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q Contact Information

|
Martin P. Durkin, Drug/Alcohol/Mental
Treatment Specialist

U.S. Probation & Pretrial Services
824 Market Street, Suite 400
Wilmington, DE 19801
302-252-2967

Martin_Durkin@dep.uscourts.gov




M Contact Information for Billing

Jodi L. Kochaba, Clerical Supervisor
U.S. Probation & Pretrial Services
824 Market Street, Suite 400
Wilmington, DE 19801
302-252-2953
Jodi_Kochaba@dep.uscourts.gov




Overview
h

|
Monitoring Reports

Billing Procedures
Treatment Forms
Chain of Custody and UA Testing



M Post Award Monitoring

Provider awarded a blanket purchase
agreement is subject to mandatory
post-award monitoring visits.

Post-award monitoring visits conducted
within 120 days of initial award and
when exercising an option to renew a
BPA.



M Monitoring Reports

Further monitoring visits will occur
when exercising the option to renew
BPA for Year 2 and Year 3; and, if
deficiencies or problems occur or an
“unsatisfactory” or “unacceptable”
rating is issued to a vendor.



M Billing Procedures

Invoice Example - Part A and Part B

Mandatory - Invoices to be submitted
on or before the 10t of each month.

Billing should properly reflect charges in
units. Units are in 30 minute
Increments.



* Billing Procedures (cont.)

Invoices must be submitted through
the Electronic Reporting System.
http://ers.uscourts.gov/

Important - Pacts Number and correct
client name on all documents
submitted.

Further invoice guidance can be found
at: http://www.dep.uscourts.gov




DATE: 101372007

BOG: 2530

ATTACHMENT J 8
PAGE_1_OF 2

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

{PART A)

1. Judicial District

2, Vendor

a. Address:

b. Telephone:

DC

ABC Traatment Services

123 Front Street
Viiimingion. CE

202-555-1111

3.BPAM

4, Serviee
Dalivery:

5. Total #
Individuals
Served:

03711-2013-008G

Aar-18

Vercors Cestfication:  ceniy that all expendilures and requesss for reimbursement in this
wouche: are soauwr: oz aomect 19 i bast of 1y krewvendge ard nzwde anly chagas for
£aTares asiuzlly rsndarac w0 clants usaet t8 tams o 1he agrEame and o whch Ae alka-
COmEanaaton has bean resalaad Lo ellher he diert o ﬂ? Laied Stebes Cislric. Courl.

el S T

Authanzed Azminststa

EBalanoca Due

6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE | 9. TOTAL PRICE
C11

C10 8 50 300

015 1] 50 400

[ Tatals: —— 700.00

Ca-Pay Recsivad £ 00

SC 150 1Administrative Fee: [5%) C.0Y

700.00
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ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

IWSATE DETAIL

Fildr the relevan: infornalion. The wisl Lris of sacn senice rendered end e unil grioe vl be iars @ned 1o Se ks oo the e pige
(PART B)

1o Prob. Summary Tab
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q Treatment Plan/Prob. 45
|

Vendors should have a completed,
sighed Prob. 45/treatment plan in their
possession before rendering services.

Services reflected on Prob. 45 are the
only authorized services to be provided
to a client.



q Treatment Plan/Prob. 45

If vendor believes client needs services
beyond those authorized, the vendor
must contact the Probation Office and
obtain an amended Prob. 45 authorizing
the additional services.



Proh. Form 45
Today's Dule: 515115

Itial

TREATMENT SERVICES CONTRACT PROGRAM PLAN

Clicni Identifving Information

Cleul: PACTS & 25
Addiess: 4 West 35(h Street Premial/Post Post Conviction
Vilmngton DE [9802 Convicrion:

Officer: Durkin, Martizn Clicnt Plone: 302-513-9086

Offices Phope:  302-252-2950 DOB: 0521419

Pruvider Information

Providar: SODAT-Delaware, Ine., Procurement No: 0311-201 3-0001

Pravider Lncetion: SODAT ¢ Substancs Abuse Effsclive Data; 05112018
Treatment ¢ Wilmington

Alln: 1dg R [ermination Dats;

Lovilivn Addiess; 625 North Orange Steeet
Wilmingwon DE 195301

Phane: 3U2-556-40<4

Fax: 656-3419

Authorieed Services

Yuur suency is suthzcized 0 drovide the following vervioss segioning on 12 ploo effective date inticatad sbove. Any gerviees S

setsiche of thow Lsed below andior outsice the |

Services Ordered

wetive amd | enmination Daces of the Faan will not bs autbesizee for pevment

Project Code  Descriprion (7 Services  Phase Frequency {L.nit) Interval Capay Amounl
{par unit)

110 Urine Collection and Phase 1 340 Monthly fo.on
Raporting

2010 Individual Subslunce 240 Monthly $0.00
Ahbuse Counselizg

2020 Group Substance Abuss 40 Weekly $0.00
Cuunseling

Instructivas 10 Provider Regarding Client Needs and Goals of Treatment

Please commence s following trentmeant plan on the aheve Fsted elicnl. Mr.
SODAT prinr ta keing revoked in Decewber 2014,

¢ ﬂ\"‘--.
ﬁl\}ﬁlm_; P % (
\ UJL

vas previously treated al

T—

™

MO g
Wadid v 9. 99

o

Officer: Durkin, Martin

Referal Agent: : Durkin, Martin - Cliseis




Monthly Treatment Report /
W Prob. 46

Record of a client’s compliance with
the treatment plan.

