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PART ONE
PURPOSE AND USE OF THE

GAMBLING SERVICES MANUAL

PURPOSE AND USE OF THE GAMBLING SERVICES MANUAL

The Department of Health (DOH) was given the responsibility through Act 71 of 2004, “The Pennsylvania Race Horse Development and Gaming Act,” to develop programs related to providing services to the citizens of Pennsylvania who are experiencing problems with compulsive gambling.  This Act calls for the formation of a program that would include the provision of services by clinical persons who are trained and certified to provide gambling counseling services to compulsive and problem gamblers.
The Bureau of Drug and Alcohol Programs (BDAP) has developed this Manual to educate Agency Providers and Individual Providers on information in implementing the necessary requirements for the provision of Outpatient Gambling Counseling Services.  Because all aspects of the Provider’s Participating Provider Agreement (PPA) with BDAP are not included in the Gambling Services Manual, it is not intended to be all-inclusive.  This Manual delineates requirements that must be met by Agency Providers and Individual Providers who wish to provide Outpatient Gambling Counseling Services.  Providers must meet the requirements contained in this Manual in order to be approved to receive reimbursement for services provided under contract through BDAP.

All Providers who receive reimbursement for Outpatient Gambling Counseling Services from BDAP agree to be bound by the requirements contained in this Manual. These requirements were developed based on the following principles: (a) the safety and dignity of clients receiving problem gambling treatment services should be maintained at all times and (b) treatment services should be designed to enhance the strengths of each client.

BDAP reserves the right to update and modify this Manual at any time.  Updates and modifications will be e-mailed to all contracted Providers at the email address known to BDAP at the time of the modification.  Modifications will be deemed to have been received by the Provider five working days from the date on which the notice was e-mailed.  The date of any new issuance will appear at the bottom of each page.   Upon receipt of these pages, the Provider is required to substitute the new pages in place of the existing pages. 
Questions regarding applicability of specific parts of this Gambling Services Manual may be directed to BDAP at 717-783-8200.
1.01

PART TWO

LIST OF ACRONYMS
 LIST OF ACRONYMS 

AA:  Alcoholics Anonymous 

BDAP:  Bureau of Drug and Alcohol Programs

CD:  Chemical Dependency

CEO: Chief Executive Officer

CSAT:  Center for Substance Abuse Treatment

CCGP:  Council on Compulsive Gambling of Pennsylvania

D&A: Drug and Alcohol

DOH: Department of Health

DUI:  Driving Under the Influence

EAP:  Employee Assistance Program

GA:  Gamblers Anonymous

GED:  General Equivalency Degree

HIPAA:  Health Insurance Portability and Accountability Act

IOP:  Intensive Outpatient
IRS:  Internal Revenue Service

MA: Medical Assistance

MH: Mental Health

MR:  Mental Retardation

NA: Narcotics Anonymous 

NCADI: National Clearinghouse for Alcohol and Drug Information

NCPG: National Council on Problem Gambling

NCPGBACC:  National Council Problem Gambling Board Approved Clinical Consultant

NIDA: National Institute on Drug Abuse
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NIAAA: National Institute on Alcohol Abuse and Alcoholism

OTB:  Off-Track Betting

PCB: Pennsylvania Certification Board 

PPA:  Participating Provider Agreement

SAMHSA: Substance Abuse and Mental Health Services Administration

SAP:  Student Assistance Program

SCA:  Single County Authority (County Drug and Alcohol Programs)

SOGS:  South Oaks Gambling Screen

SOGS-RA: South Oaks Gambling Screen Revised for Adolescents

VLT:  Video Lottery Terminal

2.01.2

PART THREE
ACCESSIBILITY

ACCESSIBILITY
Providers of Outpatient Gambling Counseling Services funded through a PPA must:

· Deliver the services at a physical location that conforms to all applicable local, state and federal laws. 

· Make services available during both daytime and evening hours, to the extent reasonably practicable.

· Develop and implement a policy of delivering Outpatient Gambling Counseling Services in a non-discriminatory and culturally sensitive manner.  The Provider of services reimbursed through a PPA   must be able to demonstrate its ability to recognize and respond appropriately, as determined by BDAP through annual onsite visits, to the unique needs of special populations to include but not be limited to language, culture, race, gender, sexual orientation, and age-related difference.
· Admit clients into services within 21 days of the assessment.  If this time frame cannot be met, the appropriate clinical reason must be documented in the client file.  
3.01
PART FOUR
PROVIDER QUALIFICATIONS

4.01 PROVIDER QUALIFICATIONS

The Gambling Treatment Program Agency Provider Enrollment Application Form and the Gambling Treatment Program Individual Provider Enrollment Application Form are included in Appendix A.  The Provider must submit the applicable form for approval to BDAP.

If a Provider has a newly certified staff member that will be providing Outpatient Gambling Counseling Services, that staff member must complete a Gambling Treatment Program Staff Enrollment Application Form included in Appendix A and submit it to BDAP for approval. 
If a Provider subsequently offers services at additional locations, the Provider must submit an additional application for approval for each additional location to BDAP.  

Onsite visits may be required prior to approval of a Provider’s application to provide Outpatient Gambling Counseling Services.
Provider Qualifications: 

A Provider must:

(1) Be at least one of the following:

· Licensed psychologist, and have an established office from which to practice or be in a licensed facility.

· Licensed psychiatrist, and have an established office from which to practice or be in a licensed facility.

· Licensed social worker, and have an established office from which to practice or be in a licensed facility.
· A drug and alcohol counselor, project director, facility director or clinical supervisor employed by and practicing in a licensed drug and alcohol facility. 

· A certified mental health counselor, employed by and practicing in a licensed mental health facility and have an established office from which to practice.

AND

(2) 
Hold a valid Certificate of Competency in Problem Gambling issued by The Pennsylvania Certification Board (PCB).

OR

Hold valid certification from the National Council on Problem Gambling (NCPG).






      OR
Be an individual who is working on National Certification and can document receiving 30 hours of gambling specific training approved by the NCPG.  An individual will have 24 months from the time the PPA is executed to obtain full certification.  
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AND
(3) Be located in Pennsylvania or within 50 miles of Pennsylvania.
AND
(4) Complete 7.5 hours of BDAP approved training in adolescents and problem gambling in order to provide services to adolescents (persons under the age of 18).  
AND

(5) Complete 7.5 hours of BDAP approved training in problem gambling treating the family in order to provide services to family members to include but not limited to spouses, children, parents and siblings.  
AND

(6) Comply with all established treatment protocols set forth in this Manual.  The DOH may, by electronic notice to the Provider, provide updates and modifications to the Gambling Services Manual.  Modifications will be deemed to have been received by the Provider five (5) working days from the date on which the notice was e-mailed.  The date of any new issuance will appear at the bottom of each page.  Upon receipt of these pages, the Provider shall substitute the new pages in places of the existing pages. 
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4.02 TRAINING FOR CONTRACTED PROVIDER 

A Provider must: 

Complete the BDAP-approved Liability and Abatement Training course.  In addition, any other Provider personnel responsible for completing the BDAP Client Liability Form, included in Appendix H must also complete the course.  The required course must be completed within 365 days of hire or of becoming an approved Provider.  If the course is not available during these established timeframes, then the Provider and other applicable personnel must complete the course as soon as one becomes available.  All training certificates must be available for review. 

Counselors must be re-certified and complete additional training courses according to the requirements established by their certifying bodies. 

Complete 7.5 hours of BDAP-approved training in adolescents and problem gambling in order to provide services to adolescents (persons under the age of 18).  Verification of this training must be submitted to BDAP.

Complete 7.5 hours of BDAP-approved training in problem gambling treating the family in order to provide services to family members to include but not limited to spouses, children, parents and siblings.  Verification of this training must be submitted to BDAP. 

For both the family and the adolescent training, if counselors have completed the basic training 30-hour curriculum approved by the NCPG and the Council of Compulsive Gambling of Pennsylvania (CCGP) then they meet the aforementioned requirements described in the previous two paragraphs above. 

4.02
PART FIVE
CLIENT ELIGIBILITY

CLIENT ELIGIBILITY

The client must be a resident of the Commonwealth of Pennsylvania.

The following documents are acceptable forms of proof of residency:

· Driver’s License

· State ID Card

· School report card for an adolescent

· Student Identification Card

· Income tax return form

· W-2 form

· Rent payment receipt

· Mortgage payment receipt

· Medical Assistance Card

The Provider must verify Pennsylvania residency and maintain a copy of proof of residency in the client file.  

This information is not to be sent to BDAP.  It will be verified during the onsite annual monitoring visit. 

At risk, problem, and pathological gamblers, both adults and adolescents, are eligible to receive Outpatient Gambling Counseling Services.

Family members of at risk, problem, and pathological gamblers are eligible to receive Outpatient Gambling Counseling Services.

5.01

PART SIX

REFERRALS

REFERRALS 

A client can be referred to a Provider through the PA Gambling Addiction 24-hr Hotline, 1-877-565-2112. 

A client can contact the Provider directly to access services. 

Referrals can come from any number of sources to include but not be limited to the following: Employee Assistance Provider (EAP), Student Assistance Program (SAP), County Children and Youth Services, probation/parole, Gamblers Anonymous (GA), County Mental Health (MH) programs, Single County Authority (SCA), Drug and Alcohol (D&A) Program, CCGP, or another gambling Provider. 
If emergent care needs are identified by a Provider who is not able to address them, the Provider must make a referral to another appropriately qualified Provider that is able to address these issues.  

6.01

PART SEVEN

SCREENING & ASSESSMENT

7.01 SCREENING 

Only a certified gambling counselor shall complete the assessment, the admission forms, the discharge forms, the South Oaks Gambling Screen (SOGS), and provide treatment.  
When an individual contacts a Provider to schedule an appointment, a basic screen using the BDAP Gambling Screening Tool, included in Appendix B is required to be completed to determine if there are any other issues in addition to gambling that need to be addressed.  If the Provider is unable to provide these additional services, a referral to another Provider must be offered to the client.  The Provider must have written procedures on making referrals to address non-gambling issues that are identified.  Policies and procedures will be reviewed during the annual onsite monitoring visit. 

Upon completion of the basic screen, the client must be assessed within 14 days.  If this time frame cannot be met, the appropriate clinical reason must be documented in the client file.
7.01

7.02 ASSESSMENT

Assessment for the Gambler
All Providers must complete the Gambling Admission Treatment Form included in Appendix C on each client in its entirety at the first visit.  The form must then be e-mailed to BDAP with the Request for Authorization of Service.  No personal client information shall be included on the Gambling Admission Treatment Form. 
All clients must be admitted into services within 21 days of the assessment.  For adults, the SOGS, included in Appendix B must be completed in its entirety during the first visit to the Provider.  Within 15 consecutive calendar days following admission, a written individualized treatment plan must be developed in collaboration with the client.  If these time frames cannot be met, the appropriate clinical reason must be documented in the client file. 
For adolescents, the South Oaks Gambling Screen –RA (Revised for Adolescents) (SOGS-RA), included in Appendix B must be completed in its entirety at the first visit.  
The assessment must be completed prior to implementation of the treatment plan.   If this time frame cannot be met, the appropriate clinical reason must be documented in the client file. 

The following items are to be included in the formal written assessment:

· Date of initial contact and date of assessment;

· Demographics: name, address, birth date, social security number, phone, marital status, sex, race, birth/maiden name;

· Presenting problem(s); biological, cultural, psychological, and social factors; course of illness including onset, duration and severity;
· Current financial status including gambling debts and any previous bankruptcy or repayment plans;

· Suicidal/Homicidal assessment including past suicide attempts, method, suicide plan, family history of suicide attempt, and suicide intent;

· Chemical dependency: type and frequency, date of last use, amount and route of administration, length, patterns, progressions of use, impact on behavior and relationships with others, prior treatment, abstinence and recovery periods;  

· Mental Health history and current mental health status: mental health symptoms, involvement in mental health treatment/hospitalizations, treatment history, use of psychotropic medications; 

· Health Status: last physical, personal history of illnesses/impairments, past and present medications, are medication taken as prescribed, pregnancy, diet, exercise; 

· Legal History: probation/parole status, conviction record to include disposition, current or pending charges;  

· Education: job training, education history, degree or level of education;

· Employment:  job history, place of employment, type and duration;

· Family/social/sexual: family of origin, immediate family, family relationships, family history of substance abuse and mental health, child custody/visitation, childcare arrangements, interpersonal relations/skills, sexual orientation, client/family expectations for recovery;

· Strengths and assets of the client; 

· Spiritual/religious preference;

· Readiness to change including treatment acceptance or resistance; 
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· Military:  Branch of service, length of service and type of discharge;

· Living arrangements:  current living arrangements, recovery environment;

· Basic needs and other considerations: ability to meet basic needs of self and dependents (e.g., food, clothing, shelter), other areas that may impact treatment (e.g., transportation, culture, language, literacy).

Assessment for the Family Member

All Providers must complete the Gambling Admission Treatment Form included in Appendix C on each client in its entirety at the first visit.  The form must then be e-mailed to BDAP with the Request for Authorization of Service.  No personal client information shall be included on the Gambling Admission Treatment Form. 
All clients must be admitted into services within 21 days of the assessment.  The SOGS or SOGS-RA, as applicable, included in Appendix B must be completed in its entirety during the first visit to the Provider.  Within 15 consecutive calendar days following admission, a written individualized treatment plan must be developed in collaboration with the client.  If these time frames cannot be met, the appropriate clinical reason must be documented in the client file. 
Family members shall answer the SOGS or the SOGS-RA questions to the best of their ability in regards to their family members who are gambling. 
The assessment must be completed prior to implementation of the treatment plan. If this time frame cannot be met, the appropriate clinical reason must be documented in the client file. 
The following items are to be included in the formal written assessment:

· Date of initial contact and date of assessment;

· Demographics: name, address, birth date, social security number, phone, marital status, sex, race, birth/maiden name;

·  Presenting problem(s); biological, cultural, psychological, and social factors; course of illness including onset, duration and severity;
· Current financial status of the family member including the gambling client to include the known gambling debts and any previous bankruptcy or repayment plans;

· Suicidal/Homicidal assessment including past suicide attempts, method, suicide plan, family history of suicide attempt, and suicide intent. You would be asking this for the family member as well as asking if the gambling client has a suicidal or homicidal situation that you need to consider for the family member;

· Chemical dependency: type and frequency, date of last use, amount and route of administration, length, patterns, progressions of use, impact on behavior and relationships with others, prior treatment, abstinence and recovery periods.  The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Mental Health history and current mental health status: mental health symptoms, involvement in mental health treatment/hospitalizations, treatment history, use of psychotropic medications. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Health Status: last physical, personal history of illnesses/impairments, past and present medications, are medication taken as prescribed, pregnancy, diet, exercise. The counselor would be asking these questions in 
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regards to the family member as well as to what the family member knows about the gambling client;

· Legal History: probation/parole status, conviction record to include disposition, current or pending charges;  The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Education: job training, education history, degree or level of education. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Employment:  job history, place of employment, type and duration. The counselor would be asking these questions in regards to the family member as well as to what the family member knows about the gambling client;

· Family/social/sexual: family of origin, immediate family, family relationships, family history of substance abuse and mental health, child custody/visitation, childcare arrangements, interpersonal relations/skills, sexual orientation, client/family expectations for recovery. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Strengths and assets of the client. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Spiritual/religious preference. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Readiness to change including treatment acceptance or resistance.  The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Military:  Branch of service, length of service and type of discharge. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Living arrangements:  current living arrangements, recovery environment. The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client;

· Basic needs and other considerations: ability to meet basic needs of self and dependents (i.e. food, clothing, shelter), other areas that may impact treatment (i.e. transportation, culture, language, literacy). The counselor would be asking these questions in regard to the family member as well as to what the family member knows about the gambling client.
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PART EIGHT

RECORD KEEPING

RECORD KEEPING

All Providers must develop and maintain an individual, legible, clinical record for each client served who is admitted and provided services. 

Client records maintained by the Provider are confidential and may only be disclosed in conformity with all applicable federal and state regulations including the Health Insurance Portability and Accountability Act (HIPAA).  

Providers must have written procedures on how individual client records are stored.  If a Provider utilizes electronic record keeping systems, then the Provider must have written procedures addressing how the integrity of the electronic storage system will be maintained, specifically:  

· Identify by position the staff who will have access to the database and the access restrictions assigned to each position.
· Describe the security system protecting the database including how access restrictions will be implemented, firewall protections, password protocols; and how and to whom temporary access would be afforded for audit and evaluation purposes.

· Describe the maintenance procedures addressing the location of the server, schedule for backing up the data, staff responsible for maintenance, location of back-up storage mediums, and timeframes for deletion.

With the validity of the electronic signature established, BDAP must also ensure that the consent is informed and voluntary.  Providers utilizing electronic signatures must demonstrate both in written policy and procedure that the client has been informed and has voluntarily consented.  The Provider must:

· Have each client sign each form individually, with the form visually displayed as the client signs the signature pad.  In essence, a client may not sign his/her name without the assurance that the signature is intended for the specific document only;

· Have policies and procedures in place that describe how the system digitally links the electronic signature to that specific document, and that the signature will be voided if the document is altered after signature;

· Have protections in place that prevent the patient’s electronic signature from being replicated or attached to other documents;

· Be able to print a hard copy of all electronically signed documents that include the client’s signature.  

