
Division of Mental Health, Developmental Disabilities and Substance Abuse Services

NCTracks    

Procedure Code Rate Justification Form*
*Only Required for Rates in Excess of State 75th Percentile
(send completed form to jay.dixon@dhhs.nc.gov
cc. wanda.mitchell@dhhs.nc.gov)

	Name of Area Program
	

	Name of Person Submitting Request
	

	Mailing Address
	

	
	

	Telephone Number
	

	Base Billing Provider No. (optional)
	

	Attending Provider No. (optional)
	

	Client Number (optional)
	

	Effective Date
	


	Procedure Code.
	Procedure Name:

	Benefit Plans: (Enter up to six Benefit Plans or attach additional page with specifics.)

	
	
	
	
	
	


	Rate Information:
	Rate Requested: 
	

	Explanation of Rate Requested: (Attach Additional Documentation As Necessary)


	AP Finance Officer or Division Representative Authorized Signature
	
	Date:


	Approved        
	Approved as Revised    
	Not Approved

	Division Comments:

	Division of MH/DD/SAS

     Budget Office Authorized Signature:
	
	Date:


DMHDDSAS 

Revised: 01/15/2014

