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H17-088 – Policy & Procedure
December 13, 2017
AMENDED June 7, 2018 
AMENDED August 3, 2018

	 TO:

	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors


	FROM:

	Bea Rector, Director, Home and Community Services Division



	SUBJECT:

	Updated Process to Request Funding for Personal Care and Related Services from the Behavioral Health Organizations (BHOs) or Managed Care Organizations (MCOs)


	PURPOSE:

	To inform staff of the following: 

· HCS and AAA field offices may receive a spreadsheet from ALTSA listing clients whose payment for personal care has been disputed by the BHO/MCO.

· Instructions for addressing the disputes have been added to this MB. 

· An email address has been created for correspondence to/from ALTSA regarding these payment disputes.  The field will also use this email to scan all approved and denied 13-712 forms to this email.  The email is: MCOBHOforms@dshs.wa.gov. 

· Long-Term Care (LTC) Chapter 7h Appendix VI has been updated to clarify that when a client receives Medicaid funded personal care, and the need for personal care is based solely on a diagnosed psychiatric disability, a request for funding should be submitted to the BHO or MCO. 

· The reason code: CFC & MPC: RSN funded has been renamed: BHO_MCO Client/BHO_MCO Funded. 

· Memorandum of Understanding documents should no longer be used to document the local coordination process between HCS/AAA and the BHO/MCO.  


	BACKGROUND:

	Historically, when a client’s need for personal care was based solely on a diagnosed psychiatric condition, case managers have requested funding for personal care services from the local Regional Support Network (RSN).  The request for funding was submitted to the RSN via the DSHS 13-712 form. 

In April of 2016, The Behavioral Health Organization (BHO) replaced the Regional Support Network, and implementation of Fully Integrated Managed Care (FIMC) began across the State.  Currently, Clark and Skamania counties have fully integrated Managed Care through Molina and Community Health Plan of Washington (CHPW).  Effective January 1, 2018, Grant, Chelan, and Douglas counties have transitioned to a fully integrated managed care system with Amerigroup (AMG), Coordinated Care of Washington (CCW), and Molina as the Managed Care Organizations in this region.  Statewide transition to integrated managed care will continue in January of 2019 and 2020.  In 2019 the following BHO/MCO service areas will transition: Greater Columbia, King, Pierce, Spokane, and North Sound.  The remaining service areas will transition the following year. 

In preparation for these transitions, ALTSA has been reviewing disputed authorizations from the BHO or MCO and reaching out to the field to resolve these payment disputes.  Policy has been reviewed and clarified, and an email address created to manage all payment disputes and receive all 13-712 forms that have been denied or approved by the BHO/MCO.  


	WHAT’S NEW, CHANGED, OR CLARIFIED:

	The LTC Chapter 7h Appendix VI has been updated to clarify policy when requesting funding from the MCO or BHO.  Any reference to CFC and MPC, in this section, has been removed and replaced with Medicaid funded personal care to clarify that funding is not limited to those programs.  The new email address will be added to Chapter 7h.

New language has been added to the chapter explaining that ALTSA does not have the ability to bill the BHO/MCO for partial payment of the rate/hours. 

The Reason code titled: CFC & MPC: RSN client/RSN funded, has been renamed: BHO_MCO client/BHO_MCO funded.  This is the code that should be selected when the BHO or MCO has approved funding. 

Policy has been clarified to state MOUs should only be used for agreements between Administrations within DSHS and coordination protocols should not contain contractual language.  A protocol template has been created that removes the contractual language of the current MOUs and may be used to document the coordination process between local offices and the BHO/MCO.  


	ACTION: 
	Continue to request funding from the BHO or MCO if the client’s need for personal care is based solely on a diagnosed psychiatric condition.  The client may have accompanying diagnoses that do not impact the need for personal care. 

A new funding request must be submitted to the BHO/MCO at each annual or significant change assessment. 

The field offices may receive a spreadsheet from ALTSA with clients listed whose payment for personal care has been disputed by the MCO/BHO.  Staff from the field office will need to review each dispute to determine the next steps.  Scenario and action steps may include the following: 

Outdated P1 authorization Service Line with reason code selection of “BHO_MCO Client/BHO_MCO Funded”:
· If client does NOT meet eligibility criteria to have personal care funded by the BHO/MCO:
· no action is needed on the expired service line
· select: “No action needed-expired service line” on the spreadsheet

· If client DOES meet eligibility criteria to have personal care funded by the BHO/MCO but approval was not received at the time of assessment:
· request funding from the BHO/MCO as outlined in Chapter 7h, Appendix VI
· After approval is given by BHO/MCO, scan copy of the signed form 13-712 and email it to: MCOBHOforms@dshs.wa.gov. 
· On the current service line, select reason code: “BHO_MCO Client/BHO_MCO Funded”
· select: “Funding approved-Reason code changed” on spreadsheet

CURRENT P1 authorization Service Line with reason code selection of “BHO_MCO Client/BHO_MCO Funded”:
· If client does NOT meet eligibility criteria to be funded through the BHO/MCO:
· change the reason code on P1 authorization to “No reason code needed”
· select: “Not eligible-Reason code changed” on spreadsheet

· If client DOES meet eligibility criteria to be funded through the BHO/MCO but approval was not received at the time of assessment:
· request funding from the BHO/MCO as outlined in Chapter 7h, Appendix VI
· CM/SSS should ask for funding from the BHO/MCO beginning the first day of the following month in which the request is being made (example: requesting funding from the BHO/MCO on 04/24/2018, the start date for funding would be 05/01/2018)
· scan signed form 13-712 and email it to: MCOBHOforms@dshs.wa.gov 
· Confirm personal care authorization reason code is: BHO_MCO Client/BHO_MCO funded”. 
· select: “Funding approved-Reason code changed” on spreadsheet

· If the authorization is correct and the funding was previously requested and approved by the BHO:
· print form 13-712 from DMS
· scan and email the form to: MCOBHOforms@dshs.wa.gov 
· select: “Reason code correct-13-712 attached” on spreadsheet

Once disputes have been resolved, there will be an accurate list of clients who will need to be transitioned to the MCO.  This list will be used to enroll clients early into the integrated MCO and allow time for coordination between the local office and the MCO.  Prior to the transition, a new request for funding based on this accurate list will need to be submitted to the MCO per instructions outlined in chapter 7h.  The field will continue to receive correspondence from ALTSA throughout this transition process.

The field should no longer send form 13-712 to ALTSA via campus mail, and should begin sending all approved or denied forms to: MCOBHOforms@dshs.wa.gov.  

The field should not be using a Memorandum of Understanding (MOU) for documenting the coordination process with the local BHO/MCO.  A template has been provided for offices to use to help ensure consistency in working with the BHO/MCO.  Field offices can also choose to create their own care coordination protocol with the local BHO/MCO, as long as it is not an MOU and does not contain contractual language. 

Discontinue the practice of the BHO or MCO making partial payments.  Approval of the rate/hours by the BHO or MCO on DSHS form 13-712 must be for the entire state paid portion. 


	RELATED REFERENCES:

	N/A



	ATTACHMENT(S):
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	CONTACT(S):

	Jamie Tong, COPES Program Manager 
(360) 725-3293
Jamie.Tong@dshs.wa.gov 

Victoria Nuesca, CFC Program Manager 
(360) 725-2393
Victoria.Nuesca@dshs.wa.gov

Kelli Emans, Managed Care Policy Analyst
(360) 725-3213
Kelli.Emans@dshs.wa.gov 
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H16-025 - Procedure

March 14, 2016 

		TO: 

		Area Agency on Aging (AAA) Directors 


Home and Community Services (HCS) Division Regional Administrators





		FROM:

		Bea Rector, Director, Home and Community Services Division





		SUBJECT: 

		Apple Health (AH) Managed Care changes effective April 1, 2016





		Purpose:

		To provide staff with information about the changes occurring with AH managed care and Behavioral health managed care effective April 1, 2016. 





		Background:

		The AH managed care program is a managed medical care program that serves over 1.5 million Medicaid clients statewide. This program is administered by the Health Care Authority (HCA) and, via contracts with managed care health plans, provides comprehensive medical care including preventative, primary, specialty, mental and ancillary health services to all eligible clients in the state.   Medicaid clients are also enrolled in a Regional Support Network (RSN) to meet their additional mental health needs not covered in the AH managed care contract. Individuals may be enrolled in an RSN and AH MCO at the same time to cover separate benefits. 


Clients enrolled in managed care (AH and RSN) continue to receive home and community based services on a fee-for-service basis through HCS/AAA/DDA; only Apple Health and RSN covered services will be provided by the managed care plan and RSN assigned to each client.





		What’s New, changed, or


Clarified:

		This management bulletin is to notify staff of upcoming changes to the Apple Health managed care program  the purchasing of mental health and substance use disorder treatment and to provide an updated chapter 22(Managed Care) in the LTC manual. 

The following changes will occur April 1, 2016


· Purchasing through Regional Service Areas (RSAs)


· Earlier Enrollment in Apple Health Managed Care


· Enrollment of LTC institutional clients into Managed Care (L01/L02)


· RSN & County Substance Use Disorder (SUD) services end, Behavioral Health Organizations (BHO) delivery model begins


· Fully Integrated Managed Care (FIMC) in Southwest WA 


The following change is set to take effect later in, 2016


· Clients with a homeless exemption will be enrolled in managed care


Purchasing by Regional Service Areas:


Regional Service Areas (RSAs) were authorized by legislation in 2014 and will be the new geographical boundaries or service areas for Medicaid purchasing of physical and behavioral health care through managed care contracts. 


• RSAs are regions on a map, not an organization that oversees services.

Map is attached.

Earlier Enrollment in Apple Health Managed Care:

Currently clients are enrolled into managed care prospectively, the first of the month following the eligibility determination.  This is changing.


Beginning in April 2016, eligible clients will be enrolled into managed care organizations (MCOs) as soon as possible after application for benefits or eligibility renewal. This includes backdating a client’s enrollment to the first day of the current month.


This change requires providers to know when a client is successfully enrolled and which MCO the client is enrolled in. MCOs will have retroactive authorization and notification policies in place. 

Please see attached presentation for additional information.

Enrollment of Medicaid only LTC institutional clients into Managed Care (L01/L02)

Beginning April 1, 2016 most categorically needy classic clients in LTC institutions will be enrolled in managed care.  Currently those classic clients who reside in an institution for greater than 30 days are disenrolled from managed care due to a change in medical coverage group and recipient aid category (RAC).  These coverage groups will now be included for managed care enrollment like MAGI clients residing in LTC institutions who currently stay enrolled. 

Clients currently residing in institutions will continue to have their LTC nursing facility days covered by ALTSA. The managed care entity the client is enrolled in will be responsible for all care included in the contract that is not included in the LTC nursing facility daily rate covered by ALTSA. 

Exceptions: For DDA clients living in RHCs and ALTSA clients residing in VA facilities, managed care enrollment will not apply.

BHO delivery model:


As of April 1, 2016, BHOs will replace the RSNs across Washington State with the exception of Clark and Skamania counties.  State law created BHOs to purchase and administer public mental health and substance use disorder treatment under managed care on a regional basis for people with Medicaid coverage.  BHOs contract with the Department of Social and Health Services, Division of Behavioral Health and Recovery.  


Until April 1, 2016, the RSNs will continue to manage mental health services, and County Substance Use Coordinators will continue to manage outpatient substance use disorder services.


Attached are BHO materials that were sent to clients.

For additional information: https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/developing-behavioral-health-organizations

Fully Integrated Managed Care (FIMC) in SW WA 


Currently the state contracts separately for Medical, MH and Substance Use Disorder (SUD) services.


HCA is moving toward statewide integration of medical and behavioral health under one contracted entity by 2020 as directed by the legislature.


April 1, 2016 the first fully integrated (medical/behavioral health) contract takes effect in SW WA (Clark and Skamania counties). All Medical and Behavioral Health will be purchased through one managed care contract.  This change is described more fully in the managed care chapter in the LTC manual.

Attached are materials that were sent to clients.


For additional information: http://www.hca.wa.gov/hw/Pages/integrated_purchasing.aspx

Ending Homeless Exemption 2016


HCA will no longer include Homelessness as a reason for exemption from managed care starting later in 2016.





		ACTION:

		Review materials.





		RELATED REFERENCES:

		AH MCO Contact Page

AHMC Service area Map



		ATTACHMENT(S):  


 

		Earlier Enrollment presentation
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BHO contacts & crisis numbers
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BHO letter Medicaid
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RSA Map




[image: image4.emf]82-009 915 RSA   legend map (2).pdf




Early Adopter letter
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Apple Health FIMC booklet
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Apple Health BHSO booklet
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Screen Shot from ACES to verify AH MCO Enrollment
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LTC Chapter 22: Managed Care
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		CONTACT(S): 

		Kelli Emans –Managed Care Policy

Kelli.emans@dshs.wa.gov

360-725-3212
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Department of Social
P.O. Box 45330

& Health Services
Olympia, WA 98504-5330

Washington State . Washington State A/j |
Department of Social and Health Services MAILING INDICIA Hea|th Care uthorlty 7? Y Washington State

February 2016 Transforming lives

Dear Medicaid Client:

This letter is to inform you of changes to how publicly funded behavioral health (mental health and substance use
disorder) benefits are delivered in Washington State. Currently, everyone who receives Medicaid coverage for mental
health services is enrolled in a Regional Support Network (RSN). An RSN is a local organization that oversees mental
health benefits for all Medicaid enrollees in their region.

What is changing?

On April 1, 2016, the RSNs will become Behavioral Health Organizations (BHOs).

BHOs will oversee and fund treatment for mental health and substance use disorders.

How will | get services starting April 1?

You will have a choice of treatment providers within your BHO region. Please refer to your Behavioral Health
Benefits Book for more information (https://www.dshs.wa.gov/sites/default/files/BHSIA/dbh/documents/
mhbbenglish082013.pdf).

You can find the BHO for your county on the chart inside.
If you have questions about this change, contact your BHO.

If you are an American Indian or Alaska Native, this change will have no impact on receiving behavioral health
services through a Tribal program.

43A[f S1y1 ppai pub uado asba|d

Do you live in Clark or Skamania County?

If you live in Clark or Skamania County, your behavioral health benefits will not change. However, a
managed care plan will coordinate and pay for these services. You will have one point of contact for
all your behavioral health services. If you are not enrolled in an Apple Health Plan or do not know who
your Apple Health Plan is, call the Washington State Health Care Authority at 1-800-562-3022. (The
TTY/TDD line is 711 or 1-800-848-5429.)

* B d O I BI\U a How do | get services now?
u e u I a w 03 If you are currently receiving services:
= You will continue to see your current provider until you complete treatment.
SAEMI e 1[ u S ao p If you are not currently receiving services, but feel you or someone you know may need services:
u o ue w" OJu I Contact the Washington Recovery Help Line for a free referral to treatment providers in your area: 1-866-789-1511
[ ] [ ]

(TTY 1-206-461-3219).
juelioduw|

HCA 22-050 (2/16)







If this is not in a language you can read, please call 1-800-562-3022 for help. (TTY/TDD only 1-800-848-5429).
ENGLISH

2080058E20p50m0000migEeghgIE 2033320305 0-000-66 00 ) J 3B coyprdg[8 eal«3dl (TTY/TDD sacgadooagic
0-000-0G0-6G JR)

BURMESE

oilai 1-800-848-5429 » 5leii b TTY/TDD )0 i) 3,85 (s 1-800-562-3022 s by S (5150 lalal i) sy a3l 58 48 Cansy L5 o) R
FARSI (25

Yog koj nyeem tsis tau yam lus no, thov hu xovtooj rau 1-800-562-3022 uas yuav muaj kev pab. (TTY/TDD hu rau 1-800-848-

5429).
HMONG

No daytoy saan a pagsasao nga inka mabasa, pangaasim ta awagam ti numero 1-800-562-3022 tapno matulungan ka.

(TTY/TDD laeng 1-800-848-5429).
ILOCANO

Yoo afaan waragaan kun ittiin barreffame dubbisu hindandeesu ta’e, lakkoofsa bilbila 1-800-562-3022 bilbli gargaarsa

gaafadhu. (TTY/TDD qofaaf 1-800-848-5429).
OROMO

Daca nu este limba pe care o puteti citi, va rugam sa telefonati la 1-800-562-3022 pentru asistenta. (Numai pentru

persoanele cu deficiente de auz 1-800-848-5429).
ROMANIAN

Afai e le o tusia ile gagana e mafai ona e faitauina, fa’amolemole telefoni ile 1-800-562-3022 mo se fesoasoani. (TTY/TDD

1-800-848-5429 mo na ole vaega lea).
SAMOAN

Ako ovo nije pisano na jeziku koji Vi ¢itate, molimo da nazovete 1-800-562-3022 za pomo¢. (TTY/TTD jedino na broj

1-800-848-5429).
SERBO-CROATIAN

Kung hindi ito nasa isang wika na inyong mababasa, mangyaring tumawag sa 1-800-562-3022 para matulungan. (TTY/TDD

lamang 1-800-848-5429).
TAGALOG

ALz D HONP AR K7 g APHHRN: h1H BPCR0 AVRAOLTDIP 60 1-800-562-3022 La-A: (011-800-848-5429 &1
Vi PO/ 8.8, TEL):

TIGRIGNA

Use this chart to find the BHO serving the county where you live.

Great Rivers BHO

Greater Columbia BHO

King County BHO

North Central BHO

North Sound BHO

OptumHealth-
Pierce County BHO

Salish BHO

Spokane County
Regional BHO

Thurston-Mason BHO

Behavioral Health Organization Contacts

Counties Served:
Telephone:
Website:

Counties Served:

Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Counties Served:
Telephone:
Website:

Other Resources
k For more information on behavioral health services: www.dshs.wa.gov

For tips on preventing underage use of alcohol and marijuana: www.StartTalkingNow.org

Starting April 1, 2016

Cowlitz, Grays Harbor, Lewis, Pacific, Wahkiakum
1-800-392-6298
https://www.grbho.org

Asotin, Benton, Columbia, Franklin, Garfield, Kittitas, Klickitat, Walla

Walla, Whitman, Yakima
1-509-735-8681 or 1-800-795-9296
http://www.gcbh.org/

King
1-800-790-8049

http://www.kingcounty.gov/healthservices/MentalHealth/Services/

Outpatient.aspx

Chelan, Douglas, Grant
1-509-886-6318 or 1-877-563-3678
http://www.cdrsn.org/

Island, San Juan, Skagit, Snohomish, Whatcom
1-360-416-7013 or 1-800-684-3555
http://www.nsmha.org/

Pierce
1-253-292-4200 or 1-866-673-6256

https://www.optumhealthpiercersn.com/portal/server.pt

Clallam, Jefferson, Kitsap
1-360-337-7050 or 1-800-525-5637
http://www.kitsapgov.com/hs/prsn/prsnmain.htm

Adams, Ferry, Lincoln, Okanogan, Pend Oreille, Spokane, Stevens
1-509-477-5722 or 1-800-273-5864
http://www.spokanecounty.org/mentalhealth/

Mason, Thurston
1-360-867-2602 or 1-800-658-4105

http://www.co.thurston.wa.us/health/ssrsn/index.html

Help for teens (a teen-answered help line): 866teenlink.org or 1-866-833-6546
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Welcome

to Washington Apple Health

in Clark and Skamania Counties

Washington

Apple Health







Washington State
Health Care AUthority

If this is not in a language you can read, please call 1-800-562-3022 for help. (TTY/TDD only 1-800-848-5429).
ENGLISH

LV ACOP N7L10P £7% ATR4E ACAT AT1TTH 08 1-800-562-3022 L@ (A TTY/TDD -0F 1-800-848-5429).
AMHARIC

Aalal) Jlaiyl s jead Aaudlly) sacbuddl e J seasll 1-800-562-3022 48 b Juai¥) ola jlé cleie) 8 liSay daly U ¢iSa 1 (S5 1 )
(1-800-848-5429 4é )l Jucil Lad (TTY/TDD) Al ) g ll/ panall ilaiay

ARABIC

2080058Ea0p50momeomggledagé s20p20p8320305 0-000-66 J-00, ) B coqadgGe esl a3l (TTY/TDD sa0g05000038
0-000-0GO-§G J@)

BURMESE

iashistssmaniiuERMNoIMsMS augial) 1-800-562-3022 wintifigw 1 (TTY/TDDaNGinugAA Siugamsigjansinm:

1-800-848-5429)
CAMBODIAN

WX A RIRAEINE S, WIRFTKBIHE: 1-800-562-3022 (TTY/TDD % 4k: 1-800-848-5429) .
CHINESE

el Aol 5 ¢ls o flvh 1-800-562-3022 (TTY/TDDS] 73 -7, 1-800-848-5429) ol A 3t5 A o] =53 43I A L.
KOREAN

Hrguldeuuuagafinauent, nzgulng 1-800-562-3022 ciiea0augoucnde. ($95u TTY/TDD sy 1-800-848-5429),
LAOTIAN

A 3 for I § ug &t AeR, 3T HeE S8 fggur a9) 1-800-562-3022 '3 26 I (=S TTY/TDD € 1-800-848-5429)|

PUNJABI

Ecnv gaHHbIN JOKYMEHT HanevaTaH Ha s13blke; Ha KOTOPOM Bbl HE MOXETe UnTaThb, NoXanyncra, obpaTntech 3a NOMOLLbIO,

no3BoHMB no TenedoHy 1-800-562-3022. (AunHnsa gna nonb3oatenen TTY/TTD: 1-800-848-5429).
RUSSIAN

Haddii aysan tani ahayn luugadda aad akhrin kartid, fadlan wac 1-800-562-3022 si laguu caawiyo. (TTY/TDD keliya 1-800-

848-5429).
SOMALI

Si esto no esta en unidioma que puede leer, por favor llame al 1-800-562-3022 para recibir ayuda (Solo usuarios TTY/TDD 1-

800-848-5429).
SPANISH

Kung hindi ito nasa isang wika na inyong mababasa, mangyaring tumawag sa 1-800-562-3022 para matulungan. (TTY/TDD

lamang 1-800-848-5429).
TAGALOG

ALz 0 00P ORFRAN R7F T g ArTHRAe: ATH 79°Ch0 RN 60 1-800-562-3022 L@-i+: (11-800-848-5429 €7

Tk PGS L)
TIGRIGNA

AKLIO BX HE MOXeTe npounTaTti Lo iHpopmalito, byab nacka, 3BepHiTeca no gonomory 3a TenedoHom 1-800-562-3022

(Tinbkn anga kopuctysadis npuctpois TTY/TTD: 1-800-848-5429)
UKRAINIAN

Néu day khong phai 1a ngdn ngity ctia quy vi, xin hay goi s6 1-800-562-3022 dé& dwoc gilp d&. (S& 1-800-848-5429 danh cho

ngwoi dung TTY/TDD).
VIETNAMESE

HCA 12-375 (10/15)














Using the automated system
to hear available health plans

You can speak or press the number in brackets.
You can key ahead anytime.

