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About the Coordinated System of Care (CSoC)

What is Assertive Community Treatment (ACT)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What are Functional Family Therapy (FFT) and Functional Family Therapy ςChild Welfare (FFT-CW)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What is Homebuilders?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing  

What is Child/Parent Psychotherapy (CPP)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What is Parent/Child interaction Therapy (PCIT)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What is Preschool PTSD Treatment (PPT) and Youth PTSD Treatment (YPT)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing



Agenda Continued

What is Triple P-Standard Level 4?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What is Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)?              
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing

What is Eye Movement Desensitization & Reprocessing Therapy (EMDR)?
* Target Population
*  Provider Qualifications and Responsibilities
*  Fidelity
*  Billing
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Coordinated System of Care 
(CSoC)
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Coordinated System of Care

The Coordinated System of Care (CSoC) is for Louisiana's children and youth with significant behavioral health challenges or Ŏƻπoccurring 
disorders that are in or at imminent risk of out of home placement. 

ω  ¢ƘŜ /{ƻ/ ƛǎ ŀƴ ŜǾƛŘŜƴŎŜ-informed approach to family and youth-driven care that enables children to successfully live at home,stay in

school and reduce involvement in the child welfare and juvenile justice systems. The primary goals for CSoC include: 

ҍ wŜŘǳŎƛƴƎ ǘƘŜ ƴǳƳōŜǊ ƻŦ ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳǘƘ ƛƴ ŘŜǘŜƴǘƛƻƴ ŀƴŘ ǊŜǎƛŘŜƴǘƛŀƭ ǎŜǘǘƛƴƎǎΤ 

ҍ wŜŘǳŎƛƴƎ ǘƘŜ {ǘŀǘŜΩǎ Ŏƻǎǘ ƻŦ ǇǊƻǾƛŘƛƴƎ ǎŜǊǾƛŎŜǎ ōȅ ƭŜǾŜǊŀƎƛƴƎ aŜŘƛŎŀƛŘ ŀƴŘ ƻǘƘŜǊ ŦǳƴŘƛƴƎ ǎƻǳǊŎŜǎΤ 

ҍ LƴŎǊŜŀǎƛƴƎ ŀŎŎŜǎǎ ǘƻ ŀ ŦǳƭƭŜǊ ŀǊǊŀȅ ƻŦ ƘƻƳŜ ŀƴŘ ŎƻƳƳǳƴƛǘȅ-based services that promote hope, recovery and 

resilience; 

ҍ LƳǇǊƻǾƛƴƎ ǉǳŀƭƛǘȅ ōȅ ŜǎǘŀōƭƛǎƘƛƴƎ ŀƴŘ ƳŜŀǎǳǊƛƴƎ ƻǳǘŎƻƳŜǎΤ ŀƴŘ 

ҍ LƳǇǊƻǾƛƴƎ ǘƘŜ ƻǾŜǊŀƭƭ ŦǳƴŎǘƛƻƴƛƴƎ ƻŦ ǘƘŜǎŜ ŎƘƛƭŘǊŜƴ ŀƴŘ ǘƘŜƛǊ ŎŀǊŜƎƛǾŜǊǎΦ 

ω  ! ŎƘƛƭŘκȅƻǳǘƘ ŜƭƛƎƛōƭŜ ŦƻǊ /{ƻ/ ǿƛƭƭ ƳŜŜǘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŎǊƛǘŜǊƛŀΥ 

ҍ !ƎŜǎ р ǘƘǊƻǳƎƘ нл

ҍ 5{a р ŘƛŀƎƴƻǎƛǎ 

ҍ aŜŜǘǎ ŎƭƛƴƛŎŀƭ ŜƭƛƎƛōƛƭƛǘȅ ŦƻǊ /{ƻ/ ŀǎ ŘŜǘŜǊƳƛƴŜŘ ōȅ ǘƘŜ /ƘƛƭŘ ŀƴŘ !ŘƻƭŜǎŎŜƴǘ bŜŜŘǎ ŀƴŘ {ǘǊŜƴƎǘƘǎ ό/!b{ύ

