                   DHR Questions for Provider Meeting May 30, 2007






DFCS

1. We still do not know what Premium Services DFCS will purchase and the rate they propose to pay for those services.  Where is DHR / DFCS in that process?   
The premium that involves significant funds is the premium that deals with the required staffing levels of the provider (for CCI’s – base, additional watchful oversight, maximum watchful oversight).  The proposed rate for every RBWO provider has been issued.  There are some smaller add on premiums (bilingual staffing, off site activities, and supplemental tutoring) that will be handled once we have a base contract in effect with a provider.  DFCS expects to be cautious in using these add-on premiums since the basic RBWO rate seems reasonable and since DFCS wants to make sure that we are truly getting additional services for any add-on premium.   DFCS retains the ability to develop new premiums during the year if needed to find appropriate care for children.  An “Additional Add-On Premium” request form will be mailed to all providers in approximately two weeks.

2. Will Premium Services be different from provider to provider or will all providers provide the same Premium Services?  
The Premium Services are different from base services primarily because of higher staffing levels required of providers to meet higher service needs of particular children.  While a “maximum watchful oversight” provider will get a maximum premium, different providers are still likely to specialize in somewhat different types of children (for example, some may deal with DD children while others deal with children with severe conduct issues).  For CCI’s, for example, there are three basic categories of watchful oversight.  Providers will tend to look similar in rates paid by the category of watchful oversight – but within these categories, providers may target a specific group of children.
3. Who and how will it be determined what Premium Services a child needs?  If these are questions that can't be answered at this point, when can providers expect an answer, especially the one about the type of Premium Services DFCS will purchase and the reimbursement for each Premium Service?  We cannot budget appropriately and put systems in place to be ready for July 1 without this information.  
DFCS will determine what premium services will be purchased, with input from the respective providers.  
4. Can we be updated on the TWA question (...but hopefully, the    meeting Linda Ladd and Cliff O'Conner will handle that)?  

DFCS and MMDDAD met with a number of Therapeutic Wrap providers on 4/30/07.  The basic conclusion of the meeting was that we would rename Therapeutic Wrap since the name was causing confusion with 518 Wrap and because the name incorrectly implied a medical service model.  The program will be relabeled Intensive Community Support Program effective 7/1/07 but will otherwise remain the same. 
5. There are various versions floating around regarding who will make the initial referral to get a young person into residential?  Will the child's caseworker start that process?  If so, what is the process caseworkers will follow to get approval from their supervisors?

The referral process has not changed with the exception of the way that children in foster care will receive therapeutic services. If the case manager is the point of contact today it is because there has been consultation with a supervisor and a placement referral has been made. 

6. Is there more information available on premium services?  Are premium services provided by the child placing agency or by the foster parents?  Can a child receive more than one premium service?  How does a child get approved for a premium service?  
Premium services will be purchased through the CPA, not the foster parents.  Any additional payments to the foster parents is to be requested via the waiver process.  
7. Why do child caring institutions get significantly higher rates than child placing agencies?  For example, child caring institutions get $181.84 per day for MWO care, whereas child placing agencies can get a maximum of $90.07 (including the foster parent per diem and assuming the child gets a premium service).  
The difference is based on the cost model of CCI vs. CPA services.  The CCI model is more expensive because it requires around the clock care by multiple shifts of employees.  The CPA model is less expensive because the foster parent is providing the  parental oversight for the child.
8. Why are there different rates according to age for child placing agencies but not child caring institutions?  
CPAs placements basically mirror the DFCS foster care placement process.  As mentioned many times over the last several months, it is our intention to bring payments to all foster care homes to a consistent basis, based on similar needs of the child.
9. Will the rates for reimbursable items change, such as clothing allowances or child care expenses?  
The rate for reimbursement for child care is not changing.  The clothing allowance is scheduled to change effective 7/1/2007 (from $150 to $200 for initial placements and from $200 to $300 annual allowance).
10. What difficulty of care designation does a child receive upon coming into foster care?  (Is there something similar to the current assessment level?)  What is the process for determining the difficulty of care for children?  (Do caseworkers submit a DOC packet?)  
The amount of watchful oversight purchased will be based upon the known needs of the child.  
11. When are waivers used? 
Waivers are meant to be used when the needs of the child can not be met by the foster parent using the base foster care rate.

