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SoonerCare
Behavioral Health Provider Manual

PURPOSE OF MANUAL

This manual isintended as a reference document for Oklahoma Health Care Authority contracted Behavioral
Health Providers. The primary purpose of this manual isto assist providers who are serving our SoonerCare
members. It contains requirements for participation in and reimbursement of behaviora health services. This
manual explains policies and procedures, covered services, and requirements to receive SoonerCare
compensation.

Additional information about the SoonerCare program is contained in the SoonerCare State Plan and
administrative rules. The official rules are published by the Oklahoma Secretary of State Office of
Administrative Rules as Title 317 of the Oklahoma Administrative Code. To order an official copy of these
rules, contact the Office of Administrative Rules at (405) 521-4911.

Providers are responsible for ensuring compliance with current contract requirements and state/federal Medicaid
policies pertaining to the services rendered. This manual does not supersede state/federal Medicaid rulesand is
not to be used in lieu of them.

Please send any comments, suggestions, or questions you have regarding this manual to the attention of:

Oklahoma Health Care Authority
Behavioral Health Department
2401 NW 23 Suite 1A
Oklahoma City, OK 73107
Erin.Meyer@okhca.org

Y our questions, comments and suggestions will help us to increase the usefulness of this manual.
The Oklahoma Health Care Authority (OHCA) staff appreciates all of the individuals and agencies who provide

behaviora health services to our SoonerCare members and it is our hope that this manual will better assist you
in continuing to provide excellent service.
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Oklahoma Health Care Authority
Web Linksto the Oklahoma Administrative Code

Outpatient Behavioral Health Agency
OAC 317:30-5-240-249
http://okhca.or g/xPolicyPart.aspx?id=562& chapter =30& subchapter =5& part=21& title=OQOUTPATIE
NT% 20BEHAVIORAL % 20HEAL TH% 20SERVICES

Psychologists
OAC 317:30-5-275-279
http://okhca.or o/xPolicyPart.aspx?id=564& chapter =30& subchapter =5& part=25& title=PSY CHOL
OGISTS

Case Management Agency
OAC 317:30-5-595-599
http://okhca.or a/xPolicyPart.aspx?id=588& chapter =30& subchapter =5& par t=65& title=CASE% 20
MANAGEMENT % 20SERVICES% 20FOR% 200VER% 2021

Psychiatrists
OAC 317:30-5-11
http://okhca.or g/xPolicyPar t.aspx?id=542& chapter =30& subchapter=5& part=1& title=PHY SI CI AN
S

Children’sInpatient Psychiatric
OAC 317:30-5-95.1 — 95.42
http://okhca.or g/xPolicyPart.aspx?id=547& chapter =30& subchapter =5& part=6& title=sI NPATIENT
% 20PSYCHIATRIC%20HOSPITALS

Residential Behavior Management Servicesin Group Settings and Non-Secur e Diagnostic and
Evaluation Centers
OAC 317:30-5-1040-1047
http://okhca.or g/xPolicyPart.aspx?id=610& chapter =30& subchapter =5& part=105& title=RESIDEN
TIAL% 20BEHAVIORAL % 20MANAGEMENT % 20SERVICES% 20l N% 20GROUP% 20SETTIN
GS% 20AND% 20NON-SECURE% 20DIAGNOST | C% 20AND% 20EVAL UATION% 20CENTERS

. Therapeutic Foster Care (Residential Behavior Management Ser vices)

OAC 317:30-5-740-746
http://okhca.or g/xPolicyPart.aspx?id=597& chapter =30& subchapter =5& part=83& title=RESIDENTI

AL % 20BEHAVIOR% 20MANAGEMENT% 20SERVICES

. Telemedicine

OAC 317:30-3-27
http://okhca.or g/xPolicyPart.aspx?id=538& chapter =30& subchapter=3& part=1& title=GENERAL %
20SCOPE% 20AND% 20ADM INISTRATION
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. Uniform Electronic Transaction Act
= OAC 317:30-3-4.1
= http://okhca.or g/xPolicyPart.aspx?id=538& chapter =30& subchapter =3& part=1& title=GENERAL %
20SCOPE% 20AND% 20ADMINISTRATION