Comprehensive scale

ω  !ƴȅƻƴŜ ǿƛǘƘ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ŀ ŎƘƛƭŘκȅƻǳǘƘΩǎ ōŜƘŀǾƛƻǊǎ Ƴŀȅ ŀǎǎƛǎǘ ǘƘŜ ǇŀǊŜƴǘκƎǳŀǊŘƛŀƴ ƻƴ ƳŀƪƛƴƎ ŀ ǊŜŦŜǊǊŀƭ ǘƻ /{ƻ/

ω  LŦ ǘƘŜ ŎƘƛƭŘκȅƻǳǘƘ ǇŀǎǎŜǎ ǘƘŜ ǎŎǊŜŜƴƛƴƎΣ ǊŜŦŜǊǊŀƭ ƛǎ ƳŀŘŜ ǘƻ ǘƘŜ ²ǊŀǇŀǊƻǳƴŘ ŀƎŜƴŎȅ ό²!!ύ ŀƴŘ ǘƘŜ CŀƳƛƭȅ {ǳǇǇƻǊǘ hǊƎŀƴƛȊŀǘƛon (FSO) 
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Coordinated System of Care - WAA

Wraparound
ҍ  Lǎ ŀƴ ƛƴǘŜƴǎƛǾŜΣ ƛƴŘƛǾƛŘǳŀƭƛȊŜŘΣ ǘŜŀƳ ōŀǎŜŘ ŎŀǊŜ ǇƭŀƴƴƛƴƎ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ǇǊƻŎŜǎǎ ǘƘŀǘ ƛǎ ǳǎŜŘ ǘƻ ŀŎƘƛŜǾŜ ǇƻǎƛǘƛǾŜ ƻǳǘŎƻƳŜǎby

providing a structured, creative and team-based planning process that addresses the needs of the child/youth and their family. 

ҍ   ¢ƘŜ ŎƻǊƴŜǊǎǘƻƴŜ ƻŦ ǘƘŜ ǿǊŀǇŀǊƻǳƴŘ ǇǊƻŎŜǎǎ ƛǎ ǘƘŀǘ ƛǘ ƛǎ ŘǊƛǾŜƴ ōȅ ǘƘŜ ƎƻŀƭǎΣ ǇŜǊǎǇŜŎǘƛǾŜǎΣ ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎ ƻŦ ǘƘŜ ŎƘƛƭŘκȅouth 

and their family as they work side by side with the wraparound facilitator and the other members of the Child and Family Team. 

ҍ  ¢ƘǊƻǳƎƘ ǘƘƛǎ ǘŜŀƳ-based collaborative approach, a single Plan of Care is developed that focuses on the strengths of the child/youth,

family and other team members rather than the deficits. This single comprehensive plan encompasses both formal and informal

services. During the regularly scheduled Child and Family Team meetings, the plan is reviewed and changes are made as needed so

that the child/youth and family achieve their goals. 

ωThe Wraparound Agency (WAA) is responsible for ensuring the implementation of the wraparound process

ωThe Wraparound Facilitator (WF), in the WAA, is responsible for working with the family throughout their participation in CSoC.
Responsibilities of the WF include, but are not limited to: 

ҍ aŜŜǘƛƴƎ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘκȅƻǳǘƘκŦŀƳƛƭȅ ǘƻ ŎƻƳǇƭŜǘŜ ǘƘŜ {ǘǊŜƴƎǘƘǎΣ bŜŜŘǎ ŀƴŘ /ǳƭǘǳǊŀƭ 5ƛǎŎƻǾŜǊȅΤ 

ҍ !ǎǎƛǎǘƛƴƎ ǘƘŜ ŦŀƳƛƭȅ ƛƴ ƛŘŜƴǘƛŦȅƛƴƎ ŀƴŘ ŘŜǾŜƭƻǇƛƴƎ ŀ CŀƳƛƭȅ ±ƛǎƛƻƴΣ {ǘǊŜƴƎǘƘǎΣ DƻŀƭǎΣ ŎǊŜŀǘŜ ŀ ŦŀƳƛƭȅ ǎtory, etc.; 