12. We’ve been told that new contracts will be performance based.  What performance measures will be used?  
We are finalizing contract language this week.  We met jointly with several providers (CCIs and CPAs), last week in an effort to identify any holes in the contact language.  For the most part, performance factors for SFY08 will center around compliance, both in reporting and operationally.  We will not have a full blown continuum of performance factors this year.  Early in SFY 08, we will be bringing a work group together (providers, DFCS, MHDDAD, ORS and DJJ) to develop additional performance indicators for SFY09. 
13. What is the plan to transition children out of child placing agencies that are unable to continue providing services due to the reduction in per diems?  There are over 2,000 children placed through child placing agencies in Georgia, and only 22 business days before 7-1-07, which falls on a Saturday.  
We are reviewing this situation very closely in order to ensure we do not let any child fall through the crack.  We met with several CPAs on May 22nd and garnered additional information on the situation.  This coupled with information we are receiving through the waiver submission process will be scrutinized thoroughly.  If warranted, we will make adjustments to some program rates.  However, there is a waiver request process in place that you can use.  Several providers have taken advantage of it.  The process can be reviewed in the e-mail from Richard that was sent on May 3rd.
14. What is going on with EMBRACE?

EMBRACE is an effort to explore ways of getting private agencies to assist in the recruitment, training, and support of foster parents.  This effort is still in a developmental phase and is not impacting RBWO roll out on 7/1/07.

15. DFCS case managers have to get special permission to place children under the age of 10 through private agencies.  Will this continue to be the case?

 

If the question is in regards to the Kenny A. consent decree requirements, the answer is yes – although the special permission is required for children up to age 12.

16. If a child placing agency is approved for a higher difficulty of care (such as MWO), is that agency automatically approved to provide the lower difficulty of care services (TRAD and BWO)?  This would be important in order to keep siblings together, who may have different levels of difficulty of care.  It would also be important to keep some teenaged mothers and their babies in the same foster care placement.

Yes, they are allowed to provide lower levels of watchful oversight. A focus is on keeping the moms/children as well as siblings together.  A provider’s unique ability to meet the needs of these special scenarios will be considered along with the total needs of a child for an optimum placement decision.   

17. What role will Treatment Services/Provider Relations play?
The unit is in transition. The work of this unit will be evolving as we identify areas of service gaps. There will be service gap analysis and resource enhancement, along with contract monitoring. The unit will assist state operations in the selection of the best placement and a “centralized help desk environment” is being established to facilitate the transition to RBWO.   The Provider Relations Unit role is officially provider approval, contract monitoring and compliance; performance based contracting, quality definition and measurement, as well as provider resource development and relations.
18. Will there be Utilization Reviews to assess difficulty of care?
The Utilization review, as it is currently defined, will not be a part of R.B.W.O. All treatment diagnosis will be done by MHDDAD.

 We are currently retooling the child assessment to focus strictly on evaluating the care/needs and interests of a child in order to identify the most optimal temporary placement and what services should be made available to the child and family in order to facilitate stability.
19. When can we anticipate a response to our list of children in placement that we requested a change in program type (Traditional, Base WO, MAX WO) from Rich O'Neill?  
Given the extremely large volume of requested changes, the process is taking a significant amount of time to review, consolidate and analyze the requests.  We are working diligently on completing the process and anticipate providing a response the first part of next week. 

20. When can we anticipate a response to our waiver requests submitted to Linda Ladd? In addition, can further explanation on the waiver process be provided to ensure all agencies are clear on when to submit a waiver? 
Significant numbers of waiver requests are being received.  DFCS needs to process the waiver requests and will continue to process new waiver requests.
21. If a child is deemed eligible for MAX WO and is age 10, does this mean the foster parent per diem will automatically be 16.50 (payment to foster parent ) + 31.25 (premium availability for foster parent) = total per diem of 47.75? The foster parent will automatically receive the $ 16.50.
No.  A foster care waiver request is required to obtain consideration of additional foster care per diem funding.