J. Insure Oklahoma (10 and IP)

= OAC 317:45-1-11

= http://okhca.or g/xPolicyTOC.aspx?id=48& chapter =45& title=INSURE% 200K LAHOMA/OKLAH
OMA% 20EM PL OY ER% 20AND% 20EM PL OY EE% 20PARTNERSHI P% 20FOR% 20l NSURANC
E% 20COVERAGE

K. Licensed Behavioral Health Provider
= OAC 317:30-5-280-283
= http://okhca.or g/xPolicyPart.aspx?id=655& chapter =30& subchapter =5& part=26& title=L | CENSED
% 20BEHAVIORAL % 20HEAL TH% 20PROVIDERS

August 2010 9of 104



http://okhca.org/xPolicyPart.aspx?id=538&chapter=30&subchapter=3&part=1&title=GENERAL%20SCOPE%20AND%20ADMINISTRATION

http://okhca.org/xPolicyPart.aspx?id=538&chapter=30&subchapter=3&part=1&title=GENERAL%20SCOPE%20AND%20ADMINISTRATION

http://okhca.org/xPolicyTOC.aspx?id=48&chapter=45&title=INSURE%20OKLAHOMA/OKLAHOMA%20EMPLOYER%20AND%20EMPLOYEE%20PARTNERSHIP%20FOR%20INSURANCE%20COVERAGE

http://okhca.org/xPolicyTOC.aspx?id=48&chapter=45&title=INSURE%20OKLAHOMA/OKLAHOMA%20EMPLOYER%20AND%20EMPLOYEE%20PARTNERSHIP%20FOR%20INSURANCE%20COVERAGE

http://okhca.org/xPolicyTOC.aspx?id=48&chapter=45&title=INSURE%20OKLAHOMA/OKLAHOMA%20EMPLOYER%20AND%20EMPLOYEE%20PARTNERSHIP%20FOR%20INSURANCE%20COVERAGE

http://okhca.org/xPolicyPart.aspx?id=655&chapter=30&subchapter=5&part=26&title=LICENSED%20BEHAVIORAL%20HEALTH%20PROVIDERS

http://okhca.org/xPolicyPart.aspx?id=655&chapter=30&subchapter=5&part=26&title=LICENSED%20BEHAVIORAL%20HEALTH%20PROVIDERS



Provider Manual

Section |1:

Prior Authorization Processfor
Outpatient Behavioral Health

Agencies

August 2010 10 of 104





Provider Manual

Prior Authorization Standardsfor OHCA and ODMHSAS
Outpatient Behavioral Health Agencies

Individuals enrolled in the following plans require prior authorization for behavioral health services by APS
Healthcare, Inc.:

= SoonerCare Choice,

= SoonerCare Traditional, and

= Insure Oklahoma- Individua Plan (aka OEPIC-1P)

= ODMHSAS contracted providers as specified by ODMHSAS
APSHOURS OF OPERATIONS

APS office hours are from 8:00 am. to 5:00 p.m. Monday through Friday, except national holidays. APS staff
members are available after hours for initial inpatient prior authorization calls only.

INFORMATIONAL WEB SITE FOR PROVIDERS SPONSORED BY APS
Forms and Manuals are located at www.SoonerPRO.com

In order to ensure that you will receive regular updates on system changes (changes in requirements, process,
etc.) be sure to subscribe to e-mail updates on SoonerPRO.

The APS Help Desk can be reached at SoonerProHel pDesk @apshealthcare.com.

Please do not send requests, service plans or any other HIPPA Protected Headlth Information by e-mail or
through the SoonerPro website.