The Provider must have the capability to print a hard copy of an electronically maintained document for inspection and survey.  

The following must be included in all client records:

· A notation that the client received at admission a copy of the Provider’s rules and regulations, including client’s rights, that treatment is voluntary and that such rules and regulations were discussed with the client and the client indicated he/she understood them;  

· A summary of the HIPAA requirements must be provided to each client and each client must sign off stating that he/she have been offered information on HIPAA;

· Documentation that the client received a formal orientation to the Provider information concerning consumer rights, grievance and appeal process, and confidentiality;

· Documentation of the decision to admit the client to the program, including admission criteria;
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· Documentation of the assessment;

· Individual treatment plan, all reviews and updates;

· Documentation of recommendations, referrals, and services provided for the client for other service needs including coordination with other agencies;

· Any incoming or outgoing correspondence regarding the client;

· Discharge plan and summary;

· Signed consent forms;

· Progress/case notes; 

· Documentation of contacts and any information released to anyone for whom the client signed a consent;

· Copy of authorization for services;

· Copy of the completed BDAP Gambling Screening Tool, the Gambling Admission Treatment Form, Gambling Discharge Treatment Form, and the SOGS or SOGS-RA;

· Copy of the verification of Pennsylvania residency;

· Copy of the BDAP Client Liability Form, included in Appendix H.

8.01.2

PART NINE
TREATMENT PLANNING 

TREATMENT PLANNING 

A written individual treatment plan must be developed in collaboration with the client within 15 consecutive calendar days following admission. 

The client and certified counselor must sign and date the plan.  

The client must be included and must actively participate in the treatment planning process.  

The treatment plan must:

· Specify the client’s goals and target dates;  

· Address the identified needs of the client in all functional areas noted in the Assessment;
· Be signed by the responsible certified counselor and be approved, signed, and dated by the clinical director/supervisor within seven days of development; 
· Be reviewed, updated and signed every 60 days by the certified counselor and client.  

9.01

PART TEN

CASE NOTES
CASE NOTES

All contacts related to a client must be documented in the client’s file.  Case notes must adequately describe the nature and extent of each contact.
All individual case notes must specify the following:

· The date of visit;

· A description of the topics discussed as related to the client’s assessment and treatment plan;

· The client’s current mental status and risk assessment;

· The duration of each visit;

· Next scheduled appointment and;
· Be signed and dated by the certified counselor.
Group notes must specify the following:

· The date and time of the group;

· The overall theme/topic of the group;

· The client’s current mental status and risk assessment;

· Individual client participation must be briefly described;

· Next scheduled group session and;
· Be signed and dated by the certified counselor facilitating the group.
The Gambling File Audit Form, included in Appendix C can be used as a reference for tracking case notes. 
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PART ELEVEN

DISCHARGE PLANNING

11.01 DISCHARGE SUMMARY
A discharge summary must include written documentation of the last service contact with the client, the identified issues and concerns at admission as well as a summary statement that describes the effectiveness of treatment modalities, and progress relative to goals listed in the treatment plan while in service.
A discharge plan must be developed in collaboration with the client and any family members the client chooses to involve as appropriate with valid signed consents.
The discharge plan must include:

· The client’s need for continued ancillary services, self help, and other needs which have been identified in the comprehensive evaluation and over the course of treatment;

· The family’s need for continued ancillary services;

· Specific referrals and any initial appointments, if made;

· Relapse prevention plan;

· The reason for discharge, level of function, prognosis, and any recommendations for further treatment. 

Discharge summaries must be completed and in the client’s file within seven days after discharge.  If this time frame cannot be met, the appropriate clinical reason must be documented in the client file.   

The discharge plan must be completed and in the client’s file within 30 days of a discharge.  If this time frame cannot be met, the appropriate clinical reason must be documented in the client file.

The Gambling Discharge Treatment Form, included in Appendix C must be filled out in its entirety on each individual and must be e-mailed to BDAP within 30 days of a discharge.  No personal client information shall be included on the Gambling Discharge Treatment Form.   

When services are terminated for a client who no longer appears for services, the Provider must document efforts made to locate or contact the client, or document the reason why such efforts were not made. 

11.01

11.02 DISCHARGE CRITERIA
A client must be discharged from the outpatient service when:

· The client has accomplished the goals and objectives which were identified in the comprehensive treatment plan and subsequent treatment plan updates.

· The client refuses further care.

· The client has been referred to other appropriate treatment, which cannot be provided in conjunction with the outpatient service, or has been removed from the service by the criminal justice system or other legal process.

· The client has used all 20 sessions.

· The client is disruptive to the service and/or fails to comply with the service’s reasonably applied written behavioral standards.

· The client relocates outside the service delivery area.

· The client’s health prohibits their attendance in treatment.

11.02

PART TWELVE

RESERVED
PART THIRTEEEN

AUTHORIZATION AND BILLING 

13.01 AUTHORIZATION AND BILLING 

If a client is insured, the Provider must show that it has received a written denial notification from the client’s insurance company prior to requesting payment from BDAP.   The written denial notification must be maintained in the client file.  BDAP is the payor of last resort for problem gambling treatment. 

BDAP will authorize a maximum of 20 sessions which can be utilized in any combination of group or individual sessions.  A session, individual or group, shall be defined as a 50 minute continuous face to face meeting with the client.  The assessment is considered the first individual session and is billed as such. 
Requests for authorization must be e-mailed to BDAP within two business days of the client assessment.  BDAP will review and, if appropriate, approve the request for authorization and return it to the Provider.  Providers must e-mail or fax all Requests for Authorization of Service and Gambling Admission Treatment forms jointly to BDAP.  The forms must be sent together to the attention of the Treatment Division Director at sseitchik@state.pa.us or FAX (717) 787-6285.
Authorizations will remain valid for no more than 12 months, regardless of whether or not all sessions have been used.  In instances where a client is actively receiving services, but the authorization expires before all 20 sessions are used, the Provider must e-mail another Authorization Request Form to BDAP to request that the time frame for the authorization be extended.  BDAP will review the request and, if deemed appropriate, authorize the extension.    
Providers may request a waiver in order to provide additional sessions beyond the 20-session maximum, as applicable.  All waiver requests to the DOH PPA must be submitted in writing to the BDAP by the Provider at least 45 days before the anticipated need for the requested waiver.
All waiver requests must include the following:
· A reference to the specific type of utilization offered to the client (e.g., individual, group, combination); 
· A reference to the length of time client expended maximum number of sessions;
· Compliance with Treatment Plan;
· Specific and compelling reasons for the waiver; and
· Number of additional sessions being requested.
Any request received by BDAP that does not contain all of the minimum required information listed above will not be considered for approval.  Additional information may be requested from the Provider upon review of the waiver proposal.  All requests for waivers must be sent to the following address:  
Pennsylvania Department of Health
Bureau of Drug and Alcohol Programs
Attention: Steven S. Seitchik, Director
Division of Treatment
02 Kline Plaza
Harrisburg, PA 17104
13.01.1 
Noncompliance with any provision of the PPA for which there is no documented approved waiver will be treated as a breach of contract, subject to sanction, as deemed necessary and appropriate for remedy of such breach as determined by the DOH.  
The Provider must complete the BDAP Client Liability Form, included in Appendix H on each client that presents for Outpatient Gambling Counseling Services.  

The contractual rate for an individual session is $85.00 and $35.00 for a group session.  These rates are subject to change.
Invoices shall be paid monthly for services rendered and in accordance with the fee schedule.  The Provider must use the Gambling Invoice Form, included in Appendix H to invoice the DOH.  Each invoice must contain the unique client identification number, the number of client sessions, (whether individual or group), and the client liability amount due for both individual and group sessions attended, as applicable.  The invoice must not contain any client identifying information.

The invoice contains formulas designed to calculate the Individual Session Cost, the Individual Session Subtotal, the Group Session Subtotal and the Total Invoice Amount.  These formulas must not be altered in any manner.  Invoices will be reviewed by BDAP fiscal staff for completeness and accuracy.  

The Providers must submit monthly invoices by the last day of the month following the month in which services were provided.  The final invoice must be submitted within 45 calendar days of the PPA’s termination date. 

The DOH will neither honor nor be liable for invoices not submitted within compliance with the time requirements in this section unless the DOH agrees to an extension of these requirements in writing.  The Provider shall be reimbursed only for services actually accepted by the DOH.
An original invoice must be sent to:

Department of Health

Bureau of Drug and Alcohol Programs

67DRUGPGMS

 PO Box 69183
Harrisburg, PA 17106
The Provider’s Federal Identification Number or Social Security Number, SAP Vendor Number, and the PPA number must be included on all invoices.  The Provider must sign the original invoice.  No photocopies will be accepted.   Invoices will not be accepted by fax or email.
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13.02 LIABILITY PROCESS
General Provisions

General

One of the primary goals of the publicly funded Outpatient Gambling Counseling Services is to provide access to services and to encourage people to seek help.

Purpose

The purpose of this section is to describe the procedures for determining and collecting liability for clients receiving Outpatient Gambling Counseling Services funded through BDAP.

Application of Internal Revenue Service (IRS) Regulations
IRS statutes, regulations or standards in this section with respect to gross income or dependents are defined as those currently in effect, and are located at http://www.irs.gov.
Review and Audit by BDAP

The liability determination, billing and collection processes when applicable, and forms and documents required in this section, are subject to review and audit by BDAP.

Missed Appointments

The client has an obligation to provide sufficient notice relative to cancellation of an appointment for treatment services.  If the client fails to give 24-hour notice of cancellation for a service appointment, the Provider has the authority to bill the liable person the client fee schedule amount for the scheduled service. 

Determination of Liability

Determinations
The Provider must determine a liability for clients receiving Outpatient Gambling Counseling Services, funded in whole or in part through BDAP.  The liability shall be determined prior to client receiving admission to Outpatient Gambling Counseling Services. 

When determining the liability, the monthly gross income to be considered shall be based on the last 30 days. 

Liable Person
If the client is 18 years of age or older, is not married and does not have a legal guardian of estate or a representative payee, the client is the liable person.

If the client is married and residing with their spouse, and does not have a legal guardian of estate or a representative payee, the client and the client’s spouse are the liable persons.  If confidentiality issues preclude the spouse’s information being obtained, then only the client is the liable person.

If the client is married and not residing with their spouse, and does not have a legal guardian of estate or a representative payee, the client is the liable person.
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If the client is under 18 years of age, is not married, is an emancipated minor and does not have a legal guardian of estate or a representative payee, the client is the liable person.

If the client has a legal guardian of estate or a representative payee, the legal guardian of estate or the representative payee is the liable person.  

Income to be Considered for Adult Clients
If the client is 18 years of age or older, is not married, or married and not residing with their spouse, the client’s income alone shall be considered the total monthly gross income.  

If the client is married and residing with their spouse, the client income and the client’s spouse’s income shall be combined to determine the total monthly gross income.  If confidentiality issues preclude the spouse’s information being obtained, then only the client’s income is considered. 

If the client is under 18 years of age, is not married, and is an emancipated minor, the client’s income alone shall be considered the total monthly gross income.  
Types of Income
The following types of income shall be combined to determine the total monthly gross income.  It may be necessary to prorate income received on annual basis to a monthly amount.  

· Earned Income including wages, salaries, fees, commissions, tips, bonuses, net business income and other earned income subject to Federal income taxation. 

· Interest income including but not limited to interest received from accounts with banks, savings and loan associations, money market funds, credit unions and bonds.

· Dividends received from corporate stock holdings or cash dividends from life insurance policies. 

· Taxable benefits, including but not limited to unemployment compensation, Social Security payments and pensions.  Benefits are counted as income only if the benefit is paid on behalf of the client.  Food stamps are not counted as income.   
· Alimony received or spousal support received prior to divorce.  Does not include child support.

· Other taxable income to include all other income subject to Federal income taxation, e.g., rental income, lottery winnings, net capital gains.

Verification
Income must be verified by written documentation, such as income tax statements, pay stubs, written employer statements or by affidavit.  An affidavit is a written statement attesting that the information provided is true and correct and is signed by the client and a witness.  Affidavit language is included on the liability form under “Agreement and Understanding.”  Copies of these verification documents shall be kept on file.

Failure to Provide Verification
If the liable person fails to provide written verification of income or sign the affidavit, the Provider must bill the liable person for the full cost of service.

13.02.2

Re-determinations
The Provider must inform the liable person in writing that any significant changes in monthly gross income and/or family size are to be reported by the liable person within 30 days of the change.  Upon notification, a re-determination must be completed based upon the income at that point in time, pro-rated to a 30-day period.   Notification language is included on the liability form under “Agreement and Understanding.”  The Provider will then determine a new liability.

The Provider must complete a re-determination of the liability for a client at least once every twelve months. 
The effective date of the re-determination must be the first day of the following calendar month or as otherwise specified by the Provider.

Liability
The liability must be calculated based on the monthly gross income utilizing the tables found at http://www.portal.state.pa.us/portal/server.pt?open=514&objID=557517&mode=2 and the BDAP Client Liability Form, included in Appendix H. 

The liability for a BDAP funded client may not exceed the BDAP established rate for the service provided. 

Notice of Liability
At the time the liability is determined or re-determined, a copy of the liability form must be offered to the liable person. 
Reduction or Elimination of Liability

Request for Reduction or Elimination of Liability
The liable person has the right to request reduction or elimination of liability.

Requests for reduction or elimination of liability must be made within 30 calendar days of the time that conditions warranting the adjustment occur.

Requests for reduction or elimination of liability must be made by the liable person, the client, or certified gambling counselor assigned to the client.
Requests for reduction or elimination of liability must be submitted to the Provider’s Chief Executive Officer (CEO), administrator, or their designee.  

Reasons for Reduction or Elimination of Liability  

Substantial Financial Hardship

· The Provider’s CEO, administrator, or their designee shall have the authority to reduce or eliminate the liability if the payment of the liability would cause substantial financial hardship on the client or liable person, or would result in greater financial burden upon the Commonwealth.  
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Clinical Reasons

· The Provider’s CEO, administrator, or their designee shall have the authority to reduce or eliminate the liability if the imposition of the liability would nullify the results of care, treatment, service or other benefits.

Documentation Required
Requests for reduction or elimination of liability must be completed by a certified gambling counselor, justifying the clinical or financial reasons for the request.  All requests must be submitted utilizing the Request for Liability Reduction or Elimination Form as found in Appendix H.

Decision and Notification For Reduction or Elimination of Liability
The Provider’s CEO, administrator, or their designee must make a decision and notify the liable person, as applicable, of the decision within 10 business days of receipt of the request.

Appeals
The Provider has the option to have policies in place whereby the client may appeal the reduction or elimination of liability decision.
Use of Liability Tables
The BDAP Client Liability Form must be utilized by all Providers and may not be altered in any manner.  If a client is reauthorized and approved for a one time extension of another six months to finish up their 20 sessions then the Provider must complete a re-determination of the liability for that client.  The Request for Liability Reduction or Elimination Form included in Appendix H is to be completed whenever a reduction in the client liability is sought due to either substantial hardship or clinical reasons.  The term “abatement” is often used in describing the request for elimination or reduction of liability.  While the request may be initiated by the client or liable person, all requests must include the staff description of reason and certification that the abatement is necessary. 
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PART FOURTEEN

PROGRAM & FISCAL MONITORING

PROGRAM & FISCAL MONITORING

Providers under contract with BDAP shall receive an annual onsite visit to assess compliance with the requirements contained in the PPA and this Manual.  Only Providers that have actually provided Outpatient Gambling Services within the year will receive an annual onsite visit.  A percentage of charts shall be reviewed by BDAP staff. 

In order to verify units billed and compliance with the requirements, representatives from BDAP may examine written documents, interview staff, examine client records, and observe Provider operations.  All client information obtained during the onsite visit will remain confidential. 

Procedures for conducting an onsite visit with the Provider include the following:

· An annual visit will be scheduled with the CEO or designee in charge.

· The CEO or designee in charge shall receive by e-mail notification confirming the site visit. 

· The CEO or designee in charge must be present for an entrance interview at the beginning of the onsite visit.  The CEO or the designee in charge will provide an update on what is new for the agency with regard to Outpatient Gambling Counseling Services. 

· Providers must present all certified gambling counselor staff records for review.

· Providers must present all current and valid licenses to BDAP staff to review.  A copy of each current and valid license must be given to the BDAP monitoring staff to take back and add to the Provider’s application packet. 

· Providers must present all fiscal records to document that client liabilities are being completed and collected by the Provider.

· The Provider must make available all files of clients that have received Outpatient Gambling Counseling Services. 

· The CEO or designee in charge must be present for an exit interview at the conclusion of the onsite visit.  The CEO or designee in charge will get a summation of significant issues, notification of any noncompliance, and recommendations.  

· The Provider must submit an acceptable plan to correct each instance of noncompliance as well as establish an acceptable period of time to correct these items.  The Provider must submit the Plan of Correction to BDAP within 10 days of receiving the summary report of non-compliance from BDAP. 

