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Meeting Minutes 
CMHOC Finance Committee 

Board Room – 12265 James Street, Holland, MI 49424  
Monday, December 15, 2025 – 3:00 pm 

Join Zoom Meeting 
Meeting ID: 860 5549 1564 Passcode: 654768 Dial: 1 (301) 715-8592 

 
In Attendance: Tom Bird, Robert Davis, Sylvia Rhodea, Vonnie VanderZwaag (virtual) 
 
Absent: Donna Bunce (excused) 
 
Staff: Anna Bednarek, Dr. Michael Brashears, Myra Ocasio, Leah Osterhaven, Bill Phelps, Nicholas Sall, 
Amanda Westrate 
                  
Guests: Dr. Darren Lubbers, Brittany Bredeweg, Jaimie Davis 
 
CALL TO ORDER 
Sylvia Rhodea, CMHOC Vice Chair, called the CMHOC Finance Committee to order on December 15, 2025 at 
3:02 pm. 
 
CMHOC MISSION AND VISION STATEMENT 
Sylvia Rhodea noted the CMHOC Mission and Vision Statements. 
 
APPROVAL OF AGENDA 
FCM 25-031 Motion: To approve the amended Agenda for the December 15, 2025 CMHOC Finance 
Committee. 
Moved by: Davis 
Support: Bird 
MOTION CARRIED 
 
CONSENT ITEMS 
FCM 25-032 Motion: To approve by consent the following items: 

a. Minutes for the November 17, 2025 CMHOC Finance Committee. 
Moved by: Bird 
Support: Davis 
MOTION CARRIED 
 
PRESENTATION 
Update Related to IBH Authorization Financial Reports/CCBHC Monitoring (Attachments A – B) – Dr. Darren 
Lubbers, Brittany Bredeweg, Jaimie Davis 
Contracted Community Living Support Providers Authorizations: H2015 
- CMH continues to aim for a more systematic review of service authorizations compared to actual utilization, 





Contracted Community Living Support Providers Authorizations: H2015 

Data source: Otto Authorization Report 
 Data was pulled on 11/13/2025 using the active period between 10/1/2024 –

03/31/2026 (FY25 & FY26 Q1Q2). This means the authorization needed to be active
during at least one day in this period. This was done because CMHOC is working to
wrap up the books for FY25 but also lets us look forward to part of FY26.

All Approved Authorizations 

Table column definitions: 
 Currently Active: Indicates whether the authorization is still active as of 11/13/2025

(authorization end date is on or after 11/13/2025)
 # of Authorizations: Count of authorizations in each category.
 Authorized: Total number of units authorized.
 Available: Number of units still available for use/not yet paid.
 Paid: Number of units already paid.

Total Units 
Currently Active # of Authorizations Authorized Available Paid 

Yes 432 1,497,133 1,130,274 358,807 
No 292 566,147 312,036 254,111 

Total 724 2,063,280 1,442,310 612,918 
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Authorizations Utilization Monitoring 

This analysis and monitoring tool is in development. The purpose of this report is to support 
the monitoring of service authorizations and utilization.  Monitoring authorizations and 
utilization in this way is useful for resource management and care planning through:  

1) Early detection of imbalances: By comparing units used vs time elapsed, you can 
quickly spot:  

a. Under-utilization: Services are not being used as planned, which could 
indicate barriers (missed appointments, patient disengagement, access 
barriers). 

b. Over-utilization: Services are being consumed faster than expected, which 
may lead to running out of authorized units before the period ends. 

2) Improve forecasting and budget control 
a. Tracking these metrics helps predict future needs and avoid surprises in cost 

or service delivery.  
b. Supports data-driven decisions for resource management, care, and the 

provider network 

This screenshot is an example of what the report would look like and only shows snapshot 
of current H2015 authorizations.  

 

Recommendations:  
 Under-utilized (behind schedule): Investigate reasons (patient no-show, service 

delays); consider reducing authorized units or improving engagement.  
 Over-utilized (ahead of schedule): Monitor closely; may need to request additional 

units or adjust authorization. Understand how when units are authorized on a 
weekly basis, authorizations can be so far ahead of schedule. 

 Neutral: No immediate action needed. 