PRIOR AUTHORIZATION OF BEHAVIORAL HEALTH SERVICES
= Providers can submit Customer Data Core (CDC), prior authorization requests and other information in one
of the following ways:
= APS CareConnection®, available through www.SoonerPRO.com (Click on the APS CareConnection®
link on the homepage) or visit https.//careconnecti onok.apshealthcare.com.
= EDI (electronic datainterface) — Some local software vendors have developed systems to allow agencies
to use their own paperwork and “upload” the required elements to CareConnection®.

= All eectronically submitted requests will be completed within afive business day timeframe.

=  SoonerCare and ODMHSAS outpatient prior authorizations are issued for 1-6 months, depending on
request type or level of care.

= All Insure Oklahoma prior authorizations are issued for 1-3 months, regardless of level of care.

= Providers may also call APS at (800)762-1560 for assistance in completing the request forms, or any other
guestions regarding the PA process.

= Billing questions should be directed to the OHCA (HP) Provider Helpline at 1-800-522-0114.

WEB REQUESTS

Providers are encouraged to utilize the internet-based request system, CareConnection®. Providers who choose
this option will need to register their staff with APS to obtain user log in identification information. The request
form may be downloaded from www.SoonerPro.com (Resources tab, Downloadable Forms from the left hand
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navigation bar, CareConnection Forms folder) and faxed to APS at 800-762-1639. Providers must designate
staff as one of the following roles:

= Utilization Manager: able to submit requeststo APS and view all requests submitted by the agency,

= Direct Service Provider: able to submit requests to APS as determined by the agency and able view only
their own requests, or

= Delegate: not able to submit requests to APS but able to view their own requests.

Providers may register as many employees as they wish. All employees will have their own logons and
passwords to APS CareConnection®.

APS CareConnection® and SoonerPro are different websites:

= Agencies and their staff members may subscribe for email Community Bulletin Board updates at
www.SoonerPro.com. Registration is not required to download forms or view information.

=  APS must process CareConnection® (secure) registrations. Assigned logons and passwords will be emailed
to staff members within three business days.

The organization/agency logon for CareConnection® will be created by APS with the receipt of the first request
to register an employee in APS CareConnection® and the agency record will be associated with the
SoonerCare numbers on the request.

If you did not include all locations/SoonerCare numbers, you may not be able to submit a request for that
SoonerCare  provider number. Please notify APS, by caling or sending an emal to
SoonerProHel pDesk @apsheal thcare.com, to add your SoonerCare provider number to the correct site.

Providers using the web application will have the ability to save the request on the APS system and to print a
hardcopy of the document.

PROVIDER ELIGIBILITY

Each site must be clearly affiliated with and under the direct supervision and control of the contracting facility.
Each site operated by an outpatient behaviora health facility must have a separate provider number. Failure to
obtain and utilize site-specific provider numbers will result in disallowance of services. Questions about how to
become a SoonerCare Provider may be addressed with OHCA’s Contracts Services Division (Provider
Enrollment), or with ODMHSAS for ODMHSAS contracted facilities.

NEWLY CERTIFIED FACILITIES/SITES

Facilities need to submit information (mailing address, telephone and fax numbers) to the Director of Provider
Relations and Training at APS (See Provider Change of Demographic Information Request). Providers begin
submitting requests prior to receiving their new provider number from OHCA. In this situation, complete
requests will receive a “Courtesy Review” decision which will suffice until the facility acquires their new
provider number. When the new provider number has been acquired, the provider will be responsible to notify
APS immediately, by fax or mail. Once the provider number has been verified and entered into the APS
database, PA numbers can be issued to the facility.

Download the APS provider registration request from www.SoonerPro.com and submit via fax to 1-800-762-
1639.
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CLOSED SITES
If you have a closed site or agency office, please fax a letter to Provider Enrollments at (405) 530-3224. The
faxed letter needs to include the following information:

= The letter needs to be on the agency letterhead,

= |t needsto be signed by someone who is authorized to sign contracts for the agency.
=  They need to request OHCA to “terminate the contract for the site.”

= Name of the closed agency/site.

= Provider number of the closed site.

= Address of the closed site.

