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[bookmark: _Toc164427083]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.  

The Health Care Authority (HCA), the Department of Social and Health Services (DSHS), and the Centers for Medicare and Medicaid Services (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 Managed Care Organization (MCO) is responsible for. Contract examples include:
Apple Health (Medicaid)
Program for all Inclusive care for the Elderly (PACE) (DSHS & CMS)
Medicare Advantage and Dual eligible – Special Needs Plan (DSNP) (CMS)

[bookmark: _Toc164427084]Apple Health (AH) Managed Care and Apple Health Medicare Connect (AHMC)
[bookmark: _Apple_Health_Managed][bookmark: _Toc164427085]Apple Health (AH) Managed Care
See WAC 182-538 Washington State Health Care Authority Managed Care for full details. 

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 known as the Public Employees Benefits Board (PEBB) program.

HCA has transitioned to mostly contracting with plans to administer the Medicaid benefits, some of the most relevant programs for our clients are:


1. Fully Integrated Managed Care (FIMC)
HCA contracts with MCOs who are responsible for the full scope of Medicaid physical, mental and substance use disorder services. For more information, please see the HCA publication: “Welcome to Washington Apple Health: Managed Care” benefits book.

2. Behavioral Health Services Only (BHSO)
HCA contracts with MCOs who are responsible for mental and substance use disorder services. Clients who are eligible for BHSO benefits are not eligible for FIMC due to having another Third Party Liability (TPL) for their physical health benefits. This is most commonly Medicare and are referred to as Dual Eligible clients. For more information, please see the HCA publication: “Welcome to Washington Apple Health: Behavioral Health Services Only" benefits book.

3. Fee for Service (FFS) (See Special Populations for more information)
Provider is paid directly by HCA for services provided. All dual eligible (those on both Medicare & Medicaid) are FFS for their medical but enrolled in managed care for behavioral health services only. For more information, please see the HCA publication: “Welcome to Washington Apple Health: Coverage without a managed care plan” benefits book.

4. Apple Health Managed Foster Care (AHFC) (See Special Populations for more information)
HCA contracts with Coordinated Care (an MCO) to provide medical services and coordination to foster children, foster care alumni and individuals who receive adoption support services.

5. Primary Care Case Management (PCCM) (See Special Populations for more information)
Mostly tribal clinics. Providers are paid FFS, clinic is given a monthly per member per month payment to fund care coordination activities.

Apple Health Medicare Connect (AHMC), seen as a D-SNP segment in CARE and ProviderOne, is not an Apple Health (Medicaid) service. For more information see the section “What is a D-SNP”.

[bookmark: _Identifying_clients_who][bookmark: _Toc164427086]Identifying clients who are enrolled in managed care via ACES Online, Provider One, and CARE:
Staff may need to explore further with a client to determine the client’s actual coverage. Here are the ways staff can find a client’s managed care plan and eligibility:
ACES Online:
First pull up a client by entering name or ACES ID. Hover over the Details drop down and select Medical Information. 
ProviderOne:
First hover over the Client dropdown and select Benefit Inquiry. Search the client by their ProviderOne ID number. Click the Ok button. You will now be on the screen that shows Managed Care information.

CARE:
First open the client’s file in CARE. Expand the Client Details section. Click on the ProviderOne option. Click the View ProviderOne Details. This will open a web browser and click on the Managed Care hyperlink. This will display their managed care plan. 

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, Health Home, and PACE enrollments on this screen. Clients who are Fee-For-Service (FFS) will not show any managed care enrollment plan but will be active on a Medicaid program in ACES.

Please see the Resources section for screenshots.

[bookmark: _Integrated_Managed_Care][bookmark: _Toc164427087]Integrated Managed Care 
Additional web resources for benefits and eligibility can be found in the Resources section at the end of this manual.

Benefits:
Please see the HCA Benefit Matrix for more detail. Coverage includes:

Outpatient care such as: Wellness exams, immunizations, maternity care
Pharmacy, including over the counter (OTC) and prescription medications
Laboratory services
Inpatient Hospital/Emergency Room
Nursing facility for rehab/skilled nursing services
Outpatient Mental Health

Eligibility:
Eligibility for Apple Health Medical coverage is handled through:

The Health Benefit Exchange www.WAHealthPlanFinder.org
The local DSHS community service office for SSI-eligible aged, blind, and disabled clients. 
www.washingtonconnection.org

Mandatory AH Integrated Managed Care enrollees include:

Parents, children & pregnant women
SSI Categorically Needy Blind and Disabled
CFC, CFC+COPES & institutional clients
Medicaid Expansion adults without children (MAGI)
Foster Care (if they do not elect Fee-For-Service [FFS] coverage)
Clients with Third Party Liability
[bookmark: _Toc164427088]Enrollment 

Medicaid clients will be enrolled into an MCO in the month they are determined eligible for Medicaid. This means they will be enrolled back to the first of the month in which they are determined eligible. This reduces gaps in managed care coverage and increases care coordination for individuals who are newly eligible or have lost eligibility and are reestablishing their Medicaid eligibility.


Fully Integrated Managed Care (AH-FIMC)  
FIMC for Medicaid Only includes the 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 Apple Health. 
 (
Dual eligible clients will not be enrolled in FIMC.
)Apple Health Family (Healthy Options)
Apple Health Blind Disabled
Apple Health Adult Coverage
State Children’s Health Insurance Program 

Benefits:
Medicaid clients have a choice of at least two managed care organizations in an IMC region.  
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.

Services covered include:
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 

[bookmark: _Toc164427089]Behavioral Health Services Only (BHSO)
The BHSO program for Dual Eligible clients provides specialty mental health and substance use disorder services ONLY and is a separate product than FIMC that is offered by the same MCOs.

Clients who are typical FFS populations can access behavioral health services through the BHSO program (For example: Medicare coverage or someone exempt from managed care). They will get physical health services through the FFS system.

Apple Health – BHSO = FFS Medical and Managed Care for behavioral health services. 
Medicare/Medicaid duals
PCCM
Foster Care clients that elect to have FFS benefits

Exceptions
Dually eligible 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 BHSO
An undocumented person (as defined by WAC 182-503-0535 (1)(e) will not be enrolled in either program and will remain in FFS medical except undocumented pregnant women, during their pregnancy will be enrolled in BHSO.

[bookmark: _Special_Populations][bookmark: _Toc164427090][bookmark: _Toc525645188]Special Populations
There are clients who can be enrolled in programs outside of the five managed care programs or may not be enrolled in a managed care plan at all, known as Fee-For-Service (FFS). These special populations are:
· American Indian/Alaskan Native (AI/AN)
· Eligible for Primary Care Case Management (PCCM)
· Eligible for FFS
· Foster Care
· Eligible for Apple Health Foster Care
· Eligible for FFS
· Non-Citizen Clients, specifically:
· Qualified aliens who have not met the five-year bar
· Only eligible for FFS
· Non-Qualified aliens 
· Only eligible for FFS
· Undocumented person
· Only eligible for FFS

American Indian/Alaskan Native and Foster Care clients may elect to be part of the FFS program.

Per WAC 182-503-0535 Non-Citizen Clients as defined in the above section are not eligible for Managed Care Plans and are only eligible for FFS benefits if found eligible for a State Funded Medicaid Program.

Click to return to Apple Health Managed Care
[bookmark: _Changing_Plans:][bookmark: _Toc164427091][bookmark: _Toc525645193]My client should be enrolled in managed care but isn’t?
There are several reasons a client should be enrolled in a managed care plan but they are not. For example, the exemptions section shows groups of clients that are eligible Fee-For-Service (FFS) program. However, there are clients that can be approved on a program in ACES, but not be eligible for FIMC or BHSO. These programs are:

· Unmet Spenddowns (Any program that ends in 95 or 99)
· QMB (S03)
· SLMB (S05)
· QI-1 (S06)

Also there can be situations when a client has been determined functionally and financially eligible for a LTSS program (L-Program in ACES) but due to being in an Acute or State Hospital setting they are still pending in ACES due to the client’s residence needing to be in a Long-Term Care facility before the program can be made active in ACES.