 

 

Expired Authorizations 

This section looks at authorizations that expired as of 11/13/2025, meaning the authorization 
has ended. These authorizations vary widely from ending 4 days ago to 210 days ago, so we 
split them up into two groups (90 days or less or more than 90 days) to provide a clearer 
picture of aging risk.  

These tables compare authorizations that are over 90 days expired versus those that are 
not, along with totals.  

Table column definitions: 
 # of Authorizations: Count of records in each category. 
 Average Days Since Expired: How long, on average, has it been since these 

authorizations ended. 
 Authorized: Total number of units authorized. 
 Available: Total number of units still available/not paid. 
 Paid: Total number of units already paid. 

 Units 

Over 90 Days 
# of 

Authorizations 
Average Days 
Since Expired 

Authorized Available Paid 

No 164 47 325,250 166,787 158,463 
Yes 128 127 240,897 145,249 95,648 

Grand Total 292 82 566,147 312,036 254,111 
 

 Cost ($6.10/unit) 

Over 90 Days # of 
Authorizations 

Average Days 
Since Expired 

Authorized Available Paid 

No 164 47 - $1,017,400.70  - 
Yes 128 127 - $886,018.90  - 

Grand Total 292 82 - $1,903,419.60  - 
 

  



 

 

IBH Findings & Recommendations: 

1. Exposure: Across all ended authorizations, 312,036 units remain available, 
translating to $1.9 million in potential liability. To estimate the potential liability, we 
used a unit cost of $6.10, which is the median unit cost of the paid claims from 
06/01/2025 – 11/13/2025.  

o Authorizations that ended less than 90 days ago likely have a higher 
probability of being claimed, accounting for roughly $1 million of this 
exposure.  

2. Aging Risk: 44% of ended authorizations are over 90 days old, representing 145,249 
units still outstanding. At $6.10 per unit, this equates to $886,018.90 in 
authorizations that expired more than 90 days ago, a significant financial 
exposure. 

o With nearly $900K associated with authorizations that expired more than 90 
days ago. This suggests ineƯicient closure processes.  

o Recommend: Focus on the 128 authorizations over 90 days old to reconcile 
or close out remaining units. Validate whether outstanding units represent 
real exposure or are system artifacts. 

3. Some authorizations were terminated early and replaced, yet they still show 
available units. This indicates data integrity issues or process gaps that need 
attention because these units remain in the system as “available.” 

o Recommend: Investigate terminated authorizations and unit availability.  
The presence of available units on terminated authorizations indicates 
workflow gaps. Investigate why terminated authorizations still show 
availability and consider system rules or staƯ workflow changes.  



CCBHC Encounter (T1040) Monitoring 
Data exported from Otto on 11/19/2025 

IBH Recommendation #1: Ensuring consumers are enrolled in CCBHC Demo Policy 

Data source: Otto’s ‘Admissions with Diagnosis Report’ & ‘Services Delivered Report’ 

We were able to identify consumers who have a CCBHC Eligible Diagnosis & CCBHC 
Eligible Services but are not enrolled in the CCBHC Demonstration Coverage Plan. We’ve 
prepared a follow-up list that can be shared with the appropriate staƯ for review. 

 If the open consumer has a CCBHC Eligible Diagnosis, we encourage finance to
retro-enroll them in the CCBHC Demonstration policy and retro-bill T1040
encounters. N = 210

 Consider whether to retro-enroll in the CCBHC Demonstration policy if the closed
consumer has a CCBHC Eligible Diagnosis. N = 27

Recommendations: 

(1) CMHOC to review and consider retro-enrolling these consumers in the CCBHC
Demonstration Coverage Plan.

(2) CMHOC to work with PCE to understand how to generate T1040 encounters for
previous CCBHC eligible services provided to these newly enrolled consumers. Is
this an automatic or manual process?

(3) CMHOC to review of their methodology for enrolling new and existing consumers in
the CCBHC Demonstration Coverage Plan. While I’m not familiar with all the details,
my understanding is that OnPoint’s Finance Team enrolls everyone in the CCBHC
insurance policy within PCE using an opt-out approach rather than opt-in. It appears
that an error file identifies non-CCBHC consumers during the encounter
submission process, and at that point, those consumers are unenrolled from the
CCBHC Demonstration Coverage Plan. PCE or CMHOC Finance may have deeper
insight into this process.