This will help all of us. OHCA and the public, to have an accurate, active provider list for referrals. If you
have any questions about this process, please call provider enrollment at (800) 522-0114, option 5.

SOONERCARE MEMBER ELIGIBILITY
APS CareConnection® verifies if the member’s benefits are active in the Medicaid Management Information
System (MMIS) digibility file.

For providers, if the eligibility file indicates that the member does not currently have active SoonerCare
benefits, providers may submit a “ Courtesy Review” request and APS will complete the review based on the
information submitted. The review will remain in “Courtesy Review” status until benefits have been
determined, at which time it is the provider’s responsibility to notify APS, by fax or mail. Once APS has
verified the SoonerCare benefits, an authorization number will be assigned. A prior authorization number will
not be assigned if the member does not have active SoonerCare benefits or if the Health Program does not
include behaviora health benefits. The PA will date back to when the request was originally received by APS,
subject to the eligibility dates contained in the MMIS system.

Providers may check the OHCA Recipient Eligibility Verification System (REVS) at 1-800-522-0310. For
instructions on using REVS, call 1-800-767-3949. Providers can aso check for active benefits on the
SoonerCare Secure Site with their 8-digit pin number, or call the OHCA Provider Helpline at 1-800-522-0114
for assistance.

ODMHSASMEMBER ELIGIBILITY

For ODMHSAS providers, if the individual does not have SoonerCare, or ODMHSAS dligibility, providers will
need to request a Member 1D on the SoonerCare secure site. For ODMHSAS Adolescent Inpatient patients who
are identified as being qualified for ODMHSAS, but not qualified for SoonerCare benefits, providers will need
to complete atelephonic review with APS (in case it is found that the individual does qualify).

SOONERCARE LIMITATIONS AND EXCLUSIONS

Payment is not made for outpatient behavioral health services for children who are receiving Residential
Behavioral Management Services in a Group Home or Therapeutic Foster Care unless authorized by the OHCA
or its designated agent as medically necessary. Adults and children in Facility Based Crisis Intervention
Services cannot receive additional outpatient behavioral health services.

Payment is not made to outpatient behavioral agencies or providers for SoonerCare members who are residents

of nursing facilities. The individual provider may contract with the nursing facility to seek reimbursement; the
OHCA isnot a party to these relationships and is not liable for payment.
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Payment is not made to outpatient behavioral agencies or providers for SoonerCare members who have
medically necessary |EP health-related services provided by the school. In these circumstances, the school is
the SoonerCare contracted provider. Individua therapists and other medical providers may not directly bill the
OHCA for these services. The individual provider may contract with the school to seek reimbursement from
the school; the OHCA is not a party to these relationships and is not liable for payment. If you have further
guestions regarding IDEA (Individuals with Disabilities Education Act) medical billing related questions, you
can contact Sue Robertson with OHCA at (405) 522-72609.

In accordance with 42 CFR 435.1009 children in correctiona institutions do not qualify for BH services.
435.1009 states FFP is not available in expenditures for services provided to: (1) Individuals who are inmates of
public institutions as defined in 435.1010. 435.1010 In part- Inmate of a public institution means a person who
isliving in apublic institution.

PCP BEHAVIORAL HEALTH SCREENING AND REFERRAL

PCPs who are Medical Home providers have been encouraged to conduct a screening and brief intervention for
their members for the purpose of identifying behavioral health problems, and to make referrals to LBHPs for a
more thorough assessment and services, if needed. All agencies are encouraged to make contact with the
PCP/Medical Home offices in the areas they serve so that the physician can refer easily to agencies for an
LBHP evaluation, it is expected that the member be seen within 72 hours after seeing the physician. The LBHP
in the agency is expected to contact the referring physician with results of the assessment and plan of service, in
order to work collaboratively with the member’s Medical Home.

EDUCATIONAL OPPORTUNITIES
APS offers monthly Introduction to the Outpatient Prior Authorization Process and CareConnection® training
viatheweb. Please click on the News tab on www.SoonerPro.com and select Provider Trainings for details.