( 1-800-562-3022 )
A 4
Stay on the line or
English 11
SPaNish. [2]
h 4
(Client Services. . ...l )
A 4
( Health plan enrollment . . [2] )
A 4
Servicescard ... [1]
Social Securitycard ... [2]
h 4
( Say or enter number )
h 4
( Say or enter ZIP code )
4 v )
Yourself e (1]
Other family member . 4. 5. .. [2]
J
A 4
" ¢ )
Other private insurance?

Yes o ]
NO o [2]
Information will play:

Plan name, start/end dates,
and toll free number
. J

h 4 N
Getdetails____.................I[2]
Hear availableplans__ . . .[1]
Repeat . ... .. ....................1[9
Servicesmenu_ (8]

J

1-800-562-3022

Press 6 for clients,
then press 2.

What will | hear?

The automated system plays the current health plan
information for the person calling or for another family
member.

When choosingto hear available health plans, the system
plays the health plan.names and toll free numbers.

If family members have different choices, the call is
transfered to.anagent.

If choosing“get details,”information about the current
managed care program will play. If confirming an
assigned plan or enrolling in a different plan, more details
are given:

«  Doctor or clinic name
Pregnancy due date
Surgery date
Special needs or chronic condition
General health rating

Disclaimer about this booklet:

This booklet will introduce you to your benefits and
explain your rights and responsibilities, and how to
access services through your health plan. Please be
advised this booklet does not create any legal rights
or entitlements. You should not rely on this booklet
as your only source of information about Apple
Health. You can get detailed information about
Apple Health by going to the Laws and Rules page
on the Health Care Authority website
www.hca.wa.gov/pages/rules_index.aspx.
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Washington

Apple Health

Welcome to Washington Apple Health

You are receiving this booklet because you recently enrolled in Washington Apple Health (Medicaid). The Washington State
Health Care Authority (HCA) administers Apple Health and contracts with managed care plans to provide your coverage. Later
you will receive “Your Benefits Handbook” from your health plan. It will provide more detail about your covered benefits.

This booklet will help explain the benefits of enrolling in
Washington Apple Health. In Clark and Skamania counties
you will receive your health care services through one of the
managed care health plans.available to you. The managed
care plan will coordinate all your care, including physical,
mental health, drug and alcohol services. This whole-person
care is sometimes referred to as fully integrated managed care.

Apple Health services from your plan

Your Apple Health managed care’health plan covers the
following services:

+ Appointments with a doctor or health care professional
for necessary care including preventive and wellness
services, and chronic disease management

« Medical careiin an emergency

+ Maternity and newborn care

-, Pediatric services, including oral and vision care

. Laboratory services

« Prescription drugs

» Hospitalization

« Ambulatory patient services

+ Rehabilitative and habilitative* services and devices
+ Mental health services

+ Drug and alcohol treatment

*Contact your health plan to see if you are eligible

Note: This list is for general information only and does not
guarantee Apple Health will cover the service.

Contact your health plan’s member services
number when you:

m Have a problem with your health plan.

m  Want to change your primary care
provider (PCP).

m Lose your health plan ID card and want
another one.

m  Have a special health care need (or your
child does).

m  Need access to mental health services.

Need access to drug and alcohol treatment.

m  Need to find a primary care provider.







-

Your health plan

This booklet includes a letter, or you will receive one
separately, telling you the name of your health plan. You
have the right to request to change your health plan at
any time. If you wish to select a different health plan, you
may go online or use the sign-up form enclosed with
your letter. For more information on how to change plans
see “Changing health plans”on page 13.

HCA has contracts with the following health'plans in your
county. If you have questions, check with the plans:

Community Health Plan of Washington (CHPW)
1-800-440-1561

Molina Healthcare of Washington (MHW)
1-800-869-7165

If one or more of the following situations applies to you,
callus right away at 1-800-562-3022 (TTY/TDD users call
711 or 1-800-848-5429).

» You have health insurance other than Apple Health
(Medicaid) or become eligible for Medicare.

« You are American Indian or Alaska Native.
You can choose a health plan, a Primary Care Case
Management (PCCM) clinic, or Apple Health
Fee-for-service coverage.

« You are enrolled or choose to enroll in Washington’s
Program of All-Inclusive Care for the Elderly (PACE).

« On a case-by-case basis, if you have a verifiable
medical condition, and changing providers or health
plans would interrupt your treatment and place your
health at risk.







Your services card
I You will receive two
cards in the mail, one
from Washington
Apple Health (the
Services Card)

and one from the
health plan that will
manage your care.

About two weeks after you enroll in Washington Apple
Health through Washington Healthplanfinder
www.wahealthplanfinder.org or Washington Connection
www.washingtonconnection.org you will receive a blue
Services Card (also called a ProviderOne card) like the one
pictured here. Keep this card. Your Services Card shows you
are enrolled in Apple Health.

You do not have to activate your new Services Card. HCA
will activate your card before we mail it to you.

ProviderOne

You'll see “ProviderOne” on your Services Card.
ProviderOne is the information system that 1
coordinates the health plans for us and helps us
send you information at various times. The number
on the card is your ProviderOne client number,
(nine-digits ending in WA). You can look online

to check that your enrollment has started in your
health plan through the ProviderOne Client Portal
at https://www.waproviderone.org/client. Health
care providers can also use ProviderOne to see
whether their patients are enrolled in Apple Health.

Each member of your household who is eligible for
Apple Health will receive his or her own Services
Card. Each person hasa different ProviderOne
client number that stays with him or her for life.

If you had previous Apple Health coverage (or had
Medicaid before it was known as Apple Health)
you won't be mailed a new card. Your old card is
still valid, even if there is a gap in coverage. Your
ProviderOne client number remains the same.

Your health plan card

A few weeks after you enroll in Apple Health, you will
receive a health plan ID card, as well as more information
about how to choose a doctor or primary care provider
(PCP). Your health plan ID card will look like one of those
shown below. Keep this card, too! Take both your Services
Card and your health plan ID card with you when you go
to a doctor, pharmacy, or other health care providers. You
may also need a photo ID.

el Wmhington™
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JOHN O BAMPLE
Member # 1234567 01

Plan Washingion Apels Healiy

Group CLASSIC @
RxBin o0aass Apple Health
RxGrp WA

State ID& 123w

mll"lﬂwll"

Please see backof card
fior impartant infermation.

Copayment oV $0/ER0/RXE
Clinic (PCP)  cumic xvz
Clinic Phone 5555555835

E—
TH3 13 A BEMLLY LONG HANE Aol b}
Dt of Birth

Iehrification i
(O M3noEL mc1

Prisg s, HITY {Himailie Cpticrin)

PCP Name: -“ name ko esl for PP ER D420
s %‘“‘ rama 1 Asc O11001-AUTH
PO Locaion: 1 ks ST

Momber Sevvioes: (B00) 863.7165

Nocut clolimg i ACMETY

o Honr Kurse Ak Line (B&E) 775 8750
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If you need health care services
before your cards arrive

You will receive a letter that shows your health plan.

If you need to go to a health care provider or fill a
prescription before your cards arrive, take this letter with
you to the health care provider or pharmacy. You can go
to any doctor, health clinic, behavioral health provider,
or pharmacy, as long as the provider is in your plan’s
network (contracted with your health plan). Contact your
health plan for a list of providers.

You can also call your health plan for help, even if you have
not received your Services Card or health plan ID card.







Choosing a primary care provider

To choose a primary care provider (PCP), follow the
directions sent to you by your health plan, or call your
health plan’s member services phone number. You can
also choose a PCP through your health plan’s website on
page 18.

If the provider you want is not in your health plan’s
network, ask the provider which health plan he or she
works with. You have the right to change health plans.

You can ask for a male or female PCP. You can also ask for
a provider who speaks your language, specializes in your
disability, or understands your culture.

Your PCP should be someone you feel comfortable with.
If you aren’t happy with your PCP for any reason, call your
plan’s member services phone line at any time to change
to another provider.

If you don’t choose a PCP, your health plan will choose
one for you.

If you already have a primary care
provider

If you are already seeing a PCP you like, or have heard
about a provider you want to try, you can ask for that
provider. However, your PCP has to be part of yourhealth
plan’s network (contracted with your health plan):

If the provider you want is not in your health plan’s

network, ask the provider which health plan.he or she
works with.
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Why a primary
care provider
is important

Your primary care
provider (PCP) is
the main health
care professional
you see. If you
need special care
that your PCP
can't give, he or
she will help you
find a specialist.

Your PCP will
become familiar
with your health
history and
current health
issues. Knowing
all this makes it
easier to help
you take care of
your health.








If you need care

Routine care

Make an appointment with your PCP. You should be able to make an office

visit with your PCP or another provider within 10 days.

Preventive care

Make an appointment with your PCP or other provider. You should be able

to get an appointment within 30 days.

Specialty care

Mental Health

Drug or Alcohol Treatment
For after-hours care

For urgent care

Call your health plan or PCP.
Call your health plan or PCP.
Call your health plan or PCP.

Call your health plan’s nurse advice line 24 hours a day, seven days per week.

Go to an urgent care center that contracts with your health plan, or call your

PCP or the nurse advice line. You should be able to visit with your PCP or
other provider within 24 hours.

For emergency care

Call 911 or go to the nearest place where emergency providers can help. As

soon as possible, you or someone youknow must call your PCP or your health
plan to report your emergency. Thisis available 24 hours a day, 7 days per week.

For care away from home
plan ID card.

Behavioral health services

Behavioral Health (mental health and drug and alcohol
treatment) services are now included in your managed
care plan benefit package. Your benefits have not
changed. The only change is who covers the service for
you. Contact your health plan or primary care provider if
you need help coordinating your care:

Crisis services:

Crisis services are available through a Behavioral Health —

Administrative Services Organization (BH-ASO) in your area.

Beacon Health Options (Beacon)

1-800-626-8137

24/7 crisis hotline
Stabilization services

Involuntary Treatment Act (ITA)

If it is not an emergency, call.yourPCP or the nurse advice line, listed on your

Drug and alcohol treatment from managed care
organizations (MCOs) may include:

Assessment — An “interview” by a health provider to
decide the services you need.

Brief Intervention and Referral to Treatment - Time
limited, to reduce problem use.

Withdrawal Management (Detoxification) — Help with
decreasing your use of alcohol or other drugs over time,
until it is safe to stop using.

Outpatient Treatment - individual and group counseling
sessions in your community.

Intensive Outpatient Treatment - More frequent
individual and group counseling sessions.

Inpatient Residential Treatment — A comprehensive
program of individual counseling, group counseling, and
education provided in a 24-hour-a-day supervised facility.

Opiate Substitution Treatment Services - Provides
outpatient assessment and treatment for opiate
dependency. Includes approved medication and
counseling.

Case Management - Help with finding medical, social,
education, and other services.







Mental health services from MCOs may include:

Intake Evaluation - Identifies your needs and goals and
helps your mental health care provider recommend other
services and plan treatment.

Individual Treatment Services - Counseling and/or other
activities designed to meet your goals in your service plan.

Medication Management - Licensed staff prescribing
medicine and talking to you about side effects.

Medication Monitoring - Services to check on how your
medication is working and to help you to take it correctly.

Group Treatment Services — Counseling with others who
have similar challenges.

Peer Support - Help with navigating the mental health
system and reaching your recovery goals, provided by a
trained person who is in recovery from mental iliness.

Brief Intervention and Treatment - Short-term counseling
that is focused on a specific problem.

Family Treatment - Family-centered counseling to help
build stronger relationships and solve problems.

High Intensity Treatment — Services provided by a team
of mental health providers to help you meet your goals in
your service plan.

Therapeutic Psychoeducation - Education about. mental
illness, mental health treatment choices, medications.and
recovery, including supports and/or supportive services.

Day Support - Intensive program to learn or assist with
independent living skills.

Evaluation and Treatment/Community Hospitalization -
Medically necessary inpatient crisis.care. You do not need
an outpatient intake evaluation before this service.

Stabilization Services — Provided in your home or home-
like setting to help prevent a hospital stay. You do not
need an intake evaluation before this service.

Rehabilitation Case Management - Coordination
between your inpatient and outpatient mental health
services. This might be part of your intake evaluation.

Mental Health Services Provided in Residential
Settings — Services provided where you live if you live in a
group setting.

Special Population Evaluation - Treatment planning
assistance from a specialist who works with children, older
adults and people from multi-cultural backgrounds.

Psychological Assessment - Testing that helps with
diagnosis, evaluation, and treatment planning.
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Services that Apple Health
Fee-for-Service (FFS) covers

The Apple Health Fee-for-Service program covers
benefits and services even if you are enrolled in an Apple
Health managed care health plan. Some of these benefits
include:

« Long-term care services.

« Services for people with developmental disabilities.

+ Dental services.

+ Eyeglasses and fitting services for children (under age 21).

« Maternity support services, prenatal genetic counseling,
and pregnancy termination.

If you have a question about abenefit or service not listed
here call Apple Health Customer Service at 1-800-562-3022.

Other services

You might need an interpreter

If you don't speak English well, professional interpreters are
available in many languages, including sign language, at
no cost to you. When you make a health care appointment,
let the receptionist know if you need an interpreter. The
interpreter can go to the provider’s office or be on the
phone during your appointment.

It's better to use one of these professional interpreters than
to bring a family member or friend to interpret for you. The
interpreters are trained to understand health care terms.

They will help you and your provider understand each other.








If you have a disability

If you have a speech or hearing disability or a mobility
issue, you should tell the receptionist when you make your
appointment. The receptionist will help you make any
necessary arrangements.

You can get help with transportation

If you have no way to get to your health care appointment,
you may be eligible for help.with transportation. The
appointment must be for services allowed by your

health plan. The transportation provided will be the most
appropriate and least costly, but is at no cost to you.The
most common types of transportation available include:
public bus, gas vouchers, client and volunteer mileage
reimbursement, volunteer drivers, taxi, wheelchair van

or accessible vehicle, and commercial bus and air. A list
of brokers can be found at: www.hca.wa.gov/medicaid/
transportation/pages/newrequest.aspx and click on
“Regional Broker”

What if | move to a different county?

If you move and no longer live in Clark or Skamania
county, you may have to select a new managed care
health plan for your medical services. You will still receive
the same behavioral health benefits but they will be
delivered through a Behavioral Health Organization (BHO).

Changing health plans

You have the right to request to change your health plan
at any time. Depending on when you make your request,
your new plan will usually start the first of the next
month. There are several ways to switch your plan:

+ Go online to www.wahealthplanfinder.org.

+ Go to the ProviderOne Client Portal at
https://www.waproviderone.org/client.

« Download the enrollment form at www.hca.wa.gov/
medicaid/forms/Documents/13_862.pdf. Fill it out
and fax it ta.the fax number on the form.

+ Call Apple Health Customer Service at 1-800-562-3022
(TTY/TDD 711 or 1-800-848-5429).







Your rights and responsibilities

By law, you have rights regarding the health care
services you receive, and you also have certain
responsibilities to help maintain and improve your
health and avoid unnecessary costs. It is possible to lose
your health plan. This might happen if you don't keep
your provider appointments, don't cooperate with your
providers, and other reasons. Please contact us if you
would like more information.

You have the right to:
+ Help make decisions about your health care, including
refusing treatment.

« Beinformed about all treatment options available,
regardless of cost.

+ Get a second opinion from another provider in your
health plan.

+ Get services without waiting too long.

« Be treated with respect and dignity. Discrimination is
not allowed. No one can be treated differently or unfairly
because of their race, color, national origin, gender,
sexual preference, age, religion, creed, or disability.

+ Speak freely about your health care and concerns
without any bad results.

« Have your privacy protected and information about
your care kept confidential.

- Ask for and get copies of your medical records.

+ Ask for and have corrections made to your medical
records when needed.

« Ask for and get information about:
» Your health care and covered services.

» Your provider and how referrals are made to
specialists and other providers.

» How the health plan pays your providers for your
physical and behavioral health care.

» All options for care and why you are getting certain
kinds of care.

» How to get help with filing a grievance or complaint
about your care.

» Your health plan’s organizational structure including
policies and procedures, practice guidelines, and
how to recommend changes.

+ Receive your Member’s Rights and Responsibilities
in writing at least yearly. Your rights include mental
health and substance use disorder services.

+ Receive a list of crisis phone numbers.

+ Receive help completing mental or medical health
advance directive forms.
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You have the responsibility to:

+ Help make decisions about your health care, including

refusing treatment.

Keep appointments and be on time. Call your
provider’s office if you.are going to be late or if you
have to cancel the appointment.

Give your providers information they need to get paid
for providing services to you.

Show your‘providers the same respect you want from
them.

Bring your Services Card and health plan ID card to all
of yourappointments.

Learn about your health plan and what services are
covered.

Use health care services when you need them.

Know your health problems and take part in making
agreed-upon treatment goals as much as possible.

Give your providers and health plan complete
information about your health so you can get the care
you need.

Follow your provider’s instructions for care that you
have agreed to.

Use health care services appropriately. If you do

not, you may be enrolled in the Patient Review and
Coordination Program. In this program, you are
assigned to one primary care provider, one pharmacy,
one prescriber for controlled substances, and one
hospital for non-emergent care. You must stay in the
same plan for at least 12 months.

Inform us right away if your family size changes (such
as pregnancy, births, adoptions) or your circumstances
change (such as a new address, change in income, or
becoming eligible for Medicare or other insurance).

Renew your coverage annually using the
Healthplanfinder website at
www.wahealthplanfinder.org. You also can use this
website to report changes to your account.







If you're unhappy with your health plan

You have the right to file a grievance (complaint) if you
are unhappy with the way you have been treated. You
also have the right to appeal a decision your health plan
makes if it denies a covered service. Your health plan
must help you file a grievance or an appeal.

+ Your health plan must let you know by phone or letter
that it received your grievance within two working days.

+ Your health plan must let you know in writing that it
received your appeal within 72 hours.

Your concerns must be addressed as quickly as possible,
not taking more than 45 days.

Is it urgent? If you are appealing a decision and have
an urgent physical or behavioral health condition, you
or your provider can ask for.an expedited (quick) review
or hearing. If this condition requires it, a decision will
be made about your care within three calendar days.
Refer to “Your Benefits Handbook” for more detailed
information on these steps.

A note about privacy

Your Services Card does not contain any personal
information except your name, your ProviderOne
number, and the issue date. This maintains your privacy
if the card is lost or stolen. Neither the Health Care
Authority (HCA), nor your health plan will ever contact
you directly asking for your personal information to
obtain or replace a Services Card. Never give your
personal information, such as Social Security number, to
someone who calls or emails you to ask for it.

By law, all health plans are required to protect your
health information. Health plans and HCA use and share
protected health information about you to provide your
health benefits; to carry out treatment, payment, and
health care operations; and for other reasons allowed and
required by law. Health plans and HCA have the duty to
keep your health information private.

To read HCA's privacy policy, go to www.hca.wa.gov and
click on “Privacy” at the bottom of the page. If you want
to read your health plan’s privacy policy, call your health
plan’s member services or visit the plan’s website.







Health care from a tribal or urban
Indian clinic

If you are American Indian or Alaska Native, you may be
able to sign up for the Primary Care Case Management
(PCCM) program. Tribal and urban Indian clinics provide
PCCM health services. See the list of PCCM clinics

below. The providers at the clinic know your culture,
community, and health care needs. They will give you
the care you need or send you to a specialist. If you have
guestions about the PCCM program, talk to your tribal
or urban Indian clinic staff to see if this is a good choice
for you.

If you choose PCCM or FFS for physical health care, you will
be automatically enrolled in a managed care plan only for
your behavioral health services.