· If after receiving assistance from BDAP with regard to revising the plan, the Provider fails to submit a BDAP-approved Plan of Correction, then BDAP shall withhold payment of invoices until such time as the Plan of Correction is approved. 
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PART FIFTEEN

CONFIDENTIALITY

CONFIDENTIALITY

Any person who provides Outpatient Gambling Counseling Services must abide by the confidentiality and privacy regulations that govern them relative to their profession.  

Providers are required to have written procedures associated with the adherence to all federal and state confidentiality and privacy regulations that govern their relative profession. 

The procedures must include the following information and be acknowledged in writing by the certified gambling counselor:

· Exchange of client-identifying information.

· Storage and security of client records, to include computer security.

· Staff access to records.

· Progressive disciplinary protocols for staff violating confidentiality regulations (where applicable).

· Revocation of consent, to include how this is documented on the consent form.

· Notification that re-disclosure is prohibited without proper consent.

No personal information should be sent to BDAP; this includes names, birthdates, social security numbers, addresses, etc. 
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PART SIXTEEN
GRIEVANCE AND APPEAL
GRIEVANCE AND APPEAL

The primary objective of the grievance and appeal process is to promote a step by step effort at reconciliation between an aggrieved client and the Provider.  As contracted Providers, there may be many different grievance and appeal processes in place.  The Provider must have an expeditious, accessible, fair, and uniform process in place for resolving grievances and appeals.

All Providers must have written policies and procedures documenting the grievance and appeals process.  All Providers must document that they informed and provided clients with information regarding the grievance and appeals process.     

Upon notification, either internally through the Provider Grievance and Appeal process or through an outside source, a Provider must e-mail BDAP within five days to state that a grievance or an appeal has been filed.  All available information is to be entered on the Grievance and Appeal Form, included in Appendix E.  Within 5 days of notification of an outcome in regards to a grievance and appeal, notification must be made to BDAP on the Grievance and Appeal Form.  Failure to notify BDAP of a grievance or appeal being filed and a decision being rendered within these timeframes will result in the Provider being required to submit a Plan of Correction.     

Those professions that are licensed by the Department of State must include the Department of State’s process for complaints in their written procedures.  Providers that fall under the Department of State’s oversight must inform the clients of the Department of State’s process for complaints and document that clients were notified.
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PART SEVENTEEN
APPENDICES

APPENDIX A
APPLICATION ENROLLMENT FORMS

Gambling Treatment Program Agency Provider Enrollment Application Form
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Gambling Treatment Program Staff Enrollment Application Form





17.02A

Gambling Treatment Program Individual Provider Enrollment Application Form
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17.01A GAMBLING TREATMENT PROGRAM

AGENCY PROVIDER ENROLLMENT APPLICATION FORM

To qualify as a provider eligible to receive reimbursement, the potential contractor must provide the information requested below and agree to all terms.  Mail the application and all supporting documentation to: Pennsylvania Department of Health, Bureau of Drug and Alcohol Programs, Attn:  Division of Treatment, 02 Kline Plaza, Harrisburg, PA 17104
SECTION A- PROVIDER INFORMATION
AGENCY PROVIDER NAME:      
CONTACT PERSON:      
FEDERAL TAX ID:      
BUSINESS ADDRESS:      


     

     

     






City 

State 

Zip Code

COUNTY IN WHICH PROVIDER IS LOCATED:       
PHONE:         
FAX:      
E-mail of Contact Person:        

PLEASE SPECIFY LANGUAGES OFFERED BY AGENCY PROVIDER:  ______________________   
____________________________________________________________________________________________________________        __________________________________________________________________________________________

SECTION B- MINIMUM ELIGIBILITY REQUIREMENTS

TRAINING: In order to qualify you must: 

1.
Be at least one of the following:
· Licensed psychologist, and have an established office from which to practice or be in a licensed facility.

· Licensed psychiatrist, and have an established office from which to practice or be in a licensed facility.

· Licensed social worker and have an established office from which to practice or be in a licensed facility.

· A drug and alcohol counselor, project director, facility director, or a clinical supervisor, and practice in a licensed drug and alcohol facility. 

· A certified mental health counselor, employed by and practicing in a licensed mental health facility, and have an established office from which to practice.
AND

2.
Hold a valid Certificate of Competency in Problem Gambling issued by The Pennsylvania Certification Board (PCB).

OR

Hold valid certification from the National Council on Problem Gambling (NCPG).






        OR
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Be an individual who is working on National Certification and can document receiving the 30 hours of gambling specific training approved by the NCPG.  An individual will have 24 months from the time the PPA is executed to obtain full certification.  
AND
3. Be located in Pennsylvania or within 50 miles of Pennsylvania.

AND

4. Complete 7.5 hours of BDAP approved training in adolescents and problem gambling in order to provide services to adolescents (persons under the age of 18).  Enclose verification of completion of this training.

AND

5. Complete 7.5 hours of BDAP approved training in problem gambling treating the family in order to provide services to family members to include but not limited to spouses, children, parents and siblings.  Enclose verification of completion of this training.
AND

6.
Comply with all established treatment protocols set forth in the Gambling Services Manual.  The DOH may, by electronic notice to the Provider, provide updates and modifications to the Gambling Services Manual.  Modifications will be deemed to have been received by the Provider five (5) working days from the date on which the notice was e-mailed.  The date of any new issuance will appear at the bottom of each page.  Upon receipt of these pages, the Provider shall substitute the new pages in place of the existing pages. 
________________________________________________________________________________________________        _

_____________________________________________________________________________________________________        
SECTION C - GAMBLING TREATMENT COUNSELOR INFORMATION
List the names of all staff to be providing Outpatient Gambling Counseling Services.  Each individual must complete a staff enrollment form and must submit all required documentation which includes copies of all current and valid licensees. 

	Name
	Position / Title
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______________________________________________________________________________________________________
______________________________________________________________________________________________________
SECTION D- PROGRAM INFORMATION
Respond to the following item.  Responses shall include any information about experiences and expertise that demonstrates ability to provide the services requested. 

Describe the target population of your proposed service.  Include any special populations for which your agency/practice has expertise to include but not be limited to specific age groups, gender, foreign languages, ethnic groups, and presenting problems such as substance abuse, mental health, etc.
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
__________________________________________________________________________________________________________________________________________________________________________________________________________
An onsite visit may be required prior to approval of a Provider’s application to provide Outpatient Gambling Counseling Services.
I certify that the information provided on this form is true and correct.  I will notify the Bureau of Drug and Alcohol Programs of any additions/changes to the information.

 ______________________              



  _____________________
  
Name (Please print)





  (Title)

 _____________________




 ___________________
  
 Signature






  Date

Mail the complete application along with supporting documentation to:

Pennsylvania Department of Health 
Bureau of Drug and Alcohol Programs

Attn: Division of Treatment

02 Kline Plaza 

 Harrisburg, PA 17104

DOH ID: HD01342F
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17.02A GAMBLING TREATMENT PROGRAM

STAFF ENROLLMENT APPLICATION FORM

All staff providing gambling treatment services under an agency contract must separately complete this form and submit all required documentation.  Mail the Gambling Treatment Program Staff Enrollment Application Form along with the Gambling Treatment Program Agency Provider Application Form and all supporting documentation to: Pennsylvania Department of Health, Bureau of Drug and Alcohol Programs, Attn:  Division of Treatment, 02 Kline Plaza, Harrisburg, PA 17104
AGENCY NAME:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
SECTION A- INDIVIDUAL
NAME:      



     


     

First



Middle 


Last
SOCIAL SECURITY #:      
ADDRESS:      




     

     

     







City

State 

Zip

PHONE:        

 FAX:       
E-mail:      
SECTION B- MINIMUM ELIGIBILITY REQUIREMENTS
PROFESSIONAL LICENSES OR CERTIFICATIONS (Submit copies of all valid licenses and certifications)

	LICENSE/CERTIFICATION
	LICENSE NUMBER
	ISSUING BODY
	DATE EXPIRED

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


TRAINING: In order to qualify you must:
1.
Be at least one of the following:

· Licensed psychologist, and have an established office from which to practice or be in a licensed facility.

· Licensed psychiatrist, and have an established office from which to practice or be in a licensed facility.

· Licensed social worker and have an established office from which to practice or be in a licensed facility.

· A drug and alcohol counselor, project director, facility director or clinical supervisor employed by and practicing in a licensed drug and alcohol facility.
· A certified mental health counselor, employed by and practicing in a licensed mental health facility, and have an established office from which to practice.
AND
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2. Hold a valid Certificate of Competency in Problem Gambling issued by The Pennsylvania Certification Board (PCB).
OR
Hold valid certification from the National Council on Problem Gambling (NCPG).  






       OR

Be an individual who is working on National Certification and can document receiving 30 hours of gambling specific training approved by the NCPG.  An individual will have 24 months from the time the PPA is executed to obtain full certification.  
AND

3.
Be located in Pennsylvania or within 50 miles of Pennsylvania.

AND

4.
Complete 7.5 hours of BDAP approved training in adolescents and problem gambling in order to provide services to adolescents (persons under the age of 18).   Enclose verification of completion of this training.

AND

5. Complete 7.5 hours of BDAP approved training in problem gambling treating the family in order to provide services to family members to include but not limited to spouses, children, parents and siblings.  Enclose verification of completion of this training.
AND

6.
Comply with all established treatment protocols set forth in the Gambling Services Manual.  The Department may, by electronic notice to the Provider, provide updates and modifications to the Gambling Services Manual.  Modifications will be deemed to have been received by the Provider five days from the date on which the notice was e-mailed.  The date of any new issuance will appear at the bottom of each page.  Upon receipt of these pages, the Provider shall substitute the new pages in place of the existing pages. 
_____________________________________________________________________________________________
_____________________________________________________________________________________________

SECTION C: VERIFICATION OF EMPLOYMENT
Verification of employment is required by submitting a copy of any of the following two documents:  W-2 form, I-9 form, current pay statement, or IRS tax return.

__________________________________________________________________________________________________________________________________________________________________________________________________________ 

17.02A.2
An onsite visit may be required prior to approval of a Provider’s application to provide Outpatient Gambling Counseling Services.

I certify that the information provided on this from is true and correct. I will notify the Bureau of Drug and Alcohol Programs of any additions/changes to the information.

 ______________________              



  _____________________
Name (Please print)





  (Title)

 _____________________




 ___________________
Signature






  Date
DOH ID: HD01340F
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17.03A GAMBLING TREATMENT PROGRAM

INDIVIDUAL PROVIDER ENROLLMENT APPLICATION FORM

To qualify as a provider eligible to receive reimbursement, the potential contractor must provide the information requested below and agree to all terms.  Mail the application and all supporting documentation to: Pennsylvania Department of Health Bureau of Drug and Alcohol Programs, Attn: Division of Treatment, 02 Kline Plaza, Harrisburg, PA 17104
SECTION A- INDIVIDUAL PROVIDER
NAME:      



     


     

First



Middle 


Last

SOCIAL SECURITY #:      
BUSINESS ADDRESS:      



     


     

     







City


State 

Zip

PHONE:         

FAX:       
E-mail:      
PLEASE SPECIFY LANGUAGES OFFERED BY AGENCY PROVIDER:  ______________________   
SECTION B- AGENCY PROVIDER (If applicable to established practice.)
AGENCY PROVIDER NAME:      
FEDERAL TAX ID:      
BUSINESS ADDRESS:      


      

     

     






City

State

Zip

COUNTY IN WHICH AGENCY PROVIDER IS LOCATED:      
PHONE:         FAX:      
E-mail of Contact Person:       
PLEASE SPECIFY LANGUAGES OFFERED BY AGENCY PROVIDER:  ______________________   
_____________________________________________________________________________________________________
SECTION C- MINIMUM ELIGIBILITY REQUIREMENTS 
PROFESSIONAL LICENSES OR CERTIFICATIONS (Submit copies of all valid licenses and certifications)

	LICENSE/CERTIFICATION
	LICENSE NUMBER
	ISSUING BODY
	DATE EXPIRED 
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TRAINING: In order to qualify you must:
1.
Be at least one of the following:

· Licensed psychologist, and have an established office from which to practice or be in a licensed facility.

· Licensed psychiatrist, and have an established office from which to practice or be in a licensed facility.
· Licensed social worker and have an established office from which to practice or be in a licensed facility.

· A drug and alcohol counselor, project director, facility director or clinical supervisor employed by and practicing in a licensed drug and alcohol facility. 

· A certified mental health counselor, employed by and practicing in a licensed mental health facility, and have an established office from which to practice.
AND

2.
Hold a valid Certificate of Competency in Problem Gambling issued by The Pennsylvania Certification Board (PCB).

OR

Hold valid certification from the National Council on Problem Gambling (NCPG).






      OR
Be an individual who is working on National Certification and can document receiving 30 hours of gambling specific training approved by the NCPG.  An individual will have 24 months from the time the PPA is executed to obtain full certification.  

AND

3.
Be located in Pennsylvania or within 50 miles of Pennsylvania.

AND

4.
Complete 7.5 hours of BDAP approved training in adolescents and problem gambling in order to provide services to adolescents (persons under the age of 18).  Enclose verification of completion of this training.

AND

5.
Complete 7.5 hours of BDAP approved training in problem gambling treating the family in order to provide services to family members to include but not limited to spouses, children, parents and siblings.  Enclose verification of completion of this training.
AND

6.
Comply with all established treatment protocols set forth in the Gambling Services Manual.  The Department may, by electronic notice to the Provider, provide updates and modifications to the Gambling Services Manual. Modifications will be deemed to have been received by the Provider five (5) working days from the date on which the notice was e-mailed.  The date of any new issuance will appear at the bottom of each page.  Upon receipt of these pages, the Provider shall substitute the new pages in place of the existing pages. 
____________________________________________________________________________________________
____________________________________________________________________________________________
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SECTION D- PROGRAM INFORMATION
Respond to the following item. Responses shall include any information about experiences and expertise that demonstrates ability to provide the services requested. Describe the target population of your proposed service.  Include any special populations for which your agency/practice has expertise to include but not be limited to specific age groups, gender, foreign languages, ethnic groups, and presenting problems such as substance abuse, mental health, etc.
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______________________________________________________________________________________________________________________________________________________________________________________________________
An onsite visit may be required prior to approval of a Provider’s application to provide Outpatient Gambling Counseling Services.

I certify that the information provided on this form is true and correct.  I will notify the Bureau of Drug and Alcohol Programs of any additions/changes to the information.
 ______________________              



  _____________________                                
  Name (Please print)




 
 (Title)

 ______________________              



  _____________________     


   Signature





 
 Date

Mail the complete application along with supporting documentation to:

Pennsylvania Department of Health 
Bureau of Drug and Alcohol Programs

Attn: Division of Treatment

02 Kline Plaza   

Harrisburg, PA 17104

DOD ID: HD01341F
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APPENDIX B
SCREENING TOOLS

BDAP Gambling Screening Tool
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SOGS
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SOGS Score Sheet
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SOGS-RA
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Scoring Rules for SOGS-RA
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SOGS- Spanish
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17.01B BDAP GAMBLING SCREENING TOOL

Type of Screening:
(
Telephone
(
Face to Face

DEMOGRAPHICS
Name:     





SSN:      
Birth/Maiden Name:      



DOB:      
Address:      
Phone:      
Referral Source:      



Phone:       
Marital Status: 
(Divorced  

(Living together 
(Married

(Never Married



(Widow/widower
(Separated

(Unknown

Sex: 
(Male

(Female
Race:
Race: 

 FORMCHECKBOX 
  Alaskan Native



 FORMCHECKBOX 
  American Indian    


 FORMCHECKBOX 
  Asian




 FORMCHECKBOX 
  Black or African American


 FORMCHECKBOX 
  Hawaiian or Other Pacific Islander 
 

 FORMCHECKBOX 
  White 




 FORMCHECKBOX 
  Other: (specify) _________________

Ethnicity:

 FORMCHECKBOX 
 Cuban




 FORMCHECKBOX 
  Hispanic (Not Specified)
 FORMCHECKBOX 
  Mexican



 FORMCHECKBOX 
  Not of Hispanic Origin 


 FORMCHECKBOX 
  Other Hispanic 

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  Unknown

DRUG & ALCOHOL

What are you currently using (alcohol/drug)?      

Last use?      
How much/how often are you drinking/using?       
Are you experiencing any of the following withdrawal symptoms?  (If the client answers “yes” to this question, he/she must be transferred to a clinical staff person.)

(Uncontrollable shaking
(Hallucinations
(Seizures
(Nausea/Vomiting
(Severe Cramps

(Other: (Specify) ______________________________________

Have you ever experienced any of the above symptoms?  If so, explain:      
Have you ever received drug/alcohol treatment or services?

(Yes

(No

      17.01B.1
If yes, most recent?      

Type:
(Inpatient Non-Hospital
(Inpatient Hospital

( Intensive Outpatient 
(Outpatient 


(Partial Hospitalization
(Other (Specify):____________________

PSYCHIATRIC

Are you having any thoughts of harming yourself or others?  


(Yes

(No

(If the client answers “yes” to this question, he/she must be transferred to a clinical staff person.)

