included in a contract or
agreement issued by the Division.

(15) “Subcontract” is the document describing and limiting
the relationship and obligations between a government or other
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entity having an agreement or contract with the Division and a
third organization (subcontractor) for the purpose of delivering
some or all of the services specified in the agreement or contract
with the Division.

(16) “Substantial Compliance” means a level of adherence to
Division rules applicable to the operation of a service which, while
not meeting one or more of the requirements in an exact, literal
manner, does not, in the determination of the Division, constitute a
danger to the health or safety of any person, is not a willful or a
potentially continuing violation of the rights of service recipients
as set forth in administrative rules, or will not prevent the accom-
plishment of the State’s purposes in approving or supporting the
subject service. “Substantial failure to comply” is used in this rule

to mean the opposite of “substantial compliance.”
Stat. Auth.: ORS 179.040, 179.505
Stats. Implemented: 430.620
Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; Suspended by MHS 7-2016(Temp),
f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0150
Applicability of Certificates of Approval

Certificates of Approval are awarded to mental health services
providers and non-inpatient providers that are found to be in sub-
stantial compliance with applicable administrative rules:

(1) Mental health services providers are required to maintain
Certificates of Approval as follows:

(a) Each community mental health program or provider oper-
ating under an Intergovernmental Agreement or a direct contract
with the Division must maintain a Certificate of Approval as set
forth in these rules;

(b) Each local mental health service provider operating under
subcontract with a CMHP must maintain a Certificate of Approval
as set forth in these rules in order to receive funds administered by
the Division through the local subcontract relationship.

(2) Hospitals and other facilities which operate as holding
facilities in providing care, custody, and treatment of allegedly
mentally ill persons under the emergency provisions of ORS
426.070 & 426.140 must maintain a Certificate of Approval as set
forth in these rules.

(3) A provider not described above which offers services that
may be reimbursable under group health coverage as set forth in
ORS 743A.168 for mental or emotional conditions may seek to
obtain a Division Certificate of Approval in order to establish reim-
bursement eligibility.

(4) Certificates of Approval are not awarded as a substitute for
a license such as those required in ORS 443.410 and 443.725 for
residential facilities. However, the Division may require such
licensed providers to obtain a Certificate of Approval if services
exceeding those required for licensure are provided in return for
Division financial support as set forth in section (1) of this rule.

(3) These rules do not establish procedures for regulating
behavioral health care practitioners that are otherwise licensed to
render behavioral healthcare services in accordance with applicable
statutes.

(4) These rules do not establish procedures for regulating
practices exclusively comprised of behavioral healthcare practi-
tioners that are otherwise licensed to render behavioral healthcare

services in accordance with applicable statutes.
Stat. Auth.: ORS 179.040, 179.505
Stats. Implemented: 430.620
Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; MHS 14-2013(Temp), f. & cert. ef.
12-20-13 thru 6-18-14; MHS 10-2014, f. 6-10-14, cert. ef. 6-19-14; Suspended
by MHS 7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0160
Award of Certificates of Approval for New Applicants

(1) County governments and applicants for direct contracts
with the Division. Counties not operating under an agreement with
the Division, or those electing to add Division service elements
which are not included in their agreement, and other organizations
seeking to become direct contractors of the Division following the
Division’s request for such contractors, may be awarded Certificates
of Approval based upon the following:

(a) A plan for the implementation of the proposed services
which meets the specifications of the Division;

(b) Written assurance, by an officer with authority to obligate
the applicant, that all applicable rules of the Division for operation
of the proposed services will be met, or if not, operated in
compliance with a waiver awarded by the Division; and

(c) Other reviews, such as those described in OAR 309-012-
0190(3), which in the judgment of the Division may assist to
predict compliance of the applicant’s proposed services with
administrative rules;

(d) Following the completion of the application process, and
any reviews deemed necessary by the Division, the Division will
make one of the following determinations:

(A) That the applicant may be awarded a Certificate of
Approval based on demonstration of its capacity and willingness to
operate in compliance with applicable administrative rules;

(B) That the applicant may be awarded a Certificate of
Approval with specified conditions as described in OAR 309-012-
0200; or

(C) That the applicant will not be awarded a Certificate of
Approval because it has not demonstrated that it will comply with
applicable administrative rules.

(2) Community mental health subcontracted providers, holding
facilities, and performing providers:

(a) A provider seeking a Certificate of Approval for the first
time, in order to operate as a CMHP subcontractor, performing
provider under OAR 309-016-0070, or holding facility shall
submit an application to the CMHP in the county in which the
service will be offered;

(b) Upon a determination by the CMHP to subcontract with
the provider for the purpose of providing a mental health service,
for the purpose of operating as a performing provider under OAR
309-016-0070, or as a holding facility, the CMHP shall apply to the
Division for a Certificate of Approval for the program;

(c) The CMHP application to the Division must include the
following:

(A) Provider identifying information including corporate
name, address, telephone number, and name of manager or direc-
tor;

(B) Written assurance from an officer with authority to
obligate the applicant that the applicant will operate in compliance
with all administrative rules applicable to the services which will
be subcontracted to the provider, or a request for a variance to the
applicable administrative rules with which the provider will not
comply.

(d) The Division may initiate other reviews such as those
described in OAR 309-012-0190(3) and may negotiate with the
CMHP, ongoing monitoring activities to be conducted to ensure the
provider’s compliance;

(e) Following the completion of the application process
described above, and any reviews deemed necessary by the
Division, the Division will make one of the following determina-
tions:

(A) That the applicant may be awarded a Certificate of
Approval based on demonstration of its capacity and willingness to
comply with applicable administrative rules;

(B) That the applicant may be awarded a Certificate of
Approval with specified conditions for action by the applicant for
reaching substantial compliance with applicable administrative
rules, and/or specific monitoring activities which have been negoti-
ated with the CMHP as described in subsection (2)(d) of this rule;

(C) That the applicant will not be awarded a Certificate of
Approval because it has failed to demonstrate that it will comply
with applicable administrative rules, or that the kind and amount of
monitoring proposed by the CMHP will not assure the applicant’s
compliance.

(f) Certificates of Approval awarded to CMHP subcontractors
are issued jointly between the Division and the CMHP. To be valid,
such a Certificate must bear the signature of the Assistant Admin-
istrator of the Division and the CMHP director.
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(3) Non-inpatient providers seeking Division approval for
insurance reimbursement purposes as provided in ORS 743.556(3).
Non-inpatient providers seeking Division approval for insurance
reimbursement purposes may correspond with the Division specif-
ically requesting application instructions for Division approval as
provided in ORS 743.556(3). Following a review of application
materials submitted by the provider, the Division may:

(a) Deny the application, in writing, to the applicant because
of a failure to pay the application fee described in subsection (d) of
this section; because the application materials demonstrate that the
provider does not comply with OAR 309-039-0500 through 309-
039-0580; or because of the provider’s failure to submit materials
specified in the application instructions; or

(b) Following review of the application, the Division may:

(A) Schedule reviews such as those described in OAR 309-
012-0190(4) by Division personnel; or

(B) Notify the applicant of other agencies or individuals with
whom they may contract for the purpose of conducting a review
and providing a report of program compliance to the Division;

(C) Notify the applicant of placement on a waiting list for
review when Division staff or other agencies or individuals are
available to conduct a review.

(c) Following the reviews in paragraph (b)(A) or (B) of this
section, the Division will award or refuse to award a Certificate of
Approval to the applicant based on the findings of the review;

(d) The Division may require payment of an application fee
and a certification fee by non-inpatient programs applying or reap-
plying for a Certificate of Approval under these rules, provided the
collection of such fees has been authorized for the Division budget

by the Legislative Assembly or the Emergency Board.
Stat. Auth.: ORS 179.040, 179.505
Stats. Implemented: 430.620
Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; Suspended by MHS 7-2016(Temp),
f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0170
Award of Certificates of Approval to Providers at the Time
These Rules are Adopted

(1) Mental health services providers. Upon adoption of these
rules, the Division may issue Certificates of Approval to mental
health services providers that are operating under an Intergovern-
mental Agreement, direct contract, or at the request of the CMHP,
to current subcontractors of the CMHP.

(2) Non-inpatient providers described in ORS 743.556 and
holding facilities. Letters of Approval awarded under ORS 743.556
and those awarded to holding facilities which remain in effect at
the time these rules are adopted, are the equivalent of a Certificate
of Approval. These may be maintained and renewed as Certificates
of Approval as set forth in these rules.

Stat. Auth.: ORS 179.040, 179.505

Stats. Implemented: 430.620

Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; Suspended by MHS 7-2016(Temp),
f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0180
Duration and Renewal of Certificates of Approval

(1) Mental health services providers. Unless revoked pursuant
to OAR 309-012-0210 or unless otherwise specified on the Certifi-
cate, Certificates of Approval for mental health services providers
are valid for three years.

(2) Non-inpatient providers. Certificates of Approval for
providers described in ORS 743.556(3) are valid for up to three
years or as otherwise specified on the Certificate. When a non-
inpatient provider seeks a Certificate of Approval to be in effect at
the expiration date of a Letter of Approval or a prior Certificate of
Approval, an application conforming to the instructions of the
Division must be received no later than 90 days prior to the expira-
tion of the earlier Letter of Approval or Certificate.

Stat. Auth.: ORS 430.640(1) & 430.640(h)

Stats. Implemented:

Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; MHS 14-2013(Temp), f. & cert. ef.

12-20-13 thru 6-18-14; MHS 10-2014, f. 6-10-14, cert. ef. 6-19-14; Suspended

by MHS 7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0190
Conduct of Periodic and Interim Reviews

(1) Review Schedules:

(a) Periodic reviews of mental health service providers will be
routinely conducted every three years;

(b) Periodic reviews of non-inpatient providers approved
under ORS 743.556 will be conducted following the provider’s
submission of an application for recertification as set forth in OAR
309-012-0180;

(c) Interim reviews of any provider holding a Certificate of
Approval may be conducted at any time at the discretion of the
Division, or in the case of a subcontractor of a CMHP, at the discre-
tion of either Division or the CMHP.

(2) Notification of Review. Notification that a review will be
conducted, along with all instructions and requests for information
from the provider, will be made in writing by the designee of the
Assistant Administrator of the Division. For reviews of subcon-
tractors initiated by the CMHP, notification and instructions will be
made by the designee of the director of the CMHP.

(3) Initiation of Reviews:

(a) Reviews of new applicants, and periodic reviews will be
scheduled with at least one month’s notice from the Division to the
CMHP, direct contractor, or non-inpatient provider. Subcontractors
will be notified by the CMHP;

(b) The Division and, in the case of a subcontractor, the
CMHP may conduct an interim review without prior notification
when there is reason to believe any of the following conditions
have occurred or may occur:

(A) Operations of the service provider threaten the health or
safety of any person;

(B) The provider may act to alter records or make them
unavailable for inspections.

(c) Interim reviews other than those specified in subsection
(b) of this section will be initiated with at least two week’s notice
by the Division to the CMHP or direct contractor.

(4) Review Procedures. The Division, and in the case of
reviewing a subcontractor, the CMHP, may employ review proce-
dures which it deems adequate to determine compliance with appli-
cable administrative rules. These procedures may include but are
not limited to:

(a) Entry and inspection of any facility used in the delivery of
approved services;

(b) A request for the submission to the Division or CMHP, of
a copy of any document required by applicable administrative rules
or needed to verify compliance with such rules, or access to such
documents for on-site review. Such documentation could include,
for example, records of utilization and quality assurance reviews,
copies of portions of selected consumer records, and copies of staff
academic degrees or professional licenses;

(c) The completion by the provider of self-assessment
checklists reporting compliance or non-compliance with specific
rule requirements; and

(d) Conduct of interviews with, and administration of ques-
tionnaires to persons knowledgeable of service operations, including,
for example, staff and management of a provider, governing and
advisory board members, allied agencies, service consumers, their
family members, and significant others;

(e) In the case of subcontracts and reviews initiated by the
county, the county may request Division assistance in conducting
the reviews.

(5) Organizational Provider Assessment Information

(a) In addition to the review procedures outlined in Section
309-012-0057, the Division will ensure that the following minimum
information will be obtained during the site reviews;

(b) A current program description that reflects the type and
scope of behavioral health services provided by the applicant;

(c) Provider policies regarding credentialing practices of indi-
vidual practitioners. The policies must reflect current credentialing
standards as defined by nationally accepted accrediting bodies
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such as The Joint Commission, the National Committee for Quality
Assurance, and/or URAC;

(d) Copies of the provider’s liability insurance coverage;

(e) Copies of the provider’s policies and procedures regarding
seclusion and restraint practices; and

(f) Copies of the provider’s Code of Conduct.(6) Reports of
Review Findings:

(a) Completion Deadlines. The Division will issue a completed
report of review findings, a Certificate of Approval, and any condi-
tions to approval, or denial of approval within 60 days of the com-
pletion of an on-site review, or within 60 days of the date of sub-
mission of all review materials which have been requested for the
purpose of conducting the review, whichever is later;

(b) Content and scope of reports. Reports of reviews will
include the following:

(A) A description of the review findings regarding program
operations relative to applicable administrative rules, and contract
or agreement provisions;

(B) A specification of any conditions set as described in OAR
309-012-0200, which the provider must meet, and the time
permitted to meet the conditions;

(C) A statement clarifying the provider’s approval status; and

(D) An appendix containing any report of findings or observa-
tions clearly qualified as unrelated to the provider’s approval status
which may be useful as information and recommendations to the
service provider or the CMHP.

(c) Transmittal of Reports. Each report shall be issued along
with a document of transmission signed by the Assistant Adminis-
trator of the Division, and any Certificates of Approval being
awarded;

(d) Report Distribution. The Division will address and issue
reports as follows:

(A) Reports of reviews of a directly operated or subcontracted
portion of a community mental health program will be issued to the
local mental health authority;

(B) Reports of reviews of direct contractors of the Division
will be issued to the signator(s) of the direct contract; and, the
Chairperson of the Board of Directors of the contractor;

(C) Reports of reviews of holding facilities which are not sub-
contractors of a community mental health program, and reviews of
non-inpatient providers will be issued to the provider’s officer or

employer requesting the review.
Stat. Auth.: ORS 179.040, 179.505, 430.010, 430.640
Stats. Implemented: 430.620
Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; MHS 14-2013(Temp), f. & cert. ef.
12-20-13 thru 6-18-14; MHS 10-2014, f. 6-10-14, cert. ef. 6-19-14; Suspended
by MHS 7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0200
Establishment of Conditions to the Award of Certificates of
Approval

Based upon a finding that a provider does not operate in com-
pliance with an applicable administrative rule, other than as set
forth in OAR 309-012-0210(1), the Division may establish condi-
tions to the award and/or continuation of a Certificate of Approval:

(1) Division Discretion. The Division, and, in the case of a
subcontractor, the Division and CMHP, may elect to place
conditions on approval of a provider in situations in which the
alternative would be denial or revocation of approval because of a
failure to substantially comply with applicable rules as described in
OAR 309-012-0210(2). The decision to employ special conditions
rather than revoke or refuse to award approval will be based on cri-
teria such as the following:

(a) The expressed willingness of the provider to gain compli-
ance with applicable rules;

(b) The apparent adequacy of actions proposed by the provider
to gain compliance;

(c) The availability of alternative providers to address any ser-
vice needs that would be unmet if the provider were not allowed

conditions to approval as an alternative to revocation or refusal to
award a Certificate of Approval;

(d) The provider’s historical compliance with Division rules
and conditions.

(2) Method of Establishment:

(a) Conditions to approval shall be communicated in writing
and issued along with a document of transmission signed by the
Assistant Administrator of the Office of Division;

(b) Each written condition shall specify the time period
allowed to gain compliance and any interim steps for obtaining

such compliance.
Stat. Auth.: ORS 179.040, 179.505, 430.010, 430.640
Stats. Implemented: 430.620
Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; Suspended by MHS 7-2016(Temp),
f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0210
Certificate Denial or Revocation

(1) Immediate Denial or Revocation. The Division, or in the
case of a subcontractor provider, either the Division or the CMHP
may refuse to renew or may immediately revoke a Certificate of
Approval, without a prior notice or hearing when the applicant or
provider:

(a) Has demonstrated substantial failure to comply with appli-
cable rules such that the health or safety of individuals is
jeopardized and the applicant fails to correct the noncompliance
within the time specified by the Division;

(b) Has demonstrated a substantial failure to comply with
applicable rules such that the health or safety of individuals is jeop-
ardized during two reviews within a six-year period;

(c) Has failed to maintain any State of Oregon license which
is a prerequisite for providing services that were approved;

(d) Is a county, or direct contractor that has terminated its
agreement or contract with the Division for the provision of the
approved services, or when the approval is to a subcontract
provider of such a county or direct contractor;

(e) Is approved to provide a service as a CMHP subcontractor,
whose subcontract is terminated;

(f) Continues to employ personnel who have been convicted
of any felony, or a misdemeanor associated with the provision of
mental health services;

(g) Falsifies information required by the Division regarding
services to consumers, or information verifying compliance with
rules; or

(h) Refuses to submit or allow access to information for the
purpose of verifying compliance with applicable rules when
notified to do so as set forth in OAR 309-012-0190(2), or fails to
submit such information following the date specified for such a
submission in the written notification.

(2) Denial or Revocation with Notice. Following a Division
finding that there is a substantial failure to comply with applicable
rules beyond the conditions in section (1) of this rule, such that, in
the Division’s view the state’s purposes in approving the services
are not or will not be met, the Division may, with 30 days notice,
refuse to award or renew, or may revoke a Certificate of Approval.

(3) Informal Conference. Within ten calendar days following
a 30-day notice issued under section (2) of this rule, the Division
shall give the provider an opportunity for an informal conference at
a location of the Division’s choosing. Following such a conference,
the Division may proceed with denial or revocation effective on the
30th day following the notice issued under section (2) of this rule,
or may approve the provider, or set conditions to approval as
described in OAR 309-012-0200 rather than denying or revoking
approval.

(4) Hearing. Following issuance of a notice of Certificate
revocation or denial, the Division shall provide the opportunity for
a hearing as set forth in OAR 309-012-0220.

(5) A county may employ process consistent with the above,
or processes adopted by resolution of the local mental health
authority for revoking the approval of a subcontract provider.
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Stat. Auth.: ORS 179.040, 179.505, 430.010, 430.640, 413.032-413.033,
413.042

Stats. Implemented: 183.415, 183.430, 430.620

Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; MHS 9-2015(Temp), f. & cert. ef.
11-25-15 thru 5-20-16; Administrative correction, 6-21-16; Suspended by MHS
7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0220
Hearings

(1) Request for Hearing. Upon written notification by the
Division of revocation or denial to issue or renew a Certificate,
pursuant to OAR 309-012-0210(1) and (2), the provider shall be
entitled to a hearing in accordance with ORS Chapter 183. The
request for hearing shall include an admission or denial of each
factual matter alleged by the Division and shall affirmatively allege
a short, plain statement of each relevant affirmative defense the
provider may have.

(2) Hearing rights under OAR 309-012-0210(1). The immediate
suspension or denial of a Certificate under OAR 309-012-0210(1)
is made pending a fair hearing not later than the tenth day after
such suspension or denial.

(3) Issue at hearing after immediate suspension or denial pur-
suant to OAR 309-012-0210(1)(a). The issue at a hearing on Cer-
tificate denial or revocation pursuant to this rule is limited to
whether the provider was or is in compliance at the end of the time
specified by the Division following the finding of substantial

failure to
comply.
Stat. Auth.. ORS 179.040, 179.505, 430.010, 430.640, 413.032-413.033,
413.042

Stats. Implemented: 183.430, 430.620

Hist.: MHD 4-1992, f. & cert. ef. 8-14-92; MHS 9-2015(Temp), f. & cert. ef.
11-25-15 thru 5-20-16; Administrative correction, 6-21-16; Suspended by MHS
7-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-16

309-012-0230
Availability of Information to Coordinated Care Organizations
and Other Health Plans

Upon completion of the site review process and the issuance
of a Certificate of Approval for Mental Health Services, the
Division shall make copies of the following information available
to Coordinated Care Organizations and other health plans for the
purpose of credentialing a provider:

(1) A current program description that reflects the type and
scope of behavioral health services provided by the applicant;

(2) Provider policies and procedures regarding the provider’s
credentialing practices of individual clinicians;

(3) Statements of provider’s liability insurance coverage;

(4) An attestation from the Authority verifying that the
provider has passed a screening and meets the minimum require-
ments to Medicaid provider;

(5) Reports detailing the findings of the Division’s site review
of the provider;

(6) The provider’s Medicaid Vendor Identification Number
issued by the Authority;

(7) Copies of the provider’s policies and procedures regarding
seclusion and restraint practices; and

(8) Copies of the provider’s Code of Conduct.

Stat. Auth.: ORS 413.042 & 430.256

Stats. Implemented: ORS 430.01030, 430.306, 430.397, 430.405, 430.450,
430.630, 430.850, 443.400, 813.020, 813.260 & 813.500

Hist.: MHS 14-2013(Temp), f. & cert. ef. 12-20-13 thru 6-18-14; MHS 10-
2014, f. 6-10-14, cert. ef. 6-19-14; Suspended by MHS 7-2016(Temp), f. 6-28-
16, cert. ef. 7-1-16 thru 12-27-16

DIVISION 13
ACCOUNTING AND BUSINESS PRACTICES

309-013-0030
Management of Trust Accounts and Patient Funds in State
Institutions

(1) Purpose. This rule establishes standards and procedures to
be observed by Superintendents and their employees in the man-
agement of trust accounts and patient funds in state institutions, as
well as make applications on behalf of patients for Social Security
or Veterans Administration benefits or be appointed representative
payee for a patient’s Social Security or Veterans Administration
benefit payments.

(2) Statutory Authority and Procedure. This rule is authorized
by and carries out the provisions of ORS 179.510 to 179.530.

(3) Definitions. As used in this rule:

(a) “Agency trust account” means an account established in
the name of a patient by the Superintendent of a state institution
under ORS 179.510 to retain funds deposited with the Superinten-
dent by or for the named patient;

(b) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority;

(c) “Patient’s Designee” means a person designated by the
patient in a state institution in writing to receive duplicate copies of
documents sent to the patient relating to the patient’s funds;

(d) “Representative or Indirect Payee Trust Account” means a
trust account established in the name of a patient by the Superin-
tendent of a state institution or other staff representative or indirect
payee to retain the patient’s Social Security or Veterans benefits
paid to the representative payee;

(e) “State Institution” means Dammasch State Hospital in
Wilsonville, Oregon State Hospital in Salem, Fairview Training
Center in Salem, and Eastern Oregon Hospital and Training Center
in Pendleton;

(f) “Superintendent” means the executive head of the state
institution as listed in subsection (3)(e) of this rule;

(g) “Treatment Team” means the group whose membership
consists of professional and direct care staff.

(4) Admission to State Institution. Upon admission or read-
mission to a state institution, the patient, a guardian or conservator,
and the patient’s designee, if any, shall be provided with written
notices containing the following information:

(a) The patient’s obligation under state law to reimburse the
state for the actual cost of the patient’s care and maintenance,
according to the patient’s ability to pay, whichever is less;

(b) The patient’s option to place money in either an agency
trust account or other suitable depository outside the state institution.
The agency trust account withdrawal and deposit procedures and
the Superintendent’s powers with respect to such accounts shall be
explained therein;

(c) In the event the patient requests the state institution to for-
ward funds outside the state institution to other than a bank or
secure financial institution and, in the clinical judgment of the
Superintendent, the patient is not able to understand the implications
of the patient’s request, the Superintendent shall provide notice that
the patient’s funds have been placed in an agency trust account;
and a proceeding to have a conservator appointed will be
commenced within ten days from the date of the notice;

(d) Copies of all relevant state laws and rules regarding
handling of patient funds and institutional reimbursement shall be
made available to the patient, a guardian or conservator, and the
patient’s designee on request;

(e) The patient, a guardian, or a conservator may designate
another responsible person to be representative or indirect payee
for benefits and/or to receive duplicate copies of all further docu-
ments detailing procedures, agency trust account transactions,
applications by the Superintendent for patient benefits, or documents
otherwise related to the institutional reimbursement process as it
affects the patient. A form for designating one other person to
receive such documents shall be provided upon request.
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(5) Agency Trust Account Transactions. A monthly statement
indicating the deposits and withdrawals during the prior month of
the agency trust account shall be delivered to the patient, a
guardian or conservator, and the patient’s designee, if any.

(6) Representative or Indirect Payee Trust Account Transac-
tions. A monthly statement indicating the deposits and withdrawals
during the prior month of the representative or indirect payee trust
account shall be delivered to the patient, a guardian or conservator,
and the patient’s designee, if any.

(7) Determination of Patient’s Capability to Manage Funds:

(a)(A) If an investigation indicates the patient is incapable of
managing his or her funds, the relevant Social Security Adminis-
tration or Veterans Administration form and recommendation shall
be forwarded to the Superintendent’s office. Upon receiving the
form, the Superintendent or the Superintendent’s designee shall
cause notice of the proposed application to be sent as indicated in
section (8) of this rule;

(B) Inquiries may be made of attending doctors and other reli-
able persons who deal with the patient frequently.

(b) When, after investigation, in the opinion of the Superin-
tendent, a patient is or has become incompetent and/or incapable of
making an informed consent or incapable of managing funds, and
there is no person legally responsible for the patient (such as a
guardian or conservator), the Superintendent may:

(A) Apply to have a representative or indirect payee appointed
under section (8) of this rule; and/or

(B) Commence proceedings to establish a guardianship or
conservatorship.

(8) Application for Benefits or Notification of Incapacity to
Manage Funds:

(a) When, after investigation pursuant to section (7) of this
rule, the Superintendent determines that such a step would be in the
best interests of the patient, the Superintendent or the Superinten-
dent’s designee may apply for Social Security or Veterans benefits
on behalf of a patient. Before each application, the patient, a
guardian or conservator, and the patient’s designee, if any, shall be
mailed notice of the proposed application. Notice shall include the
following:

(A) A statement of the intention to apply for such benefits;

(B) A copy of the proposed application, indicating the reason
for the application and the evidence relied upon in determining that
an application is warranted;

(C) If the applicant seeks to be selected as representative or
indirect payee, a statement that this will mean that the representative
of the federal agency concerned will determine whether it is in the
best interests of the patient that a payee be appointed;

(D) A statement that the patient, a guardian or conservator, or
the patient’s designee, if any, may submit to the Superintendent a
written statement including written evidence why the application
should not be made. This statement and evidence must be submitted
not more than 12 days from the date of the notice; and

(E) A statement that any such written statement submitted on
behalf of the patient and received within the time specified shall be
considered by the Superintendent or other official in the decision to
submit the proposed application.

(b) After such notice has been given, and either:

(A) Twelve days have elapsed without response from the
patient, a guardian or conservator, or the patient’s designee, if any;
or

(B) The statement or written evidence submitted pursuant to
paragraph (8)(a)(D) of this rule has been received, the Superintendent
or the Superintendent’s designee shall consider all the evidence
submitted and decide whether an application would be in the
patient’s best interest. If it is decided that the application should be
made, the patient, a guardian or conservator, and the patient’s
designee, if any, shall receive copies of the application and any
supporting materials thereof.

(c) The response of the Social Security Administration or Vet-
erans Administration to the application shall likewise be forwarded,
along with information concerning the rights of patients and other
interested persons regarding Social Security or Veterans Adminis-

tration benefits, to the patient, a guardian or conservator, and the
patient’s designee, if any.

(9) Deposit of Social Security Administration and Veterans
Administration Checks:

(a) Checks for which the patient is the payee must be
deposited directly into the patient’s agency trust account if the
patient has elected to have such an account. In the event the patient
has elected a suitable depository outside the state institution,
arrangements for forwarding the patient’s funds to that depository
are the responsibility of the patient, a guardian or conservator, or
the patient’s designee, if any. Notification of receipt of the check
and the deposit thereof in the agency trust account shall be made in
the next monthly statement to the patient, a guardian or conservator,
and the patient’s designee, if any. When such Social Security or
Veterans funds are deposited in the agency trust account, the funds
shall be clearly designated as Social Security Administration or
Veterans Administration benefit money;

(b) Social Security or Veterans funds in the agency trust
account may be taken to pay the patient’s bill for care and mainte-
nance at the state institution only when the patient (if not judicially
or factually incompetent) or the patient’s guardian or conservator
has executed a written consent for that particular transaction.
“Blanket” or continuing consents will not be honored insofar as
they affect Social Security or Veterans benefits;

(c) Checks payable to the Superintendent or the Superinten-
dent’s designee as indirect or representative payee may be deposited
directly into the patient’s representative or indirect payee trust
account. Notification of receipt of the check and the deposit thereof
in the representative or indirect payee trust account shall be made
in the next quarterly statement to the patient, a guardian or conser-
vator, and the patient’s designee, if any.

(10) Discharge from State Institution. At or before discharge
from a state institution, each patient, a guardian or conservator, and
the patient’s designee, if any, shall be provided with a statement
containing the following information:

(a) The patient’s continuing obligation under state law to
reimburse the state for the actual cost of the patient’s care and
maintenance, according to the patient’s ability to pay;

(b) The patient may contest payments made to the State of
Oregon for charges for institutional care and maintenance during
the period of recent hospitalization;

(c) Copies of the relevant state laws and administrative rules
regarding the patient’s post-discharge right to contest payments
made to the State of Oregon for charges for institutional care and
maintenance will be made available to the patient or other
interested party on request;

(d) Copies of monthly statements of transactions concerning
the activity in the patient’s agency trust account and quarterly state-
ment of representative or indirect payee trust account may be made
available to the patient, legal representative, or other designated
person not otherwise prohibited from seeing them upon request.

(11) Incapacity to Perform:

(a) The patient’s treatment team at the state institution may
certify in writing that a patient’s mental illness or mental retardation
has rendered the patient incapable of even minimal understanding
of any of the notices provided for in this rule. Notwithstanding any
other provision of this rule, should such certification occur, the
Division or state institution is not required to provide the patient
with the various forms of notice otherwise required by this rule;

(b) Certification that a patient’s mental illness or mental retar-
dation renders the patient incapable of understanding the notice
provided by this rule shall be reviewed and redetermined annually

by the Superintendent as part of the patient’s annual plan of care.
Stat. Auth.: ORS 179.040 & 413.042
Stats. Implemented: ORS 179.510 — 179.530
Hist.: MHD 42(Temp), f. & ef. 9-9-76; MHD 9-1980(Temp), f. & ef. 4-18-80;
MHD 16-1980, f. & ef. 6-24-80

309-013-0035
Purpose and Statutory Authority

(1) Purpose. The Pay for Patient and Resident Workers
Program was established to support the goals or the patient’s or res-

Oregon Administrative Rules Compilation

2017 Edition

5-277

(11-15-16)



Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

ident’s treatment/training plan. These rules establish standards and
procedures for administering the agency payroll system for patient
and resident workers in state institutions.

(2) Statutory Authority. These rules are authorized by ORS
413.042, and carry out the provisions of ORS 179.440, 426.385
and 427.031.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 426.385, 179.440

Hist.: MHD 2-1981, f. & ef. 6-25-81; MHD 2-1985, f. & ef. 2-7-85

309-013-0040
Definitions

As used in these rules:

(1) “Appointment Notice” means the form used at the
institution to enter a patient or resident worker into the agency pay-
roll system.

(2) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority.

(3) “Patient Worker” means a person in a state institution for
the mentally or emotionally disturbed who performs work for pay
that is of therapeutic benefit to the patient.

(4) “Resident Worker” means a person in a state institution for
the mentally retarded and other developmentally disabled who per-
forms work for pay that is of training benefit to the resident.

(5) “State Institution” means Dammasch State Hospital in
Wilsonville, Oregon State Hospital in Salem, Fairview Training
Center in Salem, and Eastern Oregon Psychiatric Center and

Eastern Oregon Training Center in Pendleton.
Stat. Auth.: ORS 179.040 & 413.042
Stats. Implemented: ORS 426.385, 179.440
Hist.: MHD 2-1981, f. & ef. 6-25-81; MHD 2-1985, f. & ef. 2-7-85

309-013-0045
Wage Standards

(1) State institutions will use the first step of the state wage
scale, which corresponds with the existing state classification of
the job to be performed, to calculate payments for work performed
by patient and resident workers.

(2) Patients and residents whose productivity is lower than the
productivity normally required to perform the job will be paid a
percentage of the first step amount. The percentage will be com-
mensurate with the level of productivity as calculated by the insti-
tution, and consistent with the Personnel Division Compensation
Plan.

(3) Patients and residents who are paid an amount equal to
less than the first step of the state wage scale for the existing classi-
fication will be allowed, upon request, to review their record with
regard to the calculation of their productivity level.

(4) Wages will be paid based either on the time spent doing
the job or on the rate established for completing a specific task
multiplied by the number of tasks completed.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 426.385, 179.440

Hist.: MHD 2-1981, f. & ef. 6-25-81; MHD 2-1985, f. & ef. 2-7-85

309-013-0055
Hiring Procedure

(1) Prior to employment, all patient and resident workers must
be informed verbally, and in writing, of their rights with respect to
their working relationship with the state institution. Those rights
are as follows:

(a) To receive reasonable compensation for all work performed,
other than personal housekeeping chores;

(b) To receive overtime compensation for work performed in
excess of an eight hours per day or 40 hours per week;

(c) To refuse any work except personal housekeeping chores
and, that which is essential for their treatment or training;

(d) To review their productivity rating if less than 100 percent.

(2) The institution must complete an appointment notice for
each patient and resident worker.

(3) Each patient worker and resident worker must complete a
Form W-4.

(4) Each patient and resident worker without a Social Security
number must apply for and receive one prior to employment.

(5) Each patient and resident worker who receives Social
Security benefits (SSI or SSD), or is eligible for Title XIX, must be
informed that an earnings record will be sent to those offices for
possible payment adjustment.

(6) Each patient and resident worker under 18 years of age
must have a work permit prior to employment.

(7) If applicable, the patient or resident worker must sign, in
the presence of a witness, the Notice to Patient/Resident Worker
form, (MHD-ADM-0169), prior to beginning work. No billing for
cost of care based on agency earnings will predate the delivery of
this notice.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 426.385, 179.440

Hist.: MHD 2-1981, f. & ef. 6-25-81; MHD 2-1985, f. & ef. 2-7-85

309-013-0060
Payroll Procedure

(1) Each state institution will use a gross payroll system for
processing the agency payroll for patient and resident workers.
Biennial budgets for agency payroll will be based on expected
gross payroll expenses.

(2) The work supervisor will keep a record of each patient or
resident worker’s work times and/or specific tasks completed.

(3) Each institution shall adopt written procedures, approved
by the Division Administrator, to prepare, distribute, and account
for agency payroll payments.

(4) Payroll records will be maintained in accordance with the
appropriate record retention requirements of the Secretary of
State’s Archives Division.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 426.385, 179.440
Hist.: MHD 2-1981, f. & ef. 6-25-81; MHD 2-1985, f. & ef. 2-7-85

309-013-0075
Purpose and Statutory Authority

(1) Purpose. These rules prescribe procedures for handling
cases of fraud and embezzlement involving Division employees
working in the central office or state institutions, persons working
under personal service contracts with the Division, and service
providers and subcontractors of service providers contracting with
the Division.

(2) Statutory Authority. These rules are authorized by ORS

179.040 and 413.042, and carry out the provisions of 430.021(2).
Stat. Auth.: ORS 179.040 & 413.042
Stats. Implemented: ORS 430.021
Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0080
Definitions

As used in these rules:

(1) “Central Office” means all organizational elements of the
Addictions and Mental Health Division which are not a part of a
state institution.

(2) “Division” means the Addictions and Mental Health Divi-
sion of the Oregon Health Authority.

(3) “Embezzlement” means any action to willfully take or
convert to one’s own use, money or property of another, which the
wrongdoer acquired lawfully through some office or employment
or position of trust.

(4) “Fraud” means any action by an individual to knowingly,
willfully and with deceitful intend take or use for their own
personal gain money or property which does not belong to them.

(5) “Service Provider” means a public or private community
agency or organization that provides a particular mental health ser-
vice (such as preschool services for the developmentally disabled,
a detoxification center, or a day treatment program) approved by
the Division. An agency organization may provide more than one
service element, and more than one agency or organization in a
county may provide the same service element.

(6) “State Institution” means Dammasch State Hospital in
Wilsonville, Oregon State Hospital in Salem, Fairview Training
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Center in Salem, and Eastern Oregon Hospital and Training Center
in Pendleton.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 430.021

Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0085
Reporting of Suspected Fraud and Embezzlement

(1) Upon discovery, all cases of suspected fraud and embez-
zlement related to the central office shall be referred, along with all
related information, to the Administrator. The Administrator shall
review the case, call upon appropriate sources to investigate, and
notify appropriate authorities.

(2) In case of suspected fraud or embezzlement involving a
state institution, the superintendent of the institution shall review
the case, call upon appropriate sources to investigate, and notify
appropriate authorities. All cases under review shall be reported to
the Administrator.

(3) Each service provider contracting with the Division shall
report in writing the details of all cases of suspected fraud and
embezzlement involving its employees and/or the employees of its
subcontractors to the Division’s Administrator not later than one
working day after the date the alleged activity comes to their atten-
tion. The report shall describe the incident and action being taken
to resolve the problem.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 430.021

Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0090
Investigation of Suspected Fraud and Embezzlement

(1) In cases of suspected fraud and embezzlement involving
funds and resources of the Division:

(a) The Administrator shall begin the investigation immediately
and may, in the course of investigation, call upon the services of
appropriate law enforcement agencies, the Attorney General, the
Division Audit Unit, and/or other who may be of assistance in
developing the case;

(b) A service provider which has contracted with the Division
is responsible for developing cases of suspected fraud and embez-
zlement involving its employees and/or the employees of its sub-
contractors, and is responsible for referral to the proper authorities.
However, the Division may assume control of any case not handled
to the Division’s satisfaction.

(2) In cases of suspected fraud and embezzlement which do
not involve funds and resources of the Division:

(a) The aggrieved parties shall seek their own resolution, and
the Division will not become involved in development of the case
or prosecution, except it may intervene in cases involving resources
of clients of service providers;

(b) The Division shall review the case to determine whether
the lack of internal controls which allowed fraud or embezzlement
to occur might also endanger Division resources. If that possibility
exists, the service provider shall be required to adopt and follow
procedures which the Division decides are needed to minimize
chances for recurrence of the fraud or embezzlement. Failure of the
service provider to adopt and follow such procedures shall
constitute grounds for refusing to contract with the service provider

in the future, and for terminating the existing contract.
Stat. Auth.: ORS 179.040 & 413.042
Stats. Implemented: ORS 430.021
Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0095
Consequences of Failure to Adopt Procedures

Failure of a service provider to adopt and follow procedures
which the Division decides are needed to minimize chances for
fraud and embezzlement of Division resources shall constitute
grounds for terminating any contract between the Division and that
service provider. If the service provider is a subcontractor of a
service provider contracting with the Division, then such failure on
the part of the subcontractor shall constitute grounds for stipulation

by the Division that no Division managed funds be used for

payment to that subcontractor.
Stat. Auth.: ORS 179.040 & 413.042
Stats. Implemented: ORS 430.021
Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0100
Disclosure Requirement

Disclosure must be made to the Division before a contract is
entered into, or at the time it becomes known, of the name of any
person who has ownership or control interest of five percent or
more, or is an officer, director, agent, or managing employee, and
has been convicted of a criminal offense related to the involvement
of such person in any such program, including theft of patient
funds. Failure to make this disclosure shall constitute grounds for
terminating that contract.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 430.021

Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0105
Disciplinary Action

Fraud or embezzlement of Division resources and/or patient
or resident funds committed by Division employees shall constitute
grounds for disciplinary action. The type and extent of disciplinary
action will be determined in accordance with the Division’s collec-
tive bargaining agreements and “Personnel Relations Law, Personnel
Rules and Personnel Policies.” Notwithstanding any portion of
these rules, existing agreements with unions representing the
employee(s) involved, governing complaint investigation, shall be
observed.