Assists the assigned officer in
monitoring clients overall compliance.

Vendors must notify the USPO within
24 hours in writing, i.e. fax, or e-mail if
offender fails to report for treatment.



W MTR/Prob. 46 (cont.)

Probation Form 46 is available in
electronic form and will be provided to
vendor.

All Monthly Treatment Reports must be
typed — no exceptions.

Important: Documents submitted will
be scanned into Adobe and submitted
electronically.




MTR Prob. 46 Sambple

RO 46
(R 06/ 100 Thas form must be commp leted and subomattexd with
MONTHLY TREATMENT REPORT each momhly billing.  Additional sheets may be used.
1. PROGEANM NAME: Ta PROVIDER MNAME: 2. DATE OF CURRENT TX PLAN (ATTACH REVISHONS:
3. CLIENT NMAME 3o PACTS NO 4. FOR PERIODN COVERING:
5. PHASE NO. Sa. TIME DN PHASE 6. PRETRIAL CLIENT 7. CLIENT EMPLOYWEL:
O ¥es IO No O ¥es O MNo O Stodent  T] Oiber
B. CONTACTS SINCE LAST REPORT
a. Date . Service (Name & Nou <. Length of Contact 4. Comuments (Mo Shows, Tardicess, Isswes Address=d)

9. URINE TESTING RECORIN

Mt Tested g Use Admmitted colrpcTen | SPECIFIC TEST RES Copa
BY GRAVITY (Positnve Megative) i
Vees Mo | Insaf. Qe Stall Mo Vs {speci v drugl i R

10, COMMENTS REGARDING CLIENT 'S TREATMENT PROGRESS

2. Drescribe the treatment goals addressed this month (0 Met T Not Met):

b. Dicscribe any steps faken by the clicnt this month toward these goals (L] Positive legative):

e

Irescribe any obstacles or setbacks the client encounterad this morthe

fi

d_ Diescribe one unigue way the PO/PSO can assist/suppont the client in treatment over the next month:

<. If comtinued treatment is recommended. discass the plan for next moath (£ Becommended [ Not Reconmnended):

f. Dascuss your wbservations of the client’s behavior and oommatment to treatment i Positive L MNegativel:

£ Comments:

h. Ohverall Progress: L] Acceptable ] Unaccepiahle

SIGNATURE OF COUNSELOR Il:.-\-.‘r.r:

DISTRIBLUTION: ORIGINAT CONTEACTOR



Authorized Releases/Probation
q Form 11B, 11I, 6B and 6D

Ensure form is filled out completely and
signed by the Probation Office.

Vendors must maintain signed release
forms in each clients treatment file.



1 Release Sample

PROB 11B
(Fav. 305)
UNITED STATES PROBATION SYSTEM
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION
DRUG ABUSE PROGRAMS
L , the und d
(Name of Client)

bereby authonze to rele: fidential

(Name of Program)
fi in ifs records, or knowledge, of whatever mature may now exist or come to exist to the United
States Probation Office of the Dstnct of
(Name of Cour) (State)

The confidential information to be released will include: date of entrance to program; attendance records;
; type, d of therapy (including psychotherapy notes); general adjustment
megmmhs type and dosage of medication; response to treatment; test results (psychological, vocational, etc );
date of and reason for withdrawal from program; and prognoss.

The information which T now authorize for release is o be used in connection with my participation in the
2forementioned program which has been made 3 condifion of my

(pretnial release, post-tnal release, probation, or parole).

T understand that the probation office may use the mformation hereby obtamed only m connection with ats
official duties, mcluding total or parhal disclosure of such, to the Distnct Court and/or United States Parole
Commission when necessary for the purpose of discharging its supervisory duties over me.

lwmmmu\ﬁdemﬁmmunaMmmm

to use or disclose this that used or disclosed pursuant to this
authonzation may be disclosed by the mmdmywhphmbyﬁhﬂamkv

Tunderstand that I have the nght to revoke this authonzation, in writing, at any time by sending such written
notification to the program’s privacy contact at:

(Name a0d Address of Program)
 Tunderstand that if T revoke this auth to rel fidential ln]ld:sebym\*emy
th, to further disclosure of such inft T also und dth king this before I
mﬂy&lcm&tmufmmmﬁnmmhmupbmﬂzmmﬂhwnhmﬂ
My of. under such could be dered a violation of 2 condiion of my post-
conviction supervision.
(Signature of Parent or Guardian if Chient is a Minar) (Signature of Chent)
(Date Sizned) (Date Sugned)

T (Mame& Tieol Wimew) (Date Signed)




q Vendor Treatment Plans
|

Provider should develop a treatment
plan which includes: (a) short and long
term goals for the
defendant(s)/offender(s);

(b) measurable objectives;

(c) type and frequency of services to be
received;



Vendor Treatment Plans

W (cont.)