ҍ !ǎǎƛǎǘƛƴƎ ǘƘŜ ŎƘƛƭŘκȅƻǳǘƘκŦŀƳƛƭȅ ƛƴ ƛŘŜƴǘƛŦȅƛƴƎ ǇƻǘŜƴǘƛŀƭ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳ ό/C¢ύΣ ǿhich should

include formal and informal supports including providers; 

ҍ /ƻƴǾŜƴƛƴƎ ŀƴŘ ŦŀŎƛƭƛǘŀǘƛƴƎ ǘƘŜ /C¢ ƳŜŜǘƛƴƎǎ ƻƴ ŀ ƳƻƴǘƘƭȅ ōŀǎƛǎ ŀǘ ŀ ƳƛƴƛƳǳƳ ŀƴŘ ƳƻǊŜ ŦǊŜǉǳŜƴǘƭȅ ǿƘŜƴŜǾŜr

needed; and 

ҍ CŀŎƛƭƛǘŀǘƛƴƎ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ tƭŀƴ ƻŦ /ŀǊŜ όth/ύΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŀ /Ǌƛǎƛǎ tƭŀƴ. 

The Plan of Care will include formal and informal supports and services the Child and Family Team deem

appropriate. 
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Coordinated System of Care - FSO

Family Support Organization (FSO)
ҍ tǊƻǾƛŘŜǎ tŀǊŜƴǘ {ǳǇǇƻǊǘ ŀƴŘ ¢ǊŀƛƴƛƴƎ ŀƴŘ ¸ƻǳǘƘ {ǳǇǇƻǊǘ ŀƴŘ ¢ǊŀƛƴƛƴƎ ǿƘƛŎƘ ŀǊŜ ǘǿƻ ƻŦ ǘƘŜ ǎǇŜŎƛŀƭƛȊŜŘ ǎŜǊǾƛŎŜǎ ŦƻǊ ȅƻǳǘƘ ŜƴǊolled in CSoC 

ωResponsibilities of the FSO include, but are not limited to: 

ҍ 9ƴǎǳǊŜ ŀǇǇǊƻǇǊƛŀǘŜ ǎŎǊŜŜƴƛƴƎΣ ƘƛǊƛƴƎΣ ǘǊŀƛƴƛƴƎ ǇǊƻŎŜǎǎŜǎ ŀǊŜ ƛƴ ǇƭŀŎŜ ŦƻǊ ŜŀŎƘ C{h ǎǘŀŦŦ ǇŜǊǎƻƴΤ 

ҍ 5ŜǾŜƭƻǇ ŀ ŎŀŘǊŜ ƻŦ tŀǊŜƴǘ {ǳǇǇƻǊǘ ŀƴŘ ¢ǊŀƛƴƛƴƎ όt{¢ύ ŀƴŘ ¸ƻǳǘƘ {ǳǇǇƻǊǘ ŀƴŘ ¢ǊŀƛƴƛƴƎ ό¸{¢ύ ǎǘŀŦŦ ƛƴ ŜŀŎƘ ǊŜgion; 

ҍ 9ǎǘŀōƭƛǎƘ ŀ ŎŜƴǘǊŀƭƛȊŜŘ ƛƴǘŀƪŜ ǇǊƻŎŜǎǎ ŦƻǊ ŀƭƭ ǊŜǉǳŜǎǘǎ ŦƻǊ C{h ǎŜǊǾƛŎŜǎΤ 

ҍ wŜŎŜƛǾŜ ǊŜŦŜǊǊŀƭǎ ŦƻǊ C{h ǎŜǊǾƛŎŜǎ όt{¢κ¸{¢ύ ŦǊƻƳ ǘƘŜ /{ƻ/ /ƻƴǘǊŀŎǘƻǊ ƻǊ ǘƘŜ ²!! ǿƘŜƴ ƛƳƳŜŘƛŀǘŜ ŀƴŘ Ǌƻǳǘƛƴe needs are

identified;