Finally, per WAC 182-503-0535, there are clients that may have State-Funded FFS Medicaid eligibility due to their Citizenship or Immigration status. Those individuals are:

· Qualified aliens who have not met the five-year bar
· Non-Qualified aliens 
· Undocumented person

[bookmark: _Toc525645195][bookmark: _Toc164427092]Health Plan Service Areas & Network
For the most up to date service area map detailing what plans are available in each county and RSA please visit HCA’s website. 

[bookmark: _Toc525645196][bookmark: _Toc525648233][bookmark: RSA]Regional Service Areas (RSA):
RSAs are the new geographical boundaries or service areas for Medicaid purchasing of physical and behavioral health care through managed care contracts. 
Authorized by legislation in 2014 
Regions on a map, not an organization that oversees services 
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Health Plan Contact Information (for Clients/Providers)
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	Customer Service
Website
Provider Line
Provider Website
	1-800-600-4441
www.wellpoint.com
1-800-454-9790
https://www.provider.wellpoint.com/washington-provider/home
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	Customer Service
Website
Provider Line
Provider Website
	1-800-440-1561
www.chpw.org
1-800-440-1561
www.chpw.org/for-providers 
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	Customer Service
Website
Provider Line
Provider Website
	1-877-644-4613
www.coordinatedcarehealth.com
1-877-644-4613
https://www.coordinatedcarehealth.com/
providers.html
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	Customer Service
Website
Provider Line
Provider Website
	1-800-869-7165
www.molinahealthcare.com
1-800-869-7165
https://www.molinahealthcare.com/providers/wa/medicaid/pages/home.aspx 
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	Customer Service
Website
Provider Line
Provider Website
	1-877-542-8997
www.uhccommunityplan.com
1-877-542-9231
www.uhcprovider.com/en/health-plans-by-state/washington-health-plans/wa-comm-plan-home.html 



[bookmark: _Toc164427093]Changing Plans
Apple Health enrollees may change plans every month (effective the 1st 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
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 [S-programs] or Long-Term Care [L-programs])
[bookmark: _Toc164427094]Community Behavioral Health Support (CBHS) Services formerly Behavioral Health Personal Care (BHPC) Residential
In 2021, Legislation directed the Health Care Authority (HCA) and ALTSA to work with Center for Medicare/Medicaid (CMS) on creating a Medicaid benefit under the HCA behavioral health benefit that would more fully support BHPC (Behavioral Health Personal Care) under Medicaid.  The title of this new program is Community Behavioral health Support Services (CBHS) under 1915(i) State Plan Home & Community Based Services 1915(i)

Beginning July 1st, 2024, a Health Care Authority (HCA) or Managed Care Organization (MCO) will only fund Community Behavioral Health Support (CHBS) services (formerly Behavioral Health Personal Care [BHPC]) clients in a residential facility for additional personal care rate reflected in an increase beyond the CARE generated rate. The HCA or MCO will now be funding this directly to providers and HCS will no longer be adding SA389, U1 service lines into CARE for these services. This includes Behavioral Health Specialty contracts. You can find more information on the HCA website Community Behavioral Health Support (CBHS) services and on the HCA billing guide.

Service provided under CBHS
CBHS provides Supportive Supervision and Oversight. Supportive supervision is direct monitoring, redirection, diversion, and cueing of the client to prevent at risk behavior that may result in harm to the client or to others. This is similar to what has been provided under BHPC. Services are individually tailored to meet each person’s needs. This provides individuals with additional staff and assistance to build skills and resiliency to support stabilized living and integration. It is important to note, these interventions are not related to the provision of personal care. These interventions are coordinated as appropriate with other support services, to include behavioral health services provided by a behavioral health agency and/or behavior support services or other community supports as appropriate. Services should include integration of behavior support and/or crisis plans to help ensure community stability and an escalation process for collaborative care.

Allowable provider types
· Adult Family Homes (AFH)
· Assisted Living Facilities (ALF)
· Enhanced Adult Residential Care Facility (EARC)
· Adult Residential Care Facility (ARC)
· Enhanced Service Facilities (ESF)

Functional Eligibility
Individuals may be eligible for CBHS if they:
· Are 18 years or older
· Are eligible for Apple Health (Medicaid)
· Are eligible for or are receiving Home & Community Services (HCS), as defined in WAC 388-106-0010:
· Assistance with three or more activities of daily living (ADLs), one of which may be body care
· Hands-on assistance with one or more ADLs, one of which may be body care
· Have a qualifying diagnosis

An individual must meet one or more of the following risk criteria, within the past year:
· Assaultive history
· Self-endangering behavior
· Intrusiveness related to behavioral health condition (rummaging, unawareness of personal boundaries)
· Chronic psychiatric symptoms that cause distress or escalate individual or other residents to crisis
· Sexual inappropriateness
· A history of the behaviors above.
· History of being unsuccessful in community living settings, evidenced by one of the following:
· Multiple failed community settings or imminent risk of losing long-term care setting
· Frequent care giver turnover due to behavioral health condition(s)
· Past psychiatric history with no functional improvement without CBHS services, as evidenced by at least of the following in the past 12 months:
· 2+ inpatient psychiatric hospitalization in the last 12 months
· An inpatient stay in a community hospital or E&T facility for 30 days or more
· Discharge from a state psychiatric hospital or long-term 90/180 day inpatient psychiatric setting

Financial Eligibility
Clients who are receiving LTSS with income up to 300% of the Federal Benefit Rate (FBR) or Special Income Level (SIL) are financially eligible for 1915i services. However, those with income between 150% of the Federal Poverty Level (FPL) and 300% (FBR) will need an income disregard.

The Health Care Authority (HCA) will determine which clients are over income for CBHS and will deny those clients. For non-MAGI clients who are financially eligible but need an income disregard, HCA will send a Barcode communication (13-0108) to the assigned Public Benefits Specialist (PBS) to let them know that a disregard is needed. The PBS will enter the 1915i services on the Institutional Care Screen with the services start date and document in the case record. ACES will apply the disregard for approval of the 1915i services. For non-MAGI clients who are financially eligible and do not need an income disregard, HCA will approve CBHS services. The PBS staff will not need to enter a 1915i coding on these clients and will not receive a communication from HCA regarding these clients.

CBHS Referral Process
When to submit a new CBHS referral

· Annual Renewals and Significant Changes
· Referrals will be submitted annually and when a significant change is completed.
· Case Managers will need to set CARE ticklers or have a tracking mechanism to ensure renewal referrals are submitted timely
· Mid-year tiering
· For additional Supportive Supervision Hours only:  If a provider has a request to review the clients tier mid-approval year, they will request this directly to the MCO or HCA via Supportive supervision re-tiering request form (CBHS) (HCA Form 13-0125).  No new referral is needed from CM if a significant change is not required.  