Primary Care Case Management (PCCM) Clinics
For American Indian or Alaska Native family members

Tribe Name and location(s) of clinic Phone number
Any tribe Seattle Indian Health Board —:S;ttle 206-324-9360
Any tribe NATIVE Project — Sp(;kar:e 4 509-483-7535
Colville Lake Roosevelt Corr;m:nity Health Center — Inchelium and Keller 509-722-7006
Colville Colville Indian Hiealtih Center* — Nespelem and Omak 509-634-2900
Lower Elwha Lower E];/vhz:HeaIth Center — Port Angeles 360-452-6252
Lummi ‘ Lumini Tribél Health Center — Bellingham 360-384-0464
Nooksack ) 7Nooksack Community Clinic — Everson 360-966-2106
Puyallup h Puyallup Tribal Health Authority — Tacoma 253-593-0232
Quileute Quileute Health Center — LaPush 360-374-9035
Quinault Roger Saux Health Clinic — Taholah 360-276-4405
Spokane David C. Wynecoop Memorial Clinic* — Wellpinit 509-258-4517
Tulalip Tulalip Health Center — Tulalip 360-651-4511
Yakama Yakama Indian Health Services* — Toppenish & White Swan 509-865-2102

*Federally recognized tribal status must be verified to receive services at this site.
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Where to get answers to your questions

If you have any questions about

« Changing health plans

« Eligibility for health care services

- Services Cards

«  Choosing a provider

. Covered services

«  Your medical care
Your behavioral health care
Referrals to specialists

Changes to your account, such as:

income, marital status, pregnancy,
births, or adoptions.

Useful web pages
Web page

Washington Apple Health
(Medicaid) website

Request Non-Emergency Medical
Transportation

Recovery Help Line

Contact

Apple Health Customer Service at 1-800-562-3022 or send your
questions to https://fortress.wa.gov/hca/p1contactus/

ProviderOne Client Portal: https://www.waproviderone.org/client
Call toll-free 1-800-562-3022 and choose option 6 for automated Client
Services

Your health plan.

Your health plan’s phone number is listed on page 8 of this booklet.

online: www.wahealthplanfinder.org or

call 1-855-923-4633 (TTY/TDD users call 1-855-627-9604) or

visit your DSHS Customer Service Office’(CSO) or

go to Washington Connections www.washingtonconnection.org

URL

www.hca.wa.gov/medicaid

www.hca.wa.gov/medicaid/transportation/pages/newrequest.aspx

www.waRecoveryHelpLine.org.
If you need treatment, call the 24-hour, free and confidential line
1-866-789-1511 (TTY 1-206-461-3219).







List your providers below, so you have the information available when you
call for assistance.

Name and location Phone number

Doctor
Specialist
Specialist
Specialist
Pharmacy
Pharmacy
Hospital

Counselor

What are my plan choices?

Managed care plan “Main phone Nurse helpline

Community Health Plan of Washington (CHPW) 1-800-440-1561 1-866-418-1002
www.chpw.org

Molina Healthcare of Washington (MHW) 1-800-869-7165 English 1-888-275-8750
www.molinahealthcare.com Spanish 1-866-648-3537

To obtain this document in another format (such as Braille or audio), call HCA's Apple Health Customer Service at
1-800-562-3022. (The TTY/TDD line is 711 or 1-800-848-5429 for people who have difficulties with hearing or speech.)

Call 1-800-562-3022, if this document is in a language you cannot read. This document is available in another language at
no cost to you.

HCA 19-046 EN (2/16)
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New Enrollment Policy

The Health Care Authority is implementing a change in
enrollment policy beginning in April 2016

The intent is to enroll eligible clients into Apple Health
(Medicaid) managed care plans as soon as possible

Several different names for this policy were used during
development, referring to the same policy:

* Earlier Enrollment
« Same Day Enroliment
e Current Month Enrollment

 Retro-Enrollment
) S Athority”







Why the Change?

Filling the FFS Gap

Earlier Enrollment beginning April 1, 2016:

« Decreases time on FFS with quicker care
coordination

* No interim period between eligibility and enroliment

* No ‘gaps’ with less disruption of existing care
coordination

* No interim period between renewal and plan
reconnection

Washington State
3 Health Care ,mtyj







= Whatis Changing?

hat Is Changing?

Enrollments backdated to 1st day of current month for
clients moving from fee-for-service to managed care

New segments in ProviderOne:
o Current month MCO enrollments

o BHO (formerly RSN) enroliments now visible

Revisions to client letters

Daily 834 benefit & enrollment reports

Washington State
4 Health Care ,mtyj







What Is not Changing?

Processes are not changing for the following:
* Prospective assignments and enrollments
« Currently enrolled managed care clients
« PCCM enrollments

« American Indian/Alaska Native clients

Washington State
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What is not Changing?

Guidelines for voluntary county enrollments
Assignment and enroliment cut-off dates

Visibility of HPF enrollments in P1 the following day
Quantity of 5020 edit postings

Frequency of payment file (820)

Washington State
6 Health Care.








Internal Customers

« Staff or assisters who view, facilitate, or change
enrollments in ProviderOne or Healthplanfinder

« Customer service and eligibility staff

« Any staff using enrollment data for decision-
making or reports

« Anyone needing to know or understand managed
care enrollment

Washington State
7 Health Care ,mtyj







: Who Will be Affected?

External Customers
* MCOs
» Fee-for-service providers
« Hospitals/facilities

* Clients

Washington State
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« Current processing of prospective assignment and
enrollment transactions are not changing

« Once prospective transaction is finalized, the current-
month transaction is initiated

« Any edits stopping the prospective transaction will
affect timing of the current-month transaction

« Important for business areas to understand process
and work edits timely

Washington State
9 Health Care ,mtyj







ProviderOne Enrollment

Extended Auto-Assignment

Client History:
ite By : I v | I | And Program Type | vl
Olal S Organization StartDate | End Date | Start Reason .zn RAC Medicare Status | Source "““‘:" Program Type | Modified By | Last Modified
AY 1Y AY AY AY AY AY AY AY AY AY
Y| AV AY AY
HO-Healthy 105010101-Community Health AA-Auto 1202-Categorically Needy MAGI 0-Not Dual, Not 2 10-ACES " (0210212016
D P |Enrolled Options Plan of Washington OIOU20% 12341208 Assignment Newborn Medical birth to one year  |Medicare Beneficiary  |Feed Auto Hledical MCProcessing 13:59:08
RSN-Regional 105020501-Greater Columbia 7 1202-Categorically Needy MAGI 0-Not Dual, Not a {10-ACES 3-Behavioral (02022016
D P [Enrolied Support Network | Regiomal Support Network L0204 123472989 T-dnlarmal Transter Newborn aidiul birth to one year | Medicare Beneficiary  |Feed Auko Health WCProcessing 1358
HO-Healthy 105010101-Community Health XA-Extended Auto 1202-Categorically Needy MAGI 0-Not Dual, Not 2 10-ACES " (0210212016
D b |Enralled Options Plan of Washington GIMIMHIWHIIMG Assignment Newborn Medical birth to one year | Medicare Beneficiary  |Feed Auto 1-ledical MCProcessing 13:59:1
«<Pree_|ViewingPage 1 Nert»> |1 Go | PageCount | SowToxs |
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ProviderOne Enrollment

Extended Re-Enrollment

LTI TSI -
v o | I L T —) =
0 ™ | Program Organization Start Date | End Date Start Reason End Reason RAC Medicare Status | Source | E"oMe! | program Type | Modified By | Last Modified
ey av av AY | av av av av av ay T av av av
105010201-Molina . 0-Not Dual, Not a
HO-Healthy : L1-Enrollment 1197 -Categorically Needy MAGI ¥ 10 -ACES " 02022018
[:] Enrolled Options :»:o:nhnn of Washington |03/01/2016 | 12/31/2999 F ect Parent/Caretaker Medicaid: adult xx';" Feed Auto 1-Medical MCProcessing 13-55-45
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Client
Letter
Examples

P.O.Box 42719
Olympis. WA 98504-2719

February 18, 2016

Re: Client # ACES HOH

Welcome! You are approved for Washington Apple Health medical coverage and have been
assigned to a managed care health plan. See vour “{Program booklet name}” booklet {placeholder
for URL} for additional information.

The managed care health plan we assigned you to is Amerigroup starting 2/1/2016.

Show this letter to your doctor or pharmacist until you get your new plan membership ID card in the
mail. You may begin using your plan’s network of providers and pharmacies for all of your health
care services.

How do I change health plans?
See your attached enrollment form on how to change your plan. Please let us know if you would like
to switch plans by e

‘Why would I want to change my plan?
Your current doctor or health care provider may not accept the health plan we assigned you. Check
with your current health care provider to see what plans they accept.

What are my plan choices?

{Plan 1 Name} {Plan 1 Phone Number}
{Plan 2 Name} {Plan 2 Phone Number}
{Plan 3 Name} {Plan 3 Phone Number}
{Plan 4 Name} {Plan 4 Phone Number}
{Plan 5 Name} {Plan 5 Phone Number}

If you have questions, call 1-800-562-3022 or 1-800-848-5429 TTY/TDD or 711 (for
people with hearing or speech equipment). The call is free.

Washington State
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Earlier Enrollment for Auto-Assignments

Welcome! You are approved for Washington Apple Health medical coverage and have been
assigned to a managed care health plan. See your “{Program booklet name} ™ booklet {placeholder
for URL} for additional information.

The managed care health plan we assigned you to 1s Amerigroup starting 2/1/2016.
Show this letter to your doctor or pharmacist until you get your new plan membership ID card in the

mail. You may begin using vour plan’s network of providers and pharmacies for all of your health
care services.

Washington State
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Earlier Enrolilment by Plan Selection

Here’s Your New Health Plan!

Beginning 2/1/16, the family members listed below will be enrolled in the following health plan:
Amerigroup — 1-800-456-7890. We will enroll vou with vour selected plan effective the first of

the month in which vou are eligible. See vour “{Program booklet name} ™ booklet {placeholder for
URL} for additional information.

Washington State
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e —
Common Scenarios

Scenario 1: A new client or client with a break in eligibility
IS approved for coverage in Healthplanfinder before the
enrollment cut-off for the prospective month. Client selects
a plan for the prospective month and enroliment is updated
iIn P1. Now P1 can apply the Earlier Enroliment (EE) criteria
and determine if the client is eligible for EE.

Example: On 4/10/16, a client selects a plan in
Healthplanfinder to begin 5/1/16. The client is found to
gualify for EE and managed care enrollment is back-dated
to the 1st of the current month (4/1/16).

Washington State
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= Common Scena

ommon Scenarios

Scenario 2: A new client or client with a break in eligibility
IS approved for coverage in Healthplanfinder after the
enrollment cut-off for the prospective month. Client selects
a plan for the prospective month and enroliment is updated
iIn P1. Now P1 can apply the Earlier Enroliment (EE) criteria
and determine if the client is eligible for EE.

Example: Enrollment cut-off is 4/29/16. On 4/30/16, a client
selects a plan in Healthplanfinder to begin 6/1/16. The
client qualifies for EE and managed care enroliment is
back-dated to the 15t of the current month (4/1/16).

Washington State
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Common Scenarios

Scenario 3: Anew client or client with a break in eligibility
IS approved for coverage in Healthplanfinder before the
assignment cut-off for the current month. P1 applies the
Earlier Enrollment criteria and the client is eligible for EE.

Example: Assignment cut-off is 4/20/16. On 4/10/16, P1
assigns the client to a plan with a prospective enroliment
date of 5/1/16. The client qualifies for EE and enrollment is
back-dated to the 1st of the current month (4/1/16).

Washington State
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= Common Scenarios

Scenario 4: A new client or client with a break in eligibility
IS approved for coverage in Healthplanfinder after the
assignment cut-off for the current month. P1 applies the
Earlier Enrollment criteria and the client is eligible for EE.

Example: Assignment cut-off is 4/20/16. On 4/25/16, P1
assigns the client to a plan with a prospective enroliment
date of 6/1/16. The client qualifies for EE and enrollment is
back-dated to the 1st of the current month (4/1/16).

Washington State
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= Common Scenarios

Scenario 5: A currently enrolled managed care client
contacts the agency and requests a transfer from their
current MCO to another MCO. Since the client is already
enrolled, requested plan changes will take effect
prospectively.

Example: On 4/10/16, a client requests to change from
their current plan to a different plan. The client’s enrollment
with the new MCO will begin 5/1/16. Calendar cut-off dates
still apply in this scenario.

Washington State
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Provider Alert #1

Washington State A(‘)
Health Care AUthority
Apple Health (Medicaid)

PROVIDER ALERT
Washington Apple Health New Enroliment Policy

This is the first of three Provider Alerts on the Health Care Authority’s (the agency’s) future Washington Apple
Health managed care enrollment policy.

Beginning in April 2016, eligible clients will be enrolled into managed care organizations (MCOs) as soon as
possible after application for benefits or eligibility renewal. This includes backdating a client’s enroliment to the first
day of the current month.

This change requires providers to know when a client is successfully enrolled and which MCO the client is enrolled
in. MCOs will have retroactive authorization and notification policies in place.

A webinar is scheduled for March 17, 2016, and all interested stakeholders are invited to attend. A recorded
version of the webinar will be available a few days after the live version. Instructions on how to participate in the
webinar will be shared in a future notice.

The agency welcomes stakeholder questions. These questions will be used in the webinar and in a pre-
implementation Q&A document.

Please send questions to hcamcprograms(@hca.wa.gov.

Additional notices will be sent to stakeholders on March 1st and March 15th.

Please do not reply directly to this message. If you have feedback or questions, please visit the HCA website for contact
information.
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—  Cecources

HCA website www.hca.wa.qgov

Provider Alerts via GovDelivery:
* February 10t
* March 1st
* March 15%

* Webinar for external stakeholders — March 17th

* FAQs for staff, providers, and MCOs

e Specific notification to stakeholders, including MCOs,
WSHA and WSMA

Washington State
22 Health Care ,mtyj




http://www.hca.wa.gov/
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* AIl/AN: American Indian/Alaskan Native
 BHO: Behavioral Health Organization
« EE: Earlier Enrollment

 FFS: Fee for service

 HPF: Healthplanfinder

« MCO: Managed Care Organization

« PCCM: Primary Care Case Management

« P1: ProviderOne

« WSHA: Washington State Hospital Association
« WSMA: Washington State Medical Association

Washington State
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Resources

 Washington Apple Health (Medicaid):
http://www.hca.wa.qgov/medicaid/Pages.aspx

« HCA Training & Education:

http://www.hca.wa.gov/hcr/me/Pages/\Webinars,-Video,-and-
Presentations.aspx

Apple Health Provider Alerts:
https://public.govdelivery.com/accounts/WAHCA/subscriber/new

HCA Contact: hcamcprograms@hca.wa.qgov





http://www.hca.wa.gov/medicaid/Pages.aspx


http://www.hca.wa.gov/hcr/me/Pages/Webinars,-Video,-and-Presentations.aspx
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Chapter 22, Managed Care


Section Summary


Overview of Managed Care


Definitions


Apple Health Managed Care (Medical Managed Care Programs)


· Benefits


· Identifying clients who are enrolled


· Eligibility


· Exemptions from Managed care


· Plan enrollment


· Changing Plans


· Apple Health Managed Care and Nursing Facilities


· Health Plan Contact Information


Regional Service Areas (RSA)


Behavioral Health Organizations (BHO)






Early Adopter Region (Clark & Skamania)


· Fully Integrated Managed Care (FIMC)


· Behavioral Health Services Only (BHSO)


· Behavioral Health Administrative Services Only (BH-ASO)





Other Insurance Coverage



The Program of All-Inclusive Care for the Elderly (PACE)


· What is PACE? 



· 
Eligibility and Enrolling Clients in PACE 



· Case Management for PACE Clients  


· Authorizing Payment for PACE Clients



· 
Disenrolling PACE Clients  



· PACE Provider Requirements/Responsibilities


Rules and Policy


Ask an Expert




You can contact Kelli Emans at (360)725-3213 or kelli.emans@dshs.wa.gov.



Overview of Managed Care


The purpose of the managed care service delivery model is to integrate services an individual may need in one delivery system with one payment called a capitated payment.  The managed care plan must furnish all of an individual’s services included in the managed care contract using this capitated payment. This puts the managed care plan at risk for high cost services as well as creates incentives to use prevention and pro-active techniques to keep a person well.  HCA , DSHS and CMS have contracts with managed care entities. The contract between HCA, DSHS and/or CMS and the Managed care entity details what services are covered in the contract and what the MCO is responsible for.


Examples include:



· Apple Health contract (Medicaid)



· Program for all Inclusive care for the Elderly contract (DSHS & CMS)



· Medicare Advantage and D-SNP contracts (CMS)



Definitions



Care coordination: “means an approach to healthcare in which all of a patient’s needs are coordinated with the assistance of a primary point of contact. The point of contact



provides information to the patient and the patient’s caregivers, and works with the patient



to make sure that the patient gets the most appropriate treatment, while ensuring that



health care is not duplicated.



Disenrollment:  The process by which an enrollee’s participation in a managed care program is terminated.  Reasons for disenrollment include death, loss of eligibility, or choice not to participate, if applicable.


Fee-For-Service:  A service delivery system where health care providers are paid for each service separately (e.g. an office visit, test, or procedure).



Long-Term Services and Supports (LTSS):  A wide variety of services and supports that help people with functional impairments meet their daily needs for assistance in qualified settings and attain the highest level of independence possible. LTSS includes both Home and Community-Based Waiver Services and Medicaid Personal Care Services.



Managed Care:  A prepaid, comprehensive system of medical and health care delivery.



Medical: including preventive, primary, specialty care and ancillary health services.



Integrated: Includes preventive, primary, specialty care, ancillary health services, behavioral health and long term services and supports.


Behavioral Health Organization (BHO):  Medicaid pays a monthly per member per month rate to the BHO to cover the cost of providing behavioral health services to eligible clients. BHOs provide substance use disorder services for all and specialty mental health services for individuals who do meet access-to-care standards 



Third Party Liability (TPL):  Third Party Liability refers to the legal obligation of third parties (e.g., entities, insurers, or programs) to pay part or all of the expenditures for medical assistance furnished under a state plan. By law, all other available third party resources must meet their legal obligation to pay claims before the Medicaid program pays for the care of an individual eligible for Medicaid. States are required to take all reasonable measures to ascertain the legal liability of third parties to pay for care and services available under the state plan.



Apple Health Managed Care



The Washington State Health Care Authority (HCA) Managed Care WAC 182-538


HCA is the single state Medicaid agency and is responsible for managing Medicaid medical benefits for eligible recipients. HCA also manages the medical benefits of state employees (PEBB).



HCA pays for medical services through 4 payment models:



· Apple Health (Medicaid) Managed Care—HCA contracts with Managed Care Organizations (MCOs) to provide services to enrollees. HCA pays a per member per month(PMPM) premium for the MCO to provide preventative, primary, specialty and ancillary health services.  The MCO is responsible for contracting with providers and providing all benefits covered under the Apple Health Contract.


· Apple Health Foster Care (AHFC): Beginning April 2016 HCA contracts with the Managed Care Organization, Coordinated Care, to provide medical services and coordination to foster children, foster care alumni and individuals who receive adoption support services.



· Fully Integrated Managed Care (FIMC): Beginning April 2016 HCA contracts with Managed Care Organizations (MCOs) who are responsible for the full scope of Medicaid physical, mental and substance use disorder services. This is known as early adopter region and is only SW WA(Clark & Skamania) set to expand statewide by 2020.



· Fee for Service (FFS)—provider is paid directly by HCA for services provided.  All dual eligible (Medicare & Medicaid) are FFS.


· Primary Care Case Management (PCCM)—mostly tribal clinics. Providers are paid FFS, clinic is given a monthly per member per month payment to fund care coordination activities.



Payments to both providers and MCOs are made through the ProviderOne payment system.


Identifying clients who are enrolled in managed care via ACES Online:



You can find out if a client is enrolled in Apple Health or any managed care program by going to ACES online.  Once you pull up a client by entering name or ID, go to the “Medical Information” screen in the “Details” drop down.  If the client is enrolled in managed care, the health plan name, program and start and end dates will be visible.  You can view managed care information, Primary Care Case Management program enrollments and Regional Support Network enrollments on this screen.



Apple Health (Medical) Managed Care


Benefits:


Coverage includes:


· Outpatient care such as: Wellness exams, immunizations, maternity care


· Pharmacy, including OTC and prescription medications


· Laboratory services


· Inpatient Hospital/Emergency Room


· Nursing facility for rehab/skilled nursing services


· Outpatient Mental Health


Please see the HCA benefit matrix for more detail.



Eligibility:



· Mandatory AH Managed Care enrollees include parents, children &pregnant women


· SSI Categorically Needy Blind and Disabled


· COPES/CFC & institutional clients



· Medicaid Expansion adults without children (MAGI)


· Foster Care



Note: Dual eligible clients (Medicare and Medicaid) are not enrolled in AH Managed care



Exemptions from Managed Care:


Reasons for exemption from mandatory managed care enrollment are included in the following WAC.   WAC 182-538-130


Eligibility for Apple Health Medical coverage is handled through:


· The Health Benefit Exchange www.WAHealthPlanFinder.org; or


· The local DSHS community service office for SSI-eligible aged, blind and disabled clients. 


