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# CCBHC Questions HCA's Responses 
1 What are the required elements 

needed when submitting the CCBHC 
Cost Report? 

Providers can find the required documents for the CCBHC Cost Report submission on 
page 1 of the "CY 2024 CCBHC Reporting Guidance" document that was sent via email 
on Wednesday, November 12, 2025, by Kendra Cullimore with the Cost Reporting 
materials.   You will see that the initial Cost Report submission must include: 
 
• Completed CCBHC Cost Report Template 
• Completed CCBHC Supplemental Cost Report Template 
• Audited financial statements for calendar year 2024 
• The most recently approved federal indirect cost rate approval letter (if applicable) 
 
These files are all required for the CCBHC Cost Report submission to be considered 
complete, and are due on or before the Cost Report due date. For clinics that do not have 
a completed audited financial statement for calendar year 2024 available, please see 
page 7 of the “CY 2024 Washington CCBHC Reporting Guidance” document.  

2 Should the Cost Report reflect the 
entire CCBHC or only individual sites? 

The CCBHC Cost Report should reflect costs and services for the entire potential CCBHC 
organization.  

3 Should the Cost Report include visits 
for only Medicaid clients, or all clients?  

The Cost Report should include visits for all clients receiving CCBHC services, not just 
the Medicaid population. This includes visits where Medicaid is not the primary payor, 
and claims where Medicaid is not a payor at all.  

4 How do we determine if staff (i.e., 
Revenue Cycle Management, 
Continuous Quality Compliance) are 
direct staff or overhead/admin staff? 

If an organization can justify how staff connect to the 9 direct CCBHC services or fully 
support the potential CCBHC operations, then the staff can be included as direct staff. 
These staff would be reported under “other staff costs” (line 27) on the CCBHC Cost 
Report (various sheets) and Supplemental Cost Report ([Wage Detail] sheet). Otherwise, 
they would need to be included as overhead/admin staff. These classifications may be 
audited and must be justifiable. 
 
If an organization has a federally approved indirect cost rate, and this classification of 
staff are treated as indirect staff in the development of that rate, they cannot be reported 
on the CCBHC Cost Report as direct staff.  
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5 How are staffing credential changes 

from base year to go live reported 
within the Cost Report?  

Staffing changes that result in salary adjustments should be reflected in the market 
adjustment column in the [Wage Detail] worksheet of the Supplemental Cost Report. All 
historical (reporting year) costs should reflect CY 2024 costs and services.  

6 How should anticipated costs that are 
uneven over the contract life or apply 
only to certain years (i.e., one-time or 
ongoing implementation fees for 
implementing a new EHR), and the 
ramp-up of anticipated new staff 
(including time for providers to reach 
full caseloads), be reported within the 
Cost Report? 

Capital assets purchased to support potential CCBHC operations that have a useful life 
longer than one year should be depreciated using straight-line depreciation as described 
at 45 CFR §75. On the Anticipated Cost Methodology sheet of the Supplemental Cost 
Report, potential CCBHCs should describe how they are accounting for the depreciation 
of new anticipated capital assets. Instructions can be found in the CY 2024 CCBHC 
Reporting Guidance (Section 7. Anticipated Cost Methodology). 
  
For staffing, organizations should account for lag times in providers achieving full 
caseloads when projecting daily visits. Hiring, training, and ramp-up time should be 
included in cost considerations for new staff members.   

7 How should the [Wage Detail] tab of 
the supplemental Cost Report be 
completed? 

The FTE column should include the full hours for any staff where a portion of their hours 
are spent working on or providing CCBHC services. This should include full-time and 
part-time CCBHC FTEs. The weighted average of each staff’s percentage of CCBHC 
activities should be reflected in the “CCBHC Percentage” column. All other columns 
should represent the full wages, taxes and employee related expenses of the staff. To 
determine the CCBHC costs, HCA will multiply each column by the CCBHC Percentage.  
 
If the organization believes that the CCBHC Percentage of hours and CCBHC Percentage 
of wages are materially different, please indicate this on the [Notes] tab of the 
Supplemental Cost Report.   

8 Can HCA provide clear guidance on 
telehealth services, and what 
telehealth costs should be included in 
the cost-report? 

For purposes of cost-reporting, you may include telehealth costs and visits provided for 
allowable CCBHC services. You may also include anticipated costs and visits related to 
telehealth if you expect those services to expand in the first demonstration year 
(calendar year 2027). Specific billing guidance on billing telehealth services in the 
CCBHC setting will be available mid-year 2026.  

