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Judy Henderson: I receive questions from providers on coding for their services. Any suggestions? 
 
 Lisa James: Judy - we will be touching on coding a little bit later in the session 
 
Sarah Keefe: Hasn't the DV Counseling reimbursement typically been under a mental health model, where the service 
must align with one of the defined curricula defined as best practice by the feds? 
 
Lisa James: Sarah - I think plans can really define that model - doesn't have to be mental health, but it varies from plan to 
plan.  But let's discuss! What curricula are your partners referring to? 
  
Pamella Jahnke: Could forensic nurses bill as we do our forensic evaluation of the patient? 
Barbara Pierce-Morrow: How does the credentialing of the provider fit into the picture? 
  
Sarah Keefe: Lisa, I’ll have to get back to you.  In Oregon we have two programs pursuing this-- but they have clinical 
counseling services with licensed LPCs-- not advocates, and not advocacy services.  they've told me they've tried a few 
times to bill and are still working on it, and had to change their curriculum to align with a list of given models 
 
Jordan Dancer: Do DV providers need to have an electronic health records system - which is expensive?  
 
Lisa James: Jordan - I don't think you do need to an ehr to do this work. 
 
Lisa James: Barbara - we are going to talk a bit about this in a bit but will come back to your question too! 
 
Dean Coonrod: Other = "DV advocates part of medical group" 
 
Kate Vander Tuig: Dean- nice! 
 
Lisa James: Dean - would love to hear more about how you support your model! 
 
Dean Coonrod: Currently grant funded might be able to bill we already do for medical services. 
 
Pamella Jahnke: our facility just writes off our services where we evaluate the DV situation and injuries after the ED sees 
the patient and also refer pts to advocates in our area.  
 
Lisa James: pamella- can you say a little more about "writes off"?  
Pamella Jahnke: If we see a patient while they are in the ED the charge acuity may be increased but if we have the 
patient return the next day to be seen by the forensic nurse we do not bill for that visit at all. We are looking at how we 
can increase our staffing to be able to see more pts, but our hospital based program now just absorbs the loss of 
revenue but if we could charge it would help us to expand services.   
Post webinar note: Assuming the forensic nurse performed services covered by the Medicaid state plan or the commercial 
insurance plan (e.g., screening and brief counseling) they could bill for these services. The reimbursement for providing 
the services may not be much, but it would provide a sustainable funding stream that is better than nothing and could 
offset the cost of part of a staff (particularly since they are already providing the services).  
 
Christine Heyen: Child Abuse Assessment Centers do this in Oregon...that is they are licensed providers and can bill 
Medicaid 
 



Jordan Dancer: Most clients of low-income would have our state Medical insurance - and I think they might require an 
EHR - as well as ability to do Medical billing - once more expensive.  Are there alternatives/resources to address that 
obstacle?  
Post webinar note: It’s true – one does not need to have EHR, or access to one as an advocate. Most Medicaid providers 
will need to migrate to an EHR system in order to submit claims and track quality data. This is expensive to implement, 
train staff and maintain. It might be a reason to partner with an established health care provider who already maintains 
an EHR and work with them.  
 
Liz Stern: How does that work a FQHC--for them to reimburse the DV service provider?  Especially with uninsured. 
Post webinar note: This is going to vary by FQHC and by state. But the FQHCs do have the ability to provide some services 
outside the 4-walls of the clinic and many look for ways to do this. The important first step will be to talk to a partner 
FQHC and to see how they partner with community-based organizations, community health workers, and other groups. 
They will want to understand how providing access to DV services will improve the overall health and well being of their 
patients and ultimately reduce the impacts of the social determinants of health (and ideally costs).  
 
Jordan Dancer: Do you know the range of reimbursement per service? 
Lisa James: Will send out some preventive service codes (with different ranges) after the webinar 
 
Marcella Slick: How does that sharing of our services work with client confidentiality for dv work? 
 
Gloria Armstrong 3: We have considered billing, but keep coming back to breach of confidentiality.  Service codes would 
be appreciated. Perhaps I Need a concise statement on Confidentiality  
 
Post webinar note:  
 
Privacy and confidentiality are critical for survivors and each DV advocate should carefully weigh how best to integrate 
the delivery of health care services into their program. We recommend reading the attached Privacy Principles for 
evaluating different electronic health records, and health care systems, to see how your client’s information could and 
must be protected. That said, there are ways to bill for DV services that use general billing codes. See billing codes and 
privacy policies pdf. 
 