· www.washingtonconnection.org






Enrollment in Managed care: 


Earlier Managed Care Enrollment 



Effective 4.1.16 the managed care enrollment process is being streamlined to offer earlier enrollment of Medicaid clients. Prior to this date, when a client was determined Medicaid eligible, they were enrolled in FFS for the first month and then prospectively assigned to a Managed Care Organization (MCO) the following month.


Medicaid clients will no longer wait until the following month to be enrolled in an MCO. Instead, they will be enrolled retroactive to the first of the month in which they are determined eligible.



This change will reduce gaps in managed care coverage and increase care coordination for individuals who are newly eligible or have lost eligibility and are reconnecting.



Changing Plans:



Apple Health enrollees may change plans every month (changes are effective the first of the following month):


· Via telephone at 1-800-562-3022. Clients may either wait for a customer services representative or use automated telephone Individual Voice Recognition (IVR);


· Online at www.waproviderone.org/client;   


· Via paper enrollment form mailed to HCA.


· The Health Benefit Exchange www.WAHealthPlanFinder.org  (MAGI and Family medical-not SSI)


Apple Health Managed Care & Nursing Facilities


Managed care, like Medicare, covers a rehabilitative/skilled nursing benefit if the authorization criteria is met.  When a managed care enrollee is hospitalized and needs to be discharged to a nursing facility, the hospital discharge planner must contact the plan for nursing facility authorization. 


MCOs have transitional care requirements for moves from the hospital to the nursing facility and home.  


Once it has been determined that the rehab/skilled stay will end or an enrollee does not meet authorization criteria, that enrollee should be referred to Home and Community Services (HCS) for a nursing facility level of care (NFLOC) assessment. HCS should also review available options with the client.


If you are contacted regarding discharges:


· If contacted by a hospital/facility for the NFLOC assessment or for discharge options, staff must ask if the hospital stay is covered by an MCO and if the client is enrolled in Medicaid managed care. 


· If the client is enrolled in Medicaid managed care (Apple Health), the facility must have a denial from the MCO before the stay can be covered by HCS.


For additional information on Nursing Facility billing see the HCA Nursing Facility Provider Guide


For additional information regarding Nursing Facility coordination, see the Nursing Facility Case Management Chapter, Chapter 10.


Assisting with coordination


· If you receive billing questions, refer the provider to the health plan the client is enrolled in.


· Assist clients who have Apple Health medical coverage by knowing the health plan contact phone numbers.


· Find out which plan(s) each of the client’s doctors or specialists contract with.  This will help you assist the client in choosing the right Apple Health managed care plan.  It will also help when the client has a provider/plan coordination issue.


· Report issues to the plan, the ALTSA HQ Managed Care Program Manager and/or HCA mcprograms@hca.wa.gov. 


Health Plan Contact Information (client/provider):
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Important Web Pages and URLs

Web Page

URL

Find a Provider List

https://fortress.wa.gov/hca/p1findaprovider/

ProviderOne Client Portal

https://www.waproviderone.org/client

Washington Healthplanfinder

www.wahealthplanfinder.org

Your Medical Benefits Book

www.hca.wa.gov/medicaid/publications/documents/22-542.pdf

Enrollment Form

WWW. hca.wa.gov/medicaid/forms/documents/13_862.pdﬂ

First-timers’ Guide to Washington Apple Health (Medicaid)
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Health Plan Service areas & Network



For the most up to date Service area Map & Matrix detailing what plans are available in each county and RSA; please visit HCA’s website 
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Regional Service Areas:



Regional Service Areas (RSAs)will be the new geographical boundaries or service areas for Medicaid purchasing of physical and behavioral health care through managed care contracts. 



•Regional Service Areas (RSAs) were authorized by legislation in 2014 



• They are regions on a map, not an organization that oversees services 



Behavioral Health Organizations (BHO)



What are Behavioral Health Organizations (BHOs)?



As of April 1, 2016, BHOs will replace the Regional Support Networks (RSNs) across Washington State with the exception of Clark and Skamania counties.  State law created BHOs to purchase and administer public mental health and substance use disorder treatment under managed care on a regional basis for people with Medicaid coverage.  BHOs contract with the Department of Social and Health Services, Division of Behavioral Health and Recovery.  



Until April 1, 2016, the RSNs will continue to manage mental health services, and County Substance Use Coordinators will continue to manage outpatient substance use disorder services.


How do people with Medicaid coverage access mental health and/or substance use disorder treatment through BHOs or other sources?



Washington Medicaid enrollees have access to two separate mental health benefits:



· The first benefit is for those who need short-term mental health treatment in a clinic.  This service is managed by Apple Health through the Washington State Health Care Authority (HCA). To access mental health services through Apple Health plans:



· If your client is already enrolled in an Apple Health managed care plan, they may contact their plan directly.  



· If your client is not enrolled in an Apple Health managed care plan, or they don’t know how to reach their plan, they can call Apple Health customer service at 1-800-562-3022 for help with finding a mental health provider that accepts Medicaid insurance.   



· The second benefit is for those who need additional mental health services not covered by the Apple Health plan, and for those who need substance use disorder treatment services. This benefit is managed by the BHOs. A complete list of these services available from BHOs is provided below.  To access these additional mental health services or substance use disorder services from BHOs, clients may:


· Contact the BHO for their region directly. 


· Contact the BHO-contracted community mental health agency or substance use treatment outpatient provider directly.


· Contact the 24-hour, free and confidential Washington Recovery Help Line at 1-866-789-1511 (TTY 1-206-461-3219), or go to www.waRecoveryHelpLine.org.  They will be referred to a BHO that will connect them with a provider. 



What should my client expect if they contact their BHO?


Your client will be referred to a community mental health agency or substance use provider for an assessment to determine their need for treatment and the best treatment setting. 



For mental health services, your client will receive an intake assessment to determine whether they meet Access to Care Standards and what type of treatment they should receive.  



For substance use disorders, your client will receive an assessment and then be referred to treatment based on the American Society of Addiction Medicine (or ASAM) criteria.  This will determine the level of care to best meet their needs.



What if my client doesn’t meet the Access to Care Standards?



If a client does not meet the mental health Access to Care Standards, they may be referred to their Apple Health plan for mental health treatment.



What if my client does not qualify for Medicaid?


Crisis services are available to everyone within the BHO’s region, regardless of insurance coverage.  Crisis services do not require an intake assessment prior to their delivery.  


Mental Health Treatment:



The BHOs do not oversee mental health or substance use services under Medicare or for private insurance, however some community mental health agencies may accept this coverage.  The availability of non-Medicaid public mental health services varies between BHOs.  Contact your BHO to determine what is offered in your area. 


Substance Use Disorder Treatment:



Some public substance use disorder treatment is covered by funding other than Medicaid.  Contact your BHO to determine what may available to your client. 



What services do BHOs provide?



BHOs contract with local community mental health agencies and substance use providers to provide the full range of services identified in the Medicaid state plan, including but not limited to the following list of services.  A more complete listing is available online: https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/medicaid-mental-health-benefits.


Substance Use Disorder services from BHOs may include:



· Assessment – An interview by a health provider to decide the services you need.


· Brief Intervention and Referral to Treatment – Time limited, to reduce problem use.


· Withdrawal Management (Detoxification) – Help with decreasing your use of alcohol or other drugs over time, until it is safe to stop using. (This service does not include hospital treatment.)



· Outpatient Treatment - Individual and group counseling sessions in your community.



· Intensive Outpatient Treatment – More frequent individual and group counseling sessions.



· Inpatient Residential Treatment – A comprehensive program of individual counseling, group counseling, and education, provided in a 24 hour-a-day supervised facility.


· Opiate Substitution Treatment Services – Provides outpatient assessment and treatment for opiate dependency. Includes approved medication and counseling.


· Case Management – Help with finding medical, social, education, and other services.



Mental Health Services from BHOs may include:



· Intake Evaluation - Identifies your needs and goals, and helps you and your mental health care provider to recommend other services and plan treatment.



· Individual Treatment Services - Counseling and/or other activities designed to meet your goals in your service plan.



· Medication Management - Licensed staff prescribing medicine and talking to you about side effects.



· Medication Monitoring - Services to check on how your medication is working and to help you to take it correctly.



· Crisis Services – 24 hour services intended to stabilize you if you are in crisis, provided in a location that is best suited to meet your needs.  You do not need an intake evaluation before this service.



· Group Treatment Services – Counseling with others who have similar challenges.



· Peer Support – Help with navigating the public mental health system and reaching your recovery goals, provided by a trained person who is in recovery from mental illness.



· Brief Intervention and Treatment - Short term counseling that is focused on a specific problem.



· Family Treatment - Family centered counseling to help build stronger relationships and solve problems.



What if my client lives in Clark or Skamania County?  


Medicaid beneficiaries who live in Clark and Skamania counties will not have a BHO to administer their mental health or substance use disorder services.  In those counties, the Apple Health plans will contract with mental health and substance use disorder services.  If enrolled, your client should contact their Apple Health plan directly to request behavioral health treatment.  If you have a question about services in Clark and Skamania counties, call Apple Health Customer Service at 1-800-562-3022.



			Behavioral Health Organization (BHO) Contacts for Services by BHOs and Counties( For Services Beginning April, 2016)
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For more information about addiction treatment and mental health services funded by DSHS, visit https://www.dshs.wa.gov/mental-health-and-addiction-services.



Questions about BHOs and integrating mental health and substance use disorder services may be emailed to: BHOTransition@dshs.wa.gov


Early Adopter Region (SW WA RSA- Clark and Skamania)



What does the term “early adopter” mean? 



In November 2014, the Health Care Authority (HCA) and Department of Social and Health Services (DSHS) jointly published common regional service areas (RSAs) for Medicaid purchasing of physical and behavioral health care, to take effect in 2016. The Southwest Washington RSA opted to be an “early adopter” of fully integrated contracting for physical and behavioral health care. This is the beginning of a four-year transition period towards statewide fully integrated managed care by 2020. 



In other RSAs, counties will initially use a purchasing model in which care is delivered through separate but coordinated behavioral health and physical health managed care contracts.



Physical and behavioral health benefits will be covered by a Managed Care Organization of the clients choosing, there will be no BHO in this region.



Purchasing in the “Early Adopter” Region: Contracting with MCOs 



•Beginning April 2016, the Health Care Authority (HCA) will contract with two MCOs to hold the financial risk for the full scope of Medicaid physical, mental and substance use disorder services 



•RSNs and county-managed FFS substance use disorder systems cease operations March 31, 2016



What will this look like for Medicaid clients?


Medicaid clients will have a choice of at least two managed care organizations – CHPW or Molina (*all individuals enrolled in other plans transition to CHPW or Molina 4.1.16).  Medicaid State Plan services will remain the same and clients will continue to a have access to block grant or state-funded behavioral health services that complement the Medicaid benefits. Clients will now have one point of contact for medical and behavioral health services instead of navigating up to three systems.


Contracted Plans for SW RSA (Early adopter region)


Molina Healthcare of Washington (MHW)



· Apple Health Fully Integrated Managed Care – called Apple Health in Clark and Skamania Counties



· Apple Health Behavioral Health Services Only



Community Health Plan of Washington



· Apple Health Fully Integrated Managed Care



· Apple Health Behavioral Health Services Only


Differences between BHOs and Fully Integrated Managed Care (FIMC) 


			BHOs


			FIMC





			Take the place of RSNs to provide behavioral health services


			Two MCOs in the Southwest region will provide physical and behavioral health services





			DSHS will manage BHO contracts


			There will be no RSN or BHO in this region as of April 1, 2016





			HCA will manage Apple Health (AH) managed care contracts for physical health services in this region


			HCA will manage AH-FIMC contracts for physical and behavioral health services in this region








Two separate programs in the early adopter region:



1. Fully Integrated Managed Care (FIMC) Program 



What is meant by early adopter or fully integrated managed care? 


Apple Health – Fully Integrated Managed Care (AH-FIMC) is an initiative under Healthier Washington to bring together the payment and delivery of physical and behavioral health services for people enrolled in Medicaid, through managed care. 



Southwest Washington is the first region in the state to adopt fully-integrated managed care. Beginning April 2016, people covered by Medicaid in Clark and Skamania counties will receive comprehensive physical and behavioral health services (mental health and substance use disorder treatment) through one of the managed care plans available.


FIMC program includes full scope of Medicaid physical, plus mental health and substance use disorder services 



•Clients with physical health and pharmacy coverage will be enrolled in FIMC in Southwest Washington 



· Apple Health Fully Integrated managed care = medical and behavioral health services



· Apple Health Family (Healthy Options)



· Apple Health Blind Disabled



· Apple Health Adult Coverage (AHAC, ABP)



· State Children’s Health Insurance Program (SCHIP)



Dually eligible (Medicaid and Medicare) clients will not be enrolled in FIMC



Benefits:



Coverage includes:



· Outpatient care such as: Wellness exams, immunizations, maternity care



· Pharmacy, including OTC and prescription medications



· Laboratory services



· Inpatient Hospital/Emergency Room



· Nursing facility for rehab/skilled nursing services



· Mental Health services with the exception of crisis services



· Substance Use Disorder treatment



2. Behavioral Health Services Only (BHSO) Program 


The BHSO program provides specialty mental health and substance use disorder services ONLY, and is a separate product than FIMC, but offered by the same MCOs.


Clients who are typical Fee-for-Service (FFS) populations will be able to access behavioral health services through the BHSO program (For example: Medicare coverage or someone exempt from managed care). They will continue to get physical health services through the FFS system 



Another way to think about it, is that these services are the “traditional” mental health and substance use disorder services that are currently managed by DSHS contractors (RSNs and counties). Since there will be no Regional Support Network or Behavioral Health Organization in the Southwest Washington region, the MCOs that administer FIMC will be responsible to provide mental health and substance use disorder services for these Medicaid eligible individuals in this region.


· Apple Health Behavioral Health Services Only = fee-for-service medical and managed care for behavioral health services 



· Medicare/Medicaid duals



· Clients with third party medical coverage (TPL)



· PCCM (AI/AN)



· Foster Care in Clark and Skamania only (their FFS will be with CCW)



· Dually eligible (Medicaid and Medicare) and otherwise managed care exempt individuals will not be enrolled in FIMC but will be required to be enrolled in a managed care plan for behavioral health services(BHSO).



· Non-citizen clients will not be enrolled in either program and will remain in FFS medical 



Behavioral Health Administrative Services Organization (BH-ASO)


Some services in this community, such as response services for individuals experiencing a mental health crisis, must be available to all individuals in Southwest Washington (early adopter region) regardless of their insurance status or income level. For this reason, the HCA will have a contract with an organization known as a Behavioral Health Administrative Service Organization (BH-ASO) to provide these services in Clark and Skamania counties.



How is a BH-ASO different from a Behavioral Health Organization (BHO)?


Unlike the BHO, the BH-ASO is not responsible for the full continuum of behavioral health services for the Medicaid population. The BH-ASO is only responsible for a subset of crisis-related services for Medicaid clients in the early adopter region, and is responsible for providing limited services to individuals who are not eligible for Medicaid, as well as managing certain administrative functions.



What services will the BH-ASO provide to anyone in the region, regardless of insurance status?


Certain services must be available to anyone in Southwest Washington, regardless of their insurance status or income level. The following services may be provided by the BH-ASO to anyone in the region who is experiencing a mental health or substance use disorder crisis:



• A 24/7/365 regional crisis hotline to triage, refer and dispatch calls for mental health and substance use disorder crises;



• Mental health crisis services, including the dispatch of mobile crisis outreach teams staffed by mental health professionals and certified peer counselors;



• Short-term substance use disorder crisis services for people intoxicated or incapacitated in public;



• Designated Mental Health Professionals (DMHPs) who can apply the Mental Health Involuntary Treatment Act, available 24/7 to conduct Involuntary Treatment Act assessments and file detention petitions;



• Chemical dependency specialist who can apply the substance use disorder involuntary commitment statute, including services to identify and evaluate alcohol and drug involved individuals who may need protective custody, detention, etc. The chemical dependency specialist will also manage case findings and legal proceedings for substance use disorder involuntary commitment cases.



What services will the BH-ASO provide only to people who are low income, uninsured, and not eligible for Medicaid?


The BH-ASO may provide certain mental health and substance use disorder services to people who are not enrolled in or otherwise eligible for Medicaid. For some services, like services funded through the federal Substance Abuse Prevention and Treatment (SAPT) block grant, individuals may need to meet other priority population requirements to be considered eligible.



The BH-ASO may provide the following services to individuals who are not eligible for Medicaid:



• Mental health evaluation and treatment services for individuals who are involuntarily detained or agree to a voluntary commitment;



• Residential substance use disorder treatment services for individuals involuntarily detained as described in state law;



• Outpatient mental health or substance use disorder treatment services, in accordance with a Less Restrictive Alternative court order;



• Within available resources, the BH-ASO may provide non-crisis behavioral health services, such as outpatient substance use disorder and/or mental health services or residential substance use disorder and/or mental health services, to low-income individuals who are not eligible for Medicaid and meet other eligibility criteria.


Crisis Services in Clark and Skamania Counties: 



Call Beacon Health Options (Beacon)



1-800-626-8137 (or 360-696-9560 (Clark) or 509-427-3850 (Skamania)



Crisis services are available to adults, adolescents, and children.



· 24/7 crisis hotline



· Stabilization services



· Involuntary Treatment Act (ITA)


Other Insurance Coverage (Third Party Liability)


Clients often have other insurance coverage.  We call this insurance coverage “third-party liability” or TPL.  Clients cannot be enrolled in a managed care plan if they have what is considered “comparable third party coverage”.  This means, for example, if a client wants to enroll in a Medicaid medical managed care plan such as Apple Health or PACE they also cannot have an active medical insurance policy through another insurance company.  A good rule of thumb is if the managed care program covers medical services or long-term care services, a client likely cannot have other medical or long-term care insurance coverage.  



Third party insurance can be viewed in ProviderOne on the “Client Demographics” screen within the ShowBox drop down list.  Often insurance companies serve multiple populations so when someone says “I have Molina” that could potentially mean Molina Medicaid managed care program coverage, Molina Medicare or Molina coverage through private insurance, so staff may need to explore that information with the client or within ProviderOne to determine the actual coverage a client has.  


The Department does not advise clients on which coverage is right for them nor do we encourage clients to drop any insurance coverage.  These are choices the client must make.  


There are resources available that offer unbiased information to assist clients and their families with choosing the insurance coverage that may be right for them:



National Benefits CheckUp: www.benefitscheckup.org/ 



Program of All-Inclusive Care for the Elderly (PACE)—King county specific


What is PACE?



PACE, a voluntary managed care program, that provides long-term care, behavioral health services and medical services, using Medicare and Medicaid benefits, to older and disabled adults who meet nursing facility level of care.   



Possible clients who may benefit from PACE services may have:



· A wide variety of needs, requiring close monitoring by a physician because of medical conditions, which may include behavioral conditions (dementia);



· Medically complex clients who have needs that can be addressed by PACE;



· An ongoing need for restorative therapies (OT, PT, Speech Therapy);



· A history of multiple hospitalizations and short nursing facility stays; 



· No access or limited use of primary care; 



· Excessive emergency room visits;



· Lack of family or informal support system.



Who can provide PACE services?



DSHS currently contracts with Providence Elderplace to administer the PACE program in King County. The contractor has multiple locations where services are provided.



Providence ElderPlace - Seattle



4515 Martin Luther King Way South, Suite 100



Seattle, WA  98108



(206) 320-5325



(206) 320-5326 (Fax)



Providence ElderPlace West (Mount Saint Vincent – West Seattle)



4831 35th Ave. SW



Seattle, WA 98126



(206) 923-3940



Providence ElderPlace – Full Life (at Full Life ADH Center in Kent)



7829 S 180th St.



Kent, WA 98023



(206) 320-5325



Providence Heritage House at the Market



1533 Western Avenue



Seattle, WA 98101



(206) 382-4119



· To be enrolled in PACE, the client must live in King County.



What services are offered by PACE?



If you are contacted by a PACE enrollee with questions about their services, direct them to their PACE (Providence) social worker.



The PACE program must cover all the benefits available in the state plan for Medical, Behavioral Health and LTSS



			House Bill 1499



Implemented in 2013 included the following requirements:



· Establish deeming criteria



· Develop and implement a coordinated plan to provide education about PACE program site operations to include


· Establish referral process





			To comply with this Legislation, staff have been instructed as follows:



Referrals



At each assessment, AAA and HCS staff within the King County area must:



1. Bring a copy of DSHS Form 17-218 with them.



2. Explain the form to eligible (NFLOC, age 55+) clients during their normal discussion about program options.



3. Bring the form back to the office after the assessment and fill it out completely and legibly.  Note the addition of the Client’s Phone Number field.



4. Send each form via DMS Hotmail (Staff will not see a DMS assignment for these forms).



Headquarters staff collect and track all referral information then sends spreadsheets to Providence, weekly, of clients who indicated they would like more information about the PACE program.








Process for Deeming Continued Eligibility for PACE



Who can be deemed eligible?


HCS/AAA case managers may deem a participant who no longer meets the State Medicaid nursing facility level of care (NFLOC) requirements to continue to be eligible for the PACE program if, in the absence of continued coverage under the PACE program, the case manager reasonably expects that the participant will meet the nursing facility level of care in the next 6 months.