APS will announce additional training sessions on www.SoonerPro.com website.

Providers are encouraged to recommend training topics to APS.  APS will also work with providers to identify
locations, training topics, develop specific training programs and conduct on-site training sessions at the request
of providers.

All training materials and requests must be approved by OHCA in advance.
PRIOR AUTHORIZATION PROCESS
There aretwo types of processesfor Prior Authorization (PA):

1). Instant Prior Authorization: These services are authorized automatically with the submission of a Customer
Data Core (CDC).

The Instant PA process applies to the following:
= Activation of Pre-admission Services for both SoonerCare and ODMHSAS members (additional
information below*); and
= Activation of the following services for ODMHSAS members:
= Detox- level of care SN, 7 day authorization period,;
= Halfway house- level of care CL, 6 month authorization period;
» Residentia Treatment (Substance Abuse and Mental Health)- level of care Cl, 6 month authorization
period;
=  Community-Based Structured Crisis Care (CBSCC)- level of care SC, 5 day authorization period;
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Mental Health Housing and Residential Care Services- service focus 11, level of care CL, 6 month
authorization period;

Mental Health Inpatient- level of care HA, 10 day authorization period,;

Recovery Services- service focus 11, level of care OO, 6 month authorization period;

Day School and Divorce Arbitration- service focus 23, 6 month authorization period,;
Prison-related Services - service focus 09, 6 month authorization period.

Providers are encouraged to utilize the Pre-admission Services prior to submitting an Outpatient
Request for Prior Authorization.

I nfor mation about the Pre-admission Servicesis as follows:

In CareConnection®, submission of Section One which is Transaction Type 21 on the Customer
Data Core (CDC) isrequired for al outpatient behavioral health agencies.

Once the CDC Transaction Type 21 has been submitted in CareConnection® an instant authorization
number for the Pre-admission Services (PG038) will be issued. The start date of the authorization
will be the Transaction Date listed on the CDC.

The CDC section one (Transaction Type 21) can be submitted in CareConnection® up to seven days
after the date of the first appointment (transaction) with the member/customer. The Pre-admission
Services authorization is the only time that a retroactive authorization can be issued.

The length of the authorization for PG0O38 is 30 days.

The end date of PG038 can be extended if needed by submitting a Correction Request. The new end
date needs to be included on the correction request.

PG038 includes the initial assessment code (H0031) and Service Plan Development code (H0032).
The maximum benefit amount for PG038 is $483.00. This total of $483.00 includes the assessment
(HO031) and the Service Plan Development (H0032).

The Pre-admission Services, Procedure Code Group PG038 has a listing of procedure codes which
can be used as clinically appropriate and medically necessary. Daily limits still apply. The
procedure codes in the Pre-Admission services can be utilized in any order and frequency.

The services listed as Pre-admission Services can be located at
http://www.soonerpro.com/Resources/M anuals.aspx under Outpatient (“Procedure Code Groups’).
Once the Initial Prior Authorization Request has been approved in CareConnection®, the PG038
will be end dated. The PGO38 will end date the day prior to the start of the initia prior authorization
request.

For SoonerCare, a completed initial assessment and a valid service plan are required before
providing any of the services approved in the initial request for treatment authorization (level of
care procedure code groups).

One per consumer, per agency unless there has been a gap in service of more than six months and it
has been more than one year since the previous Pre-Admission PA was issued.

2). Outpatient Request for Prior Authorization: Services are authorized with the submission of a CDC and a PA
Request which must meet medical necessity criteria.

CUSTOMER DATA CORE (CDC)

The Customer Data Core (CDC) is a multi-purpose form. This form records pre-admissions, admissions,

changes in treatment, level of care, and discharges. The CDC collects socio-demographic information about

the customer in addition to diagnostic information. The CDC is designed to collect National Outcome

Measures (NOMs).