9 How are payments made through local 
funding (i.e., sales and use taxes) 
captured in the Cost Report?   

In general, local funding revenue should offset the costs of items it is used to fund. 
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10 How do DCO’s get added in future 

Cost Reports?  
The organization should report anticipated DCO arrangements on the [C.1. Anticipated 
Costs] worksheet in the CCBHC Cost Report. Additionally, the information should be 
reported on the [DCO Arrangements] worksheet in the Supplemental Cost Report. This 
worksheet allows for more detailed information relating to future DCO contracts to be 
captured. These contracts will be reviewed by HCA for approval and inclusion in future 
Cost Reports.   

11* Are Applied Behavior Analysis (ABA,) 
Crisis Stabilization Unit (CSU), Crisis 
Triage Unit (CTU), or Occupational 
Therapy (OT) codes included in the 
Cost Report? 

For information on specific allowable services, the Scope of Services and Activities 
(SOSA) identifies a comprehensive list of allowable CPT codes. These codes can be 
found in the tables with the headers "Preliminary CCBHC Service Listing", and 
"Preliminary Occupational Therapy Code-set for use in CCBHC settings."  

12 Are crisis services (i.e., H2011) 
included in the Cost Report?  

For information on specific allowable services, the Scope of Services and Activities 
(SOSA) identifies a comprehensive list of allowable CPT codes. These codes can be 
found in the tables with the headers "Preliminary CCBHC Service Listing", and 
"Preliminary Occupational Therapy Code-set for use in CCBHC settings". You will find 
H2011 is an allowable service for CCBHCs.  

13 Are Mobile Rapid Response Crisis 
Team services (i.e., H2019), and New 
Journeys Coordinated Specialty Care 
service (i.e., H2041) included in the 
Cost Report?  

For information on specific allowable services, the Scope of Services and Activities 
(SOSA) identifies a comprehensive list of allowable CPT codes. These codes can be 
found in the tables with the headers "Preliminary CCBHC Service Listing", and 
"Preliminary Occupational Therapy Code-set for use in CCBHC settings".  Additionally, 
the table titled "Carve-out CCBHC Service Listing" identifies both H2019 and H2041 as 
carved out services that are not to be included in the Cost Report.  

14 Are WISe services carved out of the 
CCBHC cost report?  

Potential CCBHCs cannot claim the services or costs provided under WISe because it is 
reimbursed under a monthly case rate (in both fee-for-service and managed care) to 
provide specialized mental health services to qualified enrollees. Providers must carve 
WISe out of the CCBHC PPS (any services billed with U8 modifier, and any costs or staff 
time dedicated to those services).  

15 How are service areas defined? A service area is a geographical location where all 9 CCBHC services are offered by the 
organization. Potential CCBHCs will define their service area and provide this 
information to HCA. There are some pre-certified CCBHCs that have identified service 
areas which are not connected with one another. In these cases, HCA and the potential 
CCBHC may need to have additional conversations about the potential CCBHC's defined 
service area.  
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16 When referring to the offsetting of 

grants within the Cost Report, is this 
specifically referring to Federal grants, 
or all grants?  

This is specifically referring to federal grants, however many of the accounting principles 
apply more generally. The organization should avoid double counting any expenses 
funded by other funding sources (local grants, etc.) in the CCBHC Cost Report. 
Additionally, the organization should review the terms and conditions of each individual 
funding opportunity to ensure that all conditions and terms within the grant are being 
allocated appropriately.  

17 How should federal government grant 
funding anticipated to be received in 
CY 2027 be reported? What if the 
grants are intended to serve uninsured 
individuals? 

While government grants intended to support uninsured patients can, under specific 
circumstances, be treated as program revenue rather than offsets to allowable costs in 
CCBHC PPS rate-setting, this is only appropriate when the clinic can clearly document 
that the grant directly funds identifiable services for uninsured individuals and does not 
subsidize any costs included in the PPS rate base for Medicaid reimbursement. Federal 
regulations (e.g., 42 CFR 433.51, 2 CFR 200.405) prohibit “double-dipping” by requiring 
that any cost covered by federal funds be offset before calculating Medicaid’s share, 
unless the grant is structured as encounter-based reimbursement for uninsured care 
and tracked separately. Without rigorous documentation demonstrating these criteria, 
regulators will likely require offsetting to prevent duplicate federal reimbursement. Thus, 
grants for uninsured care should only be excluded from offsets when their use and 
documentation meet strict standards; otherwise, including them in the cost pool risks 
inflating Medicaid rates and violating federal cost allocation rules. 