State Staff Responsibilities:



1. HCS/AAA staff will continue to complete annual reassessments of all PACE participants.  If the assessment results in the client not meeting NFLOC, staff will review the  assessment and consider whether the:


a. Participant’s health status is maintained or benefited, at least partially, because of the services PACE currently provides; and


b. Participant’s health and/or functional status are likely to decline over the next six (6) months without PACE services.


· Examples of information that would support deeming of continued eligibility could include, but are not limited to:


· Physician and/or nursing progress notes documenting the treatment and impact of a chronic/disabling condition;


· List of services currently provided to the participant (OT, PT, dietary management, blood glucose/blood pressure checks, diabetic foot care, etc.)


· Frequency of medical appointments and/or frequency of medical treatments/interventions that point to an unstable medical condition that must be treated/monitored regularly to avoid complications;


· Decline or loss of mobility combined with cognitive decline or progression; etc.


2. If HCS/AAA case managers deem continued eligibility, they will continue to conduct full annual reassessments (and any significant change assessments) and determine NFLOC and/or that deeming criteria continues to be met.


3. If the client meets deeming criteria, staff will choose “PACE Deeming” in the program drop down in CARE.  (See MB H14-012 CARE Change Control Information – February 28). HCS/AAA staff will note in a CARE SER the decision to deem eligibility in the PACE program. 


4. If HCS/AAA staff determine that a previously deemed participant no longer meets NFLOC or deemed continued eligibility or the client is not financially eligible for Medicaid a denial notice and appeal rights will be issued to the participant with a copy sent to the PACE provider. 


5. If the participant requests a Department administrative hearing to dispute the State’s denial of continued eligibility, PACE services may continue until the appeal is heard and a decision is rendered.  If the denial is upheld, the participant may be required to pay the cost of PACE services rendered after the initial denial effective date.


6. If a request for administrative hearing is not received, PACE enrollment will be terminated at the end of the month in which the PAN was issued if the PAN was issued at least 10 days prior to the end of the month; if PAN was issued less than 10 days prior to the end of the month, PACE enrollment will be terminated at the end of the following month.


Training



Training is set up and offered through Providence at regular intervals for both HCS and AAA staff.  Trainings are meant to be interactive and jointly held.  


Determining Eligibility for PACE and Enrolling Clients



You will need to assess clients and determine whether they:



· Are age 55 or older;



· Meet nursing facility level of care (NFLOC) as defined in WAC 388-106-0355; 



· Reside in the PACE service area at the time of enrollment;



· Are financially eligible per WAC 182-515-1505;



· The client agrees to enroll in PACE, which means he agrees to receive services exclusively through the PACE organization and its contractors.



CARE rules and policies that apply regarding a PACE enrollee



· All CARE minimum standards are applicable to PACE enrollee assessments.



· When determining “status” for PACE enrollee, the PACE organization is considered the ALTSA paid provider, not the IP, Residential or Adult Day provider.  The actual providers are not to be considered “informal” supports, because they are being paid by the PACE organization.



· On the Support Screen, assign the PACE organization as the paid provider for all applicable “unmet” needs. 



· Potential referrals triggered from the CARE assessment are the responsibility of the HCS/AAA worker prior to enrollment into PACE, including the assessment that determines functional eligibility.  Once the client is enrolled, the PACE provider assumes all case management for the client.  






			Enrolling clients into PACE





			You will:


			1. Complete the CARE assessment to determine functional eligibility (specifically nursing facility level of care) for long-term care services.  If the client is functionally eligible for nursing facility level of care, offer PACE as an option for receiving services.  



2. Once you receive information from the PACE organization that the client has enrolled, you will:



· Provide a copy of the CARE Assessment Details and Service Summary to the PACE organization.



· Send a copy of the Service Summary and CARE Results to the client; request the client sign the Service Summary and return it to HCS.


· Send a Planned Action Notice (DSHS 14-405) to the client or their representative stating the effective enrollment date.





			The financial worker will:


			1. Determine financial eligibility for long-term care (PACE), if not already established and provide verification of financial eligibility to the PACE organization.  



2. Reprint the most recent award letter and send it to Providence ElderPlace.



3. 





			The PACE organization will:


			1. Contact interested clients to discuss the program.



2. Send a monthly electronic enrollment file that contains client enrollment and disenrollment effective dates to the PACE Program Manager with a cc to the HCS field supervisor.


3. Coordinate with HCS (field and HQ) on any disenrollments. Timely notification to HCS is critical and HCS should be notified at the time PACE becomes aware of a disenrollment.



4. 





			The PACE Program Manager at HCS HQ will:


			1. Enroll the client into PACE via the ProviderOne system if eligible.



2. 








Note: Clients are eligible for PACE services on the first of the month in which they are enrolled following the date the client is financially/functionally eligible.  Clients can only be enrolled effective the first of the month.


Case Management for PACE Clients



Once a client is enrolled in the PACE program, the PACE organization maintains case management responsibilities.  Annually you are required to verify client financial and functional eligibility, or sooner if there is a significant change.  



Reassessing Clients (annual or significant change)



The PACE organization is responsible for notifying you of any significant changes in the client’s condition:



1. Collaborate with the PACE social worker prior to each assessment.  Review the previous assessment/SERs and information given by the PACE organization before the visit.



2. Notify Collateral Contacts when needed to obtain information to provide an accurate assessment.



3. Complete the face-to-face assessment and be sure that you have: 



· Assigned the PACE organization  as the paid provider, and 



· Assigned tasks to the PACE organization.  No provider schedule is necessary.  



4. Verify financial eligibility at least annually, document on the Financial Screen in CARE and document in the file.



5. Once complete, move the assessment to current per procedures in Chapter 3 of the LTC Manual, send the CARE Assessment Details and Service Summary to the client and the PACE organization. 






Coordinating with the PACE organization



· The financial worker must enter the PACE organization information in ACES as an AREP.


· You and the PACE organization must report the following client changes to one another when they occur:



· Admit or discharge from a nursing facility;



· Change in address or phone number;



· Change in plan of care which includes:



· Changes in care setting.  



· Changes in providers (e.g. new IP).



· Disenrollment from plan (including expedited disenrollment);



· Move out of the service area;



· Changes in or termination of Medicaid eligibility;



· Changes in cost of care (HCS financial reports to the PACE organization).


· Client passes away.  



Completing Necessary Forms



You are still required to complete the following forms:



· PAN:  Once you assess the client in CARE, you must send the client the Planned Action Notice.  The Planned Action Notice for PACE clients must include information that tells the client:


· They are eligible for services;



· That the PACE organization will be their provider;



· The number of personal care hours they are eligible for.



· Rights and Responsibilities



· Consent Form:  Complete when working with collateral contacts to gather/share information.


Appeals and Hearing rights for PACE clients


If a PACE client disagrees with a decision PACE had made the individual may appeal the decision to PACE. If the decision is upheld and the client still does not agree they may request a fair hearing.



Payment for PACE Clients



Each month, the PACE organization sends an enrollment/disenrollment list to the HCS PACE Program Manager at Headquarters and cc’s the HCS Region 2 supervisor.  Eligible clients are enrolled by the Headquarters Program Manager in the ProviderOne payment system.  In some circumstances, requests for enrollment are made for clients who are not eligible for PACE.  In these cases, the Program Manager communicates back to the PACE organization and the HCS Region 2 supervisor on status of the entire list.  For clients enrolled in the PACE program, Providence receives a file of all eligible clients(834) and a capitated monthly payment file (820)for each eligible enrollee.  Participation is deducted from the capitated payment to PACE.


The PACE Organization or its subcontractors are responsible for collecting the client’s participation.


The HQ PM reconciles payment issues with PACE on a monthly basis.


Disenrollment from PACE


Clients may be disenrolled when they:



1. Request disenrollment;



2. Are no longer Medicaid eligible, i.e. client is not financially or functionally NFLOC;



3. Move out of the PACE service area or leave for more than 30 days (unless an arrangement has been made or client is receiving referred treatment from the PACE organization);



4. Engage in disruptive or threatening behavior and involuntary disenrollment is reviewed and approved by the HCS Headquarters Program Manager;



5. Fail to pay or to make satisfactory arrangements to pay any amount due to the provider after a 30-day grace period;



6. Are enrolled with a PACE organization that loses its contract and/or license and is no longer able to offer services.



    Process for involuntary disenrollments (situations 4-6 above): 



1. The PACE organization must send a written notice to the Headquarters Program Manager that fully documents that one of or more of the conditions exist to justify involuntary disenrollment.  



2. The HCS Headquarters PACE Program Manager will contact Region 2 supervisor regarding any concerns with the disenrollment or timeframes, once approved the HQ PM will notify Region 2 supervisor and the PACE organization of approval/denial of the request for disenrollment within 15 days of receipt.


			Disenrolling long-term care applicants from PACE





			The PACE organization will:


			1. Send a monthly electronic disenrollment file to HCS with a cc to the Region 2 supervisor with the effective dates of participant disenrollments.



2. Coordinate with HCS (field and HQ) on any disenrollments. Timely notification to HCS is critical and HCS field should be notified at the time PACE becomes aware of a disenrollment.








			HCS case manager will:


			1. Send the client a Planned Action Notice (DSHS 14-405), stating the effective disenrollment date.



2. Follow procedures for setting up an assessment with the client to put long-term services and supports in place.









			HCS HQ Program Manager


			1. Process disenrollments in the ProviderOne payment system.



2. 








Note: Disenrollment from PACE is effective the last day of the month.


PACE Organization Responsibilities


The PACE Organization:


· Must maintain services for the enrollee while enrolled, regardless of how much service needs increase or decrease;



· Is responsible for admitting and/or discharging PACE enrollees from the various living environments;


· Must collect participation from the enrollee.


· Must notify you and financial of any:



· Address changes;



· Changes in income or resources;



· Changes in living situations (in-home, residential, nursing facility, hospital);


Rules and Policy



WAC 388-106-0700 PACE WAC


Chapter 182-538 WAC Managed Care WAC



42CFR 460 PACE CFR


42CFR438 Managed Care CFR


HCS is also responsible for assessing private pay clients who are interested in enrolling in PACE to determine initial functional eligibility as well as ongoing functional eligibility determinations.









For nursing facility clients, an annual full-reassessment must be completed.
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Behavioral Health Organization (BHO) Contacts for Services by BHOs and Counties

For Services Beginning April 1, 2016

Greater Columbia
BHO

Counties Served:

Asotin, Benton, Columbia, Franklin, Garfield, Kittitas, Klickitat, Walla Walla, Whitman, Yakima

Telephone: 1-509-735-8681 or 1-800-795-9296
Website: http://www.gcbh.org/
Crisis Lines: Asotin County Kittitas County
1-888-475-5665 1-800-572-8122 or 1-509-925-4168
Benton County Klickitat County
1-800-783-0544 1-800-572-8122 or 1-509-773-5801
Columbia County Walla Walla County
1-866-382-1164 1-509-524-2999
Franklin County Whitman County
1-800-783-0544 1-866-871-6385
Garfield County Yakima County
1-888-475-5665 1-800-572-8122 or 509-575-4200
Ombuds: 1-509-783-7333 or 1-800-257-0660

Great Rivers BHO

Counties Served:

Cowlitz, Grays Harbor, Lewis, Pacific, Wahkiakum

Telephone: 1-800-392-6298

Website: http://www.grbho.org/

Crisis Lines: Cowlitz Grays Harbor
360-425-6064 1-800-685-6556
Lewis County Pacific County
1-800-559-6696 1-800-884-2298
Wahkiakum County
1-800-635-5989

Ombuds: 1-855-851-1038

King County BHO

Counties Served: King

Telephone: 1-800-790-8049

Website: http://www.kingcounty.gov/healthservices/MentalHealth/Services/Outpatient.aspx
Crisis Lines: 1-866-427-4747

Ombuds: 1-206-477-0630 or 1-800-790-8049 (Press #3)

Updated 2.16.16
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North Central BHO

Counties Served:

Chelan, Douglas, Grant

Telephone: 1-509-886-6318 or 1-877-563-3678
Website: http://www.cdrsn.org/

Crisis Lines: 1-800-852-2923 or 1-509-662-7105
Ombuds: 1-800-346-4529

North Sound BHO

Counties Served:

Island, San Juan, Skagit, Snohomish, Whatcom

Telephone: 1-360-416-7013 or 1-800-684-3555

Website: http://www.nsmha.org/

Crisis Lines: 1-800-584-3578

Ombuds: 1-888-336-6164 or 1-360-416-7004 (Ext. #1 or # 2)

OptumHealth —
Pierce County BHO

Counties Served: Pierce

Telephone: 1-253-292-4200 or 1-866-673-6256

Website: https://www.optumhealthpiercersn.com/portal/server.pt
Crisis Lines: 1-800-576-7764

Ombuds: 1-253-302-5311 or 1-800-531-0508

Salish BHO

Counties Served:

Clallam, Jefferson, Kitsap

Telephone:

1-360-337-7050 or 1-800-525-5637

Website:

http://www.kitsapgov.com/hs/prsn/prsnmain.htm

Crisis Lines:

Clallam Count
East County:
1-360-452-4500 or 1-800-843-4793

West County
1-800-843-4793

Jefferson Count
East County:

1-360-385-0321 or 1-877-410-4803

West County
1-800-843-4793

Kitsap County
1-360-479-3033 or 1-800-843-4793

Ombuds:

1-360-692-1582 or 1-888-377-8174

Spokane County
Regional BHO

Counties Served:

Adams, Ferry, Lincoln, Okanogan, Pend Oreille, Spokane, Stevens

Telephone: 1-509-477-5722 or 1-800-273-5864

Website: http://www.spokanecounty.org/mentalhealth/
Crisis Lines: 509-838-4428

Ombuds: 1-509-766-2568 ext. 314 or 1-800-346-4529

Ombuds for Spokane only: 1-509-477-4666

Thurston-Mason
BHO

Counties Served:

Mason, Thurston

Telephone:

1-360-867-2602 or 1-800-658-4105

Website:

http://www.co.thurston.wa.us/health/ssrsn/index.html

Crisis Lines:

Mason County
1-800-270-0041 or 1-360-754-1338

Thurston County
1-800-270-0041 or 1-360-754-1338

Ombuds:

1-360-867-2556 or 1-800-658-4105

Updated 2.16.16
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Apple Health







Washington State
Health Care AUthority

If this is not in a language you can read, please call 1-800-562-3022 for help. (TTY/TDD only 1-800-848-5429).
ENGLISH

LV ACOP N7L10P £7% ATR4E ACAT AT1TTH 08 1-800-562-3022 L@ (A TTY/TDD -0F 1-800-848-5429).
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ARABIC

2080058Ea0p50momeomggledagé s20p20p8320305 0-000-66 J-00, ) B coqadgGe esl a3l (TTY/TDD sa0g05000038
0-000-0GO-§G J@)

BURMESE

iashistssmaniiuERMNoMsMs augial) 1-800-562-3022 wintifigw 1 (TTY/TDDaNGinugA)A SiBgas| g ansim:

1-800-848-5429)
CAMBODIAN

WX A RIRAEINE S, WIRFTKBIHE: 1-800-562-3022 (TTY/TDD % 4k: 1-800-848-5429) .
CHINESE

el Aol & ¢ls o flvh 1-800-562-3022 (TTY/TDDS] 737, 1-800-848-5429) ol A 3t5 A o] =53 43I A L.
KOREAN
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LAOTIAN
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PUNJABI

Ecnv gaHHbIN JOKYMEHT HanevaTaH Ha A3blke Ha KOTOPOM Bbl HE MOXETe UnTaThb, NoXanyncra, obpaTnTech 3a NOMOLLbIO,

no3BoHMB no TenedoHy 1-800-562-3022. (AunHnsa gna nonb3oatenen TTY/TTD: 1-800-848-5429).
RUSSIAN

Haddii aysan tani ahayn luugadda aadsakhrin kartid, fadlan wac 1-800-562-3022 si laguu caawiyo. (TTY/TDD keliya 1-800-

848-5429).
SOMALI

Si esto no esta en undidioma que puede leer, por favor llame al 1-800-562-3022 para recibir ayuda (Solo usuarios TTY/TDD 1-

800-848-5429).
SPANISH

Kung hindi ito nasa isang wika na inyong mababasa, mangyaring tumawag sa 1-800-562-3022 para matulungan. (TTY/TDD

lamang 1-800-848-5429).
TAGALOG
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UKRAINIAN
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ngwoi dung TTY/TDD).
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How to contact
the Apple Health
Customer Service Center

You can speak or press the number in brackets.
You can key ahead anytime.

( 1-800-562-3022 )
A 4
Stay on the line or
English. o [1]
Spanish___ . [2]

( Clientservices . . . (6] )

Disclaimer about this booklet:

This booklet will introduce you to your behavioral
health benefits (mental health and drug and alcohol
treatment services) and explain your rights and
responsibilities, how to access services, and how to
change behavioral health plans. Please be advised
this booklet does not create any legal rights or
entitlements. You should not rely on this booklet as
your only source of information about Apple Health
(Medicaid). You can get detailed information about
Apple Health by looking at the Health Care Authority
website on the Laws and Rules page,
www.hca.wa.gov/pages/rules_index.aspx .
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Washington

Apple Health

Welcome to Washington Apple Health

You are receiving this booklet because you recently enrolled in Washington Apple Health (Medicaid). The Washington
State Health Care Authority (HCA) administers Apple Health and contracts with managed care plans to provide your
behavioral health services coverage. Later you will receive “Your Behavioral Health Benefit Handbook” from your
health plan. It will provide more detail about your covered benefits.

About your behavion%ealth benefits

tal health and drug
you can receive are not
changing. Startin \y 16, how you receive these
services will be ntiPyou live in Clark or Skamania

counties. You'll re e behavioral health services from

one of the ged care plans listed below.
ﬁ : »
/ Plegseet s booklet carefully.
: ‘ 3 Wealth plan
" [ : % has contracts with the following health plans in Clark
and Skamania counties.

Community Health Plan of Washington (CHPW)
1-800-440-1561

and alcohol treatme i

Molina Healthcare of Washington (MHW)
1-800-869-7165

This booklet includes a letter, or you will receive one
separately, telling you the name of the managed care
health plan that is providing your behavioral health
services. If you are currently receiving behavioral health
services or have questions about accessing them, please

In Clark and Skamania counties you will receive your contact this health plan.

behavioral health services through one of the managed

care plans available to you. The managed care plan You have the right to request to change your plan at
will coordinate all of your mental health and drug and any time. If you wish to select a different plan, you may
alcohol treatment services, which is sometimes referred use the sign-up form enclosed with your letter. For more
to as substance use disorder services. information on how to change plans see “Changing

behavioral health plans”on page 12.







Your services card

You will receive
two cards in the
mail, one from
Washington Apple
Health (the Services
Card) and one from
rovider = the health plan
i g that will manage
your behavioral
health care. If you have Medicare or other private insurance
coverage, you might have a separate card from them as well.

About two weeks after you enroll in Washington Apple
Health through Healthplanfinder
www.wahealthplanfinder.org or Washington Connection
www.washingtonconnection.org, you will receive a blue
Services Card (also called a ProviderOne card) like the one
pictured here. Keep this card. Your Services Card shows
you are enrolled in Apple Health.

You do not have to activate your new Services Card.
HCA will activate your card before we mail it to you.

ProviderOne

You'll see “ProviderOne” on your Services Card.
ProviderOne is the information system that coordinate
the health plans for us and helps us send you infi i

at various times. The number on the card is
ProviderOne client number (nine-digits end%z&).

Each member of your household who i ible for Apple
Health will receive his or her own Sex ard. Each
person has a different ProviderOne umber that

stays with him or her for life.

If you had previous A
Medicaid before it w wn as Apple Health) you won't
be mailed a new card. old card is still valid, even

if there is a gap in coverage. Your ProviderOne client
number remains the same.

th coverage (or had

Q’b'

If you don’t receive the card or lose
your card

If you don’t receive your Services Card by the end of two
weeks after successfully completing your Apple Health
enrollment or if you lose your card, please call the
Health Care Authority’s Apple Health Customer Service
Center at 1-800-562-3022.

Contact your behavioral health plan’s
member services number when you:

Need access to mental health services.
Need access to drug and alcohol treatment.
Have a problem with your plan.

Want to change your provider.

Lose your health plan ID card and want
another one.

m Have a special behavioral health care need
(or your child does).








Your health plan card

A few weeks after you enroll in Apple Health, you will
receive an ID card from the managed care health plan
that will provide your behavioral health services as well
as more information about how to access these services.

Your plan ID card will look like one of those shown below.

Keep this card, too! Take both your Services Card and
your plan ID card with you when you see your behavioral
health providers. You may also need a photo ID.

el Wenhngion'
Mame

JOHN O SANPLE
Member & 12345878 01

Plan Washirgton Appls Healn

Group CLASSI 6‘:.

RxBin 03853 Appie Health
RxGrp IR

State ID& 1ZMABEWA

Please see back of card
for important information.

