RESOLUTION NO. 2021 - 3610
A RESOLUTION OF THE BOARD OF SUPERVISORS OF PLUMAS COUNTY

APPROVING BEHAVIORAL HEALTH DEPARTMENT’S MENTAL HEALTH SERVICES ACT (MHSA)
PROGRAM AND EXPENDITURE PLAN, 2020-23, AND AUTHORIZING THE DEPARTMENT DIRECTOR
TO SUBMIT THE PLAN TO THE CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES AND
SIGNATURE AUTHORITY FOR IMPLEMENTATION OF THE MENTAL HEALTH SERVICES ACT
PROGRAM AND EXPENDITURE PLAN, 2020-23.

WHEREAS, Plumas County wants to assure the continuation of Mental Health Services
Act (MHSA) funding to provide necessary services for individuals living with mental illnesses and
emotional disorders;

WHEREAS, approving a Program and Expenditure Plan for Plumas County Mental Health
Services Act (MHSA) is necessary to assure continued MHSA funding;

WHEREAS, California Statute requires the County Board of Supervisors approve the
MHSA Program and Expenditure Plan;

NOW, THEREFORE, BE IT RESOLVED that the Board of Supervisors of the County of
Plumas, State of California, hereby approves the Plumas County Mental Health Services Act
Program and Expenditure Plan, 2020-2023; designates the Plumas County Behavioral Health
Department as the county’s administrator of this MHSA Plan; and authorizes the Director of
Behavioral Health to submit the plan and sign related documents for implementation,
reporting, and acquisition of funds for the Plumas County MHSA Program.

Passed and ADOPTED by the County Board of Supervisors of the County of Plumas, State of
California, at a regular meeting of said board on the Day of August 2021, by the
following vote:

AYES: Supervisors: Ceresola, Hagwood, Thrall, Goss, and Engel
NOES: Supervisors: None
ABSENT: Supervisors: None
ABSTAIN: Supervisors: None

ngel, Chair -
ard of Supervisors

ATTEST BY;

Y ¢
> b Approved as to form:
Heit{i Putnam, Clerk of the Board @

Gretchen Stuhr




GARY C. ERNST

1526 E. Beech Drive
Visalia, CA 93292
(559) 679-2541 (cell)
(659) 733-1901 (home)

Invoice: Plumas County Mental Health
Att: Che Shannon

Quincy, CA

June, 2021 Total Hours: 54.00 @ $120.00

Activity Log:

Gen. adm., Cont'd follow-up work on 17 MHSA audit responding to

Due
$6,480.00

Hours

DHCS, preparation for fiscal onsite staff training, Onsite fiscal trainng and
June 1 -8, orientation of MH/SUDS history, various funding sources,DHCS fiscal reporting

2021 requirements, reviewed various internal monitoring tools and reports in
prepartation of annual MH and MHSA Cost reposting, reviewed DHCS

's MHSA

reversion tables and how applied to Plumas program On & offsite (MHSA 3 hrs)

Vendor #: 72% 5 3/5

Fund/Dept #__ 20 7 |

Account #; 5214900 ]1/
Contract #_J L i (’ /LL{V a3

SIGNATURE! Date: 1=

22

Invoice Plumas CMH GErnst 073120 (003)

54.00

71712021
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HEALTH INSURANCE CLAIM FORM
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PLUMAS COUNTY MENTAL HEALTH | R =

SUITE 109

270 COUNTY HOSPITAL ROAD |
QUINCY, CA 95971 2~
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9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER
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SECOND FOLD —— 3 |
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USE b. AUTO ACCIDENT?

D YES

¢. RESERVED FOR NUCC
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10. 1S PATIENT'S CONDITION RELATED TO:
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a. EMPLOYMENT? (Current or Previous)
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b. OTHER CLAIM ID (Designated by NUCC)

1
c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES m NO If yes, complete items 9, 9a and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

services described below.
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