Clients new to CBHS

1. During the CARE assessment while providing the client with Home and Community Based Services (HCBS) and options also provide the client with the CBHS brochure (HCA Form 19-0087).
2. [bookmark: _Hlk168909177]If your client is interested in these services, the Case Manager will review the assessment for potential CBHS eligibility. If it seems the client is eligible on the Behavior Screen in CARE update the question “Was a referral made for CBHS/1915i eligibility?” to “Yes”. If the client is enrolled in Medicaid complete section 1 and 2 of the CBHS Referral Form (HCA Form 13-0124). If Medicaid financial and/or functional eligibility is pending continue to Step 3. If your client has active Medicaid eligibility with a managed care plan (see How to identify Managed Care Plans PDF in the Apple Health & Managed Care section) skip to Step 4. If your client has active Medicaid eligibility without a managed care plan also known as Fee-For-Service skip to Step 5.
3. If your client is pending Medicaid eligibility:
a. but has been assigned a managed care plan prior to their Medicaid financial and/or functional eligibility being determined (i.e. Your client is pending discharge from a State Hospital) then send the referral to the assigned managed care plan using the email identified on the referral form. Skip to Step 6
b. but has not been assigned a managed care plan prior to their Medicaid financial and/or functional eligibility being determined send the referral to HCA using the email identified on the referral form. Skip to Step 6
4. [bookmark: _If_your_client]If your client has a managed plan identified as Fully Integrated Managed Care (FIMC) or Behavioral Health Services Only (BHSO) send the referral to the managed care plan using the email identified on the referral form. Skip to Step 6
5. If your client has active Medicaid eligibility without a managed care plan send the referral to HCA using the email identified on the referral form. Continue to Step 6
6. [bookmark: _The_MCO_or]The MCO or HCA will confirm receipt with the Case Manager in two business days. The MCO or HCA may ask or collect additional information.
7. The MCO or HCA will complete section 3 and recommend or not recommend CHBS services. When the MCO completes section 3 the MCO will send the form to HCA.
8. HCA will complete Section 4 determining functional and financial eligibility. If the form is returned where a client is not functionally or financially eligible continue to Step 9. If the client is functionally and financially eligible skip to Step 10
9. For clients not found functionally or financially eligible HCA will: 
a. mail the denied form to the HCS/AAA CM, MCO, and MCOBHOforms@dshs.wa.gov inbox. 
i. When HCS/AAA CM receives the denied form, they will update the CARE assessment behavior screen question “Was the client found eligible?” to “No” and add a SER note. The canned text can be found in the F1/help screen of the SER screen in CARE Web
b. send a denial letter to the client.
10. [bookmark: _For_client_not]When the client is found functionally and financially eligible for CBHS an income disregard may be applied
11. The MCO or HCA will complete section 5 of the referral form. 
a. If a provider is not identified the MCO will notify the HCS/AAA CM of the approval tier and partner with HCS/AAA to find a provider.  
b. If a provider is identified the HCA/MCO will send the completed form to the HCS/AAA CM and the MCOBHOforms@dshs.wa.gov inbox. If the client was approved by the MCO then the MCO will send the completed for to HCA.
12. The HCS/AAA CM will send the referral form to DMS dshs.altsadms@dshs.wa.gov
13. The HCS/AAA CM will update the CARE Assessment by:
a. If the client will be in an Enhanced Service Facility (ESF) the client’s 1020, U5 service code and reason code will need to be updated to match the client’s approved tier. This is included in Chapter 7f.  If the client is at Unified Residential Care in Spokane please see 13b as they will need a different rate.

	Reason Code 
	 T1020, U5 

	 MCO Funded Tier 1 
	 $  559.80 

	 MCO Funded Tier 2 
	 $  498.09 

	 MCO Funded Tier 3 
	 $  401.29 

	 MCO Funded Tier 4 
	 $  390.95 

	 MCO Funded Tier 5 
	 $  390.95 

	 MCO Funded Tier 6 
	 $  390.95 





b. If the client will be Unified Residential Care in Spokane the client will need a $24/day rate enhancement for additional services provided beyond the ESF contract and the CBHS services provided by the MCO. This is included in Chapter 7f. The client’s T1020, U5 service code and reason code will need to be updated to match the client’s approved tier using this chart for Unified Residential Care. 
	Unified Residential Care in Spokane 

	Reason Code 
	 T1020, U5 

	 MCO Funded Tier 1 
	 $  583.80 

	 MCO Funded Tier 2 
	 $  522.09 

	 MCO Funded Tier 3 
	 $  425.29 

	 MCO Funded Tier 4 
	 $  414.95 

	 MCO Funded Tier 5 
	 $  414.95

	 MCO Funded Tier 6 
	 $  414.95








c. Updating the Behavioral Screen question “Was the client found eligible?” to Yes.
d. Updating the CARE Treatment screen with:
i. Treatment Supportive Supervision and Oversight 
ii. Received in the last 14 days? Yes
iii. Need Yes
iv. Provider List Appropriate Provider
v. Frequency QD (once daily)








Example:
[image: Graphical user interface, application
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e. CARE SER Note which the canned text can be found in the F1/help screen of the SER screen in CARE Web

Required Notifications to MCOs and HCA

Notifications are required to the MCO when:
1. Client is planning on moving facilities.  The MCO/HCA will need to confirm they are contracted with the facility where the client is planning on transitioning.
2. Client/AREP/Guardian is no longer interested in receiving a 1915i service.
3. Client's LTC services are closing.
4. Client passed away.

The HCS/AAA CM will communicate this with the Change of Circumstance: Community Behavioral Health Supports (CBHS) / 1915i (DSHS Form 16-275). After confirming closure:
1. Notify the Public Benefits Specialist (PBS) of the closure for CBHS services via 14-443 communication in Barcode.
2. Document the closure in a SER under the CBHS service code.
3. Update the assessment to remove Supportive Supervision treatment and send the provider updated assessment and service summary.

[bookmark: _Toc164427095]MCO Funded Behavioral Health Wraparound Support previously Behavioral Health Personal Care (BHPC) In-Home
Beginning July 1st, 2024, a Managed Care Organization (MCO) will only fund the following Behavioral Health Wraparound Support (BHWS) formerly, Behavioral Health Personal Care (BHPC)for additional personal care hours reflected in an increase beyond the CARE generated hours. 


To be eligible for BHWS funding, a client must meet the criteria outlined in all three boxes.
 (
If a client 
does not meet the three
 criteria boxes, do 
NOT
 submit a 
BHWS
 request.
)



[bookmark: _Toc61361949]Criteria for BHWS funding 
The client must meet criteria below for a request of BHWS funding to be made:

	Box #1 – Psychiatric Disability Criteria:

1. The client has a primary diagnosis of a serious mental illness (schizophrenia, bi-polar disorder, major depressive disorder); and that psychiatric diagnosis is the primary reason for client’s need for assistance with personal care.

Please note: If the client has the following diagnoses: intellectual disabilities, Alzheimer’s/dementia, traumatic brain injury, substance use disorder, and these are the primary reason the client requires assistance with personal care, do not submit this form.

However, if the client has these diagnoses but the mental health diagnosis/behaviors are the primary reason the client needs personal care, still submit the request.

OR

2. The client has behaviors or symptoms of a mental illness that cause impairment and functional limitations in self-care/self-management activities; and it is these behaviors or symptoms of mental illness that are the primary reason for client’s need for assistance with personal care. 




AND
	Box #2 – Involvement with Mental Health Services Criteria:

In addition to the above criteria being met, the client should also engage with mental health services in one of the three ways below: 

1. The client is currently receiving mental health services;
OR
2. The client is transitioning from an inpatient setting and will be receiving mental health services in the community;




AND either Box #3 OR Box #4 below: 
	Box #3 – Needs wraparound support beyond the CARE generated hours:

The client meets the criteria in both Box #1 and Box #2, AND needs wraparound support (additional personal care hours) beyond the CARE generated hours.    Follow the instructions below for requesting MCO funding for wraparound support.






Are you unsure if your client meets the criteria above?

If so, request a care conference with your supervisor and the designated Care Coordination Contact listed on the Medicaid and Medicare Managed Care Coordination Contacts Lists.  Review the client’s care plan, including diagnoses, treatments, behaviors, etc., and why you think this client’s need for BHWS funding is because of behaviors or symptoms of a mental illness.  

Is this a new request for BHWS funding? 

If so, and the client is currently receiving mental health services covered under their medical benefit (i.e. Apple Health), please contact the client’s local mental health professional/case manager to coordinate the care plan and ensure the CARE assessment has accurate information (diagnoses, treatments, behaviors, etc.).  If the client is receiving behavior support services through an ALTSA paid provider, and is not currently receiving mental health services through their medical benefit, then coordinate with the ALTSA paid behavior support provider to ensure accuracy of the assessment.