Stat. Auth.: ORS 179.040 & 413.042

Stats. Implemented: ORS 430.021

Hist.: MHD 18-1982, f. & ef. 8-6-82

309-013-0120
Purpose and Statutory Authority

(1) Purpose. These rules establish a Division procedure for
audits of community mental health programs, mental health orga-
nizations and their subcontractors and vendors and any service
provider agreeing to offer services through direct contract with the
Division. These rules also establish basic record keeping standards
for programs subject to audit under these rules, establish procedures
for appealing audit findings, and set out a process to implement the
findings of the final audit report.

(2) Statutory Authority. These rules are authorized by ORS
179.040, 413.042 & 430.640 and are promulgated to enable the
Division to carry out its responsibilities under ORS 414.018 to

414.024 and 430.610 through 430.695.
Stat. Auth.: ORS 179.040 & 413.042 & 430.640
Stats. Implemented: ORS 414.018 & 430.610-430.695
Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-
98, Renumbered from 309-013-0020

309-013-0130
Definitions

(1) “Audit” means the examination of documents, records,
reports, systems of internal control, accounting and financial pro-
cedures, and other evidence for one or more of the following pur-
poses:

(a) To ascertain whether the financial statements present fairly
the financial position and the results of financial operations of the
fund types and/or account groups in accordance with Generally
Accepted Accounting Principles and federal and state rules and
regulations;

(b) To determine compliance with applicable laws, rules, reg-
ulations and contract provisions;

(c) To review the efficiency and economy with which opera-
tions are carried out; and

(d) To review effectiveness in achieving program results.

(2) “Capital Construction” is an expenditure related to con-
struction or remodeling of physical facilities with a projected cost
of $250,000 or more.
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(3) “Capital Improvement” is an expenditure related to con-
struction or remodeling of physical facilities with a projected cost
of more than $5,000 but less than $250,000.

(4) “Capital Outlay” are purchases of equipment and tangible
personal property of a non-expendable nature which have a useful
life of more than one year. The minimum dollar threshold for deter-
mining if a purchase is capital outlay can not exceed the amount set
for state purchases of capital outlay. The current threshold for the
State of Oregon is $5,000, however, a lessor amount may be used.

(5) “Community Mental Health Program (CMHP)” means the
organization of all services for individuals with mental or emotional
disturbances, developmental disabilities or chemical dependency,
operated by, or contractually affiliated with, a local mental health
authority, operated in a specific geographic area of the state under
an intergovernmental agreement or direct contract with the Divi-
sion.

(6) “Direct Contractor” means a person or organization which
operates under a direct contract with the Division to provide
services to persons with mental or emotional conditions and/or
developmental disabilities.

(7) “Internal Auditor” means auditors within the Audit Unit of
the Division.

(8) “Internal Control Structure” means the plan of organization
including all of the methods and measures adopted within a
business to safeguard its assets, check the accuracy and reliability
of its accounting data, and promote operational efficiency and
adherence to management’s policies.

(9) “Local Mental Health Authority (LMHA)” means the
county court or board of county commissioners of one or more
counties who choose to operate a CMHP; or, if the county declines
to operate or contract for all or part of a CMHP, the board of
directors of a public or private corporation which contracts with the
Division to operate a CMHP for that county.

(10) “Addictions and Mental Health Division (Division)”
means the Oregon Health Authority (Authority) Agency responsible
for the administration of the State mental health and developmental
disability services to persons who qualify for certain programs
under federal and state laws, rules and regulations.

(11) “Mental Health Organization (MHO)” means a Prepaid
Health Plan under contract with the Division to provide covered
services under the Oregon Health Plan Medicaid Demonstration
Project. MHOs can be Fully Capitated Health Plans (FCHPs),
CMHPs or private MHOs or combinations thereof.

(12) “Non-allowable Expenditures” means expenditures made
by a contractor or subcontractor of the Division which are not con-
sistent with relevant federal and state laws, rules, regulations and
contract provisions. To be allowable, expenditures must be necessary
and reasonable for the proper and efficient performance of the con-
tracted services. If only state funds are involved, expenditures will
be evaluated based on state laws and rules, the contract provisions,
and whether they are necessary and reasonable for the proper and
efficient performance of the contracted services. When federal
funds are involved, determination of allowable expenditures
includes, but is not limited to, those rules and regulations itemized
and referred to in applicable Office of Management and Budget
circulars.

(13) “Office of Medical Assistance Programs (OMAP)”
means the office of the Oregon Health Authority responsible for
coordinating the Medical Assistance Program within the State of
Oregon.

(14) “Reasonable Cost” means a cost that in nature or amount
does not exceed that which would be incurred by a prudent person
under the circumstance prevailing at the time the decision was
made to incur the cost. Consideration shall be given to whether the
cost is of a type generally recognized as ordinary and necessary for
the operation of the organization; what restraints or requirements
exist such as those imposed by factors of generally accepted sound
business practices, federal and state laws and regulations, and
terms and conditions of the contract; whether the individuals con-
cerned acted with prudence in the circumstances, considering their
responsibilities to the organization, their employer, their clients,

the public and the governments; and whether significant deviations
from the organization’s established practices unjustifiably increase
costs.

(15) “Service Element” means a distinct service or combination
of services as defined in Part III of the Intergovernmental
Agreement for persons with mental or emotional conditions and or
developmental disabilities provided in the community setting by a
contract with the Division or through a subcontract with a local
mental health authority.

(16) “Service Provider” means a public or private community
agency or organization contracted by the Division that provides
recognized mental health or developmental disability service(s)
and is approved by the Division or other appropriate agency to pro-
vide these service(s). For the purpose of this rule, “provider” or
“program” is synonymous with “service provider.”

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

309-013-0140
Scope and Application of the Rule

Under these rules, the Division may audit any service provider
that provides any part of the community mental health program
including the community mental health program itself, Mental
Health Organizations providing services under the Oregon Health
Plan including subcontractors and vendors providing mental health
services, or any direct contractor. The scope of the audit shall
include only Division funds or related matching funds. However,
Division may include other funds in its tests to the extent necessary
to audit Division funds or matching funds. These rules shall be
read and applied consistently with OAR 309-014-0000 (Community
Mental Health Contractors) or the Division of Medical Assistance
Programs general rules (OAR 410-120-0000 through 410-120-

1980) when these are applicable.
Stat. Auth.: ORS 413.042 & 430.640
Stats. Implemented: ORS 430.610-430.695
Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-
98, Renumbered from 309-013-0020

309-013-0150
Revenue

(1) A service provider shall maintain a revenue account for
each income source which results from the operation of the service
or is used to support the service. For example, separate revenue
accounts shall be established for each service element for which
the provider receives payment from Division or the Division of
Medical Assistance Programs, direct federal payments, donations,
fees, interest earned, rentals collected from subleases and parking
lots, sales of capital equipment, training grants or any other source
of income.

(2) Only cash revenue may be used to match state funds
unless the Division gives prior authorization in writing to use con-
tributed services or property to match state funds.

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

309-013-0160
Expenses

(1) A service provider subject to audit under these rules shall
keep its accounting records consistent with Generally Accepted
Accounting Principles. Accounting records shall be retained for
three years from the date of the expiration of the Division’s agree-
ment or from the finalization of an audit, whichever comes later.
Allocation methods for expenses shall be documented. Relevant
calculations representing allocations shall be shown. The allocation
method shall reasonably distribute expenses which are shared by
service providers or service elements. Charges assessed against a
service provider by a related organization shall be justified by the
related organization as to the method and reason for relevant cost
allocation. The expense invoice shall list the location where
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services and supplies purchases are delivered for any item in
excess of $1,000.

(2) Record requirements for Personal Services:

(a) Reports reflecting the distribution of labor of each
employee must be maintained for all staff members, professional
and nonprofessional, whose compensation is charged in whole or
in part to Division funds. To support the allocation of indirect
costs, such reports must also be maintained for other employees
whose work involves two or more functions or activities if a distri-
bution of their compensation between such functions or activities is
needed in the determination of the organization’s indirect cost
rate(s). Reports maintained to satisfy these requirements must meet
the following standards:

(A) The reports must reflect an after-the-fact determination of
the actual activity of each employee. Budget estimates (i.e.,
estimates determined before the services are performed) do not
qualify as support for charges to Division funds;

(B) Each report must account for the total activity for which
employees are compensated and which is required in fulfillment of
their obligations to the organization;

(C) The reports must be signed by the individual employee, or
by a responsible supervisory official having first-hand knowledge
of the activities performed by the employee, to attest that the distri-
bution of activity represents a reasonable distribution of the actual
work performed by the employee during the periods covered by the
reports;

(D) The reports must be prepared at least monthly and must
coincide with one or more pay periods;

(E) Periodic time studies, in lieu of ongoing time reports, may
be used to allocate salary and wage costs. However, the time
studies used must meet the following criteria:

(i) A minimally acceptable time study must encompass at least
one full week per month of the cost reporting period;

(i) Each week selected must be a full work week (e.g.,
Monday to Friday, Monday to Saturday or Sunday to Saturday);

(iii) The weeks selected must be equally distributed among
the months in the cost reporting period, e.g., for a 12 month period
three of the 12 weeks in the study must be the first week beginning
in the month, three weeks the second week beginning in the month,
three weeks the third and three weeks the fourth;

(iv) No two consecutive months may use the same week for
the study, (e.g., if the second week beginning in April is the study
week for April, the weeks selected for March and May may not be
the second week beginning in those months);

(v) The time study must be contemporaneous with the costs to
be allocated. Thus, a time study conducted in the current cost
reporting year may not be used to allocate the costs of prior or sub-
sequent cost reporting years;

(vi) The time study must apply to a specific provider. Thus,
chain organizations may not use a time study from one provider to
allocate the costs of another provider or a time study of a sample
group of providers to allocate the costs of all providers within the
chain.

(b) Any person being compensated for services to a service
provider who is not an employee of the organization shall have a
written contract with the service provider. The contract shall set
forth the specific services being purchased, the contract time
period, the rate at which compensation will be paid and an hourly
rate where applicable.

(3) Record Requirements for Capital Expenditures:

(a) Depreciation for capital outlay, capital improvements, and
capital construction shall be documented in a depreciation schedule.
The depreciation schedule at a minimum shall include a description
of the asset, date of acquisition, cost basis, depreciation method,
estimated useful life, annual depreciation expense and accumulated
depreciation.

(b) Any capital expenditures purchased by a service provider
using Division funds shall be listed on an inventory system
showing location of item and reference to purchase invoice and

payment receipt location. The inventory shall be checked annually
and verification of the inventory list signed by the inventory
control person. All capital items purchased with Division funds
must be used in an Division approved program.

(4) Reasonable Procedures will be established to ensure the
security of cash, blank checks, purchase orders, check protector
machines, and signature stamps.

(5) A service provider must expend funds consistent with an
intergovernmental agreement or direct contract, these rules, the
required program or licensing rule, and federal and state require-
ments. For service elements contracted with a predetermined rate,
Division funds not used in delivering the service of the required
quantity and quality shall be classified as carryover. Carryover of
Division administered funds shall be spent for Division services.
These funds shall be kept in restricted accounts in the financial
records. Funds spent on unallowed costs shall be considered non-
compliance and shall be returned to Division.

(6) All travel expenses shall be supported by a system of
authorized trip reports, receipts, and/or other documentation.
Authorization is indicated by approval of the travel expenditure by
the Director (or person with delegated authority) of the service

provider.
Stat. Auth.: ORS 179.040 & 413.042 & 430.640
Stats. Implemented: ORS 414.018 & 430.610-430.695
Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-
98, Renumbered from 309-013-0020

309-013-0170
Audit Process and Reports

(1) Any person, organization, or agency, including the
Division, may request an audit of a community mental health pro-
gram or any service provider offering a service thereunder or any
direct contractor by submitting an audit request in writing to the
Division Internal Audit Unit Coordinator. The request shall clearly
identify the service provider to be audited, setting forth its name,
location, program director, the period for which the audit is
requested and the reason for the request.

(2) The Internal Audit Unit Coordinator shall review the
request and arrange for scheduling if an audit is considered appro-
priate. The Internal Audit Unit Coordinator shall notify appropriate
Assistant Administrators of the audit schedule.

(3) The Assistant Administrator of the Division for the Office
of Finance has the discretion to notify the appropriate community
mental health program director of the scheduled audit in advance.
The Division retains the right to perform an audit without prior
notice to the subject service provider.

(4) Upon completion of the audit, the Internal Audit Unit
Coordinator shall prepare a report setting forth the findings, recom-
mendations, and auditee responses where applicable. Audit work

papers shall be available showing the details of the audit findings.
Stat. Auth.: ORS 179.040 & 413.042 & 430.640
Stats. Implemented: ORS 414.018 & 430.610-430.695
Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-
98, Renumbered from 309-013-0020

309-013-0180
Disposition of Audit Findings

(1) To the extent an audit documents non-allowable expendi-
tures in non-capitated programs, the Division shall recover such
funds.

(2) To the extent an audit report evidences non-compliance
with applicable program and/or licensing rules, the audit findings
may be referred to the Administrator of the Division to assess civil
penalties, where applicable, or for other corrective action deemed
necessary by the program office.

(3) Notwithstanding any other provisions of these rules, to the
extent an audit report reveals non-compliance with Generally
Accepted Accounting Principles or these rules, the Division may
require corrective action to bring the deficiencies into compliance
with state and federal rules and regulations. Non-compliance
which results in substantial misrepresentation of financial activities
may result in termination of the license and/or contract upon con-
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sultation with Division program offices and/or the local mental
h e a 1 t h
authority.

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

309-013-0190
Provider Appeals

(1) A provider may appeal certain decisions affecting the
provider by making a written request to the Division Assistant
Administrator for the Office of Finance. The request must state
whether the provider wants an administrative review, and/or a con-
tested case hearing, as outlined in the OMAP General Rules OAR
410-120-1560, Provider Appeals, through 410-120-1840, Provider
Hearings-Role of Hearings Officer. If the subject service provider
decides to appeal the audit, it shall set forth in writing the reasons
for its appeal within 30 days of receipt of the report.

(2) When the Division seeks to recover funds under these
rules, the Division shall negotiate the terms and conditions of
repayment with the audited service provider, after consultation
with the community mental health program director or the MHO

director (if applicable).
Stat. Auth.: ORS 179.040 & 413.042 & 430.640
Stats. Implemented: ORS 414.018 & 430.610-430.695
Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-
98, Renumbered from 309-013-0020

309-013-0200
Basic Accounting Records

A service provider subject to audit under these rules shall
maintain a chart of accounts that defines all items included in
determining the cost for each service element. The chart of
accounts shall list all revenues and expense accounts. The organi-
zation shall have bank deposit records and documentation to verify
the source of revenue. Revenue and expense accounts, with related
asset, liability, and equity accounts, shall account for all expenditures
related to delivery of the service. All basic accounting records shall
be retained for at least three years following the expiration of the
contract or from the finalization of an audit including any appeal,
whichever is later.

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

309-013-0210
Internal Controls

Establishing and maintaining an internal control structure is
the responsibility of the service provider. Effective internal controls
are considered essential to achieving the proper conduct of business
with full accountability for the resources made available. Internal
controls shall be implemented and maintained to provide reasonable
assurance that:

(1) The provider identifies, assembles, classifies, records,
analyzes, and reports its transactions in conformity with Generally
Accepted Accounting Principles or appropriate regulatory require-
ments for preparing financial statements and other required financial
reports;

(2) Losses or misappropriations of assets due to errors or
irregularities in processing transactions and handling the related
assets are prevented or detected;

(3) Noncompliance with applicable federal and state laws and
rules and regulations and terms of the contract is prevented or
detected;

(4) State and federal funds are reasonably, prudently and eco-
nomically spent; and

(5) All costs are appropriately allocated among programs,
departments, and other benefiting units.

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

309-013-0220
Independent Audit Reports

The Division may, in its discretion, accept an independent
audit, in lieu of a Division audit, if it determines the workpapers
and procedures of the independent auditor meet Government
Auditing Standards (where applicable), Generally Accepted Auditing
Standards and other audit standards which may be adopted by the
Division.

Stat. Auth.: ORS 179.040 & 413.042 & 430.640

Stats. Implemented: ORS 414.018 & 430.610-430.695

Hist.: MHD 9-1978, f. & ef. 12-11-78; MHD 15-1998, f. 8-12-98, cert. ef. 9-1-

98, Renumbered from 309-013-0020

DIVISION 14
COMMUNITY MENTAL HEALTH PROGRAMS

309-014-0000
Purpose and Statutory Authority

(1) Purpose. These rules prescribe general administrative
standards for Division community mental health and developmental
disability services contractors and their component parts.

(2) Statutory Authority. These rules are authorized by ORS
413.042 & 430.640 and carry out the provisions of 430.610 to
430.695.

Stat. Auth.: ORS 413.042 & 430.640

Stats. Implemented: ORS 430.610 — 430.695

Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; MHD 14-1982, f. & ef. 7-7-82, Sections

(3) thru (13) Renumbered to 309-014-0005 thru 309-014-0040; MHD 13-2000,

f. 9-15-00, cert. ef. 9-16-00

309-014-0005
Definitions

As used in these rules:

(1) “Administrator” means the Assistant Director of Addictions
and Mental Health Division.

(2) “Client” means a person receiving services under these
rules.

(3) “Community Mental Health and Developmental Disability
Advisory Committee” means the advisory committee to a local
mental health authority.

(4) “Community Mental Health and Developmental Disability
Contractor” means an entity which provides or contracts for a
distinct service or group of services for persons with mental or
emotional disturbances, drug abuse problems, mental retardation
or other developmental disabilities, and alcoholism and alcohol
abuse problems, operated in the community under a contract or a
subcontract with the Division.

(5) “Community Mental Health and Developmental Disability
Contractor Budget” means the financial plan of projected expendi-
tures and projected revenues for community mental health and
developmental disability service elements submitted by the local
mental health authority.

(6) “Community Mental Health and Developmental Disability
Contractor Plan” means the plan for community mental health and
developmental disability service elements submitted by the local
mental health authority.

(7) “Community Mental Health and Developmental Disability
Program” means an entity that is responsible for planning and
delivery of services for persons with mental or emotional distur-
bances, drug abuse problems, mental retardation or other develop-
mental disabilities, and alcoholism and alcohol abuse in a specific
geographic area of the state under a contract with the Division or a
local mental health authority.

(8) “Community Mental Health and Developmental Disability
Program Area” means the organization of all services for persons
with either mental or emotional disturbances, drug abuse problems,
mental retardation or other developmental disabilities, or alcoholism
and alcohol abuse problems, operated by, or contractually affiliated
with, a local mental health authority, operated in a specific geo-
graphic area of the state under a contract with the Division.

(9) “Community Mental Health and Developmental Disability
Program Director” means the director of a community mental
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health and developmental disability program which operates or
contracts for all services for persons with mental or emotional dis-
turbances, drug abuse problems, mental retardation or other devel-
opmental disabilities, and alcoholism and alcohol abuse problems
under the omnibus contract with the Division.

(10) “Developmental Disability Services” means services for
people with developmental disabilities as defined by the Division
in administrative rule or contract terms.

(11) “Division” means the Addictions and Mental Health
Division of the Oregon Health Authority.

(12) “Local Mental Health Authority” means the county court
or board of county commissioners of one or more counties who
operate a community mental health and developmental disability
program, or in the case of a Native American reservation, the tribal
council, or if the county declines to operate or contract for all or
part of a community mental health and developmental disability
program, the board of directors of a public or private corporation.

(13) “Local Revenues” means all money, other than state or
federal grant or contract funds, expended by a local mental health
authority and any of its subcontractors for community mental
health and developmental disability services and included in the
approved community mental health and developmental disability
contractor plan and budget. However, federal funds expended for
alcoholism treatment and rehabilitation services provided under
ORS 430.345 to 430.380 in accordance with ORS 430.359(3) by
community mental health and developmental disability contractors
shall be considered local revenues.

(14) “Omnibus Contract” means the Financial Assistance
Grant Agreement or contract between the Addictions and Mental
Health Division and a local mental health authority for all services
for persons with mental or emotional disturbances, drug abuse
problems, mental retardation or other developmental disabilities,
and alcoholism and alcohol abuse problems, operated in a specific
geographic area.

(15) “Quality Assurance” means a systematic procedure for
assessing the effectiveness, efficiency, and appropriateness of ser-
vices provided by the community mental health and developmental
disability contractor.

(16) “Service Element” means a distinct service or group of
services for person with mental or emotional disturbances, drug
abuse problems, mental retardation or other developmental disabil-
ities, and alcoholism and alcohol abuse problems, operated in the
community under a contract with the Addictions and Mental
Health Division, or under contract with a local mental health
authority.

(17) “Service Provider” means an entity or person that
delivers services funded wholly or in part by the Division under a
contract with a community mental health and developmental dis-
ability program, a local mental authority, or the Division.

(18) “State Institution” means Oregon State Hospital in
Portland and Salem, and Eastern Oregon Psychiatric Center and

Training Center in Pendleton.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 430.610 — 430.640
Hist.. MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(3),
MHD 14-1982, f. & ef. 7-7-82; MHD 8-2000(Temp), f. 3-20-00, cert. ef. 3-21-
00 thru 9-16-00; MHD 13-2000, f. 9-15-00 cert. ef. 9-16-00

309-014-0010
Purpose of a Community Mental Health and Developmental
Disability Program

The purpose of a community mental health and developmental
disability program is to provide a system of appropriate, accessible,
coordinated, effective, efficient services to meet the mental health

needs of the citizens of the community.
Stat. Auth.: ORS 413.042 & 430.640
Stats. Implemented: ORS 430.610 — 430.640
Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(4),
MHD 14-1982, f. & ef. 7-7-82; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-00

309-014-0015
Division Responsibility for Community Addictions and Mental
Health

The Division shall assist the local mental health authority in
establishing and operating community mental health and develop-
mental disability services and shall integrate such services with
other mental health system components in the state by:

(1) Assessing needs for community mental health and devel-
opmental disability services in the state.

(2) Identifying priorities among needs and preparing state
plans for community mental health and developmental disability
services.

(3) Conducting the Division’s activities in the least costly and
most efficient manner so that delivery of services to the mentally or
emotionally disturbed, mentally retarded and developmentally dis-
abled, alcohol abuser, alcoholic, drug abuser and drug-dependent
persons shall be effective, coordinated and integrated with other
services within the Oregon Health Authority.

(4) Establishing and enforcing minimum standards for com-
munity mental health and developmental disability services.

(5) Obtaining resources and contracting with local mental
health authorities for the operation of community mental health
and developmental disability service.

(6) Subject to the availability of funds, providing public
information, program consultation, technical assistance, and training
concerning community mental health and developmental disability

services.
Stat. Auth.: ORS 413.042 & 430.640
Stats. Implemented: ORS 430.610 — 430.640
Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(4) &
(7), MHD 14-1982, f. & ef. 7-7-82; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-00

309-014-0020
Standards for Management of Community Mental Health and
Developmental Disability Programs

Each community mental health and developmental disability
contractor providing a community mental health and developmental
disability program under an omnibus contract with the Division is
required to meet the following standards for management:

(1) Community Mental Health and Developmental Disability
Program Director:

(a) The community mental health and developmental disability
program director shall be a full time employee of the local mental
health authority or the public or private corporation operating the
community mental health and developmental disability program;

(b) The community mental health and developmental disability
program director shall meet the following requirements:

(A) Hold at least a master’s degree in a behavioral, social,
health science, special education, public administration, or human
service administration; and

(B) Have a minimum of five years of experience in human
services programs, two of which are in community mental health
and developmental disability and two of which are program man-
agerial experience in human services; and

(C) Present references documenting experience, training, and
ability to manage a community mental health and developmental
disability program.

(c) When the position of community mental health and devel-
opmental disability program director becomes vacant, an interim
director shall be appointed to serve until a permanent director is
appointed.

(2) Program Management for Developmental Disability Ser-
vices:

(a) Program Manager. The local mental health authority or the
public or private corporation operating the community mental
health and developmental disability services program shall designate
a full-time employee who will, on at least a part-time basis, be
responsible for management of developmental disability services.

(b) Program Manager Qualifications. The program manager
for developmental disability services shall meet the following
qualifications for employment:
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Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

(A) Hold at least a bachelor’s degree in a behavioral, social,
health science, special education, public administration, or human
service administration; and have a minimum of four years experi-
ence, with at least two of those in developmental disability
services, that provided recent experience in program management,
fiscal management, and staff supervision.

(B) On an exceptional basis, the county may hire an individual
who does not meet these program manager qualifications if the
county and the Division have mutually agreed on a training and
technical assistance plan which assures that the individual will
quickly acquire all needed skills and experience.

(C) When the position of program manager for developmental
disability services becomes vacant, an interim program manager
shall be appointed to serve until a permanent program manager is
appointed. The community mental health and developmental dis-
ability services program shall request a variance as provided in
these rules if the individual(s) appointed interim program manager
do not meet the qualifications and the term of the appointment(s)
total more than 180 days.

(c) Management Functions. In addition to other duties as may
be assigned in the area of developmental disability services, the
community mental health and developmental disability services
program shall, at a minimum, assure the following duties are per-
formed:

(A) Develop plans as may be needed to provide a coordinated
and efficient use of resources available to serve people with devel-
opmental disabilities;

(B) Develop positive and cooperative working relationships
with families, advocates, service providers, the Division, and other
state and local agencies with an interest in developmental disability
services;

(C) Develop programs funded by the Division to encourage
pursuit of defined program outcomes and monitor the programs to
assure service delivery that is in compliance with related contracts
and applicable local, state, and federal requirements;

(D) Assure collection and timely reporting of information as
may be needed to conduct business with the Division, including
but not limited to information needed to license foster homes, to
collect federal funds supporting services, and to investigate com-
plaints related to services or suspected client abuse; and

(E) Develop and assure use of procedures that attempt to
resolve disputes and grievances involving persons or organizations
that are associated with developmental disability services.

(d) Management Plan. The community mental health and
developmental disability services program shall maintain a plan
assigning responsibility for the management functions and duties
described in this section. The community mental health and devel-
opmental disability services program shall assure that the functions
and duties are assigned to people who have the knowledge and
experience necessary to perform them.

(3) Community Mental Health and Developmental Disability
Advisory Committee. Each community mental health and develop-
mental disability program shall have a mental health and develop-
mental disability advisory committee appointed by the local mental
health authority:

(a) The committee shall meet at least quarterly;

(b) The membership of the committee shall be broadly repre-
sentative of the community, with a balance of age, sex, ethnic,
socioeconomic, geographic, professional and consumer interests
represented. Membership shall include advocates for persons with
mental or emotional disturbances, drug abuse problems, mental
retardation or other developmental disabilities, and alcoholism and
alcohol abuse problems;

(c) The Community Mental Health and Developmental Dis-
ability Advisory Committee shall advise the local mental health
authority and the community mental health and developmental dis-
ability program director on community needs and priorities for
services and shall assist in planning and in review and evaluation
of services.

(4) Organization:

(a) Each community mental health and developmental disability
program shall have an up-to-date organizational chart showing the
line of authority and responsibility from the local mental health
authority to the community mental health and developmental dis-
ability program director and to each of the components of the com-
munity mental health and developmental disability program;

(b) Contracts:

(A) For all components of the community mental health and
developmental disability program operated by agencies other than
the local mental health authority, there shall be a contract between
the local mental health authority and the service provider specifying
the authorities and responsibilities of each party and conforming to
the requirements of any Division rule or contract requirement per-
taining to operation and delivery of services.

(B) In keeping with the principles of family support expressed
in ORS 417.342, and notwithstanding 430.670(2) or 291.047(3), an
entity operating a community mental health and developmental
disability program may purchase services for an individual from a
service provider without first providing an opportunity for compe-
tition among other service providers if the service provider is
selected by the individual, the individual’s family or the individual’s
guardian, as long as the service provider has been approved by the
Division to provide such service.

(C) Limit on contract requirements. When a community
mental health and developmental disability program contracts with
a public agency or private corporation for delivery of developmental
disability services, the community mental health and developmental
disability program shall include in the contract only terms that are
substantially similar to model contract terms established by the
Division. The community mental health and developmental
disability program may not add contractual requirements, including
qualifications for contractor selection, that are nonessential to the
service element(s) being provided under the contract. The commu-
nity mental health and developmental disability program shall
specify in contracts with service providers that disputes, which
arise from these limitations, shall be resolved according to proce-
dures contained in these rules. For purposes of this section, the fol-
lowing definitions apply:

(i) “Model contract terms established by the Division” means
all applicable material terms and conditions of the omnibus
contract, as modified to appropriately reflect a contractual relation-
ship between the service provider and community mental health
and developmental disability program, and any other requirements
approved by the Division as local options under procedures estab-
lished in these rules.

(ii) “Substantially similar to model contract terms”” means that
the terms developed by the community mental health and develop-
mental disability program and the model contract terms require the
service provider to engage in approximately the same type activity
and expend approximately the same resources to achieve compli-
ance.

(iii) “Nonessential to the service element(s) being provided”
means requirements that are not substantially similar to model con-
tract terms developed by the Division.

(D) Local Option. The community mental health and develop-
mental disability program may, as a local option, impose on a
public agency or private corporation delivering developmental dis-
ability services under a contract with the community mental health
and developmental disability program, a requirement that is in
addition to or different from requirements specified in the omnibus
contract if all of the following conditions are met:

(i) The community mental health and developmental disability
program has provided the affected contractors with the text of the
proposed local option as it would appear in their contract, including
the date upon which the local option would become effective, and a
complete written description of how the local option would
improve client independence, productivity, or integration into the
community, or how it would improve protection of client health,
safety, or rights;

Oregon Administrative Rules Compilation

2017 Edition

5-284

(11-15-16)



Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

(i1) The community mental health and developmental disability
program has sought input from the affected contractors concerning
ways the proposed local option will impact client services;

(iii) The community mental health and developmental disability
program, with assistance from the affected contractors, has assessed
the impact on the operations and financial status of the contractors
if the local option is imposed;

(iv) The community mental health and developmental disability
program has sent a written request for approval of the proposed
local option to the Division’s Assistant Administrator that includes:

(D) A copy of the information provided to the affected contrac-
tors;

(II) A copy of any written comments and a complete summary
of oral comments received from the affected contractors concerning
the impact of the proposed local option; and

(IIT) The text of the proposed local option as it would appear
in contracts with service providers, including the proposed date
upon which the requirement would become effective.

(v) The Division has notified the community mental health
and developmental disability program that the new requirement is
approved as a local option for that program; and

(vi) The community mental health and developmental disability
program has advised the affected contractors of their right and
afforded them an opportunity to request mediation as provided in
these rules before the local option is imposed.

(E) Notice of Appeal.

(i) If a service provider believes that the contract offered by
the community mental health and developmental disability program
contains terms or conditions that are not substantially similar to
those established by the Division in the model contract, the service
provider may appeal imposition of the disputed terms or conditions
by sending a written notice of appeal to the Division’s Assistant
Administrator within 30 calendar days after the effective date of
the contract requirement. The notice of appeal shall include:

(I A copy of the contract and any pertinent contract amend-
ments;

(II) Identification of the specific term(s) that are in dispute;
and

(III) A complete written explanation of the dissimilarity
between terms.

(i) The service provider shall send a copy of its notice of
appeal to the community mental health and developmental disability
program. Upon receipt of this notice, the community mental health
and developmental disability program shall suspend enforcement
of compliance with any contract requirement under appeal by the
contractor until the appeal process is concluded.

(F) Appeal Process. The Assistant Administrator or designee,
shall offer to meet with both to mediate a solution. If a solution can
not be mediated, the Assistant Administrator shall declare an
impasse through written notification to all parties and immediately
appoint a panel to consider arguments from both parties. The panel
shall include, at a minimum, a representative from the Division, a
representative from another community mental health and devel-
opmental disability program, and a representative from another
service provider organization. The panel shall meet with the
parties, consider their respective arguments, and send written rec-
ommendations to the Administrator of the Division within 45 busi-
ness days after an impasse was declared. If an appeal requiring
panel consideration has been received from more than one
contractor, the Division may organize materials and discussion in
any manner it deems necessary, including combining appeals from
multiple contractors, to assist the panel in understanding the issues
and operating efficiently. The Administrator shall notify all parties
of his/her decision within 15 business days after receipt of the
panel’s recommendations. The decision of the Administrator is
final. The community mental health and developmental disability
program shall take immediate action to amend contracts as needed
to comply with the Administrator’s
decision.

(G) Expedited Appeal Process. The community mental health
and developmental disability program or the contractor may

request an expedited appeal process that provides a temporary res-
olution, if it can be shown that the time needed to follow
procedures to reach a final resolution would cause imminent risk of
serious harm to individuals or organizations. The request shall be
made in writing to the Division’s Assistant Administrator. It shall
describe the potential harm and level of risk that will be incurred
by following the appeal process. The Division shall notify all
parties of its decision to approve an expedited appeal process
within two business days. If an expedited process is approved, the
Administrator shall notify all parties of his/her decision concerning
the dispute within three additional business days. The Administra-
tor’s decision resulting from an expedited appeal process shall be
binding, but temporary, pending completion of the appeal process.
All parties shall act according to the Administrator’s temporary
decision until notified of a final decision.

(H) Exception to limit on contract requirements for facilities.
The community mental health and developmental disability program
may add contract requirements that the community mental health
and developmental disability program considers necessary to
ensure the siting and maintenance of residential facilities in which
client care is provided. These requirements shall be consistent with
all applicable state and federal laws and regulations related to
housing.

(5) Needs Assessment and Planning. The community mental
health and developmental disability program shall assess local
needs for services to persons with mental or emotional disturbances,
drug abuse problems, mental retardation or other developmental
disabilities, and alcoholism and alcohol abuse problems, and shall
plan for meeting those needs within the constraints of resources
available. The local mental health authority shall review and
approve the plan before it is submitted to the Division.

(6) Monitoring. The local mental health authority shall
monitor all community mental health and developmental disability
service elements to assure that:

(a) Service elements are provided as specified in the contract
with the Division; and

(b) Service elements are in compliance with these rules and
other applicable Division administrative rules.

Stat. Auth.: ORS 413.042 & 430.640

Stats. Implemented: ORS 430.610 — 430.640

Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(5),

(6),(9), (10) & (12), MHD 14-1982, f. & ef. 7-7-82; MHD 8-2000(Temp), f. 3-

20-00, cert. ef. 3-21-00 thru 9-16-00; MHD 13-2000,, f. 9-15-00, cert. ef. 9-16-

00

309-014-0025
Standards for Management of All Community Mental Health
and Developmental Disability Program Areas

Each community mental health and developmental disability
contractor providing a community mental health and developmental
disability program area under a contract with the Division is
required to meet the following standards for management:

(1) Organizations:

(a) Each community mental health and developmental disability
program area contractor shall have an up-to-date organization chart
showing the line of authority and responsibility from the local
mental health authority to the community mental health and devel-
opmental disability program area director and to each of the com-
ponents of the community mental health and developmental dis-
ability program area contractor;

(b) For all components of the community mental health and
developmental disability program area contractor operated by
agencies other than the local mental health authority, there shall be
a contract between the local mental health authority and the sub-
contract agency specifying the authorities and responsibilities of
each party and conforming to the requirements of any Division rule
pertaining to contracts.

(2) Needs Assessment and Planning: When the Division con-
tracts for a community mental health and developmental disability
program area, the contractor shall assess local needs for services to
persons within that program area, and shall plan to effectively and
efficiently meet those needs within the constraints of available
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resources. The local mental health authority shall review and
approve the plan before it is submitted to the Division.

(3) Monitoring: The local mental health authority shall
monitor all community mental health and developmental disability
service elements within the program area to assure that:

(a) Service elements are provided as specified in the contract
with the Division; and

(b) Service elements are in compliance with these rules and
other applicable Division administrative rules.

Stat. Auth.: ORS 413.042 & 430.640

Stats. Implemented: ORS 430.610 — 430.640

Hist.: MHD 39, . 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(5) &

(6), MHD 14-1982, f. & ef. 7-7-82; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-00

309-014-0030
Standards for Management of All Service Elements

All contractors providing community mental health and devel-
opmental disability service elements under a contract with the
Division are required to meet the following standards for manage-
ment:

(1) Fee Policy. For all community mental health and develop-
mental disability service elements, except local administration and
those provided by a public education district, the agency providing
the service element shall:

(a) Determine the cost of each type of service element provid-
ed;

(b) Establish a schedule of fees for service elements based on
the costs of the service elements, adjusted on the basis of the
client’s ability to pay;

(c) At the time the service elements is initiated, inform the
client of the agency fee policy, the agency fee schedules, and the
fee rate to be collected from the client in the event that third party
payments do not cover the cost of the client’s service elements;

(d) Billings for Title XIX funds shall in no case exceed the
customary charges to private clients for any like item or service
charged by the service element; and

(e) Charge fees for service elements as follows:

(A) Except where expressly prohibited by federal law or regu-
lation, when third party payments do not cover the full fee for the
service elements provided, charge the client or those legally
responsible for the cost of the client’s care, in an amount which is
the lesser of:

(i) The balance of the fee charged to but not paid by the third
party payor(s); or

(ii) A fee adjusted on the basis of the client’s ability to pay.

(B) Charge any third party payor in the amount of the full fees
for the service elements provided. Should the sum of any third
party payments and client payments exceed the fee, a refund of the
excess payment shall be given to the client.

(2) Quality Assurance. Each provider of community mental
health and developmental disability service elements shall implement
and maintain a quality assurance program.

(3) Internal Management. Each provider of community mental
health and developmental disability service elements funded by the
Division shall meet the following internal management standards:

(a) There shall be an up-to-date organization chart showing
lines of authority and responsibility for the services within the
agency;

(b) There shall be up-to-date, written position descriptions for
all staff providing community mental health and developmental
disability services;

(c) If four or more staff provide community mental health and
developmental disability services, there shall be written personnel
policies and procedures concerning:

(A) Recruitment and termination of employees;

(B) Compensation plan;

(C) Performance appraisals, promotions and merit increases,
and staff development;

(D) Employee benefits; and

(E) Grievance procedures.

(d) Each employee providing community mental health and
developmental disability services shall have the opportunity for in-
service training with pay;

(e) There shall be up-to-date accounting records for each
mental health service element accurately reflecting all revenue by
source, all expenses by object of expense, and all assets, liabilities,
and equities, consistent with generally accepted accounting
principles and conforming to the requirements of OAR 309-013-
0120 to 309-013-0220;

(f) There shall be written statements of policy and procedure
as are necessary and useful to assure compliance with any Division
administrative rule pertaining to fraud and embezzlement and
abuse of patients, residents, and clients; and

(g) There shall be such other written statements of policy and
procedure as are necessary and useful to enable the agency to
accomplish its mental health service objectives and to meet the
requirements of these rules and other applicable standards and

rules.
Stat. Auth.: ORS 413.042 & 430.640
Stats. Implemented: ORS 430.610 — 430.640
Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(5) &
(6), MHD 14-1982, f. & ef. 7-7-82; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-00

309-014-0035
General Standards for Delivery of Community Mental Health
and Developmental Disability Service Elements

All community mental health and developmental disability
contractors providing community mental health and developmental
disability service elements under a contract with the Division are
required to meet the following general standards for delivery of
community mental health and developmental disability service ele-
ments:

(1) Eligibility for Service:

(a) In accordance with the Civil Rights Act of 1964, community
mental health and developmental disability services shall not be
denied any person on the basis of race, color, creed, sex, national
origin or duration of residence. Community mental health and
developmental disability contractors shall also comply with Section
504 of the Rehabilitation Act of 1973 as implemented by 45 CFR
84 .4, which states in part, “No qualified person shall, on the basis
of handicap, be excluded from participation in, be denied benefits
of, or otherwise be subjected to discrimination under any program
or activity which receives or benefits from federal financial assis-
tance”’;

(b) No person shall be denied services or be discriminated
against on the basis of age or diagnostic or disability category
unless predetermined clinical or program criteria for service
restrict the service to specific age or diagnostic groups or disability
category;

(c) No person shall be denied community mental health and
developmental disability services based on ability to pay;

(d) Any person eligible for community mental health and
developmental disability services provided by one agency shall
also be eligible for other community mental health and develop-
mental disability services provided by any other agency, unless
admission to the service is subject to diagnostic or disability
category or age restrictions based on predetermined criteria.