Suicide Plan:      
Ability to contract for safety:      
Thoughts to harm others:      
Plan to harm others:      
Have you ever received mental health services?  (Yes 
(No

If yes, most recent?      
Type:
(Inpatient

(Outpatient

(Other (Specify):________________

Was medication prescribed?
(Yes

(No
If yes, specify:__________________

GAMBLING

Type(s) of Gambling Engaged In (Check all that apply)
(None 



(Bingo



(Cards
  


(Dice Games (including craps, over and under, other dice games) 

(Dogs/Other Animals
 (Games of Skill for Money (bowling, billiards, golf, etc.)


(Horses
 

(Internet & Other Games

(Lottery (Numbers, Scratch Offs, Quick Draw)




(Office Pools  


(Racinos 



(Raffles (including 50/50)

(Roulette 



(Slot Machines


(Sports 




(Sports with Bookie 


(Stock/Commodities Market
 
(Video Lottery Terminal (VLT) 

(Unknown



(Other
Gambling Location(s) during the last 12 months (Check all that apply)

(None 



(Bookie




(Casino 




(Church/Community Site
 
(Club, Bar/Restaurant


(Fire Hall (Grocery/Convenience Store
(Home  




(Internet
       
 

(Lottery Retailer 


(Off-Track Betting (OTB)


(Race Track


(Racinos 



(School 




(Work

     17.01B.2
(Other



(Unknown

During the past 30 days, what amount of money did you spend on a typical day of gambling?   $__________________

During the past 30 days, how much time did you usually spend on a typical day of gambling? _______ hours   _______minutes

During the past 30 days, on how many days did you gamble?  _______ days

EMPLOYMENT/FUNDING/LEGAL

Are you employed? 
(Yes

(No

Employer? ____________________

Do you have health insurance or Medical Assistance? (specify):____________________

Are you a veteran?
(Yes

(No

Honorable Discharge:   (Yes

(No

Other funding sources?  (specify)______________________

Are you involved with the criminal/juvenile justice system?

(Yes

(No

If yes, what is your status?       
Do you have any pending charges? 

(Yes

(No


If yes, specify:       

REFERRAL FOR EMERGENT CARE SERVICES

***SCREENER****

Is there a need for a referral for emergent care services to another provider?

(Yes

(No

Reason:     
If yes, where?       
HD01350F
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17.02B SOUTH OAKS GAMBLING SCREEN

[SOGS]

Name: _______________________________________________________ Date: __________________________

__________________________________________________________________________________________________________________________________________________________________________________________
1. Please indicate which of the following types of gambling you have done in your lifetime. For 

each type, mark one answer: “Not at All,” “Less than Once a Week,” or “Once a Week or More.”

	PLEASE “(” ONE ANSWER FOR EACH STATEMENT:
	NOT AT ALL
	LESS THAN ONCE A WEEK
	ONCE A WEEK OR MORE

	a.  Played cards for money
	
	
	

	b.  Bet on horses, dogs, or other animals (at OTB, the track or with a bookie)
	
	
	

	c.  Bet on sport (parlay cards, with bookie, at Jai Alai)
	
	
	

	d.  Played dice games, including craps, over and under or other dice games
	
	
	

	e.  Went to casinos (legal or otherwise)
	
	
	

	f.  Played the numbers or bet on lotteries
	
	
	

	g.  Played bingo
	
	
	

	h.  Played the stock and/or commodities market
	
	
	

	i.  Played slot machines, poker machines, or other gambling machines
	
	
	

	j.  Bowled, shot pool, played golf, or some other game of skill for money
	
	
	

	k.  Played pull tabs or “paper” games other than lotteries
	
	
	

	l.  Some form of gambling not listed above (please specify: ___________________
	
	
	


2. What is the largest amount of money you have ever gambled with on any one-day?

______Never gambled


_____ More than $100.00 up to $1, 000.00

______$1.00 or less



_____More than $1,000.00 up to $10,000.00

______More than $1.00 up to $10.00

_____More than $10,000.00

_____More than $10.00 up to $100.00

3. Check which of the following people in your life has (or had) a gambling problem.

TI: South Oaks Gambling Screen- Page 1
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_____Father




_____Mother

_____Brother/Sister



______My Spouse/Partner

_____My Child(ren)



______Another Relative

_____A Friend or Someone Important in My Life

4. When you gamble, how often do you go back another day to win back money you have lost?
_____Never




______Most of the Times I Lose

_____Some of the Time


______Every Time I Lose


(less than half the time I lose)

5. Have you every claimed to be winning money gambling, but weren’t really? In fact, you lost?

_____Never

_____Yes, less than half the time I lost

_____Yes, most of the time

6. Do you feel you have ever had a problem with betting or money gambling?

_____No

_____Yes

_____Yes, in the past, but not now

7.
Did you ever gamble more than you intended to?



______Yes 
______No

8.
Have people criticized your betting or told you that you


______Yes
______No


had a problem, regardless of whether or not you thought it was true?

9. Have you ever felt guilty about the way you gamble, or what 

______Yes
______No

happens when you gamble?

10.  
Have you ever felt like you would like to stop betting money

______Yes
______No


on gambling, but didn’t think you could?

11.
Have you ever hidden betting slips, lottery tickets, gambling

______Yes
______No


money, IOUs, or other signs of betting or gambling from your


spouse, children or other important people in your life?




12.
Have you ever argued with people you live with over how you

______Yes
______No


handle money?
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13. (If you answered “Yes” to question 12) Have money arguments 

_____Yes
_____No

ever centered on your gambling?

14.
Have you ever borrowed from someone and not paid them back

_____Yes
_____No


as a result of your gambling?

15.
Have you ever lost time from work (or school) due to betting

_____Yes
_____No


money or gambling?

16. If you borrowed money to gamble or to pay gambling debts, who 


or where did you borrow from (check “Yes” or “No” for each):

a.
From household money





_____Yes
_____No

b.
From your spouse






_____Yes
_____No

c.
From other relatives or in-laws




_____Yes
_____No

d.
From banks, loan companies, or credit unions


_____Yes
_____No

e.
From credit cards






_____Yes
_____No

f.
From loan sharks






_____Yes
_____No

g.
You cashed in stocks, bonds or other securities


_____Yes
_____No

h. 
You sold personal or family property




_____Yes
_____No

i.
You borrowed on your checking accounts (passed bad checks)
_____Yes
_____No

j.
You have (had) a credit line with a bookie



_____Yes
_____No

k.
You have (had) a credit line with a casino



_____Yes
_____No

The SOGS may be reproduced as long as the language is used as printed and the scored items are not revised without permission of the author.
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17.03B SOUTH OAKS GAMLBING SCREEN- SCORE SHEET

[SOGS]

Scores on the SOGS are determined by scoring one point for each question that shows the “at risk” response indicated and adding the total points.

Question 1

___X____
Not Counted



Question 2

___X____
Not Counted



Question 3

___X____
Not Counted



Question 4

________
Most of the time I lose or Yes, most of the time

Question 5

________
Yes, less than half the time I lose or, Yes most of the time



Question 6

________
Yes, in the past but not now or Yes



Question 7

________
Yes



Question 8

________
Yes



Question 9

________
Yes



Question 10

________
Yes



Question 11

________
Yes



Question 12

___X____
Not Counted



Question 13

________
Yes



Question 14

________
Yes



Question 15

________
Yes



Question 16 a

________
Yes



Question 16 b

________
Yes



Question 16 c 

________
Yes



Question 16 d

________
Yes



Question 16 e 

________
Yes



Question 16 f

________
Yes



Question 16 g

________
Yes



Question 16 h

________
Yes



Question 16 i

________
Yes



Question 16 j

__  X____
Not Counted



Question 16 k

___X____
Not Counted



TOTAL 



POINTS:
============================



(Maximum score =20)

================================================================================



INTERPRETING THE 



SCORE:


0

No Problem with Gambling

1-4

Some Problems with Gambling

5 or more
Probable Pathological Gambler
TI: South Oaks Gambling Screen- Page 4
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17.04B SOUTH OAKS GAMBLING SCREEN – RA (REVISED FOR ADOLESCENTS)

R. Stinchfield, K.Winters

Name: _________________________________________ Date: ____________________ Age: __________

	1.  Indicate how often, if at all you have done these activities in your lifetime and in the past 12 months.
	LIFETIME
	DURING PAST 12 MONTHS

	
	Never
	At Least Once
	Never
	Less Than Monthly
	Monthly
	Weekly
	Daily

	
	
	
	
	
	
	
	

	a. Played cards for money
	
	
	
	
	
	
	

	b. Flipped coins for money
	
	
	
	
	
	
	

	c. Bet on games of personal skill like pool, golf, or bowling
	
	
	
	
	
	
	

	d. Bet on sports games
	
	
	
	
	
	
	

	e. Bet on horses, dogs, or other animals
	
	
	
	
	
	
	

	f. Played bingo for money
	
	
	
	
	
	
	

	g. Played dice games (such as craps or over and under)
	
	
	
	
	
	
	

	h.  Played slot machines, poker machines or other gambling machines
	
	
	
	
	
	
	

	i. Played scratch tabs
	
	
	
	
	
	
	

	j. Played the lottery by picking numbers
	
	
	
	
	
	
	

	k. Played pull tabs
	
	
	
	
	
	
	

	l. Played Jai-Alai
	
	
	
	
	
	
	

	m. Bet at a casino
	
	
	
	
	
	
	

	n. Bet on a gambling cruise ship
	
	
	
	
	
	
	

	o. Played bolita
	
	
	
	
	
	
	

	p. Bet on video games
	
	
	
	
	
	
	

	q. Played the stock, options or commodities market for money
	
	
	
	
	
	
	

	r. Bet on some form of gambling not listed above (Specify) ___________
	
	
	
	
	
	
	


2. What is the largest amount of money you have ever gambled at one time in the past 12 months?

(
$1 or less
( 
More than $1 up to $10

(
More than $10 up to $49


(
$50-$99
(
$100-199


(
$200 or more

17.04B.1
3. Do either of your parents (or guardians) play any games of chance for money?

(
Yes

(
No



(
I don’t know

If “yes” which one?

(
Mother only
(
Father only


Both mother and father

(
Other (specify) __________________________

4. Do you think that either of your parents (or guardians) gamble too much?

(
Yes

(
No



(
Don’t know

If “yes” which one?

(
Mother only
(
Father only


(
Both mother and father

· Other (specify)_________________________

5. In the past 12 months, how often have you gone back another day to try to win back money you lost?

(
Every time
(
Most of the time

(
Some of the time

· Never

6. In the past 12 months when you were betting, have you ever told others you were winning when you really weren’t winning?

(
Yes

(
No

7. Has your betting money, in the past 12 months, ever caused any problems for you such as arguments with family friends, or problems at school or at work?

(
Yes

(
No

8. In the past 12 months, have you ever gambled more than you had planned to?

(
Yes

(
No

9. In the past 12 months, has anyone criticized your betting or told you that you had a gambling problem, regardless of whether you thought it was true or not?

(
Yes

(
No

10. In the past 12 months, have you ever felt bad about the amount you bet, or about what happens when you bet money?

(
Yes

(
No

11. Have you ever felt, in the past 12 months, that you would like to stop betting money but didn’t think you could?

(
Yes

(
No
17.04B.2
12. In the past 12 months, have you ever hidden from family or friends any betting slips, IOUs, lottery tickets, money that you’ve won, or other signs of gambling?

(
Yes

(
No

13. In the past 12 months, have you had money arguments with family or friends that centered on gambling?

(
Yes

(
No

14. In the past 12 months, have you borrowed money to bet and not paid it back?

(
Yes

(
No

15. In the past 12 months, have you ever skipped or been absent from school or work due to betting activities?

(
Yes

(
No

16. Have you borrowed money or stolen something in order to bet or to cover gambling debts in the last 12 months?

(
Yes

(
No

If yes, check (() from whom or where you got the money or goods (check all that apply):

a. 
_______Parents or guardians

b.
_______Brother(s) or sister(s)

c.
_______Relatives

d.
_______Friends

e.
_______Loan Sharks

f.
_______You sold personal or family property

g.
_______You passed a bad check on your checking account

h.
_______You stole from someone

Score__________________(Completed by Provider)    

17.04B.3
17.05B SCORING RULES FOR SOGS-RA

Each item is scored either 1 (affirmative) or 0 (non affirmative). Item “a” is scored 1 if respondent indicates “every time” or “most of the time” and is scored 0 otherwise. Calculations for broad and narrow rates come from Winters, Stinchfield and Kim, 1995.

CALCULATIONS OF NARROW RATES



CALCULATION OF BROAD RATES
Level 0 = No past year gambling




Level 0 = No past year gambling

Level 1 = SOGS-RA score of _ 1
Level 1 = Gambling less than daily and SOGS-RA score = 0, OR, less than weekly gambling and SOGS-RA score _ 1.

Level 2 = SOGS-RA score of 2 or 3
Level 2 = At least weekly gambling and 


SOGS-RA score _1 OR gambling less 1 weekly and SOGS-RA score _2.

Level 3 = SOGS-RA score of _4
Level 3 = At least weekly gambling + SOGS-RA score _2 OR daily gambling.

Winters, K.C., Stinchfield, R.D, & Fulkerson, J. (1993). Toward the development of an adolescent problem severity

scale. Journal of Gambling Studies, 9, 63-84.
17.05B
17.06B SOUTH OAKS GAMBLING SCREEN: SPANISH

1. Indique en cual de las siguientes clases del juego Ud. ha participado durante su vida.  Para cada clase del juego, conteste:  “nunca,”  “menos de una vez por semana,” o “una vez por semana o más.”

	
	Nunca
	Menos de

una vez

por semana
	Una vez

por semana

o más
	

	a.
	
	
	
	He jugado a cartas por dinero.

	b.
	
	
	
	He apostado en las carreras de caballos o de perros, en las peleas

de gallos o de otros animals (en el hipódromo, en la pista, o con un 

corredor de apuestas). 

	c.
	
	
	
	He apostado en los deportes (con quinielas, con un corredor de apuestas, o en jai alai).

	d.
	
	
	
	He jugado a juegos de dados por dinero.

	e.
	
	
	
	He jugado a en un casino (legítimo o no).

	f.
	
	
	
	He jugado a números o a la lotería.

	g.
	
	
	
	He jugado al bingo por dinero.

	h.
	
	
	
	He jugado a la bolsa (acciones, opciones de compra).

	i.
	
	
	
	He jugado a las máquinas (tragaperras, poker, u otras).

	j.
	
	
	
	He jugado al boliche, al billar, al golf (u otro juego de habilidad) por dinero.

	k.
	
	
	
	He jugado a “pull tabs o a juegos de papel aparte de la lotería.

	l.
	
	
	
	He participado en alguna forma de apostar todavía no mencionado

(indique cuales son, por favor).


2. ¿Cuál es la mayor cantidad de dinero que Ud. ha apostado en un solo día?

_____
nunca he apostado


______
más de $100 y menos de $1,000

_____
$1 o menos



______
más de $1,000 y menos de $10,000

_____
más de $1 y menos de $10

______
más de $10,000

_____
más de $10 y menos de $100

17.06B.1
3. Indique cuales personas en su vida han tenido (o tienen) un problema con el juego.

_____
padre




______
madre

_____
hermano(a)



______
abuelo(a)

_____
esposo(a)



______
hijo(s)

_____
otro pariente



______
un amigo u otra persona importante en su                 







vida

4. Cunado Ud. juega, ¿cada cuándo vuelven para recobrar el dinero que ha perdido?

_____
nunca

_____
algunas veces (menos de la mitad del tiempo)

_____
la mayoría del tiempo

_____
siempre

5. ¿Alguna vez ha pretendido Ud. haber ganado dinero cuando en realidad perdió?

_____
nunca

_____
sí, algunas veces (menos de la mitad de las veces que he perdido)

_____
sí, casi siempre

6. ¿Cree Ud. que ha tenido un problema con el juego?

_____
no

_____
en el passado, sí; ahora, no

_____
sí
7. ¿Alguna vez ha jugado Ud. más de lo que quería?

_____
sí


_____
no

8. ¿Hay alguien que ha criticado su manera de jugar?

_____
sí


_____
no

9. ¿Ha sentido Ud. lleno de remordimientos debido a su manera de jugar, o alas consecuencias de su juego?

_____
sí


_____
no

10. ¿Alguna vez ha querido Ud. dejar de jugar, pero no se creía capable de hacerlo?

_____
sí


_____
no

17.06B.2
11. ¿a descutido Ud. con la gente en su casa sobre su manera de manejar el dinero?

_____
sí


_____
no

12. ¿Ha discutido Ud. con la gente en su casa sobre su manera de manejar el dinero?

_____
sí


_____
no

13. (Si Ud. ha contestado sí a la pregunta número 12):  Estas discusiones- han tenido que ver con su juego?

_____
sí


_____
no

14. ¿Ha pedido Ud. un préstamo de dinero de alguien, y luego no pudo devolver el dinero a causa del juego?

_____
sí


_____
no

15. ¿Ha perdido Ud. tiempo de su trabajo (o de la escuela) a causa del juego?