In addition, does the agency need to submit a waiver in order to obtain the premium of 31.25 or will the premium automatically be applied since the child was assigned the MAX WO program type? 
 See previous answer.  
Also, why does the premium availability decrease as the child's age increases?  
The provider is guaranteed the fixed per diem and the foster parent is guaranteed the corresponding foster care per diem; within each respective program.  In the case of a 10 year old child in a MAX WO program, the provider is guaranteed a per diem of $40.07 and the foster parent is guaranteed a per diem of $ 16.50.  Additional compensation is available to the foster parent and must be requested via the waiver process.  The estimated average waiver dollars for an MAX WO 10 year old child is $ 33.50.  Again, this is an estimated average, with some approved waivers being lower and some being higher.  The variability stems directly from the different base foster care rates paid based on the child's age.  This is really not an important issue or constraint as the waiver process will govern the final waiver reimbursements.    

22. We had a question about the RBWO provider requirements, on page 6, Health and Developmental Factors, Child Characteristics for Base with Oversight, it states: "A child served in this group may have moderate medical needs requiring specialized services.  Child generally sees 2 or more physicians at least on a quarterly basis for medical needs, requires routine lab work to assess the effectiveness of medications.  Medical needs in this group could include two-three of the following:" However, the medical needs are not listed.  Can this information be provided? 
The intent is that the medical condition of the child may indicate a need for watchful oversight at the 1:15 ratio. DFCS is not confident that every possible medical diagnosis can be listed.
23. Can we submit mileage to be reimbursed for foster parents traveling with children to appts, family visits, etc? If so, does that go through the county or financial services and do you know if the federal mileage rate is used? (currently 48.5 cents)  In addition, can parking fees incurred during doctor and hospital appointments also be reimbursed? 
 There will be no change in the current policy.  These types of expenses are considered in the foster parent per diem.  An extenuating circumstance could be a factor in the waiver process.  

24. Since children will no longer have a level, can we submit child care receipts for all children for reimbursement? Also, do you know if the child care reimbursement rates will be updated in the new fiscal year?
There will be no change in the process.  DFCS Case Managers will continue to submit requests for authorization of child care and the approval point will remain at the County Director (or designee) level.  There will be no change in the reimbursement rates for SFY08.  

25. Will there be an increase in clothing allowance for children. Is this the initial clothing allowance increasing from $150 to $200 for children under 12 and $200 to $300 for children over 12? Do you know if there will be an increase in the annual clothing allowance as well? If so, will this be effective July 1, 2007?  
Yes !  

26. Lastly, when can we anticipate having the new contracts? 
 We plan to begin forwarding SFY08 contracts next week.
DFCS and MHDDAD

1. What is the process for having youth who remain in foster care remain as C and A clients? Is this done on the MICP, special request, etc.? Is there a different Medicaid number issued once the child turns 18?  How will this be coordinated so that DFCS does not change the child’s status to adult before a recommendation can be made to MHDDAD as allowed by the MHDDAD Provider Manual.

Children in the custody of DFCS after their 18th birthday remain eligible for Medicaid , keep their same number and are assisted in maintaining services.  If there is a change to the child’s status, it is an eligibility decision and does require a coordinated transaction before the 18th birthday.   

2. Should we have separate charts for our RBWO program and our MRO program?  Are we allowed to have one chart for both programs/services?

After a careful analysis of the limited information related to “separateness,” the opinion of the Department is that the agencies must have separate records.  Recommendations include officially naming the records different titles (e.g. treatment record v. CCI resident file), making sure that policy and staff are clear which is which and what the purpose of them is.

3. Starting July 1, do we redo all the assessments (CAFAS, Biopsycho-Social, SASSI, etc.) to start ordering services for our consumers?

For MHDDAD, the CAFAS is required for the MICP.  If the CAFAS  score has been done within 60 days it does not have to be re-done.
Mental Health

1. What is the date that the 3rd party administrator is going to be announced for children receiving MH services.  Children that are living with their families in the community are receiving respite and they need to know if these services are going to continue, especially before school is out. This affects 100’s of families that count on this to help them continue to keep their children in their own homes.