1. Fax client’s signed/completed Consent form (DSHS 14-012) to the client’s local mental health professional/agency or ALTSA paid behavior support provider. 
2. Call the client’s local mental health professional/agency (or ALTSA paid behavior support provider) and discuss the following information:
a. An assessment has been completed and you are calling to discuss the case, review the care plan, and client’s need for BHWS support.
b. Inform them of client’s planned living setting (in-home or residential).
c. Review client’s mental health diagnoses and treatment plan for accuracy.
d. Review what services are being provided by the local mental health professional/agency (or ALTSA paid behavior support provider) as well as what services are being provided through long-term care services.  At this time, discuss if there are any service(s) missing in the client’s care plan and what types of services or supports may be available to address these gaps.  The goal of this conversation is to develop a coordinated care plan to meet the client’s needs. 
e. Incorporate any information from the local mental health professional/agency (or ALTSA paid behavior support provider) into the CARE assessment.
3. Add the contact information for the local mental health professional/agency or ALTSA paid behavior support provider on the BHWS Request to the MCO (DSHS form 13-712).

[bookmark: _Toc61361950]Request BHWS funding from the MCO
Within 2-5 days of completing a CARE assessment (moving it to current) in which the criteria in the boxes above are reflected and described, a BHWS request for funding should be submitted to the MCO.  A timely request for funding is vital to ensure care plan coordination is achieved.  In addition, this process ensures the social services authorization and ETR (if needed) are done timely.

1. Complete the BHWS request form (DSHS form 13-712) to the MCO and include the CARE Assessment Details, CARE Service Summary. 

Detail the behaviors and caregiver interventions on this form, and what BHWS support is needed.  This information helps the MCO quickly determine how the client’s mental health is impacting their need for the BHWS request. 

Please note: if the additional support hours requested is unusually high, prior to submitting the request for funding, staff the case with your supervisor, your regional Managed Care Systems Consultant (MCSC), and consider a care conference with the designated Care Coordination Contact listed on the Medicaid and Medicare Managed Care Coordination Contacts Lists.  This step allows the MCO to ask clarifying questions and ensures collaboration of the care plan. 

2. Send DSHS form 13-712, CARE Assessment Details, and CARE Service Summary (also known as the packet) to the Funding Request Contact listed on the Medicaid and Medicare Managed Care Coordination Contacts Lists via secure email using the template emails and subject line language provided.



3. The MCO will review the packet and determine if the established criteria listed above has been met. 
i. The MCO should confirm receipt of request within 2 business days of receiving, and must respond with a decision to approve, counter-offer, or deny the request within 5 business days of receiving a complete packet.  If decision will exceed 5 business days, the MCO representative will contact the Case Manager (CM).  If you do not receive a response within 5 business days you should escalate the communication through the assigned escalation contact listed on the Medicaid and Medicare Managed Care Coordination Contacts Lists.

The MCO may review additional information, as necessary, in deciding whether the above criteria are met, reviewing PRISM, conversation with the provider, conversation with the HCS/AAA worker, conversation with the Enrollee’s Mental Health Provider and other involved providers.

ii. If the request is denied, a clear rationale for why the request did not meet criteria and/or what services will be provided to the client by the MCO to meet the client’s need should be written on the form by the MCO representative. 

When the MCO denies BHWS funding based on the provision of other services, a plan (e.g., Individual Service Plan) must be developed by the MCO and implemented to meet the service needs identified.

4. Once the MCO signs, completes and returns the DSHS form 13-712:
i. Document the approval or denial from the MCO in a SER.
1. Approvals,
a. notify the provider of the BHWS approval and document this conversation in a SER, including the name of the person you spoke with.  Explain that this approved BHWS rate is a wraparound rate above the CARE generated rate/hours.  Language to be used when notifying the client’s provider:
<CLIENT’S MCO> has approved a Behavioral Health Wraparound Support of <MCO APPROVED HOURS> for the dates 
of <Approved Funding Dates on 13-712>.  This is only a portion of the client’s funding and is in addition to the CARE generated hours.  The Managed Care Organization (MCO) is the sole decision maker for ongoing funding beyond the approved funding dates.  Future requests to the MCO for ongoing funding beyond the approval dates must include documentation supporting the need for ongoing services. 

b. [bookmark: _Hlk88135462][bookmark: _Hlk87972096]In CARE Web, include the following approval information on the Comments screen, under the General Comments.
<CLIENT’S MCO> has approved a BHWS for the dates of <Approved Funding Dates on 13-712>. The following supports will be provided: COPY (Ctrl + C) and PASTE (Ctrl + V) the comments from the section that states what the caregiver does (or will do) as an intervention.
2. Denials,
a. notify the provider of the BHWS denial.  Document this conversation in a SER, including the name of the person you spoke with.  Language to be used when notifying the client’s provider:

<CLIENT’S MCO> has denied the Behavioral Health Wraparound Support of <REQUESTED HOURS FROM MCO>.  The Managed Care Organization (MCO) is the sole decision maker for determinations on these requests.  Continue to staff any changes in the client’s condition with the client’s assigned case manager.

ii. Scan and email a copy of the completed DSHS form 13-712 (approved or denied) to: MCOBHOforms@dshs.wa.gov.  Please scan/email only ONE client’s form per email.
iii. Submit completed DSHS form 13-712 to the Document Management Systems (DMS) via HOTMAIL to be included in client’s electronic case record (ECR).



i. For In-home clients,
1. The wraparound support hours approved by the MCO will be incorporated into the personal care service code T1019.
2. Select reason code “MCO_BHO Client/ MCO_BHO Funded” for that service line.
3. The start and end date of the service code should be the same dates approved on DSHS form 13-712.  

Example of in-home personal care with wraparound support:

DSHS form 13-712 – approved amount by MCO:
[image: Graphical user interface, text, application

Description automatically generated]

Authorization to in-home care provider (137 hours = 548 units):
[image: ]

[image: Graphical user interface, text, application

Description automatically generated]



5. On the Behavior screen select the following options:
i. To the question, “Was a referral sent to the MCO or HCA?” Select “No”
ii. Select “other” for the reason no referral was made.
i. Document the reason the CBHS referral was not made in the required comment box.
1. Case manager will type “Client’s Care Plan is for in-home.”

6. Set a reminder for at least a week before the end of the MCO funded approval period (or CARE plan period) so that another request for BHWS support can be made to the MCO if the client continues to meet the criteria listed above.

7. If the client’s case is transferred to another office/agency, ensure the next CM/agency is aware of the MCO’s approval of BHWS support and when another BHWS request will be due if necessary.

8. At next assessment, if client meets the criteria in the boxes above, request funding from the MCO for BHWS support services following the same process noted above.

	[bookmark: _Toc61361951][bookmark: _Toc164427096]Another BHWS request to the MCO for funding is necessary when:
· An annual assessment is completed
· A significant change assessment is completed
· An interim assessment is completed and there is a change in client’s in-home care hours (e.g. informal support change, QA correction)
· Client changes from one MCO (for example Wellpoint) to another MCO (for example Molina)



[bookmark: _Toc164427097]Behavioral Health Administrative Services Organization (BH-ASO)
Some services, such as response services for individuals experiencing a mental health crisis, must be available to all individuals 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 integrated regions.

BH-ASO 
The BH-ASO is only responsible for a subset of crisis-related services for Medicaid clients in integrated region and is responsible for providing limited services to individuals who are not eligible for Medicaid, as well as managing certain administrative functions.

Services Provided – Regardless Insurance Status or Income
The following services may be provided by the BH-ASO to anyone in an integrated 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.

Services Provided – Uninsured and Low-Income
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 those 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.
[bookmark: _Dual_Special_needs][bookmark: _What_is_a][bookmark: _Toc164427098]What is a D-SNP
A Dual-Eligible Special Needs Plan (D-SNP) is a special kind of Medicare Advantage plan for dual-eligible individuals. A D-SNP combines Medicare and Apple Health (Medicaid) services under one managed care plan. In Washington, D-SNPs have been branded as Apple Health Medicare Connect (AHMC) to better communicate that AHMC is only available who are enrolled in Apple Health (Medicaid) and Medicare.