_____
sí


_____
no

16. Si Ud. ha pedido dinero prestado para jugar o para pagar las deudas resultando del juego, ¿de quien ha pedido (o de dónde ha sacado) el dinero? (Indique sí o no.)

	a. de los fondos de domicilio
	sí
	no

	b.  de su esposo
	sí
	no

	c.  de otros parientes
	sí
	no

	d.  del banco, de la caja de ahorros, de companies de préstamo, del “credit union”
	sí
	no

	e. de las tarjetas de crédito
	sí
	no

	f.  de un usurer
	sí
	no

	g.  por cobrar las acciones, los bonos, u otras fianzas
	sí
	no

	h. por vender sus posesiones o las de la familia
	sí
	no

	i. por extender unos cheques sin fondos o firmar cheques falsos
	sí
	no

	j.  de una linea de crédito con su corredor de apuestas
	sí
	no


Muchas gracias por completer este cuestionario.

17.06B.3
17.07B SCORING RULES FOR SOGS-SPANISH
Same as the English SOGS; see below for the score sheet. 

SOUTH OAKS GAMLBING SCREEN- SCORE SHEET

[SOGS]

Scores on the SOGS are determined by scoring one point for each question that shows the “at risk” response indicated and adding the total points.

Question 1

___X____
Not Counted



Question 2

___X____
Not Counted



Question 3

___X____
Not Counted



Question 4

________
Most of the time I lose or Yes, most of the time

Question 5

________
Yes, less than half the time I lose or, Yes most of the time



Question 6

________
Yes, in the past but not now or Yes



Question 7

________
Yes



Question 8

________
Yes



Question 9

________
Yes



Question 10

________
Yes



Question 11

________
Yes



Question 12

___X____
Not Counted



Question 13

________
Yes



Question 14

________
Yes



Question 15

________
Yes



Question 16 a

________
Yes



Question 16 b

________
Yes



Question 16 c 

________
Yes



Question 16 d

________
Yes



Question 16 e 

________
Yes



Question 16 f

________
Yes



Question 16 g

________
Yes



Question 16 h

________
Yes



Question 16 i

________
Yes



Question 16 j

___ X____
Not Counted



Question 16 k

____X___
Not Counted



TOTAL 



POINTS:
============================



(Maximum score =20)

================================================================================



INTERPRETING THE 



SCORE:


0

No Problem with Gambling

1-4

Some Problems with Gambling

5 or more
Probable Pathological Gambler
TI: South Oaks Gambling Screen- Page 


  






             [Revised: 01/06/03]
17.07B
APPENDIX C
CLIENT FORMS

Gambling Admission Treatment Form








17.01C

Gambling Admission Treatment Instructions Form







17.02C

Gambling Discharge Treatment Form








17.03C

Gambling Discharge Treatment Instructions Form







17.04C

Gambling File Audit Form










17.05C
17.01C GAMBLING ADMISSION TREATMENT FORM

Provider PPA Number:       



Client ID:           

Sex:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
  Female   




Age:       

Admission Date:         (mm/dd/yyyy)

Are you a family member of the gambler:     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No

Ethnicity:

 FORMCHECKBOX 
  Cuban




 FORMCHECKBOX 
  Hispanic (Not Specified)
 FORMCHECKBOX 
  Mexican



 FORMCHECKBOX 
  Not of Hispanic Origin 


 FORMCHECKBOX 
  Other Hispanic 

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  Unknown

Race: 

 FORMCHECKBOX 
  Alaskan Native



 FORMCHECKBOX 
  American Indian    


 FORMCHECKBOX 
  Asian




 FORMCHECKBOX 
  Black or African American


 FORMCHECKBOX 
  Hawaiian or Other Pacific Islander 
 

 FORMCHECKBOX 
  White 




 FORMCHECKBOX 
  Other: (Specify):       
Veteran Status: 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No     Honorable Discharge:    FORMCHECKBOX 
   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 N/A
County of Residence:       
Type of Residence:  (Check one)
 FORMCHECKBOX 
  Private Residence

 FORMCHECKBOX 
  Homeless


 FORMCHECKBOX 
  Other Group Residential Setting 

 FORMCHECKBOX 
  Child in Placement

 FORMCHECKBOX 
  Other (Specify):       




 FORMCHECKBOX 
  Institution, Other (e.g., hospital, jail)



Principal Referral Source:  (Check one)

 FORMCHECKBOX 
  Self-Referral





 FORMCHECKBOX 
  Family, Friends, Spouse



 FORMCHECKBOX 
  County- Children and Youth Agencies


 FORMCHECKBOX 
  Financial Counseling
 FORMCHECKBOX 
  County- MH/MR Program




 FORMCHECKBOX 
  GA/Gam-Anon
 FORMCHECKBOX 
  County- Single County Authority



 FORMCHECKBOX 
  MR/Developmental Disabilities Provider
 FORMCHECKBOX 
  Court/Criminal Justice Referral



 FORMCHECKBOX 
  Other Community Referral

 FORMCHECKBOX 
  D&A Provider





 FORMCHECKBOX 
  Other Gambling Program: e.g., CCGP

 FORMCHECKBOX 
  DOH Gambling Addiction Hotline



 FORMCHECKBOX 
  Other Health Care Provider

 FORMCHECKBOX 
  Employer






 FORMCHECKBOX 
  School
Highest Grade Completed:  (Check one)
 FORMCHECKBOX 
  Less than High School Grad


 FORMCHECKBOX 
  Vocational/Technical School
 FORMCHECKBOX 
  Bachelors Degree

 FORMCHECKBOX 
  High School Diploma/GED


 FORMCHECKBOX 
  Some College-No degree 

 FORMCHECKBOX 
  Graduate Degree

 FORMCHECKBOX 
  Associates Degree



 FORMCHECKBOX 
  No formal education
Employment Status:  (Check more than one if applicable)
 FORMCHECKBOX 
  Active Military

 
 FORMCHECKBOX 
  Disabled (not working at all)
 FORMCHECKBOX 
  Employed Full-Time


 FORMCHECKBOX 
  Employed Part-Time or Seasonal
 FORMCHECKBOX 
  Retired 



 FORMCHECKBOX 
  Self-employed



 FORMCHECKBOX 
  Student



 FORMCHECKBOX 
  Unemployed


 FORMCHECKBOX 
  Other





 FORMCHECKBOX 
  Unknown


Annual Household Income:  (Check one)
 FORMCHECKBOX 
  0 - $9,999


 FORMCHECKBOX 
  $10,000- 19,999

 FORMCHECKBOX 
  $20,000 -29,999

 FORMCHECKBOX 
  $30,000 -39,999

 FORMCHECKBOX 
  $40,000 -49,999

 FORMCHECKBOX 
  $50,000- 99,999

 FORMCHECKBOX 
  $100,000 +


 FORMCHECKBOX 
  Unknown

17.01C.1

Marital Status:  (Check one)
 FORMCHECKBOX 
  Divorced
 FORMCHECKBOX 
  Living Together  FORMCHECKBOX 
  Married    FORMCHECKBOX 
  Never Married     FORMCHECKBOX 
  Separated        FORMCHECKBOX 
  Widow/widower 


 FORMCHECKBOX 
  Unknown
Religious Preference:  (Check one)
 FORMCHECKBOX 
  Atheist/Agnostic
 FORMCHECKBOX 
  Buddhism 

 FORMCHECKBOX 
 Catholic

 FORMCHECKBOX 
  Jewish 





 FORMCHECKBOX 
  Muslim

 FORMCHECKBOX 
  Protestant

 FORMCHECKBOX 
  Other (Specify):       
 FORMCHECKBOX 
  No Preference
Criminal Justice Status:  (Check one)
 FORMCHECKBOX 
  None


 FORMCHECKBOX 
  Correctional-based Setting 

 FORMCHECKBOX 
  Juvenile Offender
 FORMCHECKBOX 
 Parole 


 FORMCHECKBOX 
  Pre-Court Sentence 


 FORMCHECKBOX 
  Probation
 
Has client ever attended or received services for any reason from:
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

GA/GamAnon

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No 

Other Gambling Program

 FORMCHECKBOX 
  Yes
      
 FORMCHECKBOX 
  No 

Financial and/or Credit Counseling Service
Type(s) of Gambling Engaged In (Check all that apply)

 FORMCHECKBOX 
  None (Family Member Only)
 FORMCHECKBOX 
  Bingo


 FORMCHECKBOX 
  Cards
  


 FORMCHECKBOX 
  Dice Games (including craps, over and under, other dice games) 
 FORMCHECKBOX 
  Dogs/Other Animals


 FORMCHECKBOX 
  Games of Skill for Money (bowling, billiards, golf, etc.)

 FORMCHECKBOX 
  Horses
 

 FORMCHECKBOX 
  Internet & Other Games

 FORMCHECKBOX 
  Lottery (Numbers, Scratch Offs, Quick Draw)




 FORMCHECKBOX 
  Office Pools  


 FORMCHECKBOX 
  Racinos 


 FORMCHECKBOX 
  Raffles (including 50/50)

 FORMCHECKBOX 
  Roulette 



 FORMCHECKBOX 
  Slot Machines

 FORMCHECKBOX 
  Sports 




 FORMCHECKBOX 
  Sports with Bookie 


 FORMCHECKBOX 
  Stock/Commodities Market
 FORMCHECKBOX 
  Video Lottery Terminal (VLT) 

 FORMCHECKBOX 
  Unknown



 FORMCHECKBOX 
  Other

During the past 12 months, how frequently have you gambled:
 FORMCHECKBOX 
  Never 
 FORMCHECKBOX 
 Less than once a month  

 FORMCHECKBOX 
 1-3 days a month
 FORMCHECKBOX 
 1-2 days a week
 FORMCHECKBOX 
 3-6 days a week
 FORMCHECKBOX 
 Daily
 FORMCHECKBOX 
 Unknown

At what age did you first gamble or place your first bet?       
During the past 30 days, what amount of money did you spend on a typical day of gambling? $      
During the past 30 days, how much time did you usually spend on a typical day of gambling?  

      hours        minutes
During the past 30 days, on how many days did you gamble?        days



Gambling Location(s) during the last 12 months (Check all that apply)
 FORMCHECKBOX 
  None (Family Member Only)


 FORMCHECKBOX 
  Bookie


 FORMCHECKBOX 
  Casino 




 FORMCHECKBOX 
  Church/Community Site
 


 FORMCHECKBOX 
  Club, Bar/Restaurant
 FORMCHECKBOX 
  Fire Hall
 FORMCHECKBOX 
  Grocery/Convenience Store



 FORMCHECKBOX 
  Home  


 FORMCHECKBOX 
  Internet
       


 FORMCHECKBOX 
  Lottery Retailer 




 FORMCHECKBOX 
  Off-Track Betting (OTB)
 FORMCHECKBOX 
  Race Track


 FORMCHECKBOX 
  Racinos 





 FORMCHECKBOX 
  School 


 FORMCHECKBOX 
  Work


 FORMCHECKBOX 
  Other





 FORMCHECKBOX 
  Unknown  

17.01C.2
Type(s) of Gambling Related Problems Presenting at admission (Check all that apply)
 FORMCHECKBOX 
  Anxiety




 FORMCHECKBOX 
  Arrest



 FORMCHECKBOX 
  Bankruptcy




 FORMCHECKBOX 
  Borrowing or Theft from Relatives/ Friends
 FORMCHECKBOX 
  Depression



 FORMCHECKBOX 
  Embezzlement 


 FORMCHECKBOX 
  Employment/Education


 FORMCHECKBOX 
  Incarceration


 FORMCHECKBOX 
  Marital or Relationship
 FORMCHECKBOX 
  Losing Savings/Retirement


 FORMCHECKBOX 
  Physical Health Problems

 FORMCHECKBOX 
  Significant Debt



 FORMCHECKBOX 
  Suicidal Ideation/ Thoughts/Attempts

 FORMCHECKBOX 
  Other Legal




 FORMCHECKBOX 
  Other Mental Health Problems
Substance Use/Abuse 
Ever used illegal substances? 









 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
If yes, was substance use reviewed in the initial session? 






 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
Was this client treated concurrently for substance abuse by this Provider?   



 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
Alcohol

Ever used alcohol?










 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
If yes, was alcohol use reviewed in the initial session?  






 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
How many drinks do you have in a day?         
Per week?        
Nicotine 
Smoked tobacco in last week:  









 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No Used smokeless tobacco in last week: 








 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
How many packs or cans per day?       

Per week?      
Mental Retardation/Developmental Disability:  






 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Mental Health Related Conditions:








 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Ever Treated for MH Problem 









 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Ever Hospitalized for MH Problem








 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Score on Admission Administration of the South Oaks Gambling Screen Form:      
Date of SOGS Administration:         (mm/dd/yyyy)

DOH ID:  HD01359F











17.01C.3

17.02C GAMBLING ADMISSION TREATMENT FORM INSTRUCTIONS

Providers must e-mail or fax all Requests for Authorization of Service and Gambling Admission Treatment forms jointly to BDAP.  The forms must be sent together to the attention of the Treatment Division Director at sseitchik@state.pa.us or FAX (717) 787-6285.
Provider PPA Number

Enter the Provider PPA number assigned by the DOH that identifies the Provider.

CLIENT INFORMATION

Client Number

Enter the unique client number assigned by the Provider.  

The client number is assigned by the Provider to insure that each client entering the program has an unduplicated client number.  The client number assigned at the time of first admission must be used for every subsequent admission to this Provider and should never be reassigned to another client.  Do not use the client’s social security number or any other client specific information as the client number.

Sex

Indicate Male or Female.

Age

Note the client’s age upon admission. 

Admission Date

The admission date is the date of the client assessment.

Family Member
Indicate yes or no.

Gambling treatment should include services to family members of those who are problem and compulsive gamblers.  Family members may be admitted to the treatment service as individuals, regardless of whether the gambler is in treatment, or they may be treated as part of a family.

Demographics 

Ethnicity

Indicate the most appropriate origin (regardless of race) based on staff observation or client identification.

Cuban:  A person of Cuban origin, regardless of race.

Hispanic, Not Specified:  A person of Hispanic origin, but specific origin is not known or not specified.

Mexican:  A person of Mexican origin, regardless of race.

Not of Hispanic Origin:  A person whose origin in not Hispanic and is not included in the five categories.

Other Hispanic:  A person from Central or South America, including (INSERT THOSE IT INCLUDES)…regardless of race.

Puerto Rican:  A person of Puerto Rican origin, regardless of race.

Race

Based on staff observation and/or client self-identification, enter the appropriate race.  If the patient is racially mixed, enter the race with which he/she identifies.

17.02C.1
Alaskan Native (Aleut, Eskimo, Indian):  A person having origins in any of the native people of Alaska.

American Indian (Other than Alaskan Native):  A person having origins in any of the original people of North America and South America (including Central America) and who maintains cultural identification through tribal affiliation or community attachment.

Asian:  A person having origins in any of the original people of the Far East, Indian Subcontinent, Southeast Asian, including Cambodia, China, India, Japan, Korea, Malaysia, Philippine Islands, Thailand, and Vietnam.

Black or African American:  A person having origins in any of the black racial groups of Africa.

Hawaiian or Other Pacific Islander:  A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

White:  A Caucasian person having origins in any of the people of Europe (including Portugal), North Africa, or the Middle East.

Other: (Specify)

Veteran Status

Enter Yes or No

A veteran is any person who has served on active duty in the armed forces of the United States including the Coast Guard.  Not counted as veterans are those whose only service was in the Reserves, National Guard, or Merchant Marines and were never activated.  For purposes of reporting, “veteran” does not in any way reflect the type of military discharge received.

Honorable Discharge you will indicate Yes or No or N/A.

Select N/A for those who are not Veterans.

County of Residence:
Enter the client’s county of residence.  If the patient is homeless and does not live in a shelter, note the county where the individual is at when admitted.  If the patient is homeless and lives in a shelter, use the county where the shelter is located at the time of admittance. 

Type of Residence:  (Check one)
Enter the category that best describes the client’s type of residence at the time of admission except when a patient is admitted directly from medical or chemical dependence inpatient or residential treatment.  In such cases, report the type of residence immediately prior to the first episode of treatment in the sequence (i.e., where did the patient live in the community prior to entering treatment).

Private Residence: Includes a child living with their family at home.
Child in Placement: Includes a child placed in a foster home, a kinship arrangement, and residential treatment facility etc.
Homeless: Includes a person or family who is un-domiciled, has no fixed address, lacks a regular night time residence, and is residing in some type of temporary accommodation; e.g., hotel, shelter, residential program for victims of domestic violence.  
This also includes a person or family who circulates among acquaintances or is residing in a place not designed or originally used as a regular sleeping accommodation for human beings.

Other Group Residential Setting:  Other group residential may include college housing, military barracks, Personal Care Boarding Home, Mental Health or Mental Retardation community residential settings etc.

Institution, Other: (e.g. nursing home, hospital, jail)

Other (Specify):  

Principal Referral Source:  (Check one)
Indicate which agency, individual, or legal entity referred the patient.  If the patient may be included under more than one source, choose the category that represents the agency, individual or legal situation most responsible for the patient seeking treatment in the program.

17.02C.2
Self-Referral





County-Children and Youth Agencies

County-MH/MR Program




County- Single County Authority 
Court/Criminal Justice: Any Police official, Judge, Prosecutor, Probation Officer, or other person affiliated with a federal, state or county judicial system.  Includes referral by a court for DUI clients, referred in lieu of or for deferred prosecution, or during pretrial release, or before or after official adjudication.  Includes clients on pre-parole, pre-release, work or home furlough.  Client need not be officially designated as “on parole.” Referrals by defense attorneys are included in this category.