Copayment ©v$0/ER$0/RX 50
Clinic (PCP)  cumic xvz
Clinic Phone 5355555555

R onsrvme (s RRRMONNA
!ﬁHIE (ARSI Y ONGHANE  \oow WEALTIICARE
Dt of Birth Gt 1D

|chirrtifieatacnn
DOO00001 il ety L7 mC1

Prisggms HC sty Optirm )

PP Name: Thisaa nam b iest for FCP EE DUA2004
e ramme =,

PLP Phone: (201) 030001 el b e

L Location: 1 MAARN ST

Momber Services: (S00) B59.7165

Aoout cloema w AWty

4. Honiar Wi Acboieom Lirss (BER2) 775, 8750
PEPORF FaGR Rrdma )

If you need behavioral health care
services before your cards arrive

If you need to go to a behavioral health.care provider
before your cards arrive, take your enroliment letter with
you. You can go to any behavioral healtiiprovider as long
as the provider is in your plan'séA€twork (contracted with

your health plan). Contact ygurplan for a list of providers.

You can also call yourbehavioral health plan for help,
even if you have not received your Services Card or
health plan ID card.

What to do in an emergency?

What is an emergency? This is when a person thinks they
must act quickly to prevent serious health problems. Call
911 at once. Go to the nearest hospital.

« If there is a life-threatening emergency; or

- If you feel you may be a danger to yourself or
someone else.

Crisis services

A crisis is like an emergency ap@hhelps clients get needed
behavioral health care.

You may be feeling?
+ Anxiety or lonélifess;
« Sadness orfgrief;

« Thoughts of,suicide.

You may be experiencing:
¢ Relationship problems;

+ Alcohol or drug misuse.

If you feel you may need to be admitted to a hospital
for behavioral health treatment, contact your
behavioral health care provider or the crisis services line
immediately.

Crisis services in Clark and Skamania counties

Call Beacon Health Options (Beacon)

1-800-626-8137

(or 360-696-9560 in Clark County,
509-427-3850 in Skamania County)

Crisis services are available to adults, adolescents,
and children.
« 24/7 crisis hotline;

- Stabilization services;

+ Involuntary Treatment Act (ITA).







What services are available from
my behavioral health plan?

You can get a wide range of treatments and services
for mental health and drug and alcohol misuse. The
list below describes the services that are covered by
your contracted managed care health plan. If you need
services or have any questions, please call your health
plan and they can help you coordinate and access the
care you need.

Drug and alcohol treatment services from managed
care organizations (MCOs):

Assessment — An “interview” by a health provider to
decide the services you need.

Brief Intervention and Referral to Treatment — Time
limited, to reduce problem use.

Withdrawal Management (Detoxification) — Help with
decreasing your use of alcohol or other drugs over time,
until it is safe to stop using. (This service does not include
hospital treatment.)

Outpatient Treatment - individual and group counseling
sessions in your community.

Intensive Outpatient Treatment - More frequent
individual and group counseling sessions.

Inpatient Residential Treatment — A comprehensive
program of individual counseling, group counseling;, and

education provided in a 24-hour-a-day supefvisedifacility.

Opiate Substitution Treatment Services — Provides
outpatient assessment and treatment for opiate
dependency. Includes approved medication and
counseling.

Case Management - Help with finding medical, social,
education, and other serviees.
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Mental Health Services from M(Os:

Intake Evaluation - Identifies your needs and goals and
helps your mental health care provider recommend other
services and plan treatment.

Individual Treatment Services — Counseling and/or other
activities designed to meet your goals in your service plan.

Medication Management - Licensed staff prescribing
medicine and talking to you about side effects.

Medication Monitoring - Services to check on how your
medication is working and to help you to take it correctly.

Group Treatment Services - Counseling with others who
have similar challenges.

Peer Support - Help with navigating the mental health
system and reaching yougrecovery goals, provided by a
trained person whois ifyrecevery from mental illness.

Brief Interventioniand Treatment - Short-term counseling
that is focused on a specific problem.

Family Treatment - Family-centered counseling to help
build stronger relationships and solve problems.

High Intensity Treatment - Services provided by a team
of mental health providers to help you meet your goals in
your service plan.

Therapeutic Psychoeducation - Education about mental
iliness, mental health treatment choices, medications and
recovery, including supports and/or supportive services.

Day Support - Intensive program to learn or assist with
independent living skills.

Evaluation and Treatment/Community Hospitalization -
Medically necessary inpatient crisis care. You do not need
an outpatient intake evaluation before this service.

Stabilization Services — Provided in your home or home-
like setting to help prevent a hospital stay. You do not
need an intake evaluation before this service.

Rehabilitation Case Management - Coordination
between your inpatient and outpatient mental health
services. This might be part of your intake evaluation.

Mental Health Services Provided in Residential
Settings — Services provided where you live if you live in a
group setting.

Special Population Evaluation - Treatment planning
assistance from a specialist who works with children, older
adults and people from multi-cultural backgrounds.

Psychological Assessment - Testing that helps with
diagnosis, evaluation, and treatment planning.







If you need care

Mental health

Drug and alcohol
treatment

After-hours care

Crisis

Emergency care

Care away from home @f

Q‘K

What about my physical
health care benefits?

You will continue to receive your physical health benefits
as you do today. Ways you receive physical health care
include:

« Medicare, private health insurance, or Indian Health
Centers.

« The Apple Health managed care health plan
specifically for children in foster care.

« The Primary Care Case Management (PCCM) program.
PCCM clients receive physical health care through

Indian Health Centers. \
Together, your behavioral hea physical health plans
provide whole—persog full coverage (physical health,

mental health, an n& Icohol treatment services).

Call your behavioral health plan or be@l health provider.

Call your behavioral health ilfr\o
Call your behavioral P@@u’s nurse advice line, 24 hours a day, seven days

per week. 'S

Call Beaco% ions (phone numbers on page 9).

Call 911 e nearest place where emergency providers can help. As soon

as possi u or someone you know must call your behavioral health plan to

repQr emergency. This is available 24 hours a day, seven days per week.
isn

an emergency, call your behavioral health provider or the nurse advice
ine, located on your plan ID card.







Other services

You might need an interpreter

If you don't speak English well, professional interpreters

are available in many languages, including sign language,

at no cost to you. When you make an appointment, let
the receptionist know if you need an interpreter. The
interpreter can go to the provider’s office or be on the
phone during your appointment.

It's better to use one of these professional interpreters
than to bring a family member or friend to interpret
for you. The interpreters are trained to understand
health care terms. They will help you and your provider
understand each other.

If you have a disability

If you have a speech or hearing disability or a mobility
issue, you should tell the receptionist when you make
your appointment. The receptionist will help you make
any necessary arrangements.

You can get help with transportation

If you have no way to get to your appointment, you may
be eligible for help with transportation. The appointment
must be for services allowed by your behavioral health
plan. The transportation provided will be the most
appropriate and least costly, but is at no cost to yousIhe
most common types of transportation availablelinclude:
public bus, gas vouchers, client and volunteermileage
reimbursement, volunteer drivers, taxi, wheelchair van or
accessible vehicle, and commercial bus and air. A list of
brokers can be found at: www.hca.wa.gov/medicaid/
transportation/pages/newrequest.aspxand click on
“Regional Broker.

12

Changing behavioral health plans

You have the right to request to change your behavioral
health plan at any time. Depending on when you make
your request, your new plan will usually start the first of the
next month. You can switch your plan by:

« Downloading the enrollment form at
www.hca.wa.gov/medicaid/forms/
Documents/13_862.pdf. Fill it out and fax it to the fax
number on the form.

OR

« Call Apple Health Customer Service at 1-800-562-3022
(TTY/TDD 7110r 1-800-848-5429).







Your rights and responsibilities

By law, you have rights regarding the health care
services you receive, and you also have certain
responsibilities to help maintain and improve your
health and avoid unnecessary costs.

You have the right to:

Help make decisions about your behavioral health
care, including refusing treatment.

Be informed about all treatment options available,
regardless of cost.

Get a second opinion from another provider in your
health plan.

Get services without waiting too long.

Be treated with respect and dignity. Discrimination
is not allowed. No one can be treated differently or
unfairly because of their race, color, national origin,
gender, sexual preference, age, religion, creed, or
disability.

Speak freely about your health care and concerns
without any bad results.

Have your privacy protected and information about
your care kept confidential.

Ask for and get copies of your medical records.

Ask for and have corrections made to your medical
records when needed.

*
Ask for and get information about: \
» Your health care and covered services.

» Your provider and how referrals are @

specialists and other providers.

» How the health plan pays your rs for your
medical care. '

» All options for care and w@u are getting certain

kinds of care.
a grievance or complaint

» How to get hel fi
about your care.
» Your health plan’s organizational structure including

policies and procedures, practice guidelines, and
how to recommend changes.

Receive your Member’s Rights and Responsibilities
in writing at least yearly. Your rights include mental
health and drug and alcohol treatment services.

Receive a list of crisis phone numbers.

Receive help completing mental or medical health
advance directive forms.

You have the responsibility to:

Help make decisions about your mental health and
drug and alcohol treatment service, including refusing
treatment.

Keep appointments and be on time. Call your
provider’s office if you are going to be late or if you

have to cancel the appointmént.

Give your providers informati y need to get paid
for providing services to

Show your providgs e respect you want from

them. \
Bring your Se%Ca and health plan ID card to all
nt ts

of your appoi

Learn ab
covered

ur health plan and what services are

0 @ care services when you need them.
your health problems and take part in making

&ed—upon treatment goals as much as possible.
O

ve your providers and health plan complete
information about your health so you can get the care
you need.

Follow your provider’s instructions for care that you
have agreed to.

Use health care services appropriately.

Inform us right away if your family size changes (such
as pregnancy, births, adoptions) or your circumstances
change (such as a new address, change in income, or
becoming eligible for Medicare or other insurance).

Renew your coverage annually using the Healthplanfinder
website at www.wahealthplanfinder.org. You also can
use this website to report changes to your account.

If you use the local Community Service Office (CSO),
remember to complete eligibility requests by mail or
online at Washington Connection
www.washingtonconnection.org.







If you're unhappy with your health plan

You have the right to file a grievance (complaint) if you
are unhappy with the way you have been treated. You
also have the right to appeal a decision your health plan
makes if it denies a covered service. Your health plan
must help you file a grievance or an appeal.

+ Your health plan must let you know by phone or letter
that it received your grievance within two working days.

+ Your health plan must let you know in writing that it
received your appeal within 72 hours.

Your concerns must be addressed as quickly as possible,
not taking more than 45 days.

Is it urgent? If you are appealing a decision and have an
urgent behavioral health condition, you or your provider
can ask for an expedited (quick) review or hearing. If your
behavioral health condition requires it, a decision will be
made about your care within 72 business hours. Refer to
your “Your Behavioral Health Benefit Handbook” for more
detailed information on these steps.

A note about privacy

Your Services Card does not contain any personal
information except your name, your ProviderOne
number, and the issue date. This maintains your prigacy
if the card is lost or stolen. Neither the Health Cafe
Authority (HCA), nor your health plan will ever contact
you directly asking for your personal information to
obtain or replace a Services Card. Never giveyyour
personal information, such as Social Securityatimber, to
someone who calls or emails you to ask fok it.

By law, all health plans are requiréd to protect your
health information. Health plans.and HCA use and share
protected health infopfatiomiabout you to provide
your behavioral healtlyb@nefits; to carry out treatment,
payment, and health careoperations; and for other
reasons allowed and required by law. Health plans and
HCA have the duty to keep your health information
private.

To read HCA'’s privacy policy, go to www.hca.wa.gov and
click on “Privacy” at the bottom of the page. If you want
to read your health plan’s privacy policy, call your health
plan’s member services or visit the plan’s website.
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Where to get answers to your questions

If you have any questions about Contact
« Changing health plans Apple Health Customer Service at 1-800-562-3022 or send your
« Eligibility for behavioral health services questions to https://fortress.wa.gov/hca/p1contactus/

«  Services Cards
«  How to get services if you move out of
Clark or Skamania County

«  Choosing a behavioral health provider Your behavioral health plan.

«  Covered services Your behavioral health plan’s phone number is listed on page 7 of
«  Referrals to behavioral health services this booklet.

Changes to your account, such as: income, «  Online: www.wahealthplanfinder.org or

marital status, pregnancy, births, or adoptions; | «  Call 1-855-923-4633 (TTY/TDD users¢all 1-855-627-9604) or
or to update your address «  Visit your DSHS Community Services @ffice (CSO) or

«  Go to Washington Connection
www.washingtonconnection.org

Useful web pages

Web page URL

Washington Apple Health www.hca.wa.gov/medicaid/Pages/index.aspx

(Medicaid) website

Request Non-Emergency Medical www.hca.wa.gov/medicaid/transportation/pages/newrequest.aspx

Transportation

Apple Health (Medicaid) Enrollment www.hca.wa.gov/medicaid/forms/documents/13_862.pdf
Form

(

Na \
Washington Healthplanfinder '[ www.wahealthplanfinder.org
Washington Connection www.washingtonconnection.org
Recovery Help Line www.waRecoveryHelpLine.org.

(If you need treatment, call the 24-hour, free and confidential line
1-866-789-1511 [TTY 1-206-461-3219]).

To obtain this document in another format (such as Braille or audio), call HCA's Apple Health Customer Service at
1-800-562-3022. (The TTY/TDD line is 711 or 1-800-848-5429 for people who have difficulties with hearing or speech.)

Call 1-800-562-3022, if this document is in a language you cannot read. This document is available in another language at
no cost to you.

HCA 19-049 EN (2/16)
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Washington State ]
Health Care Authori

P.O. Box 42719

Olympia, WA 98504-2719
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WASHINGTON STATE
HEALTH CARE AUTHORITY
P.O. Box 45530 * Olympia, WA 98504-5530

February 2016

Dear Client:

You are receiving this letter because you are currently enrolled in Washington Apple Health (Medicaid) and live
in Clark or Skamania County. Starting April 1, 2016, how you receive behavioral health services (mental health
and drug and alcohol treatment) will change. Your benefits are not changing.

How do | currently receive these services?

Today, your mental health benefit is covered under Southwest Washington (SW WA) Behavioral Health
Regional Support Network (RSN) and your drug and alcohol treatment services are covered through the
Department of Social and Health Services, fee-for-service.

How will | receive these services starting April 1?7
You will be transferred from the RSN and enrolled in a managed care health plan. You will receive behavioral
health services in one of two ways:

D All of your health care—physical and behavioral health services—will be provided through one managed
care health plan. If your current managed care health plan has a contract to provide all of these services to
Apple Health clients in Clark and Skamania counties, you will remain with the same plan. If not, you will be
assigned to a new managed care health plan.

D A smaller group of people will receive behavioral health services from a managed care health plan and
physical health services in another way, such as Medicare, fee-for-service, Primary Care Case Management,
or private insurance.

What if | am currently receiving behavioral health services?

If you are currently under care with a SW WA RSN mental health provider or receiving drug or alcohol
treatment services, you will need to notify your managed care health plan. The benefits booklet you receive in
March will include a letter that tells you the name of your managed care health plan.

This change does not affect your access to services, but may change who provides the services. Every effort
will be made to keep you with your current providers.

Where can | get more information?

The benefits booklet you receive in March, Welcome to Washington Apple Health in Clark and Skamania
Counties, will give you more information. Be sure to look at the enrollment letter inside the booklet to find out
the name of your managed care health plan.

The booklet also tells you how you can change your managed care health plan and who to contact at the
Health Care Authority if you have questions.

HCA 22-051 (2/16)
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Washington State
'? Y Department of Social
7 & Health Services

Transforming lives

Behavioral Health Organization (BHO) Contacts for Services by BHOs and Counties

For Services Beginning April 1, 2016

Greater Columbia
BHO

Counties Served:

Asotin, Benton, Columbia, Franklin, Garfield, Kittitas, Klickitat, Walla Walla, Whitman, Yakima

Telephone: 1-509-735-8681 or 1-800-795-9296
Website: http://www.gcbh.org/
Crisis Lines: Asotin County Kittitas County
1-888-475-5665 1-800-572-8122 or 1-509-925-4168
Benton County Klickitat County
1-800-783-0544 1-800-572-8122 or 1-509-773-5801
Columbia County Walla Walla County
1-866-382-1164 1-509-524-2999
Franklin County Whitman County
1-800-783-0544 1-866-871-6385
Garfield County Yakima County
1-888-475-5665 1-800-572-8122 or 509-575-4200
Ombuds: 1-509-783-7333 or 1-800-257-0660

Great Rivers BHO

Counties Served:

Cowlitz, Grays Harbor, Lewis, Pacific, Wahkiakum

Telephone: 1-800-392-6298

Website: http://www.grbho.org/

Crisis Lines: Cowlitz Grays Harbor
360-425-6064 1-800-685-6556
Lewis County Pacific County
1-800-559-6696 1-800-884-2298
Wahkiakum County
1-800-635-5989

Ombuds: 1-855-851-1038

King County BHO

Counties Served: King

Telephone: 1-800-790-8049

Website: http://www.kingcounty.gov/healthservices/MentalHealth/Services/Outpatient.aspx
Crisis Lines: 1-866-427-4747

Ombuds: 1-206-477-0630 or 1-800-790-8049 (Press #3)

Updated 2.16.16





http://www.gcbh.org/


http://www.kingcounty.gov/healthservices/MentalHealth/Services/Outpatient.aspx





North Central BHO

Counties Served:

Chelan, Douglas, Grant

Telephone: 1-509-886-6318 or 1-877-563-3678
Website: http://www.cdrsn.org/

Crisis Lines: 1-800-852-2923 or 1-509-662-7105
Ombuds: 1-800-346-4529

North Sound BHO

Counties Served:

Island, San Juan, Skagit, Snohomish, Whatcom

Telephone: 1-360-416-7013 or 1-800-684-3555

Website: http://www.nsmha.org/

Crisis Lines: 1-800-584-3578

Ombuds: 1-888-336-6164 or 1-360-416-7004 (Ext. #1 or # 2)

OptumHealth —
Pierce County BHO

Counties Served: Pierce

Telephone: 1-253-292-4200 or 1-866-673-6256

Website: https://www.optumhealthpiercersn.com/portal/server.pt
Crisis Lines: 1-800-576-7764

Ombuds: 1-253-302-5311 or 1-800-531-0508

Salish BHO

Counties Served:

Clallam, Jefferson, Kitsap

Telephone:

1-360-337-7050 or 1-800-525-5637

Website:

http://www.kitsapgov.com/hs/prsn/prsnmain.htm

Crisis Lines:

Clallam Count
East County:
1-360-452-4500 or 1-800-843-4793

West County
1-800-843-4793

Jefferson Count
East County:

1-360-385-0321 or 1-877-410-4803

West County
1-800-843-4793

Kitsap County
1-360-479-3033 or 1-800-843-4793

Ombuds:

1-360-692-1582 or 1-888-377-8174

Spokane County
Regional BHO

Counties Served:

Adams, Ferry, Lincoln, Okanogan, Pend Oreille, Spokane, Stevens

Telephone: 1-509-477-5722 or 1-800-273-5864

Website: http://www.spokanecounty.org/mentalhealth/
Crisis Lines: 509-838-4428

Ombuds: 1-509-766-2568 ext. 314 or 1-800-346-4529

Ombuds for Spokane only: 1-509-477-4666

Thurston-Mason
BHO

Counties Served:

Mason, Thurston

Telephone:

1-360-867-2602 or 1-800-658-4105

Website:

http://www.co.thurston.wa.us/health/ssrsn/index.html

Crisis Lines:

Mason County
1-800-270-0041 or 1-360-754-1338

Thurston County
1-800-270-0041 or 1-360-754-1338

Ombuds:

1-360-867-2556 or 1-800-658-4105

Updated 2.16.16





http://www.cdrsn.org/


http://www.nsmha.org/


https://www.optumhealthpiercersn.com/portal/server.pt


http://www.kitsapgov.com/hs/prsn/prsnmain.htm


http://www.spokanecounty.org/mentalhealth/


http://www.co.thurston.wa.us/health/ssrsn/index.html
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H16-057- Informational

July 05, 2016 

		TO: 

		Home and Community Services (HCS) Division Regional Administrators

Developmental Disabilities Administration (DDA) Regional Administrators

Area Agency on Aging (AAA) Directors



		FROM:

		Bea Rector, Director, HCS

Don Clintsman, Deputy Assistant Secretary, DDA



		SUBJECT: 

		Updated Process to Request Funding for Personal Care Services from the Behavioral Health Organizations (BHOs) or Managed Care Organizations (MCOs) and revised DSHS form #13-712 



		Purpose:

		To inform staff that the :


· Process has been updated to request personal care funding from the BHOs or MCOs for clients on Medicaid Personal Care (MPC) or Community First Choice (CFC), and

· Related DSHS form #13-712 has been renamed and revised.



		Background:

		Historically, when a client’s sole need for assistance with personal care tasks was related to a mental health diagnosis/condition, case managers would request funding for personal care services from the local Regional Support Network (RSN).  The request for funding was submitted via the DSHS 13-712 form.  

As of April 1, 2016:


· BHOs replaced the RSNs across Washington State with the exception of Clark and Skamania counties.  State law created BHOs to purchase and administer public mental health and substance use disorder treatment under managed care on a regional basis for people with Medicaid coverage.  BHOs contract with the Department of Social and Health Services, Division of Behavioral Health and Recovery.  