There is an apparent successful vendor for the TPA procurement; however due to the timing of the selection, the full implementation will be delayed until October 1, 2007 (the vendor will begin developing the statewide assistance network as soon as the contract is awarded).  For transition, providers who have historically received “Consumer/Family Assistance” funds will continue to receive those funds in the first quarter of FY08.  Other Core Providers who have a DHR/MHDDAD Provider Agreement with an effective date by June 1, 2007 will also receive funds to exercise these types of supports.  These funds are in addition to funds designated through the DFCS Summer Recreational Program.
2. What Core Services will Core Service Providers be authorized to bill for? 
Approved Core Service Providers can provide all core services as listed in the FY2007 Provider Manual under the heading Mental Health and Addictive Disease:  Children and Adolescents’ CORE Benefit Package.  The list is as follows:  Community Support Individual, Diagnostic Assessment, Family Training/Counseling, Individual Counseling, Group Training/Counseling, Medication Administration, Nursing Assessment/Care, Physician Assessment/Care, Crisis Intervention and Substance Abuse Residential Treatment.
If the provider feels a service is needed outside of what is already authorized, how would the provider go about getting authorization to provide that service? 
The only other services covered in the C&A benefit package are Intensive Family Intervention (referral can be made directly to an IFI provider who would submit authorization), services such as respite/direct assistance (referral can be made to the TPA when it is announced-See Item 1 above), or Crisis Stabilization Programs (direct referral to CSP).  
3. Where can we find the "official" Fee Sheet or Schedule for the Core Services, Core Service Providers will be required to provide as of July 1? 

The FY2007 Provider Manual Service Definitions section contains the rate within the service description of each service (heading Mental Health and Addictive Disease:  Children and Adolescents’ CORE Benefit Package).
4. How will we know what MRO services are authorized for each child already in our program on July 1 since we still cannot access the MICP without a Medicaid number? 

Medicaid has committed to expedite the Medicaid number process.  Medicaid authorization in the ACS (Medicaid) system cannot be given without the provider number in the ACS system.  We will be working with DCH to continue to closely track the completion of the Medicaid number assignment process. 

5. Are Core Service Providers required to have a full-time doctoral level psychologist or can we contract with a psychologist and have that psychologist bill Medicaid directly if the provider receives authorization to obtain a psychological evaluation? 

There is no written mandate that each core provider have a full-time doctoral level psychologist on staff.  For core providers, there is an expectation that there is an individual who can (as provided for in law) give an official diagnosis as the foundation for treatment.  
6. How often will Core Service Providers have to get authorizations for continued stay and/or additional units of services from APS?  How many units and what time frames can we expect? 

This answer is different for different services.  The FY2007 Provider Manual Service Definitions section contains this information on the line items called “Initial Authorization,” “Re-authorization,” and “Authorization Period” within the service description of each service (heading Mental Health and Addictive Disease:  Children and Adolescents’ CORE Benefit Package).
7. Under the Medicaid Rehab Option (MRO), what standards or regulations do we follow outside of what our accreditating body (JC, COA, CARF) requires?  Does APS have standards we have to follow? If so, where can we find them?  Does MHDDAD have standards we have to follow? If so, where can we find them? Are these standards finalized?

The services guidelines in the Provider Manual “Service Definition” section include all service specific standards.  Other general standards are in that same document (Part II: Community Service Standards). 

8. Would DHR, MHDDAD and/or APS consider putting all the regulations, standards, procedures, manuals in one specific area of website?  Currently this information is divided up among several websites and in some cases there are several different manuals addressing the same process.  It is very difficult to determine which regulations / standards / procedures / manuals apply to Core Service Providers?

All components of the FY07 and the subsequently released FY08 Provider Manual are required expectations.  Other technical guides are available at www.apsero.com.  The DMHDDAD commits to work toward consolidation of several documents onto a single website.

9. We have case managers (HSP) and therapists who will routinely do some CSI services for a youth, but who are not primarily CSI workers.  The staff will not have caseloads with a minimum of 30 clients.  APS indicated they do not audit CSI for minimum numbers on a caseload so is there really a minimum caseload as noted in the service description for CSI?