Follow-up List:  

“List of CMHOC Consumers with CCBHC Eligible Services.xlsx” 

“List of CMHOC Client Services to Investigate Missing T1040.xlsx” 
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IBH Recommendation #2: Ensure Otto Documents are signed 

Data source: Otto’s ‘Unsigned Documents’ & ‘Documents Report’ 

Data run date(s): 11/19/2025 & 11/12/2025 

Data Definitions:  

 SAL Document: Documents that are tied to billable activity. This includes, but is not 
limited to, Progress Notes, Clinical Progress Notes, Medication Reviews, Group 
Notes, Initial & Annual Psychosocial Assessments, Initial & Annual ASAM 
Continuums, IPOS, Periodic Reviews, Psychiatric Evaluations.  

 Non-SAL Documents: Documents that are tied to non-billable activity. This 
includes, but is not limited to HUD Rent Calculation Update, Consent to Share 
Information, Lab Results, Service Agreements, Coordination of Healthcare. 

 

Report Filters: 

 Internal/DCO StaƯ = Internal & DCO 
 SAL Document = Yes 
 Signature Title = StaƯ 

 

Key Findings: Between 6/1/2025 - 11/14/2025, there are 695 Unsigned clinical documents 
in Otto that are (A) likely SAL generating and (B) require a signature from an internal or DCO 
staƯ member.   

 

Data Review: Unsigned document data was exported on 11/12/2025 and 11/19/2025. As 
we compare the number of unsigned documents between the two data dates, we see 
improvements in documentation completeness.  

  



View from data ran on 11/12/2025 

 

View from data ran on 11/19/2025 

 

 

Unsigned Document Prioritization:  

 Highest: All documents for consumers currently enrolled in the CCBHC 
Demonstration Policy.  Updated 11/24/25: 326 documents 

 High: All documents for consumers who have an eligible CCBHC diagnosis but not 
yet enrolled in the CCBHC Demonstration Insurance Policy. Updated 11/24/25: 62 
documents 

 Moderate: Remaining documents with a document date in Fiscal Year 2025 
including unsigned documents where there was already a T1040 encounter that 
day. Updated 11/24/25: 61 documents 

 Low: Remaining documents with a document date in Fiscal Year 2026 including 
unsigned documents where there was already a T1040 encounter that 
day.  Updated 11/24/25: 85 documents 

 

Follow-up List: “Unsigned Documents Follow-up List Updated.xlsx” 



Findings: Top Unsigned Documents  

 Medication Reviews 
 Progress Notes 
 IPOS 
 Clinical Progress Note 
 IPOS Addendum 
 Annual Psychosocial Assessment 

 

Recommendations: 

 Work with staƯ to complete documentation in a timely manner 

 

 

Note: FY2026: Need to understand PCE changes and if CMHOC would generate the T1040 
encounter for unsigned documents: 

 

 

 

  



IBH Recommendation #3: Retro approved DCO Services to Request date 

Communication from MDHHS states that once approved, the approval date retros back to 
the DCO request date. 

 

 

Program where “DCO” is in the name, the earliest service documented was 8/4/2025. This 
may be in line with the MDHHS approval date and not the request date. We found 394 
services that did not have a T1040 encounter for consumers who did have a CCBHC 
eligible diagnosis. The majority are for consumers who are enrolled in the CCBHC 
Demonstration policy. There are 32 services where CCBHC Demonstration policy = No. 



Enrollment should be explored. Creating T1040s for the remaining 362 services should be 
explored.  

Programs present: 

 SAMARITAS – DCO – FET: 60 services 
 SAMARITAS - DCO - OUTPATIENT - SUD ADULT: 300 services 
 SAMARITAS - DCO - RECOVERY MGMT: 67 services 

Follow-up List: “DCO Services Missing T1040 Encounter.xlsx” 

 

 

CMHOC has reasons to not further explore the following: 

Because MDHHS confirmed that CMHOC could retro bill services back to the DCO request 
date, all services by Samaritas programs were explored. CMHOC to identify which 
programs fall under the DCO request. For example, the DCO request is for Samaritas 
located in Grand Haven. It is my understanding a request is required for each DCO 
location. Therefore, Samaritas in Holland would be excluded.  