ҍ !ǘǘŜƴŘ /ƘƛƭŘ ŀƴŘ CŀƳƛƭȅ ¢ŜŀƳ ό/C¢ύ ƳŜŜǘƛƴƎǎ ŀǎ ǊŜǉǳŜǎǘŜŘ ōȅ ǘƘŜ ŦŀƳƛƭƛŜǎ ǊŜŎŜƛǾƛƴƎ C{h ǎŜǊǾƛŎŜǎΤ 

ҍ tǊƻǾƛŘŜ t{¢κ¸{¢ ǎŜǊǾƛŎŜǎ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǘƘŜ ŦŀƳƛƭȅΩǎ tƭŀƴ ƻŦ /ŀǊŜΤ 

ҍ tŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ {ǘŀǘŜǿƛŘŜ /ƻƻǊŘƛƴŀǘƛƴƎ /ƻǳƴŎƛƭΤ 

ҍ 5ŜǾŜƭƻǇ ŀŎǘƛǾŜ ǇŀǊǘƴŜǊǎƘƛǇǎ ŀƴŘ ŜŦŦŜŎǘƛǾŜ ǿƻǊƪƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ ŀƭƭ ²!! ǎǘŀŦŦΤ 

ҍ !ŎǘƛǾŜƭȅ ǇŀǊǘƴŜǊ ǿƛǘƘ ǘƘŜ {ǘŀǘŜΣ ǘƘŜ /{ƻ/ /ƻƴǘǊŀŎǘƻǊΣ ŀƴŘ ǊŜƎƛƻƴŀƭƭȅ-based WAA staff to promote the valuesof CSoC and the 

value of wraparound 
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Assertive Community 
Treatment (ACT) 
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Assertive Community 
Treatment 

Assertive Community Treatment (ACT) services are community-based 
therapeutic interventions that address the functional problems of members 
who have the most complex and/or pervasive conditions associated with 
serious mental illness.  These interventions are strength-based and focused on 
supporting recovery through the restoration of functional daily living skills, 
building strengths, increasing independence, developing social connections, 
and leisure opportunities, and reducing the symptoms of their illness.  Through 
these activities, the goal is to increase the members ability to cope and relate 
ǘƻ ƻǘƘŜǊǎ ǿƘƛƭŜ ŜƴƘŀƴŎƛƴƎ ǘƘŜ ƳŜƳōŜǊΩǎ ƘƛƎƘŜǎǘ ƭŜǾŜƭ ƻŦ ŦǳƴŎǘƛƻƴƛƴƎ ƛƴ ǘƘŜ 
community.
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Assertive Community Treatment Continued
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Interventions may address adaptive and recovery skill areas.  These include, but are not limited to, supportive interventionsto help 
maintain housing and other employment, daily activities, health and safety, medication support, harm reduction, money 
management, entitlements, service planning, and coordination. 



Target Population

11

ACT serves CSoC members - eighteen (18) years old or older who have a severe and persistent mental illness (SPMI) and members with 
co-occurring disorders  listed in the diagnostic nomenclature (current diagnosis per DSM) that seriously impairs their functioning in the 
community. 

The member must have one of the following diagnoses: 

*  Schizophrenia; 
*  Other psychotic disorder; 
*  Bipolar disorder; and/or
*  Major depressive disorder.

These may also be accompanied by any of the following: 

* Substance use disorder; or 
* Developmental disability. 

. 



Provider Qualificationsand Responsibilities

The MCO may contract with ACT teams meeting national fidelity 
standards as evidenced by the SAMHSA Assertive Community Treatment 
(ACT) Evidence-Based Practices (EBP) Toolkit. 