Drug and Alcohol Provider:  

Any program, clinic or other health care provider whose principal objective is treating clients with substance abuse problems, or a program whose activities are related to alcohol or other drug abuse prevention, education or treatment. 

Employer:  A supervisor or includes a person from an EAP
DOH Gambling Addiction Hotline



Family, Friends, Spouse


Financial Counseling





GA/Gam-Anon

MR/Developmental Disabilities Provider

Other Community Referral:  Community or religions organization or any federal, state or local agency that provides aid in the areas of poverty relief, unemployment, shelter or social welfare.  Self Help groups such as AA, Al-Anon, NA are also included in this category.  
Other Gambling Program: e.g., CCGP
Other Health Care Provider:  a physician, psychiatrist, or other licensed health care professional; or, general hospital, psychiatric hospital, mental health program, or nursing home.  This also includes a person referred from crisis services.

School:  A school principal, counselor, or teacher; or, a SAP, the school system, or an education agency.

Highest Grade Completed:  (Check one)
Enter the client’s highest grade completed at the time of admission.


Less than High School Grad

High School Diploma/GED


Vocational/Technical School

Some College- No degree


Associates Degree


Bachelors Degree


Graduate Degree


No Formal Education

Employment Status:  (Check more than one if applicable)
Enter the client’s employment status at time of admission.  You can check more than one if applicable.  If a client may be counted in more than one category, please check all that would apply for that individual.  For example: if an individual is employed part time and is also a student the client should be marked as part-time and also marked as a student.  Retired and discharged military personnel status should be listed under retired.  Unemployed is classified as looking for work during the past 30 days or on layoff from a job. Inmate of Institution is classified as prison or institution that keeps a person, otherwise able, from entering the labor force. 


Disabled (not working at all)
Employed Full-Time
Employed Part-Time or Seasonal



Homemaker


Inmate of Institution 
Retired




Self-employed

Student



Unemployed

Other (Specify): ________________
Unknown


Annual Household Income:  (Check one)
Indicate the range in which the household income falls.


0-$9,999

$10,000-19,999


$20,000-29,999

$30,000- 39,999


$40,000- 49,999
$50,000- 99,999

$100,000 +

Unknown 

17.02C.3
Marital Status:  (Check one)
Enter the current marital status of the client.  A person whose only marriage was annulled should be classified as Never Married.  A status of Separated includes legal separation as well as informal separations. 

Divorced 

Living Together

Married


Never Married

Separated

Widow/widower
Unknown

Religious Preference:  (Check one)
Indicate the religious preference of the client from the following list.  If the client chooses not to disclose religious preference or has none, “No Preference” should be indicated.


Atheist/Agnostic 
Buddhism 

Catholic

Jewish

Muslim 


Protestant

Other (Specify):____________________


No Preference

Criminal Justice Status:  (Check one)
Indicate the choice that most closely reflects the client’s criminal justice status at the time of admission.    Correctional-based setting is classified as a municipal/county jail, State Correctional facility, Federal Correctional facility.  

None


Correctional-based Setting

Juvenile Offender 



Parole 


Pre-Court Sentence


Probation




Gambling and Financial Services Received (Check all that apply)

Indicate whether client has ever attended or received services for any reason from GA/GamAnon, other Gambling Program(s), or Financial and/or Credit Counseling Service.

Types of Gambling Engaged In  

Check all the types of gambling that may be identified by the client.  

None




Bingo



Cards

Dice Games (including craps, over and under, other dice games)

Dogs/Other Animals

Games of Skill for Money (bowling, billiards, golf, etc.)


Horses

Internet & Other Games


Lottery (Numbers, Scratch Offs, Quick Draw)



Office Pools



Racinos



Raffles (including 50/50)

Roulette



Slot Machines


Sports

Sports with Bookie


Stock/Commodities Market
Video Lottery Terminal (VLT)

Unknown



Other

Frequency of Gambling

During the past 12 months, how frequently have you gambled:  (Check one)


 FORMCHECKBOX 
  Never 
 FORMCHECKBOX 
 Less than once a month  
 FORMCHECKBOX 
 1-3 days a month
 FORMCHECKBOX 
 1-2 days a week
 FORMCHECKBOX 
 3-6 days a week

 FORMCHECKBOX 
 Daily
 FORMCHECKBOX 
 Unknown










            
At what age did you first gamble or place your first bet?

Enter the age at which client first gambled (use two digits for ages 00-99).  If unknown please estimate the probable age.  Do not enter 99 unless the person first gambled at 99 years of age.
During the past 30 days, what amount of money did client spend on a typical day of gambling?

Enter the dollar amount that the client spent on a typical day of gambling during the past 30 days.

During the past 30 days, how much time did client spend on a typical day of gambling?

Enter the amount of time spent gambling on a typical day in hours and minutes.

17.02C.4
During the past 30 days, on how many days did client gamble?

Enter the number of days the client gambled during the past 30 days.

Gambling Location(s):  (Check all that apply)
From the list below, indicate all the locations where the client gambled during the last 12 months.

None (Family Member Only)



Bookie



Casino

Church/Community Site




Club, Bar/Restaurant

Fire Hall


Grocery/Convenience Store



Home



Internet

Lottery Retailer





Off-Track Betting (OTB)
Race Track

Racinos






School



Work

Other






Unknown

Types of Presenting Gambling Related Problems:  (Check all that apply)
Indicate all the gambling related problems affecting the client at the time of admission.

Anxiety

Arrest

Bankruptcy



Employment/Education


Significant Debt

Borrowing for Theft from

Incarceration



Suicidal Ideation/

Relatives/Friends


Marital or Relationship Problems
Thoughts/Attempts

Depression



Losing Savings/Retirement

Other Legal

Embezzlement



Physical Health Problems

Other Mental Health Problems

Substance Use/Abuse 
Enter yes or no whether client ever used illegal substances? 









If the answers is yes was substance use reviewed in the initial session, enter yes or no.  





Enter yes or no if this client was treated concurrently for substance abuse by this Provider.


Alcohol

Enter yes or no if the client ever used alcohol?










If the answer is yes was alcohol use reviewed in the initial session enter yes or no.  






How many drinks do you have in a day? ________   

Per week?   __________ 

What is a standard drink?

A standard drink contains about 14 grams (about .6 fluid ounces) of pure alcohol. Below are approximate standard drink equivalents.

12 oz.


12oz beer or cooler

8.5 oz.
8-9 oz. of malt liquor (8.5oz shown in a 12oz glass that, if full would hold about 1.5 standard drinks of malt liquor

5 oz.
5oz. of table wine

3.5oz.
3-4 oz. of fortified or dessert wine 





       
2.5oz.
2-3 oz. of cordial liqueur, or aperitif

1.5 oz.
1.5 oz of Brandy (a single jigger)

1.5oz
1.5 oz. of spirits (a single jigger of gin, vodka, whiskey, etc.)

Some of these drinks are sold in containers holding multiple standard drinks. For example malt liquor is often sold in 16-, 22-, and 40-oz. bottles that contain between two and five standard drinks. 

Nicotine

Enter yes or no whether client smoked tobacco in the last week.







Enter yes or no whether client used smokeless tobacco in the last week.






17.02C.5
How many packs or cans per day?   


Per week?

Mental Retardation/Developmental Disability

Enter yes or no. 












Mental Health Conditions

Enter yes or no to each of the following:

Mental Health Related Conditions:  Refers to a diagnosis of mental illness which is available to the clinician at the time of admission either by client report or records, or by presenting symptoms which the clinician recognizes as possibly being symptomatic of mental illness.  The recognition of symptoms does not constitute a diagnosis on the part of the clinician, but 

may indicate symptoms which need to be addressed in a treatment plan. 
Ever Treated for Mental Health Problem: involves the planned intervention designed to relieve the distress and/or disability associated with mental illness.

Ever Hospitalized for Mental Health Problem: means the admission to some type of hospital or inpatient facility for the treatment of the distress and/or disability associated with mental illness.  If “yes,” “ever treated for mental health problem” must be “yes.”
Score and Date of SOGS:
Enter the score from the admission administration of the SOGS form.

Enter the date of the administration of the SOGS form. 
DOH ID:  HD01359F 











         17.02C.6
17.03C GAMBLING DISCHARGE TREATMENT FORM

Provider PPA Number      

Client ID Number        
Sex:   FORMCHECKBOX 
  Male    FORMCHECKBOX 
  Female  

Are you a family member of a gambler:  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

Discharge Date:       

Admission Date:       
(mm/dd/yyyy)



(mm/dd/yyyy)


Type of Residence: (Check one)

 FORMCHECKBOX 
  Private Residence 

 FORMCHECKBOX 
  Homeless


 FORMCHECKBOX 
  Other Group Residential Setting


 FORMCHECKBOX 
  Child in Placement

 FORMCHECKBOX 
  Other


 FORMCHECKBOX 
  Institution, Other (e.g., hospital, jail)

Employment Status (Check all that apply)

 FORMCHECKBOX 
  Active Military



 FORMCHECKBOX 
  Disabled (not working at all)
 FORMCHECKBOX 
  Employed Full-Time

 FORMCHECKBOX 
  Employed Part-Time or Seasonal

 FORMCHECKBOX 
  Retired



 FORMCHECKBOX 
  Self-employed 



 FORMCHECKBOX 
  Student




 FORMCHECKBOX 
  Unemployed 


 FORMCHECKBOX 
  Other


 FORMCHECKBOX 
  Unknown



Status of Gambling Related Problems (check one for each)
Gambling
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Drug Use
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Alcohol Use
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Financial
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Legal
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Vocational/Ed
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Medical/Health
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Lethality: Self
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Lethality: Other
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Mental Health
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable

Family
 FORMCHECKBOX 
  Achieved      FORMCHECKBOX 
  Partial Achievement      FORMCHECKBOX 
  Not Achieved      FORMCHECKBOX 
  Not Applicable



Discharge Information

	Discharge Status (Check one)
	Discharge Disposition (Check one)
	Referral Disposition (Check one)

	 FORMCHECKBOX 

	Completed Treatment: All Goals Met
	 FORMCHECKBOX 

	Additional treatment at this level of care no longer necessary
	 FORMCHECKBOX 

	No referral made

	 FORMCHECKBOX 

	Completed Treatment: Half or More Goals Met
	 FORMCHECKBOX 

	Further treatment at this level unlikely to yield added clinical gain
	 FORMCHECKBOX 

	Client not in need of additional services

	 FORMCHECKBOX 

	Treatment Not Completed: Max Benefit/Clinical Discharge
	 FORMCHECKBOX 

	Left against clinical advice
	 FORMCHECKBOX 

	Referred to other service provider(s)

	 FORMCHECKBOX 

	Treatment Not Completed: Some Goals Met
	 FORMCHECKBOX 

	Client relocated
	 FORMCHECKBOX 

	Refused referral

	 FORMCHECKBOX 

	Treatment Not Completed: No Goals Met
	 FORMCHECKBOX 

	Left due to non-compliance with program rules
	
	

	
	
	 FORMCHECKBOX 

	Client arrested/incarcerated
	
	

	
	
	 FORMCHECKBOX 

	Client could no longer participate for health reasons
	
	

	
	
	 FORMCHECKBOX 

	Client death
	
	

	
	
	 FORMCHECKBOX 

	The client has used all 20 sessions
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Referral Category (Check all that apply) 




Chemical Dependency Programs

Other


 FORMCHECKBOX 
  D&A Program



 FORMCHECKBOX 
  EAP
Health Care Services 



 FORMCHECKBOX 
  Financial Counseling
 FORMCHECKBOX 
  MR/Dev Disabilities Provider

 FORMCHECKBOX 
  Other Community Referral

 FORMCHECKBOX 
  Other Health Care Provider


 FORMCHECKBOX 
  SAP
Gambling Programs



 FORMCHECKBOX 
  Other (specify):       
 FORMCHECKBOX 
  GA/Gam-Anon

 FORMCHECKBOX 
  Gambling Inpatient/Residential Provider

 FORMCHECKBOX 
  Gambling Outpatient Provider


Number of Counseling Sessions

Individual Counseling Sessions             Group Counseling Sessions      


During the past 30 days, what amount of money did you spend on a typical day of gambling? $      
During the past 30 days, how much time did you usually spend on a typical day of gambling?

       hours        minutes
During the past 30 days, on how many days did you gamble? 
      days

How long does the client’s current gambling problem compare to the level of gambling at admission?
 FORMCHECKBOX 
 No Longer Gambling

 FORMCHECKBOX 
 Reduced


 FORMCHECKBOX 
 Same

 FORMCHECKBOX 
 Increased



 FORMCHECKBOX 
 Don’t Know
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17.04C GAMBLING TREATMENT DISCHARGE FORM 
INSTRUCTIONS
A discharge form must be filled out for each client leaving treatment from this program.

Provider PPA Number

Enter the provider PPA number assigned by the DOH that identifies the Provider.
CLIENT INFORMATION

Client Number

Enter the unique client number assigned by the Provider.  

The client number is assigned by the Provider to ensure that each client entering the program has an unduplicated client number.  The client number assigned at the time of first admission must be used for every subsequent admission to this Provider and should never be reassigned to another patient.  Do not use the client’s social security number or any other client specific information as the client number.

Sex

Indicate Male or Female.

Family Member
Indicate yes or no.

Gambling treatment should include services to the family members of those who are problem and compulsive gamblers.
Discharge Date

Enter two digits each to identify the month and day and four-digit year for the date of discharge.

Admission Date
Enter two digits each to identify the month and day and four-digit year for the date of admission.
Type of Residence (Check one)
Enter the category that best describes the client’s type of residence at the time of discharge.

Private Residence: Includes a child living with their family at home.
Child in Placement: Includes a child placed in a foster home, a kinship arrangement, and residential treatment
facility etc.
Homeless: Includes a person or family who is undomiciled, has no fixed address, lacks a regular night time 

residence, and is residing in some type of temporary accommodations; e.g., hotel, shelter, residential program for victims of domestic violence.  This also includes a person or family who circulates among acquaintances or is residing in a place not designed or originally used as a regular sleeping accommodation for human beings.
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Other Group Residential Setting:  Other group residential may include college housing, military barracks
Other Group Residential Setting:  Other group residential may include college housing, military barracks, Personal
Care Boarding Home, Mental Health or Mental Retardation community residential settings, etc.
Institution, Other: (e.g. Nursing Home, hospital, jail)

Other

Employment Status
Enter the client’s employment status at time of discharge.  If a client may be counted in more than one category, please check all that would apply for that individual.  For example: if an individual is employed part time and is also a student the client should be marked as part-time and also marked as a student.  Retired and discharged military personnel status should be listed under retired.  


Active Military 



Disabled (not working at all)
Employed Full-Time


Employed Part-Time or Seasonal 
Other 



Retired






Self-employed



Student 


Unemployed



Unknown


STATUS OF GAMBLING RELATED PROBLEMS

Because treatment Providers serve clients with diverse needs, not all goal areas listed are applicable for each client.  The ratings assigned to the Client’s Status of Gambling Related Problems as well as Discharge Status must be supported by information documented in the client’s case record.

Goals should be based on objectives that the client is expected to achieve while in this program. 

If a goal does not apply to the client, indicate “Not Applicable.”

Base the rating of goal achievement on (1) counselor observation, (2) client reports, and (3) case records. 

If a client is lost to contact, the rating should be based on the client’s last face to face contact with Provider staff or other reliable information.

Base the rating of goal achievement recognizing that clients may achieve part of a particular goal and that a client’s level of goal achievement may vary according to particular goals.  Indicate the level of achievement for each goal.  

If a goal is identified as something other than “Not Applicable,” the goal must appear in the client’s treatment plan.

For each area in which one or more goals or objectives were set for the patient at any time during the course of treatment in this program, make a judgment regarding whether the goals and objectives in each particular area were:

Achieved-All goals were fully met.

Partially Achieved- some goals were fully met; or all were partially met; or some were fully met and others partially met.

Not Achieved- None of the goals were fully or even partially met.

Not Applicable- No treatment goals or objectives were set in this area.

Gambling

This item refers to the goal(s) in the client’s treatment plan concerning the client’s gambling.  In most cases, the goal(s) should be abstinence.

Drug Use

This item refers to the goal(s) in the client’s treatment plan concerning the client’s use/abuse of drugs.  In most cases, the goal(s) should be abstinence.

Alcohol Use

This item refers to the goal(s) in the client’s treatment plan concerning the client’s use/abuse of alcohol.  In most cases, the goal(s) should be abstinence.
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Financial

This item refers to the goal(s) in the client’s treatment plan concerning the client’s financial situation related to his/her gambling behaviors.  In order to be achieved, the client must have successfully addressed their finances including 

identifying gambling debt, developing a budget, and identifying debt repayment options either in treatment or be 

engaged in outside financial support service.

Legal

This item refers to the goal(s) in the client’s treatment plan for the identification and resolution of the client’s legal issues or the client’s engagement in on-going legal support services.