(2) Continuity and Coordination:

(a) Each agency providing community mental health and
developmental disability services shall make pertinent clinical and
financial eligibility information concerning a client of the agency
readily available to other community mental health and develop-
mental disability service agencies responsible for the client’s care,
consistent with state statutes and federal laws and regulations con-
cerning confidentiality;

(b) In the event that a person seeking or receiving services
from one community mental health and developmental disability
contractor requires services not provided by the contractor, the per-
son shall be referred to an available appropriate agency which can
provide the needed services;

(c) Planning and implementation of service for clients of the
community mental health and developmental disability contractor
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shall be coordinated between components of the community
mental health and developmental disability contractor, and other
human service agencies, and between components of the community
mental health and developmental disability contractor and state
institutions. Each community mental health and developmental
disability program or community mental health and developmental
disability program area contractor shall maintain a written agreement
with state institutions serving the county. The agreement shall
include, but need not be limited to:

(A) The procedures to be followed to assure necessary com-
munication between the state institution and the community mental
health and developmental disability program or community mental
health and developmental disability program area contractor when
a client is admitted to, and discharged from, the state institution
and during the period of care, treatment or training;

(B) The type of client information which will be shared by the
community mental health and developmental disability program or
community mental health developmental disability program area
contractor and the state institution, the manner in which the infor-
mation will be transmitted and the times when such information
will be provided;

(C) The names of the staff members from the state institution
and the community mental health and developmental disability
program, or program area contractor, who will have principal
responsibility for liaison and implementation of the agreement; and

(D) Each agreement between the state institution and a com-
munity mental health and developmental disability program, or
program area contractor, shall be reviewed and renewed at least
once a year.

(3) Service Records. A record shall be maintained for each
client who receives direct treatment training and/or care services.
The record shall contain client identification, problem assessment,
treatment, training and/or care plan, medical information when
appropriate; and progress notes.

(4) Retention of Records. Records shall be retained in accor-
dance with OAR 166-005-0000 through 166-040-0010 (State
Archivist). Financial records, supporting documents, statistical
records, and all other records (except client records) shall be
retained for a minimum of three years after the close of the contract
period, or until audited. Client records shall be kept for a minimum
of seven years.

(5) Confidentiality of Client Records. Client records shall be
kept confidential in accordance with ORS 179.505, 45 CFR 205.50
and 42 CFR Part 2, any Division administrative rule pertaining to
client records, and the most current edition of the Division
Handbook on Confidentiality.

(6) Client Rights. Each agency providing any community
mental health and developmental disability service shall have
written procedures to assure:

(a) Protection of client privacy and dignity;

(b) Confidentiality of records consistent with state statutes
and federal statutes and regulations;

(c) Involvement of the client in planning the service through
the provision of information, presented in general terms, which
explains the following:

(A) The training or treatment to be undertaken;

(B) Alternative training or treatment methods available, if
any; and

(C) Risks that may be involved in the training or treatment, if
any.

(d) Client’s right to refuse service unless otherwise ordered by
a court; and

(e) Client is provided with information, presented in general
terms, concerning the agency fee policies.

Stat. Auth.: ORS 413.042 & 430.640

Stats. Implemented: ORS 430.610 — 430.640

Hist.: MHD 39, . 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(8) &

(11), MHD 14-1982, f. & ef. 7-7-82 ; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-

00

309-014-0037
Dispute Resolution

(1) The community mental health and developmental disability
program shall adopt a dispute resolution policy that pertains to dis-
putes that may arise from contracts with service providers that
deliver services funded by the Division for the community mental
health and developmental disability program. Procedures imple-
menting this policy shall be included in the contract with any such
service provider.

(2) When a dispute exists between a county or a community
mental health and developmental disability program and a service
provider regarding the terms of their contract or the interpretation
of an administrative rule of the Division relating to Division pro-
grams under ORS Chapter 430, and local dispute resolution efforts
have been unsuccessful, either party may request assistance from
the Division in mediating the dispute.

(a) Procedure. The parties shall demonstrate a spirit of coop-
eration, mutual respect, and good faith in all aspects of the
mediation process. Mediation shall be conducted as follows:

(A) Request. The party requesting mediation shall send a writ-
ten request to the Division administrator, the community mental
health and developmental disability program director, and the
provider agency director, unless other persons are named as official
contact persons in the specific rule or contract under dispute. The
request shall describe the nature of the dispute and identify the spe-
cific rule or contract provisions that are central to the dispute.

(B) Arrangements. The division administrator, or designee,
shall arrange the first meeting of the parties at the earliest possible
date. The agenda for the first meeting should include:

(i) Consideration of the need for services of an outside
mediator. If such services are desired, agreement should be made
on arrangements for obtaining these services.

(i1) Development of rules and procedures that will be followed
by all parties during the mediation;

(iii) Agreement on a date by which mediation will be complet-
ed, unless extended by mutual agreement.

(C) Cost. Unless otherwise agreed to by all parties:

(i) Each party shall be responsible for the compensation and
expenses of their own employees and representatives; and

(ii) Costs that benefit the group, such as services of a
mediator, rental of meeting space, purchase of snack food and bev-
erage, etc. shall be shared equally by all parties.

(b) Final Report. A written statement documenting the
outcome of the mediation shall be prepared. This statement shall
consist of a brief written statement signed by all parties or separate
statements from each party declaring their position on the dispute
at the conclusion of the mediation process. In the absence of
written statements from other parties, the Division representative
shall prepare the final report. The final report on each mediation
shall be retained on file at the Division. The Division will, from
time to time, or as requested by the legislature or others, prepare
summary reports that describe the success of mediation in resolving

disputes.
Stat. Auth.: ORS 413.042 & 430.640
Stats. Implemented: ORS 430.610 — 430.640
Hist.: MHD 8-2000(Temp), f. 3-20-00, cert. ef. 3-21-00 thru 9-16-00; MHD 13-
2000, . 9-15-00, cert. ef. 9-16-00

309-014-0040
Variances

A variance from these rules may be granted to a community
mental health and developmental disability program in the following
manner:

(1) An agency requesting a variance shall submit, in writing,
through the community mental health and developmental disability
program to the appropriate program or administrative office:

(a) The section of the rule from which the variance is sought;

(b) The reason for the proposed variance;

(c) The alternative practice proposed;

(d) A plan and timetable for compliance with the section of
the rule from which the variance is sought; and
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(e) Signed documentation from the local mental health
authority indicating its support of the proposed variance.

(2) The assistant administrator of the program or administrative
office shall approve or deny the request for variance.

(3) The program or administrative office shall notify the com-
munity mental health and developmental disability program of the
decision. The community mental health and developmental disability
program will forward the decision and reasons therefore to the pro-
gram requesting the variance. This notice shall be given the
program within 30 days of receipt of the request by the program or
administrative office with a copy to other relevant sections of the
Division.

(4) Appeal of the denial of a variance request shall be to the
Administrator of the Division, whose decision shall be final.

(5) A variance granted by the Division shall be attached to,
and become part, of the contract for that year.

Stat. Auth.: ORS 413.042 & 430.640

Stats. Implemented: ORS 430.610 — 430.640

Hist.: MHD 39, f. 5-20-76, ef. 6-11-76; Renumbered from 309-014-0000(13),

MHD 14-1982, f. & ef. 7-7-82; MHD 13-2000, f. 9-15-00, cert. ef. 9-16-00

309-014-0300
Purpose and Scope

These rules relate to the implementation of Chapter 418, Ore-
gon Laws 2011 sections 13 through 20. The scope is limited to the
creation of the Central Health Council and the implementation of

the Central Oregon Health Improvement Plan.
Stat. Auth.: ORS 413.042
Stats. Implemented: SB 204
Hist.. MHS 6-2011(Temp), f. 8-26-11, cert. ef. 9-1-11 thru 2-28-12; MHS 3-
2012, f. & cert. ef. 2-23-12

309-014-0310
Definitions

(1) “Authority” means the Oregon Health Authority (OHA).

(2) “Central Oregon Health Council” (COHC) means a
council which shall, as a minimum, conduct a regional health
assessment and adopt a regional health improvement plan to serve
as a strategic population health and health care system service plan
for the region served by the council.

(3) “Commission” means the Commission on Children and
Families.

(4) “Council” means the Central Oregon Health Council
(COHC).

(5) “Plan” means the Regional Health Improvement Plan.

Stat. Auth.: ORS 413.042

Stats. Implemented: SB 204

Hist.: MHS 6-2011(Temp), f. 8-26-11, cert. ef. 9-1-11 thru 2-28-12; MHS 3-

2012, f. & cert. ef. 2-23-12

309-014-0320
Regional Health Improvement Plan

(1) The Regional Health Improvement Plan (RHIP) submitted
by the Central Oregon Health Council, defined in OAR 309-014-
0300, must include, but need not be limited to the following:

(a) Federally required components;

(b) Health policy;

(c) System design;

(d) Outcome and quality improvement;

(e) Integration of service delivery and

(f) Workforce development.

(2) Any additional requirements to the RHIP will be agreed

upon in advance by the Council, the Authority and the Commission.
Stat. Auth.: ORS 413.042
Stats. Implemented: SB 204
Hist.: MHS 6-2011(Temp), f. 8-26-11, cert. ef. 9-1-11 thru 2-28-12; MHS 3-
2012, f. & cert. ef. 2-23-12

309-014-0330
Central Oregon Health Council

(1) The council may not convene until the governing body of
each county adopts a resolution signifying the body’s intention to
do so.

(2) Subsequent to the formation of the council, a county that is
adjacent to Crook, Deschutes or Jefferson County may join the
council if:

(a) The governing body of the county seeking to join the
council adopts a resolution signifying the body’s intention to
include a portion of that county in the region served by the council;

(b) The portion of the county to be included in the region is
part of a natural health care referral pattern with the other counties
on the council; and

(c) The authority and the council approve.

(3) The COHC shall consist of no more than 11 members,
including:

(a) A formative council consisting of:

(A) One member each from the governing bodies of Crook,
Deschutes and Jefferson Counties, appointed by each body;

(B) The chief executive officer, or a designee of the chief
executive officer, of the health care system serving the region; and

(C) The chief executive officer, or a designee of the chief
executive officer, of the Medicaid contractor serving the region;
and

(b) At least three members appointed by the formative council
established under paragraph (3)(a)(A) of this rule. Members
appointed under this section shall be representatives of:

(A) Consumers of physical and behavioral health services;

(B) Health care professionals;

(C) School districts or educational service districts;

(D) The business community; or

(E) A member from the governing body of each county that
joins the council defined in (3)(a)(A) of this rule.

(4) The term of office of the members of the council is four
years.

(5) A majority of the members of the council constitutes a
quorum for the transaction of business.

(6) The council shall elect a member of the council to serve as
the chairperson.

(7) If there is a vacancy for any cause, the appointing
authority shall make an appointment to the vacated position to
become effective immediately.

(8) The council may enter into necessary contracts, apply for
and receive grants, hold and dispose of property and take other
actions necessary to carry out the activities, services and responsi-
bilities assumed by the council.

(9) The council may adopt rules necessary for the operation of
the council.

Stat. Auth.: ORS 413.042

Stats. Implemented: SB 204

Hist.: MHS 6-2011(Temp), f. 8-26-11, cert. ef. 9-1-11 thru 2-28-12; MHS 3-
2012, f. & cert. ef. 2-23-12

309-014-0340
Central Oregon Health Improvement Plan (COHIP)

(1) The COHC shall develop a health improvement plan as
detailed in OAR 309-017-0030.

(2) The COHIP will replace all prior plans required by the
Authority in ORS 430.630, 430.640, 431.385 and 624.510 and
plans required by the State Commission on Children and Families
under ORS 417.705 through 417.801.

(3) The COHC will submit the plan no later than March 1,
2012 to the Authority.

(4) The Authority shall have 45 days from the date the plan is
submitted to review the plan and return it to the Council either
approved or with suggested modifications.

(a) If modifications are suggested the Council will have 45
days to respond to the suggestions and resubmit the plan.

(b) The Authority will have a final 30 days to review the plan.

(5) The plan is effective July 1,2012.

(6) New plans must be submitted every four years if the sunset
in the enabling legislation is removed by the Legislative Assembly.

Stat. Auth.: ORS 413.042

Stats. Implemented: SB 204

Hist.: MHS 6-2011(Temp), f. 8-26-11, cert. ef. 9-1-11 thru 2-28-12; MHS 3-
2012, f. & cert. ef. 2-23-12
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DIVISION 15

MEDICAID PAYMENT FOR PSYCHIATRIC
HOSPITAL INPATIENT SERVICES

309-015-0000
Purpose and Statutory Authority

(1) Purpose. These rules prescribe the eligibility criteria,
methods, and standards for payments to psychiatric hospitals
through the Division of Medical Assistance Programs, Oregon
Health Authority. The rules apply to provision of psychiatric
hospital inpatient services for persons eligible for medical assistance
under Medicaid (Title XIX of the Social Security Act).

(2) Statutory Authority. These rules are authorized by ORS
413.042 and carry out the provisions of ORS 414.025, 414.065,
and 414.085 and Title XIX of the Social Security Act and 42 CFR

441, Subparts C and D.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 12-1985(Temp), f. & ef. 7-1-85; MHD 7-1987, f. & ef. 12-30-87;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0005
Definitions

As used in these rules:

(1) “Active Treatment” means implementation of a profes-
sionally developed and supervised plan of care that is in effect
within 14 days of admission and designed to achieve the patient’s
discharge at the earliest possible time. Custodial care is not active
treatment.

(2) “Actual Costs” means all legitimate Medicaid expenditures.
Since Oregon’s Addictions and Mental Health Division utilizes
Medicare cost finding principles, actual costs will be the same as
“Medicaid Allowable Costs™ as defined in this rule.

(3) “Allowable Costs” means the costs applicable to the provi-
sion of psychiatric inpatient services as described in OAR 309-
015-0050(3). They are derived using the Medicare cost finding
principles located in the Medicare Provide Reimbursement
Manual.

(4) “Annual Cost Report” means a financial report submitted
to the Medicare/Medicaid Fiscal Intermediary by a hospital, on
forms provided by the Fiscal Intermediary. This report details the
actual revenues and expenses of the hospital during the latest fiscal
period.

(5) “Base Year” means July 1, 1981 through June 30, 1982.

(6) “Disproportionate Share Adjusted Medicaid Rate” (DSR)
means the weighted average Medicaid per diem rate (interim, year-
end settlement or final settlement) for disproportionate share hos-
pitals. This rate does not include the disproportionate share
payment of uncompensated costs of participating hospital programs
as provided in these rules.

(7) “Disproportionate Share Costs” means costs that are reim-
bursable under federal disproportionate share statutes and regula-
tions. These costs are limited to costs of participating hospital pro-
grams which have not already been reimbursed by Medicare,
Medicaid, insurance, or the patient’s own resources.

(8) “Disproportionate Share Hospital” means a psychiatric
hospital which has a low income utilization rate exceeding 25
percent as described in OAR 309-015-0035(5).

(9) “Disproportionate Share Payment” means the payment
made quarterly to reimburse participating hospital programs for
disproportionate share costs. This payment is subject to recalculation
at the time of each year-end or final settlement payment.

(10) “Distinct Program” means a specialized inpatient psychi-
atric treatment program with unique admission standards approved
by the Division. If a participating psychiatric hospital has a special-
ized program based upon patient age or medical condition, contains
50 or more beds, has a nursing staff specifically assigned to the
program which has experience or training in working with the spe-
cialized population, and has record keeping systems adequate to
separately account for expenditures and revenue to that program

relative to the entire hospital, the Division may approve it as a dis-
tinct program.

(11) “Division” means the Addictions and Mental Health
Division of the Oregon Health Authority.

(12) “Fiscal Intermediary” means:

(a) Blue Cross of Oregon for Medicare, Parts A and B; and

(b) Division for Medicaid services provided under the provi-
sions of this rule;

(¢) The Division’s Assistant Administrator for Administrative
Services, is the designated Fiscal Intermediary.

(13) “Inpatient Psychiatric Services” means active treatment
services provided under the direction of a licensed physician by a
participating psychiatric hospital.

(14) “Interim Per Diem Rate” means the daily rate established
with and paid to each provider for the agreement period during
which reimbursable services are to be provided.

(15) “Low Income Utilization Rate” means the sum of the
ratio of a hospital’s Medicaid revenues (plus governmental
subsidies) to total revenue added to the ratio of a hospital’s propor-
tion of charity care expenditures (less governmental subsidies) to
total inpatient psychiatric services charges (as outlined in OAR
309-015-0035(5)).

(16) “Maximum Allowable Rate” means the statewide average
per diem cost for services as derived in accordance with OAR 309-
015-0020 and 309-015-0021.

(17) “Medicaid” means Title XIX of the Social Security Act.

(18) “Medicaid Allowable Costs” means that portion of total
costs determined to be eligible for Medicaid reimbursement. Med-
icaid allowable costs are determined based on the amount of allow-
able cost for inpatient services by making the following calculations:

(a) For all providers, determine the reasonable cost of covered
services furnished by multiplying the ratio of Medicaid patient
days to total patient days by total allowable inpatient costs;

(b) For proprietary providers, determine the allowable return
on equity capital invested and used for the provision of patient care
by following the general rule outlined in 42 CFR 413.157(b);

(c) Adding the results of the calculations in subsections (a)
and (b) of this section to establish the full Medicaid allowable cost.

(19) “Medicaid Intermediary” for the purpose of services pro-
vided under this rule, means the Assistant Administrator for
Administrative Services, Addictions and Mental Health Division.

(20) “Medicaid Patient Days” means the accumulated total
number of days, including therapeutic leave days, during which
psychiatric inpatient services were provided to Medicaid eligible
patients during a cost reporting period. The Fiscal Intermediary
shall determine the total number of Medicaid patient days on the
basis of dates of service per patient by provider and fiscal period.

(21) “Medicaid Inpatient Utilization Rate” means the following
fraction (expressed as a percentage) for a hospital:

(a) “Numerator”: The hospital’s number of inpatient days
attributable to patients who (for such days) were eligible for Title
XIX medical assistance under the state Medicaid plan and for
whom the Division of Medical Assistance Programs made payment
during the fiscal period;

(b) “Denominator”: The total number of the hospital’s inpatient
days for the same period.

(22) “Medicare Market Basket Percentage Increase” means
the annual allowable increase factor for a standard array of hospital
services nationwide as published annually by the Health Care
Financing Administration. The percentage is a component of the
“Target Rate Percentage Increase” as defined in section (29) of this
rule.

(23) “Non-Allowable Costs” means any costs excluded under
the provisions of state and federal statutes, regulations, and admin-
istrative rules.

(24) “Participating Psychiatric Hospital” means those portions
of a licensed psychiatric hospital certified to provide services to
Medicaid patients.

(25) “Patient Eligibility” means persons eligible for medical
assistance under Medicaid who meet the criteria for admission to
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psychiatric hospital inpatient services as defined in these rules and
OAR 309-031-0200 through 309-031-0255.

(26) “Resident in the Hospital” means a patient who is in the
facility at least 12 hours of each day, including the hours of sleep.
The day of admission is exempt from this 12 hour rule; however, to
be counted for residence purposes, the day of admission must
extend through midnight (2,400 hours). The day of discharge is not
counted.

(27) “Sanction” means:

(a) Termination of contract with the Division to provide psy-
chiatric hospital services for Medicaid eligible patients;

(b) Suspension of contract with the Division to provide psy-
chiatric hospital services for Medicaid eligible patients; or

(c) Suspension or withholding of payments to a provider. (See
OAR 309-015-0052 for further information.)

(28) “Separate Cost Entity” means an entity of a hospital for
which Medicare has approved the submission of a separate cost
report.

(29) “Target Rate Percentage Increase” means the annual
allowable increase factor applied to the previous year’s maximum
allowable rate for psychiatric hospitals and hospital units excluded
from the prospective payment system. This percentage includes the
Medicare market basket percentage increase as a component and is
published annually by the Health Care Financing Administration.

(30) “Therapeutic Leave Days” means a planned and medically
authorized period of absence from the hospital not exceeding 72
hours in seven consecutive days.

(31) “Total Patient Days” means the accumulated total number
of days, excluding non-Medicaid therapeutic leave days, during
which psychiatric inpatient services were provided to patients
during a cost reporting period. The fiscal intermediary shall deter-
mine the total number of patient days on the basis of dates of

service per patient by provider and fiscal period.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0007
General Conditions of Eligibility and Treatment

In order for payment to be made by the Division, the
following conditions must be met:

(1) Medicaid-eligible age. The patient must be eligible for
Medicaid benefits, be aged 65 or over, aged 20 or under, or aged 21
and receiving services at the time of reaching age 21.

(2) Written plan of care. A professionally developed written
plan of care for each patient will describe treatment objectives and
prescribe an integrated program of appropriate therapy activities
and experiences designed to improve the patient’s condition to the
extent that inpatient care is no longer necessary.

(3) Unemancipated minor consultation. If the patient is under
18 years of age and not emancipated, the facility shall consult with
the parent(s), legal guardian or others into whose care or custody
the person will be released following discharge. The consultation
shall be documented in the hospital records.

(4) Conformance with these rules. The Division has determined
that admission and care of the patient who is eligible for Medicaid
benefits is in accordance with these rules and regulations as evi-
denced by the hospital record.

(5) Service provider requirements. The service provider must

meet all requirements for participation under OAR 309-015-0010.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89

309-015-0010
Conditions of Service Provider Participation

(1) Medicaid certification. A service provider must be certified
by the responsible state or federal authority as meeting federal
Medicaid certification requirements for psychiatric hospital inpatient
services.

(2) Written agreement with the Division. A service provider
must provide medically prescribed psychiatric hospital inpatient
services to patients eligible for Medicaid benefits under terms of a
written agreement with the Division. The agreement must assure
that the psychiatric hospital and the services provided comply with
all applicable state and federal requirements. No billing for
Medicaid payment will be paid until a service provider has fully
executed a written agreement with the Division.

(3) Legislative compliance. A service provider must be in
compliance with:

(a) Title VI of the Civil Rights Act of 1964;

(b) Section 504 of the Rehabilitation Act of 1973;

(c) The Age Discrimination Act of 1975;

(d) The Americans with Disabilities Act of 1990; and

(e) Any other applicable federal and state laws.

(4) Medicaid vendor number. A service provider must request
a vendor number from the Division. No billing for Medicaid
payment will be paid until a service provider has secured a
Medicaid vendor number.

(5) Patient admission. A service provider must obtain approval
for the admission of patients to the psychiatric hospital as required
by Addictions and Mental Health Division’s OARs 309-031-0200
through 309-031-0255 (Admission and Discharge of Mentally 111
Persons).

(6) Clinical records. A service provider must maintain clinical
records which are adequate to document the need for psychiatric
hospital inpatient services, and the specific services provided,
including mental health assessment, diagnosis, and treatment plans.

(7) Fiscal records. A service provider must maintain fiscal
records in accordance with generally accepted accounting princi-
ples.

(8) Patient funds. A service provider must provide an account-
ing for any funds accepted from the patient for safekeeping. Such
accounts will be available for inspection by personnel designated
by the Division.

(9) Records review. A service provider must maintain the
availability of financial and treatment records for review without
notice by authorized personnel of the Medicaid Intermediary and
of the United States Department of Health and Human Services
during normal business hours at the location of its licensed psychi-
a t r i c
hospital.

(10) Reimbursement for services. A service provider must
accept payment from the Division through the Division of Medical
Assistance Programs as full and total reimbursement for the Medi-
caid services provided.

(11) Annual cost reports. A service provider must submit
annually to the Division a Medicaid cost report accompanied by a
copy of the provider’s Medicare cost report.

Stat. Auth.: ORS 413.042

Stats. Implemented: ORS 414.025 & 414.065

Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-

5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;

MHD 12-1990, f. & cert. ef. 10-15-90

309-015-0020
Establishing the Base Year and the Initial Maximum Allowable
Rate

(1) Base year. In order to establish a base year rate, the
Medicaid Intermediary used cost statements which overlapped the
base period (July 1, 1981 through June 30, 1982) for all Oregon
hospitals who were either:

(a) Licensed as psychiatric hospitals on the effective date of
these rules (10-1-83) and in operation during the base period; or

(b) Were applicants for Joint Commission on Accreditation of
Hospitals (JCAH) accreditation as a psychiatric hospital on the first
effective date of these rules and had operated as a licensed hospital
during the base period.

(2) Reporting period adjustments. If a psychiatric hospital’s
cost report was for a period either longer or shorter than 12 months,
the Medicaid allowable costs were reduced or increased, as appro-
priate, by multiplying the total allowable costs by the ratio that 12
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months bore to the number of months in the hospital’s report
period. This procedure resulted in a prorated 12-month cost projec-
tion for use in establishing the statewide average per diem rate for
the base period.

(3) Inflation factor adjustments. If a psychiatric hospital had a
fiscal period other than the base period, the hospital’s Medicaid
allowable costs were adjusted by applying the relevant inflation
factors from the Medicare market basket index so that the Medicaid
costs corresponded to the base period. The inflation factors were
applied to the interval between the mid-point of the hospital’s fiscal
period and the mid-point of the base period. The number of
Medicaid patient days in the hospital’s fiscal period were used as
the number of days in the base period.

(4) Rate calculation. The total Medicaid allowable costs from
all hospitals included in the base period divided by the total
number of Medicaid patient days from all hospitals included in the
base period yielded the statewide average per diem cost (maximum

allowable rate) for the base period.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 6-1989, f. & cert. ef. 11-17-89

309-015-0021
Establishing the Maximum Allowable Rate for Years Following
the Base Period

(1) Base rate usage. The statewide average per diem cost for
the base period has been used as the fixed base for determining the
maximum allowable reimbursement rate for all fiscal periods fol-
lowing the base period.

(2) Subsequent period rate calculations. The maximum allow-
able reimbursement rate for each new fiscal period affected by
these rules is now calculated by inflating the maximum allowable
reimbursement rate for the previous period by the annual Health
Care Financing Administration target percentages for PPS —
excluded hospitals (as published in the Federal Register). This per-
centage increase is applied from the mid-point of the previous
period to the mid-point of the 12-month period for which the rate is
being established.

(3) Hospitals with other fiscal periods. When a psychiatric
hospital has a fiscal period other than that used by the State of Ore-
gon, July 1 through June 30, the applicable maximum allowable
rate for each month will be the same as the maximum allowable
rate in effect that month for hospitals operating under the state
fiscal period.

Stat. Auth.: ORS 413.042

Stats. Implemented: ORS 414.025 & 414.065

Hist.: MHD 6-1989, f. & cert. ef. 11-17-89; MHD 12-1990, f. & cert. ef. 10-15-
90

309-015-0023
Interim Rate Setting

Rate establishment process. At least annually, the Medicaid
intermediary will establish an interim Medicaid per diem rate for
each participating psychiatric hospital, separate cost entity or
distinct program within a hospital:

(1) A hospital may request an interim per diem rate or rates. If
areview of the hospital’s prior year Medicaid cost report (adjusted
for inflation, changes in patient populations and programs and
other relevant factors) does not justify the requested rate(s), the
Medicaid Intermediary may establish different interim rate(s):

(a) Actual expenditures for the most recent fiscal period avail-
able will be used to determine salary and wage and total expense
distribution for each cost center included in the total expenditures.
Any other directly relevant event, such as facility restructuring,
will be considered as well;

(b) The Division will apply the proportions from subsection
(a) of this section to total anticipated expenditures for the new
period to determine salary and wage expense distribution for each
cost center during the new period;

(c) The Division will establish and apply capital allowances
and other adjustments to total anticipated expenditures for the new
period from subsection (b) of this section;

(d) If the hospital has separate cost entities or distinct
programs, the hospital will provide estimates to the Division of a
weighted average interim rate. The average will be developed by
multiplying each proposed interim rate by estimated Medicaid
patient days for that rate, summing all of the products, and dividing
that sum by the total annual estimated Medicaid patient days for
the hospital;

(e) The interim or weighted average interim per diem rate may
not exceed the maximum allowable rate unless the hospital meets
the criteria for reimbursement above the maximum allowable rate
as a disproportionate share hospital (see OAR 309-015-0035(5)).
In that case, the interim or average interim Disproportionate Share
adjusted Medicaid Rate (DSR) may include estimated costs up to
135 percent of the maximum allowable Medicaid rate except for
hospitals meeting criteria set forth in the following paragraph;

(f) If a psychiatric hospital has a low-income rate of 60
percent and also receives 60 percent or more of its service revenue
from any combination of the following:

(A) Public funds, excluding Medicare and Medicaid;

(B) Bad debts; or

(C) Free care.

(g) The hospital qualifies to receive disproportionate share
payment at a rate based on 100 percent of the costs of uncompensated
care during the facility’s previous fiscal year, subject to a dispro-
portionate share allotment established for Oregon by the Health
Care Financing Administration;

(h) The Division will base quarterly disproportionate share
reimbursements on the estimated costs for each facility during the
current fiscal year and will review and adjust the reimbursements,
after conclusion of the fiscal period, to correspond with actual
costs encountered during the period. Total reimbursement from
disproportionate share and other sources will not exceed actual
costs.

(2) If a hospital does not request an interim rate, the Medicaid
Intermediary will establish an interim rate based on the hospital’s
prior year cost report using the same factors listed in section (1) of
this rule.

Stat. Auth.: ORS 413.042

Stats. Implemented: ORS 414.025 & 414.065

Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-

5-83; MHD 12-1985(Temp), f. & ef. 7-1-85; MHD 7-1987, f. & ef. 12-30-87,

Renumbered from 309-015-0015; MHD 6-1989, f. & cert. ef. 11-17-89; MHD
12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0025
Retrospective Settlement Rate Setting (Year End and Final)

(1) Year-end settlement process. The year-end settlement pro-
cess will be as follows:

(a) Upon receipt of an audited Medicaid cost report from the
Supervisor of the Division Audit Section, the Revenue and Rates
Manager of the Institutional Revenue Section will determine a ret-
rospective year-end settlement rate for each participating hospital,
separate cost entity or distinct program within a hospital on the
basis of Division review of actual allowable Medicaid costs
reported in the hospital’s cost statement for the previous year;

(b) The year-end settlement rate for a non-disproportionate
share hospital will be calculated by using the following procedure:

(A) Divide the applicable Title XIX allowable costs for each
participating hospital, separate cost entity, or distinct program by
the applicable number of Title XIX patient days, including thera-
peutic leave days;

(B) If the hospital has more than one distinct program, divide
the applicable Medicaid allowable costs by the applicable number
of Medicaid patient days, including therapeutic leave days for each
program. Then determine the weighted average Medicaid settlement
rate for the entire hospital. This is accomplished by multiplying
each proposed year-end settlement rate by Medicaid patient days
for that rate, adding the products together, and dividing the
resulting sum by total Medicaid patient days for the hospital;

(C) If the year-end Medicaid settlement rate or the average
year-end Medicaid settlement rate from above is less than the max-
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imum allowable Medicaid rate for psychiatric hospitals during the
current fiscal year, use the lower rate;

(D) If the year-end Medicaid settlement rate or the average
year-end settlement rate from above exceeds the maximum
allowable rate established for psychiatric hospitals during the
current fiscal year, use the maximum allowable rate as the retro-
spective year-end settlement rate for the hospital.

(c) The year-end settlement rate may exceed the maximum
allowable rate if the Division determines the hospital meets the cri-
teria listed in OAR 309-015-0035(5) as a disproportionate share
hospital;

(d) In that case, the disproportionate share adjusted year-end
settlement rate will be calculated as follows:

(A) Actual costs up to 135 percent of the maximum allowable
rate; or

(B) Actual costs up to 100 percent of the cost of uncompensated
care during the facility’s previous fiscal year, subject to a dispro-
portionate share allotment established yearly by the Health Care
Financing Administration, if the psychiatric hospital has a low-
income rate of 60 percent and also receives 60 percent or more of
its service revenue from any combination of the following:

(i) Public funds, excluding Medicare and Medicaid;

(ii) Bad debts; or

(iii) Free care.

(e) The year-end settlement will be determined by multiplying
the settlement “rate” calculated above by the total number of Med-
icaid patient days, including therapeutic leave days or, for dispro-
portionate share hospitals, multiplying the disproportionate share
adjusted rate by the total number of Medicaid patient days,
including therapeutic leave days. The result will be compared to
the amount of reimbursement paid to the hospital during the fiscal
period. If the result favors the hospital, the Division will pay the
difference to the hospital. If the result favors the Division, the hos-
pital will pay the difference to the Division. In either case,
payments shall be made within 30 days approval of the year-end
Medicaid cost report by the Medicaid Intermediary.

(2) Final settlement process. The final settlement process will
be as follows:

(a) Upon receipt of the final Medicare Cost Report from the
Medicare Intermediary, the hospital provider will prepare the final
Medicaid cost report. The Medicaid report will reflect all relevant
adjustments made to the Medicare cost report;

(b) Using the final Medicaid cost report developed in
subsection (a) of this section, the Division will calculate the final
settlement rate and settlement for each participating hospital,
separate cost entity or distinct program within a hospital, following
the steps outlined in subsections (1)(a) through (d) of this rule.

(3) Upon completion of each settlement, both year-end and
final, the Division will review the disproportionate share costs and
make any necessary adjustments to quarterly disproportionate
share payments. The Division will review all factors relevant to the
disproportionate share payments, including actual costs of services,
amounts already paid and charges reimbursed from other sources

during the time period included in the Medicaid cost settlement.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0030
Billing Requirements

(1) Bill submission time limits. Bills shall be submitted to the
Division through the Division of Medical Assistance Programs, on
forms designated by the Medicaid Intermediary, as soon as possible
after the date service is rendered. Payment shall not be made for
services which were provided more than 12 months prior to presen-
tation of the claim unless the hospital shows that the delay was
caused by factors outside its control.

(2) Billing charge limits. Billings to the Division shall in no
case exceed the customary charges to private patients for any like
item or service charged by the hospital.

(3) Customary charge criteria. In determining the customary
charges to a private patient for use in billings or calculating interim
or settlement rates, the following criteria will be applied:

(a) The private patient billing rate must be for items and
services comparable to the items and services included in the rate
for Medicaid services;

(b) When private patient rates are based on the number of
beds in a room, the Medicaid intermediary considers the lowest
room charge as the usual and customary charge for services;

(c) When ancillary charges are made to private patients in
addition to a basic charge, the Medicaid Intermediary considers the
usual and customary charge to be the lowest basic room charge
plus the average ancillary charge for those items included in the
Medicaid rate. The average ancillary charge is determined by
dividing the ancillary costs by the number of patient days; or

(d) Where charges are based on the classification of the
patient (i.e., Medicare, Medicaid and Private), the Medicaid Inter-
mediary considers the usual and customary charge to be the rate for
private patients exclusive of ancillary charges.

(4) Payment restrictions. Payment will be made only for those
days a patient is actually in residence at the hospital in active treat-
ment or when a patient is on therapeutic leave.

(5) Payment credit. Any payment received by the hospital
prior to the submission of an invoice to the Division of Medical
Assistance Programs shall be indicated as a credit on the invoice.

(6) Post-payment receipt of funds. Any payments to the
provider from any source subsequent to payment by the Division of
Medical Assistance Programs shall be reported to that Division on
an adjustment form specified by the Division of Medical Assistance
Programs, giving full particulars. Failure to report such payments
will be considered concealment of material facts and is grounds for

recovery and/or sanction (see OAR 309-015-0052).
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0035
Payments

(1) Timing. Payments to providers will be made following the
month of service, based on the invoice submitted by the provider to
the Division of Medical Assistance Programs.

(2) Eligible services. Payments will be made for the provision
of active psychiatric inpatient treatment services for persons
eligible for such services under Medicaid.

(3) Non-eligible services. If review of a psychiatric hospital’s
Medicaid patient records by a Professional Standards Review
Organization reveals that a patient received an inappropriate level
of care, (i.e., less than active treatment), payment will not be
allowed under these rules. Any payments to the provider for
patients receiving an inappropriate level of care shall be recovered
by the Division. Such payments shall be reported to the Division of
Medical Assistance Programs on an adjustment form specified by
the Division of Medical Assistance Programs. Failure to report
such payments will be considered concealment of material facts
and is grounds for sanction (see OAR 309-015-0052).

(4) Payment to non-disproportionate share hospitals. The
Division shall not pay more in total for psychiatric hospital
inpatient services for hospitals which do not serve a disproportionate
number of low-income patients with special needs than would be
paid under the Medicare principles of reimbursement.

(5) Payment to disproportionate share hospitals. A participating
psychiatric hospital may be reimbursed for allowable costs in
excess of the maximum rate if it meets the following criteria as
described in Section 1923(b)(3) of the Social Security Act: The
hospital serves disproportionate numbers of low-income persons;
i.e., has a low income utilization rate which exceeds 25 percent
using the following formula:

(a) The total Medicaid in-patient revenues paid to the hospital,
plus the amount of the cash subsidies received as payment for inpa-
tient services directly from state and local governments in a cost
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reporting period, divided by the total amount of revenues of the
hospital for in-patient psychiatric services (including the amount of
such cash subsidies) in the same cost reporting period. The per-
centage derived in paragraph (a) of this subsection shall be added
to the following percentage;

(b) The total amount of the hospital’s charges for in-patient
psychiatric services attributable to charity care (care provided to
individuals who have no source of payment, third-party or personal
resources) in a cost reporting period, less the portion of any cash
subsidies for in-patient services received directly from state and
local governments described in paragraph (A) of this subsection in
the period attributable to in-patient hospital services, divided by
the total amount of the hospital’s charges for in-patient psychiatric
services in the hospital in the same period. The total in-patient
charges attributed to charity care shall not include contractual
allowances and discounts (other than for indigent patients not
eligible for Medical Assistance under an approved Medicaid State
Plan);

(c) The sum of percentages derived in paragraphs (a) and (b)
of this subsection shall exceed 25 percent in order to qualify as a
disproportionate share hospital; and

(d) The hospital is efficiently and economically operated and
is in compliance with treatment and program standards for psychi-
atric inpatient services as required by the state and federal statutes

and regulations.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0040
Accounting and Record Keeping

(1) Records retention. The provider shall maintain, for a
period of not less than three years following the date of submission
of the annual Medicaid cost report to the Medicaid Intermediary,
financial and statistical records of the period covered by such state-
ment which are accurate and in sufficient detail to substantiate the
cost data reported. If there are audit issues, the records shall be
maintained for three years after the final audit settlement. The
records shall be maintained in a condition that can be audited for
compliance with generally accepted accounting principles and pro-
visions of these rules. Failure to maintain records in such condition
shall result in disallowance of costs.

(2) Documentation of allowable costs. Expenses reported as
allowable costs must be adequately documented in the financial

records of the provider or they shall be disallowed.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89

309-015-0045
Filing of Annual Medicaid Cost Report

(1) Timing of report. The provider shall file annually with the
Medicaid Intermediary, an annual Medicaid cost report covering
actual costs based on the latest fiscal period of operation of the
facility. If the provider has separate cost entities or distinct
programs, an annual Medicaid cost report shall be filed for each
entity. A Medicaid cost report will be filed for less than an annual
period only when necessitated by facilities terminating their agree-
ment with the Division, or by a change in ownership, or by a
change in fiscal period. The provider is to use the same fiscal
period for the Medicaid cost report as that used for the Medicare
cost report and the federal tax return. The Medicaid cost report is
due within 90 days of the end of the normal fiscal period, change of
ownership, or withdrawal from the program except when Medicare
grants an extension of the Medicare cost report (upon which the
Medicaid cost report relies). In that case, the due date for the Med-
icaid cost report may be extended by the Medicaid Intermediary for
the same number of days as the due date for the Medicare cost
report.