Lisa James: Marcella - this is a big part of what you have to figure out with our partner - how to provide enough 
information in order to facilitate billing (i.e. not patient identified) 
Gloria Armstrong 3: Great! 
 
Jan Maxwell: how would a county program, funded by county, bill for services?  
 
Jennifer Haddad: Is there any way for CA Family PACT providers to bill specifically for DV assessment and universal 
education?  
Post webinar note: Some have done that as part of general health education. 
  
Tina Nappi: can you give us a sense after this call who exactly is putting these ideas into practice? It would be helpful to 
hear their experiences. 
 
Kimber Lundy: My concern would be if the partner would have access to these codes and/or patient files.  
Post webinar note: The preventive services codes do not say DV so there could be a policy not to include the ICD9 codes… 
if the privacy protections aren’t in place.   
 
Sarah Keefe: I second Tina 
 
Kate Vander Tuig: Kimber, yes that is an important concern 
Kimber Lundy: thank you 



Kate Vander Tuig: https: //www.futureswithoutviolence.org/health-privacy-principles-for-protecting-victims-of-
domestic-violence/ 
Terrie Garrison: Is this only pertinent to current IPV or does it also cover history of? 
Kate Vander Tuig: Terrie, it is for a history of too 
Anisa Ali 2: http: 
//www.brighamandwomens.org/Departments_and_Services/womenshealth/ConnorsCenter/EOB%20Confidentiality%2
0fact%20sheet.pdf 
Anisa Ali 2: Explanation of Benefits and confidentiality 
 
Kate Vander Tuig: Thanks Anisa ! 
 
Janice Miller: Will you be covering the conflict between 1. accepting VAWA/FVPSA dollars and agreeing to not charge 
survivors for services and 2. billing for services?  
 
Kate Vander Tuig: Sooo cool! 
Liz Stern: Can you talk more about VAWA privacy rules re. collaborating with healthcare providers? 
 
Cari Clark: Will these billing codes work for ongoing follow-up / casework or just the first instance of 
screening/counseling  
Post webinar note: The guidance suggests that it would be appropriate to do the screening/brief counseling at the 
annual well woman visit (though it’s not limited to that). The implication is that you could do the screening at least once 
a year. There is no upper limit listed in federal guidance—but my guess is that most plans will limit it to once a year. It 
will vary by plan.  
 
lisa weisenfeld: are you aware of any screening/referral tools for strangulation specifically in the health care setting?  
 
Pamella Jahnke: We do forensic interviews and examine the ept and do forensic photography, do Danger Assessments 
too and go to court if needed to testify 
 
Sarah Keefe: what kind of licensure is required to bill direct for dv counseling?  Or is that variable by payer/state, as 
well? 
 
Kate Vander Tuig: Lisa Weisenfeld - I can follow up with you about this- what is your email? 
 
Cindy Southworth: Has Futures approached confidential services so that the insurance company doesn’t get the names 
of the survivors?  
Post webinar note: It’s a great idea but I’m not sure it would work. For quality reporting, you can just send demographics. 
But for insurance purposes, I’m not sure it would fly in a traditional FFS/Insurance model. The exception to this would be 
in some coordinated care arrangements (e.g., ACOs) where providers get a flat fee for covered lives that includes a risk-
adjusted payment for mental health services. Right now, I think these are more theoretical models—but they could exist 
in practice. In this model, a provider would get a PMPM for every covered life—or some kind of global payment. The 
provider would not have to bill the insurance company for the services provided—so they could hold back certain 
information as sensitive. I do think this model holds promise but it feels to soon to know. THAT SAID, this is not my area 
so it could really already be in practice.  
 
Kay Reed: What preventative services or education may be billed to insurance? 
 
Cindy Southworth: Similar to funding from TANF - the program confirms that a survivor is eligible, but the personally 
identifying information is NOT shared outside of the organization, though the program still receives funding 
 
Lisa James: lisa W. yes - we can send some screening tools 
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Judy Henderson: sample screening tools are welcome 
 
Kate Vander Tuig: Judy - great! I will follow up with this info 
 
lisa weisenfeld: that would be great thank you 
 
Kate Vander Tuig: Lisa- what is your email 
 
Liz Stern: But how can you de-identify if you need to give info for billing? 
 