18 Our agency received grant funding for 
services that will be CCBHC services, 
but we did not have contracts for some 
of these services (they did have a SERI 
code). How should these be reported? 

The response to question 17 applies to all grants, no matter the source (federal, state, 
local). 

19 Will Criminal Justice Treatment 
Account (CJTA) funding be eligible for 
clinics who are planning to become 
CCBHCs? 

The clinic will need to offset any CCBHC services being funded or covered by CJTA.  

20 Is there a CCBHC provider manual? A CCBHC provider manual will be released in 2026. 
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21 Can we propose anticipated costs 

beyond Demonstration Year 1 (2027)? 
 

CMS does not allow anticipated costs to be built into CCBHC Demonstration PPS rates 
beyond the first Demonstration Year unless an exception is made. Providers who believe 
that they should have anticipated expenses built into PPS rates for Demonstration Year 2 
or beyond should reach out to HCA, but not until Fall 2027. HCA will review any requests 
received to determine if an exception should be sought from CMS.  

22* We tracked a historically non-billed 
service (ex. care coordination) with a 
placeholder/dummy HCPCS code (ex. 
T0001). This was non-billed because 
we did not have a contract and/or SERI 
code in place. Can we report this as a 
CCBHC service in the Cost Report? 
 
How do we capture the costs and 
services for care coordination and 
care navigators? 

If the service in question is a CCBHC service (as defined by the service listing), then yes. 
However, please provide an explanation of what the service is, what HCPCS is used to 
identify it, and what HCPCS in the service listing it will prospectively be billed under / is 
applicable to. 

23 Does the Service Listing document 
only contain PPS trigger codes? 

No, the Service Listing document also contains codes that are covered under PPS, but do 
not, on their own, trigger PPS reimbursement. The Service Listing document indicates if 
each code is a PPS trigger code. See the Service Listing document for more information. 

24 There seems to be a formula error in 
the Federal Cost Report in the [A1. 
Provider Information] tab. 

We agree that on the [A.1. Provider Information] sheet, cell D19 should reference D4 
(instead of D3). However, this formula has no effect on the remainder of the Cost Report. 
We will correct the formula manually once we receive your Cost Report submission. 

25 Is there going to be an opportunity for 
providers to request individual 
technical assistance meetings with 
HCA to address the unique 
circumstances of their organization? 

Yes. HCA is available to meet with individual organizations. If you would like to schedule 
time to discuss specifics of your organization, please email us at: 
HCACCBHC@hca.wa.gov 

26 When a client’s primary commercial 
insurer denies a claim, but the claim is 
reimbursed through an ASO or a grant, 
who should we identify as the payor? 

The payor would be the organization that provided the reimbursement for the services 
provided. 
 

mailto:HCACCBHC@hca.wa.gov%3e
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27 Will the HCA be requesting that all 

CCBHC's move to a calendar year 
versus fiscal year going forward for 
financial reporting? 

HCA will not require clinics to change their fiscal years. However, the demonstration 
requires CCBHC Cost Reports to align with the demonstration year. Therefore, HCA 
expects the Cost Report to reflect calendar year data. Instructions on preparing a Cost 
Report when the fiscal year audit does not align with the demonstration year can be 
found in the CY 2024 CCBHC Reporting Guidance (Section 4. Financial Reconciliation). 

28 In the WA Federal CCBHC Cost Report 
the [trial balance] tab (B.1), should 
clinical managers/directors be 
included in their license categories 
(LMHC, Psychiatrist, etc.) or in other 
staff costs (line 17a)? 

Either option is acceptable, but it is best practice to put staff with management roles 
who also hold licensure into the “other staffing costs” category (line 17a). Ensure the 
methodology selected is consistent for all staff in the Cost Report. 

29 Should market based salary increases 
that have occurred in the 2024 base 
year be captured on the [trial balance] 
tab (column 1 - "adjustments") or on 
the anticipated costs tab (column E - 
"additional expenses amount")? 

All anticipated costs, including market wage adjustments, should be reported on the 
[C.1. Anticipated Costs] worksheet in the “Additional Expense Amount” column. The 
values reported in this column will automatically flow to the [B.1. Trial Balance] 
worksheet in column 8. All anticipated cost should exclude inflationary adjustments 
because the MEI adjustment, applied on the [F.1. CC PPS-1 Rate] worksheet, captures 
inflation.  
 