(2) Contents of report. The annual Medicaid cost report is a
uniform cost report containing an itemized list of allowable costs to
be used by all providers. It shall report the hospital’s actual
financial data and be completed in accordance with instructions
provided by the Medicaid intermediary.

(3) Application of Medicare principles of reimbursement.
Providers filing annual Medicaid cost reports with the Medicaid
Intermediary shall apply Medicare principles of reimbursement.

(4) Signature. Each required annual Medicaid cost report shall
be signed by the individual who normally signs the provider’s
federal income tax return or other reports. If the report is prepared
by someone other than an employee of the provider, the individual
preparing the report shall also sign and indicate his or her status
with the provider.

(5) Improperly completed reports. The Medicaid Intermediary
shall return improperly completed or incomplete annual Medicaid
cost reports to the provider for proper completion. All providers
shall return corrected or completed reports to the Division within
30 days or become subject to the same penalty as for failure to
submit the cost statement.

(6) Reduction of interim per diem rate — Late reports. If the
original submission of the Medicaid cost report is not made within
the required 90-day time period or extended period (see section (1)
of this rule), the interim per diem rate then in effect will be reduced
to 80 percent of the hospital’s current interim per diem rate or the
rate established from the last audited or desk reviewed cost
statement, whichever is lower. This rate will remain in effect until
submission of the Medicaid cost report.

(7) Late-billed services. If a hospital bills for services provided
during a fiscal period for which the hospital has submitted an
annual Medicaid cost report, the days which are late-billed may be
included in the hospital’s next fiscal period.

(8) False reports. If a provider knowingly, or with reason to
know, files a report containing false information, such action con-
stitutes cause for termination of its agreement with the Division.
Providers filing false reports may be referred for prosecution under
applicable statutes (see OAR 309-015-0052).

(9) Maintenance of report. The Medicaid Intermediary shall
maintain each required annual Medicaid cost report submitted by a
provider for three years following the date of submission. In the
event there are audit questions, the cost statement shall be

maintained for three years after the final audit settlement.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89

309-015-0050
Auditing

(1) Desk review of annual Medicaid cost report. The Medicaid
intermediary will analyze by desk review each annual Medicaid
cost report after it has been properly completed and filed.

(2) Scope of desk review. The scope of the desk review will
verity, to the extent possible:

(a) That the provider has properly included its allowable costs
on the annual Medicaid cost report on the basis of generally
accepted accounting principles and the provisions of these rules;

(b) That the provider has properly applied the cost finding
method specified by the Medicaid Intermediary to its allowable
costs determined in subsection (a) of this section; and

(c) Whether or not the analysis indicates that further auditing
of the provider’s financial and statistical records is needed.

(3) Allowable costs. The costs considered allowable may
include part or all of the following (worksheet form numbers are
correct as of the effective date of this rule):

(a) The costs stated as final values on Worksheet B, HCFA-
2552, Cost Allocation for General Services Costs;

(b) Physician costs as determined by completing Worksheet
A-8-2, HCFA-2552;

(c) Return on equity as determined by completing the
applicable portions of Worksheet F, HCFA-2552.
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(4) Ownership changes. Payments to providers shall not be
increased, solely as a result of a change of ownership, in excess of
the increase which would result from applying Section 1861(v)(1)(O)
of the Social Security Act as applied to owners of record on or after
July 18, 1984.

(5) Field audit. All filed annual Medicaid cost reports are sub-
ject to a field audit.

(6) Scope of field audit. The scope of the field audit will, at a
minimum, be sufficiently comprehensive to verify that in all
material respects:

(a) Generally accepted accounting principles and the provisions
of these rules have been adhered to;

(b) Reported data is in agreement with supporting records;
and

(c) The report is reconcilable to the appropriate Medicare

report, federal tax return, and payroll tax reports.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 10-1984(Temp), f. & ef. 12-21-84; MHD 3-1985, f. & ef. 2-25-85;
MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89; MHD 2-
1994, f. & cert. ef. 2-24-94

309-015-0052
Provider Sanctions

(1) Basis for sanctioning. The Division will follow the
Division of Medical Assistance Program rules OAR 410-120-0000
through 410-120-1980 and Section 1902 of the Social Security Act
for provider sanctions. The basis for sanctioning will include:

(a) Criminal convictions;

(b) Exclusion, by the Secretary of Health and Human Services,
from participation in the Medicare program;

(c) Not meeting the federal regulatory requirements for
services in an institution for mental diseases or a psychiatric
hospital as set forth at 42 CFR 435.1009 and 42 CFR 441, Subparts
Cand D;

(d) Having deficiencies which immediately jeopardize, or
may jeopardize, the health and safety of patients;

(e) Abuse and misutilization, as described in OAR 410-120-
0000 through 410-120-1980;

(f) Termination:

(A) From another governmental health/medical program;

(B) For failure to repay identified overpayments; or

(C) Due to commission, by a provider formerly suspended by
the Division, of additional abuse or misutilization.

(2) Sanctions. The following sanctions may be imposed on a
provider by the Division, based on grounds specified in this rule
and may include:

(a) Termination from participation in Oregon’s Medical Assis-
tance Program and possible initiation of appropriate civil or
criminal proceedings;

(b) Suspension from participation in Oregon’s Medicaid
Assistance Program;

(c) Suspension or withholding of payments to a provider;

(d) Required attendance at provider education sessions.

(3) Notice to providers. The Division will notify a deficient
provider of action the Division plans to take at least 15 days prior
to commencement of the action; the notification will include an
explanation of the provider’s right to appeal the proposed action

(see OAR 309-015-0055).
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 6-1989, f. & cert. ef. 11-17-89; MHD 12-1990, f. & cert. ef. 10-15-
90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0055
Appeals

(1) Rate appeals. A letter will be sent notifying the provider of
the interim per diem rate, the year-end settlement rate, or the final
settlement rate. A provider shall notify the Division in writing
within 15 days of receipt of the letter if the provider wishes to
appeal the rate. Letters of appeal must be postmarked within the

15-day limit and addressed to the Assistant Administrator, Admin-
istrative Services (the Medicaid Intermediary).

(2) The Medicaid Intermediary will forward all rate appeals to
the Manager of the Division’s Audit Section for initial consideration.
If no resolution is forthcoming, the provider will be given an
opportunity for administrative review or a contested case hearing
as outlined in OAR 410-120-1400 through 410-120-1600, except
that final orders shall be issued by the Administrator of the Divi-
sion.

(3) Monetary recovery, sanctions, or other appeals. A provider
may appeal the Division’s proposed action by letter within the
same 15-day period as allowed for rate appeals above; address the
letter to the Assistant Administrator, Administrative Services (the

Medicaid Intermediary).
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 17-1983(Temp), f. 9-30-83, ef. 10-1-83; MHD 21-1983, f. & ef. 12-
5-83; MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 12-1990, f. & cert. ef. 10-15-90; MHD 2-1994, f. & cert. ef. 2-24-94

309-015-0060
Emergency Services in Non-Participating Hospitals
Reimbursable services. Emergency services provided in
licensed psychiatric hospitals not participating in Medicaid will be
reimbursed if the Division determines they meet federal requirements
for Medicare reimbursement of emergency services as outlined in
Subpart G, Part 424 of the Medicare regulations.
Stat. Auth.: ORS 413.042
Stats. Implemented: ORS 414.025 & 414.065
Hist.: MHD 7-1987, f. & ef. 12-30-87; MHD 6-1989, f. & cert. ef. 11-17-89;
MHD 2-1994, f. & cert. ef. 2-24-94

DIVISION 18

RESIDENTIAL SUBSTANCE USE DISORDERS AND
PROBLEM GAMBLING TREATMENT
AND RECOVERY SERVICES

309-018-0100
Purpose and Scope

(1) Purpose: These rules prescribe minimum standards for
services and supports provided by addictions and mental health
providers approved by the Health Systems Division of the Oregon
Health Authority.

(2) Scope: In addition to applicable requirements in OAR
410-120-0000 through 410-120-1980 and 943-120-0000 through
943-120-1550, these rules specify standards for services and
supports provided in:

(a) Residential Substance Use Disorders Treatment and Recov-
ery Services; and

(b) Residential Problem Gambling Treatment and Recovery

Services.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428270, 430.640 &
443 450
Stats. Implemented: ORS 109.675, 179.505, 413.520 - 413.522, 430.010,
430.205 - 430.210, 430.640, 430.850 - 430.955, 443 400 - 443 460, 443.991,
461.549, 743A.168, 813.010 - 813.055 & 813.200 - 813.270
Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14; MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16
thru 12-27-16

309-018-0105
Definitions

(1) “Abuse of an adult” means the circumstances defined in
OAR 407-045-0260 for abuse of an adult with mental illness.

(2) “Abuse of a child” means the circumstances defined in
ORS 419B.005.

(3) “ Health Systems Services and Supports” means all
services and supports including but not limited to, Outpatient Com-
munity Mental Health Services and Supports for Children and
Adults, Intensive Treatment Services for Children, Outpatient and
Residential Substance Use Disorders Treatment Services and Out-
patient and Residential Problem Gambling Treatment Services.
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(4) “Adolescent” means an individual from 12 through 17
years of age, or those individuals who are determined to be devel-
opmentally appropriate for youth services.

(5) “Adult” means a person 18 years of age or older, or an
emancipated minor. An individual with Medicaid eligibility, who is
in need of services specific to children, adolescents, or young
adults in transition, must be considered a child until age 21 for the
purposes of these rules. Adults who are between the ages of 18 and
21, who are considered children for purposes of these rules, must
have all rights afforded to adults as specified in these rules.

(6) “Assessment” means the process of obtaining sufficient
information, through a face-to-face interview to determine a diag-
nosis and to plan individualized services and supports.

(7) “ASAM PPC” means the most current publication of the
American Society of Addiction Medicine Patient Placement Criteria
for the Treatment of Substance-related Disorders, which is a
clinical guide used in matching individuals to appropriate levels of
care, and incorporated by reference in these rules.

(8) “Authority” means the Oregon Health Authority.

(9) “Behavioral Health” means mental health, mental illness,
addictive health and addiction disorders.

(10) “Case Management” means the services provided to
assist individuals, who reside in a community setting, or are transi-
tioning to a community setting, in gaining access to needed
medical, social, educational, entitlement and other applicable ser-
vices.

(11) “Certificate” means the document or documents issued
by the Division, which identifies and declares certification of a
provider pursuant to OAR 309-008-0100 to 309-008-1600. A letter
accompanying issuance of the certificate will detail the scope and
approved service delivery locations of the certificate.

(12) “Child” means a person under the age of 18. An
individual with Medicaid eligibility, who is in need of services spe-
cific to children, adolescents, or young adults in transition, must be
considered a child until age 21 for purposes of these rules.

(13) “Chief Officer” means the Chief Health Systems Officer
of the Health Systems Division, or his or her designee.

(14) “Clinical Supervision” means oversight by a qualified
Clinical Supervisor of addictions and mental health services and
supports provided according to this rule, including ongoing evalu-
ation and improvement of the effectiveness of those services and
supports.

(15) “Clinical Supervisor” means a person qualified to oversee
and evaluate addictions or mental health services and supports.

(16) “Co-occurring substance use and mental health disorders
(COD)” means the existence of a diagnosis of both a substance use
disorder and a mental health disorder.

(17) “Court” means the last convicting or ruling court unless
specifically noted.

(18) “Criminal Records Check” means the Oregon Criminal
Records Check and the processes and procedures required by OAR
407-007-0000 through 407-007-0370.

(19) “Crisis” means either an actual or perceived urgent or
emergent situation that occurs when an individual’s stability or
functioning is disrupted and there is an immediate need to resolve
the situation to prevent a serious deterioration in the individual’s
mental or physical health or to prevent referral to a significantly
higher level of care.

(20) “Cultural Competence” means the process by which
people and systems respond respectfully and effectively to people
of all cultures, languages, classes, races, ethnic backgrounds, dis-
abilities, religions, genders, sexual orientations and other diversity
factors in a manner that recognizes, affirms, and values the worth
of individuals, families and communities and protects and preserves
the dignity of each.

(21) “Culturally Specific Program” means a program that is
designed to meet the unique service needs of a specific culture and
that provides services to a majority of individuals representing that
culture.

(22) “Diagnosis” means the principal mental health, substance
use or problem gambling diagnosis listed in the Diagnostic and

Statistical Manual of Mental Disorders (DSM). The diagnosis is
determined through the assessment and any examinations, tests, or
consultations suggested by the assessment, and are the medically
appropriate reason for services.

(23) “Division” means the Health Systems Division.

(24) “DSM” means the most recent version of the Diagnostic
and Statistical Manual of Mental Disorders, published by the
American Psychiatric Association.

(25) “Emergent” means the onset of symptoms requiring
attention within 24 hours to prevent serious deterioration in mental
or physical health or threat to safety.

(26) “Entry” means the act or process of acceptance and
enrollment into services regulated by this rule.

(27) “Family” means the biological or legal parents, siblings,
other relatives, foster parents, legal guardians, spouse, domestic
partner, caregivers and other primary relations to the individual
whether by blood, adoption, legal or social relationships. Family
also means any natural, formal or informal support persons
identified as important by the individual.

(28) “Gender Identity” means a person’s self-identification of
gender, without regard to legal or biological identification, including,
but not limited to persons identifying themselves as male, female,
transgender and transsexual.

(29) “Gender Presentation” means the external characteristics
and behaviors that are socially defined as either masculine or femi-
nine, such as dress, mannerisms, speech patterns and social interac-
tions.

(30) “Grievance” means a formal complaint submitted to a
provider verbally, or in writing, by an individual, or the individual’s
chosen representative, pertaining to the denial or delivery of
services and supports.

(31) “Guardian” means a person appointed by a court of law
to act as guardian of a minor or a legally incapacitated person.

(32) “HIPAA” means the federal Health Insurance Portability
and Accountability Act of 1996 and the regulations published in
Title 45, parts 160 and 164, of the Code of Federal Regulations
(CFR).

(33) “Incident Report” means a written description of any
incident involving an individual, or child of an individual receiving
services, occurring on the premises of the program, or involving
program staff or a Service Plan activity including, but not limited
to, injury, major illness, accident, act of physical aggression, medi-
cation error, suspected abuse or neglect, or any other unusual
incident that presents a risk to health and safety.

(34) “Individual” means any person being considered for or
receiving services and supports regulated by these rules.

(35) “Informed Consent for Services” means that the service
options, risks and benefits have been explained to the individual
and guardian, if applicable, in a manner that they comprehend, and
the individual and guardian, if applicable, have consented to the
services on, or prior to, the first date of service.

(36) “Interim Referral and Information Services” means ser-
vices provided by an substance use disorders treatment provider to
individuals on a waiting list, and whose services are funded by the
Substance Abuse Prevention and Treatment (SAPT) Block Grant,
to reduce the adverse health effects of substance use, promote the
health of the individual and reduce the risk of disease transmission.

(37) “Intern” or “Student” means a person who provides a
paid or unpaid program service to complete a credentialed or
accredited educational program recognized by the state of Oregon.

(38) “Level of Care” means the range of available services
provided from the most integrated setting to the most restrictive
and most intensive in an inpatient setting.

(39) “Licensed Health Care Professional”” means a practitioner
of the healing arts, acting within the scope of his or her practice
under State law, who is licensed by a recognized governing board
in Oregon.

(40) “Licensed Medical Practitioner (LMP)” means a person
who meets the following minimum qualifications as documented
by the Local Mental Health Authority (LMHA) or designee:

(a) Physician licensed to practice in the State of Oregon; or
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(b) Nurse practitioner licensed to practice in the State of Ore-
gon; or

(c) Physician’s Assistant licensed to practice in the State of
Oregon; and

(d) Whose training, experience and competence demonstrate
the ability to conduct a mental health assessment and provide med-
ication management.

(41) “Local Mental Health Authority (LMHA)” means one of
the following entities:

(a) The board of county commissioners of one or more
counties that establishes or operates a CMHP;

(b) The tribal council, in the case of a federally recognized
tribe of Native Americans that elects to enter into an agreement to
provide mental health services; or

(c) A regional local mental health authority comprised of two
or more boards of county commissioners.

(42) “Medicaid” means the federal grant-in-aid program to
state governments to provide medical assistance to eligible persons,
under Title XIX of the Social Security Act.

(43) “Medical Director” means a physician licensed to practice
medicine in the State of Oregon and who is designated by a
substance use disorders treatment program to be responsible for the
program’s medical services, either as an employee or through a
contract.

(44) “Medically Appropriate” means services and medical
supplies required for prevention, diagnosis or treatment of a
physical or behavioral health condition, or injuries, and which are:

(a) Consistent with the symptoms of a health condition or
treatment of a health condition;

(b) Appropriate with regard to standards of good health
practice and generally recognized by the relevant scientific com-
munity and professional standards of care as effective;

(c) Not solely for the convenience of an individual or a
provider of the service or medical supplies; and

(d) The most cost effective of the alternative levels of medical
services or medical supplies that can be safely provided to an indi-
vidual.

(45) “Medication Administration Record” means the docu-
mentation of the administration of written or verbal orders for med-
ication, laboratory and other medical procedures issued by a LMP
acting within the scope of his or her license.

(46) “Oregon Health Authority” means the Oregon Health
Authority of the State of Oregon.

(47) “Outreach” means the delivery of behavioral health ser-
vices, referral services and case management services in non-tradi-
tional settings, such as, but not limited to, the individual’s
residence, shelters, streets, jails, transitional housing sites, drop-in
centers, single room occupancy hotels, child welfare settings, edu-
cational settings or medical settings. It also refers to attempts made
to engage or re-engage an individual in services by such means as
letters or telephone calls.

(48) “Peer” means any person supporting an individual, or a
family member of an individual, who has similar life experience,
either as a current or former recipient of addictions or mental
health services, or as a family member of an individual who is a
current or former recipient of addictions or mental health services.

(49) “Peer Delivered Services” means an array of agency or
community-based services and supports provided by peers, and
peer support specialists, to individuals or family members with
similar lived experience, that are designed to support the needs of
individuals and families as applicable.

(50) “Peer Support Specialist” means a person providing peer
delivered services to an individual or family member with similar
life experience, under the supervision of a qualified Clinical Super-
visor. A Peer Support Specialist must complete a Division approved
training program as required by OAR 410-180-0300 through 410-
180-0300 and be:

(a) A self-identified person currently or formerly receiving
mental health services; or

(b) A self-identified person in recovery from a substance use
or gambling disorder, who meets the abstinence requirements for

recovering staff in substance use disorders or gambling treatment
and recovery programs; or

(c) A family member of an individual who is a current or
former recipient of addictions or mental health services.

(51) “Problem Gambling Treatment Staff” means a person
certified or licensed by a health or allied provider agency to
provide problem gambling treatment services that include assess-
ment, development of a Service Plan, group and family counseling.

(52) “Program” means a particular type or level of service that
is organizationally distinct.

(53) “Program Administrator” or “Program Director” means a
person with appropriate professional qualifications and experience,
who is designated to manage the operation of a program.

(54) “Program Staff” means an employee or person who, by
contract with the program, provides a service and who has the
applicable competencies, qualifications or certification, required in
this rule to provide the service.

(55) “Provider” means an organizational entity, or qualified
person, that is operated by or contractually affiliated with, a com-
munity mental health program, or contracted directly with the
Division, for the direct delivery of addictions, problem gambling or
mental health services and supports.

(56) “Publicly Funded” means financial support, in part or in
full, with revenue generated by a local, state or federal government.

(57) “Quality Assessment and Performance Improvement”
means the structured, internal monitoring and evaluation of services
to improve processes, service delivery and service outcomes.

(58) “Recovery” means a process of healing and transformation
for a person to achieve full human potential and personhood in
leading a meaningful life in communities of his or her choice.

(59) “Representative” means a person who acts on behalf of
an individual, at the individual’s request, with respect to a
grievance, including, but not limited to a relative, friend, employee
of the Division, attorney or legal guardian.

(60) “Resilience” means the universal capacity that a person
uses to prevent, minimize, or overcome the effects of adversity.
Resilience reflects a person’s strengths as protective factors and
assets for positive development.

(61) “Residential Substance Use Disorders Treatment Program”
means a publicly or privately operated program as defined in ORS
430.010 that provides assessment, treatment, rehabilitation, and
twenty-four hour observation and monitoring for individuals with
alcohol and other drug dependence, consistent with Level III of
ASAM PCC.

(62) “Residential Problem Gambling Treatment Program”
means a publicly or privately operated program that is licensed in
accordance with OAR 415-021-0100 through 415-021-0225, that
provides assessment, treatment, rehabilitation, and twenty-four
hour observation and monitoring for individuals with gambling
related problems.

(63) “Screening” means the process to determine whether the
individual needs further assessment to identify circumstances
requiring referrals or additional services and supports.

(64) “Service Delivery Rules” means the OAR describing
specific regulatory standards for the possible array of services cov-
ered by certificates issued under Chapter 309, Division 8 of the
OAR.

(65) “Service Plan” means a comprehensive plan for services
and supports provided to or coordinated for an individual and his or
her family, as applicable, that is reflective of the assessment and
the intended outcomes of service.

(67) “Service Note” means the written record of services and
supports provided, including documentation of progress toward
intended outcomes, consistent with the timelines stated in the
Service Plan.

(68) “Service Record” means the documentation, written or
electronic, regarding an individual and resulting from entry, assess-
ment, orientation, services and supports planning, services and
supports provided, and transfer.

(69) “Services” means those activities and treatments described
in the Service Plan that are intended to assist the individual’s tran-
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sition to recovery from a substance use disorder, problem gambling
disorder or mental health condition, and to promote resiliency, and
rehabilitative and functional individual and family outcomes.

(70) “Signature” means any written or electronic means of
entering the name, date of authentication and credentials of the per-
son providing a specific service or the person authorizing services
and supports. Signature also means any written or electronic means
of entering the name and date of authentication of the individual
receiving services, the guardian of the individual receiving services,
or any authorized representative of the individual receiving services.

(71) “Skills Training” means providing information and
training to individuals and families designed to assist with the
development of skills in areas including, but not limited to, anger
management, stress reduction, conflict resolution, self-esteem, par-
ent-child interactions, peer relations, drug and alcohol awareness,
behavior support, symptom management, accessing community
services and daily living.

(72) “Substance Abuse Prevention and Treatment Block
Grant” or “SAPT Block Grant” means the federal block grants for
prevention and treatment of substance abuse under Public Law
102-321 (31 U.S.C. 7301-7305) and the regulations published in
Title 45 Part 96 of the Code of Federal Regulations.

(73) “Substance Use Disorders” means disorders related to
the taking of a drug of abuse including alcohol, to the side effects
of a medication, and to a toxin exposure. The disorders include
substance use disorders such as substance dependence and substance
abuse, and substance-induced disorders, including substance intox-
ication, withdrawal, delirium, and dementia, as well as substance
induced psychotic disorder, mood disorder, etc., as defined in DSM
criteria.

(74) “Substance Use Disorders Treatment and Recovery Ser-
vices” means outpatient, intensive outpatient, and residential
services and supports for individuals with substance use disorders.

(75) “Substance Use Disorders Treatment Staff” means a
person certified or licensed by a health or allied provider agency to
provide substance use disorders treatment services that include
assessment, development of a Service Plan, and individual, group
and family counseling.

(76) “Supports” means activities, referrals and supportive
relationships designed to enhance the services delivered to individ-
uals and families for the purpose of facilitating progress toward
intended outcomes.

(77) “Transfer” means the process of assisting an individual to
transition from the current services to the next appropriate setting
or level of care.

(78) “Trauma Informed Services” means services that are
reflective of the consideration and evaluation of the role that
trauma plays in the lives of people seeking mental health and
addictions services, including recognition of the traumatic effect of
misdiagnosis and coercive treatment. Services are responsive to the
vulnerabilities of trauma survivors and are delivered in a way that
avoids inadvertent re-traumatization and facilitates individual
direction of services.

(79) “Treatment” means the planned, medically appropriate,
individualized program of medical, psychological, and rehabilitative
procedures, experiences and activities designed to remediate symp-
toms of a DSM diagnosis, that are included in the Service Plan.

(80) “Urinalysis Test” means an initial test and, if positive, a
confirmatory test:

(a) An initial test must include, at a minimum, a sensitive,
rapid, and inexpensive immunoassay screen to eliminate “true neg-
ative” specimens from further consideration.

(b) A confirmatory test is a second analytical procedure used
to identify the presence of a specific drug or metabolite in a urine
specimen. The confirmatory test must be by a different analytical
method from that of the initial test to ensure reliability and
accuracy.

(c) All urinalysis tests must be performed by laboratories
meeting the requirements of OAR 333-024-0305 to 333-024-0365.

(81) “Urgent” means the onset of symptoms requiring attention
within 48 hours to prevent a serious deterioration in an individual’s
mental or physical health or threat to safety.

(82) “Variance” means an exception from a provision of these
rules, granted in writing by the Division, upon written application
from the provider. Duration of a variance is determined on a case-
by-case basis.

(83) “Volunteer” means an individual who provides a program
service or who takes part in a program service and who is not an
employee of the program and is not paid for services. The services
must be non-clinical unless the individual has the required
credentials to provide a clinical service.

(84) “Wellness” means an approach to healthcare that empha-
sizes good physical and mental health, preventing illness, and pro-
longing life.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640 &

443.450

Stats. Implemented: ORS 109.675, 179.505, 413.520 - 413.522, 430.010,

430.205 - 430.210, 430.640, 430.850 - 430.955, 443.400 - 443.460, 443.991,

461.549,743A.168,813.010 - 813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14; MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16

thru 12-27-16

309-018-0107
Certification Required
Entities providing or seeking to provide residential treatment
services under these rules must also hold or successfully obtain
from the Division a certificate to provide behavioral health
treatment services under 309-008-0100 to 309-008-1600 if they
intend to provide an outpatient service regulated by HSD’s service
delivery rules.
Stat. Auth.: ORS 161.390, 413.042, 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 430.010,
430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,
443.991,461.549,743A.168, 813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-018-0110
Provider Policies

(1) All providers must develop and implement written policies
and procedures, compliant with these rules.

(2) Policies must be available to individuals, guardians, and
family members upon request.

(3) Providers must develop and implement written policies
and procedures including, but not limited to:

(a) Personnel Qualifications and Credentialing;

(b) Criminal Records Checks, compliant with ORS 181.533
through 181.575 and 407-007-0000 through 407-007-0370; and

(c) Fraud, waste and abuse in Federal Medicaid and Medicare
programs compliant with OAR 410-120-1380 and 410-120-1510;

(d) Fee agreements;

(e) Confidentiality and compliance with HIPAA, Federal
Confidentiality Regulations (42 CFR, Part 2), and State confiden-
tiality regulations as specified in ORS 179.505 and 192.518
through 192.530;

(f) Compliance with Title 2 of the Americans with Disabilities
Act of 1990 (ADA);

(g) Grievances and Appeals;

(h) Individual Rights;

(1) Quality Assessment and Performance Improvement;

(j) Crisis Prevention and Response;

(k) Incident Reporting;

(1) Family Involvement;

(m) Trauma-informed service delivery, consistent with the
AMH Trauma Informed Services Policy;

(n) Provision of culturally and linguistically appropriate ser-
vices;

(0) Medical Protocols;

(p) Medication Administration, Storage and Disposal;

(q) Facility Standards; and

(r) General Safety and Emergency Procedures.

(4) Additionally, providers must establish written policies that
prohibit:
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(a) Physical or other forms of aversive action to discipline an
individual;

(b) Seclusion, personal restraint, mechanical restraint and
chemical restraint;

(c) Withholding shelter, regular meals, clothing or aids to
physical functioning; and

(d) Discipline of one individual receiving services by another.

Stat. Auth.: ORS 161.390,413.042, 428.205 - 428.270, 430.640 & 443450

Stats. Implemented: ORS 109.675, 161390 - 161.400, 179.505, 430.010,

430.205 - 430.210, 430.254, 430.640, 430.850 - 430.955, 443.400 - 443 460,

443.991,461.549, 743A.168, 813.010 - 813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14

309-018-0115
Individual Rights

(1) In addition to all applicable statutory and constitutional
rights, every individual receiving services has the right to:

(a) Choose from available services and supports, those that
are consistent with the Service Plan, culturally competent, provided
in the most integrated setting in the community and under
conditions that are least restrictive to the individual’s liberty, that
are least intrusive to the individual and that provide for the greatest
degree of independence;

(b) Be treated with dignity and respect;

(c) Participate in the development of a written Service Plan,
receive services consistent with that plan and participate in periodic
review and reassessment of service and support needs, assist in the
development of the plan, and to receive a copy of the written
Service Plan;

(d) Have all services explained, including expected outcomes
and possible risks;

(e) Confidentiality, and the right to consent to disclosure in
accordance with ORS 107.154, 179.505, 179.507, 192.515, 192.507,
42 CFR Part 2 and 45 CFR Part 205.50.

(f) Give informed consent in writing prior to the start of ser-
vices, except in a medical emergency or as otherwise permitted by
law. Minor children may give informed consent to services in the
following circumstances:

(A) Under age 18 and lawfully married;

(B) Age 16 or older and legally emancipated by the court; or

(C) Age 14 or older for outpatient services only. For purposes
of informed consent, outpatient service does not include service
provided in residential programs or in day or partial hospitalization
programs;

(g) Inspect their Service Record in accordance with ORS
179.505;

(h) Refuse participation in experimentation;

(i) Receive medication specific to the individual’s diagnosed
clinical needs;

(j) Receive prior notice of transfer, unless the circumstances
necessitating transfer pose a threat to health and safety;

(k) Be free from abuse or neglect and to report any incident of
abuse or neglect without being subject to retaliation;

(1) Have religious freedom;

(m) Be free from seclusion and restraint;

(n) Be informed at the start of services, and periodically there-
after, of the rights guaranteed by this rule;

(o) Be informed of the policies and procedures, service agree-
ments and fees applicable to the services provided, and to have a
custodial parent, guardian, or representative, assist with under-
standing any information presented;

(p) Have family and guardian involvement in service planning
and delivery;

(q) Make a declaration for mental health treatment, when
legally an adult;

(r) File grievances, including appealing decisions resulting
from the grievance;

(s) Exercise all rights set forth in ORS 109.610 through
109.697 if the individual is a child, as defined by these rules;

(t) Exercise all rights set forth in ORS 426.385 if the
individual is committed to the Authority; and

(u) Exercise all rights described in this rule without any form
of reprisal or punishment.

(2) In addition to the rights specified in (1) of this rule, every
individual receiving residential services has the right to:

(a) A safe, secure and sanitary living environment;

(b) A humane service environment that affords reasonable
protection from harm, reasonable privacy and daily access to fresh
air and the outdoors;

(c) Keep and use personal clothing and belongings, and to
have an adequate amount of private, secure storage space. Reason-
able restriction of the time and place of use, of certain classes of
property may be implemented if necessary to prevent the individual
or others from harm, provided that notice of this restriction is given
to individuals and their families, if applicable, upon entry to the
program, documented, and reviewed periodically;

(d) Express sexual orientation, gender identity and gender
presentation;

(e) Have access to and participate in social, religious and
community activities;

(f) Private and uncensored communications by mail, telephone
and visitation, subject to the following restrictions:

(A) This right may be restricted only if the provider documents
in the individual’s record that there is a court order to the contrary,
or that in the absence of this restriction, significant physical or clin-
ical harm will result to the individual or others. The nature of the
harm must be specified in reasonable detail, and any restriction of
the right to communicate must be no broader than necessary to pre-
vent this harm; and

(B) The individual and his or her guardian, if applicable, must
be given specific written notice of each restriction of the individual’s
right to private and uncensored communication. The provider must
ensure that correspondence can be conveniently received and
mailed, that telephones are reasonably accessible and allow for
confidential communication, and that space is available for visits.
Reasonable times for the use of telephones and visits may be estab-
lished in writing by the provider;

(g) Communicate privately with public or private rights pro-
tection programs or rights advocates, clergy, and legal or medical
professionals;

(h) Have access to and receive available and applicable educa-
tional services in the most integrated setting in the community;

(i) Participate regularly in indoor and outdoor recreation;

(j) Not be required to perform labor;

(k) Have access to adequate food and shelter; and

(1) A reasonable accommodation if, due to a disability, the
housing and services are not sufficiently accessible.

(3) Notification of Rights: The provider must give to the indi-
vidual and, if appropriate, the guardian, a document that describes
the applicable individual’s rights as follows:

(a) Information given to the individual must be in written
form or, upon request, in an alternative format or language appro-
priate to the individual’s need;

(b) The rights, and how to exercise them, must be explained to
the individual, and if appropriate, to her or his guardian; and

(c) Individual rights must be posted in writing in a common
area.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640 &

443.450

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 430.010,

430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,

443.991,461.549,743A.168, 813.010 - 813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14

309-018-0120
Licensing and Credentialing

Program staff in the following positions must meet applicable
credentialing or licensing standards, including those outlined in
these rules:

(1) Substance Use Disorders Treatment Staff;

(2) Clinical Supervisors;

(3) LMPs;

(4) Medical Directors;
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(5) Peer Support Specialists; and

(6) Problem Gambling Treatment Staff.

Stat. Auth.: ORS 430.640 & 443 450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,
430.850 - 430.955,443.400 - 443.460,443.991,461.549, 743A.168,813.010 &
813.200 - 813.270

Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0125
Specific Staff Qualifications and Competencies

(1) Program Administrators or Program Directors must demon-
strate competence in leadership, program planning and budgeting,
fiscal management, supervision of program staff, personnel man-
agement, program staff performance assessment, use of data,
reporting, program evaluation, quality assurance, and developing
and coordinating community resources.

(2) All Clinical Supervisors must demonstrate competence in
leadership, wellness, oversight and evaluation of services, staff
development, service planning, case management and coordination,
utilization of community resources, group, family and individual
therapy or counseling, documentation and rationale for services to
promote intended outcomes and implementation of all provider
policies.

(3) Clinical Supervisors in substance use disorders treatment
and recovery programs must be certified or licensed by a health or
allied provider agency as follows:

(a) For supervisors holding a certification or license in
addiction counseling, qualifications for the certificate or license
must have included at least:

(A) 4000 hours of supervised experience in substance use
counseling;

(B) 300 contact hours of education and training in substance
use related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(b) For supervisors holding a health or allied provider license,
the license or registration must have been issued by one of the fol-
lowing state bodies and the supervisor must possess documentation
of at least 120 contact hours of academic or continuing professional
education in the treatment of substance use disorders:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(c) Additionally, clinical supervisors in substance use disorders
programs must have one of the following qualifications:

(A) Five years of paid full-time experience in the field of sub-
stance use disorders counseling; or

(B) A Bachelor’s degree and four years of paid full-time expe-
rience in the social services field, with a minimum of two years of
direct substance use disorders counseling experience; or

(C) A Master’s degree and three years of paid full-time expe-
rience in the social services field with a minimum of two years of
direct substance use disorders counseling experience;

(4) Clinical Supervisors in problem gambling treatment and
recovery programs must meet the requirements for clinical super-
visors in either mental health or substance use disorders treatment
and recovery programs, and have completed 10 hours of gambling
specific training within two years of designation as a problem gam-
bling services supervisor.

(5) Substance use disorders treatment staff must:

(a) Demonstrate competence in treatment of substance-use
disorders including individual assessment and individual, group,
family and other counseling techniques, program policies and pro-
cedures for service delivery and documentation, and identification,
implementation and coordination of services identified to facilitate
intended outcomes; and

(b) Be certified or licensed by a health or allied provider
agency, as defined in these rules, to provide addiction treatment

within two years of the first hire date and must make application
for certification no later than six months following that date. The
two years is not renewable if the person ends employment with a
provider and becomes re-employed with another provider.

(c) For treatment staff holding certification in addiction coun-
seling, qualifications for the certificate must have included at least:

(A) 750 hours of supervised experience in substance use
counseling;

(B) 150 contact hours of education and training in substance
use related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(d) For treatment staff holding a health or allied provider
license, the license or registration must have been issued by one of
the following state bodies and the person must possess documenta-
tion of at least 60 contact hours of academic or continuing profes-
sional education in substance use disorders treatment:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(6) Problem gambling treatment staff must demonstrate com-
petence in treatment of problem gambling including individual
assessment and individual, group, family and other counseling
techniques, program policies and procedures for service delivery
and documentation, and identification, implementation and coordi-
nation of services identified to facilitate intended outcomes.

(a) For treatment staff holding certification in problem
gambling counseling, qualifications for the certificate must have
included at least:

(A) 100 hours of supervised experience in problem gambling
counseling;

(B) 30 contact hours of education and training in problem
gambling related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(b) For treatment staff holding a health or allied provider
license, the license or registration must have been issued by one of
the following state bodies and the person must possess documenta-
tion of at least 60 contact hours of academic or continuing profes-
sional education in problem gambling treatment:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(7) Peer support specialists must demonstrate knowledge of
approaches to support others in recovery and resiliency, and
demonstrate efforts at self-directed recovery.

(8) Recovering Staff: Program staff, contractors, volunteers
and interns recovering from a substance use disorder, providing
treatment services or peer support services in substance use
disorders treatment and recovery programs, must be able to docu-
ment continuous abstinence under independent living conditions or
recovery housing for the immediate past two years.

Stat. Auth.: ORS 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.640, 430.850 -

430.955,443.400 - 443.460,443.991,461.549, 743A.168,813.010 - 813.052 &

813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0130
Documentation, Training and Supervision
(1) Providers must maintain personnel records for each
program staff which contains all of the following documentation:
(a) Where required, verification of a criminal record check
consistent with OAR 407-007-000 through 407-007-0370;
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(b) A current job description that includes applicable compe-
tencies;

(c) Copies of relevant licensure or certification, diploma, or
certified transcripts from an accredited college, indicating that the
program staff meets applicable qualifications;

(d) Periodic performance appraisals;

(e) Staff orientation documentation;

(f) Disciplinary documentation; and

(g) Results of a Tuberculosis screening as per OAR 333-071-
0057(7)(b)(A).

(2) Providers must maintain the following documentation for
contractors, interns or volunteers, as applicable:

(a) A contract or written agreement;

(b) A signed confidentiality agreement;

(c) Orientation documentation;

(d) For subject individuals, verification of a criminal records
check consistent with OAR 407-007-0000 through 407-007-0370;
and

(e) Results of a Tuberculosis screening as per OAR 333-071-
0057(7)(b)(A).

(3)Training: Providers must ensure that program staff receives
training applicable to the specific population for whom services are
planned, delivered, or supervised as follows:

(a) Orientation training: The program must document appro-
priate orientation training for each program staff, or person
providing services, within 30 days of the hire date. At minimum,
orientation training for all program staff must include, but not be
limited to,

(A) A review of crisis prevention and response procedures;

(B) A review of emergency evacuation procedures;

(C) A review of program policies and procedures;

(D) A review of rights for individuals receiving services and
supports;

(E) Mandatory abuse reporting procedures; and

(F) HIPAA, and Fraud, Waste and Abuse;

(4) Clinical Supervision: Persons providing direct services
must receive supervision by a qualified Clinical Supervisor, as
defined in these rules, related to the development, implementation
and outcome of services.

(a) Clinical supervision must be provided to assist program
staff and volunteers to increase their skills, improve quality of ser-
vices to individuals, and supervise program staff and volunteers’
compliance with program policies and procedures, including:

(b) Documentation of two hours per month of supervision for
each person supervised. The two hours must include one hour of
individual face-to-face contact for each person supervised, or a
proportional level of supervision for part-time program staff. Indi-
vidual face-to-face contact may include real time, two-way audio
visual conferencing; or

(c) Documentation of two hours of quarterly supervision for
program staff holding a health or allied provider license, including
at least one hour of individual face-to-face contact for each person

supervised.
Stat. Auth.: ORS 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.640, 430.850 -
430.955, 443.400 - 443.460, 443.991, 461.549, 743A.1,68, 813.010 813.200 -
813.270
Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0135
Entry

(1) Entry Process: The program must utilize an entry procedure
to ensure the following:

(a) Individuals must be considered for entry without regard to
race, ethnicity, gender, gender identity, gender presentation, sexual
orientation, religion, creed, national origin, age, except when pro-
gram eligibility is restricted to children, adults or older adults,
familial status, marital status, source of income, and disability.