[bookmark: _Toc164427099]Who is a dual-eligible individual
A dual-eligible individual has both Medicare coverage and Apple Health coverage. This includes physical and behavioral health care coverage. If a client is a dual-eligible client, Medicare is the primary coverage for their physical health care needs. They also have Apple Health as secondary coverage. Dual-eligible clients also have behavioral health coverage through an Apple Health managed care plan. This is a Behavioral Health Services Only (BHSO) plan. Behavioral health includes mental health and substance use disorder treatment.

[bookmark: _D-SNPAHMC_Health_Plan][bookmark: _Toc164427100]AHMC Health Plan Service Areas & Network
For the most up to date service area map detailing what plans are available in each county please visit HCA’s website or use the service area guide found in the attachments. 

 
[image: ]

[bookmark: _Toc164427101]Care Coordination
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 plan must be contacted 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.

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 billing Guide
)Assisting with Coordination (Case Managers)
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) contract with doctors and specialists in their area.  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.
If you need assistance with acute hospital or skilled nursing facility transitional care activities, please use the plan contacts in the Medicaid and Medicare Managed Care Coordination Contacts list.
Report issues to the plan, the ALTSA HQ Managed Care Data and Policy Analyst Ethan Leon at Ethan.Leon@dshs.wa.gov
For additional information regarding Nursing Facility coordination, see the Nursing Facility Case Management Chapter, Chapter 10.


Managed Care Organization (MCO) Assistance with Transition of Care  

MCOs, who are responsible for physical health benefits, should offer the following support to clients, HCS and/or the hospital when clients are discharging from inpatient hospital settings:

· Coordinate medically necessary services, supplies, and resources. For example:
· Transition planning:
· Arranging for DME (Durable Medical Equipment) approval and delivery
· Assigning a PCP (Primary Care Provider) for the client to see post discharge
· Assisting in community transition setting searches
· Negotiating contracts with SNFs and paying for Enrollees’ SNF stays that meet rehabilitative or skilled criteria
· Completing a written discharge plan, including scheduled follow-up appointments, provided to the Enrollee and all treating providers; Formal or informal caregivers shall be included in this process when requested by the Enrollee to ensure timely access to follow-up care post discharge and to identify and re-engage Enrollees who do not receive post discharge care
· Post Discharge care:
· Organized post-discharge skilled and rehabilitative services, such as home health care services, after-treatment services, and occupational and physical therapy service
· Telephonic reinforcement of the discharge plan and problem-solving two (2) to three (3) business days following discharge
· For Enrollees at high risk of re-hospitalization, the Contractor shall ensure the Enrollee has an in-person assessment by the Enrollee’s PCP or Care Coordinator for post-discharge support within seven (7) calendar days of hospital discharge.  The assessment must include follow-up of: discharge instructions, assessment of environmental safety issues, medication reconciliation, an assessment of support network adequacy and services, and linkage to appropriate referrals
· Scheduled outpatient Behavioral Health and/or primary care visits within seven (7) calendar days of discharge and/or physical or mental health home health care services delivered within seven (7) calendar days of discharge
· Follow-up to ensure the Enrollee saw his/her provider
· Planning that actively includes the patient and family caregivers and support network in assessing needs.
· Assist with facilitating authorizations for covered medical services and behavioral health services.
· Ensure continuity of care for enrollees transitioning to the MCO during an active course of treatment for an acute or chronic health condition

MCOs should offer the following care coordination to enrollees who meet criteria:

· Individual needs support coordinating access to service with their primary/private insurance provider
· Individual encounters difficulty accessing prescribed treatment, services, or supplies
· Individual has complex healthcare needs and could otherwise benefit from assistance in coordinating care. For example:
· An individual receives a new diagnosis and they or their guardian feel like they “don’t know where to start”
· An individual has had frequent or long-term hospitalizations
· An individual has had frequent emergency department use

All HCS and AAA case managers should use the MCO Transitions of Care Contact List found at http://intra.altsa.dshs.wa.gov/hcs/ on the right side of the webpage, under Contractors for the most current Transitions of Care contacts. When corresponding please use the Transitions of Care (discharge) email attachment found at the end of this chapter to frame HCS and AAA emails to the MCO for Initial Contacts, Follow Up, and Day of Discharge coordination.

If you experience any issues with this process, please contact to HQ Managed Care Data and Policy Analyst.

Managed Care Assistance with Care Coordination 
When an HCS/AAA client enrolled in managed care needs assistance to coordinate their health care services and access to appropriate treatment, the CM must assist the client and their guardian, if applicable, to request “care coordination” from the client’s Apple Health MCO or Medicare Advantage (MA) Health Plan (including clients who have managed care only for behavioral health services). 

We have a document in the Apple Health & Managed Care section titled MCO Care Coordination at a Glance which will help answer questions about the role of Managed Care Organizations in Care Coordination, why it can be helpful to coordinate with the MCOs and how to coordinate with the MCOs. We also have a Care Coordination contact list can be found on the HCS/AAA intranet website at http://intra.altsa.dshs.wa.gov/hcs/ on the right side of the webpage, under Contractors. For D-SNP Coordination please use the Medicaid and Medicare Managed Care Coordination Contacts Lists on the D-SNP CM-TOC tab. (Please see the Attachment section at the end of this chapter.)

1. To request care coordination, the CM may send a secure email* to the client’s MCO to request care coordination and assistance to address barriers the client is experiencing to access medically necessary care covered by Apple Health. Email addresses for the five Apple Health plans are: 
a. Molina Healthcare of Washington, Inc. (MHW)
b. Community Health Plan of Washington (CHPW)
c. Coordinated Care of Washington (CCW)
d. Wellcare (for Dual Special Needs Population [D-SNP] operated by CCW)
e. [bookmark: _Hlk150761714]United Healthcare Community Plan/Care Improvement Plus South Central Insurance Company (UHC) (for Dual Special Needs Population [D-SNP])
f. Amerigroup (AMG)/Wellpoint (WLP) (for Dual Special Needs Population [D-SNP]) 
g. Humana/Arcadian Health Plan (for Dual Special Needs Population [D-SNP])

*Emails from the DSHS URL (@dshs.wa.gov) identifies the requestor as a DSHS employee and meets HIPAA requirements to request care coordination on behalf of an HCS/AAA client. 

2. When making a care coordination request include the following in your email:
a. In the Email “Subject” line, provide the reason for care coordination request. For example: 
i. Mental health treatment
ii. Durable medical equipment
iii. Needs Primary Care Provider
b. In the body of the email, provide the following information:
i. Client Name
ii. Client ProviderOne ID: (9-digit number ending in WA)
iii. Date of Birth 
iv. Residence Type 
v. CM Name and Contact Information
vi. Summary of client barrier/issue/need

3. If you do not receive a response or assistance with your request timely, the CM should discuss the case with their supervisor to determine if escalation is needed. Sent a second email to the MCO with ‘escalation’ in the title of the email.

4. If the CM and supervisor do not receive a response, they may determine escalation to HCS HQ is needed when issues are not resolved.
 
a. If the CM supervisor determines that escalation to HQ is appropriate, the CM supervisor will submit the original email communication and escalation with the MCO to Ethan.Leon@dshs.wa.gov

Once the request for escalation is received, HCS HQ will outreach with HCA to discuss the identified barrier to access.  Based upon the type of request, the case manager and supervisor will be notified regarding next steps.

If you experience any issues with this process, please contact the HQ Managed Care Data and Policy Analyst Ethan.Leon@dshs.wa.gov.