· The first fully integrated (medical/behavioral health) contract between the Health Care Authority and two MCOs (Molina and CHPW) took effect in SW WA (Clark and Skamania counties). All Medical and Behavioral Health is purchased through this single managed care contract.  






		What’s new, changed, or


Clarified

		Case managers must still request funding for personal care services from a BHO or MCO when it appears that a client’s sole need for assistance with personal care tasks is related to a mental health diagnosis/condition.  


The title of DSHS form 13-712 has changed from “Medicaid Personal Care Client RSN Transmittal” to “Personal Care Related to Diagnosed Psychiatric Condition.”  The form has also been revised to reflect the change from RSNs to BHOs and MCOs.  More details have been added to the form to aid in clarity for all parties involved.

The process to request funding from the BHOs and MCOs is clarified below in the Action section and will be added as an appendix to the Long Term Care Manual Chapter 7.


The process remains very similar to the process previously used with RSNs.

ALTSA and DDA regional field offices still need to have an interagency agreement that allows both administrations to share this information with the BHOs and MCOs without a signed release of information from the client.





		ACTION:

		Upon completion of the CARE assessment, when it appears that the client’s need for assistance with personal care tasks is solely due to mental health diagnosis/condition and the client is served by a Behavioral Health Organization (all counties except Clark and Skamania) or Managed Care Organization (Clark and Skamania Counties only), the case manager will:

· Complete DSHS form 13-712, Personal Care Related to Diagnosed Psychiatric Condition

· Submit the 13-712 along with a copy of the client’s current Assessment Details to the appropriate BHO or MCO via email or fax (see attached contact list) and document this action in a SER

· The BHO/MCO should respond with a decision within five (5) business days or contact the requestor for additional information


· Document the approval or denial from the BHO/MCO in a SER

· If the BHO/MCO approves personal care service funding, ensure the appropriate reason code is selected on the personal care authorization in CARE

· “RSN/RSN” if the BHO/MCO is paying for the entire personal care monthly amount


· “RSN/ALTSA” if the BHO/MCO and ALTSA/DDA are sharing the monthly personal care costs

· If the funding amount approved by the BHO/MCO exceeds the daily rate or monthly hours generated by CARE, then the case manager must:


· Submit a CARE ETR to the HQ ETR Committee requesting to exceed the CARE generated limit

· Use “RSN-Rate” or “RSN-Hours” as ETR Type  


· In the Request Description section, indicate that the additional amount has been approved by the BHO/MCO 

· Use Custom Start and End dates if the BHO/MCO approved the funding for a timeframe other than the client’s plan period

· Create a tickler to remember to submit new request for BHO/MCO funding prior to the expiration date

· Ensure the 13-712 form signed by the BHO/MCO is placed in the client’s record

· Ensure the personal care funding request is resubmitted to the BHO/MCO when a significant change or annual assessment is completed







		ATTACHMENT(S):  


 

		DSHS form 13-712        MB H16-025          BHO Fact Sheet

SW Washington Early Adopter Fact Sheet      
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		CONTACT(S): 

		Debbie Johnson, HCS MPC Program Manager

360-725-2531


Johnsda2@dshs.wa.gov 


Kelli Emans, HCS Managed Care Program Manager


360-725-3213


Kelli.Emans@dshs.wa.gov

Nicole Fergason, DDA CFC Program Manager


360-725-3525


Nicole.Fergason@dshs.wa.gov

Jacqueine Echols, HCS CFC Program Manager


 360-725-3216

Jacqueine.Echols@dshs.wa.gov

Jaime Bond, DDA State Plan Unit Manager

360-725-3466

Jaime.Bond@dshs.wa.gov 
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BHO / MCO Personal Care Contact List

South West WA MCOs- Clark & Skamania

Personal Care Contact

Community Health Plan of WA (CHPW)

Sela Barker Phone: 206-515-7849
sela.barker@chpw.org

David Ching Phone: 206-515-7840
david.ching@chpw.org

Molina Healthcare

Alicia Molina Phone: 888-562-5442 ext. 412510
Alicia.Molina@molinahealthcare.com

Jessica Zumbiel Phone: 888-562-5442 ext. 141235
Jessica.Zumbiel@molinahealthcare.com

BHOs

Personal Care Contact

Greater Columbia BHO

Counties: Asotin, Benton, Columbia, Franklin,
Garfield, Kittitas, Klickitat, Walla Walla, Whitman,
Yakima

Vonie Aeschliman Fax: 509-783-4165
voniea@gcbh.org

back up: Jackie Davidson
jackied@gcbh.org

Great Rivers BHO
Counties: Cowlitz, Grays Harbor, Lewis, Pacific,
Wahkiakum

Wendy Werner
wwerner@greatriversbho.org

King County BHO:
Counties: King

Barbara Vannatter
Barbara.Vannatter@kingcounty.gov

North Central BHO
Counties: Chelan, Douglas, Grant

Debra Murray, MSW, LMHC, CHC Phone: 509-886-6318
dmurray@NCWBH.org

Clinical Director

300 S. Columbia, 3™ floor

Wenatchee, Washington 98801

Fax: 509-886-6320

North Sound BHO
Counties: Island, San Juan, Skagit, Snohomish,
Whatcom

Terry McDonough Phone: 360-416-7013
terry_mcdonough@northsoundbho.org

Fax: 360-416-7017

Optum Health — Pierce Co BHO
Counties: Pierce

Jennifer Huntting Phone: 253-292-4227
jennifer.huntting@optum.com

Fax: 253-292-4212

Salish BHO
Counties: Clallam, Jefferson, Kitsap

Jolene Kron, MA LMHC Phone: 360-337-4832
jkron@co.kitsap.wa.us

Residential and Long Term Care Manager

Fax: 360-337-5721

Spokane County Regional BHO
Counties: Adams, Ferry, Lincoln, Okanogan, Pend
Oreille, Spokane, Stevens

Claudia Fiola, Senior Care Advocate Phone: 509-477-4604
claudia.fiola@uhc.com

Fax: 509-232-3130

Thurston-Mason BHO
Counties: Mason, Thurston

Merja Kehl, M.S., LLM.F.T. Phone:
kehIm@co.thurston.wa.us
Behavioral Health Care Manager

June 2016
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Chapter 7h – Appendices



Purpose

This section contains various appendices that pertain to HCS programs, services, and case management activities.  



Section Summary

Appendices

I. Coordination with DDA

II. Estate Recovery

III. Resources

IV. NGMA

V. On-going Additional Resources (OAR) 

· Meals

· Food for Service Animals

· Telephone Service

· Laundry

VI. Requesting funding from the BHO/MCO when a client’s need for personal care is based solely on a diagnosed psychiatric condition. 




[bookmark: Coordination_w_DDA]Appendix I: Coordination with Developmental Disabilities Administration (DDA)

The Developmental Disabilities Administration (DDA) strives to transform lives by providing support and fostering partnerships that empower people to live the lives they want.  Individuals with developmental disabilities may be served by DDA, HCS, the AAAs or a combination of these entities.



DDA implements Community First Choice (CFC), Roads to Community Living (RCL) and Medicaid Personal Care (MPC) programs just like HCS and the AAAs.  All administrations operate these programs using the same program rules (WAC).  What is important to remember is that no individual can be on the same program with two different administrations/agency.



The CFC and MPC programs are managed by DDA for:

· individuals of all ages who have a developmental disability, and

· children/youth who do not have developmental disabilities but who meet the functional eligibility criteria.  This includes youth who are in foster care placements with Children’s Administration up to their 21st birthday.



Determination of developmental disability under Chapter 388-823 WAC does not guarantee eligibility for, or access to, paid services. Clients must still meet the eligibility requirements for the service.  Access is governed by capacity and/or funding, unless it is a State Plan service.



When DDA determines that a person does not have the condition of developmental disability, DDA must coordinate access to other services including long-term care or other DSHS services for which the person may be eligible.  



CFC and MPC services for adults are authorized by both HCS and DDA under the same federal and state rules. Clients cannot be authorized for CFC or MPC from both ALTSA and DDA at the same time. If HCS receives a request for services from an adult with a developmental disability, it is important to inform that individual of the availability of DDA case resource management to assess, authorize and provide services.  The individual may receive CFC or MPC services from HCS while completing the enrollment process for DDA.  Once DDA eligibility has been determined, the HCS/AAA worker should coordinate with the DDA case resource manager to transfer the case to DDA.  This coordination must be completed without a disruption of services to the client.



Coordination/transfer of client services between DDA and HCS may occur for the following reasons:

· Adult DDA clients and applicants may request HCS services;

· Adults with disabilities who are determined to be DDA clients may also gain access to services from HCS that are not available from DDA (like Adult Day Health).  While adults may receive COPES waiver services from HCS and state-only funded services (like employment services, SSP or Individual & Family Services) from DDA at the same time, they can only be enrolled in one waiver at any given time. 

· Adults with developmental disabilities receiving HCS services may apply to DDA for services if they are not already DDA enrolled.



Communicate with a DDA case resource manager when there is a need to transfer or coordinate services.

· DDA will authorize client services available through DDA once a determination of developmental disability has been made.  

· HCS will be the primary case manager in CARE when authorizing nursing facility or HCS waiver services (such as COPES) to DDA clients.

· Clients do not have to disenroll with DDA to receive HCS services.

· HCS may refer clients to DDA for a determination of developmental disability, but long-term care services will be initiated or continued by HCS pending the DDA determination.  Services must not be interrupted during the transition from HCS to DDA for on-going service delivery.

· Developmental disability determination decisions by DDA may be appealed by the client, but not by department staff.



During the DDA eligibility determination process, the CARE record for an active HCS client must be transferred to DDA.  

· DDA will add the HCS/AAA case manager to the DDA team in CARE so both DDA and HCS will have access to the client’s CARE record and assessment.  

· HCS/AAA will be able to authorize payments as needed. 



[bookmark: DDD_client_req_srvs_HCS]Process for a DDA client requesting services from HCS:

1. Referral received from DDA case resource manager or DDA client;

2. Functional Eligibility - Complete LTC assessment to establish functional eligibility;

3. Financial Eligibility - Notify financial on a 14-443 of transfer so financial record can be obtained from the DDA LTC Specialty Unit.  If the client is a MAGI client on N05 coverage group there is no need to send a 14-443 to financial since they do not manage MAGI clients;

4. Authorize services once all program requirements are met. 

5. Remember that a client can only receive MPC or CFC services from one agency at any given time.  DDA cannot authorize MPC or CFC for the same time period that HCS has an open authorization and vice versa.



[bookmark: ddd][bookmark: ddd_kids_aging_out]Process for non-DDA enrolled children turning 18 and transferring to HCS

Children who do not meet DDA eligibility criteria, but have personal care needs are case managed through DDA until they are 18 unless they remain in an extended foster care placement.  As long as the youth (age 18, 19 or 20) is in foster placement DDA retains the case and continues to provide case management related to MPC and CFC services.  At age 18 or upon leaving foster care between the ages of 18 and 21, if the client requests to continue receipt of personal care services, a referral must be made to HCS for LTC eligibility and ongoing case management.  Once eligibility has been established, the MPC or CFC services will be transferred from DDA to HCS without disruption.



Functional Eligibility – 

1. 2 months prior to the client’s 18th birthday, the DDA case resource manager will:

a. Make a referral to HCS, and 

b. Notify other agencies (e.g., Children’s and HCA) as appropriate of the transfer.

2. 30 days prior to the client’s 18th birthday, HCS will:

a. complete the assessment, 

b. confirm the qualified provider,  

c. accept the transfer from DDA, and

d. authorize services on or after the 18th birthday.  The case will be transferred per the usual process to the AAA for ongoing case management, if appropriate.

3. For non-DDA enrolled clients who remained in foster care after the 18th birthday and are now leaving foster care between the ages of 18 and 21 and continue to need personal care services, 

a. the DDA case resource manager will:

i. Make a referral to HCS, and 

ii. Coordinate with Children’s Administration throughout the transition.

b. The HCS worker will:

i. determine LTC eligibility, 

ii. confirm client’s choice of qualified provider, 

iii. authorize services after the 18th birthday, and

iv. transfer the case per the usual process to the AAA for ongoing case management, if appropriate.  

c. DDA and HCS will coordinate to ensure the transition of services for the client is a seamless as possible and to ensure there is no disruption of services to the client and no duplication of service payments to the provider(s).   



Financial Eligibility

Working with financial systems will be different depending on the program under which the individual is receiving services. When the individual needs to apply for Medicaid through HCS, and is not already on SSA/SSI, then a NGMA determination will need to be made.  



When the HCS case manager receives the case, notify the financial unit about the change of case management and ask to be added to the AREP screen in ACES.

a. Foster Care – Youth can choose to stay in this program until they are age 21.  Financial eligibility does not need to be established until they leave the program or turn 21 years of age, whichever comes first.

i. If notified by the client or Children’s Administration that they are leaving the program prior to the 21st birthday, notify financial on a 14-443 of the referral.  If appropriate, fast track to prevent a disruption of services.

ii. Notify financial 60 days prior to 21st birthday of the need to send a financial packet and determine financial eligibility. 

b. Children’s Health Insurance Program (CHIP) – Children remain eligible on this medical program until they are 19 years of age as long as required premiums are paid. 

i. Verify financial eligibility at review time;

ii. Notify financial 60 days prior to 19th birthday of the need to coordinate transfer of the financial record from the MEDS unit within HCA.

c. Medicaid (Title 19) – Children remain eligible on this medical program until they are 19 years of age.

i. Verify financial at review time;

ii. Notify financial 60 days prior to 19th birthday of the need to coordinate transfer of the financial record from the DDA LTC Specialty Unit and/or HCA.

d. Undocumented Children (State Funds only) – Children remain eligible on this medical program until they are 19 years of age.

i. For youth needing LTC services from HCS upon aging out of this program, DDA must make a referral to HCS at least six (6) months prior to the 19th birthday to allow adequate time for intake and eligibility determination.

ii. Verify financial eligibility when file is transferred from DDA.  Financial eligibility is determined by the DDA LTC Specialty Unit.

iii. Terminate services on the 19th birthday. There are no other Medicaid services available. 

iv. Refer to community resources.

4. Authorize services once all program requirements are met. 




[bookmark: Estate_Recovery]Appendix II:  Estate Recovery



The state of Washington’s Estate Recovery Program was enacted July 27, 1987.  In 1993, federal law mandated that all states enact estate recovery programs.  



State law, RCW 43.20B.080, requires staff to fully disclose in advance, both verbally and in writing, the terms and conditions of estate recovery to all persons offered long-term care services subject to recovery of payments.  All Aging and Long-Term Support Administration (ALTSA) services except Adult Protective Services (APS) are subject to recovery.

The state does not place a lien on assets or try to recover against an estate until the death of the medical assistance recipient with the exception of a recipient permanently residing in a medical institution who is required to pay participation.  The state will defer recovery until the death of a surviving spouse, a registered domestic partner, and/or while there is a surviving child who is under age 21, blind, or disabled.

Estate recovery program recovers the cost of long-term care services and related hospital and prescription drug services from a recipient’s estate. Federal and State laws also allow states to recover all Medicaid costs. The estate recovery laws have changed several times since the program was enacted.  The department recovers from estates according to the law in effect at the time the services were received.  Effective January 1, 2014, the estate recovery rules have been amended to no longer include all Medicaid services as subject to recovery.  The estate recovery handout (DSHS 14-454) has been amended.

To meet disclosure requirements, you must provide the following documents to all prospective and new clients and verbally explain both the estate recovery program and the community service options available:

· Columbia Legal Services Article:  Estate Recovery and;

· Home and Community Services (HCS) publication: Medicaid and Options for Long-Term Care Services for Adults (DSHS 22-619x)  

· Estate Recovery Information Sheet 

· Estate Recovery Repaying the State for Medical and Long Term Care (LTC) DSHS form 14-454



Services Exempt from Recovery

· Services received prior to 7/26/87, when the Estate Recovery Program was enacted

· Services received prior to 7/25/93, specific criteria in WAC 182-527-2746

· Adult Protective Services provided to a frail elder or vulnerable adult and paid for only by state funds.



     Assets Not Subject to Recovery

· Certain properties belonging to American Indians/Alaska Natives (explained in WAC 182-527-2746);

· Government reparation payments specifically excluded by federal law as long as such funds have been kept segregated and not commingled with other countable resources and remains identifiable.



    Recovery Process

· The Office of Financial Recovery (OFR) administers Estate Recovery collections for the Department of Social and Health Services (DSHS).

· DSHS recovers from the estate of a deceased client.   "Estate" includes all real property (land or buildings) and all other property (mobile homes, vehicles, savings, other assets) the client owned or had an interest in when the client died.  A home transferred to a spouse or to a minor, blind or disabled child prior to the client's death, is not considered part of the client's estate.  This is a legal transfer under Medicaid rules and does not affect the client's eligibility.

· DSHS recovers from estates according to the estate recovery law in effect at the time the services were received.

· DSHS will file a lien or make a claim against property that is included in the deceased client's estate.  Prior to filing a lien against real or titled property, the department shall give notice and an opportunity for a hearing to the probate estate's personal representative, if any, or any other person known to have title to the affected property.

· DSHS will defer recovery: 

· While there is a surviving child, who is less than 21 years of age, blind or disabled, per Chapter 182-527 WAC.

· Until the death of a surviving spouse (if any).  When the surviving spouse dies, recovery action will be taken against property in which the deceased client had an interest in at the time of death.

· If the client's heirs would experience undue hardship, and they meet the undue hardship criteria specified in WAC 182-527 .





Resident Personal Funds Held By a Facility

Within 30 days after the resident's death, the nursing facility or community residential facility (Adult Family Home, Adult Residential Care, or Assisted Living) must convey the resident's personal funds held by the facility to the Office of Financial Recovery (OFR) or to the individual or probate jurisdiction administering the resident's estate.  OFR may authorize release of funds to pay for burial costs, either before or after it receives the funds.





Prepaid Burial Plan or Contract

DSHS can recover from the balance of funds in a prepaid funeral service contract or plan that is not used to pay for burial expenses if the plan or contract is sold by a funeral home or cemetery regulated by the state.  This includes prepaid funeral service contracts sold by a funeral home and funded through insurance.



Funeral plans or trusts established by a lawyer or sold by an insurance agent are not affected by this law.



Discovery of Decedent's Estate

The primary sources from which OFR finds out about a decedent's estate are:

· ACES Computer reports.  ACES produces a report monthly of medical recipients who have died.  Form letters generated from these reports are mailed to the recipient's last known address as shown on the report. The letter asks survivors or estate handlers to answer questions related to estate assets and whether probate has been or will be filed.

· The Superior Court Office Management Information System (SCOMIS) report is sent to OFR from the Office of the Administrator for the Courts. The report lists monthly probate and non-probate filings for each county.  

· As of 7/1/95 state law requires the personal representative of the probated estate and the notice agent of the non-probated estate to send a copy of the notice to creditors to OFR.

· Current Washington law allows parties to dispose of debts and personal property in estates that are valued under $100,000.00 by affidavit of successor instead of probate/non-probate.  As of 7/1/95, the person claiming to be a successor of the decedent is required to send a copy of the affidavit of successor to OFR.



Interest Assessed on Past Due Debt



The recovery debt becomes past due and accrues interest at a rate of one percent per month beginning nine months after the earlier of the filing of the department’s creditor’s claim in the probate, or the recording of the department’s lien.  Criteria for waiving interest are in WAC 182-527-2792.



References

· 

22



· Chapter 43.20B RCW

· Chapter 74.39A RCW

· RCW 18.39.250 & 18.39.255

· RCW 68.46.050

· RCW 70.129.040

· RCW 74.46.711

· Chapter 182-527 WAC

· WAC 388-96-384



[bookmark: Resources]Appendix III:  Resources



· ALTSA and DDA Service Comparison Chart  

· ACES and RAC codes cheat sheet for all core programs (i.e., CFC, MPC, HCBS waivers, etc.)

· Social Service Authorization Manual (SSAM) 

· Medicaid Programs – LTSS Chart (ACES coverage group cheat sheet)  






[bookmark: NGMA]Appendix IV: Non Grant Medical Assistance (NGMA)



Effective January 1st, 2014, clients under 65 years of age no longer need to be determined disabled in order to access medical coverage as long as the household’s countable income is below 133% of the FPL.  Disability must still be determined if the client is under 65 years of age and needs to access HCBS waiver services, regardless of income.  

Blindness or disability is already established for clients who receive SSI or Social Security Disability benefits. Clients who are 18 – 64 who do not receive SSI/SSDI must have their disability determined via the Non-Grant Medical Assistance (NGMA) Program.   

Disability through the NGMA process is completed by a Department of Disability Determination Services (DDDS) adjudicator.  Eligibility is determined based on the SSI disability criteria (WAC 182-512-0050):

· Blind (as defined in WAC 182-512-0050); or

· Disabled - the inability to do any substantial gainful activity by reason of any medically determinable physical or mental impairment which can be expected to result in death or which has lasted or can be expected to last for a continuous period of not less than 12 months.  