Anticipated staff should be valued using 2027 salaries, less inflation from 2024 (reduce 
2027 wages by MEI). Report wages for anticipated staff on the [Wage Detail] worksheet of 
the Supplemental Cost Report in the “Anticipated – New Staff” section. Market salary 
adjustments for existing staff should be reported in the “Anticipated Market Adjustment 
to Wages for Existing Staff” column. 

30 Where in the CCBHC Cost Report 
should EHR and technology be 
included? 

EHR and technology costs which are used specifically for CCBHC services would be 
considered direct costs and should be reported in line 27 “Other Direct Costs” on the 
[B.1. Trial Balance] worksheet. Potential CCBHCs should only report annual expenses 
(depreciation, license fees, etc.) See response to Question #2. 
 
If the costs for EHR and technology support more than one program, then the cost should 
be reported in Part 2 of the [B.1. Trial Balance] worksheet, Indirect Costs. 

31 How is the indirect cost using 15% de 
minimis rate calculated? 

When using the de minimis rate to calculate the indirect cost included in the PPS-1 rate, 
the amount is determined by multiplying the 15% (de minimis rate) by total CCBHC 
direct costs (column 9, line 29 of the [B.1. Trial Balance] worksheet).  
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32 How do you document significant 

costs increases related to staffing in 
the 2024 base year to 2027 projected? 

Include historical salaries and wages in the “Reporting Year” section of the [Wage Detail] 
worksheet in the Supplemental Cost Report. Report market adjustment increases for 
existing staff in the “Anticipated Market Adjustment to Wages for Existing Staff” column 
on the same worksheet. Inflationary adjustment to wages should NOT be included in the 
“Anticipated Market Adjustment to Wages for Existing Staff” column. These costs are 
captured through the MEI adjustment, applied on the [F.1. CC PPS-1 Rate] worksheet.  
 
The [C.1. Anticipated Costs] worksheet in the CCBHC Cost Report should include market 
wage increases for existing staff and costs for new anticipated staff.  

33 Do we include carved-out services that 
are paid outside of the PPS in the Cost 
Report and the supplemental services 
details, or exclude them? 

These are considered non-CCBHC visits and costs. Because these services are carved 
out, the cost of providing these services should be included in Part 3 “Non-CCBHC 
Services” section of the [B.1. Trial Balance] worksheet in the CCBHC Cost Report. Visits 
for these services should not be included on the [E.1. Daily Visits PPS-1] worksheet. 

34 
 
 

Do crisis stabilization ARNPs and Case 
Managers that are per diem get 
included in the Cost Report? 
 

These are considered non-CCBHC visits and costs. Because these services are carved 
out, the cost of providing these services should be included in Part 3 “Non-CCBHC 
Services” section of the [B.1. Trial Balance] worksheet in the CCBHC Cost Report. Visits 
for these services should not be included on the [E.1. Daily Visits PPS-1] worksheet. 

35 Are front desk and billing staff treated 
as direct cost if they only work for 
CCBHC? 

Yes. If the 100% of the staff’s time is spent working in the CCBHC program, the costs 
associated with that FTE will be treated as direct cost.  

36 
 

How should clinic staff who provide 
very few CCBHC services (i.e., less 
than 10 visits a year) be allocated in 
the Cost Report? 

These salaries and visits should be captured in the Cost Report. However, if the potential 
CCBHC wishes to not include the cost for FTEs with a very small percentage of CCBHC 
services, it should continue to report the visits and provide an explanation why the costs 
are not reported as CCBHC costs (non-CCBHC providers should be reported in Part 3 of 
the CCBHC Cost Report).  
 
Additionally, if it is expected that these staff will provide additional visits under the 
CCBHC demonstration, potential CCBHCs should include the costs related to the added 
services in [C.1. Anticipated Costs] worksheet. The additional visits should be reported 
as anticipated visits on the [E.1. Daily Visits PPS-1] worksheet. 
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37* The CCBHC Reporting Guidance 

seems to limit which indirect cost 
methods clinics may choose on the 
[C.1. Indirect Cost Allocation] tab. Is 
this consistent with federal rules?  
 