(b) Individuals must receive services in the most timely
manner feasible consistent with the presenting circumstances; and

(c) For individuals receiving services funded by the SAPT
Block Grant, entry of pregnant women to services must occur no
later than 48 hours from the date of first contact, and no less than
14 days after the date of first contact for individuals using
substances intravenously. If services are not available within the
required timeframe, the provider must document the reason and
provide interim referral and informational services as defined in
these rules, within 48 hours.

(2) Entry of individuals whose services are funded by the
SAPT Block Grant, must be prioritized in the following order:

(a) Women who are pregnant and using substances intra-
venously;

(b) Women who are pregnant;

(c) Individuals who are using substances intravenously; and

(d) Women with dependent children.

(3) Written informed consent for services must be obtained
from the individual or guardian, if applicable, prior to the start of
services. If such consent is not obtained, the reason must be docu-
mented and further attempts to obtain informed consent must be
made as appropriate.

(4) The provider must develop and maintain adequate clinical
records and other documentation which supports the specific care,
items, or services for which payment has been requested.

(5) The provider must report the entry of all individuals on the
mandated state data system.

(6) In accordance with ORS 179.505 and HIPAA, an autho-
rization for the release of information must be obtained for any
confidential information concerning the individual being considered
for, or receiving, services.

(7) Orientation: At the time of entry, the program must offer to
the individual and guardian if applicable, written program orientation
information. The written information must be in a language under-
stood by the individual and must include:

(a) A description of individual rights consistent with these
rules;

(b) Policies concerning grievances;

(c) Notice of privacy practices; and

(d) An opportunity to register to vote.

Stat. Auth.: ORS 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.430.640, 430.850 -

430.955, 443.400 - 443.460, 443.991, 461.549, 743A.1,68, 813.010 813.200 -

813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14

309-018-0140
Assessment

(1) At the time of entry, an assessment must be completed.

(2) The assessment must be completed by qualified program
staff as follows:

(a) Supervisory or treatment staff in substance use disorders
treatment and recovery programs, and

(b) Supervisory or treatment staff in problem gambling treat-
ment and recovery programs.

(3) Each assessment must include:

(a) Sufficient information and documentation to justify the
presence of a diagnosis that is the medically appropriate reason for
services

(b) Screening for the presence of substance use, problem gam-
bling, mental health conditions, and chronic medical conditions.

(c) Screening for the presence of symptoms related to psycho-
logical and physical trauma.

(d) Suicide potential must be assessed and individual service
records must contain follow-up actions and referrals when an indi-
vidual reports symptoms indicating risk of suicide.

(4) Each assessment must be consistent with the dimensions
described in the ASAM PPC, and must document a diagnosis and
level of care determination consistent with the DSM and ASAM
PPC.

(5) When the assessment process determines the presence of
co-occurring substance use and mental health disorders, or any sig-
nificant risk to health and safety, all providers must document
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referral for further assessment, planning and intervention from an
appropriate professional, either with the same provider or with a
collaborative community provider.

(6) Providers must periodically update assessments as appli-

cable, when there are changes in clinical circumstances.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443 450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.640, 430.850 -
430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010, 813.200 -
813.270
Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0145
Service Plan and Service Notes

(1) The Service Plan must be a written, individualized plan to
improve the individual’s condition to the point where the individual’s
continued participation in the program is no longer necessary. The
Service Plan is included in the individual’s service records and
must:

(a) Be completed prior to the start of services;

(b) Reflect the assessment and the level of care to be provid-
ed;

(c) Include the participation of the individual;

(d) Include the participation of family members as applicable;
and

(e) Be completed by qualified program staff as follows:

(A) Supervisory or treatment staff in substance use disorders
treatment and recovery programs, and

(B) Supervisory or treatment staff in problem gambling treat-
ment and recovery programs.

(2) At minimum, each Service Plan must include:

(a) Individualized treatment objectives;

(b) The specific services and supports that will be used to
meet the treatment objectives;

(c) A projected schedule for service delivery, including the
expected frequency and duration of each type of planned therapeutic
session or encounter;

(d) The type of personnel that will be furnishing the services;
and

(e) A projected schedule for re-evaluating the Service Plan.

(3) Service Notes:

(a) Providers must document each service and support. A Ser-
vice Note, at minimum, must include:

(A) The specific services rendered

(B) The date, time of service, and the actual amount of time
the services were rendered;

(C) Who rendered the services;

(D) The setting in which the services were rendered;

(E) The relationship of the services to the treatment regimen
described in the Service Plan; and

(F) Periodic Updates describing the individual’s progress.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0150
Service Record

(1) Documentation Standards: Documentation must be appro-
priate in quality and quantity to meet professional standards appli-
cable to the provider and any additional standards for documentation
in the provider’s policies and any pertinent contracts.

(2) General Requirements for Individual Service Record: All
providers must develop and maintain a Service Record for each
individual upon entry. The record must, at a minimum, include:

(a) Identifying information, or documentation of attempts to
obtain the information, including:

(A) The individual’s name, address, telephone number, date of
birth, gender, and for adults, marital status and military status;

(B) Name, address, and telephone number of the parent or
legal guardian, primary care giver or emergency contact; and

(C) Contact information for medical and dental providers.

(b) Informed Consent for Service, including medications, or
documentation specifying why the provider could not obtain
consent by the individual or guardian as applicable;

(c) Written refusal of any services and supports offered,
including medications;

(d) A signed fee agreement, when applicable;

(e) Assessment and updates to the assessment;

(f) A Service Plan;

(g) Service notes;

(h) A Transfer Summary, when required;

(1) Other plans as made available, such as, but not limited to
recovery plans, wellness action plans, education plans, and advance
directives for physical and mental health care; and

(j) Applicable signed consents for release of information.

(k) A personal belongings inventory created upon entry and
updated whenever an item of significant value is added or removed,
or on the date of transfer;

(1) Documentation indicating that the individual and guardian,
as applicable, were provided with the required orientation informa-
tion upon entry;

(m) Background information including strengths and interests,
all available previous mental health or substance use assessments,
previous living arrangements, service history, behavior support
considerations, education service plans if applicable, and family
and other support resources;

(n) Medical information including a brief history of any health
conditions, documentation from a LMP or other qualified health
care professional of the individual’s current physical health, and a
written record of any prescribed or recommended medications, ser-
vices, dietary specifications, and aids to physical functioning;

(o) Copies of documents relating to guardianship or any other
legal considerations, as applicable;

(p) A copy of the individual’s most recent Service Plan, if
applicable, or in the case of an emergency or crisis-respite entry, a
summary of current addictions or mental health services and any
applicable behavior support plans;

(q) Documentation of the individual’s ability to evacuate the
home consistent with the program’s evacuation plan developed in
accordance with the Oregon Structural Specialty Code and Oregon
Fire Code;

(r) Documentation of any safety risks; and

(s) Incident reports, when required.

(3) Medical Service Records: When medical services are pro-
vided, the following documents must be part of the Service Record
as applicable:

(a) Medication Administration Records as per these rules;

(b) Laboratory reports; and

(c) LMP orders for medication, protocols or procedures.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460,443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0155
Transfer and Continuity of Care

(1) Planned Transfer: Providers must meet the following
requirements for planned transfer:

(a) Decisions to transfer individuals must be documented in a
transfer summary; and

(b) The documentation must include the reason for transfer
and must be consistent with ASAM criteria established in the
assessment.

(2) Transfer Process and Continuity of Care: Prior to transfer,
providers must:

(a) When applicable, coordinate and provide appropriate
referrals for medical care and medication management. The trans-
ferring provider must assist the individual to identify the medical
provider who will provide continuing care and to arrange an initial
appointment with that provider;
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(b) Coordinate recovery and ongoing support services for
individuals and their families including identifying resources and
facilitating linkage to other service systems necessary to sustain
recovery, including peer delivered services;

(c) Complete a Transfer Summary;

(d) When services are transferred due to the absence of the
individual, the provider must document outreach efforts made to
re-engage the individual, or document the reason why such efforts
were not made; and

(f) The provider must report all instances of Transfer on the
mandated state data system.

(3) Transfer Summary:

(a) A Transfer Summary must include:

(A) The date and reason for the transfer;

(B) A summary statement that describes the effectiveness of
services in assisting the individual and his or her family to achieve
intended outcomes identified in the Service Plan;

(C) Where appropriate, a plan for personal wellness and
resilience, including relapse prevention; and

(D) Identification of resources to assist the individual and
family, if applicable, in accessing recovery and resiliency services
and supports.

(4) If the transfer is to services with another provider, all doc-
umentation contained in the Service Record requested by the
receiving provider must be furnished, compliant with applicable
confidentiality policies and procedures, within 14 days of receipt
of a written request for the documentation.

(5) A complete transfer summary must be sent to the receiving

provider within 30 days of the transfer.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443 45
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991,461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0160
Co-Occurring Mental Health and Substance Use Disorders
(COD)

Providers approved under OAR 309-008-0100 to 309-008-
1600 and designated to provide services and supports for individuals
diagnosed with COD must provide concurrent service and support
planning and delivery for substance use and mental health diagnosis,

including integrated assessment, Service Plan and Service Record.
Stat. Auth.: ORS 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443 460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14; MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16
thru 12-27-16

309-018-0165
Residential Problem Gambling Treatment Services

These services include group, individual and family treatment
consistent with the following requirements:

(a) The first offered service appointment must be five business
days or less from the date of request for services;

(b) Service sessions must address the challenges of the indi-
vidual as they relate, directly or indirectly, to the problem gambling
behavior;

(c) Telephone counseling: Providers may provide telephone
counseling when person-to-person contact would involve an unwise
delay, as follows:

(A) Individual must be currently enrolled in the problem gam-
bling treatment program;

(B) Phone counseling must be provided by a qualified
program staff within their scope of practice;

(C) Service Notes for phone counseling must follow the same
criteria as face-to-face counseling and identify the session was con-
ducted by phone and the clinical rationale for the phone session;

(D) Telephone counseling must meet HIPAA and 42 CFR
standards for privacy; and

(E) There must be an agreement of informed consent for
phone counseling that is discussed with the individual and docu-
mented in the individual’s service record.

(d) Family Counseling: Family counseling includes face-to-
face or non face-to-face service sessions between a program staff
member delivering the service and a family member whose life has
been negatively impacted by gambling.

(A) Service sessions must address the problems of the family
member as they relate directly or indirectly to the problem
gambling behavior; and

(B) Services to the family must be offered even if the
individual identified as a problem gambler is unwilling, or unavail-
able to accept services.

(e) 24-hour crisis response accomplished through agreement
with other crisis services, on-call program staff or other arrangement
acceptable to the Division.

(f) A financial assessment must be included in the entry
process and documented in the assessment; and

(g) The service plan must include a financial component, con-
sistent with the financial assessment.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,

430.850 - 430.955, 443.400 - 443.460,443.991, 461.549, 743A.168, 813.010 -

813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0170
Residential Substance Use Disorders Treatment and Recovery
Services

(1) Interim Referral and Information Services: Pregnant
women or other individuals using substances intravenously, whose
services are funded by the SAPT Block Grant, must receive interim
referrals and information prior to entry, to reduce the adverse
health effects of substance use, promote the health of the individual,
and reduce the risk of transmission of disease. At a minimum,
interim referral and informational services must include:

(a) Counseling and education about blood borne pathogens
including Hepatitis, HIV, STDs and Tuberculosis (TB); the risks of
needle and paraphernalia sharing and the likelihood of transmission
to sexual partners and infants;

(b) Counseling and education about steps that can decrease
the likelihood of Hepatitis, HIV, STD, and TB transmission;

(c) Referral for Hepatitis, HIV, STD and TB testing, vaccine
or care services if necessary; and

(d) For pregnant women, counseling on the likelihood of
blood borne pathogen transmission as well as the effects of alcohol,
tobacco and other drug use on the fetus and referral for prenatal
care.

(2) Culturally Specific Services: Programs approved and des-
ignated as culturally specific programs must meet the following
criteria:

(a) Serve a majority of individuals representing culturally spe-
cific populations;

(b) Maintain a current demographic and cultural profile of the
community;

(c) Ensure that individuals from the identified cultural group
receive effective and respectful care that is provided in a manner
compatible with their cultural health beliefs, practices, and preferred
language;

(d) Implement strategies to recruit, retain, and promote a
diverse staff at all levels of the organization that are representative
of the population being served;

(e) Ensure that staff at all levels and across all disciplines
receive ongoing education and training in culturally and linguistically
appropriate service delivery;

(f) Ensure that a majority of the substance use disorders treat-
ment staff be representative of the specific culture being served;

(g) Ensure that individuals are offered customer satisfaction
surveys that address all areas of service and that the results of the
surveys are used for quality improvement;
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(h) Consider race, ethnicity, and language data in measuring
customer satisfaction;

(1) Develop and implement cultural competency policies;

(j) Ensure that data on individual’s race, ethnicity, and spoken
and written language are collected in health records, integrated into
the organization’s management information systems, and periodi-
cally updated;

(k) Develop and maintain a Governing or Advisory Board as
follows:

(A) Have a majority representation of the culturally specific
group being served;

(B) Receive training concerning the significance of culturally
relevant services and supports;

(C) Meet at least quarterly; and

(D) Monitor agency quality improvement mechanisms and
evaluate the ongoing effectiveness and implementation of culturally
relevant services (CLAS) and supports within the organization.

(1) Maintain accessibility to culturally specific populations
including:

(A) The physical location of the program must be within close
proximity to the culturally specific populations;

(B) Where available, public transportation must be within
close proximity to the program; and

(C) Hours of service, telephone contact, and other accessibility
issues must be appropriate for the population.

(m) The physical facility where the culturally specific services
are delivered must be psychologically comfortable for the group
including:

(A) Materials displayed must be culturally relevant; and

(B) Mass media programming (radio, television, etc.) must be
sensitive to cultural background;

(n) Other cultural differences must be considered and accom-
modated when possible, such as the need or desire to bring family
members to the facility, play areas for small children and related
accommodations; and

(o) Ensure that grievance processes are culturally and linguis-
tically sensitive and capable of identifying, preventing and resolving

cross-cultural conflicts or complaints.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460,443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0175
Residential Adolescent Substance Use Disorders Treatment
and Recovery Services

Programs approved to provide adolescent substance use disor-
ders treatment services or those with adolescent-designated service
funding must meet the following standards:

(1) Development of Service Plans and case management ser-
vices must include participation of parents, other family members,
schools, children’s services agencies, and juvenile corrections, as
appropriate;

(2) Services, or appropriate referrals, must include:

(a) Family counseling;

(b) Education services;

(c) Community and social skills training; and

(d) Smoking cessation service.

(3) Continuing care services must be of appropriate duration
and designed to maximize recovery opportunities. The services
must include:

(a) Reintegration services and coordination with family and
schools;

(b) Youth dominated self-help groups where available;

(c) Linkage to emancipation services when appropriate; and

(d) Linkage to physical or sexual abuse counseling and

support services when appropriate.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0180
Residential Women’s Substance Use Disorders Treatment and
Recovery Programs

(1) Programs approved to provide women’s substance use dis-
orders treatment services or those with women-specific designated
service funding must meet the following standards:

(a) The Assessment must contain an evaluation that identifies
and assesses needs specific to women’s issues in service such as
social isolation, self-reliance, parenting issues, domestic violence,
women’s physical health, housing and financial considerations;

(b) The service plan must address all areas identified in the
assessment and applicable service coordination details to address
the identified needs;

(c) The program must provide or coordinate services and sup-
ports that meet the special access needs of women such as
childcare, mental health services, and transportation, as indicated;
and

(d) The program must provide, or coordinate, the following
services and supports unless clinically contraindicated:

(A) Gender-specific services and supports;

(B) Family services, including therapeutic services for children
in the custody of women in treatment;

(C) Reintegration with family;

(D) Peer delivered supports;

(E) Smoking cessation;

(F) Housing; and

(G) Transportation.

(2) Services must include the participation of family and other
agencies as appropriate, such as social service, child welfare, or
corrections agencies;

(3) Referral Services: The program must coordinate services
with the following, if indicated:

(a) Agencies providing services to women who have experi-
enced physical abuse, sexual abuse or other types of domestic vio-
lence; and

(b) Parenting training; and

(c) Continuing care treatment services must be consistent with
the ASAM PPC and must include referrals to female dominated
support groups where available; and

(4) Programs that receive SAPT Block Grant funding must
provide or coordinate the following services for pregnant women
and women with dependent children, including women who are
attempting to regain custody of their children:

(a) Primary medical care for women, including referral for
prenatal care and, while the women are receiving such services,
child care;

(b) Primary pediatric care, including immunizations for their
children;

(c) Gender specific substance abuse treatment and other ther-
apeutic interventions for women which may include, but are not
limited to:

(A) Relationship issues;

(B) Sexual and physical abuse;

(C) Parenting;

(D) Access to child care while the women are receiving these
services; and

(E) Therapeutic interventions for children in the custody of
women in treatment which may include, but are not limited to:

(i) Their developmental needs;

(i) Any issues concerning sexual and physical abuse, and
neglect; and

(iii) Sufficient case management and transportation to ensure
that women and their children have access to services.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,

430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -

813.055 & 813.200 - 813.270
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Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14

309-018-0185
Medical Protocols in Residential Substance Use Disorders
Treatment Programs

Medical protocols must be approved by a medical director
under contract with a program or written reciprocal agreement with
a medical practitioner under managed care. The protocols must:

(1) Require a medical history be included in the Assessment;

(2) Designate those medical symptoms that, when found,
require further investigation, physical examinations, service, or
laboratory testing;

(3) Require that individuals admitted to the program who are
currently injecting or intravenously using a drug, or have injected
or intravenously used a drug within the past 30 days, or who are at
risk of withdrawal from a drug, or who may be pregnant, must be
referred for a physical examination and appropriate lab testing
within 30 days of entry to the program. This requirement may be
waived by the medical director if these services have been received
within the past 90 days and documentation is provided;

(4) Require pregnant women be referred for prenatal care
within two weeks of entry to the program;

(5) Require that the program provide HIV and AIDS, TB, sex-
ually transmitted disease, Hepatitis and other infectious disease
information and risk assessment, including any needed referral,
within 30 days of entry; and

(6) Specify the steps for follow up and coordination with
physical health care providers in the event the individual is found

to have an infectious disease or other major medical problem.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254, 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0190
Administration of Medications

The following guidelines must be followed in policies on
administration of medications in residential programs:

(1) Medications prescribed for one individual must not be
administered to or self-administered by another individual or pro-
gram staff;

(2) When an individual self-administers medication in a resi-
dential program, self-administration must be approved in writing
by a physician and closely monitored by the residential program
staff;

(3) No unused, outdated, or recalled drugs must be kept in a
program. On a monthly basis any unused, outdated, or recalled
drugs must be disposed of in a manner that assures they cannot be
retrieved;

(4) Disposal of prescription drugs in a residential program: A
written record of all disposals of drugs must be maintained in the
program and must include:

(a) A description of the drug, including the amount;

(b) The individual for whom the medication was prescribed;

(c) The reason for disposal; and

(d) The method of disposal.

(5) Storage of Prescription Drugs in residential programs: All
prescription drugs stored in the residential program must be kept in
a locked stationary container. Medications requiring refrigeration
must be stored in a refrigerator using a locked container; and

(6) Written documentation of medications prescribed for the
individual by a LMP must be maintained in the Individual Service
Record. Documentation for each medication prescribed must
include the following:

(a) A copy or detailed written description of the signed pre-
scription order;

(b) The name of the medication prescribed;

(c) The prescribed dosage and method of administration;

(d) The date medications were prescribed, reviewed, or
renewed;

(e) The date, the signature and credentials of program staff
administering or prescribing medications; and
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(f) Medication records which contain:
(A) Observed side effects including laboratory findings; and

(B) Medication allergies and adverse reaction.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443 450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270

Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0195
Building Requirements

All substance use disorders treatment and recovery programs
must:

(1) Comply with all applicable state and local building, elec-
trical, plumbing, fire, safety, and zoning codes;

(2) Maintain up-to-date documentation verifying that they
meet applicable local business license, zoning and building codes
and federal, state and local fire and safety regulations. It is the
responsibility of the program to check with local government to
make sure all applicable local codes have been met;

(3) Provide space for services including but not limited to
intake, assessment, counseling and telephone conversations that
assures the privacy and confidentiality of individuals and is
furnished in an adequate and comfortable fashion including plumb-
ing, sanitation, heating, and cooling;

(4) Provide rest rooms for individuals, visitors, and staff that
are accessible to persons with disabilities pursuant to Title II of the
Americans with Disabilities Act if the program receives any public
funds or Title IIT of the Act if no public funds are received; and

(5) Adopt and implement emergency policies and procedures,
including an evacuation plan and emergency plan in case of fire,
explosion, accident, death or other emergency. The policies and
procedures and emergency plans must be current and posted in a

conspicuous area.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0200
Facility Standards for Substance Use Disorders Residential
Treatment and Recovery Programs

(1) Building Requirements: In addition to the building require-
ments for outpatient Alcohol and Other Drug treatment and
recovery programs, residential programs must meet the following
standards:

(a) Prior to construction of a new building or major alteration
of or addition to an existing building:

(b) One set of plans and specifications must be submitted to
the State Fire Marshal for approval;

(c) Plans must be in accordance with the State of Oregon
Structural Specialty Code and Fire and Life Safety Regulations;

(d) Plans for construction containing 4,000 square feet or
more must be prepared and bear the stamp of an Oregon licensed
architect or engineer; and

(e) The water supply, sewage, and garbage disposal system
must be approved by the agency having jurisdiction.

(2) Interiors: All rooms used by individuals must have floors,
walls, and ceilings that meet the interior finish requirements of the
State of Oregon Structural Specialty Code and Fire and Life Safety
Regulations:

(a) A separate dining room or area must be provided for exclu-
sive use of individuals, program staff, and invited guests, and must:

(A) Seat at least one-half of the individuals at a time with a
minimum of 15 square feet per occupant; and

(B) Be provided with adequate ventilation.

(b) A separate living room or lounge area must be provided
for the exclusive use of individuals, program staff, and invited
guests and must:

(A) Provide a minimum of 15 square feet per occupant; and

(B) Be provided with adequate ventilation.

(c) Bedrooms must be provided for all individuals and must:

(A) Be separate from the dining, living, multi-purpose,
laundry, kitchen, and storage areas;

(B) Be an outside room with a window that can be opened,
and is at least the minimum required by the State Fire Marshal;

(C) Have a ceiling height of at least seven feet, six inches;

(D) Provide a minimum of 60 square feet per individual, with
at least three feet between beds;

(E) Provide permanently wired light fixtures located and
maintained to give light to all parts of the room; and

(F) Provide a curtain or window shade at each window to
assure privacy.

(d) Bathrooms must be provided and conveniently located in
each building containing a bedroom and must:

(A) Provide a minimum of one toilet and one hand-washing
sink for each eight individuals, and one bathtub or shower for each
ten individuals;

(B) Provide one hand-washing sink convenient to every room
containing a toilet;

(C) Provide permanently wired light fixtures located and
maintained to give adequate light to all parts of the room;

(D) Provide arrangements for personal privacy for individuals;

(E) Provide a privacy screen at each window;

(F) Provide a mirror; and

(G) Be provided with adequate ventilation.

(e) A supply of hot and cold water installed and maintained in
compliance with rules of, the Authority , Health Services, Office of
Public Health Systems, must be distributed to taps conveniently
located throughout the residential program;

(f) All plumbing must comply with applicable codes;

(g) Laundry facilities, when provided, must be separate from:

(A) Resident living areas, including bedrooms;

(B) Kitchen and dining areas; and

(C) Areas used for the storage of unrefrigerated perishable
foods.

(h) Storage areas must be provided appropriate to the size of
the residential program. Separate storage areas must be provided
for:

(A) Food, kitchen supplies, and utensils;

(B) Clean linens;

(C) Soiled linens and clothing;

(D) Cleaning compounds and equipment; and

(E) Poisons, chemicals, insecticides, and other toxic materials,
which must be properly labeled, stored in the original container,
and kept in a locked storage area.

(1) Furniture must be provided for each individual and must
include:

(A) A bed with a frame and a clean mattress and pillow;

(B) A private dresser or similar storage area for personal
belongings which is readily accessible to the individual; and

(C) Access to a closet or similar storage area for clothing and

(j) Linens must be provided for each individual and must
include:

(A) Sheets and pillowcases;

(B) Blankets, appropriate in number and type for the season
and the individual’s comfort; and

(C) Towel and washcloth.

(3) Food Service and Storage: The residential program must
meet the requirements of the State of Oregon Sanitary Code for
Eating and Drinking Establishments relating to the preparation,
storage, and serving of food. At minimum:

(a) Menus must be prepared in advance to provide a sufficient
variety of foods served in adequate amounts for each resident at
each meal;

(b) Records of menus as served must be filed and maintained
in the residential program records for at least 30 days;

(c) All modified or special diets must be ordered by a
physician;

(d) At least three meals must be provided daily;
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(e) Supplies of staple foods for a minimum of one week and of
perishable foods for a minimum of a two-day period must be main-
tained on the premises;

(f) Food must be stored and served at proper temperature;

(g) All utensils, including dishes, glassware, and silverware
used in the serving or preparation of drink or food for individuals
must be effectively washed, rinsed, sanitized, and stored after each
individual use to prevent contamination in accordance with Health
Division standards; and

(h) Raw milk and home-canned vegetables, meats, and fish
must not be served or stored in a residential program.

(4) Safety: The residential program must meet the following
safety requirements:

(a) At no time must the number of individuals served exceed
the approved capacity;

(b) A written emergency plan must be developed and posted
next to the telephone used by program staff and must include:

(A) Instructions for the program staff or designated resident in
the event of fire, explosion, accident, death, or other emergency
and the telephone numbers of the local fire department, law
enforcement agencies, hospital emergency rooms, and the residential
program’s designated physician and on-call back-up program staff;

(B) The telephone number of the administrator or clinical
supervisor and other persons to be contacted in case of emergency;
and

(C) Instructions for the evacuation of individuals and program
staff in the event of fire, explosion, or other emergency.

(c) The residential program must provide fire safety equipment
appropriate to the number of individuals served, and meeting the
requirements of the State of Oregon Structural Specialty Code and
Fire and Life Safety Regulations:

(A) Fire detection and protection equipment must be inspected
as required by the State Fire Marshal;

(B) All flammable and combustible materials must be properly
labeled and stored in the original container in accordance with the
rules of the State Fire Marshal; and

(C) The residential program must conduct unannounced fire
evacuation drills at least monthly. At least once every three months
the monthly drill must occur between 10 p.m. and 6 a.m. Written
documentation of the dates and times of the drills, time elapsed to
evacuate, and program staff conducting the drills must be maintained.

(d) At least one program staff who is trained in First Aid and
CPR must be onsite at all times; and

(5) Sanitation: The residential program must meet the following
sanitation requirements:

(a) All floors, walls, ceilings, window, furniture, and equipment
must be kept in good repair, clean, neat, orderly, and free from
odors;

(b) Each bathtub, shower, hand-washing sink, and toilet must
be kept clean and free from odors;

(c) The water supply in the residential program must meet the
requirements of the rules of the Health Division governing domestic
water supplies;

(d) Soiled linens and clothing must be stored in an area
separate from kitchens, dining areas, clean linens and clothing and
unrefrigerated food;

(e) All measures necessary to prevent the entry into the
program of mosquitoes and other insects must be taken;

(f) All measures necessary to control rodents must be taken;

(g) The grounds of the program must be kept orderly and free
of litter, unused articles, and refuse;

(h) Garbage and refuse receptacles must be clean, durable,
water-tight, insect- and rodent proof and kept covered with a tight-
fitting lid;

(i) All garbage solid waste must be disposed of at least weekly
and in compliance with the rules of the Department of Environmental
Quality; and

(j) Sewage and liquid waste must be collected, treated and dis-
posed of in compliance with the rules of the Department of Envi-

ronmental Quality.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.052 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0205
Quality Assessment, Grievances and Variances
Providers must develop and implement a structured and ongo-
ing process to assess, monitor, and improve the quality and effec-
tiveness of services provided to individuals and their families.
Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,
430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -
813.055 & 813.200 - 813.270
Hist.. MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-
2014, f. & cert. ef. 2-3-14

309-018-0210
Grievances and Appeals

(1) Any individual receiving services, or the parent or
guardian of the individual receiving services, may file a grievance
with the provider, the individual’s managed care plan or the
Division.

(2) For individuals whose services are funded by Medicaid,
grievance and appeal procedures outlined in OAR 410-141-0260
through 410-141-0266, must be followed.

(3) For individuals whose services are not funded by Medicaid,
providers must:

(a) Notify each individual, or guardian, of the grievance pro-
cedures by reviewing a written copy of the policy upon entry;

(b) Assist individuals and parents or guardians, as applicable,
to understand and complete the grievance process; and notify them
of the results and basis for the decision;

(c) Encourage and facilitate resolution of the grievance at the
lowest possible level;

(d) Complete an investigation of any grievance within 30 cal-
endar days;

(e) Implement a procedure for accepting, processing and
responding to grievances including specific timelines for each;

(f) Designate a program staff person to receive and process
the grievance;

(g) Document any action taken on a substantiated grievance
within a timely manner; and

(h) Document receipt, investigation and action taken in
response to the grievance.

(4) Grievance Process Notice. The provider must have a
Grievance Process Notice, which must be posted in a conspicuous
place stating the telephone number of:

(a) The Division;

(b) Disability Rights Oregon; and

(c) The applicable managed care organization.

(5) Expedited Grievances: In circumstances where the matter
of the grievance is likely to cause harm to the individual before the
grievance procedures outlined in these rules are completed, the
individual, or guardian of the individual, may request an expedited
review. The program administrator must review and respond in
writing to the grievance within 48 hours of receipt of the grievance.
The written response must include information about the appeal
process.

(6) Retaliation: A grievant, witness or staff member of a
provider must not be subject to retaliation by a provider for making
a report or being interviewed about a grievance or being a witness.
Retaliation may include, but is not limited to, dismissal or harass-
ment, reduction in services, wages or benefits, or basing service or
a performance review on the action.

(7) Immunity: The grievant is immune from any civil or crim-
inal liability with respect to the making or content of a grievance
made in good faith.

(8) Appeals: Individuals and their legal guardians, as applicable,
must have the right to appeal entry, transfer and grievance decisions
as follows:
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(a) If the individual or guardian, if applicable, is not satisfied
with the decision, the individual or guardian may file an appeal in
writing within ten working days of the date of the program admin-
istrator’s response to the grievance or notification of denial for ser-
vices as applicable. The appeal must be submitted to the CMHP
Director in the county where the provider is located or to the
Division as applicable;

(b) If requested, program staff must be available to assist the
individual;

(c) The CMHP Director or Division must provide a written
response within ten working days of the receipt of the appeal; and

(d) If the individual or guardian, if applicable, is not satisfied
with the appeal decision, he or she may file a second appeal in writ-
ing to the Director, within ten working days of the date of the
written response.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,

430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -

813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14; MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16

thru 12-27-16

309-018-0215
Variances

(1) Criteria for a Variance: Variances may be granted to a
provider holding a license under this rule:

(a) If there is a lack of resources to implement the standards
required in these rules; or

(b) If implementation of the proposed alternative services,
methods, concepts or procedures would result in improved outcomes
for the individual.

(2) Application for a Variance

(a) Providers may submit their variance request directly to the
Division;

(b) Provider requesting a variance must submit a written
application to the Division; and

(c) Variance requests must contain the following:

(A) The section of the rule from which the variance is sought;

(B) The reason for the proposed variance;

(C) The alternative practice, service, method, concept or pro-
cedure proposed;

(D) A proposal for the duration of the variance; and

(E) A plan and timetable for compliance with the section of
the rule for which the variance applies.

(3) Division Review and Notification: The Division must
approve or deny the request for a variance and must notify the
provider in writing of the decision to approve or deny the requested
variance, within 30 days of receipt of the variance. The written
notification must include the specific alternative practice, service,
method, concept or procedure that is approved and the duration of
the approval.

(4) Appeal Application: Appeal of the denial of a variance
request must be made in writing to the Chief Officer of the
Division, whose decision will be final and must be provided in
writing within 30 days of receipt of the appeal.

(5) Written Approval: The LMHA, CMHP or provider may
implement a variance only after written approval from the Division.

(6) Duration of Variance: It is the responsibility of the
provider to submit a request to extend a variance in writing prior to
a variance expiring. Extension must be approved in writing by the
Division.

(7) Granting a variance for one request does not set a
precedent that must be followed by the Division when evaluating
subsequent requests for variance.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.254 - 430.640,

430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549, 743A.168, 813.010 -

813.055 & 813.200 - 813.270

Hist.: MHS 10-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 3-

2014, f. & cert. ef. 2-3-14; MHS 10-2016(Temp), f. 6-29-16, cert. ef. 7-1-16

thru 12-27-16

DIVISION 19

OUTPATIENT ADDICTIONS AND
MENTAL HEALTH SERVICES

309-019-0100
Purpose and Scope

(1) Purpose: These rules prescribe minimum service delivery
standards for services and supports provided by providers certified
by the Health Systems Division of the Oregon Health Authority.

(2) Scope: In addition to applicable requirements in OAR
410-120-0000 through 410-120-1980 and 943-120-0000 through
943-120-1550, these rules specify standards for behavioral health
treatment services and supports provided in:

(a) Outpatient Community Mental Health Services and Sup-
ports for Children and Adults;

(b) Outpatient Substance Use Disorders Treatment Services;
and

(c) Outpatient Problem Gambling Treatment Services.

Stat. Auth.: ORS 161.390, 413.042 , 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0105
Definitions

(1) “Abuse of an adult” means the circumstances defined in
943-045-0250 through 943-045-0370 for abuse of an adult with
mental illness.

(2) “Abuse of a child” means the circumstances defined in
ORS 419B.005.

(3) “Addictions and Mental Health Services and Supports”
means all services and supports including but not limited to, Out-
patient Behavioral Health Services and Supports for Children and
Adults, Intensive Treatment Services for Children, Outpatient and
Residential Substance Use Disorders Treatment Services and Out-
patient and Residential Problem Gambling Treatment Services.

(4) “Adolescent” means an individual from 12 through 17
years of age, or those individuals who are determined to be devel-
opmentally appropriate for youth services.

(5) “Adult” means a person 18 years of age or older, or an
emancipated minor. An individual with Medicaid eligibility, who is
in need of services specific to children, adolescents, or young
adults in transition, must be considered a child until age 21 for the
purposes of these rules. Adults who are between the ages of 18 and
21, who are considered children for purposes of these rules, must
have all rights afforded to adults as specified in these rules.

(6) “Assessment” means the process of obtaining sufficient
information, through a face-to-face interview to determine a diag-
nosis and to plan individualized services and supports.

(7) “ASAM PPC” means the most current publication of the
American Society of Addiction Medicine Patient Placement Criteria
for the Treatment of Substance-related Disorders, which is a
clinical guide used in matching individuals to appropriate levels of
care, and incorporated by reference in these rules.

(8) “Authority” means the Oregon Health Authority.

(9) “Behavioral Health Treatment”: means mental health
treatment, substance use disorder treatment, and problem gambling
treatment.

(10) “Behavior Support Plan” means the individualized proac-
tive support strategies that are used to support positive behavior.

(11) “Behavior Support Strategies” means proactive supports
designed to replace challenging behavior with functional, positive
behavior. The strategies address environmental, social, neuro-
developmental and physical factors that affect behavior.

(12) “Care Coordination” means a process-oriented activity to
facilitate ongoing communication and collaboration to meet multiple
needs. Care coordination includes facilitating communication
between the family, natural supports, community resources, and
involved providers and agencies; organizing, facilitating and par-
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ticipating in team meetings; and providing for continuity of care by
creating linkages to and managing transitions between levels of
care and transitions for young adults in transition to adult services.

(13) “Case Management” means the services provided to
assist individuals, who reside in a community setting, or are transi-
tioning to a community setting, in gaining access to needed
medical, social, educational, entitlement and other applicable ser-
vices.

(14) “Certificate” means the document or documents issued
by OHA, which identifies and declares certification of a provider
pursuant to OAR 309-008-0000. A letter accompanying issuance
of the Certificate will detail the scope and approved locations of
the Certificate.

(15) “Chief Officer” means the Chief Health Systems Officer
of the Division, or his or her designee.

(16) “Child” means a person under the age of 18. An
individual with Medicaid eligibility, who is in need of services spe-
cific to children, adolescents, or young adults in transition, must be
considered a child until age 21 for purposes of these rules.

(17) “Child and Family Team” means the people who are
responsible for creating, implementing, reviewing, and revising the
service coordination section of the Service Plan in ICTS programs.
At a minimum, the team must be comprised of the family, care
coordinator, and child when appropriate. The team should also
include any involved child-serving providers and agencies and any
other natural, formal, and informal supports as identified by the
family.

(18) “Clinical Supervision” means oversight by a qualified
Clinical Supervisor of addictions and mental health services and
supports provided according to this rule, including ongoing evalu-
ation and improvement of the effectiveness of those services and
supports.

(19) “Clinical Supervisor” means a person qualified to oversee
and evaluate addictions or mental health services and supports.

(20) “Community-based” means that services and supports
must be provided in a participant’s home and surrounding commu-
nity and not solely based in a traditional office-setting.

(a) ACT services may not be provided to individuals residing
in an RTF or RTH licensed by HSD, unless:

(A) The individual is not being provided rehabilitative
services; or

(B) The individual has been identified for transition to a less
intensive level of care. When identified for transition to a less
intensive level of care, the individual may receive ACT services for
up to six months prior to discharge from the RTH or RTF.

(21) “Competitive Integrated Employment” means full-time
or part time work: at minimum wage or higher, at a rate that is not
less than the customary rate paid by the employer for the same or
similar work performed by other employees who are not individuals
with disabilities, and who are similarly situated in similar occupa-
tions by the same employer and who have similar training, experi-
ence, and skill; with eligibility for the level of benefits provided to
other employees; at a location where the employee interacts with
other persons who are not individuals with disabilities (not
including supervisory personnel or individuals who are providing
services to such employee) to the same extent that individuals who
are not individuals with disabilities and who are in comparable
positions interact with other persons; and as appropriate, presents
opportunities for advancement that are similar to those for other
employees who are not individuals with disabilities and who have
similar positions.

(22)(a) “Comprehensive Assessment” means the organized
process of gathering and analyzing current and past information
with each individual and the family and/or support system and
other significant people to evaluate:

(A) Mental and functional status;

(B) Effectiveness of past treatment;

(C) Current Treatment, rehabilitation and support needs to
achieve individual goals and support recovery; and

(D) The range of individual strengths (e.g., knowledge gained
from dealing with adversity, personal/professional roles, talents,

personal traits) that can act as resources to the individual and
his/her recovery planning team in pursuing goals.

(b) The results of the information gathering and analysis are
used to:

(A) Establish immediate and longer-term service needs with
each individual;

(B) Set goals and develop the first person directed recovery
plan with each individual; and,

(C) Optimize benefits that can be derived from existing
strengths and resources of the individual and his/her family and/or
natural support network in the community.

(23) “Co-Occurring Disorders (COD) Services” include inte-
grated assessment and treatment for individuals who have co-
occurring mental health and substance use condition.

(24) “Co-occurring substance use and mental health disorders
(COD)” means the existence of a diagnosis of both a substance use
disorder and a mental health disorder.

(25) “Coordinated Care Organization (CCO)” means an entity
that has been certified by the Authority to provide coordinated and
integrated health services.

