LETTER OF INTENT TO PAY

Date
Name
Contracts Manager

Agency/Department
Address
Re: Letter of Intent to pay for _____________________ services for fiscal year 2005/06
 (FY 05/06)

The County of _________________Mental Health Department agrees to pay __________________ for                services at  _________________________ (agency or facility) for FY 05/06.  The interim rates agreed to are as follows:

1. The FY 05/06 interim rate for Medi-Cal eligible placements is $_______ per patient day.

2. The FY 05/06 interim rate for non-Medi-Cal eligible placements is $_______ per patient day.

AFDC-FC payment flow between County of ___________________Mental Health Department and __________________ will be independent of this agreement.

This agreement will be in effect until a fully executed contract is in place, and reimbursement will be on a fee-for-service basis.  Within 12 months following June 30, 2006,  _________________ will reconcile all costs with (agency)_________________ and will provide County of _________________ Mental Health with results of this reconciliation*.  This reconciliation will determine actual rates and utilization by payer type for FY 05/05 and (agency or county) will either submit an additional invoice to County of ____________________ Mental Health, if the rate is higher, or reimburse County of _______________   Mental Health, if the rate is lower.

Sincerely,

Name
County Designee Authorized to Sign
______________County Mental Health

* The reconciliation will be done in accordance with ______________________________________ (Short/Doyle regulations or other appropriate reference).