Programs present: 

 SAMARITAS - SUD – FET (suspect Otto Program prior to DCO approval) 
 SAMARITAS - SUD - RECOVERY MANAGEMENT (suspect Otto Program prior to 

DCO approval) 
 SUD-ADULT-SAMARITAS-FET (suspect Avatar Program name) 
 SUD-ADULT-SAMARITAS-RECOVERY MGT (suspect Avatar Program name) 

 

Follow-up List: “Any Samaritas Missing T1040 Encounter.xlsx” 

 

Examples: Only shows T1040s for the 2 highlighted services (after 10/1) and not back to 
March 2025.  



  

 

 

 

 

 



Other considerations for T1040 Monitoring 

 

Consider reviewing IDD only consumers and other non-MI/SUD (G diagnoses) 
consumers for co-occurring MI or SUD. N = 518 

 

Monitoring Utilization of T1040 for co-occurring IDD and MI/SUD consumer: Create a 
separate list for co-occurring IDD and MI/SUD population. Quarterly case review to 
demonstrate evidence of working on goals for the MI or SUD dx. 

 

Non CMHOC & DCO CCBHC Eligible Services.xlsx: Exported data file that identifies all 
CCBHC eligible service provided by external providers. May be considered for exploring 
new DCO arrangements.  

 

Proportion of T1040 Services by Service Codes.xlsx: See CCBHC Eligible Services and 
the Proportion with a T1040 encounter. Review those with especially low rates. Review 
CCBHC Eligible Services that CMHOC is not providing.  

 

Proportion of T1040 Services by Program.xlsx: Review internal programs with low T1040 
encounter rates. Review DCO programs with low T1040 encounter rates.  

 

 



Community Mental Health of Ottawa County
Board Summary

December 19, 2025

Count Contract Agency
Agency 
Website

Contract 
Type

Contract 
Boilerplate

Service Purpose Program Description
Contract 

Start
Contract 

End
Financial Risk 

Threshold
Budgeted 
Amount

Estimated 
Annual 

Utilization

Direct 
Operated  

Cost

Primary 
Funding 
Source

Reimbursement 
Process

1 Belding Sunrise Manor N/A New
Common 
Contract

Residential
To provide licensed 
residential services

This agency will provide specialized 
residential services for adults with 
intellectual/developmental disabilities. The 
Imara AFC facility is located in Kentwood.

https://adultfostercare.apps.lara.state.mi.us
/Home/FacilityProfile/AL340419432

12/1/2025 9/30/2026 $0 - $50,000
Licensed 

Family Home:
$41 - $228

1 current client N/A
LRE 

(Medicaid)
Claims 

Submission

2

Medical Behavioral 
Hospital of Michigan 

DBA Kalamazoo 
Behavioral Health 

Hospital

www.neurop
sychiatrichos

pitals.net 
New

Single Case 
Agreement

Inpatient

To provide a single case 
agreement for one client 
at an out-of-network 
hospital

The agency will provide inpatient services as 
a single case agreement for one adult client. 

11/4/2025 1/11/2026
$50,001 - 
$250,000

$103,500 
1 client at 
$1,500 per 

diem
N/A

LRE 
(Medicaid)

Claims 
Submission
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SERVICE CONTRACTS FOR BOARD APPROVAL 

Contract 

Agency 
Medical Behavioral Hospital of Michigan DBA Kalamazoo Behavioral Health Hospital 

Count 2 
Contract 

Period 
11/4/2025 - 1/11/2026 

Contract Type New
Contract 

Boilerplate 
Single Case Agreement 

Service Inpatient

Purpose To provide a single case agreement for one client at an out-of-network hospital 

Program 

Description 

The agency will provide inpatient services as a single case agreement for one adult 

client.

Agency 

Website 
www.neuropsychiatrichospitals.net

Financial Risk 

Threshold 
$50,001 - $250,000 

Budgeted 

Amount 
$103,500 

Primary 

Funding Source
LRE (Medicaid) 

Reimbursement 

Process 
Claims Submission

Estimated 

Annual 

Utilization 

1 client at $1,500 per diem 
Direct Operated 

Cost 
N/A 
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