(26) “Conditional Release” means placement by a court or the
Psychiatric Security Review Board (PSRB), of a person who has
been found eligible under ORS 161.327(2)(b) or 161.336, for
supervision and treatment in a community setting.

(27) “Court” means the last convicting or ruling court unless
specifically noted.

(28) “Criminal Records Check” means the Oregon Criminal
Records Check and the processes and procedures required by OAR
407-007-0000 through 407-007-0370.

(29) “Crisis” means either an actual or perceived urgent or
emergent situation that occurs when an individual’s stability or
functioning is disrupted and there is an immediate need to resolve
the situation to prevent a serious deterioration in the individual’s
mental or physical health or to prevent referral to a significantly
higher level of care.

(30) “Cultural Competence” means the process by which
people and systems respond respectfully and effectively to people
of all cultures, languages, classes, races, ethnic backgrounds, dis-
abilities, religions, genders, sexual orientations and other diversity
factors in a manner that recognizes, affirms, and values the worth
of individuals, families and communities and protects and preserves
the dignity of each.

(31) “Culturally Specific Program” means a program that is
designed to meet the unique service needs of a specific culture and
that provides services to a majority of individuals representing that
culture.

(32) “Declaration for Mental Health Treatment”” means a writ-
ten statement of an individual’s preferences concerning his or her
mental health treatment. The declaration is made when the
individual is able to understand and legally make decisions related
to such treatment. It is honored, as clinically appropriate, in the
event the individual becomes unable to make such decisions.

(33) “Diagnosis” means the principal mental health, substance
use or problem gambling diagnosis listed in the Diagnostic and
Statistical Manual of Mental Disorders (DSM). The diagnosis is
determined through the assessment and any examinations, tests, or
consultations suggested by the assessment, and is the medically
appropriate reason for services.

(34) “Division” means the Health Systems Division.

(35) “Division approved reviewer” means the Oregon Center
of Excellence for Assertive Community Treatment (OCEACT).
OCEACT is the Division’s contracted entity that is responsible for
conducting ACT fidelity reviews, training, and technical assistance
to support new and existing ACT programs statewide.

(36) “DSM” means the most recent version of the Diagnostic
and Statistical Manual of Mental Disorders, published by the
American Psychiatric Association.

(37) “Driving Under the Influence of Intoxicants (DUII) Sub-
stance Use Disorders Rehabilitation Program” means a program of
treatment and therapeutically oriented education services for an
individual who is either:
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(a) A violator of ORS 813.010 Driving Under the Influence of
Intoxicants; or

(b) A defendant who is participating in a diversion agreement
under ORS 813.200.

(38) “Emergent” means the onset of symptoms requiring
attention within 24 hours to prevent serious deterioration in mental
or physical health or threat to safety.

(39) “Enhanced Care Services (ECS)” and “Enhanced Care
Outreach Services (ECOS)” means intensive behavioral and reha-
bilitative mental health services to eligible individuals who reside
in Aging and People with Disabilities (APD) licensed homes or
facilities.

(40) “Entry” means the act or process of acceptance and
enrollment into services regulated by this rule.

(41) “Family” means the biological or legal parents, siblings,
other relatives, foster parents, legal guardians, spouse, domestic
partner, caregivers and other primary relations to the individual
whether by blood, adoption, legal or social relationships. Family
also means any natural, formal or informal support persons
identified as important by the individual.

(42) “Family Support” means the provision of supportive ser-
vices to persons defined as family to the individual. It includes sup-
port to caregivers at community meetings, assistance to families in
system navigation and managing multiple appointments, supportive
home visits, peer support, parent mentoring and coaching, advocacy,
and furthering efforts to develop natural and informal community
supports.

(43) “Fixed point of responsibility” means the ACT team
itself provides virtually all needed services, rather than sending
clients to different providers. If the team cannot provide a service
(e.g. dental services) the team ensures that the service is provided.

(44) “Gender Identity” means a person’s self-identification of
gender, without regard to legal or biological identification, including,
but not limited to persons identifying themselves as male, female,
transgender and transsexual.

(45) “Gender Presentation” means the external characteristics
and behaviors that are socially defined as either masculine or femi-
nine, such as dress, mannerisms, speech patterns and social interac-
tions.

(46) “Grievance” means a formal complaint submitted to a
provider verbally, or in writing, by an individual, or the individual’s
chosen representative, pertaining to the denial or delivery of
services and supports.

(47) “Guardian” means a person appointed by a court of law
to act as guardian of a minor or a legally incapacitated person.

(48) “HIPAA” means the federal Health Insurance Portability
and Accountability Act of 1996 and the regulations published in
Title 45, parts 160 and 164, of the Code of Federal Regulations
(CFR).

(49) “Hospital discharge planning” for the purposes of the
ACT program means a process that begins upon admission to the
Oregon State Hospital and that is based on the presumption that
with sufficient supports and services, all individuals can live in an
integrated community setting. Discharge planning is developed
and implemented through a person-centered planning process in
which the individual has a primary role and is based on principles
of self-determination. Discharge planning teams at OSH include a
representative of a community mental health provider from the
county where the individual is likely to transition.

(50) “Individual” means any person being considered for or
receiving services and supports regulated by these rules.

(51) “Informed Consent for Services” means that the service
options, risks and benefits have been explained to the individual
and guardian, if applicable, in a manner that they comprehend, and
the individual and guardian, if applicable, have consented to the
services on, or prior to, the first date of service.

(52) “Intensive Outpatient Substance Use Disorders Treatment
Services” means structured nonresidential evaluation, treatment,
and continued care services for individuals with substance use dis-
orders who need a greater number of therapeutic contacts per week
than are provided by traditional outpatient services. Intensive out-

patient services may include, but are not limited to, day treatment,
correctional day treatment, evening treatment, and partial hospital-
ization.

(53) “Intensive Community-based Treatment and Support
Services (ICTS)” means a specialized set of comprehensive in-
home and community-based supports and mental health treatment
services, including care coordination as defined in these rules, for
children that are developed by the child and family team and deliv-
ered in the most integrated setting in the community.

(54) “Interim Referral and Information Services” means ser-
vices provided by an substance use disorders treatment provider to
individuals on a waiting list, and whose services are funded by the
Substance Abuse Prevention and Treatment (SAPT) Block Grant,
to reduce the adverse health effects of substance use, promote the
health of the individual and reduce the risk of disease transmission.

(55) “Intern” or “Student” means a person who provides a
paid or unpaid program service to complete a credentialed or
accredited educational program recognized by the state of Oregon.

(56) “Juvenile Psychiatric Security Review Board (JPSRB)”
means the entity described in ORS 161.385.

(57) “Level of Care” means the range of available services
provided from the most integrated setting to the most restrictive
and most intensive in an inpatient setting.

(58) “Level of Service Intensity Determination.” means the
Division approved process by which children and young adults in
transition are assessed for ITS and ICTS services.

(59) “Licensed Health Care Professional” means a practitioner
of the healing arts, acting within the scope of his or her practice
under State law, who is licensed by a recognized governing board
in Oregon.

(60) “Licensed Medical Practitioner (LMP)” means a person
who meets the following minimum qualifications as documented
by the Local Mental Health Authority (LMHA) or designee:

(a) Physician licensed to practice in the State of Oregon; or

(b) Nurse practitioner licensed to practice in the State of Ore-
gon; or

(c) Physician’s Assistant licensed to practice in the State of
Oregon; and

(d) Whose training, experience and competence demonstrate
the ability to conduct a mental health assessment and provide med-
ication management.

(e) For ICTS and ITS providers, LMP means a board-certified
or board-eligible child and adolescent psychiatrist licensed to prac-
tice in the State of Oregon.

(61) “Life skills training” means training that help individuals
develop skills and access resources needed to increase their
capacity to be successful and satisfied in the living, working, learn-
ing, and social environments of their choice.

(62) “Local Mental Health Authority (LMHA)” means one of
the following entities:

(a) The board of county commissioners of one or more
counties that establishes or operates a CMHP;

(b) The tribal council, in the case of a federally recognized
tribe of Native Americans that elects to enter into an agreement to
provide mental health services; or

(c) A regional local mental health authority comprised of two
or more boards of county commissioners.

(63) “Mandatory Reporter” means any public or private
official, as defined in ORS 419B.005(3), who comes in contact
with or has reasonable cause to believe that an individual has
suffered abuse, or that any person with whom the official comes in
contact with, has abused the individual. Pursuant to 430.765(2)
psychiatrists, psychologists, clergy and attorneys are not mandatory
reporters with regard to information received through communica-
tions that are privileged under 40.225 to 40.295.

(64) “Medicaid” means the federal grant-in-aid program to
state governments to provide medical assistance to eligible persons,
under Title XIX of the Social Security Act.

(65) “Medical Director” means a physician licensed to practice
medicine in the State of Oregon and who is designated by a
substance use disorders treatment program to be responsible for the
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program’s medical services, either as an employee or through a
contract.

(66) “Medical Supervision” means an LMP’s review and
approval, at least annually, of the medical appropriateness of
services and supports identified in the Service Plan for each indi-
vidual receiving mental health services for one or more continuous
years.

(67) “Medically Appropriate” means services and medical
supplies required for prevention, diagnosis or treatment of a
physical or behavioral health condition, or injuries, and which are:

(a) Consistent with the symptoms of a health condition or
treatment of a health condition;

(b) Appropriate with regard to standards of good health
practice and generally recognized by the relevant scientific com-
munity and professional standards of care as effective;

(c) Not solely for the convenience of an individual or a
provider of the service or medical supplies; and

(d) The most cost effective of the alternative levels of medical
services or medical supplies that can be safely provided to an
individual.

(68) “Mental Health Intern” means a person who meets quali-
fications for QMHA but does not have the necessary graduate
degree in psychology, social work or behavioral science field to
meet the educational requirement of QMHP. The person must:

(a) Be currently enrolled in a graduate program for a master’s
degree in psychology, social work or in a behavioral science field;

(b) Have a collaborative educational agreement with the
CMHP, or other provider, and the graduate program;

(c) Work within the scope of his/her practice and competencies
identified by the policies and procedures for credentialing of
clinical staff as established by provider; and

(d) Receive, at minimum, weekly supervision by a qualified
clinical supervisor employed by the provider of services.

(69) “Nursing Services” means services that are provided by a
registered nurse (RN) or a licensed practical nurse (LPN) within
their scope of practice as defined in OAR 851-045-0060.

(70) “Oregon Health Authority” means the Oregon Health
Authority of the State of Oregon.

(71) “Outpatient Substance Use Disorders Treatment Program”
means a program that provides assessment, treatment, and rehabil-
itation on a regularly scheduled basis or in response to crisis for
individuals with alcohol or other drug use disorders and their
family members, or significant others.

(72) “Outpatient Community Mental Health Services and
Supports” means all outpatient mental health services and supports
provided to children, youth and adults.

(73) “Outpatient Problem Gambling Treatment Services”
means all outpatient treatment services and supports provided to
individuals with gambling related problems and their families.

(74) “Outreach” means the delivery of behavioral health ser-
vices, referral services and case management services in non-tradi-
tional settings, such as, but not limited to, the individual’s
residence, shelters, streets, jails, transitional housing sites, drop-in
centers, single room occupancy hotels, child welfare settings, edu-
cational settings or medical settings. It also refers to attempts made
to engage or re-engage an individual in services by such means as
letters or telephone calls.

(75) “Peer” means any person supporting an individual, or a
family member of an individual, who has similar life experience,
either as a current or former recipient of addictions or mental
health services, or as a family member of an individual who is a
current or former recipient of addictions or mental health services.

(76) “Peer Delivered Services” means an array of agency or
community-based services and supports provided by peers, and
peer support specialists, to individuals or family members with
similar lived experience, that are designed to support the needs of
individuals and families as applicable.

(77) “Peer Support Specialist” means a person providing peer
delivered services to an individual or family member with similar
life experience, under the supervision of a qualified Clinical Super-
visor. A Peer Support Specialist must complete a Division approved

training program as required by OAR 410-180-0300 to 0380 and
be:

(a) A self-identified person currently or formerly receiving
mental health services; or

(b) A self-identified person in recovery from a substance use
or gambling disorder, who meets the abstinence requirements for
recovering staff in substance use disorders or gambling treatment
programs; or

(c) A family member of an individual who is a current or
former recipient of addictions or mental health services.

(78) “Problem Gambling Treatment Staff” means a person
certified or licensed by a health or allied provider agency to
provide problem gambling treatment services that include assess-
ment, development of a Service Plan, group and family counseling.

(79) “Program” means a particular type or level of service that
is organizationally distinct.

(80) “Program Administrator” or “Program Director” means a
person with appropriate professional qualifications and experience,
who is designated to manage the operation of a program.

(81) “Program Staff” means an employee or person who, by
contract with the program, provides a service and who has the
applicable competencies, qualifications or certification, required in
this rule to provide the service.

(82) “Provider” means a person, organizational provider, or
Community Mental Health Program as designated under ORS
430.637(b) that holds a current Certificate to provide outpatient
behavioral health treatment or prevention services pursuant to
these and applicable service delivery rules.

(83) “Psychiatric Security Review Board (PSRB)” means the
entity described in ORS 161.295 through 161.400.

(84) “Psychiatrist” means a physician licensed pursuant to
ORS 677.010 to 677.228 and 677.410 to 677.450 by the Board of
Medical Examiners for the State of Oregon and who has completed
an approved residency training program in psychiatry.

(85) “Psychiatry services” for the purposes of the ACT
program in Oregon means the prescribing and/or administering and
reviewing of medications and their side effects, includes both phar-
macological management as well as supports and training to the
individual. Psychiatry services must be provided by a psychiatrist
or a psychiatric nurse practitioner who is licensed by the Oregon
Medical Board.

(86) “Psychologist” means a psychologist licensed by the
Oregon Board of Psychologist Examiners.

(87) “Publicly Funded” means financial support, in part or in
full, with revenue generated by a local, state or federal government.

(88) “Qualified Mental Health Associate (QMHA)” means a
person delivering services under the direct supervision of a QMHP
who meets the minimum qualifications as authorized by the
LMHA, or designee, and specified in 309-019-0125(7).

(89) “Qualified Mental Health Professional (QMHP)” means
a LMP or any other person meeting the minimum qualifications as
authorized by the LMHA, or designee, and specified in 309-019-
0125(8).

(90) “Qualified Person” means a person who is a QMHP, or a
QMHA, and is identified by the PSRB and JPSRB in its Conditional
Release Order. This person is designated by the provider to deliver
or arrange and monitor the provision of the reports and services
required by the Conditional Release Order.

(91) “Quality Assessment and Performance Improvement”
means the structured, internal monitoring and evaluation of services
to improve processes, service delivery and service outcomes.

(92) “Recovery” means a process of healing and transformation
for a person to achieve full human potential and personhood in
leading a meaningful life in communities of his or her choice.

(93) “Representative” means a person who acts on behalf of
an individual, at the individual’s request, with respect to a
grievance, including, but not limited to a relative, friend, employee
of the Division, attorney or legal guardian.

(94) “Resilience” means the universal capacity that a person
uses to prevent, minimize, or overcome the effects of adversity.
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Resilience reflects a person’s strengths as protective factors and
assets for positive development.

(95) “Respite care” means planned and emergency supports
designed to provide temporary relief from care giving to maintain a
stable and safe living environment. Respite care can be provided in
or out of the home. Respite care includes supervision and behavior
support consistent with the strategies specified in the Service Plan.

(96) “Screening” means the process to determine whether the
individual needs further assessment to identify circumstances
requiring referrals or additional services and supports.

(97) “Screening Specialist” means a person who possesses
valid certification issued by the Division to conduct DUII evalua-
tions.

(98) “Service Plan” means a comprehensive plan for services
and supports provided to or coordinated for an individual and his or
her family, as applicable, that is reflective of the assessment and
the intended outcomes of service.

(99) “Service Note” means the written record of services and
supports provided, including documentation of progress toward
intended outcomes, consistent with the timelines stated in the
Service Plan.

(100) “Service Record” means the documentation, written or
electronic, regarding an individual and resulting from entry, assess-
ment, orientation, services and supports planning, services and
supports provided, and transfer.

(101) “Services” means those activities and treatments
described in the Service Plan that are intended to assist the individ-
ual’s transition to recovery from a substance use disorder, problem
gambling disorder or mental health condition, and to promote
resiliency, and rehabilitative and functional individual and family
outcomes.

(102) “Signature” means any written or electronic means of
entering the name, date of authentication and credentials of the per-
son providing a specific service or the person authorizing services
and supports. Signature also means any written or electronic means
of entering the name and date of authentication of the individual
receiving services, the guardian of the individual receiving services,
or any authorized representative of the individual receiving services.

(103) “Skills Training” means providing information and
training to individuals and families designed to assist with the
development of skills in areas including, but not limited to, anger
management, stress reduction, conflict resolution, self-esteem, par-
ent-child interactions, peer relations, drug and alcohol awareness,
behavior support, symptom management, accessing community
services and daily living.

(104) “Substance Abuse Prevention and Treatment Block
Grant” or “SAPT Block Grant” means the federal block grants for
prevention and treatment of substance abuse under Public Law
102-321 (31 U.S.C. 7301-7305) and the regulations published in
Title 45 Part 96 of the Code of Federal Regulations.

(105) “Substance Use Disorders” means disorders related to
the taking of a drug of abuse including alcohol, to the side effects
of a medication, and to a toxin exposure. The disorders include
substance use disorders such as substance dependence and substance
abuse, and substance-induced disorders, including substance intox-
ication, withdrawal, delirium, and dementia, as well as substance
induced psychotic disorder, mood disorder, etc., as defined in DSM
criteria.

(106) “Substance Use Disorders Treatment and Recovery Ser-
vices” means outpatient, intensive outpatient, and residential
services and supports for individuals with substance use disorders.

(107) “Substance Use Disorders Treatment Staff” means a
person certified or licensed by a health or allied provider agency to
provide substance use disorders treatment services that include
assessment, development of a Service Plan, and individual, group
and family counseling.

(108) “Successful DUII Completion” means that the DUII
program has documented in its records that for the period of
service deemed necessary by the program, the individual has:

(a) Met the completion criteria approved by the Division;

(b) Met the terms of the fee agreement between the provider
and the individual; and

(c) Demonstrated 90 days of continuous abstinence prior to
completion.

(109) “Supported Employment Services” are individualized
services that assist individuals to obtain and maintain integrated,
paid, competitive employment. Supported employment services
are provided in a manner that seeks to allow individuals to work
the maximum number of hours consistent with their preferences,
interests and abilities and are individually planned, based on per-
son-centered planning principles and evidence-based practices.

(110) “Supports” means activities, referrals and supportive
relationships designed to enhance the services delivered to individ-
uals and families for the purpose of facilitating progress toward
intended outcomes.

(111) “Symptom management” means to prevent or treat as
early as possible the symptoms of a disease, side effects caused by
treatment of a disease, and psychological, social, and spiritual
problems related to a disease or its treatment.

(112) “Time-unlimited services” means services are provided
not on the basis of predetermined timelines but as long as they are
medically appropriate.

(113) “Transfer” means the process of assisting an individual
to transition from the current services to the next appropriate
setting or level of care.

(114) “Trauma Informed Services” means services that are
reflective of the consideration and evaluation of the role that
trauma plays in the lives of people seeking mental health and
addictions services, including recognition of the traumatic effect of
misdiagnosis and coercive treatment. Services are responsive to the
vulnerabilities of trauma survivors and are delivered in a way that
avoids inadvertent re-traumatization and facilitates individual
direction of services.

(115) “Treatment” means the planned, medically appropriate,
individualized program of medical, psychological, and rehabilitative
procedures, experiences and activities designed to remediate symp-
toms of a DSM diagnosis, that are included in the Service Plan.

(116) “Urinalysis Test” means an initial test and, if positive, a
confirmatory test:

(a) An initial test must include, at a minimum, a sensitive,
rapid, and inexpensive immunoassay screen to eliminate “true neg-
ative” specimens from further consideration.

(b) A confirmatory test is a second analytical procedure used
to identify the presence of a specific drug or metabolite in a urine
specimen. The confirmatory test must be by a different analytical
method from that of the initial test to ensure reliability and
accuracy.

(c) All urinalysis tests must be performed by laboratories
meeting the requirements of OAR 333-024-0305 to 333-024-0365.

(117) “Urgent” means the onset of symptoms requiring
attention within 48 hours to prevent a serious deterioration in an
individual’s mental or physical health or threat to safety.

(118) “Variance” means an exception from a provision of
these rules, granted in writing by the Division pursuant to the
process regulated by OAR 309-008-1600, upon written application
from the provider. Duration of a variance is determined on a case-
by-case basis.

(119) “Vocational services” for the purposes of the ACT pro-
gram in Oregon means employment support services that will lead
to competitive integrated employment. The Division encourages
the use of fidelity IPS Supported Employment for providing voca-
tional services within the ACT program.

(120) “Volunteer” means an individual who provides a
program service or who takes part in a program service and who is
not an employee of the program and is not paid for services. The
services must be non-clinical unless the individual has the required
credentials to provide a clinical service.

(121) “Warm Handoff”” means the process of transferring an
individual from one provider to another, prior to discharge, which
includes face-to-face meeting(s) with an individual, and which
coordinates the transfer of responsibility for the individual’s
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ongoing care and continuing treatment and services. A warm
handoft shall either:

(a) Include a face-to-face meeting with the community
provider and the individual, and if possible, hospital staff; or

(b) Provide a transitional team to support the individual, serve
as a bridge between the hospital and the community provider, and
ensure that the individual connects with the community provider.
For warm handoffs under subparagraph (b), the transitional team
shall meet face to face with the individual, and if possible, with
hospital staff, prior to discharge. Face-to-face in person meetings
are preferable for warm handoffs. However, a face-to-face meeting
may be accomplished through technological solutions that provide
two-way video-like communication on a secure line (“telehealth”),
when either distance is a barrier to an in person meeting or individ-
ualized clinical criteria support the use of telehealth.

(122) “Wellness” means an approach to healthcare that
emphasizes good physical and mental health, preventing illness,
and prolonging life.

(123) “Young Adult in Transition” means an individual who is
developmentally transitioning into independence, sometime between

the ages of 14 and 25.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0110
Provider Policies

(1) Personnel Policies: All providers must develop and imple-
ment written personnel policies and specific procedures, compliant
with these rules and other applicable rules or regulatory mandates,
including:

(a) Personnel Qualifications and Credentialing;

(b) Mandatory abuse reporting, compliant with ORS 430.735-
430.768 and OAR 943-045-0250 through 943-045-0370;

(c) Criminal Records Checks, compliant with ORS 181.533
through 181.575 and 407-007-0000 through 407-007-0370; and

(d) Fraud, waste and abuse in Federal Medicaid and Medicare
programs compliant with OAR 410-120-1380 and 410-120-1510.

(2) Service Delivery Policies: All providers must develop and
implement written service delivery policies and specific procedures,
compliant with these rules.

(a) Service delivery policies must be available to individuals
and family members upon request; and

(b) Service delivery policies and procedures must include, at a
minimum:

(A) Fee agreements;

(B) Confidentiality and compliance with HIPAA, Federal
Confidentiality Regulations (42 CFR, Part 2), and State confiden-
tiality regulations as specified in ORS 179.505 and 192.518
through 192.530;

(C) Compliance with Title 2 of the Americans with Disabilities
Act of 1990 (ADA);

(D) Grievances and Appeals;

(E) Individual Rights;

(F) Quality Assessment and Performance Improvement;

(G) Trauma Informed Service Delivery, consistent with the
AMH Trauma Informed Services Policy;

(H) Provision of culturally and linguistically appropriate ser-
vices;

(D) Crisis Prevention and Response; and

(J) Incident Reporting.

(3) Behavior Support Policies: Providers of ECS Services
must develop policies consistent with 309-019-0155(3) of these

rules.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428 205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413522, 430.010, 430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955,
461.549, 743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0115
Individual Rights

(1) In addition to all applicable statutory and constitutional
rights, every individual receiving services has the right to:

(a) Choose from available services and supports, those that
are consistent with the Service Plan, culturally competent, provided
in the most integrated setting in the community and under
conditions that are least restrictive to the individual’s liberty, that
are least intrusive to the individual and that provide for the greatest
degree of independence;

(b) Be treated with dignity and respect;

(c) Participate in the development of a written Service Plan,
receive services consistent with that plan and participate in periodic
review and reassessment of service and support needs, assist in the
development of the plan, and to receive a copy of the written
Service Plan;

(d) Have all services explained, including expected outcomes
and possible risks;

(e) Confidentiality, and the right to consent to disclosure in
accordance with ORS 107.154, 179.505, 179.507, 192.515, 192.507,
42 CFR Part 2 and 45 CFR Part 205.50.

(f) Give informed consent in writing prior to the start of ser-
vices, except in a medical emergency or as otherwise permitted by
law. Minor children may give informed consent to services in the
following circumstances:

(A) Under age 18 and lawfully married;

(B) Age 16 or older and legally emancipated by the court; or

(C) Age 14 or older for outpatient services only. For purposes
of informed consent, outpatient service does not include service
provided in residential programs or in day or partial hospitalization
programs;

(g) Inspect their Service Record in accordance with ORS
179.505;

(h) Refuse participation in experimentation;

(i) Receive medication specific to the individual’s diagnosed
clinical needs;

(j) Receive prior notice of transfer, unless the circumstances
necessitating transfer pose a threat to health and safety;

(k) Be free from abuse or neglect and to report any incident of
abuse or neglect without being subject to retaliation;

(1) Have religious freedom;

(m) Be free from seclusion and restraint;

(n) Be informed at the start of services, and periodically there-
after, of the rights guaranteed by this rule;

(o) Be informed of the policies and procedures, service agree-
ments and fees applicable to the services provided, and to have a
custodial parent, guardian, or representative, assist with under-
standing any information presented;

(p) Have family and guardian involvement in service planning
and delivery;

(q) Make a declaration for mental health treatment, when
legally an adult;

(r) File grievances, including appealing decisions resulting
from the grievance;

(s) Exercise all rights set forth in ORS 109.610 through
109.697 if the individual is a child, as defined by these rules;

(t) Exercise all rights set forth in ORS 426.385 if the
individual is committed to the Authority; and

(u) Exercise all rights described in this rule without any form
of reprisal or punishment.

(2) Notification of Rights: The provider must give to the indi-
vidual and, if appropriate, the guardian, a document that describes
the applicable individual’s rights as follows:

(a) Information given to the individual must be in written
form or, upon request, in an alternative format or language appro-
priate to the individual’s need;

(b) The rights, and how to exercise them, must be explained to
the individual, and if appropriate, to her or his guardian; and

Oregon Administrative Rules Compilation

2017 Edition

5-312

(11-15-16)



Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

(c) Individual rights must be posted in writing in a common
area.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -
428.270,430.640 & 443.450

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380- 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460, 443.991, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14

309-019-0120
Licensing and Credentialing

Program staff in the following positions must meet applicable
credentialing or licensing standards, including those outlined in
these rules:

(1) Substance Use Disorders Treatment Staff;

(2) Clinical Supervisors;

(3) LMPs;

(4) Medical Directors;

(5) Peer Support Specialists;

(6) Problem Gambling Treatment Staff;

(7) QMHAs; and

(8) QMHPs.

Stat. Auth.: ORS 428.205 - 428.270,430.256, 430.640

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -

413.522,,430.010, 430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955,

461.549,743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14

309-019-0125
Specific Staff Qualifications and Competencies

(1) Program Administrators or Program Directors must demon-
strate competence in leadership, program planning and budgeting,
fiscal management, supervision of program staff, personnel man-
agement, program staff performance assessment, use of data,
reporting, program evaluation, quality assurance, and developing
and coordinating community resources.

(2) Clinical Supervisors in all programs must demonstrate
competence in leadership, wellness, oversight and evaluation of
services, staff development, service planning, case management
and coordination, utilization of community resources, group,
family and individual therapy or counseling, documentation and
rationale for services to promote intended outcomes and imple-
mentation of all provider policies.

(3) Clinical supervisors in mental health programs must meet
QMHP requirements and have completed two years of post-
graduate clinical experience in a mental health treatment setting.

(4) Clinical Supervisors in substance use disorders treatment
programs must be certified or licensed by a health or allied
provider agency as follows:

(a) For supervisors holding a certification or license in
addiction counseling, qualifications for the certificate or license
must have included at least:

(A) 4000 hours of supervised experience in substance use
counseling;

(B) 300 contact hours of education and training in substance
use related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(b) For supervisors holding a health or allied provider license,
the license or registration must have been issued by one of the fol-
lowing state bodies and the supervisor must possess documentation
of at least 120 contact hours of academic or continuing professional
education in the treatment of substance use disorders:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(c) Additionally, clinical supervisors in substance use disorders
programs must have one of the following qualifications:

(A) Five years of paid full-time experience in the field of sub-
stance use disorders counseling; or

(B) A Bachelor’s degree and four years of paid full-time expe-
rience in the social services field, with a minimum of two years of
direct substance use disorders counseling experience; or

(C) A Master’s degree and three years of paid full-time expe-
rience in the social services field with a minimum of two years of
direct substance use disorders counseling experience;

(5) Clinical Supervisors in problem gambling treatment pro-
grams must meet the requirements for clinical supervisors in either
mental health or substance use disorders treatment programs, and
have completed 10 hours of gambling specific training within two
years of designation as a problem gambling services supervisor.

(6) Substance use disorders treatment staff must:

(a) Demonstrate competence in treatment of substance-use
disorders including individual assessment and individual, group,
family and other counseling techniques, program policies and pro-
cedures for service delivery and documentation, and identification,
implementation and coordination of services identified to facilitate
intended outcomes; and

(b) Be certified or licensed by a health or allied provider
agency, as defined in these rules, to provide addiction treatment
within two years of the first hire date and must make application
for certification no later than six months following that date. The
two years is not renewable if the person ends employment with a
provider and becomes re-employed with another provider.

(c) For treatment staff holding certification in addiction coun-
seling, qualifications for the certificate must have included at least:
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(A) 750 hours of supervised experience in substance use
counseling;

(B) 150 contact hours of education and training in substance
use related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(d) For treatment staff holding a health or allied provider
license, the license or registration must have been issued by one of
the following state bodies and the person must possess documenta-
tion of at least 60 contact hours of academic or continuing profes-
sional education in substance use disorders treatment:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(7) Problem Gambling treatment staff must:

(a) Demonstrate competence in treatment of problem gambling
including individual assessment and individual, group, family and
other counseling techniques, program policies and procedures for
service delivery and documentation, and identification, implemen-
tation and coordination of services identified to facilitate intended
outcomes.

(b) Be certified or licensed by a health or allied provider
agency, as defined in these rules, to provide problem gambling
treatment within two years of the first hire date and must make
application for certification no later than six months following that
date. The two years is not renewable if the person ends employment
with a provider and becomes re-employed with another provider.

(c) For treatment staff holding certification in problem
gambling counseling, qualifications for the certificate must have
included at least:

(A) 500 hours of supervised experience in problem gambling
counseling;

(B) 60 contact hours of education and training in problem
gambling related subjects; and

(C) Successful completion of a written objective examination
or portfolio review by the certifying body.

(d) For treatment staff holding a health or allied provider
license, the license or registration must have been issued by one of
the following state bodies and the person must possess documenta-
tion of at least 60 contact hours of academic or continuing profes-
sional education in problem gambling treatment:

(A) Board of Medical Examiners;

(B) Board of Psychologist Examiners;

(C) Board of Licensed Social Workers;

(D) Board of Licensed Professional Counselors and Therapists;
or

(E) Board of Nursing.

(8) QMHAs must demonstrate the ability to communicate
effectively, understand mental health assessment, treatment and
service terminology and apply each of these concepts, implement
skills development strategies, and identify, implement and coordinate
the services and supports identified in a Service Plan. In addition,
QMHASs must also meet the follow minimum qualifications:

(a) Bachelor’s degree in a behavioral science field; or

(b) A combination of at least three years of relevant work,
education, training or experience; or

(c) A qualified Mental Health Intern, as defined in 309-019-
0105(61).

(9) QMHPs must demonstrate the ability to conduct an assess-
ment, including identifying precipitating events, gathering histories
of mental and physical health, substance use, past mental health
services and criminal justice contacts, assessing family, cultural,
social and work relationships, and conducting a mental status
examination, complete a DSM diagnosis, write and supervise the
implementation of a Service Plan and provide individual, family or
group therapy within the scope of their training. In addition,
QMHPs must also meet the following minimum qualifications:

(a) Bachelor’s degree in nursing and licensed by the State or
Oregon;

(b) Bachelor’s degree in occupational therapy and licensed by
the State of Oregon;

(c) Graduate degree in psychology;

(d) Graduate degree in social work;

(e) Graduate degree in recreational, art, or music therapy;

(f) Graduate degree in a behavioral science field; or

(g) A qualified Mental Health Intern, as defined in 309-019-
0105(61).

(10) Peer support specialists must demonstrate knowledge of
approaches to support others in recovery and resiliency, and
demonstrate efforts at self-directed recovery.

(11) Recovering Staff: Program staff, contractors, volunteers
and interns recovering from a substance use disorder, providing
treatment services or peer support services in substance use
disorders treatment programs, must be able to document continuous
abstinence under independent living conditions or recovery housing
for the immediate past two years.

Stat. Auth.: ORS 161.390,413.042, 428.205 - 428.270, 430.256, 430.640

Stats. Implemented: ORS 109.675, 413.520 - 413.522, 426.380, 430.010,

430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549, 743A.168,

813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14; MHS 1-2015(Temp), f. & cert. ef. 3-25-15 thru 9-20-15;

MHS 3-2015, f. & cert. ef. 5-28-15; MHS 11-2016(Temp), f. 6-29-16, cert. ef.
7-1-16 thru 12-27-16

309-019-0130
Personnel Documentation, Training and Supervision

(1) Providers must maintain personnel records for each
program staff which contains all of the following documentation:

(a) Where required, verification of a criminal record check
consistent with OAR 407-007-0000 through 407-007-0370;

(b) A current job description that includes applicable compe-
tencies;

(c) Copies of relevant licensure or certification, diploma, or
certified transcripts from an accredited college, indicating that the
program staff meets applicable qualifications;

(d) Periodic performance appraisals;

(e) Staff orientation documentation; and

(f) Disciplinary documentation;

(g) Documentation of trainings required by this or other appli-
cable rules; and

(h) Documentation of clinical and non-clinical supervision.

(2) Providers utilizing contractors, interns or volunteers must
maintain the following documentation, as applicable:

(a) A contract or written agreement;

(b) A signed confidentiality agreement;

(c) Orientation documentation; and

(d) For subject individuals, verification of a criminal records
check consistent with OAR 407-007-0000 through 407-007-0370.

(3) Training: Providers must ensure that program staff receives
training applicable to the specific population for whom services are
planned, delivered, or supervised as follows:

(a) Orientation training: The program must document appro-
priate orientation training for each program staff, or person
providing services, within 30 days of the hire date. At minimum,
orientation training for all program staff must include, but not be
limited to,

(A) A review of crisis prevention and response procedures;

(B) Areview of emergency evacuation procedures;

(C) A review of program policies and procedures;

(D) A review of rights for individuals receiving services and
supports;

(E) Mandatory abuse reporting procedures;

(F) HIPAA, and Fraud, Waste and Abuse;

(G) Planning and implementing a warm handoff; and

(H) For Enhanced Care Services, positive behavior support
training.

(4) Clinical Supervision: Persons providing direct services
must receive supervision by a qualified Clinical Supervisor, as
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defined in these rules, related to the development, implementation
and outcome of services.

(a) Clinical supervision must be provided to assist program
staff and volunteers to increase their skills, improve quality of ser-
vices to individuals, and supervise program staff and volunteers’
compliance with program policies and procedures, including:

(b) Documentation of two hours per month of supervision for
each person supervised. The two hours must include one hour of
individual face-to-face contact for each person supervised, or a
proportional level of supervision for part-time program staff. Indi-
vidual face-to-face contact may include real time, two-way audio
visual conferencing;

(c) Documentation of two hours of quarterly supervision for
program staff holding a health or allied provider license, including
at least one hour of individual face-to-face contact for each person
supervised; or

(d) Documentation of weekly supervision for program staff

meeting the definition of Mental Health Intern.
Stat. Auth.: ORS 161.390, 413.042, 428.205 - 428.270, 430.256, 430.640
Stats. Implemented: ORS 109.675, 413.520 - 413.522, 426.380, 430.010,
430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549, 743A.168,
813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0135
Entry and Assessment

(1) Entry Process: The program must utilize an entry procedure
to ensure the following:

(a) Individuals must be considered for entry without regard to
race, ethnicity, gender, gender identity, gender presentation, sexual
orientation, religion, creed, national origin, age, except when pro-
gram eligibility is restricted to children, adults or older adults,
familial status, marital status, source of income, and disability.

(b) Individuals must receive services in the most timely
manner feasible consistent with the presenting circumstances.

(c) Written informed consent for services must be obtained
from the individual or guardian, if applicable, prior to the start of
services. If such consent is not obtained, the reason must be docu-
mented and further attempts to obtain informed consent must be
made as appropriate.

(d) The provider must develop and maintain adequate clinical
records and other documentation which supports the specific care,
items, or services for which payment has been requested.

(e) The provider must report the entry of all individuals on the
mandated state data system.

(f) In accordance with ORS 179.505 and HIPAA, an autho-
rization for the release of information must be obtained for any
confidential information concerning the individual being considered
for, or receiving, services.

(g) Orientation: At the time of entry, the program must offer to
the individual and guardian if applicable, written program orientation
information. The written information must be in a language under-
stood by the individual and must include:

(A) An opportunity to complete a declaration for mental
health treatment with the individual’s participation and informed
consent;

(B) A description of individual rights consistent with these
rules;

(C) Policies concerning grievances;

(D) Notice of privacy practices; and

(E) An opportunity to register to vote.

(2) Entry Priority: Entry of individuals whose services are
funded by the SAPT Block Grant, must be prioritized in the follow-
ing order:

(A) Women who are pregnant and using substances intra-
venously;

(B) Women who are pregnant;

(C) Individuals who are using substances intravenously; and

(D) Women with dependent children.

(3) Assessment:

(a) At the time of entry, an assessment must be completed.

(b) The assessment must be completed by qualified program
staff as follows:

(A) A QMHP in mental health programs. A QMHA may assist
in the gathering and compiling of information to be included in the
assessment.

(B) Supervisory or treatment staff in substance use disorders
treatment programs, and

(C) Supervisory or treatment staff in problem gambling treat-
ment programs.

(c) Each assessment must include sufficient information and
documentation to justify the presence of a diagnosis that is the
medically appropriate reason for services.

(d) For Substance Use Disorders services, each assessment
must be consistent with the dimensions described in the ASAM
PPC, and must document a diagnosis and level of care determination
consistent with the DSM and ASAM PPC.

(e) When the assessment process determines the presence of
co-occurring substance use and mental health disorders, or any sig-
nificant risk to health and safety, all providers must document
referral for further assessment, planning and intervention from an
appropriate professional, either with the same provider or with a
collaborative community provider.

(e) Providers must periodically update assessments as appli-
cable, when there are changes in clinical circumstances; and

(f) Any individual continuing to receive mental health services
for one or more continuous years, must receive an annual

assessment by a QMHP.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0140
Service Plan and Service Notes

(1) The Service Plan must be a written, individualized plan to
improve the individual’s condition to the point where the individual’s
continued participation in the program is no longer necessary. The
Service Plan is included in the individual’s service record and
must:

(a) Be completed prior to the start of services;

(b) Reflect the assessment and the level of care to be
provided;

(c) Include the participation of the individual and family
members, as applicable;

(d) Include a description of all warm handoff planning and
implementation; and

(d) Be completed by qualified program staff as follows:

(A) A QMHP in mental health programs;

(B) Supervisory or treatment staff in substance use disorders
treatment programs, and

(C) Supervisory or treatment staff in problem gambling treat-
ment programs.