The collection of CDC information or NOMs will allow agencies to obtain outcome monitoring reports.
The reports were designed for each agency to look at its own practices and to compare agency to agency.
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For questions, please call the ODMHSAS Helpdesk at (405)522-0318 or 1-877-522-0318 or you may send
an email to the hel pdesk @odmhsas.org.
For al initial and extension requests, section two of the CDC will be required.
When you cannot compl ete the data fields for the CAR, ASI, or T-ASl, please enter the following numbers:
= CAR:99
= ASI:9
= T-ASI:9
If the customer is younger than 18, section three will be required.
The CDC must be completed within 30 days of the PA Request.

OUTPATIENT REQUEST FOR PRIOR AUTHORIZATION
In addition to submitting a CDC, the Outpatient Request for Prior Authorization also requires a completed PA
Request:

PA Requests need to be submitted no less than five (5) caendar days and no more than fifteen (15) calendar
daysin advance of the expiration of the current authorization period.

All PA Requests must be dated within 30 days of receipt by APS.

Requests that are more than 30 days old, based on the date the CAR, ASI or T-ASI evauation was
completed and the date that APS received the request, will be technically denied.

APS will not retroactively authorize or back date any Outpatient Behavioral Health Services, unless so
specified, for example the Pre-Admission Services PA or the Admit to Outpatient/Step-Down PA. The start
date for services cannot precede the date that APS received the complete PA Request. Time required for
APS to complete the review process will not change the start date for services.

The PA Request that is submitted to APS for review is not the same thing as a service plan.

The responsible Licensed Behavioral Heath Providers (LBHP) must ensure the accuracy and the
appropriateness of the PA Request. Clinicians submitting a web Request are responsible for ensuring that
their agency has all required signatures and signature dates on the service plan by submitting their electronic
signature.

Since PA numbers are facility/site specific, all services and the corresponding facility/site must be identified
in the request.

Types of PA Requests
Initial Request for Treatment:

An Initial Request for Treatment is submitted when an individual has not received outpatient behavioral
health services, except for Pre-admission Services, within the last six (6) months.

Completion of the CDC is required within 30 days of the PA Request.

PA numbers are not issued until a completed PA Request and CDC have been received.

The PA Request and CDC can be submitted on CareConnection® or uploaded to CareConnection® via
EDI.

Extension Request:

The member has been receiving outpatient behavioral health services within your agency within the last six
(6) months, and the member meets medical necessity criteriafor continued treatment.

Completion of the CDC on is required within 30 days of the PA Request.

If the member changes levels of care to or from a specialized level such as RBMS or ICF-MR during an
authorization period, a modification request must be submitted to begin the new level of care. APS will
adjust the current PA accordingly.

If the member has an inpatient behavioral health admission during an authorization period, the provider may
continue to bill on the existing PA number from the day of the inpatient discharge forward through the end
of the PA. ODMHSAS-funded providers may provide a limited number of outpatient services to the
individual while in inpatient, if included in their contract and authorized. These services include Case
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Management, Intensive Case Management, Community Recovery Support/ Recovery Support Specialist,
Family Training and Support, and Behavioral Health Aide.

= |f the member’'s PA number has expired during the inpatient stay, an extension request will need to be
submitted to resume services. An Automatic Step Down/After Care- PG014 can be requested or whatever
level of careisclinically appropriate.

= The PA Request and CDC can be submitted on CareConnection® or uploaded to CareConnection® via
EDI.

Substance Abuse/Integrated Request:

= If you are submitting a Substance Abuse/Integrated Request, you will complete either the CAR or the
ASI/T-ASI. If you choose to complete the ASI/T-ASI, enter O (zero) for the CAR scores and you will
complete the ASI/T-ASI scores. For ODMHSAS recipients, the ASI/T-ASI is required on al Substance
Abuse Requests, and both the ASI/T-ASI and CAR are required on all Integrated Requests.

Modification of Current Authorization Request:

= The member symptoms require more frequent services than the procedure group allows. Current monthly
limit must be near exhaustion before a modification can be requested.