The minimum caseload is a practice guideline so that providers can understand how to apportion staff.  

10. At the last Forsyth meeting with APS and Division staff there was an indication that there may be an allowed ramp up time for IFI teams.  Will we be allowed some time to ramp up until enough referrals are received or can the members be allowed other duties until a full caseload is available?  The division staff indicated this allowance has been allowed previously.

There is a six month period at the onset of a new provider during which the caseload for an IFI team can be “ramped-up.” If the caseload hits the maximum level for the team prior to the end of the six month request period, the team must be fully staffed in adherence to the guideline as written.  An agency must have a written plan for how to meet the intent of the service for the currently served children on record within the organization.
11. Since the requirement to have the CSI team leader be fully licensed was not a requirement until late in the application process after some providers had submitted the application and is not a part of the service guidelines for new CORE providers, will there be a grace period for this position?

CSI requirements do not require a “team leader.”  CSI does require the supervision of a Mental Health Professional or a Substance Abuse Manager (CSI Guideline, Item B.2.).  CST required a licensed team leader, but this service is discontinued effective July 1, 2007.

12. For youth who have been in the program for some time, how do we enter reason for entering the program in MICP for existing youth since it may not be the current reason for remaining in the program for youth in care who have to be entered by July 1.

Youth are entering the Medicaid Rehab Option program for the first time.  Therefore, whatever the youth’s primary indicators are for treatment should be articulated on the MICP.

13. My question is when we get to July 1 and APS determines possibly that large numbers of youth currently in level 6 placements are not 'medically' needing PRTF services what is going to happen to these youth?  Is it possible that everyone of these youth will be discharged on July 1?  Where would they go and who could care for them?  
DHR and DCH have been working together on a transition plan.  Specific to level 6 children placed with Level 6 providers, the only children that will be moved immediately are those that APS and the Level 6 providers jointly agree are ready to be moved.  
What about level 6 sex offenders that do not meet APS criteria for PRTF?  In the past I have heard mention that DHR had planned to set aside some money to assist with these type of situations both as they relate to smooth transitions, chronically ill youth and sex offenders. 
Children who have sexually offensive behaviors and do not meet criteria for PRTF will be supported by Room/Board/Watchful Oversight; those children who have a mental health issue will be supported in treatment by the MRO services.
Is there such a reserve and if so when will we know how to access it?

There is no such “reserve.”  For children currently in Level 6 placements, DFCS and we are working together to know which children will need to receive short-term transition payment from DFCS (non-Medicaid).
14. The MICP asks for demographic information that is easy to determine in the case of youth who remain in their parent’s custody.  For youth who are no longer in the care of their parents, but in the custody of DFCS, the answers may not be so clear cut.  What would the family income of a youth in DFCS custody be?  If a youth has had parental rights terminated, how should we document the family size?

Best estimates should be provided for family income if the child is in parental custody.  Income would include any SSI for a child in DFCS custody.  If parental rights are terminated, family size would be 1.

15. MHDDAD is setting contract guidelines for the percentages of services by category.  Since providers do not control referrals, how will the achievement be measures and what are the consequences if not met as envisioned by MHDDAD?

Based on historic utilization trends, there is a service mix which is basic for the majority of individuals served.  While each treatment plan should be child-specific, in general this is the basic mix expectation for services.

16. Considering there continues to be a number of unanswered questions, which prevents providers from making needed changes to their programs, procedures, training, etc., will there be a grace period starting on July 1 to work out what we might be doing wrong or will APS penalize us from day one and require "pay backs?"

For new providers, the first APS audit is scored but recommendations for recoupment usually do not begin until a 2nd audit.  An exception brokered with the DCH would be if any provider was under suspicion of fraud at which point a recommendation is immediately made to the DCH Program Integrity Unit for investigation.  The DHR Office of Audits will also be tracking the first audits carefully to ascertain whether there are financial concerns that should be looked into from the Department’s perspective.