ACT agencies must be licensed pursuant to La. R.S. 40:2151, et. seq. for 
behavioral health service providers and accredited by an LDH approved 
national accrediting body: Commission on Accreditation of Rehabilitation 
Facilities (CARF), Council on Accreditation (COA) or The Joint Commission 
(TJC).  Denial, loss of, or any negative change in accreditation status must 
be reported in writing immediately upon notification by the accrediting 
body of such denial, loss of, or any negative change in accreditation 
status to the managed care entities with which the ACT agency contracts 
or is reimbursed.  

NOTE: Effective March 14, 2017, ACT agencies must apply for 
accreditation and pay accreditation fees prior to being contracted with or 
reimbursed by a Medicaid managed care entity, and must maintain proof 
of accreditation application and fee payment.  ACT agencies must attain 
full accreditation within eighteen (18) months of the initial accreditation 
application date. ACT Agencies contracted with a managed care entity 
prior to March 14, 2017, must have attained full accreditation by 
September 14, 2018, i.e. eighteen (18) months from the initial effective 
date of the requirement for ACT agencies.  

12
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Provider Qualifications and Responsibilities Continued
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The provider agency must meet all qualifications as required for other outpatient and rehabilitation agencies and must maintain 
documentation and verification of licensure, accreditation, staff criminal background checks, TB testing, drug testing, evidenceof fidelity to 
the model (via SAMHSA ACT EBP Toolkit) and required training for staff employed or contracted with the agency. 

ACT agencies must adhere to all requirements established in the Provider Responsibilities section located in the Outpatient Services: 
Rehabilitation Services chapter of the Behavioral Health Services Provider Manual.  Please refer to that section for specificinformation 
on all provider responsibilities.  

Each ACT team shall have sufficient numbers of staff to provide treatment, rehabilitation and support services twenty-four (24) hours a 
day, seven (7) days per week.  Each ACT team shall have the capacity to provide the frequency and duration of staff-to-program member 
ŎƻƴǘŀŎǘ ǊŜǉǳƛǊŜŘ ōȅ ŜŀŎƘ ƳŜƳōŜǊΩǎ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ 

9ŀŎƘ !/¢ ǘŜŀƳ ǎƘŀƭƭ ƘŀǾŜ ǘƘŜ ŎŀǇŀŎƛǘȅ ǘƻ ƛƴŎǊŜŀǎŜ ŀƴŘ ŘŜŎǊŜŀǎŜ ŎƻƴǘŀŎǘǎ ōŀǎŜŘ ǳǇƻƴ Řŀƛƭȅ ƪƴƻǿƭŜŘƎŜ ƻŦ ǘƘŜ ƳŜƳōŜǊΩǎ ŎƭƛƴƛŎŀƭ ƴeed, 
with a goal of maximizing independence. The team shall have the capacity to provide multiple contacts to persons in high needand a 
rapid response to early signs of relapse.  The nature and intensity of ACT services are adjusted through the process of dailyteam 
meetings. 



Provider Qualifications and Responsibilities Continued

14

Each ACT team shall have a staff-to-member ratio that does not exceed 1:10. Any ACT team vacancies that occur will be filled in a timely 
manner to ensure that these ratios are maintained.

All professional staff must be currently and appropriately licensed by the applicable professional board. Prior to providing the service, 
each staff member receives training on the skills and competencies necessary to provide ACT services.

Each staff member must meet the required skills and competencies within six months of their employment on an ACT team. Successful 
completion of LDH-approved trainings can satisfy this requirement.



Provider Qualifications and Responsibilities Continued
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Each ACT team shall include at least: 

Å One (1) ACT team leader, who is a full time LMHP who must have both administrative and clinical skills;                      

Å One (1) prescriber, who can be either a board-certified or board-eligible psychiatrist, or a medical psychologist, or an advanced practice 
registered nurse (APRN) with specialty in adult mental health and meeting the medical director requirements  of licensure forBehavioral 
Health Service (BHS) providers;

- In the event medical psychologist or APRN are utilized, the team must be able to consult with psychiatrists. 