(e) For mental health services, a QMHP, who is also a licensed
health care professional, must recommend the services and supports
by signing the Service plan within ten (10) business days of the
start of services; and

(f) ALMP must approve the Service Plan at least annually for
each individual receiving mental health services for one or more
continuous years. The LMP may designate annual clinical oversight
by documenting the designation to a specific licensed health care
professional.

(2) At minimum, each Service Plan must include:

(a) Individualized treatment objectives;

(b) The specific services and supports that will be used to
meet the treatment objectives;

(c) A projected schedule for service delivery, including the
expected frequency and duration of each type of planned therapeutic
session or encounter;

(d) The type of personnel that will be furnishing the services;
and
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(e) A projected schedule for re-evaluating the Service Plan.

(3) Service Notes:

(a) Providers must document each service and support. A Ser-
vice Note, at minimum, must include:

(A) The specific services rendered;

(B) The date, time of service, and the actual amount of time
the services were rendered;

(C) Who rendered the services;

(D) The setting in which the services were rendered;

(E) The relationship of the services to the treatment regimen
described in the Service Plan; and

(F) Periodic Updates describing the individual’s progress.

(4) Decisions to transfer individuals must be documented,

including the reason for the transfer.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0145
Co-Occurring Mental Health and Substance Use Disorders
(COD)

Providers approved under OAR 309-008-0000 and designated
to provide services and supports for individuals diagnosed with
COD must provide concurrent service and support planning and
delivery for substance use, gambling disorder, and mental health
diagnosis, including integrated assessment, Service Plan and
Service Record.

Stat. Auth.: ORS 430.640

Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,

430.850 - 430.955

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-

27-16

309-019-0150
Outpatient Mental Health Services to Children and Adults

(1) Crisis services must be provided directly or through
linkage to a local crisis services provider and must include the fol-
lowing:

(a) 24 hours, seven days per week telephone or face-to-face
screening to determine an individual’s need for immediate commu-
nity mental health services; and

(b) 24 hour, seven days per week capability to conduct, by or
under the supervision of a QMHP, an assessment resulting in a Ser-
vice Plan that includes the crisis services necessary to assist the
individual and family to stabilize and transition to the appropriate
level of care.

(2) Available case management services must be provided,
including the following:

(a) Assistance in applying for benefits to which the individual
may be entitled. Program staff must assist individuals in gaining
access to, and maintaining, resources such as Social Security bene-
fits, general assistance, food stamps, vocational rehabilitation, and
housing. When needed, program staff must arrange transportation
or accompany individuals to help them apply for benefits; and

(b) Referral and coordination to help individuals gain access
to services and supports identified in the Service Plan;

(3) When significant health and safety concerns are identified,
program staff must assure that necessary services or actions occur

to address the identified health and safety needs for the individual.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0155
Enhanced Care Services and Enhanced Care Outreach Services

(1) Services will be provided in a facility or program approved
by the Department of Human Services (DHS), Aging and People
with Disabilities (APD) as follows:

(a) Enhanced Care Services (ECS) must be provided in desig-
nated DHS licensed facilities that have a multipurpose room, an
environment with low stimulation, an accessible outdoor space
with a covered area, security doors, a refrigerator, a microwave
conveniently located for program activities, space for interdisci-
plinary meetings, space for mental health treatment and space for
storage of records. A minimum of one private room is required in
facilities opened after January 1, 1994; and

(b) Enhanced Care Outreach Services (ECOS) must be
provided to residents of DHS licensed facilities and include indi-
vidualized wrap-around rehabilitative mental health services.

(2) To be eligible for ECS/ECOS an individual must:

(a) Be APD service eligible;

(b) Meet the diagnostic criteria of severe mental illness with
problematic behavior or be approved by the Enhanced Care
Services Team;

(c) Require intensive community mental health services to
transition to a lower level of care;

(d) Have a history of multiple APD placements due to prob-
lematic behavior; and

(e) Be currently or have been a patient at Oregon State
Hospital or have received in-patient services in an acute psychiatric
unit for over 14 days and have been referred to non-enhanced APD
facilities and denied admission due to severe mental illness with
problematic behavior and be currently exhibiting two or more of
the following: self-endangering behavior, aggressive behavior,
intrusive behavior, intractable psychiatric symptoms, medication
needs, sexually inappropriate behavior and elopement behavior.

(3) ECS/ECOS providers must:

(a) For ECS, provide a minimum of 12 hours per day, 7 days
per week of mental health services, provided or arranged for by the
contracted mental health provider. Services must include a minimum
of 3 hours rehabilitative services per day;

(b) For ECOS, services based on the assessed need of the indi-
vidual will not exceed 5 days per week;

(c) Coordinate Interdisciplinary team meetings (IDT) to
develop the Service Plan, review the behavior support plan and to
coordinate care planning with the DHS licensed provider staff,
APD case manager, QMHP, prescriber and related professionals
such as DHS licensed facility/program direct care staff, DHS
licensed facility RN and facility administrator. IDTs in ECS pro-
grams must be held weekly and at least quarterly for ECOS;

(d) Conduct quarterly mental health in-service trainings for
DHS-licensed providers and related program staff providing
services to ECS/ECOS recipients; and

(e) Ensure the availability of crisis services staffed by a
QMHP, or the local CMHP, available to the ECS/ECOS provider
and DHS licensed facility direct care staff 24-hours per day.

(4) Behavior support services must be designed to facilitate
positive alternatives to challenging behavior, and to assist the indi-
vidual in developing adaptive and functional living skills. Providers
must:

(a) Develop and implement individual behavior support strate-
gies, based on a functional or other clinically appropriate assessment
of challenging behavior;

(b) Document the behavior support strategies and measures
for tracking progress as a behavior support plan in the Service
Plan;

(c) Establish a framework which assures individualized
positive behavior support practices throughout the program and
articulates a rationale consistent with the philosophies supported
by the Division, including the Division’s Trauma-informed Services
Policy;

(d) Obtain informed consent from the individual or guardian,
if one is appointed, in the use of behavior support strategies and
communicate both verbally and in writing the information to the
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individual or guardian, if one is appointed, in a language under-
stood;

(e) Establish outcome-based tracking methods to measure the
effectiveness of behavior support strategies in:

(A) The use of least restrictive interventions possible; and

(B) Increasing positive behavior.

(f) Require all program staff to receive quarterly mental health
in-service training in Evidence-based Practices to promote positive
behavior support and related to needs of each individual; and

(g) Review and update behavior support policies, procedures,
and practices annually.

(5) Providers must develop a transition plan for each individual
as part of the initial assessment process. Each individual’s mental
health service plan will reflect their transition goal and the supports
necessary to achieve transition.

(6) Staffing requirements:

(a) Each ECS/ECOS program must have a minimum of 1 FTE
QMHP for programs serving five or more individuals who is
responsible for coordinating entries, transitions and required IDT’s,
assuring the completion of individual assessments, mental health
service and behavior support plans; providing supervision of
QMHP’s and QMHA’s and to coordinate services and trainings
with facility staff;

(b) Each ECS/ECOS program must have psychiatric consulta-
tion available. For ECS programs serving more than 10 individuals,
the psychiatrist must participate.

(7) In ECS programs, the CMHP and the DHS licensed
provider must develop a written collaborative agreement that
addresses at minimum: risk management, census management,
staff levels, training, treatment and activity programs, entry and
transition procedures, a process for reporting and evaluating
critical incidents, record keeping, policy and procedure manuals,
dispute resolution and service coordination.

Stat. Auth.: ORS 161.390, 413.042, 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 430.010, 430.205 -

430.210, 430.240- 430.640, 430.850 - 430.955, 743A.168, 813.010 - 813.052

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14

309-019-0160
Psychiatric Security Review Board and Juvenile Psychiatric
Security Review Board

(1) Services and supports must include all appropriate services
determined necessary to assist the individual in maintaining com-
munity placement and which are consistent with Conditional
Release Orders and the Agreement to Conditional Release.

(2) Providers of PSRB and JPSRB services acting through the
designated Qualified Person, must submit reports to the PSRB or
JPSRB as follows:

(a) Orders for Evaluation: For individuals under the jurisdiction
of the PSRB or the JPSRB, providers must take the following
action upon receipt of an Order for Evaluation:

(A) Within 15 days of receipt of the Order, schedule an inter-
view with the individual for the purpose of initiating or conducting
the evaluation;

(B) Appoint a QMHP to conduct the evaluation and to provide
an evaluation report to the PSRB or JPSRB;

(C) Within 30 days of the evaluation interview, submit the
evaluation report to the PSRB or JPSRB responding to the
questions asked in the Order for Evaluation; and

(D) If supervision by the provider is recommended, notify the
PSRB or JPSRB of the name of the person designated to serve as
the individual’s Qualified Person, who must be primarily responsible
for delivering or arranging for the delivery of services and the sub-
mission of reports under these rules.

(b) Monthly reports consistent with PSRB or JPSRB reporting
requirements as specified in the Conditional Release Order that
summarize the individual’s adherence to Conditional Release
requirements and general progress; and

(c) Interim reports, including immediate reports by phone, if
necessary, to ensure the public or individual’s safety including:

(A) At the time of any significant change in the individual’s
health, legal, employment or other status which may affect compli-
ance with Conditional Release orders;

(B) Upon noting major symptoms requiring psychiatric stabi-
lization or hospitalization;

(C) Upon noting any other major change in the individual’s
Service Plan;

(D) Upon learning of any violations of the Conditional
Release Order; and

(E) At any other time when, in the opinion of the Qualified
Person, such an interim report is needed to assist the individual.

(3) PSRB and JPSRB providers must submit copies of all
monthly reports and interim reports to both the PSRB or JPSRB
and the Division.

(4) When the individual is under the jurisdiction of the PSRB
or JPSRB, providers must include the following additional docu-
mentation in the Service Record:

(a) Monthly reports to the PSRB or JPSRB;

(b) Interim reports, as applicable;

(c) The PSRB or JPSRB Initial Evaluation; and

(d) A copy of the Conditional Order of Release.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -
428270, 430.640 & 443.450

Stats. Tmplemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380- 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443 460, 443.991

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0165
Intensive Community-Based Treatment and Support Services
(ICTS) for Children

(1) ICTS services may be delivered at a clinic, facility, home,
school, other provider or allied agency location or other setting as
identified by the child and family team. In addition to services
specified by the Service Plan and the standards for outpatient
mental health services, ICTS services must include:

(a) Care coordination provided by a QMHP or a QMHA
supervised by a QMHP;

(b) A child and family team, as defined in these rules;

(c) Service coordination planning, to be developed by the
child and family team;

(d) Review of progress at child and family team meetings to
occur at a frequency determined by the child and family team and
consistent with needs;

(e) A Proactive safety and crisis plan developed by the child
and family team, including:

(A) Strategies designed to facilitate positive alternatives to
challenging behavior and to assist the individual in developing
adaptive and functional living skills;

(B Strategies to avert potential crisis without placement dis-
ruptions;

(C) Professional and natural supports to provide 24 hours,
seven days per week flexible response; and

(D) Documented informed consent from the parent or guardian.

(2) ICTS providers must include the following additional doc-
umentation in the Service Record:

(a) Level of Service Intensity Determination;

(b) Names and contact information of the members of the
child and family team;

(c) Documented identification of strengths and needs;

(d) A summary and review of service coordination planning
by the participating team members; and

(e) A proactive safety and crisis plan.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 430.010, 430.205 -
430.210, 430.240- 430.640, 430.850 - 430.955

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0170
Outpatient Problem Gambling Treatment Services

These services include group, individual and family treatment
consistent with the following requirements:
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(1) The first offered service appointment must be five business
days or less from the date of request for services;

(2) Service sessions must address the challenges of the indi-
vidual as they relate, directly or indirectly, to the problem gambling
behavior;

(3) Telephone counseling: Providers may provide telephone
counseling when person-to-person contact would involve an unwise
delay, as follows:

(a) Individual must be currently enrolled in the problem gam-
bling treatment program;

(b) Phone counseling must be provided by a qualified program
staff within their scope of practice;

(c) Service Notes for phone counseling must follow the same
criteria as face-to-face counseling and identify the session was con-
ducted by phone and the clinical rationale for the phone session;

(d) Telephone counseling must meet HIPAA and 42 CFR stan-
dards for privacy; and

(e) There must be an agreement of informed consent for
phone counseling that is discussed with the individual and docu-
mented in the individual’s service record.

(4) Family Counseling: Family counseling includes face-to-
face or non face-to-face service sessions between a program staff
member delivering the service and a family member whose life has
been negatively impacted by gambling.

(a) Service sessions must address the problems of the family
member as they relate directly or indirectly to the problem
gambling behavior; and

(b) Services to the family must be offered even if the
individual identified as a problem gambler is unwilling, or unavail-
able to accept services.

(5) 24-hour crisis response accomplished through agreement
with other crisis services, on-call program staff or other arrangement
acceptable to the Division.

(6) A financial assessment must be included in the entry
process and documented in the assessment; and

(7) The service plan must include a financial component, con-
sistent with the financial assessment.

(8) A risk assessment for suicide ideation must be included in
the entry process and documented in the assessment, as well as
appropriate referrals made; and

(9) The service plan must address suicidal risks if determined

within the assessment process.
Stat. Auth.: ORS 161.390, 428.205 - 428.270, 430.640, 461.549
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 409.430 -
409.435, 426.380- 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991,461.549
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 1-2015(Temp), f. & cert. ef. 3-25-15 thru 9-20-15;
MHS 3-2015, f. & cert. ef. 5-28-15

309-019-0175
Outpatient Substance Use Disorders Treatment and Recovery
Services

(1) Interim Referral and Information Services: Pregnant
women or other individuals using substances intravenously, whose
services are funded by the SAPT Block Grant, must receive interim
referrals and information prior to entry, to reduce the adverse
health effects of substance use, promote the health of the individual,
and reduce the risk of transmission of disease. At a minimum,
interim referral and informational services must include:

(a) Counseling and education about blood borne pathogens
including Hepatitis, HIV, STDs and Tuberculosis (TB); the risks of
needle and paraphernalia sharing and the likelihood of transmission
to sexual partners and infants;

(b) Counseling and education about steps that can decrease
the likelihood of Hepatitis, HIV, STD, and TB transmission;

(c) Referral for Hepatitis, HIV, STD and TB testing, vaccine
or care services if necessary; and

(d) For pregnant women, counseling on the likelihood of
blood borne pathogen transmission as well as the effects of alcohol,
tobacco and other drug use on the fetus and referral for prenatal
care.

(2) Culturally Specific Services: Programs approved and des-
ignated as culturally specific programs must meet the following
criteria:

(a) Serve a majority of individuals representing culturally spe-
cific populations;

(b) Maintain a current demographic and cultural profile of the
community;

(c) Ensure that individuals from the identified cultural group
receive effective and respectful care that is provided in a manner
compatible with their cultural health beliefs, practices, and preferred
language;

(d) Implement strategies to recruit, retain, and promote a
diverse staff at all levels of the organization that are representative
of the population being served;

(e) Ensure that staff at all levels and across all disciplines
receive ongoing education and training in culturally and linguistically
appropriate service delivery;

(f) Providers should ensure that a majority of the substance
use disorders treatment staff be representative of the specific
culture being served;

(g) Ensure that individuals are offered customer satisfaction
surveys that address all areas of service and that the results of the
surveys are used for quality improvement;

(h) Consider race, ethnicity, and language data in measuring
customer satisfaction;

(1) Develop and implement cultural competency policies;

(j) Ensure that data on individual’s race, ethnicity, and spoken
and written language are collected in health records, integrated into
the organization’s management information systems, and periodi-
cally updated;

(k) Develop and maintain a Governing or Advisory Board as
follows:

(A) Have a majority representation of the culturally specific
group being served;

(B) Receive training concerning the significance of culturally
relevant services and supports;

(C) Meet at least quarterly; and

(D) Monitor agency quality improvement mechanisms and
evaluate the ongoing effectiveness and implementation of culturally
relevant services (CLAS) and supports within the organization.

(1) Maintain accessibility to culturally specific populations
including:

(A) The physical location of the program must be within close
proximity to the culturally specific populations;

(B) Where available, public transportation must be within
close proximity to the program; and

(C) Hours of service, telephone contact, and other accessibility
issues must be appropriate for the population.

(m) The physical facility where the culturally specific services
are delivered must be psychologically comfortable for the group
including:

(A) Materials displayed must be culturally relevant; and

(B) Mass media programming (radio, television, etc.) must be
sensitive to cultural background;

(n) Other cultural differences must be considered and accom-
modated when possible, such as the need or desire to bring family
members to the facility, play areas for small children and related
accommodations; and

(o) Ensure that grievance processes are culturally and linguis-
tically sensitive and capable of identifying, preventing and resolving

cross-cultural conflicts or complaints.
Stat. Auth.: ORS 413.042, 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,
430.850 - 430.955, 443.400 - 443.460,443.991
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14
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309-019-0180
Outpatient Adolescent Substance Use Disorders Treatment
and Recovery Services

Programs approved to provide adolescent substance use disor-
ders treatment services or those with adolescent-designated service
funding must meet the following standards:

(1) Development of Service Plans and case management ser-
vices must include participation of parents, other family members,
schools, children’s services agencies, and juvenile corrections, as
appropriate;

(2) Services, or appropriate referrals, must include:

(a) Family counseling;

(b) Community and social skills training; and

(c) Smoking cessation service.

(3) Continuing care services must be of appropriate duration
and designed to maximize recovery opportunities. The services
must include:

(a) Reintegration services and coordination with family and
schools;

(b) Youth dominated self-help groups where available;

(c) Linkage to emancipation services when appropriate; and

(d) Linkage to physical or sexual abuse counseling and

support services when appropriate.
Stat. Auth.: ORS 161.390,413.042, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161390 - 161.400, 430.010, 430.205 -
430.210,430.240- 430.640, 430.850 - 430.955, 743A.168, 813.010 - 813.052 &
813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0185
Outpatient Women’s Substance Use Disorders Treatment and
Recovery Programs

(1) Programs approved to provide women’s substance use dis-
orders treatment services or those with women-specific designated
service funding must meet the following standards:

(a) The Assessment must contain an evaluation that identifies
and assesses needs specific to women’s issues in service such as
social isolation, self-reliance, parenting issues, domestic violence,
women’s physical health, housing and financial considerations;

(b) The service plan must address all areas identified in the
assessment and applicable service coordination details to address
the identified needs;

(c) The program must provide or coordinate services and sup-
ports that meet the special access needs of women such as
childcare, mental health services, and transportation, as indicated;
and

(d) The program must provide, or coordinate, the following
services and supports unless clinically contraindicated:

(A) Gender-specific services and supports;

(B) Family services, including therapeutic services for children
in the custody of women in treatment;

(C) Reintegration with family;

(D) Peer delivered supports;

(E) Smoking cessation;

(F) Housing; and

(G) Transportation.

(2) Services must include the participation of family and other
agencies as appropriate, such as social service, child welfare, or
corrections agencies;

(3) Referral Services: The program must coordinate services
with the following, if indicated:

(a) Agencies providing services to women who have experi-
enced physical abuse, sexual abuse or other types of domestic vio-
lence; and

(b) Parenting training; and

(c) Continuing care treatment services must be consistent with
the ASAM PPC and must include referrals to female dominated
support groups where available; and

(4) Programs that receive SAPT Block Grant funding must
provide or coordinate the following services for pregnant women

and women with dependent children, including women who are
attempting to regain custody of their children:

(a) Primary medical care for women, including referral for
prenatal care and, while the women are receiving such services,
child care;

(b) Primary pediatric care, including immunizations for their
children;

(c) Gender specific substance abuse treatment and other ther-
apeutic interventions for women which may include, but are not
limited to:

(A) Relationship issues;

(B) Sexual and physical abuse;

(C) Parenting;

(D) Access to child care while the women are receiving these
services; and

(E) Therapeutic interventions for children in the custody of
women in treatment which may include, but are not limited to:

(1) Their developmental needs;

(i) Any issues concerning sexual and physical abuse, and
neglect; and

(iii) Sufficient case management and transportation to ensure

that women and their children have access to services.
Stat. Auth.: ORS 161.390, 413.042, 428205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 430.010, 430.205 -
430.210,430.240- 430.640,430.850 - 430.955,743A.168,813.010 - 813.052 &
813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0190
Community-Based Substance Use Treatment Programs for
Individuals in the Criminal Justice System

(1) These services and supports are for individuals who are
under the supervision of a probation officer or on parole or post-
prison supervision or participating in a drug treatment court
program or otherwise under the direct supervision of the court.

(2) Services and supports must incorporate interventions and
strategies that target criminogenic risk factors and include:

(a) Cognitive behavioral interventions;

(b) Motivational interventions;

(c) Relapse prevention; and

(d) Healthy relationships education;

(3) Providers must demonstrate coordination of services with
criminal justice partners through written protocols, program staff
activities, and individual record documentation.

(4) Program Directors or clinical supervisors must have expe-
rience in community-based offender treatment programs and have
specific training and experience applying effective, evidence-based
clinical strategies and services for individuals receiving communi-
ty-based substance use disorders treatment services to individuals
in the criminal justice system;

(5) Within the first six months of hire, program staff must:

(a) Receive training on effective principles of evidenced-
based practices for individuals with criminogenic risk factors; and

(b) Have documented knowledge, skills, and abilities demon-
strating treatment strategies for individuals with criminogenic risk

factors.
Stat. Auth.: ORS 161.390, 413.042, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 430.010, 430.205 -
430.210,430.240- 430.640,430.850 - 430.955,743A.168,813.010 - 813.052 &
813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0195
DUII Rehabilitation Programs
(1) In addition to the general standards for substance use dis-
orders treatment programs, those programs approved to provide
DUII rehabilitation services must meet the following standards:
(a) DUII rehabilitation programs must assess individuals
referred for treatment by the screening specialist. Placement, con-
tinued stay and transfer of individuals must be based on the criteria
described in the ASAM PPC, subject to the following additional
terms and conditions:
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(A) Abstinence: Individuals must demonstrate continuous
abstinence for a minimum of 90 days prior to completion as docu-
mented by urinalysis tests and other evidence;

(B) Treatment Completion: Only DUII rehabilitation programs
may certify treatment completion;

(C) Residential Treatment: Using the criteria from the ASAM
PPC, the DUII program’s assessment may indicate that the
individual requires treatment in a residential program. When the
individual is in residential treatment, it is the responsibility of the
DUII program to:

(i) Monitor the case carefully while the individual is in resi-
dential treatment;

(ii) Provide or monitor outpatient and follow-up services
when the individual is transferred from the residential program;
and

(iii) Verify completion of residential treatment and follow-up
outpatient treatment.

(2) Urinalysis Testing: A minimum of one urinalysis sample
per month must be collected during the period of service, the total
number deemed necessary to be determined by an individual’s
DUII rehabilitation program:

(a) Using the process defined in these rules, the samples must
be tested for at least five controlled drugs, including alcohol;

(b) At least one of the samples is to be collected and tested in
the first two weeks of the program and at least one is to be collected
and tested in the last two weeks of the program;

(c) If the first sample is positive, two or more samples must be
collected and tested, including one sample within the last two
weeks before completion; and

(d) Programs may use methods of testing for the presence of
alcohol and other drugs in the individual’s body other than
urinalysis tests if they have obtained the prior review and approval
of such methods by the Division.

(3) Reporting: The program must report:

(a) To the Division on forms prescribed by the Division;

(b) To the screening specialist within 30 days from the date of
the referral by the screening specialist. Subsequent reports must be
provided within 30 days of completion or within 10 days of the
time that the individual enters noncompliant status; and

(c) To the appropriate screening specialist, case manager,
court, or other agency as required when requested concerning indi-
vidual cooperation, attendance, treatment progress, utilized modal-
ities, and fee payment.

(4) Certifying Completion: The program must send a numbered
Certificate of Completion to the Department of Motor Vehicles to
verify the completion of convicted individuals. Payment for treat-
ment may be considered in determining completion. A certificate
of completion must not be issued until the individual has:

(a) Met the completion criteria approved by the Division;

(b) Met the terms of the fee agreement between the provider
and the individual; and

(c) Demonstrated 90 days of continuous abstinence prior to
completion.

(5) Records: The DUII rehabilitation program must maintain
in the permanent Service Record, urinalysis results and all infor-
mation necessary to determine whether the program is being, or
has been, successfully completed.

(6) Separation of Screening and Rehabilitation Functions:
Without the approval of the Chief Officer, no agency or person
may provide DUII rehabilitation to an individual who has also been
referred by a Judge to the same agency or person for a DUIIL
screening. Failure to comply with this rule will be considered a
violation of ORS chapter 813. If the Chief Officer finds such a vio-
lation, the Chief Officer may deny, suspend, revoke, or refuse to
renew a letter of approval.

Stat. Auth.: ORS 161.390, 413.042, 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 161.390 - 161.400, 430.010, 430.205 - 430.210,

430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460, 443.991, 743A.168,

813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-

27-16

309-019-0200
Medical Protocols in Outpatient Substance Use Disorders
Treatment and Recovery Programs

Medical protocols must be approved by a medical director
under contract with a program or written reciprocal agreement with
a medical practitioner under managed care. The protocols must:

(1) Require a medical history be included in the Assessment;

(2) Designate those medical symptoms that, when found,
require further investigation, physical examinations, service, or
laboratory testing;

(3) Require that individuals admitted to the program who are
currently injecting or intravenously using a drug, or have injected
or intravenously used a drug within the past 30 days, or who are at
risk of withdrawal from a drug, or who may be pregnant, must be
referred for a physical examination and appropriate lab testing
within 30 days of entry to the program. This requirement may be
waived by the medical director if these services have been received
within the past 90 days and documentation is provided;

(4) Require pregnant women be referred for prenatal care
within two weeks of entry to the program;

(5) Require that the program provide HIV and AIDS, TB, sex-
ually transmitted disease, Hepatitis and other infectious disease
information and risk assessment, including any needed referral,
within 30 days of entry; and

(6) Specify the steps for follow up and coordination with
physical health care providers in the event the individual is found
to have an infectious disease or other major medical problem.

Stat. Auth.: ORS 428.205 - 428.270, 430.640 & 443.450

Stats. Implemented: ORS 109.675, 430.010, 430.205 - 430.210, 430.240 -

430.640, 430.850- 430.955, 443 .400 - 443.460,443.991

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,

f. & cert. ef. 2-3-14

309-019-0205
Building Requirements in Outpatient Substance Use Disorders
Treatment Programs

All substance use disorders treatment programs must:

(1) Comply with all applicable state and local building, elec-
trical, plumbing, fire, safety, and zoning codes;

(2) Maintain up-to-date documentation verifying that they
meet applicable local business license, zoning and building codes
and federal, state and local fire and safety regulations. It is the
responsibility of the program to check with local government to
make sure all applicable local codes have been met;

(3) Provide space for services including but not limited to
intake, assessment, counseling and telephone conversations that
assures the privacy and confidentiality of individuals and is
furnished in an adequate and comfortable fashion including plumb-
ing, sanitation, heating, and cooling;

(4) Provide rest rooms for individuals, visitors, and staff that
are accessible to persons with disabilities pursuant to Title II of the
Americans with Disabilities Act if the program receives any public
funds or Title IIT of the Act if no public funds are received;

(5) Adopt and implement emergency policies and procedures,
including an evacuation plan and emergency plan in case of fire,
explosion, accident, death or other emergency. The policies and
procedures and emergency plans must be current and posted in a
conspicuous area; and

(6) Tobacco Use: Outpatient programs must not allow tobacco

use in program facilities and on program grounds.
Stat. Auth.: ORS 413.042, 428.205 - 428.270, 430.640 & 443.450
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,
430.850 - 430.955, 443.400 - 443.460,443.991
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0210
Quality Assessment and Performance Improvement
Providers must develop and implement a structured and ongo-
ing process to assess, monitor, and improve the quality and effec-
tiveness of services provided to individuals and their families.
Stat. Auth.: ORS 430.640
Stats. Implemented: ORS 430.010, 430.205 - 430.210, 430.240 - 430.640,
430.850 - 430.955
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Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14

309-019-0215
Grievances and Appeals

(1) Any individual receiving services, or the parent or
guardian of the individual receiving services, may file a grievance
with the provider, the individual’s managed care plan or the
Division.

(2) For individuals whose services are funded by Medicaid,
grievance and appeal procedures outlined in OAR 410-141-0260
through 410-141-0266, must be followed.

(3) For individuals whose services are not funded by Medicaid,
providers must:

(a) Notify each individual, or guardian, of the grievance pro-
cedures by reviewing a written copy of the policy upon entry;

(b) Assist individuals and parents or guardians, as applicable,
to understand and complete the grievance process; and notify them
of the results and basis for the decision;

(c) Encourage and facilitate resolution of the grievance at the
lowest possible level;

(d) Complete an investigation of any grievance within 30
calendar days;

(e) Implement a procedure for accepting, processing and
responding to grievances including specific timelines for each;

(f) Designate a program staff person to receive and process
the grievance;

(g) Document any action taken on a substantiated grievance
within a timely manner; and

(h) Document receipt, investigation and action taken in
response to the grievance.

(4) Grievance Process Notice. The provider must have a
Grievance Process Notice, which must be posted in a conspicuous
place stating the telephone number of:

(a) The Division;

(b) Disability Rights Oregon; and

(c) The applicable managed care organization.

(5) Expedited Grievances: In circumstances where the matter
of the grievance is likely to cause harm to the individual before the
grievance procedures outlined in these rules are completed, the
individual, or guardian of the individual, may request an expedited
review. The program administrator must review and respond in
writing to the grievance within 48 hours of receipt of the grievance.
The written response must include information about the appeal
process.

(6) Retaliation: A grievant, witness or staff member of a
provider must not be subject to retaliation by a provider for making
a report or being interviewed about a grievance or being a witness.
Retaliation may include, but is not limited to, dismissal or harass-
ment, reduction in services, wages or benefits, or basing service or
a performance review on the action.

(7) Immunity: The grievant is immune from any civil or crim-
inal liability with respect to the making or content of a grievance
made in good faith.

(8) Appeals: Individuals and their legal guardians, as applicable,
must have the right to appeal entry, transfer and grievance decisions
as follows:

(a) If the individual or guardian, if applicable, is not satisfied
with the decision, the individual or guardian may file an appeal in
writing within ten working days of the date of the program admin-
istrator’s response to the grievance or notification of denial for ser-
vices as applicable. The appeal must be submitted to the Division
as applicable;

(b) If requested, program staff must be available to assist the
individual;

(c) The Division, must provide a written response within ten
working days of the receipt of the appeal; and

(d) If the individual or guardian, if applicable, is not satisfied
with the appeal decision, he or she may file a second appeal in writ-
ing within ten working days of the date of the written response to

the Chief Officer.
Stat. Auth.: ORS 161.390, 413.042,430.256, 428.205 - 428.270, 430.640

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 430.010, 430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955,
461.549,743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0220
Variances

(1) Requirements and standards for requesting and granting
variances or exceptions are found in OAR 309-008-1600.

(2) Division Review and Notification: The Chief Officer of
the Division must approve or deny the request for a variance to
these rules within the scope and authority The Division must be
made in writing using the Division approved variance request form
and following the variance request procedure compliant with OAR
309-008-1600. (3) Granting a variance for one request does not set
a precedent that must be followed by the Division when evaluating

subsequent requests for variance.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 430.010, 430.205 - 430.210, 430.240 - 430.640, 430.850 - 430.955,
461.549,743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 6-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 4-2014,
f. & cert. ef. 2-3-14; MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-
27-16

309-019-0225
ACT Overview

(1) The Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) characterizes ACT as an evidence-based
practice for individuals with a serious and persistent mental illness.
ACT is characterized by:

(a) A team approach;

(b) Community based;

(c) A small client to staff caseload, typically 10:1, to consis-
tently provide necessary staffing diversity and coverage;

(d) Time-unlimited services;

(e) Flexible service delivery;

(f) A fixed point of responsibility; and

(g) 24/7 crisis availability.

(2) ACT services include, but are not limited to:

(a) Hospital discharge planning;

(b) Case management;

(c) Symptom management;

(d) Psychiatry services;

(e) Nursing services;

(f) Co-occurring substance use and mental health disorders
treatment services;

(g) Vocational services;

(h) Life skills training; and

(1) Peer support services.

(2) SAMHSA characterizes a high fidelity ACT Program as
one that includes the following staff members:

(a) Psychiatrist or Psychiatric Nurse Practitioner;

(b) Psychiatric Nurse(s);

(¢) Qualified Mental Health Professional (QMHP) ACT Team
Supervisor;

(d) Qualified Mental Health Professional(s) (QMHP) Mental
Health Clinician;

(e) Substance Abuse Treatment Specialist;

(f) Employment Specialist;

(g) Housing Specialist;

(h) Mental Health Case Manager; and

(1) Certified Peer Support Specialist.

(3) SAMHSA characterizes a high fidelity ACT Program as
one that adheres to the following protocols:

(a) Explicit admission criteria that has an identified mission to
serve a particular population and uses measurable and operationally
defined criteria;

(b) Intake rate: ACT eligible individuals are admitted to the
program at a low rate to maintain a stable service environment;

(c) Full responsibility for treatment services which includes,
at a minimum, case management, psychiatric services,
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counseling/psychotherapy, housing support, substance abuse treat-
ment, employment and rehabilitative services;

(d) Twenty four-hour responsibility for covering psychiatric
crises;

(e) Involvement in psychiatric hospital admissions;

(f) Involvement in planning for hospital discharges; and

(g) Time-unlimited services.

Stat. Auth.: ORS 161.390,413.042, 430.256, 428.205 - 428.270, 430.640

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,

430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,

743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0230
ACT Provider Qualifications

(1) In order to be eligible for Medicaid or State General Fund
reimbursement, ACT services shall be provided only by those
providers meeting the following minimum qualifications:

(a) The provider must hold and maintain a current certificate
under OAR 309-008, issued by the Division, for the purpose of
providing behavioral health treatment services; and

(b) The provider must hold and maintain a current certificate,
issued by the Division, under OAR 309-019-0210 through 309-
019-0245, for the purpose of providing Assertive Community
Treatment; and

(c) A provider certified to provide ACT services under this
rule must be reviewed annually for fidelity adherence by the
Division approved reviewer and achieve a minimum score of 114
on the fidelity scale. Providers shall not bill Medicaid or use
General Funds unless they are subject to an annual fidelity review
by the Division approved reviewer.

(A) The Division approved reviewer shall forward a copy of
the annual fidelity review report to the Division approved reviewer
and provide a copy of the review to the provider.

(B) The provider shall forward a copy of the annual fidelity
review report to the appropriate CCO.

(2) A Provider already holding a certificate of approval under
OAR 309-008 may request the addition of ACT services be added
to their certificate of approval via the procedure outlined in OAR
309-008-0400 and 309-008-1000(1). In addition to application
materials required in OAR 309-008 and this rule, the provider must
also submit to the Division a letter of support which indicates
receipt of technical assistance and training from the Division

approved ACT reviewer.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0235
Continued Fidelity Requirements

(1) In addition to the minimum requirements established in
OAR 309-019-0230, in order to maintain a ACT provider designa-
tion on the Division issued certificate, a provider must submit to
their CCO an annual fidelity review report by the Division
approved reviewer with a minimum score of 114.

(2) Providers certified to provide ACT services under this rule
that achieve a fidelity score of 128 or better when reviewed by the
Division Approved ACT Reviewer are eligible to extend their
fidelity review period to every 18 months.

(a) Extension of Fidelity reviews has no bearing on the fre-
quency of re-certification reviews required under OAR 309-008.

(3) Fidelity reviews will be conducted utilizing the Substance
Abuse and Mental Health Services ACT Toolkit Fidelity Scale,

which will be made available to providers electronically
Stat. Auth.: ORS 161.390,413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0240
Failure to Meet Fidelity Standards

(1) In addition to any plan of correction requirements issued
by the Division under 309-008-0800(4)(c); If a Provider certified
under these rules to provide ACT services does not receive a mini-
mum score of 114 on a fidelity review, the following shall occur:

(a) Technical assistance shall be made available by the
Division approved reviewer for a period of 90 days to address
problem areas identified in the fidelity review;

(b) At the end of the 90 day period, a follow-up review will be
conducted by the Division approved reviewer; and

(c) The provider shall forward a copy of the amended fidelity
review report to the provider’s appropriate CCO.

(d) The Division approved reviewer shall forward a copy of
the fidelity review report to the Division.

(2) In addition to the standards set for suspension and
revocation of a certificate in OAR 309-008-1100(1) and (2) a
provider of ACT services may also have their certificate of
approval suspended or revoked if the 90 day re-review results in a
fidelity score of less than 114.

(3) A provider issued a notice of intent to apply a condition,
revoke, suspend, or refusal to renew its certificate under these rules
shall be entitled to request a hearing in accordance with ORS

Chapter 183 and OAR 309-008-1300.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0245
Admission Criteria

(1) Participants must meet the Medically Appropriate standard
as designated in OAR 309-019-0105. Participants who are Medically
Appropriate must have the following characteristics:

(a) Participants diagnosed with severe and persistent mental
illness as listed in the Diagnostic and Statistical Manual, Fifth
Edition (DSM V) of the American Psychiatric Association that
seriously impair their functioning in community living. Priority is
given to people with schizophrenia, other psychotic disorders (e.g.,
schizoaffective disorder), and bipolar disorder because these
illnesses more often cause long-term psychiatric disability.

(b) Participants with other psychiatric illnesses are eligible
dependent on the level of the long-term disability. (Individuals
with a primary diagnosis of a substance abuse disorder or
intellectual disabilities are not the intended client group.)

(c) Participants with significant functional impairments as
demonstrated by at least one of the following conditions:

(A) Significant difficulty consistently performing the range of
practical daily living tasks required for basic adult functioning in
the community (e.g., caring for personal business affairs; obtaining
medical, legal, and housing services; recognizing and avoiding
common dangers or hazards to self and possessions; meeting nutri-
tional needs; maintaining personal hygiene) or persistent or
recurrent difficulty performing daily living tasks except with sig-
nificant support or assistance from others such as friends, family,
or relatives.

(B) Significant difficulty maintaining consistent employment
at a self-sustaining level or significant difficulty consistently
carrying out the homemaker role (e.g., household meal preparation,
washing clothes, budgeting, or child-care tasks and responsibili-
ties).

(C) Significant difficulty maintaining a safe living situation
(e.g., repeated evictions or loss of housing).

(d) Participants with one or more of the following problems,
which are indicators of continuous high service needs (i.e., greater
than eight hours per month):

(A) High use of acute psychiatric hospitals (e.g., two or more
admissions per year) or psychiatric emergency services.

(B) Intractable (i.e., persistent or very recurrent) severe major
symptoms (e.g., affective, psychotic, suicidal).
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(C) Coexisting substance abuse disorder of significant duration
(e.g., greater than 6 months).

(D) High risk or recent history of criminal justice involvement
(e.g., arrest, incarceration).

(E) Significant difficulty meeting basic survival needs, residing
in substandard housing, homelessness, or imminent risk of becoming
homeless.

(F) Residing in an inpatient or supervised community residence
in the community where ACT services are available, but clinically
assessed to be able to live in a more independent living situation if
intensive services are provided, or requiring a residential or institu-
tional placement if more intensive services are not available.

(G) Difficulty effectively utilizing traditional office-based

outpatient services.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0248
Admission Process

(1) A comprehensive assessment as described in OAR 309-
019-0105(6) that demonstrates medical appropriateness must be
completed prior to the provision of this service. If a substantially
equivalent assessment is available, that reflects current level of
functioning, and contains standards consistent with OAR 309-019-
0135, to include sufficient information and documentation to
justify the presence of a diagnosis that is the medically appropriate
reason for services, the equivalent assessment may be used to
determine admission eligibility for the program.

(2) Admission to ACT is managed through a referral process
that is coordinated by a designated single point of contact (SPOC)
that represents the Coordinated Care Organization’s (CCO) and/or
Community Mental Health Program’s (CMHP) geographical service
area.

