COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH Provider #:
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By signing below, | attest that | have provided the mental health services on this Service log and that all information is accurate, complete and truthful to the best of my knowledge and

belief. | further attest that the services provided by me, as reflected on this Service log form were consistent with the client’s treatment plan and, if services are to be claimed to Medicare

and/or Medi-Cal, were reasonable and medically necessary. Claims for services submitted as a result of this Service log are supported by documentation.

Rendering Provider: Date Received: / / Entered By:
Signature
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* For a list of Evidence-Based Practices (EBP)/Service Strateqgies, please see the Codes Manual or download EBP/Service Strategies Codes at:

http://dmh.lacounty.aov/hi | SForm i
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