(d) specific criteria for treatment
completion and the anticipated time-
frame;

(e) documentation of treatment plan
review, at least every 90 days, to
include the following:



Vendor Treatment Plan

W (cont.)

Defendant’s/offender’s input, continued
need for treatment, and information on
family and significant others
involvement (i.e., community support
programs, etc.).

Treatment Plan needs to be attached to
the monthly treatment report every 90
days.



1 Treatment Plan Sample

Treatment Plan U.S. Probation 80 Days

Cliznt Name:__

Date Plan implemented:____ 4/9/15

Officer:_______

$Short and Long Term Goals:

Accept chemical dependence and begin to actively participate in a recovery program.

¢ [stablish a sustained recovery, free from the vse of all mood-aktering substances

Establish and maintain tatal abstinence while Increasing knowledge of the disease and

the process of recovery.

+ Acquire the necessary skills ta maintain fong=term sobrlety from all mogd-aktering
subslances and lve a life fre2 of chemicals.

= [dentify the negative consequences of drug and alcohel abuse.

= Make verbal ' statements that reflect acknowledgment and acceptance of chemical

dependence,

» Develop and Implement effective voping skills to carry out normal responsibilities and
participate constructively in relationships.
+ Other,_Work through the stages of the griet
PrOTESS.
« Other:

Measurahle Objectives:

*  Muodel and reinforee statements that reflect acceptance of chemical dependence and its.
destructive conseguences for seff and others.

»  Assess cllent's intellectual, personality and cagnitive functioning as ta his contribution to
chemical dependence.

+ investigate situational stress factors thal may foster chient's chemical dependence,
identify triggers and formulate relapse preventlon strategies to avoid problematic
imputsive behaviar.

+ Giher,;

/

Type and Frequency of Service to be provided:

* Two one hour sessions per month, Cognitive Behavior Therapy.

Specific Criteria for ¥n 1t Complation and y time plan:

s Achieve and malntaln abstinence from Chemicats and Alcahal usage for this ninety day
period,

* Nonew evems for this ninety day period.

+ Improve ana gain a levet of control for current trauma symptoms over this ninety day
period.

+ Continue with urlne screening at Probation.

e Other:__ Work through the grlef

process.
-
Y / 9/ /S
Signﬁure of Cllent o Date
RAGAIY
Signature of Counselor Date




M Daily Treatment Log

Offender/defendant signs in and out for
each service

Each service must be listed on a
separate line (i.e. counseling and
testing)

Vendor also signs each entry

Logs must be submitted with monthly
Invoices.



W Sample
|

Client Name

DAILY TREATMENT LOG

COMPLETE ONE FORM PER CLIENT PER MONTH

Month/Year

Attachment 1.6

Date

Client’s Signature/Initials

Time In

Purpose of Visit

Co-Pay
Collected

Time
Out

Client’s
Initials

Vendor’s
Initials




q Urine Collection

All supplies will be provided by our
office (urine bottles, Chain of Custody

forms, mailing labels, mailing boxes,
etc.)

Urine collected will be mailed to our
national lab.

Only positive results will be provided to
your agency.



q Urine Collection

Must be legible/Print

Must keep letters/numbers within the
boxes provided

Must include officer initials
Must include PACTS number
Compliance with collection methods are

outlined in the Statement of Work, page
C-4 thru C-19.



Alere Toxicology Services. Inc.
“111 Newton 51, Svalra, L& 70055
(504) 261-3883 aa.m 453-3823

S00na 2 1 TWY80

Results Name 8 Address

DELAWARE PROEATION
824 NARKET STREET~ SUITE 400
WELRIRETON. PE 17202

| 302-252-2L7

03130003P

Chain of C.usrmly foor nrng .ﬁn:l{ysiw
Iederal Probation Services

B03194623

|
| Accouse Numbee |

| Specimen Number:

X
[
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q Required File Documents

Program Plan

Authorization to Rel. Confidential
Information 11B

Monthly Treatment Reports
Chain of Custody forms
Laboratory results

Daily Treatment Log




q File Documents (cont.)

Individual UA logs

Chronological notes that include Officer
contact and counseling notes



q Termination of Services
|

Program Plan does not require
offender/defendant signature

Maintained in your file

If counseling provided, must complete a
typed discharge summary to USPO
within 15 calendar days



q Questions???

|
For more in depth information, please

refer back to your Statement of Work.
http://www.dep.uscourts.gov