[bookmark: _Toc164427102]Resources
[bookmark: _Toc164427103]Related WACs & eCFRs
WAC 182-526-0155	HCA & Appellant’s Representation
WAC 182-538		Washington State Health Care Authority Managed Care
WAC 182-538-130	Exemption


CFR 42-438	Managed Care

[bookmark: _Acronyms][bookmark: _Toc164427104]Acronyms
AAA	Area Agency on Aging
ACES	Automated Client Eligibility System
AHFC	Apple Health Foster Care
AHMC	Apple Health Medicare Connect
CC	Care Coordinator
CCW	Coordinated Care of Washington	
CFC	Community First Choice
CMS	Centers for Medicare and Medicaid Services
COPES	Community Options Program Entry System
DDA	Developmental Disability Administration
DSHS	Department of Social and Health Services
D-SNP	Dual Special Needs Plan
FFS	Fee-for-Service
FIMC	Fully Integrated Managed Care
HCA	Health Care Authority
HCS	Home and Community Services
HH	Health Home
LTSS	Long-Term Services and Supports
MAGI	Modified Adjusted Gross Income
MCO	Managed Care Organization
NFLOC	Nursing Facility Level of Care
PCCM	Primary Care Case Management
PCM	Primary Case Manager
RSA	Regional Service Area
SSI	Supplemental Security Income
TPL	Third Party Liability 
[bookmark: _Toc164427105]Glossary
	Care Coordination
	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 
	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:  Includes preventive, primary, specialty care and ancillary health services
- Integrated:  Includes Medical services PLUS behavioral health and long term services and supports.

	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.




[bookmark: _Toc164427106]Revision History
	DATE
	MADE BY
	CHANGE(S)
	MB #

	8/2/19
	Integration Unit
	Updated into new template
	

	5/9/23
	Office of Policy and Integration
	Split Chapter 22 into three parts: Chapter 22a, 22b, and 22c
	




[bookmark: _Web_Resources][bookmark: _Toc164427107]Web Resources 
Return to Identifying clients who are enrolled in managed care via ACES Online, Provider One, and CARE
Return to Integrated Managed Care
Return to AHMC Health Plan Service Areas & Network
[bookmark: _Apple_Health_&]Apple Health & Managed Care




[bookmark: _MON_1760946023][bookmark: _MON_1779253693]


Medicaid and Medicare Managed Care Coordination Contacts
HCA Managed Care webpage
Regional Information Spreadsheet
Fee-For-Service (FFS)/Apple Health Coverage without managed care
ProviderOne Find a Provider List	 for FFS
Washington Healthplanfinder 
“Welcome to Washington Apple Health: Managed Care” benefits book
“Welcome to Washington Apple Health: Behavioral Health Services Only" benefits book
“Welcome to Washington Apple Health: Coverage without a managed care plan” benefits book Apple Health Enrollment Form
HCA Apple Health Medicare Connect (Dual-Eligible Special Needs Plan [D-SNP]) Website 
D-SNP Service Area Guide
CBHS/1915i SharePoint
HCA Community Behavioral Health Support website
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Behavioral Health Wraparound Support (BHWS) - email templates.docx
Behavioral Health Wraparound Support (BHWS) – email templates

All emails must be sent via secure email







Initial Contact / Initial Request for funding:

HCS/AAA: send email to MCO or the King County Behavioral Health – Administrative Services Organization (BH-ASO) with attached 13-712, service summary and assessment details.



Email Subject Line: Initial BHWS funding request – client’s initials (example: Initial BHWS funding request – DS)



Body of email*:

This client screened in as eligible for funding, using the established screening criteria. This email is to request shared funding of the client’s personal care or related services due to psychiatric disability.



This client’s barriers and needs are identified in the attached 13-712. Please see attached Service Summary and Assessment Details.



*if request is urgent (needed in fewer than 5 business days), note this in the email.





MCO/BH-ASO: confirm receipt within 2 business days.







Follow up (for use by all entities – HCS/AAA and MCO/BH-ASO):

Ongoing contacts are driven by client’s needs and barriers. There are no set timelines for when communication should occur, but should include all parties in all communications.



Email Subject Line: Follow up to BHWS funding request – client’s initials (example: Follow up to BHWS funding request – DS)



Body of email (two options):

· I am following up on this funding request.



· I want to provide the following updates (if applicable):



NOTE: Depending on the need for follow up, the 13-712, service summary and assessment details may need to be attached to the follow up email being sent to the MCO/BH-ASO.



BHWS email templates – October 2020

Page 1 of 2



Ongoing funding request:

AAA/HCS In-Home: send email to MCO/BH-ASO with attached 13-712, service summary and assessment details.

Email Subject Line: Ongoing BHWS funding request – client’s initials (example: Ongoing BHWS funding request – DS)



Body of email:

This client continued to screen in as eligible for funding, using the established screening criteria. This email is to request ongoing shared funding of the client’s personal care or related services due to psychiatric disability.

This client’s barriers and needs are identified in the attached 13-712. Please see attached Service Summary and Assessment Details.



Thank you for your coordination on this client.





MCO/BH-ASO: confirm receipt within 2 business days.
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For In-Home Clients

CARE generated hours per month: 92
Wraparound Support additional hours: 45
Total hours per month requested: 137

Monthly estimated cost of care: $4,816.92
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How to identify Managed Care Plans.pdf
Washington State Department of Social and Health Services

ACES

Starting on the Client level screen, go to Details, and select Medical Information

AC ES .0n || Ne - production

Client Summary | Details | Income | Letters | Narrative | Non-Custodial Parent | Ca:

AREN Tracking
Children's Tracking CN Medicaid

CS Resource Assessment

Demographics

Client Dependent Care

. Equal Access

lien .
e Institution/HCBS _
Primary Larngke Expenses/Deductions Engllﬁh (EN}

Medical Expense Deduction

All TD Medical Information e

This will lead you to this screen with the plan name and program.
Client Medical Information

ProviderOne ID: [ Hospice Indicator: Ho (N)
Medicare: Restriction Indicator: No (N)
TPL Insurance: DDD Client Indicator: No (N)

Placement Code:

Managed Care Information

Health Plan Program Start Date End Date
Wellpeint Washington Inc Fully Integrated Managed Care 01/01/2019 12/31/299%
AU Medical Information

AU 1D Coverage Group Eligibility Start Date Retro Medical Delayed Certification
23389343 SS1 HCB Waiver Services (L21) 11/01/2015 Mo (M) Mo (M)





Washington State Department of Social and Health Services

ProviderOne

After Logging in to P1, click the client ribbon, and select Benefit Inquiry

Claims ~ Reference ~ Client ~ TPL ~

My Inbox ~ Admin ~ Provider =

Rate Settir

le: MC Enroliment Payment Res Supervisor Trainer Lead i‘ CLIENT

y Inquiry

Benefit Inquiry W
Search by ProviderOne 1D

> CSentList > Client Eligidility Inquiry

0

To submit an Eligibility Inquiry on & specific client, complete one of the following criteria sets and click “Submit’,
« ProviderOne Client ID{Client Identification Code) or

« Last Name, First Nameo AND Date of Birth or
« Last Name, First Name AND SSN or
SSN AND Date of Birth

ProviderOne Chient ID{Client identification Code), Last Name, First Name AND Date of Birth or
ProviderOne Chient ID{(Client identification Code), Last Name AND Date of Birth or
ProviderOne Chient ID{Client identification Code) AND Last Name

.
Please contact Customer Service Center at (800) 562.3022

#i  Client Eligibility Inquiry
ProviderOne Client 1D: -,\
Managed Care Information

Insurance Type Code

PCCM Code Plan/PCCM Name Plan/PCCM ID Plan/PCCM Phone Number PCP Clinic Name Start Date End Date
av av av av av av av av
HM: Health Maintenance Organization MC: Capitated WLP Fully Integrated Managed Care 201593810 (833) 731-2167 CHAS MAPLE MEDICAL 01/01/2019 12/31/2999
View Page: | 1 | ®co  MPagecount | | (@ savetaxis \dewinglBags:is

