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C. Enter the member identification number.

Submit the PM 160 INF form to Health Net’s Encounter Department by the 10" day of each
month for the previous month’s Child Health and Disability Prevention (CHDP) services unless The fOllOWll’lg fields must be completed for
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section to indicate whether you counseled/
discussed physical activity with the patient

. Check the appropriate box in the Comments

or responsible party.

25 months.

Diagnosis Codes b

are present. For example, a V202 code for a

“routine visit or ch

be appropriate.

. Birth weight for a child younger than

An ICD-9 code must be entered in the

ox even if no illnesses

ild health check” may

. Check the applicable box for Type of

Patient Visit and Type of Screen.

8. Enter the appropriate health plan code:
Kern - 360, Los Angeles - 352,
Riverside — 355, Sacramento — 150,

San Bernardino - 356, San Diego - 068,
San Joaquin - 354, Stanislaus — 361,
Tulare - 353

. If the PM 160 INF form is being completed
for a visit that did not include a full exam,
place an X in the Partial Screen box or
Screening Procedure Re-Check box, as
appropriate, and enter the last physical
exam date in the Accompanies Prior
PM 160 Dated field. In this case, blood

pressure and height are not required.

10. Name and address of rendering provider.