Sarah Keefe: under fee for service billing models, you can't de-identify or put into a block of billing.  you can only have 
that kind of action under alternative payment methods such as capitation-- so a model where you have ACOs/CCOs as 
the payer, or payers that have a per member per month block fee for negotiated levels of services 
 
Susan Miller: is there a program currently working with a hospital where the hospital is billing on behalf of dv agency for 
screening and response? 
 
Sarah Keefe: Chicago and Kathy Doherty have done a great job of showing how you can negotiate with hospitals and 
approach more of a block billing approach-- but it's a contract model, not FFS (fee for service) 
Susan Miller: could you provide me with their contact information? 
Tina Nappi: I'm also interested in the contact information that Susan is asking for - thanks! tnappi@janedoe.org 
Susan Miller: my email is susan@rosebrooks.org 
Pamella Jahnke: ACO = Accountable Care Organization 
 
Cindy Southworth: NNEDV & the National Center on Domestic Violence, Trauma & Mental Health hosted a webinar on 
EHR privacy issues to consider:  https: //www.youtube.com/watch?v=2aYlB4ma1oE  
 
Tina Nappi: Kathy:  can you send out your email? Thanks. 
Christine Heyen: Is Futures partnering with anyone on an ACH application? 
Kathleen Doherty: kathy doherty's email address is:  kdoherty@batteredwomensnetwork.org 
 
Sarah Keefe: Thank you, Kathy.  You all are doing great work! 
Kate Vander Tuig: Cindy - Great! Thank you for sharing! 
 
Janice Miller: It is our understanding that billing survivors for services is prohibited if you revive VAWA/FVPSA money. 
Can anyone speak to this? 
 
Post webinar note: Survivors will not be billed for these services but rather advocates would be reimbursed by health care 
systems to provide these services. We double checked with OVW and the FVPSA office and they replied that there is 
nothing about receiving these funds that precludes programs from also being reimbursed by other entities for services 
provided.  In some cases, for OVW funds, you may need to report that as program income but that does not make it 
prohibited.  Futures will work with OVW staff on some scenarios where you may need to contact your program officer for 
approval.  The FVPSA office responded as follows: It is all in the accounting and cost allocations.  Like BIP’s, as long as the 
reimbursements or direct payments to programs do not touch FVPSA funds we are good.  

 
For example, if a FVPSA-funded advocate (dv or healthcare advocate, doesn’t matter if they are FVPSA-funded) 
provides screening and counseling at the hospital 50% of their time, and the hospital reimburses the advocate’s 
employer (or pays them directly as a certified provider), the hospital funds cannot in any way touch what is 
FVPSA-funded.  A harder allocation issue would be if the advocate works at the shelter/program as a healthcare 
dv advocate and has the same responsibilities for the medical provider at the hospital.  But again, those issues 
can be worked out with the right record-keeping and cost allocation plan.  But the bottom line is that there is no 
problem with the healthcare provider reimbursing or paying directly a FVPSA-funded program as long as the 
accounting and responsibilities are clearly and accurately separated. 
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Kate Vander Tuig: Liz- it was a webinar put on by NNEDV 
 
Christine Heyen: Did Futures partner with any applicants for the federal ACH grant opportunity? 
 
Cindy Southworth: Also under VAWA, and confidentiality release waiver can not be a condition of service 
 
Laura Jones: I would like information about the VAWA/FVPSA funding too.  ljones@kcsdv.org 
 
Kate Vander Tuig: Thanks for those points Cindy and Janice! 
 
Christine Heyen: And is the DV Advocates Guide to Partnering with Health Care the same guide that was announced at 
the Blue Shield of California Foundation meeting last fall? I seem to remember that there was a guide being developed 
at that time. Perhaps Lena was writing it? Sarah was asked to review I think.  
Tina Nappi: can you give us a sense after this call who exactly is putting these ideas into practice? It would be helpful to 
hear their experiences. 
Post-webinar note: yes! 
 
Cindy Southworth: We also have a confidentiality toolkit:  www.techsafety.org/resources 
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