«Fist € Prev | ¥ Next

» Last





Washington State Department of Social and Health Services

CARE

Click Client Details On the Demographics Page, click View ProviderOne details

Demographics
Last name First name
Mi

Preferred name

Overview
Profile
Contact Details Pronoun(s)
N Client Details
Assessment H| v
Financial
Custom Tickler RAC Eligibility
SSN ACESID

Signatures Authorization

e =i ProviderOne ID
. - Notices e
Pending Initial 08-04-2022 D _ 5

ETR/ETP






Washington State Department of Social and Health Services

CARE

ProviderOne Demographics ProviderOne details
Addresses Managed Care
R sibili
ssponsility Start date End date Program Plan
Budgets ) )
01/01/2019 1231/2999 Fully Integrated Managed Care Wellpoint Washingron Inc

Home & Community Based

Nursing Home Record

AREP

Indicators

RAC « < B> »

Source System ldentifiers

Managed Care





Washington State Department of Social and Health Services

Example - BHSO

Managed Care Information
Health Plan Program Start Date End Date
Community Health Plan of Washington Behavioral Health Services Only Dgfo1f2022 12/31/2999

&  Managed Care Information

Ingurance Type Code PCCM Condhe FanPCCM Hamni PlanPCCM 1D Plan/PCCH Phot Number PCP Clinic Hame Stan Date End Date
av aT AT AT AT T AT AT
HM: Heath Maintenance Organization MC: Capitated CHPY Behavinral Heath Services Only 108040110 (800} 440-1551 Q02002 R0
Wiew Page: 1 © G || $Fage Comt | [ SavTols Wiewing Page: 1 @ Fisl | € Prav 3 Med 3 Lamt
Message(s):
Start date End date Program Plan

08/01/2022 12/31/2999 Behavioral Health Services ... Community Health Plan of ...





Washington State Department of Social and Health Services

Example — Fee-For-Service (FFS)

CHent Medical Information

ProviderOne 10 | B Hosplen Indicator: M (M)
Fiodlicare: Restriction Indicotor: Mo (M)
TPL Insuranos: DD Client Tidicator: had (M)

Placement Code:

Managed Care Information
Haalth Man Program Start Date End Data

AL Medical Information
ALl T Cowermpe Group Ellgiility Start Data Ketro Madical Dl ayed Cortlfication
[ ] SSI Categorically Needy (501) 06/ 0172021 Fea {N) Mo (4]

i Client Eligibllity Spans

Insurance Type Code Recipient Aid Category (RAC)H Benefit Service Package Elsgibility Start Date Eligibility End Date ACES Coverage Group

iV e . L & v o

MC: Madicaid 105 CHP DB 2021 123172999 s

Managed Care

No managed care information available for this client.





Washington State Department of Social and Health Services

Example — D-SNP

Managed Care Information
Health Plan Program Start Date End Date
Arcadian Health Plan Inc. Dual Eligible Special Needs Plan 08/01/2022 12/31/2999
United Health Care Community Plan Behavioral Health Services Only 01/01/2020 12/31/2999
#  Managed Care Information =
Insurance Type Code PCCM Code Plan/PCCM Name Plan/PCCM ID Plan/PCCM Phone Number PCP Clinic Name Start Date End Date
av AY av Av AvY AY av AY
HM: Health Maintenance Organization MC: Capitated UHC Behavioral Health Service Only 201609408 (877) 542-8097 01/01/2020 123112999
HM: Heaith Maintenance Organization MC: Capitated DSNP-Arcadian Health Plan Inc 220719301 (502) 580-8272 08/01/2022 12/31/2999

Managed Care

Start date End date Program Plan

01/01/2020 12/31/2999 Behavioral Health Services ... United Health Care Comm...

08/01/2022 12/31/2999 Dual Eligible Special Needs... Arcadian Health Plan Inc.





Washington State Department of Social and Health Services

Example — FFS Medicaid with D-SNP

Managed Care Information
Health Plan Program Start Date End Date
#  Coordination of Benefits Information ~
Service Type Code Insurance Type Code Insurance Co. Name & Contact Carrier Code Policy Holder Name Policy Number Group Number Plan Sponsor Start Date End Date
AY AY AY AY AY AY AY AY AY AT
30: Health Benefit Plan Coverage C1: Commercial UNITED HEALTHCARE INSURANCE COMPANY (952) 935-4947 H5008 Med Part D 01/01/2020 12/3172999
30 Health Beneft Plan Coverage C1: Commercial UNITED HEALTHCARE INSURANCE COMPANY (952) 936-4947 H5008 Med Part C-DSNP 010172021 1273172999

Managed Care

No managed care information available for this client.





Washington State Department of Social and Health Services

Example — Health Home

Managed Care Information
Health Plan Program Start Date End Date
Morthwest Regional Counil Health Home 07/01/2022 12/31/2999
Community Health Plan of Washington Behavioral Health Services Only 05/01/2020 12/31/2999

Insurance Type Code PLCM Code Plan/PCCM Nami Flan/PCCM 1D PlanPCCM Phofe Nuimiber PCP Clinic Mame Stan Dane End Duste
aw av AT AT iav av AT AT
HM: Health Mainenance Organzation MC: Capitated CHPW Behavioral Health Senvices Only 105010110 (800) 440-1561 050172020 1273112999
HM: Health Maintenance Orpanization MC: Capitated Horthwest Regional Council - Health Home Only 203087601 (800) SB85-6T49 o710z 1273129548

Managed Care

Start date End date

Program Plan

07/01/2022 12/31/2999 Health Home Northwest Regional Council

05/01/2020 12/31/2999 Behavioral Health Services ... Community Health Plan of ...

Does not pay claims






Washington State Department of Social and Health Services

Example - PACE

Managed Care Information
Health Plan

Program
Providence ElderPlace

Start Date End Date
Program of All-Inclusive Care for the Elderly 01/01/2022 12/31/2999
i Managed Care Information
Insurance Type Code PCCM Code Plan/PCCM Nama Plan/PCCM 1D Plan/PCCM Phone Mumber PCP Clinic Name Start Date End Date
AT AT AT AT AT AT e AT
HM: Health Maintenance Organization MC: Capitated PEPS Program of All-Inclusive Cara for the Eldarty 105011001 {208) 320-5325 o1012022 1273112995
Start date End date Program Plan

01/01/2022 12/31/2999

Program of All-Inclusive Ca...

Providence ElderPlace





		Slide 1: ACES

		Slide 2: ProviderOne

		Slide 3: CARE

		Slide 4: CARE

		Slide 5: Example - BHSO

		Slide 6: Example – Fee-For-Service (FFS)

		Slide 7: Example – D-SNP

		Slide 8: Example – FFS Medicaid with D-SNP

		Slide 9: Example – Health Home 

		Slide 10: Example - PACE




image14.emf
MCO care  coordination at a glance.docx
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MCO care coordination at a glance

Q: What is the role of a managed care organization? 

Managed Care plans (or organizations) are responsible to coordinate physical health, mental health, and substance use disorder treatment services to provide whole-person care under one health plan.  

Most Apple Health clients have managed care, which means Health Care Authority (HCA) pays a health plan a monthly premium for their coverage, which include preventive, primary, specialty, and other health services. Clients enrolled in managed care must see providers who are in their plan's provider network, unless prior authorized or to treat urgent or emergent care.​ 

These plans are responsible to coordinate across systems of care (like with us) to help ensure timely and coordinated transitions of care (from institution to community) and to meet the needs of clients in the community (depending on coverage and needs this includes primary care, specialists, DME, behavioral health services and SUD services and sometimes ongoing care coordination).



Q: Why engage the MCO for care coordination and transition support? 

Engaging and partnering with the MCOs will provide the client with the best transition plan and outcome. It will also help problem solve some of the real and many barriers that might exist to the overall plan and success for a client’s transition. For example: MCOs can support with coordinating medically necessary services (DME), supplies, and resources (home health, assigning primary care providers, assisting with transition setting searches, facilitating authorizations for covered medical services and behavioral health services). They can also negotiate contracts with SNFs and support individuals with post discharge care. 