(a) The designated single point of contact shall accept referrals
and verify the required documentation supports the referral for ser-
vices.

(b) OHA will work with the CCOs and the CMHPs to identify
regional SPOCs.

(c) OHA will work with the CCOs and the CMHPs to identify
a process where referrals can be received and tracked.

(3) An admission decision by the designated SPOC must be
completed and reported to the Division within seven (7) business
days of receiving the referral. To accomplish this, the SPOC must
be fully informed as to the current capacity of ACT programs
within the SPOC’s geographic service area at all times.

(4) All referrals for ACT services must be submitted through
the designated regional SPOC, regardless of the origin of the
referral. The designated regional SPOC shall accept and evaluate
referrals from mental health outpatient programs, residential treat-
ment facilities or homes, families and/or individuals, and other
referring sources.

(5) Given the severity of mental illness and functional impair-
ment of individuals who qualify for ACT-level services, the final
decision to admit a referral rests with the provider. Any referral to
a provider should therefore present a full picture of the individual
by means of the supporting medical documentation attached to the
OHA Universal ACT Referral and Tracking Form. An admission
decision by the ACT services provider must be completed within
five (5) business days of receiving the referral.

(a) The individual’s decision not to take psychiatric medication
is not a sufficient reason for denying admission to an ACT pro-
gram.

(b) ACT capacity in a geographic regional service area is not
a sufficient reason for not providing ACT services to an ACT
eligible individual. If an individual who is ACT eligible cannot be
served due to capacity, the SPOC must provide individual with the
option of being added to a waiting list until such time the ACT eli-
gible individual can be admitted to a qualified ACT program.

(6) Upon the decision to admit an individual to the ACT pro-
gram, the OHA Universal ACT Referral and Tracking Form shall
be updated, to include:

(a) An admission is indicated.

(b) When an admission is not indicated, notation shall be
made of the following:

(A) The reason(s) for not admitting;

(B) The disposition of the case; and

(C) Any referrals or recommendations made to the referring
agency, as appropriate.

(7) Individuals who meet admission criteria and are not admit-
ted to an ACT program due to program capacity, may elect to be
placed on a waiting list. The waiting list will be maintained by the
appropriate regional SPOC. OHA will monitor each regional
waiting list until sufficient ACT program capacity is developed to
meet the needs of the ACT eligible population.

(8) In addition if an individual is denied ACT services and has
met the admission criteria set forth in OAR 309-019-045, the indi-
vidual who is denied services or their guardian may appeal the
decision by filing a grievance in the manner set forth in OAR 309-
008-1500.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,

430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,

743A.168,813.010 - 813.052 & 813.200 - 813.270

Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0250
Transition to Less Intensive Services

(1) Transition to less intensive services shall occur when the
individual no longer requires ACT level of care and is no longer
medically appropriate for ACT services. This shall occur when
individuals receiving ACT:

(a) Have successfully reached individually established goals
for transition.

(b) Have successfully demonstrated an ability to function in
all major role areas (i.e. work, social, self-care) without ongoing
assistance from the ACT provider;

(c) When the individual requests discharge, declines, or
refuses services; and

(d) When the individual moves outside of the geographic area
of the ACT program’s responsibility. In such cases, the ACT team
shall arrange for transfer of mental health service responsibility to
an ACT provider or another provider wherever the individual is
moving. The ACT team shall maintain contact with the individual

until this service is implemented.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
743A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

309-019-0255
Reporting Requirements

Providers certified by the Division to provide ACT shall
submit quarterly outcomes reports, using forms and procedures
prescribed by the Division, within 45 days following the end of
each subject quarter to the Division or the Division approved
reviewer. Each quarterly report shall provide the following infor-
mation:

(1) Individuals served;

(a) Individuals who are homeless at any point during a quar-
ter;

(b) Individuals with safe stable housing for 6 months;

(c) Individuals using emergency departments during each
quarter for a mental health reason;

(d) Individuals hospitalized in OSH or in an acute psychiatric
facility during each quarter;

(e) Individuals hospitalized in an acute care psychiatric
facility during each quarter;

(f) Individuals in jail at any point during each quarter;

(g) Individuals receiving Supported Employment Services
during each quarter;
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(h) Individuals who are employed in competitive integrated
employment, as defined above.

(2) Individuals receiving ACT services that are not enrolled in
Medicaid

(3) Referrals and Outcomes

(a) Number of referrals received during each quarter;

(b) Number of individuals accepted during each quarter;

(c) Number of individuals admitted during each quarter; and

(d) Number of individuals denied during each quarter and the

reason for each denial.
Stat. Auth.: ORS 161.390,413.042,430.256, 428.205 - 428.270, 430.640
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 413.520 - 413.522,
430.010, 430.205- 430.210, 430.240 - 430.640, 430.850 - 430.955, 461.549,
T43A.168,813.010 - 813.052 & 813.200 - 813.270
Hist.: MHS 11-2016(Temp), f. 6-29-16, cert. ef. 7-1-16 thru 12-27-16

DIVISION 22

INTENSIVE TREATMENT SERVICES FOR CHILDREN
AND ADOLESCENTS AND CHILDRENS’ EMERGENCY
SAFETY INTERVENTION SPECIALIST (CESIS)

309-022-0100
Purpose and Scope

(1) Purpose: These rules prescribe minimum standards for
services and supports provided by addictions and mental health
providers approved by the Health Systems Division (HSD) of the
Oregon Health Authority (OHA).

(2) Scope: In addition to applicable requirements in OAR
410-120-0000 through 410-120-1980 and 943-120-0000 through
943-120-1550, these rules specify standards for services and
supports provided in: Intensive Treatment Services (ITS) for Chil-
dren and Adolescents.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -

428.270,430.640 & 443.450

Stats. Implemented: ORS 109.675, 161390 - 161.400, 179.505, 413.520 -

413.522, 426380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,

430.240 - 430.640, 430.850 - 430.955, 443 400 - 443 460, 443.991, 743A.168

Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 5-2014,

f. & cert. ef. 2-3-14; MHS 9-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru 12-27-
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309-022-0105
Definitions

(1) “Abuse of a child” means the circumstances defined in
ORS 419B.005.

(2) “Health Systems Services and Supports” means all services
and supports including but not limited to, Outpatient Community
Mental Health Services and Supports for Children and Adults,
Intensive Treatment Services for Children, Outpatient and Resi-
dential Substance Use Disorders Treatment Services and Outpatient
and Residential Problem Gambling Treatment Services.

(3) “Adolescent” means an individual from 12 through 17
years of age, or those individuals who are determined to be devel-
opmentally appropriate for youth services.

(4) “Assessment” means the process of obtaining sufficient
information, through a face-to-face interview to determine a diag-
nosis and to plan individualized services and supports.

(5) “Authority” means the Oregon Health Authority.

(6) “Behavioral Health” means mental health, mental illness,
addictive health and addiction disorders.

(7) “Behavior Support Plan” means the individualized proactive
support strategies that are used to support positive behavior.

(8) “Behavior Support Strategies” means proactive supports
designed to replace challenging behavior with functional, positive
behavior. The strategies address environmental, social, neuro-
developmental and physical factors that affect behavior.

(9) “Care Coordination” means a process-oriented activity to
facilitate ongoing communication and collaboration to meet multiple
needs. Care coordination includes facilitating communication
between the family, natural supports, community resources, and
involved providers and agencies; organizing, facilitating and par-
ticipating in team meetings; and providing for continuity of care by

creating linkages to and managing transitions between levels of
care and transitions for young adults in transition to adult services.

(10) “Certificate” means the document or documents issued
by the Division, which identifies and declares certification of a
provider pursuant to OAR 309-008-0100 to 309-008-1600. A letter
accompanying issuance of the certificate will detail the scope and
approved service delivery locations of the certificate.

(11) “Chemical Restraint” means the administration of medi-
cation for the acute management of potentially harmful behavior.
Chemical restraint is prohibited in the services regulated by these
rules.

(12) “Chief Officer” means the Chief Health Systems Officer
of the Oregon Health Authority, or his or her designee.

(13) “Child” means a person under the age of 18. An
individual with Medicaid eligibility, who is in need of services spe-
cific to children, adolescents, or young adults in transition, must be
considered a child until age 21 for purposes of these rules.

(14) “Child and Family Team” means those persons who are
responsible for creating, implementing, reviewing, and revising the
service coordination section of the Service Plan in ICTS programs.
At a minimum, the team must be comprised of the family, care
coordinator, and child when appropriate. The team should also
include any involved child-serving providers and agencies and any
other natural, formal, and informal supports as identified by the
family.

(15) “Children’s Emergency Safety Intervention Specialist
(CESIS)” means a Qualified Mental Health Professional (QMHP)
who is licensed to order, monitor, and evaluate the use of seclusion
and restraint in accredited and certified facilities providing intensive
mental health treatment services to individuals less than 21 years of
age.

(16) “Clinical Supervision” means oversight by a qualified
Clinical Supervisor of addictions and mental health services and
supports provided according to this rule, including ongoing evalu-
ation and improvement of the effectiveness of those services and
supports.

(17) “Clinical Supervisor” means a person qualified to oversee
and evaluate addictions or mental health services and supports.

(18) “Community Mental Health Program” (CMHP) means
an entity that is responsible for planning and delivery of services
for individuals with substance use or mental illness diagnoses,
operated in a specific geographic area of the state under an inter-
governmental agreement or a direct contract with the Addictions
and Mental Health Division (AMH).

(19) “Co-occurring Disorder” means the existence of both, a
substance use disorder and also mental health disorder.

(20) “Coordinated Care Organization (CCO)” means an entity
that has been certified by the Authority to provide coordinated and
integrated health services.is a network of all types of health care
providers (physical health care, addictions and mental health care
and sometimes dental care providers) who have agreed to work
together in their local communities to serve people who receive
health care coverage under the Oregon Health Plan (Medicaid).

(21) “Community Mental Health Program (CMHP)” means
an entity that is responsible for planning and delivery of services
for persons with substance use disorders or a mental health
diagnosis, operated in a specific geographic area of the state under
an intergovernmental agreement or direct contract with the Division.

(22) “Criminal Records Check” means the Oregon Criminal
Records Check and the processes and procedures required by OAR
407-007-0000 through 407-007-0370.

(23) “Crisis” means either an actual or perceived urgent or
emergent situation that occurs when an individual’s stability or
functioning is disrupted and there is an immediate need to resolve
the situation to prevent a serious deterioration in the individual’s
mental or physical health or to prevent referral to a significantly
higher level of care.

(24) “Cultural Competence” means the process by which
people and systems respond respectfully and effectively to people
of all cultures, languages, classes, races, ethnic backgrounds, dis-
abilities, religions, genders, sexual orientations and other diversity
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factors in a manner that recognizes, affirms, and values the worth
of individuals, families and communities and protects and preserves
the dignity of each.

(25) “Declaration for Mental Health Treatment” means a writ-
ten statement of an individual’s preferences concerning his or her
mental health treatment. The declaration is made when the
individual is able to understand and legally make decisions related
to such treatment. It is honored, as clinically appropriate, in the
event the individual becomes unable to make such decisions.

(26) “Diagnosis” means the principal mental health, substance
use or problem gambling diagnosis listed in the Diagnostic and
Statistical Manual of Mental Disorders (DSM). The diagnosis is
determined through the assessment and any examinations, tests, or
consultations suggested by the assessment, and are the medically
appropriate reason for services.

(27) “Division” means the Health Systems Division.

(28) “DSM” means the most recent version of the Diagnostic
and Statistical Manual of Mental Disorders, published by the
American Psychiatric Association.

(29) “Emergency Safety Intervention” means the use of seclu-
sion or personal restraint under OAR 309-021-0175 of these rules,
as an immediate response to an unanticipated threat of violence or
injury to an individual, or others.

(30) “Emergency Safety Intervention Training” means a Divi-
sion approved course that includes an identified instructor, a
specific number of face-to-face instruction hours, a component to
assess competency of the course materials, and an established cur-
riculum including the following:

(a) Prevention of emergency safety situations using positive
behavior support strategies identified in the individual’s behavior
support plan;

(b) Strategies to safely manage emergency safety situations;
and

(c) De-escalation and debriefing.

(31) “Emergency Safety Situation” means an unanticipated
behavior that places the individual or others at serious threat of vio-
lence or injury if no intervention occurs and that calls for an emer-
gency safety intervention as defined in this section.

(32) “Emergent” means the onset of symptoms requiring
attention within 24 hours to prevent serious deterioration in mental
or physical health or threat to safety.

(33) “Entry” means the act or process of acceptance and
enrollment into services regulated by this rule.

(34) “Family” means the biological or legal parents, siblings,
other relatives, foster parents, legal guardians, spouse, domestic
partner, caregivers and other primary relations to the individual
whether by blood, adoption, legal or social relationships. Family
also means any natural, formal or informal support persons
identified as important by the individual.

(35) “Family Support” means the provision of supportive ser-
vices to persons defined as family to the individual. It includes sup-
port to caregivers at community meetings, assistance to families in
system navigation and managing multiple appointments, supportive
home visits, peer support, parent mentoring and coaching, advocacy,
and furthering efforts to develop natural and informal community
supports.

(36) “Gender Identity” means a person’s self-identification of
gender, without regard to legal or biological identification, including,
but not limited to persons identifying themselves as male, female,
transgender and transsexual.

(37) “Gender Presentation” means the external characteristics
and behaviors that are socially defined as either masculine or femi-
nine, such as dress, mannerisms, speech patterns and social interac-
tions.

(38) “Grievance” means a formal complaint submitted to a
provider verbally, or in writing, by an individual, or the individual’s
chosen representative, pertaining to the denial or delivery of
services and supports.

(39) “Guardian” means a person appointed by a court of law
to act as guardian of a minor or a legally incapacitated person.

(40) “HIPAA” means the federal Health Insurance Portability
and Accountability Act of 1996 and the regulations published in
Title 45, parts 160 and 164, of the Code of Federal Regulations
(CFR).

(41) “Individual” means any person being considered for or
receiving services and supports regulated by these rules.

(42) “Informed Consent for Services” means that the service
options, risks and benefits have been explained to the individual
and guardian, if applicable, in a manner that they comprehend, and
the individual and guardian, if applicable, have consented to the
services on, or prior to, the first date of service.

(43) “Intensive Community-based Treatment and Support
Services (ICTS)” means a specialized set of comprehensive in-
home and community-based supports and mental health treatment
services, including care coordination as defined in these rules, for
children that are developed by the child and family team and deliv-
ered in the most integrated setting in the community.

(44) “Intensive Treatment Services (ITS)” means the range of
services in the system of care comprised of Psychiatric Residential
Treatment Facilities (PRTF) and Psychiatric Day Treatment Services
(PDTS), or other services as determined by the Division, that
provide active psychiatric treatment for children with severe emo-
tional disorders and their families.

(45) “Interdisciplinary Team” means the group of people des-
ignated to advise in the planning and provision of services and sup-
ports to individuals receiving ITS services and may include
multiple disciplines or agencies. For Psychiatric Residential Treat-
ment Facilities (PRTF), the composition of the interdisciplinary
team must be consistent with the requirements of 42 CFR Part
441.156.

(46) “Intern” or “Student” means a person who provides a
paid or unpaid program service to complete a credentialed or
accredited educational program recognized by the state of Oregon.

(47) “Juvenile Psychiatric Security Review Board (JPSRB)”
means the entity described in ORS 161.385.

(48) “Level of Care” means the range of available services
provided from the most integrated setting to the most restrictive
and most intensive in an inpatient setting.

(49) “Level of Service Intensity Determination.” means the
Division approved process by which children and young adults in
transition are assessed for ITS and ICTS services.

(50) “Licensed Health Care Professional” means a practitioner
of the healing arts, acting within the scope of his or her practice
under State law, who is licensed by a recognized governing board
in Oregon.

(51) “Licensed Medical Practitioner (LMP)” means a person
who meets the following minimum qualifications as documented
by the Local Mental Health Authority (LMHA) or designee:

(a) Physician licensed to practice in the State of Oregon; or

(b) Nurse practitioner licensed to practice in the State of Ore-
gon; or

(c) Physician’s Assistant licensed to practice in the State of
Oregon; and

(d) Whose training, experience and competence demonstrate
the ability to conduct a mental health assessment and provide med-
ication management.

(e) For ICTS and ITS providers, LMP means a board-certified
or board-eligible child and adolescent psychiatrist licensed to prac-
tice in the State of Oregon.

(52) “Local Mental Health Authority (LMHA)” means one of
the following entities:

(a) The board of county commissioners of one or more
counties that establishes or operates a CMHP;

(b) The tribal council, in the case of a federally recognized
tribe of Native Americans that elects to enter into an agreement to
provide mental health services; or

(c) A regional local mental health authority comprised of two
or more boards of county commissioners.

(53) “Mandatory Reporter” means any public or private
official, as defined in ORS 419B.005(3), who comes in contact
with or has reasonable cause to believe that an individual has

Oregon Administrative Rules Compilation

2017 Edition

5-325

(11-15-16)



Chapter 309 Oregon Health Authority, Health Systems Division: Mental Health Services

suffered abuse, or that any person with whom the official comes in
contact with, has abused the individual. Pursuant to 430.765(2)
psychiatrists, psychologists, clergy and attorneys are not mandatory
reporters with regard to information received through communica-
tions that are privileged under 40.225 to 40.295.

(54) “Mechanical restraint” means any device attached or
adjacent to the resident’s body that he or she cannot easily remove
that restricts freedom of movement or normal access to his or her
body. Mechanical restraint is prohibited in the services regulated
by these rules.

(55) “Medicaid” means the federal grant-in-aid program to
state governments to provide medical assistance to eligible persons,
under Title XIX of the Social Security Act. (56) “Medical Supervi-
sion” means an LMP’s review and approval, at least annually, of
the medical appropriateness of services and supports identified in
the Service Plan for each individual receiving mental health
services for one or more continuous years.

(56) “Medically Appropriate” means services and medical
supplies required for prevention, diagnosis or treatment of a
physical or behavioral health condition, or injuries, and which are:

(a) Consistent with the symptoms of a health condition or
treatment of a health condition;

(b) Appropriate with regard to standards of good health
practice and generally recognized by the relevant scientific com-
munity and professional standards of care as effective;

(c) Not solely for the convenience of an individual or a
provider of the service or medical supplies; and

(d) The most cost effective of the alternative levels of medical
services or medical supplies that can be safely provided to an indi-
vidual.

(57) “Mental Health Intern” means a person who meets quali-
fications for QMHA but does not have the necessary graduate
degree in psychology, social work or behavioral science field to
meet the educational requirement of QMHP. The person must:

(a) Be currently enrolled in a graduate program for a master’s
degree in psychology, social work or in a behavioral science field;

(b) Have a collaborative educational agreement with the
CMHP, or other provider, and the graduate program;

(c) Work within the scope of his/her practice and competencies
identified by the policies and procedures for credentialing of
clinical staff as established by provider; and

(d) Receive, at minimum, weekly supervision by a qualified
clinical supervisor employed by the provider of services.

(58) “Mental Health Organization (MHO)”” means an approved
organization that provides most mental health services through a
capitated payment mechanism under the Oregon Health Plan.
MHOs may be fully capitated health plans, community mental
health programs, private mental health organizations or combinations
thereof.

(59) “Oregon Health Authority” means the Oregon Health
Authority of the State of Oregon.

(60) “Outreach” means the delivery of behavioral health ser-
vices, referral services and case management services in non-tradi-
tional settings, such as, but not limited to, the individual’s
residence, shelters, streets, jails, transitional housing sites, drop-in
centers, single room occupancy hotels, child welfare settings, edu-
cational settings or medical settings. It also refers to attempts made
to engage or re-engage an individual in services by such means as
letters or telephone calls.

(61) “Peer” means any person supporting an individual, or a
family member of an individual, who has similar life experience,
either as a current or former recipient of addictions or mental
health services, or as a family member of an individual who is a
current or former recipient of addictions or mental health services.

(62) “Peer Delivered Services” means an array of agency or
community-based services and supports provided by peers, and
peer support specialists, to individuals or family members with
similar lived experience, that are designed to support the needs of
individuals and families as applicable.

(63) “Peer Support Specialist” means a person providing peer
delivered services to an individual or family member with similar

life experience, under the supervision of a qualified Clinical Super-
visor. A Peer Support Specialist must complete a Division approved
training program as required in OAR 410-180-0300 to 0380 and
be:

(a) A self-identified person currently or formerly receiving
mental health services; or

(b) A self-identified person in recovery from a substance use
or gambling disorder, who meets the abstinence requirements for
recovering staff in substance use disorders or gambling treatment
programs; or

(c) A family member of an individual who is a current or
former recipient of addictions or mental health services.

(64) “Personal Restraint” means the application of physical
force without the use of any device, for the purpose of restraining
the free movement of an individual’s body to protect the individual,
or others, from immediate harm. Personal restraint does not include
briefly holding without undue force an individual to calm or
comfort him or her, or holding an individual’s hand to safely escort
him or her from one area to another. Personal restraint can be used
only in approved ITS programs as an emergency safety intervention
under OAR 309-021-0175.

(65) “Program” means a particular type or level of service that
is organizationally distinct.

(66) “Program Administrator” or “Program Director” means a
person with appropriate professional qualifications and experience,
who is designated to manage the operation of a program.

(67) “Program Staff” means an employee or person who, by
contract with the program, provides a service and who has the
applicable competencies, qualifications or certification, required in
this rule to provide the service.

(68) “Provider” means an organizational entity, or qualified
person, that is operated by or contractually affiliated with, a com-
munity mental health program, or contracted directly with the
Division, for the direct delivery of addictions, problem gambling or
mental health services and supports.

(69) “Psychiatrist” means a physician licensed pursuant to
ORS 677.010 to 677.228 and 677.410 to 677.450 by the Board of
Medical Examiners for the State of Oregon and who has completed
an approved residency training program in psychiatry.

(70) “Psychiatric Day Treatment Services (PDTS)” means the
comprehensive, interdisciplinary, non-residential, community-based
program certified under this rule consisting of psychiatric treatment,
family treatment and therapeutic activities integrated with an
accredited education program.

(71) “Psychiatric Residential Treatment Facility (PRTF)”
means facilities that are structured residential treatment environments
with daily 24-hour supervision and active psychiatric treatment
including Psychiatric Residential Treatment Services (PRTS),
Secure Children’s Inpatient Treatment Programs (SCIP), Secure
Adolescent Inpatient Treatment Programs (SAIP), and Sub-acute
psychiatric treatment for children who require active treatment for
a diagnosed mental health condition in a 24-hour residential
setting.

(72) “Psychiatric Residential Treatment Services (PRTS)”
means services delivered in a PRTF that include 24-hour supervision
for children who have serious psychiatric, emotional or acute
mental health conditions that require intensive therapeutic counseling
and activity and intensive staff supervision, support and assistance.

(73) “Psychologist” means a psychologist licensed by the
Oregon Board of Psychologist Examiners.

(74) “Publicly Funded” means financial support, in part or in
full, with revenue generated by a local, state or federal government.

(75) “Qualified Mental Health Associate (QMHA)” means a
person delivering services under the direct supervision of a QMHP
who meets the minimum qualifications as authorized by the
LMHA, or designee, and specified in 309-022-0125.

(76) “Qualified Mental Health Professional (QMHP)” means
a LMP or any other person meeting the minimum qualifications as
authorized by the LMHA, or designee, and specified in 309-022-
0125.
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(77) “Quality Assessment and Performance Improvement”
means the structured, internal monitoring and evaluation of services
to improve processes, service delivery and service outcomes.

(78) “Recovery” means a process of healing and transformation
for a person to achieve full human potential and personhood in
leading a meaningful life in communities of his or her choice.

(79) “Reportable Incident” means a serious incident involving
an individual in an ITS program that must be reported in writing to
the Division within 24 hours of the incident, including, but not lim-
ited to, serious injury or illness, act of physical aggression that
results in injury, suspected abuse or neglect, involvement of law
enforcement or emergency services, or any other serious incident
that presents a risk to health and safety.

(80) “Representative” means a person who acts on behalf of
an individual, at the individual’s request, with respect to a
grievance, including, but not limited to a relative, friend, employee
of the Division, attorney or legal guardian.

(81) “Resilience” means the universal capacity that a person
uses to prevent, minimize, or overcome the effects of adversity.
Resilience reflects a person’s strengths as protective factors and
assets for positive development.

(82) “Respite care” means planned and emergency supports
designed to provide temporary relief from care giving to maintain a
stable and safe living environment. Respite care can be provided in
or out of the home. Respite care includes supervision and behavior
support consistent with the strategies specified in the Service Plan.

(83) “Screening” means the process to determine whether the
individual needs further assessment to identify circumstances
requiring referrals or additional services and supports.

(84) “Seclusion” means the involuntary confinement of a res-
ident alone in a room or an area from which the resident is
physically prevented from leaving. Seclusion can be used only in
approved ITS programs as an emergency safety intervention speci-
fied in OAR 309-022-0175.

(85) “Secure Children’s Inpatient Programs (SCIP) and Secure
Adolescent Inpatient Programs (SAIP)” means ITS programs that
are designed to provide inpatient psychiatric stabilization and treat-
ment services to children up to age 14 for SCIP services and indi-
viduals under the age of 21 for SAIP services, who require a secure
intensive treatment setting.

(86) “Service Plan” means a comprehensive plan for services
and supports provided to or coordinated for an individual and his or
her family, as applicable, that is reflective of the assessment and
the intended outcomes of service.

(87) “Service Note” means the written record of services and
supports provided, including documentation of progress toward
intended outcomes, consistent with the timelines stated in the
Service Plan.

(88) “Service Record” means the documentation, written or
electronic, regarding an individual and resulting from entry, assess-
ment, orientation, services and supports planning, services and
supports provided, and transfer.

(89) “Services” means those activities and treatments described
in the Service Plan that are intended to assist the individual’s tran-
sition to recovery from a substance use disorder, problem gambling
disorder or mental health condition, and to promote resiliency, and
rehabilitative and functional individual and family outcomes.

(90) “Signature” means any written or electronic means of
entering the name, date of authentication and credentials of the per-
son providing a specific service or the person authorizing services
and supports. Signature also means any written or electronic means
of entering the name and date of authentication of the individual
receiving services, the guardian of the individual receiving services,
or any authorized representative of the individual receiving services.

(91) “Skills Training” means providing information and
training to individuals and families designed to assist with the
development of skills in areas including, but not limited to, anger
management, stress reduction, conflict resolution, self-esteem, par-
ent-child interactions, peer relations, drug and alcohol awareness,
behavior support, symptom management, accessing community
services and daily living.

(92) “Sub-Acute Psychiatric Care” means services that are
provided by nationally accredited providers to children who need
24-hour intensive mental health services and supports, provided in
a secure setting to assess, evaluate, stabilize or resolve the
symptoms of an acute episode that occurred as the result of a diag-
nosed mental health condition.

(93) “Supports” means activities, referrals and supportive
relationships designed to enhance the services delivered to individ-
uals and families for the purpose of facilitating progress toward
intended outcomes.

(94) “Transfer” means the process of assisting an individual to
transition from the current services to the next appropriate setting
or level of care.

(95) “Trauma Informed Services” means services that are
reflective of the consideration and evaluation of the role that
trauma plays in the lives of people seeking mental health and
addictions services, including recognition of the traumatic effect of
misdiagnosis and coercive treatment. Services are responsive to the
vulnerabilities of trauma survivors and are delivered in a way that
avoids inadvertent re-traumatization and facilitates individual
direction of services.

(96) “Treatment” means the planned, medically appropriate,
individualized program of medical, psychological, and rehabilitative
procedures, experiences and activities designed to remediate symp-
toms of a DSM diagnosis, that are included in the Service Plan.

(97) “Urgent” means the onset of symptoms requiring attention
within 48 hours to prevent a serious deterioration in an individual’s
mental or physical health or threat to safety.

(98) “Variance” means an exception from a provision of these
rules, granted in writing by the Division, upon written application
from the provider. Duration of a variance is determined on a case-
by-case basis.

(99) “Volunteer” means an individual who provides a program
service or who takes part in a program service and who is not an
employee of the program and is not paid for services. The services
must be non-clinical unless the individual has the required
credentials to provide a clinical service.

(100) “Wellness” means an approach to healthcare that
emphasizes good physical and mental health, preventing illness,
and prolonging life.

(101) “Young Adult in Transition” means an individual who is
developmentally transitioning into independence, sometime between

the ages of 14 and 25.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -
428.270,430.640 & 443.450
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991, 743A.168
Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 5-2014,
f. & cert. ef. 2-3-14; MHS 9-2016(Temp), f. 6-28-16, cert. ef. 7-1-16 thru
12-27-16

309-022-0110
Provider Policies

(1) Personnel Policies: All providers must develop and imple-
ment written personnel policies and procedures, compliant with
these rules, including:

(a) Personnel Qualifications and Credentialing;

(b) Mandatory abuse reporting, compliant with ORS 430.735-
430.768 and OAR 943-045-0250 through 943-045-0370;

(c) Criminal Records Checks, compliant with ORS 181.533
through 181.575 and 407-007-0000 through 407-007-0370; and

(d) Fraud, waste and abuse in Federal Medicaid and Medicare
programs compliant with OAR 410-120-1380 and 410-120-1510.

(2) Service Delivery Policies: All providers must develop and
implement written policies and procedures, consistent with these
rules.

(a) Policies must be available to individuals and family mem-
bers upon request; and

(b) Service delivery policies and procedures must include, at a
minimum:

(A) Fee agreements;
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(B) Confidentiality and compliance with HIPAA, Federal
Confidentiality Regulations (42 CFR, Part 2), and State confiden-
tiality regulations as specified in ORS 179.505 and 192.518
through 192.530;

(C) Compliance with Title 2 of the Americans with Disabilities
Act of 1990 (ADA);

(D) Grievances and Appeals;

(E) Individual Rights;

(F) Quality Assessment and Performance Improvement;

(G) Crisis Prevention and Response;

(H) Incident Reporting;

(I) Family Involvement;

(J) Trauma-informed Service Delivery, consistent with the
AMH Trauma Informed Services Policy; and

(K) Provision of culturally and linguistically appropriate ser-
vices.

(3) Residential Program Policies: In addition to the personnel
and service delivery policies required of all providers, residential
program providers must develop and implement written policies
and procedures for the following:

(a) Medical Protocols and Medical Emergencies;

(b) Medication Administration, Storage and Disposal;

(c) General Safety and Emergency Procedures;

(d) Emergency Safety Interventions in ITS Programs; and

(e) Behavior Support Policies consistent with 309-022-0165.
Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -
428.270, 430.640 & 443.450

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991, 743A.168
Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14

309-022-0115
Individual Rights

(1) In addition to all applicable statutory and constitutional
rights, every individual receiving services has the right to:

(a) Choose from available services and supports, those that
are consistent with the Service Plan, culturally competent, provided
in the most integrated setting in the community and under
conditions that are least restrictive to the individual’s liberty, that
are least intrusive to the individual and that provide for the greatest
degree of independence;

(b) Be treated with dignity and respect;

(c) Participate in the development of a written Service Plan,
receive services consistent with that plan and participate in periodic
review and reassessment of service and support needs, assist in the
development of the plan, and to receive a copy of the written
Service Plan;

(d) Have all services explained, including expected outcomes
and possible risks;

(e) Confidentiality, and the right to consent to disclosure in
accordance with ORS 107.154, 179.505, 179.507, 192.515, 192.507,
42 CFR Part 2 and 45 CFR Part 205.50.

(f) Give informed consent in writing prior to the start of ser-
vices, except in a medical emergency or as otherwise permitted by
law. Minor children may give informed consent to services in the
following circumstances:

(A) Under age 18 and lawfully married;

(B) Age 16 or older and legally emancipated by the court; or

(C) Age 14 or older for outpatient services only. For purposes
of informed consent, outpatient service does not include service
provided in residential programs or in day or partial hospitalization
programs;

(g) Inspect their Service Record in accordance with ORS
179.505;

(h) Refuse participation in experimentation;

(i) Receive medication specific to the individual’s diagnosed
clinical needs;

(j) Receive prior notice of transfer, unless the circumstances
necessitating transfer pose a threat to health and safety;

(k) Be free from abuse or neglect and to report any incident of
abuse or neglect without being subject to retaliation;

(1) Have religious freedom;

(m) Be free from seclusion and restraint, except as regulated
in OAR 309-021-0175.

(n) Be informed at the start of services, and periodically there-
after, of the rights guaranteed by this rule;

(o) Be informed of the policies and procedures, service agree-
ments and fees applicable to the services provided, and to have a
custodial parent, guardian, or representative, assist with under-
standing any information presented;

(p) Have family and guardian involvement in Service Planning
and delivery;

(q) Make a declaration for mental health treatment, when
legally an adult;

(r) File grievances, including appealing decisions resulting
from the grievance;

(s) Exercise all rights set forth in ORS 109.610 through
109.697 if the individual is a child, as defined by these rules;

(t) Exercise all rights set forth in ORS 426.385 if the
individual is committed to the Authority; and

(u) Exercise all rights described in this rule without any form
of reprisal or punishment.

(2) In addition to the rights specified in (1) of this rule, every
individual receiving residential services has the right to:

(a) A safe, secure and sanitary living environment;

(b) A humane service environment that affords reasonable
protection from harm, reasonable privacy and daily access to fresh
air and the outdoors;

(c) Keep and use personal clothing and belongings, and to
have an adequate amount of private, secure storage space. Reason-
able restriction of the time and place of use, of certain classes of
property may be implemented if necessary to prevent the individual
or others from harm, provided that notice of this restriction is given
to individuals and their families, if applicable, upon entry to the
program, documented, and reviewed periodically;

(d) Express sexual orientation, gender identity and gender
presentation;

(e) Have access to and participate in social, religious and
community activities;

() Private and uncensored communications by mail, telephone
and visitation, subject to the following restrictions:

(A) This right may be restricted only if the provider documents
in the individual’s record that there is a court order to the contrary,
or that in the absence of this restriction, significant physical or clin-
ical harm will result to the individual or others. The nature of the
harm must be specified in reasonable detail, and any restriction of
the right to communicate must be no broader than necessary to pre-
vent this harm; and

(B) The individual and his or her guardian, if applicable, must
be given specific written notice of each restriction of the individual’s
right to private and uncensored communication. The provider must
ensure that correspondence can be conveniently received and
mailed, that telephones are reasonably accessible and allow for
confidential communication, and that space is available for visits.
Reasonable times for the use of telephones and visits may be estab-
lished in writing by the provider;

(g) Communicate privately with public or private rights pro-
tection programs or rights advocates, clergy, and legal or medical
professionals;

(h) Have access to and receive available and applicable educa-
tional services in the most integrated setting in the community;

(i) Participate regularly in indoor and outdoor recreation;

(j) Not be required to perform labor;

(k) Have access to adequate food and shelter; and

(I) A reasonable accommodation if, due to a disability, the
housing and services are not sufficiently accessible.

(3) Notification of Rights: The provider must give to the indi-
vidual and, if appropriate, the guardian, a document that describes
the applicable individual’s rights as follows:

(a) Information given to the individual must be in written
form or, upon request, in an alternative format or language appro-
priate to the individual’s need;
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(b) Rights, and how to exercise them, must be explained to the
individual, and if appropriate, to her or his guardian; and

(c) Individual rights must be posted in writing in a common
area.

Stat. Auth.: ORS 161.390, 413.042, 430.256, 426.490 - 426.500, 428.205 -

428.270,430.640 & 443.450

Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -

413.522, 426.380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,

430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991, 743A.168

Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 5-2014,

f. & cert. ef. 2-3-14

309-022-0120
Licensing and Credentialing
Program staff in the following positions must meet applicable
credentialing or licensing standards, including those outlined in
these rules:
(1) CESIS;
(2) Clinical Supervisor;
(3) LMP;
(4) Medical Director;
(5) QMHA; and
(6) QMHP.
Stat. Auth.: ORS 161.390, 413.042, 426.490 - 426.500, 428.205 - 428.270,
430.256,430.640 & 443.450
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991, 743A.168
Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 5-2014,
f. & cert. ef. 2-3-14

309-022-0125
Specific Staff Qualifications and Competencies

(1) Program Administrators or Program Directors must demon-
strate competence in leadership, program planning and budgeting,
fiscal management, supervision of program staff, personnel man-
agement, program staff performance assessment, use of data,
reporting, program evaluation, quality assurance, and developing
and coordinating community resources.

(2) Clinical Supervisors in all programs must demonstrate
competence in leadership, wellness, oversight and evaluation of
services, staff development, service planning, case management
and coordination, utilization of community resources, group,
family and individual therapy or counseling, documentation and
rationale for services to promote intended outcomes and imple-
mentation of all provider policies.

(3) Clinical supervisors in mental health programs must meet
QMHP requirements and have completed two years of post-
graduate clinical experience in a mental health treatment setting.

(4) QMHAs must demonstrate the ability to communicate
effectively, understand mental health assessment, treatment and
service terminology and apply each of these concepts, implement
skills development strategies, and identify, implement and coordinate
the services and supports identified in a Service Plan.

(a) QMHAs must meet the follow minimum qualifications:

(A) Bachelor’s degree in a behavioral science field; or

(B) A combination of at least three years of relevant work,
education, training or experience; or

(C) A qualified Mental Health Intern, as defined in 309-022-
0105(57).

(5) QMHPs must demonstrate the ability to conduct an assess-
ment, including identifying precipitating events, gathering histories
of mental and physical health, substance use, past mental health
services and criminal justice contacts, assessing family, cultural,
social and work relationships, and conducting a mental status
examination, complete a DSM diagnosis, write and supervise the
implementation of a Service Plan and provide individual, family or
group therapy within the scope of their training.

(a) QMHPs must meet the following minimum qualifications:

(A) Bachelor’s degree in nursing and licensed by the State or
Oregon;

(B) Bachelor’s degree in occupational therapy and licensed by
the State of Oregon;

(C) Graduate degree in psychology;

(D) Graduate degree in social work;

(E) Graduate degree in recreational, art, or music therapy;

(F) Graduate degree in a behavioral science field.

(G) A qualified Mental Health Intern, as defined in 309-022-
0105(57).

(6) Peer support specialists must demonstrate knowledge of
approaches to support others in recovery and resiliency, and

demonstrate efforts at self-directed recovery.
Stat. Auth.: ORS 161.390, 413.042, 426.490 - 426.500, 428.205 - 428.270,
430.256, 430.640 & 443.450
Stats. Implemented: ORS 109.675, 161.390 - 161.400, 179.505, 413.520 -
413.522, 426.380 - 426.395, 426.490 - 426.500, 430.010, 430.205 - 430.210,
430.240 - 430.640, 430.850 - 430.955, 443.400 - 443.460,443.991, 743A.168
Hist.: MHS 8-2013(Temp), f. 8-8-13, cert. ef. 8-9-13 thru 2-5-14; MHS 5-2014,
f. & cert. ef. 2-3-14

309-022-0130
Documentation, Training and Supervision

(1) Providers must maintain personnel records for each
program staff that contains all of the following documentation:

(a) An employment application;

(b) Verification of a criminal record check consistent with
OAR 407-007-0200 through 407-007-0370;

(c) A current job description that includes applicable compe-
tencies;

(d) Copies of relevant licensure or certification, diploma, or
certified transcripts from an accredited college, indicating that the
program staff meets applicable qualifications;

(e) Periodic performance appraisals;

(f) Staff orientation and development activities;

(g) Program staff incident reports;

(h) Disciplinary documentation;

(i) Reference checks;

(j) Emergency contact information; and

(k) Documentation of a tuberculosis screening pursuant to
OAR 333-071-0057.

(2) Providers must maintain the following documentation for
contractors, interns or volunteers, as applicable:

(a) A contract, or written agreement, if applicable;

(b) A signed confidentiality agreement;

(c) Service-specific orientation documentation; and

(d) Verification of a criminal records check consistent with
OAR 407-007-0200 through 407-007-0370.

(3) Training: Providers must ensure that program staff receive
training applicable to the specific population for whom services 