Å Two (2) nurses, at least one (1) of whom shall be a RN.  Both nurses must have experience in carrying out medical functioningactivities 
such as basic health and medical assessment, education and coordination of health care, psychiatric medical assessment and treatment, 
and administration of psychotropic medication;

Å One other LMHP;

Å One substance use specialist, who has a minimum of one (1) year specialized substance use training or
supervised experience;

Å One employment specialist, who has at least one (1) year of specialized training or supervised 
experience;



Provider Qualifications and Responsibilities Continued

16

Å One housing specialist, who has at least one (1) year of specialized training or
supervised experience; and 

Å One peer specialist, who is self-identified as being in recovery from mental illness
and/or substance use disorders, and who has successfully completed OBH required
training and credentialing requirements as a peer specialist;

Staffing levels should increase proportional to the number of members served by the team in
congruence with standards outlined within the DACTS.



Fidelity

17

Conduct ongoing monitoring and evaluation of program implementation through the collection of process and outcome measures.  
Process measures should be obtained through utilization of the EBP Fidelity Scale and General Organizational Index as found within the 
SAMHSA ACT Toolkit.  Outcome measures such as homelessness, hospitalizations (psychiatric/medical), emergency department 
presentations (psychiatric/medical), incarcerations or arrests/detainments, substance use treatment (residential/inpatient), utilizations 
of primary care physician (PCP), employment and educational status should be collected in addition to the EBP fidelity measures.



Billing
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NOTE:  Individualized substance use treatment will be provided to those members for whom this is appropriate; co-occurring disorder 
treatment groups will also be provided off-site of the ACT administrative offices, though they do not take the place of individualized treatment. 

The following activities may not be billed or considered the activity for which the ACT per diem
is billed:
Å Time spent doing, attending, or participating in recreational activities.
Å Services provided to teach academic subjects or as a substitute for educational personnel.

ƛƴŎƭǳŘƛƴƎΣ ōǳǘ ƴƻǘ ƭƛƳƛǘŜŘ ǘƻΣ ŀ ǘŜŀŎƘŜǊΣ ǘŜŀŎƘŜǊΩǎ ŀƛŘŜ ƻǊ ŀƴ ŀŎŀŘŜƳƛŎ ǘǳǘƻǊΦ
Å Habilitative services for the adult to acquire, retain, and improve the self-help,

socialization and adaptive skills necessary to reside successfully in community settings.
Å Child care services or services provided as a substitute for the parent or other individuals

responsible for providing care and supervision.
Å Respite care.
Å Transportation for the individual or family. Services provided in the car are considered

transportation.
Å Services provided to members under age 18.
Å Covered services that have not been rendered.
Å Services provided before approved authorization.
Å Services rendered that are not in accordance with an approved authorization.



Billing Continued

19

Å Services not identified on the authorized treatment plan.
Å Services provided without prior authorization.
Å Services provided to the children, spouse, parents, or siblings of the eligible adult under treatment or others in the eligible 
ƳŜƳōŜǊΩǎ ƭƛŦŜ ǘƻ ŀŘŘǊŜǎǎ ǇǊƻōƭŜƳǎ ƴƻǘ ŘƛǊŜŎǘƭȅ ǊŜƭŀǘŜŘǘƻ ǘƘŜ ŜƭƛƎƛōƭŜ ƳŜƳōŜǊΩǎ ƛǎǎǳŜǎ ŀƴŘ ƴƻǘ ƭƛǎǘŜŘ ƻƴ ǘƘŜ ŜƭƛƎƛōƭŜ 
ƳŜƳōŜǊΩǎ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ

Å {ŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ǘƘŀǘ ŀǊŜ ƴƻǘ ǿƛǘƘƛƴ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǎŎƻǇŜ ƻŦ ǇǊŀŎǘƛŎŜΦ
Å Any art, movement, dance or drama therapies.
Å Anything not included in the approved ACT services description.



Please note this is not all 
inclusive information regarding 
ACT.  For detailed information, 
please refer to the Behavioral 

Health Services Provider 
Manual.
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