Partnering across systems will:

· Increase our understanding of managed care services and supports

· Increase Managed care plans understanding of our system and how they can support shared clients

· Offer new thinking around ways to improve coordination and collaboration as community transition planning partners and ongoing care coordination partners.



Resources



[bookmark: _MON_1713352662]Chapter 22a: Managed Care pg. 22.9 through 22.17 Click Here



Q: How do I find out which MCO is involved with my client? 

A: On CARE WEB       Client Details       Demographics       Hyperlink “View providerOne detail”      Managed Care 

Example 

[image: Table

Description automatically generated]





[bookmark: _Hlk102046588]Q: I see different types of program types. What do they all mean? 

		Fully Integrated Managed Care (FIMC)

		MEDICAID: is a Medicaid (Apple Health) managed care plan that covers physical and behavioral health benefits for clients who are Medicaid eligible.



		Behavioral Health Services Only (BHSO)

		MEDICAID: is a Medicaid (Apple Health) managed care plan that covers only Behavioral Health Services.



		Dual- Eligible Special Needs Plan (D-SNP)

		MEDICARE is a Medicare Part C managed care plan that covers physical health benefits 



		Health Home

		MEDICAID: is a Medicaid (Apple Health) benefit that provides care coordination of medical, behavioral health and long-term services and supports for individuals of all ages. 









[bookmark: _Hlk102046618]

Q: How do I know where to send my request for care coordination? 

[bookmark: _Hlk102046658]you can find a list of MEDICAID and MEDICARE MANAGED CARE COORDINATION CONTACTS here HCS - Home and Community Services 

 [image: Graphical user interface, text, application

Description automatically generated]

The Excel list contains multiple tabs. The first tab – “Direction Guide” provides a short description of each tab to help you contact the correct entity.  



[bookmark: _Hlk102046686]Q: How to coordinate care 

1) Send a secure email to the corresponding MCO using the list mentioned above.  

a. In the ‘Subject’ line of the email, provide the need for care coordination request 

For example: [not an exclusive list by any means] 

· Care Coordination- Complex mutual client 

· Durable medical Equipment 

· Behavioral Health treatment 

b. In the body of the email, provide the following 

· Client name 

· Client Provider One (9-digit number ending in WA)

· Client Date of Birth (DOB)

· Summary of client’s barriers issue/need 



	

Q: I have more questions OR I need further support, who can I contact? 

	R1: Sarah Rogala sarah.rogala2@dshs.wa.gov 

	R2: Laura Botero laura.botero@dshs.wa.gov 

	R3: Genevieve Boyle genevieve.boyle@dshs.wa.gov 
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ProviderOne details

Managed Care

Start date End date
08/01/2021 1213172999
07/0112019 1213172999

Program
Health Home

Behavioral Health Services Only.

-

Northwest Regional Council
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Brochure Health Home Program in color.pdf

FOR CLIENTS

i_u Health Home Program

Washington

The Health Home Program provides care
coordination of medical, behavioral health
and long-term services and supports for
individuals of all ages.

A Health Home is a new Medicaid benefit
now available at no cost to you. Your
Health Home connects a network of local
organizations and agencies that work
together, including your providers.

Medicaid clients of all ages and Medicaid
clients who also receive Medicare may be
eligible for health home services.

The Health Home Care Coordinator:

« Supports you in improving your quality of life
o Helps with post-hospital care |

« Helps you manage multiple
providers

« Assists you in getting
appointments

o Identifies helpful community
resources

« Helps connect you to
available benefits

Visit the web site:

= healthhomes@hca.wa.gov '

1-800-562-3022







FOR PROVIDERS

Washington Health Home Program

Care Coordination for Healthier Clients

The Health Home Program provides care
coordination of medical, behavioral health and
long-term services and supports for eligible

individuals of all ages, at no cost to you or

your client. The program uses a network of
local agencies that work together to help

clients understand and manage their health
concerns. This helps reduce dependence on
emergency departments and prevents avoidable
hospitalizations.

Health Home Care Coordinators:

« Help coordinate services for eligible Medicaid clients with chronic
and complex medical and social needs

« Provide appointment assistance
o Identify gaps in care and remove barriers

 Connect clients to a broad range of benefits such as, medical and
behavioral health services, long-term services and supports,
and other social services

o Support successful transition from
hospital to other levels of care

o Link clients to community services
o Support improved quality of life

o Helps establish primary care
relationships

o healtﬁﬁomes@hta‘wa.gov
1-800-562-3022
TS
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HOME & COMMUNITY SERVICES

HCS Director Message

June s a beautiful month in the Pacific Northwest and an opportunity to truly celebrate the beauty of diversity on our teams. The
first week in June, DSHS leadership met to explore what it means to be an agency with Bold Vision and Brave Action. When | think about Bold

Vision, | think of the ways Home and Community Services leads the way, not only in Washington, but across the Nation, with innovative new
Kathy Kinnaman ;e such as Presumptive Eligibility (coming soon), Tailored Supports for Older Aduits and Medicaid Alterative Care setting the standard
for providing services to unpaid family caregivers; using new technology to help support and simplify the work of our staff; and investing in new Al technology to help

keep our clients safe in their own homes.

But when | think about Brave Action, | think about the work our staff has done throughout the pandemic and continues to do now the Public Health Emergency has
come to an end. Every person who works for HCS is an everyday hero, but for this update, | would like to take a moment to celebrate our Home and Community
Services staff in the regions.

Our regional staff are critically important to our work in HCS. They are truly the front door for our clients and communities. They are greeting and navigating clients in

>

About HCS

Applications

APS

HCS/AAA CDE Operations

Forms/Documents

Manuals/Reports

Contractors
* i o————
® Intervention Services Contractors

> Regional Information Spreadisheet

HCS Programs
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Behavioral Health Wraparound Support (BHWS) - email templates.docx
Behavioral Health Wraparound Support (BHWS) – email templates

All emails must be sent via secure email







Initial Contact / Initial Request for funding:

HCS/AAA: send email to MCO or the King County Behavioral Health – Administrative Services Organization (BH-ASO) with attached 13-712, service summary and assessment details.



Email Subject Line: Initial BHWS funding request – client’s initials (example: Initial BHWS funding request – DS)



Body of email*:

This client screened in as eligible for funding, using the established screening criteria. This email is to request shared funding of the client’s personal care or related services due to psychiatric disability.



This client’s barriers and needs are identified in the attached 13-712. Please see attached Service Summary and Assessment Details.



*if request is urgent (needed in fewer than 5 business days), note this in the email.





MCO/BH-ASO: confirm receipt within 2 business days.







Follow up (for use by all entities – HCS/AAA and MCO/BH-ASO):

Ongoing contacts are driven by client’s needs and barriers. There are no set timelines for when communication should occur, but should include all parties in all communications.



Email Subject Line: Follow up to BHWS funding request – client’s initials (example: Follow up to BHWS funding request – DS)



Body of email (two options):

· I am following up on this funding request.



· I want to provide the following updates (if applicable):



NOTE: Depending on the need for follow up, the 13-712, service summary and assessment details may need to be attached to the follow up email being sent to the MCO/BH-ASO.



BHWS email templates – October 2020

Page 1 of 2



Ongoing funding request:

AAA/HCS In-Home: send email to MCO/BH-ASO with attached 13-712, service summary and assessment details.

Email Subject Line: Ongoing BHWS funding request – client’s initials (example: Ongoing BHWS funding request – DS)



Body of email:

This client continued to screen in as eligible for funding, using the established screening criteria. This email is to request ongoing shared funding of the client’s personal care or related services due to psychiatric disability.

This client’s barriers and needs are identified in the attached 13-712. Please see attached Service Summary and Assessment Details.



Thank you for your coordination on this client.





MCO/BH-ASO: confirm receipt within 2 business days.
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