Vocational/Education

The following categories may be considered when evaluating a client’s vocational/education + goal(s):


Attained Employment


Increased Salary (Compared to previous earnings if already employed)

Education Milestones Achieved (High School Diploma, GED, College Credits)


Increased Educational Achievement (Based on Pre and Post Testing)


Skills Acquisition (formalized training)
Current Enrollment in School/College/Skills Training
Medical/Health

This item refers to the goal(s) in the client’s treatment plan for the resolution of medical conditions or the client’s engagement in on-going medical care.  In order to report achieved, the client’s medical conditions must be resolved or the client must be engaged in on-going medical care.

Lethality: Self

This item refers to the goal(s) in the client’s treatment plan for the ongoing identification of suicide ideation, plans and attempts, including on-going resources for support.

Lethality: Other
This item refers to the goal(s) in the client’s treatment plan for the on-going identification of intent to harm others, including on-going resources for support.

Mental Health

This item refers to the goal(s) in the client’s treatment plan related to the assessment, evaluation and/or maintenance of the client’s mental health issues. 

Family 
This item refers to the goal(s) in the client’s treatment plan for marital relationships and relationships with children and other family members.

DISCHARGE INFORMATION

Indicate items from each of the three categories for the client’s discharge from this program. 

Discharge Status

Indicate the discharge status.

Completed Treatment: All Goals Met. - The client has completed the planned course of treatment appropriate for this program and has accomplished the goals and objectives which were identified in the comprehensive treatment/service plan.  The client is discharged as outlined in the approved treatment plan.
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Completed Treatment: Half or More Goals Met. – The client has completed the planned course of treatment appropriate for this program and has achieved half or more of the major goals and objectives identified in the comprehensive treatment/service plan, including the gambling, lethality to self and others and financial goals, AOD and employment goals (education goal for adolescents).  This is essentially a client who needs to work on relatively minor treatment goals in the next level of care or with another type of service provider.
Treatment Not Completed: Maximum Benefit/Clinical Discharge- The client has been in treatment for at least as long as the typical client treatment cycle and has not made any significant progress for some time.  Continued treatment in the program is not likely to produce additional clinical gains.  This status must be reflected in client’s progress/case notes.

Treatment Not Completed: Some Goals Met. - The client has not completed the course treatment appropriate for this program/or has not met one or more major goals. 

Treatment Not Completed: No Goals Met. - (self-explanatory)

Discharge Disposition
Indicate the discharge disposition

Additional treatment at this level of care no longer necessary - (self-explanatory)
Further treatment at this level unlikely to yield added clinical gains - (self-explanatory)

Left against clinical advice- Client has not returned to the program, has not responded to phone calls or written correspondence, and has not been formally referred to another program.

Client relocated- (i.e., residence or employment)

Left due to non-compliance with program rules- A client is discharged due to disruptive conduct and/or failure to comply with reasonably applied behavioral standards of the Provider (e.g., loitering and diversion).

Client arrested/incarcerated - (self-explanatory)
Client could no longer participate for health reasons - (self-explanatory)
Client death - (self-explanatory)
The client has used all 20 sessions - (self-explanatory)
Referral Disposition
Indicate the referral disposition

No referral made

Client not in need of additional services

Referred to another service provider(s)

Refused referral
Referral Category
Referrals are defined as the provider actually making contact with another provider either through a verbal contact or through written contact.  Referrals to other agencies/providers are to provide continuous treatment or services to the client after leaving the current outpatient gambling counseling program.  This does not apply to the referral categories for Self-Help Groups or Other/None.

Chemical Dependency Programs

D&A Programs


Health Care Services
MR/Dev Disabilities Provider

Other Health Care Provider



Gambling Programs
GA-Gam-Anon

Gambling Inpatient/Residential Provider

Gambling Outpatient Provider
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Other

EAP

Financial Counseling

Other Community Referral

SAP

Other: ____________ 

Number of Counseling Sessions

Enter the total number of Individual Counseling Sessions and Group Counseling Sessions this client attended while in treatment at this program.

Individual Counseling Sessions-


Includes all individual counseling sessions conducted by the certified gambling counselor.


The assessment is included and counted as the first individual counseling session.

Group Counseling Sessions-


Includes all group counseling sessions conducted by the certified gambling counselor.


The assessment is included and counted as the first individual counseling session.  

During the past 30 days, what amount of money did client spend on a typical day of gambling?  

Enter the dollar amount that the client spent on a typical day of gambling during the past 30 days.

During the past 30 days, how much time did client spend on a typical day of gambling?

Enter the amount of time spent gambling on a typical day in hours and minutes.

During the past 30 days, on how many days did client gamble?

Enter the number of days that the client gambled during the past 30 days.

How does the client’s current gambling problem compare to the level of gambling at admission?

Indicate the status of the client’s gambling problem at discharge by choosing one of the following: No Longer Gambling, Reduced, Same, Increased, Don’t Know.
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17.05C GAMBLING FILE AUDIT FORM

Provider/Agency Name:     






 Phone:       

City State Zip Code:     






Fax:     
E-Mail address:     
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APPENDIX D

RESERVED
APPENDIX E

GRIEVANCE AND APPEAL 
Grievance and Appeal Reporting Form






17.01E









17.01E GRIEVANCE AND APPEAL REPORTING FORM

Provider:  _______________________________________________________________
PPA Number: _________________

SAP Number:  _______________________
Issue: _____________________________________________________________________
Date:  ______________________


Client ID #: ______________________ 
Briefly describe the client’s grievance with the provider:  (Include date grievance was filed with the provider).      
Briefly describe the outcome of the grievance and the basis for the decision: (Include date of review).       
Grievance Resolved:   (Yes

(No

Submit by mail to:

Pennsylvania Department of Health

Bureau of Drug and Alcohol Programs

Division of Treatment

02 Kline Plaza

Harrisburg, PA 17104

OR 
Fax to: 717-787-6285
DOH ID: HD01344F 
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17.01F RESOURCES

BDAP has a website which has information specific to gambling located on it.  The link for the website is: www.paproblemgambling.com or http://www.health.state.pa.us/gambling
Information can be downloaded, printed out and used as resources for the Providers benefit or to give to clients.

GA & Gam-Anon meetings are listed and can be printed off of this site. 
There is a link at the bottom of the main page that says Gambling Addiction Resources & Links.  There are links to different organizations as well as various resources.
The resource link contains a list of reading materials for those that would like more information on the topic of problem gambling.

The following are a few resources that are noteworthy:

Berman, L. & Siegel, M., Behind the 8-Ball: A recovery guide for the families of gamblers. New York: Kaleidoscope Software, Inc., 1998.

Ciarrocchi, J. W., Counseling Problem Gamblers: A Self-Regulation Manual for Individual and Family Therapy, San Diego: Academic Press, 2002.
In this book there are many different worksheets that counselors can use to help them in the counseling process.  This book has a Chapter on Spirituality, Virtue, and Character.  The section has spiritual assessment questions that are comprehensive enough to meet ethical guidelines for including religious diversity in a multicultural evaluation. 

Miller, W., & Rollnick, S., Motivational Interviewing: Preparing People for Change, New York: Guilford Press, 2002
Prochaska, J.O., Norcross, J.C., & DiClemente, C.C., Changing for Good: A Revolutional Six Stage Program For Overcoming Bad Habits and Moving Your Life Positively Forward, New York:  HarperColins Publishers Inc, 1994.reprinted in 2002.

The Pennsylvania Department of Health Public Health Information Clearinghouse (PADOHPHIC) operates as the information clearinghouse and referral center for the Pennsylvania Department of Health.  In a statewide effort to promote healthy lifestyles for all Pennsylvanians, PADOHPHIC's mission is to serve as a resource center and provide a wide range of health-related information.   There is gambling specific information in the clearinghouse.

http://webserver.health.state.pa.us/health/padohric/
1-877-PAHEALTH, Option 9
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National Clearinghouse for Alcohol and Drug Information (NCADI)

SAMHSA’s NCADI is the nation’s one-stop resource for the most current and comprehensive information about substance abuse prevention and treatment.  NCADI is one of the largest Federal clearinghouses, offering more than 500 items to the public, many of which are free of charge.  

NCADI distributes the latest studies and surveys, guides, videocassettes, and other types of information and materials on substance abuse from various agencies, such as the U.S. Departments of Education and Labor, the Center for Substance Abuse Prevention, the Center for Substance Abuse Treatment, the National Institute on Alcohol Abuse and Alcoholism, and the National Institute on Drug Abuse.  

1-800-729-6686

http://ncadistore.samhsa.gov/catalog/
The Problem Gambling Toolkit contains the following resources: 

· Substance Abuse Treatment for Persons with Co-Occurring Disorders (Problem Gambling) Excerpts from a Treatment Improvement Protocol 42

· Problem Gamblers and Their Finances A Guide for Treatment Professionals

· Personal Financial Strategies for the Loved Ones of Problem Gamblers

Resources for Pressure Relief Process
· Providers may use the GA Pressure Relief Pamphlet and Financial Forms and complete this process with the client.

· The Providers may use the Problem Gambling Toolkit (PG Toolkit) that may be obtained from NCADI. 

· The Provider and the client may contact a financial counseling service and through the financial counseling service they may create the financial plan.  If a client chooses this option then the Provider must monitor the clients plan and the client’s participation in the plan with the appropriate releases signed between all agencies.
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17.02F RESIDENTIAL TREATMENT PROVIDERS

Currently, there is no PA state-funded assistance for residential problem gambling treatment; however there are residential treatment providers in some states.  Some of these programs are listed on the National Council of Problem Gambling’s website.  BDAP is not endorsing any one program, but is just providing them for you as reference and use if needed. 
Arizona

ABC-Algamus

450 Goodwin Street

Prescott, AZ 86303

1-800-818-4491 

941-778-2496

Fax: 270-778-2499

www.algamus.org
Calvary Center

720 E. Montebello Avenue
Phoenix, Arizona  85014
602-279-1468
1-866-76-SOBER

http://www.psysolutions.com/facilities/calvary/gambling.html
Canada
Windsor Regional Problem Gambling Services
2109 Ottawa St., Suite 500
Windsor, ON N8Y 1R8 CANADA
Phone: 519-254-2112

Fax: 519-254-0093
http://www.wrh.on.ca/webbuild/site/wrh-internet/webpage.cfm?site_id=2&org_id=115&morg_id=0&gsec_id=1&item_id=8208
Florida

Algamus- Care

321 North Lake Blvd.

North Palm Beach, FL  33408
1-800-818-4491
941-778-2496

Fax: 270-778-2499

www.algamus.org
Renaissance Institute of Palm Beach

7000 N. Federal Highway, 2nd Floor

Boca Raton, FL  33487

561-241-7972

Fax:  561-241-9233

www.renaissanceinstitute.net
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Louisiana

Center of Recovery- (C.O.R.E.)
635 Stoner Avenue

Shreveport, Louisiana 71101
318-424-4357
Fax: 318-424-4355

www.laprobgam.org 

Maryland
Harbour Pointe

924 E. Baltimore Street

Baltimore, Maryland  21202

1-800-567-8238

http://www.lostbet.com/
Minnesota

Project Turnabout/Vanguard
660 18th Street 

PO Box 116

Granite Falls, MN 56241

320-564-4911

Fax 320-564-3122

www.projectturnabout.com
Mississippi

COPAC

3949 Highway 43 North

Brandon, MS 39047
1-800-446-9727
Fax: 601-829-4278

http://www.copacms.com/
Montana

Rim Rock Foundation

1231 N. 29th Street

Billings, MT 59107

1-800-227-3953

Fax:  406-248-3821

http://www.rimrock.org/
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Oregon

Cascadia

P.O. Box 8459

Portland, Oregon 97207

503-540-5579

www.cascadiabhc.org
Pennsylvania

Keystone Center

2001 Providence Avenue

Chester, PA 19013

610-876-9000

1-800-558-9600
https://www.keystonecenter.net/indexnew.html
New Jersey

New Hope Foundation

P.O. Box 66

546 Country Road 520

Marlboro, NJ  07745

732-946-3030

Fax: 732-946-35077

South Dakota

Keystone Treatment Center

1010 East Second Street

P.O. Box 159

Canton, SD 57013

605-987-2872 

605-987-2365
www.keystonetreatment.com
Veterans with Honorable Discharge

Free 30 day in-patient treatment

Cleveland VA Medical Center
(Brecksville Campus)

10000 Brecksville Road
Brecksville, Ohio 44141
440-526-3030
http://www.cleveland.va.gov/
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Virginia
Williamsville/ Wellness 
10515 Cabaniss Lane
Hanover, VA  23069
Phone: 877-559-Well (9355)
www.nongambler.com
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17.03F GAM-ANON 20 QUESTIONS

If you are living with a compulsive gambler, you will answer "YES" to at least six of the following questions.

1.
Do you find yourself constantly bothered by bill collectors?

2.
Is the person in question often away from home for long, unexplained periods of time?

3.
Does this person ever lose time from work due to gambling?

4. 
Do you feel that this person cannot be trusted with money?

5.
Does the person in question faithfully promise that he or she will stop gambling; beg, plead for another 
chance, yet gamble again and again?

6. 
Does this person ever gamble longer than he or she intended to, until the last dollar is

gone?

7. 
Does this person immediately return to gambling to try to recover losses, or to win more?

8. 
Does this person ever gamble to get money to solve financial difficulties or have unrealistic expectations 
that gambling will bring the family material comfort and wealth?

9. 
Does this person borrow money to gamble with or to pay gambling debts?

10.
Has this person's reputation ever suffered due to gambling, even to the extent of

committing illegal acts to finance gambling?

11. 
Have you come to the point of hiding money needed for living expenses, knowing that you and the rest
of the family may go without food and clothing if you do not?

12. 
Do you search this person's clothing or go through his or her wallet when the opportunity presents itself,
or otherwise check on his/her activities?

13. 
Does the person in question hide his or her money?

14. 
Have you noticed a personality change in the gambler as his or her gambling progresses?

15. 
Does the person in question consistently lie to cover up or deny his or her gambling activities?

16. 
Does this person use guilt induction as a method of shifting responsibilities for his or her

gambling upon you?

17. 
Do you attempt to anticipate this person's moods, or try to control his or her life?

18. 
Does this person ever suffer from remorse or depression due to gambling, sometimes to the point of
self-destruction?

19. 
Has the gambling ever brought you to the point of threatening to break up the family unit?

20. 
Do you feel that your life together is a nightmare?
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17.04F GAMBLERS ANONYMOUS 20 QUESTIONS

Gamblers Anonymous offers the following questions to anyone who may have a gambling problem. These questions are provided to help the individual decide if he or she is a compulsive gambler and wants to stop gambling.

TWENTY QUESTIONS

1. 
Did you ever lose time from work or school due to gambling?

2. 
Has gambling ever made your home life unhappy?

3. 
Did gambling affect your reputation?

4. 
Have you ever felt remorse after gambling?

5. 
Did you ever gamble to get money with which to pay debts or otherwise solve financial difficulties?

6. 
Did gambling cause a decrease in your ambition or efficiency?

7. 
After losing did you feel you must return as soon as possible and win back your losses?

8. 
After a win did you have a strong urge to return and win more?

9.
Did you often gamble until your last dollar was gone?

10. 
Did you ever borrow to finance your gambling?

11. 
Have you ever sold anything to finance gambling?

12. 
Were you reluctant to use "gambling money" for normal expenditures?

13. 
Did gambling make you careless of the welfare of yourself or your family?

14. 
Did you ever gamble longer than you had planned?

15.
Have you ever gambled to escape worry or trouble?

16. 
Have you ever committed, or considered committing, an illegal act to finance gambling?

17. 
Did gambling cause you to have difficulty in sleeping?

18. 
Do arguments, disappointments or frustrations create within you an urge to gamble?

19. 
Did you ever have an urge to celebrate any good fortune by a few hours of gambling?

20. 
Have you ever considered self destruction or suicide as a result of your gambling?

Most compulsive gamblers will answer yes to at least seven of these questions.
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GLOSSARY
Glossary
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17.01G GLOSSARY

Appeal: A request for reconsideration of a Provider’s decision at progressive stages until a grievance is resolved.

Assessment: A face-to-face interview with a client to ascertain treatment needs based on the degree and severity of drug and alcohol use through the development of a comprehensive confidential personal history.

Discharge:  Termination of a client’s involvement in services.

Emergent Care:  Those conditions related to detoxification, psychiatric, and perinatal/prenatal that requires an immediate referral for services.

Grievance:  A written complaint by a client regarding a decision made by a Provider related to denial or termination of services, level of care determination, length of stay in treatment, length of stay in intensive case management, determination of financial liability, or violation of the client’s human or civil rights.

Health Insurance Portability and Accountability Act (HIPAA):  Federal regulation addressing healthcare issues related to the standardization of electronic data, the development of unique health identifiers, and security standards protecting confidentiality and the integrity of health information.  

Inpatient:  A patient who has been admitted to a treatment institution or an acute care hospital or psychiatric hospital on the recommendation of a physician and is receiving room, board and professional services in a facility on a continuous 24-hour-a-day basis.

Inpatient Non-Hospital: The provision of medically monitored residential treatment in a free standing or health care specific environment.  May include medically monitored detoxification or residential treatment and rehabilitation services.