17. If I am a CORE provider and send a consumer to my psychologist, Dr. Brown, does she bill Medicaid (as she has in the past) or do I bill Medicaid?
If “Dr. Brown” is a full-time employee (FTE) with the Core Provider, she should bill the Medicaid Rehab Option under the agency’s Medicaid #.
18. Do children in foster care have to receive mental health treatment through a Medicaid Rehab Option Provider, or can they continue to see private practitioners in the community (such as therapists and psychiatrists) who accept Medicaid?
Medicaid youth have “freedom of choice” under the Medicaid program.  They may have a clinical relationship with other sole practitioners who are enrolled in other Medicaid programs if that is the preferred treatment option.
19. Do the units for Core Services “restart” on July 1, 2007?
No
20. Will CSI services be performed by the HSP or MHP?
According to the current guideline as articulated in the FY07 Provider Manual, CSI can be done by a person with either “credential” (CSI Guideline B. 1-2).  During the provider meeting, it became clear that this question was primarily related to the “HSP” title that ORS uses in its CCI rules and regulations.  An HSP should not perform CSI services.  Please refer to the Establishing and Maintaining Separation between Multiple Programs and Facilities issue paper at the DMHDDAD website (located under the tab for Provider Information) to learn more about distinct staff for multiple programs.
MH/ORS

1. When will ORS determine the requirements for CORE providers who are required to provide services for co-occurring, substance abuse and mental health clients so that licensing requirements are more clearly specified?

Application information as to what rules apply and other aides will be posted on the ORS web site by June 1, 2007.   In addition,   ORS will hold one general information session/application discussion during the week of June 4, 2007 for any MROs who believe they may be interested in applying to operate an outpatient drug abuse treatment program. At that orientation, ORS will go through the drug abuse rules and application process that need to be met by the outpatient program.  ORS will have sample templates of policies and procedures that could be used as an aide in putting together an outpatient drug abuse treatment program that will qualify for licensing and respond to questions.

2. Will ORS cite or fine us since there are several new regulations that do not have Interpretative Guidelines written?

Yes, we will monitor, investigate and enforce the most current Rules and Regulations as applicapable to the facility, agency, entity, etc.  The Interpretative Guidelines (IG's) are an aid/tool designed for assisting facilities with clarifying the intent and indicators of compliance; they are not a required component of the Rules and Regulations.  In general, citations and/or fines are based on what the rules specifically require.  In most instances, a citation does not immediately result in a fine.  Licensed providers are given an opportunity to correct. 

If question related only to drug abuse programs, ORS will be surveying only for compliance with Chapter 290-4-2, Drug Abuse Treatment and Education Programs.  Effective January 24, 2007, new rules were added to the Drug Treatment Rules related to the use of restraint and seclusion.  Where appropriate, these requirements will apply.  If providers do have questions about specific rules and regulations they can contact our office at 404 657-5550.
3. Is the Certificate Of Need for a PRTF facility compromised if they take CCI kids?In other words, are the PRTF beds lost in perpetuity and converted to CCI beds?

There is current review and questions being posed by Mental Health to DCH regarding this matter.

4. DHR/ORS requires that group homes have a Human Service Professional (HSP).  If a (DFCS) consumer has a panel review (or IEP meeting at school), does the HSP take her for the appointment or does a MHP take her and bill Medicaid?

ORS does not dictate who transports a child to these reviews, however the HSP is required to insure the arrangement, interpretation and documentation of community services and supports on residents in their care.  This activity is intended to assure that the appropriated needs of the resident are being met. The review of the resident’s record and HSP’s signature on the resident’s service plan would document that involvement. 

 

5.
Kenny A requires the department place youth with licensed providers.  There are no ILP regulations.  The CCI nor the CLA license are appropriate based on the ages and the needs of the population currently served.  When will the department address the need for ILP programs more clearly?

At the present time, there are no is no statutory authority to license all independent living programs and therefore regulations cannot be developed at the present time.  There is licensure authority to support ILP's where the residents require assistance with activities of living in some way.  Where appropriate, the  ILP may  fit  in CLA if the residents are funded and receive services from MHDDAD.  ILP may also under a Personal Care Home license if all residents are 18 years or older and need assistance with personal needs (i.e. supervision of medications, etc.).  A CCI license maybe the most appropriate when they are under 18 years of age and not funded through MHDDAD or when they are under 19 years of age and do not qualify for Personal Care Homes or CLA. (Please note that CCI's are defined as 6 or more residents, whereas Personal Care homes and CLA's are 2 or more).

