
 


• Passage of the National Counselor Examination (NCE) administered by the National 
Board for Certified Counselors or a similar state-recognized exam;  

• Completion of a minimum of 2,000 to 3,000 hours of post-master’s degree supervised 
clinical experience, performed within a certain time period, including a specific number 
of face-to-face supervision hours; 

• Adherence to a strict Code of Ethics and recognized standards of practice, as regulated 
by a state’s counselor licensure board; and  



finalized, would enable participation in Medicare of MHCs who complete 3,000 hours of 
supervision in less than two years, which aligns with some existing state licensure 
requirements. For instance, Mississippi, Montana, Utah, and Virginia require 3,000 hours of 
post-master’s degree clinical supervised experience but 



States that do not require all hours of post-master’s degree clinical supervised experience to 
be completed under an instructor’s direct supervision: 

• Alabama: Only 2,500 hours need to be direct 
• Alaska: Only 1,000 hours need to be direct 
• Kansas: Only 1,500 hours need to be direct 
• Virginia: Only 2,000 hours need to be direct 

 
For the past four years, ACA has worked with the Council of State Governments and the 
National Center for Interstate Compacts to create and operationalize an interstate compact for 
counselors. The Counseling Compact, expected to become operational in mid-2024, is an 
agreement among states to recognize other states’ counseling licenses legally, resulting in 
reciprocal licensure beyond the MHC’s home state. Twenty-nine states have now passed the 
Compact legislation, and a Counseling Compact Commission has officially formed, for which 
each participating state has appointed a commissioner. The Compact legislation requires the 
Commission to establish a uniform supervised post-graduate professional experience 
requirement, which is likely to promote additional uniformity across states with respect to 
licensure requirements. While ACA recognizes that Medicare provider eligibility criteria need 
not precisely align with state or Compact licensure requirements, we hope that CMS will 
consider the Commission’s post-graduate experience requirements relevant to future 
rulemaking.  
 
Telehealth 
ACA appreciates CMS’s proposal to recognize, consistent with the CAA, 2023, MFTs and MHCs 
as telehealth practitioners effective January 1, 2024. Doing so would allow MHCs to continue 
practicing as they have been and not disrupt the provision of behavioral health care, which can 
be safely delivered using two-way interactive audio-video communications technology. Indeed, 
Medicare beneficiaries can benefit from receiving such services 



Counselors specializing in substance use disorders play a key role in communities nationwide. 
We appreciate CMS’s proposal to allow Addiction Counselors who meet all the proposed 
eligibility requirements for MHCs to also enroll in Medicare as MHCs. With nearly twenty 
percent3 of people over sixty-five years old in the United States battling a chemical 
dependency, CMS’ proposal will increase Medicare beneficiaries’ access to mental health and 
addiction expertise.  
 
General Behavioral Health Integration (BHI) Services  
ACA thanks CMS for proposing to revise the code descriptor for HCPCS code G0323 to allow 
MHCs and MFTs, as well as CPs and CSWs, to bill for General Behavioral Health Integration (BHI) 
services as part of a primary care team. ACA requested this descriptor change in a meeting with 
CMS in March 2023. To report the HCPCS code, MHCs and MFTs must spend at least twenty 
minutes per calendar month providing BHI services that include the following required 
elements: 
 

• Initial assessment or follow-up monitoring, including the use of applicable validated 
rating scales; 

• Behavioral health care planning in relation to behavioral/psychiatric health problems, 
including revision for patients who are not progressing or whose status changes; 

• Facilitating and coordinating treatment such as psychotherapy, coordination with 
and/or referral to physicians and practitioners whom Medicare authorizes to prescribe 
medications and furnish evaluation and management (E/M) services, counseling and/or 
psychiatric consultation; and 

• Continuity of care with a designated member of the care team. 
 
ACA and its members recognize that integrated care improves patient health outcomes.4 We 
appreciate CMS’ efforts to ensure that MHCs and MFTs can bill for important beneficiary 
services such as those provided under G0323, along with the CPs and CSWs currently eligible to 
bill for these services.  
 
Health Behavior Assessment and Intervention (HBAI) Services  
ACA commends CMS for proposing to allow CSWs, MFTs, and MHCs, in addition to CPs, to bill 
for Health Behavior Assessment and Intervention (HBAI) services, which ACA requested in our 
meeting with CMS in March 2023. HBAI CPT codes (96156, 96158, 96159, 96164, 96165, 96167, 
96168, 96170, and 96171) are used for the psychological assessment and treatment of a patient 
whose primary diagnosis is a medical condition. The HBAI codes capture services related to 
physical health, such as adherence to medical treatment, symptom management, health-
promoting behaviors, health-related risky behaviors, and adjustment to physical illness.  
 
As permitted under State law and their scope of practice, MHCs routinely provide HBAI 
services. 
 

 
3 https://www.addictioncenter.com/addiction/elderly/. 
4 https://integrationacademy.ahrq.gov/about/integrated-behavioral-health. 





Administrative Contractors that MHCs (and MFTs) may be reimbursed for services reflected in 
the new G-codes. 
 
Merit-Based Incentive Payment System (MIPS) 
CMS did not make any proposals regarding MHCs and the Quality Payment Program (QPP) in 
the proposed rule. We understand that new Medicare Bhh)