1. Negotiated rate. If you have a federally negotiated indirect cost rate, you must use it.   
2. De minimis rate. If you do not have a negotiated rate, you may elect the de minimis 
rate (currently up to 15%) provided you qualify. Once you adopt the de minimis rate, you 
must keep using it until you negotiate a formal rate.   
3. Cost-report allocation. If you have no negotiated rate and do not use (or are not 
eligible for) the de minimis rate, you may allocate indirect costs proportionally through 
the cost report.   
4. Alternative method. If none of the above methods provide a reasonable estimate of 
your indirect costs, email HCA at hcaccbhc@hca.wa.gov for assistance.   
 

38 If a clinic receives federal funding as 
pass-through funds and the clinic 
doesn’t have a direct federal contract, 
what would the clinic use as the 
indirect cost rate? 

The potential CCBHC may choose to use the de minimis rate or the proportional 
allocation methodology. However, if the potential CCBHC elects to use the de minimis 
rate in their annual audit, they must use this method in the CCBHC Cost Report.  
 
Please indicate in the notes that the potential CCBHC did not receive any direct federal 
funding (i.e., SAMHSA CCBHC expansion grants), only pass through funds in the 
reporting year. 

39 How do clinics allocate costs for 
contractors used for supervision of 
CCBHC staff? 

On the [Wage Detail] worksheet of the Supplemental Cost Report, identify these staff as 
contractors. If they also supervise non-CCBHC staff, ensure that only the portion of 
time/cost related to the supervision of CCBHC staff is reported. 

40 In the Cost Report, How do clinics 
account for opening a new clinic in 
their approved service area, or the 
renovation of an existing clinic during 
demonstration year 1? 
 

The pre-certified CCBHC can add the costs for sites they plan to open or renovations for 
sites within their approved service area in DY1, and should document this in the 
[Anticipated Cost] section of the Federal Cost Report. 
  
 
 

mailto:hcaccbhc@hca.wa.gov
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41 On the Federal Cost Report, tab [A.3 

Services Provided] the line item for 
Mental health professional (MHP) 
mentions (training and credentialing 
for psychological testing), which does 
not appear to match the state 
definition of MHP, which definition 
should we use? 

Please use the state's definition of a mental health professional, which can be found in 
RCW 71.05.020 
 
 
 
 
 
 

42 Would a Licensed Mental Health 
Counselor Associate (LMHCA) be 
considered a Licensed Mental Health 
Counselor (LMHC) or Mental Health 
Professional, what about other 
associate level licensed staff? 
 

Per RCW 71.05.020LHMCs and LMHCAs are both considered mental health 
professionals. Clearly distinguish the provider types in the [Wage Detail] tab of the 
supplemental Cost Report and be consistent with your methodology. 
 
 
 
 

43 Is medical charting a PPS eligible 
service? Where should these services 
be reported in the CCBHC Cost 
Report? 

No. Medical charting is not a CCBHC PPS service. Only codes outlined in the SOSA can 
generate a CCBHC PPS. Costs for medical charting can be included in the CCBHC Cost 
Report.  
 

44 If a service is 60 minutes and billed in 
15-minute increments (units) how 
would the services be counted within 
the [Services Provided] tab for the 
Federal Cost Report? 
 
 

A service (HCPC) with multiple units will count as one visit, and four services. When 
filling out the Cost Report on the [Services Provided A.3] tab, make sure to include all 
services in the daily visit.  
 
 
 
 

45 On the Supplemental Cost Report is 
the Member ID a client's insurance/ 
payer identification number? 
 

Yes. For the Supplemental Cost Report on the [Services Provided] tab, a Member ID is the 
client’s insurance identification number.  
 
 

https://app.leg.wa.gov/rcw/default.aspx?cite=71.05.020
https://app.leg.wa.gov/rcw/default.aspx?cite=71.05.020
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46 What behavioral health programs 

should be carved out of the CCBHC 
Cost Report? And where in the cost 
report should we report these costs? 
 
 
 
 
 

Services for which you receive a bundled Medicaid payment that does not include 
individually billable services are excluded from the CCBHC cost report. These include 
(but are not limited to) programs such as: WISe, PACT, IRT, New Journeys, and CJTA. 
 
Costs for behavioral health programs covered by Medicaid but excluded from CCBHC 
costs should be reported in the Medicaid (line 51) of the CCBHC Cost Report in the [B.1. 
Trial Balance] tab. 
 
 

47 What level of indirect cost information 
is required to be reported, and how 
detailed does that information need to 
be when the de minimis methodology 
is used?  
 

Indirect costs will be reported on Supplemental Cost Report on the [Financial 
Reconciliation] tab. It is important to provide enough detail to ensure that costs align 
between the audited financial statement and the other cost reporting materials.  
 
 
 

 