Medicaid Questions

1. If CMOS are managing Georgia’s children who do not qualify under Medicaid due to income, but need the same services, please clarify some of the differences in services and or expectations of providers.

2. In dealing with the CMO’s and trying to find out their processes for authorizations under Core, they are telling me that we can go ahead and do a Diagnostic Assessment under code 90801 without any prior authorization.  However, according to Medicaid regulations, this is a code that is to be billed by an MD.  We do not plan to utilize an MD for our intakes.  Both Cenpatico and Amerigroup (haven’t gotten there yet with Wellcare/Magellan) are saying that they allow LPC’s and LCSW’s to bill under this code.  We do not feel comfortable doing this, as this would be a violation of what is outlined in the Medicaid Manual, which we agreed to abide by in working with ALL Medicaid clients.  In order to bill under the code that we WANT to bill under, H0031, they are saying that this would require a prior authorization.  Now, you tell me, how are we going to request authorization for a kid we have never met?   What are we to do?  This is just another example of how the CMO’s do not seem to be abiding by THEIR agreement with the state in following the regulations as outlined in the provider manual…Another major challenge has been receiving responses to authorization requests in a timely manner.  Certainly with IFI clients, it is critical that we respond to that client’s mental health needs almost immediately following the initial intake appointment…. When it takes the CMO more than a week (longer in many cases) to even respond to our request, we are forced to provide services to the child without the authorization, thereby running the risk of not being paid for those services (in many instances this has been the case).

3. We received our Medicaid number verbally Friday, May 18 and we had been asked by Maya Carter when she was with CMHS and a part of the process for transition with LOC providers not to use the TRIS Medicaid numbers since they would be deactivated.  Our applications were delayed going to the CMOs since the Medicaid number is needed for the application.  Once we received the newly assigned Medicaid number, we applied with Cimpatico, but they indicate that applications are not being processed for between 60-90 days.  Do we have any recourse with the state since we only just got our Medicaid number and we currently have residents who have PeachCare and are being covered by LOC?  If Amerigroup and Magellan for time frames to process, we will not be able to serve CMO clients beginning in July.

4. We are trying to provide information to BHL for website regarding our CMO status as providers and this impacts information and referral capacity.

DJJ

1. Who are the persons responsible for communication regarding notification of meetings, requests for additional information. 
a) Meeting notification will be done by the Residential Placement Specialist and/or Regional Treatment Services Specialist in your assigned region.  Meetings are being scheduled for the month of June.  b) Requests for additional information regarding RBWO and Premiums can be directed to Patricia Lavalais.  c) A letter from Rob Rosenbloom’s office will be sent via email and US postal service regarding rates and provider assigned category for RBWO.

2. RBWO and additional Premium rates for contracted services during this transition process?

(SEE ABOVE)

3. DHR providers were asked to provide additional documentation to support premium rates and to meet with Richard O'Neil to discuss their contracts. Will DJJ providers be given the same opportunity to discussed their individual contract rates and if so with whom? 

Provider rates may be discussed with the assigned Residential Placement Specialist, Regional Treatment Services Specialists, along with Patricia Lavalais.

4. When can DJJ providers expect to receive their contracts? What can we expect to happen on July 1st, 2007 if contracts are not ready?

It is our hope to have the contracts completed by mid-June for your review; if, for some reason, this date is not realistic, then we will mail a letter of intent to continue our contractual relationship with our provider community.

5. How will this affect RBWO providers being reimbursed for service? In the past we have required DFCS to supply LOC within a specified time frame. Also, will there be a new type of procedure/assessment for intakes to aid us in determining whether a child, based on the degree of behavioral problems, can be admitted to RBWO shelters? For example, Safe Harbor in not able to house Level 5 and Level 6 children. If LOC is separated out, then what tools can my staff use to determine the needs of the children in a timely manner?
DJJ will provide each provider with a summary of the child’s behavioral profile and some possible objectives to concentrate on for the oversight of those behaviors.

 

 

 

 

 

PAGE  
14