To determine if a NGMA is needed, look at the SSI criteria (aged, blind or disabled):

1. Clients who are on SSI/SSA Disability, blind, or 65 or older, are already categorically related and a NGMA is NOT needed:  

0. Determine if a financial application has been submitted (unless already on Medicaid), and 

0. Authorize services - use Fast Track if appropriate.

1. For clients under age 65 who appear to meet SSI disability criteria, use the NGMA process to determine the disability.  Clients who do NOT appear to meet SSI disability criteria still have the right to pursue NGMA if they wish. Explain the program criteria for severity and durational requirements to clients.  If the client wishes to continue, complete the packet.  If the client withdraws, notify the financial services specialists within 5 days and refer the client to other community resources or access state-funded resources if appropriate.

1. A client who receives MAGI-based medical coverage must be determined disabled using the NGMA process if they need to access waiver services.  However, a NGMA is not needed in order to authorize MPC or CFC services.






Instructions for Completing NGMA Referral in Barcode

The NGMA transmittal form can be accessed from the Forms Menu of the ECR.

[image: ECR Forms Menu - NGMA]

When you select “NGMA” from the Menu you should see the following screen:

[image: NGMA Referral Screen]



At the top right hand corner of the screen are checkboxes to indicate whether this is an Initial Application, Re-examination, or a Fair Hearing review.

On the first line of the transmittal summary there are checkboxes to indicate where the Transmittal Summary should be sent. This will be pre-selected based on the client's office of record. You may change this location by selecting a different checkbox.

Financial Eligibility for NGMA must be determined before the Transmittal Summary can be sent to DDDS. Indicate Yes or No that eligibility has been established.

Boxes 1-6 contain information from ACES for the client selected. This data may not be changed through this form. If the information about the client is incorrect, ACES must be updated first.

Box 7 and 8 will be pre-selected from information via an ACES interface. This information may be corrected by changing the checkbox selected.

Box 9 and 10 allow input for Usual Occupation and Education respectively. These are not mandatory fields. 

Box 11 is for the current date of application.

Box 12 is for the requested retro medical time period. Retro medical may not be requested more than 3 months prior to a medical application. 

A date must be entered into number 12, Retro Medical Coverage. If retro medical is not needed or requested, enter today's date in field number 12. 

Requesting Retro Medical from a Previous Application

Example: The client applies for medical on 2/12/2010 and wishes to have retro medical considered back to 6/1/2010.

If these dates are entered into fields 11 and 12, an invalid date popup warning will appear. 

[image: Invalid Retro Medical Coverage Date Pop-up]

An additional application date box will appear. Enter the date of the application that the retro medical is being requested for. The retro medical coverage date cannot be more than 3 months prior to the original application date. 

 [image: Original Application Date for Retro Medical]

Box 13 has a checkbox to indicate if the client is deceased.

Boxes 14 through 19 include information about who sent the form and the date it was sent to DDDS. Only box 14 can be changed.

Attaching Documents

Certain documents must be attached to the Transmittal Summary before the document can be submitted to DDDS. This is done by clicking the 'Attach Image' button at the bottom of the screen. The documents that must be attached are listed in red to the left of the button.

[image: Attach Docs to NGMA]

When the 'Attach Image' button is clicked, the ECR will open and the My ECR tab will be on top. The NGMA (DDDS) filter will be pre-selected with the NGMA document types. 

[image: My ECR - NGMA Filter]









Highlight the documents that you would like to attach to the NGMA Transmittal Summary. On the right hand side of the ECR there will be a new button above the 'New Tickler' button. Once you have all of the documents highlighted, click the 'Attach' button. 

You may go to the 'Attached Docs' tab to see which documents have been attached.

Hit the ECR's 'Exit' button to return to the NGMA screen. If the documents have been attached the document types should have changed from red to green. 

If there are more than 50 pages in the documents that are attached, a warning message will appear.

[image: 50 Page error]



When the popup is closed the Attach Image button will be replaced with a 'Select Pages' button.

[image: Select Pages button]



Clicking the 'Select Pages' button will open a new screen listing all of the documents attached with the number of pages for each document.

[image: Select Pages Screen]



The total number of pages for the documents attached is listed at the bottom of the screen. To only attach a few pages of the document, select the document by highlighting the line the document is on. You may view the document by clicking the 'View Image' button at the bottom of the screen.

Enter the page numbers for the document in the Pages to Print column.



[image: Change Page Numbers]



When finished, click the 'Done' button. Then click the 'Submit' button again.

Once everything has been completed on the Transmittal Summary screen, you may preview the document or submit the document. 



[image: Submit Button]

 

Submitting the document will create an ODI document with an assignment to the appropriate DDDS office. You will be asked to click OK to commit the form to the ECR. 




[bookmark: OAR]Appendix V:  Ongoing Additional Requirements (OAR)

WAC 388-473-0010 through 0050



Ongoing Additional Requirements (OAR) may provide financial assistance to eligible individuals for costs associated with:

· meals,

· telephone, 

· laundry, and 

· food for service animals

· Clarifying information regarding service animals

Definition from the Economic Services Administration (ESA) Social Services Manual:

An "Ongoing Additional Requirement" is a benefit that is needed by a person that maintains their independent living situation or allows them to live in an environment that is as independent as possible.

Eligibility Criteria

Benefit Review Cycle



Eligibility Determination Process 

1. A person may request Ongoing Additional Requirements (OAR) benefits from either their financial worker or case manager. If the request is made to the financial worker, the financial worker must give a referral to the case manager. 

2. The case manager verifies the need and determines eligibility for these benefits through an assessment.  This may include an interview, collateral contacts, or a home visit.  Document the reason for the request for benefits as well as the facts supporting the approval or denial of benefits in the SER.

3. Notify the financial worker via 14-443 (HCS/AAA) or 15-345 (DDA) of your decision.  Include a summary of the request for benefits as well as the facts supporting the approval in the comments box.

4. Ongoing Additional Requirement benefits are not approved if:

1. The assistance they are requesting is available to them through another program, or

2. The person lives in a licensed adult family home or assisted living facility.

5. If Ongoing Additional Requirements benefits are approved, the financial worker will notify the person and generate payment.

6. Review eligibility for OAR as requested by a financial worker.



WAC 388-473-0010:  (click on link to view current WAC)

[bookmark: Eligibility]What are ongoing additional requirements and how do I qualify?

An individual may qualify for OAR if he/she is active in one of the following programs:

(a) Temporary assistance for needy families (TANF), or tribal TANF;

(b) State family assistance (SFA);

(c) Pregnant women assistance (PWA);

(d) Refugee cash;

(e) Aged, blind, or disabled (ABD) cash assistance; or

(f) Supplemental security income (SSI).

Once determined eligible the financial workers will authorize ongoing additional requirement benefits by increasing the individual’s monthly cash assistance benefit.

[bookmark: Review_Cycle]The following review cycle table shows when the need for OAR is reviewed: 

		

		



		REVIEW CYCLE



		Program

		Frequency (Months)



		TANF/RCA

		6 Months



		ABD

		12 Months



		SSI

		24 Months



		All

		Any time need or circumstances are expected to change







WAC 388-473-0020: (click on link to view current WAC)

[bookmark: Meals]When do we authorize meals as an ongoing additional requirement?

Additional requirement benefits for meals will be authorized when all of the following conditions are determined to be true:

(a) You meet the criteria in WAC 388-473-0020;

(b) You are physically or mentally impaired in your ability to prepare meals; and

(c) Getting help with meals would meet your nutrition or health needs and is not available to you through another federal or state source; such as the community options program entry system (COPES), medicaid personal care (MPC), or informal support, such as a relative or volunteer.

The department decides whether to authorize this benefit as restaurant meals or home-delivered meals.

· Restaurant meals are authorized when:

(a) You are unable to prepare some of your meals;

(b) You have some physical ability to leave your home; and

(c) Home-delivered meals are not available or would be more expensive.

· Home-delivered meals are authorized when:

(a) You are unable to prepare any of your meals;

(b) You are physically limited in your ability to leave your home; and 

(c) Home-delivered meals are available.



WAC 388-473-0040: (click on link to view current WAC)

[bookmark: Food_for_Srvc_Animals]Food for service animals as an ongoing additional requirement.

A "service animal" is an animal that is trained for the purpose of assisting or accommodating a person with a disability's sensory, mental, or physical disability.

Benefits for service animal food is authorized when it is determined that the animal is necessary for your health and safety and supports your ability to continue to live independently. 



WAC 388-473-0050: (click on link to view current WAC)

[bookmark: Telephone]Telephone services as an ongoing additional requirement.

Benefits for telephone services are authorized when it has been determined that without a telephone, your life would be endangered, you could not live independently, or you would require a more expensive type of personal care.



WAC 388-473-0060: (click on link to view current WAC)

[bookmark: Laundry]Laundry as an ongoing additional requirement.

Benefits for laundry are authorized when it has been determined that you:

· Are not physically able to do your own laundry; or

· Do not have laundry facilities that are accessible to you due to your physical limitations.



WAC 388-478-0050: (click on link to view current WAC)

Payment standards for ongoing additional requirements.

The payment standards for OAR are as follows:

· Restaurant meals: $187.09 per month (or $6.04 per day with the payment rounded down to the nearest dollar amount);

· Laundry: $11.13 per month;

· Service animal food: $33.66 per month;

· Home delivered meals: The amount charged by the agency providing the meals;

· Telephone: The local telephone flat rate for the area; or the Washington telephone assistance program (WTAP) rate, whichever is less.



[bookmark: 388-473-0040][bookmark: Clarifying_Info_Srvc_Animals]

Clarifying Information for WAC 388-473-0040 regarding Service Animals

What is a service animal?

The ADA defines a service animal as any guide dog, signal dog, or other animal individually trained to provide assistance to an individual with a disability. If they meet this definition, animals are considered service animals under the ADA regardless of whether they have been licensed or certified by a state or local government.

Service animals perform some of the functions and tasks that the individual with a disability cannot perform for him or herself.  Guide dogs are one type of service animal, used by some individuals who are blind. This is the type of service animal with which most people are familiar. But there are service animals that assist persons with other kinds of disabilities in their day-to-day activities.

Some examples include:

· Alerting persons with hearing impairments to sounds.

· Pulling wheelchairs or carrying and picking up things for persons with mobility impairments.

· Assisting persons with mobility impairments with balance.

A service animal is not a pet.



Social Worker Responsibilities:

1. Use the following criteria to determine if the person's need for a service animal qualifies as an Ongoing Additional Requirement.

The animal:

a. Must help the person with a sensory, mental, or physical disability.

b. The training does not need to be formal, but the animal should be trained to help the person with tasks related to the disability. Do not ask for proof of training.

EXAMPLE 1 The client indicates the dog is to help with the blindness to get around. If the use of the animal in assisting the client seems questionable, you can request verification from the client's medical professional that the animal provides assistance with the disability.

EXAMPLE 2 The dog is used to calm down the patient.  It seems questionable.  You can ask the client to provide a statement from the treating doctor, psychiatrist, or other medical professional on how the animal helps the clients with the disability.

When it has been determined that the above conditions are met, you may approve Ongoing Additional Requirements by notifying the Financial Worker of your decision using the 14-443 (HCS/AAA) or 15-345 (DDA). Include a summary of the request as well as the facts supporting the approval

[bookmark: BHO]

Appendix VI:   Requesting funding from the BHO/MCO when a client’s need for personal care and related services is based solely on a diagnosed psychiatric condition. 

[bookmark: _Toc75585070][bookmark: RSN_Clients]Medicaid Funded Personal Care for Clients Supported by BHOs and MCOs (formerly known as Regional Support Network or RSN):



When a client’s need for personal care and related services is based solely on a diagnosed psychiatric condition and the client is receiving services from a Behavioral Health Organization (BHO) or Managed Care Organization (MCO), case managers should request funding for personal care services from the BHO or MCO. The client may have other accompanying diagnoses, but these do not impact the need for personal care. 

As of April 1, 2016 BHOs replaced the RSNs across Washington State with the exception of Clark and Skamania counties.  State law created BHOs to purchase and administer public mental health and substance use disorder treatment under managed care on a regional basis for people with Medicaid coverage.  BHOs contract with the Department of Social and Health Services, Division of Behavioral Health and Recovery.  

On the same date, the first fully integrated (medical/behavioral health) contract between the Health Care Authority and two MCOs (Molina and CHPW) took effect in SW WA (Clark and Skamania counties).  On January 1, 2018, Grant, Chelan, and Douglas counties will transition to a fully integrated managed care system with Amerigroup (AMG), Coordinated Care of Washington (CCW), and Molina as the MCOs in this region. Transition to integrated managed care will take place across the remainder of the state over the next two years. All Medical and Behavioral Health is purchased through this single managed care contract. 

The BHO and MCO contractors provide medically necessary outpatient mental health services to Medicaid enrollees who meet the Access to Care Standards. In addition, they provide crisis services; authorizing voluntary and involuntary inpatient mental health services. The CARE assessment must document what personal care services the BHO or MCO will provide.  Medicaid funded personal care services must not duplicate services the BHO or MCO is required to provide such as medication monitoring.  The BHO or MCO funds personal care, relief care, and nurse delegation services only, any other services authorized would be funded by HCS. 

PLEASE NOTE: ALTSA does not have the ability to bill the BHO/MCO for partial approval of rate/hours. When requesting funding from the BHO/MCO on DSHS form 13-712, their approval must be for the entire state paid portion of the amount the client is eligible for in CARE or the full amount of an Exception to Rule Request. 

The following process should be followed when requesting the BHO or MCO to fund these services:

1. Prior to authorization, assemble a packet for the BHO/MCO to review.  The packet should consist of:

a. A completed 13-712, Personal Care Related to Diagnosed Psychiatric Condition form; and

b. The CARE Service Summary and Assessment Details  



2. Submit the packet via email or fax to the designated BHO/MCO contact for your area and document this action in a SER;

a. The BHO/MCO will review the packet and determine if:

i. The need is based solely on a diagnosed psychiatric condition;

ii. The client is currently receiving services from the BHO/MCO; and

iii. The needs can be met by the BHO/MCO through other available services.

b. The BHO/MCO must respond with a decision to a request for services within five (5) business days of the request or contact the requestor to extend this requirement.  

c. The BHO/MCO may not limit or restrict authorization for services due to insufficient resources.

d. Denials must be documented in the written response to HCS.  If the BHO/MCO states the need can be met using other BHO/MCO services, then the BHO/MCO must provide written documentation in the comments box describing how the needs will be met.



3. Document the approval or denial from the BHO/MCO in a SER.

a. Consult with your supervisor if you receive a denial for Medicaid funded personal care services through the BHO/MCO and it appears the personal care is based solely on a diagnosed psychiatric condition. If needed, contact the CFC Program Manager for policy clarification.

b. If the BHO/MCO approves funding for the amount/rate reflected in CARE (if additional rate/hours see #4), authorize the personal care service payment and select the reason code: 

“BHO_MCO client/BHO_MCO Funded”. 





4. If the funding amount approved by the BHO/MCO exceeds the daily rate or monthly hours generated by CARE, then the Case Manager will complete the following: 

a. Submit a CARE ETR to the HQ ETR Committee requesting to exceed the CARE generated limit. 

b. The ETR type selected will be “RSN-Rate” or “RSN-Hours”

c. In the Request Description section, indicate that the additional amount has been approved by the BHO/MCO

d. Use custom start and end dates if the BHO/MCO approved the funding for a timeframe other than the client’s plan period. 

i. Create a tickler to remember to submit a new request for BHO/MCO funding prior to the expiration date. 



5. Submit form 13-712, Personal Care Related to Diagnosed Psychiatric Condition to DMS using Hotmail. 



6. Mail a copy of the completed form 13-712 to:

ALTSA Accounting Department

MS 45600

PO Box 45600

[bookmark: _GoBack]Olympia, WA  98504-5600
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[bookmark: _GoBack]PERSONAL CARE FUNDING REQUEST AND COORDINATION PROTOCOL

BETWEEN

BHO/MCO:   Click here to enter text.            

    AND

HCS/AAA: Click here to enter text.



PURPOSE:

This protocol will serve as an outline to delineate the roles and responsibilities of the Behavioral Health Organization (BHO) or Managed Care Organization (MCO) and Home and Community Services (HCS)/Area Agency on Aging (AAA) related to determining BHO/MCO fiscal responsibility for personal care services. 



Background: 

In October of 1995, the Regional Support Network (RSN) took fiscal responsibility of personal care services for clients whose need for personal care services was based solely on a psychiatric diagnosed condition.



In April of 2016, The Behavioral Health Organization (BHO) replaced the Regional Support Network, and implementation of Fully Integrated Managed Care (FMIC) began across the State. 



The BHO/MCO continue to assume fiscal responsibility for personal care services when it appears that the client’s need for assistance with personal care is based solely on a diagnosed psychiatric condition. The client may have accompanying diagnoses, but these do not impact the need for personal care assistance. 



New Referral made by the BHO/MCO:

When the BHO/MCO identifies a client who may need a higher level of personal care and related tasks than is available in the behavioral health system, they will:

· Contact Home and Community Services to make a referral:

· Intake phone number: Click here to enter text.

· Fax: Click here to enter text.

· TTY: Click here to enter text.

· Email: Click here to enter text.

· Online: www.washingtonconnection.org 

· Submit form #18-005 	 	



Initial Referral or a Reauthorization Request made by HCS/AAA: 

When the HCS/AAA Case Manager (CM) identifies a client who may be eligible for BHO/MCO funded personal care services, or a client who is due for reauthorization of BHO/MCO funding for personal care services based on an Annual or Significant Change assessment, the following protocol should be followed.

 

HCS/AAA Case Manager will: 

· Assemble a packet for the BHO/MCO to review, which should consist of: 

· DSHS form 13-712, Personal Care Related to Diagnosed Psychiatric Condition;

· Consent form with the BHO/MCO listed & the mental health box checked;

· Current CARE Assessment Details and Service Summary; and

· Send the packet to the designated BHO/MCO Representative, including the: 

· Name: Click here to enter text.

· Email:  Click here to enter text.

· Fax: Click here to enter text.



The BHO/MCO representative will:

· Review the packet;

· Respond within (5) business days or contact the requester for additional information; and

· Determine if the client is eligible for BHO/MCO funding based on:

· The need for personal care is based solely on a psychiatric condition;

· The client is currently authorized for services with the BHO/MCO; and 

· The needs cannot be met by the BHO/MCO through other services. 



HCS/AAA and the BHO/MCO should make every effort to align authorization periods to create the least administrative burden to both entities and seamless client services.



Once approval or denial for funding is provided by the BHO/MCO, the HCS/AAA Case Manager will: 

· Document approval or denial in an SER; 

· Place the 13-712 in DMS; and

· If approved, authorize services by selecting the reason code;

· BHO_MCO Client/BHO_MCO Funded



If there is a change in rate or program during an approved plan period, a reauthorization from the BHO/MCO is required.  The Case Manager should follow the outline above for a Reauthorization Request.  



		Approved



		

		Approved



		HCS/AAA: Click here to enter text.  

		

		 BHO/MCO: Click here to enter text.



		

		

		



		Signature

		

		Signature



		

		

		



		Print or Type Name

		

		Print or Type Name





Both parties agree to carry out the protocol as outlined. Should either party have questions about this protocol, the following people will be contacted: 
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Transforming lives







		
AGING AND LONG-TERM SUPPORT ADMINISTRATION (ALTSA)


BEHAVIORAL HEALTH ORGANIZATIONS (BHO) / MANAGED CARE ORGANIZATIONS (MCO)



Personal Care Related to



Diagnosed Psychiatric Condition



		TO:

		NAME OF BHO / MCO

     

		EMAIL

     

		DATE SENT TO BHO / MCO

     



		FROM:

		NAME OF HCS / AAA WORKER


     

		EMAIL

     

		TELEPHONE NUMBER


     



		

		NAME OF HCS / AAA OFFICE


     



		RE:

		CLIENT’S NAME


     

		CLIENT’S PROVIDERONE ID NUMBER


     

		DATE OF BIRTH


     



		To be Completed by HCS or AAA worker



		The packet includes this form and a copy of the client’s current CARE Assessment Details.


Client’s assessment Plan Period date from       to      .


CARE generated residential daily rate or in-home personal care hours / month       +       additional daily rate or hours / month for a total daily rate or hours/month of      .  


Reason for additional rate / hours (e.g. what additional service / support will be provided):      



		To be Completed by BHO / MCO



		DATE RECEIVED

     

		NAME OF BHO / MCO STAFF REVIEWING PACKET


     

		EMAIL ADDRESS

     

		TELEPHONE NUMBER


     



		I have reviewed this packet and find the following:


 FORMCHECKBOX 

This client meets eligibility for Personal Care services based solely on psychiatric disabilities and the BHO/MCO will pay for this service.  Funding approval dates from       to      .  Approved number of in-home monthly hours or residential daily rate:       

 FORMCHECKBOX 

Although this client has unmet needs because of psychiatric disabilities, another BHO/MCO service will be provided to meet the client’s unmet personal care needs indicated on the client’s CARE Assessment Details.  Funding for Personal Care services will not be provided.


 FORMCHECKBOX 

This client’s eligibility for Personal Care services is not based on a solely psychiatric disability.  The BHO/MCO will not pay for this service.


 FORMCHECKBOX 
  Other (specify in comment box)



		BHO / MCO SIGNATURE
DATE


     



		COMMENTS

     



		cc:
Client File



ALTSA Accounting Department, MS 45600; PO Box 45600, Olympia WA 98504-5600





Personal Care Client BHO / MCO Transmittal 
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