Inpatient Hospital:  The provision of medically managed detoxification, treatment and/or rehabilitation services in a hospital.  The facility must be licensed by the DOH as an acute or general hospital or approved by the Department of Public Welfare as a psychiatric hospital. 

Intensive Outpatient (IOP):  An organized non-residential alcohol and drug treatment service provided according to a planned regime consisting of regularly scheduled treatment sessions at least 3 days per week with a minimum greater than 5 hours and less than of 10 hours per week. (Note: IOP is licensed as an outpatient activity)

Mental Health Professional: A person trained in a generally recognized clinical discipline including but not limited to psychiatry, social work, psychology, or nursing, rehabilitation or activity therapies who has a graduate degree and clinical experience.

Mental Health Worker:  A person who does not have a graduate degree in a clinical discipline but who by training and experience has achieved recognition as a mental health worker, or a person with a graduate degree in a clinical discipline.

Outpatient: An organized, non-residential alcohol and drug treatment service provided in regularly scheduled treatment sessions for a maximum of 5 contact hours per week.














17.01G.1
Partial Hospitalization: The provision of psychiatric, psychological, and other therapies on a planned and regularly scheduled basis.  Partial hospitalization is designed for those clients who would benefit from more intensive services than are offered in outpatient treatment programs, but who do not require full time inpatient care.   Services consist of regularly scheduled treatment sessions at least 3 days per week with a minimum of 10 or more hours per week.

Psychiatric Outpatient Clinic Provider:  A facility fully approved/licensed to provide specific medical, psychiatric and psychological services for the diagnosis and treatment of mental disorders.  Treatment is provided to eligible Medical Assistance (MA) outpatient recipients who are not residents of a treatment institution or receiving similar treatment elsewhere. 

Psychiatric Outpatient Clinic Services: Outpatient medical, psychiatric and psychological services listed in the MA program Fee Schedule furnished to a mentally disordered outpatient while the person is not a resident of a treatment institution provided by or under the supervision of a psychiatrist in a facility organized and operated to provide medical care to outpatients.

Screening:  The first step in identifying the presence or absence of alcohol or other drug use whereby data is collected on an individual in order to determine if a referral for emergency services is needed. 

Single County Authority (SCA): The agency designated by local authorities in a county or joinder to plan, fund and administer drug and alcohol activities in that county or joinder.  The local authorities are the final fiscal and management authority. 
17.01G.2
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Gambling Authorization Request Form
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Gambling Invoice Form
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BDAP Client Liability Form
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BDAP Client Liability Form Instructions
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Request for Liability Reduction or Elimination Form
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Request for Liability Reduction or Elimination Form Instructions
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17.01H GAMBLING AUTHORIZATION REQUEST FORM

	AUTHORIZATION FORM

	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Provider Name:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	FID/SSN:
	
	
	
	
	
	
	
	 
	 
	

	SAP Vendor No:
	 
	 
	 
	 
	 
	 
	 
	 
	

	PPA No:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	
	
	
	

	CLIENT INFORMATION

	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Client ID Number:
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	Sex:
	
	Male
	
	Female
	 
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	Admission Date:
	
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	Number of Sessions Requested:
	
	
	
	
	
	
	
	 
	

	 
	
	
	
	
	
	
	
	
	 
	

	If client is insured, did you receive written denial notification 
	
	
	
	
	 
	

	prior to requesting authorization and payment from BDAP?  

If No is selected above, please briefly explain: 
	
	
	 
	 
	 
	

	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	
	
	
	 
	 
	

	Preparer's Signature
	
	
	
	
	
	Date:
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Signature Certified Gambling Counselor
	
	
	
	
	
	Date:
	
	
	
	


DEPARTMENT OF HEALTH USE ONLY

Number of Sessions Authorized: _______________________________________________________________________
Expiration Date of Authorization:________________________________________________________________________
____________________________________________________________

__________________________
Department of Health’s Authorized Signature





Date:
HD01349F
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17.02H GAMBLING INVOICE FORM
	PENNSYLVANIA DEPARTMENT OF HEALTH           PPA NO:

	PARTICIPATING PROVIDER AGREEMENT

	FOR  

	OUTPATIENT GAMBLING COUNSELING SERVICES

	GRANT INVOICE FOR PAYMENT

	Payee:
	 
	 
	 
	 
	
	
	Date:
	 
	 

	
	
	
	
	
	
	
	Invoices
	should be  
	sent to:

	Address:
	 
	 
	 
	 
	
	
	
	 Department
	of Health

	
	 
	 
	 
	 
	
	BUREAU 
	DRUG AND
	ALCOHOL
	PROGRAMS

	
	 
	 
	 
	 
	
	
	
	67
	DRUGPGMS

	
	
	
	
	
	
	
	
	PO
	BOX 69183

	
	
	
	
	
	
	
	
	HARRISBURG,
	PA 17106

	FID/SSN:
	
	 
	 
	 
	
	
	Invoice No:
	 
	 

	SAP Vendor No:
	 
	 
	 
	
	
	
	
	

	Telephone No:
	 
	 
	 
	
	Billing Period:
	 
	 

	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	$85 
	 
	 
	$35 
	 
	 
	 

	 
	Number of
	Number of
	Individual
	Client
	Individual
	Group
	Client
	Group
	 

	 
	Individual
	Group
	Session
	Liability
	Session
	Session
	Liability
	Session
	Invoice

	Client ID #
	Sessions
	Sessions
	Cost
	Due
	Subtotal
	Cost
	Due
	Subtotal
	Amount

	 
	 
	 
	$0 
	 
	$0 
	$0 
	 
	$0 
	$0 

	 
	 
	 
	$0 
	 
	$0 
	$0 
	 
	$0 
	$0 

	 
	
	 
	$0
	 
	$0
	$0 
	
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	
	 
	$0
	 
	$0
	$0 
	
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	
	 
	$0
	 
	$0
	$0 
	
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	
	 
	$0
	 
	$0
	$0 
	
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	
	 
	$0
	 
	$0
	$0 
	
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	 
	 
	 
	 $0
	 
	 $0
	$0 
	 
	$0 
	$0 

	TOTALS
	0
	0
	$0 
	$0 
	$0 
	$0
	$0 
	$0 
	$0 

	Preparer's Signature
	 
	 
	 
	 
	 
	 
	Date:
	 

	
	
	
	
	
	
	
	
	
	

	Signature of Certified Gambling Counselor
	 
	 
	 
	 
	Date:
	 

	(For DOH Administrative Use Only)
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	General Ledger
	 
	 
	 

	Fund (10 digits)
	Cost Center (10 digits)
	(7 digits)
	Internal Order (12 digits)

	 
	 
	 
	 
	 
	 


HD01348F












17.02H
17.03H BDAP CLIENT LIABILITY FORM
Client Name:     

County of Residence:      

Client ID#:     
 FORMCHECKBOX 
Initial













 FORMCHECKBOX 
Re-Determination

Date:        
===============================================================

PART 1: INSURANCE












Yes
No

Does the client have insurance (private and/or public) coverage? 

 FORMCHECKBOX 

 FORMCHECKBOX 


If insurance has been denied, indicate the reason for denial.


Denied:
	Insurance Company
	Name of Insured
	Group #
	ID#

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


If BDAP will not be reimbursing for the cost of any services, do not complete Parts II through IV.  Sign and date the form.

=====================================================================

PART II: FAMILY (As determined by Federal Law/Federal Tax Return)
	Name of Dependents
	Relationship

	     
	Self

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Total # of Dependents (including Self):      
______________________________________________________________________________

PART III: MONTHLY GROSS INCOME

List all income from full and part-time employment as well as other types of income, as applicable, including that of Self, Spouse, and Parents (see Section 13.02 of this Manual for income to be included). See description of types of income below.

	Family Member
	Employers

	Self
	     

	Spouse
	     

	Parent I (if applicable)
	     

	Parent II (if applicable)
	     


  17.03H.1
	Types of Income
	Self
	Spouse
	Parent I
	Parent II
	Totals

	Earned Income (i.e., wages, salaries, tips, bonuses, etc.)
	     
	     
	     
	     
	     

	Interest Income
	     
	     
	     
	     
	     

	Dividends
	     
	     
	     
	     
	     

	Benefits (i.e., unemployment, social security, public assistance, pensions, etc.)
	     
	     
	     
	     
	     

	Alimony
	     
	     
	     
	     
	     

	Other Taxable Income
	     
	     
	     
	     
	     

	Totals
	     
	     
	     
	     
	     



Total Monthly Gross Income: $      
______________________________________________________________________________

DESCRIPTION OF TYPES OF INCOME

Earned Income:
Wages, salaries, fees, commissions, tips, bonuses, net business income, and other earned income subject to Federal income taxation.

Interest Income:
Interest income including, but not limited to, interest received from accounts with banks, savings and loan associations, money market funds, credit unions or bonds.

Dividends:
Dividends received from corporate stock holdings or cash dividends from life insurance policies.

Benefits:
Benefits, including but not limited to unemployment compensation, Social Security payments, and pensions.  Benefits are counted as income only if the benefit is paid on behalf of the client.  Food stamps are not counted as income.  

Alimony:
Includes alimony received or spousal support received prior to divorce.  Does not include child support.

Other taxable income:
Includes all other income subject to Federal income taxation, e.g., rental income, lottery winnings, net capital gains, etc.  ______________________________________________________________________________

PART IV: CLIENT LIABILITY 

Total # of dependents (listed in Part II):

     
Total Monthly Gross Income (listed in Part III):
     
	
	CLIENT LIABILITY DUE

	Service
	Client Liability Percentage *
	Individual Session
	Group Session

	Outpatient
	     
	     
	     


*Minimum co-pays may apply

______________________________________________________________________________
AGREEMENT AND UNDERSTANDING

I certify that the information concerning my dependents, insurance and income is true and complete to the best of my knowledge.  I understand that I am responsible for paying the above fees on the same day of service.  I understand that I am to notify this agency if there are any significant changes in my monthly income or family size within 30 days of such change.  I understand that if these fees represent a financial burden, a staff person and I may fill out a REQUEST FOR LIABILTIY REDUCTION OR ELIMINATION form.  

17.03H.2
A copy of this form has been offered to me and I have  FORMCHECKBOX 
 accepted  FORMCHECKBOX 
  rejected it.

     








     
Client Signature







Date

     








     
Staff Signature







Date

     








     
Provider/Agency CEO Administrator or Designee


Date

Note: Client Liability determined on this day shall be valid for a period of no more than 12 months, with a re-determination to occur at the end of the 12-month period.  
17.03H.3
17.04H BDAP CLIENT LIABILITY FORM INSTRUCTIONS

Client Information

Client Name

Enter the client’s name at the top of the form.

County of Residence
Center the name of the county in which the client resides.  
Client ID#

Enter the unique client number assigned by the Provider.

Date 

Enter the date that the form is completed.

Initial/Re-determination

Check the appropriated box to indicate whether the form is being completed relative to an initial determination or a re-determination of liability.

Part I:  Insurance

Insurance Coverage

Check the appropriate box to indicate whether the client has insurance coverage. 

Denial of Insurance
If the client has insurance but coverage has been denied for the service, indicate the reason for the denial in the area marked “Denied.”

Insurance Company/Name of Insured/Group #/ID#
Enter the name of the insurance company that is providing coverage for the client, the name of the person insured, as well as the insurance company group number and the client’s insurance ID number.
Part II:  Family

Name of Dependents/Relationship
Enter the name of all dependents (including self) and their relationship to the client, in the space provided.  Note that the dependents are to be reported as listed on the client’s federal tax return in accordance with all current IRS statutes, regulations, and standards (located at http://www.irs.gov).

Total # of Dependents

Enter the total number of dependents (including self) in the space provided.  This total is then automatically carried forward to Part IV of the form.
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Part III:  Monthly Gross Income
Family Member/Employers

Enter the name of the employer for each family member, as applicable, for which you are reporting income. 

Types of Income/Self/Spouse/Parent I/Parent II/Totals

Enter all income from both full-time and part-time employment as well as other types of income, as applicable, to include that of Self, Spouse and Parents.  See Section 13.02 of this Manual for clarification on what income to include and a description of the types of income.  This table contains formulas that automatically calculate the total monthly gross income for the client.  The amount of total monthly gross income is then automatically carried forward to Part IV of the form.  
Part IV:  Client Liability

In order to establish the client liability, complete the steps as outlined below:

Select the appropriate county table located at http://www.portal.state.pa.us/portal/server.pt?open=514&objID=557517&mode=2 Use the table for the county that correlates to the individual’s county of residence.  This may or may not be the county where the Provider is located.  

Crosswalk the total monthly gross income and total number of dependents (located at the top of Part IV of the form) to the table’s monthly income column that is equal to or less than the client’s monthly income.  This is the column that is used to determine the client’s liability.  

Enter the percentage amount in Column 1 of the form.  Apply this percentage to the Provider rate and enter the dollar amount in the appropriate block.  If the percentage is zero, enter any minimum co-pay established by the Provider.

If the established liability is not an even dollar amount the liability fee must be rounded down to the nearest dollar for amounts below fifty cents and up to the nearest dollar for amounts fifty cents or greater.

At a minimum, the liability must be determined for the Provider-funded service being rendered to the client.

Providers may, at their discretion, establish a minimum co-pay not to exceed the first level of liability as determined on the liability table for the individual’s county of residence.  Further, if the Provider decides to implement a minimum co-pay system, the minimum co-pay must be established for each unit of outpatient service.  Where applicable, Providers must have written policies in place to support any minimum co-pay system they implement.  If Providers choose to implement a minimum co-pay system for the service, the system must be consistently applied.

Agreement and Understanding

This section of the form serves as an affidavit to attest that the information provided by the client is true and correct.  The form is to be signed and dated by the client as well as by the Provider serving as a witness.  This section also provides the client with an opportunity to indicate receipt of notice of liability.  The client will check either “accepted” or “rejected it” as appropriate.  

17.04H.2
17.05H REQUEST FOR LIABILITY REDUCTION OR ELIMINATION FORM  
REQUEST FOR LIABILITY REDUCTION OR ELIMINATION

	CLIENT’S NAME:
	CLIENT ID #

	AGENCY PROVIDER NAME:
	


I am requesting an adjustment to my liability for the following reason(s): _________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________








_____________________________
____/____/____







Client / Liable Person Signature 

 Date


I hereby request a review by the Provider/Agency CEO Administrator or Designee of this client’s assessed liability. I request that the liability be (check one from each column) :

□
Abated in full





□
For the period: ___/___/___ to ___/___/___

□
Current Liability of ________Modified to ________ 

□
Ongoing

This abatement is being requested due to:

□
Clinical Reasons





□
Substantial Financial Hardship

Description of reason (be specific): ____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



□
I certify that to the best of my knowledge and belief, the imposition of the assessed liability would be likely to negate the effectiveness of treatment, or prohibit the client’s access to, or continuation of, treatment and that failure to provide such treatment would result in serious harm to the client’s welfare or in greater cost to the Commonwealth due to deterioration in the client’s condition. 
□
I do not support the request for reduction or elimination of liability at this time. 

__________




_____________________________________________

Date    





Staff Signature, Title

-----------------------------------------------------------------------------------------------------------------------------------------------------

□  Approved




□  Partial Approval  as Follows:   _______________________







      ________________________________________________

□  Denied




      ________________________________________________
__________




 _____________________________________________

Effective Date  




Provider/Agency CEO Administrator or Designee Signature, Title

17.05H
17.06H REQUEST FOR LIABLITY REDUCTION OR ELIMINATION FORM INSTRUCTIONS 
First Section
Client Name

Enter the client’s name at the top of the form.

Client ID#

Enter the unique client number assigned by the Provider.

Provider/Agency Name

Enter the name of the Provider/Agency initiating the request.
The client or liable person must state in their own words why the request for reduction or elimination of liability is being submitted.  The client/liable person must sign and date the request.

Second Section
Staff must check the appropriate box to identify if they are requesting a full abatement or a modification.  If requesting a modification, the current and modified liabilities should be inserted.  

Staff must check the appropriate box to identify if the request is time limited (for example - a six month request to address a time limited circumstantial need may be entered as “For the period 07/01/xx to 12/31/xx”) or ongoing in nature.  Note that “ongoing” only applies to the period for which the liability is valid.  A new request must be submitted, if still necessary, when the annual re-liability is determined.  

Staff must check the appropriate box to identify if the abatement request is due to clinical reasons or due to substantial financial hardship.  

The “Description of reason” is to be completed by staff and must provide sufficient detail to support the recommendation.    
Third Section
Staff must check the appropriate box to indicate (non) support of request, sign and date. 

The completed form is then submitted to the Provider/Agency CEO Administrator or designee who is responsible for approval or denial.  If the request is only approved in part there must be a clear statement defining the extent of the abatement.  The Provider/Agency CEO Administrator or Designee must sign the form.
The “Effective Date” represents the day that any billing adjustments reflecting the abatement action are to be made.  Any client billings prior to the effective date remain the client’s responsibility.  The Provider, at their sole discretion, may permit retroactive abatements For example, a request is made in March due to a change in circumstances dating back to January.  At the Provider’s discretion, they could establish the effective date as January 1 even though the form was not submitted until March.
17.06H
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