= |If the member changes levels of care to or from a specialized level such as RBMS or ICF-MR during an
authorization period, a modification request must be submitted to begin the new level of care. APS will
adjust the current PA accordingly.

=  The Modification Request must be within the current PA period.

= Thetime period of an authorization will not be modified.

= The number of Modification Requests submitted within an authorization period should not exceed one per

month.

The start date of the modified authorization will be the date the Modification Request is received by APS.

The end date of the Modification Request will remain the same as the current authorization.

The modification must clearly state the reason for the requested modification.

A new CAR, ASI, or T-ASI will need to be submitted if it has been more than 30 days since the current PA

was issued.

= Interpretive summary needs to be updated to include the current, critical, clinical information in
behaviorally descriptive terms to support the need for the higher procedure group.

= APS processes these requests within 3 business days.

The modification request can be submitted on CareConnection® if the origina request was submitted on
CareConnection®. If the original request was uploaded to CareConnection® via EDI, the modification can be
submitted by faxing either a completely new Outpatient Request for Prior Authorization, OR the last Request
with updated information, to APS.

Correction Request:

= A Correction Request must be submitted when a provider finds any errors or discrepancies on a PA (i.e,
typographical error, wrong provider number, wrong procedure group code, wrong Recipient ID number,
etc.) regardless of who made the error. APS processes these requests within five (5) business days.

= A Correction Regquest must also be submitted if the PA needs to be split between two different sites within
the same agency. Be sure to provide the dollar amounts of how the monthly cap will be split.

= If the request was submitted via CareConnection®, the correction request can be submitted on
CareConnection®.

Status Request:

= |f afacility has not received a response from APS on an Initial, Extension, Modification Request, Clinical
Correction Notice Response or Correction Request within five (5) full business days, providers may locate
the review status in APS CareConnection®.

= All submission types; faxed Modification or Correction Requests, any CareConnection®, or any EDI upload
can check the status of their request anytime on CareConnection.
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Request for an Extra Unit BH Service Plan Development, Low Complexity:

= This procedure code group (HO032 TF) is available when the authorization has expired, but the time
requirement to complete another behavioral health service plan development, moderate complexity is not
met.

Types of Responses

Clinical Correction Notice:

= An APS Reviewer will assess each request for overall completeness of the required elements and al
necessary supporting documentation.

= |If the faxed request is incomplete, or the review coordinator needs additional information to determine the
medical necessity of the requested services, the facility responsible for the request will receive a fax titled
“Clinical Correction Notice” stating what additional information is needed to process the request.

= |f the CareConnection® request isincomplete, it will be returned to the provider for correction. The status
of the request in CareConnection® will be “CORRECTION”; the Note to Provider in the Services
Requested section of the request will state what additional information is needed to process the review.
Once the corrections are complete, submit the request to APS for final processing.

= The facility has ten (10) calendar days from the date on the Clinical Correction Notice in which to respond.
If there is no response within the required 10 days, the request will be technically denied.

= All requests with a Clinical Correction Notice generated will be dated from the date the original request was
received if the provider responds within the 10 calendar days.

Clinical Correction Notice Response:

= When a provider responds to an APS Clinical Correction Notice, all requested information must be
addressed to avoid a Technical Denial.

= Add the information to the CareConnection® request as indicated in the Note to Provider, save the request
and then submit to APS.

Courtesy Review Decision (For SoonerCare Only Providers):

= A Courtesy Review Response is required from a provider when responding to an APS Courtesy Review
decision notice.

= The one page “Courtesy Review Response” and requested information regarding member’s digibility. The
Courtesy Review Response notifies APS that the member qualifies for services, and requests a PA number
for the services that have been authorized. This applies to EDI uploaded requests and those submitted via
CareConnection®.

= |tisthe provider sresponsibility to notify APS when a member qualifies for SoonerCare/Insure Oklahoma.

Courtesy Review Decision Response (For SoonerCare Only Providers):

= A Courtesy Review Response is required from a provider when responding to an APS Courtesy Review
decision notice. It is the provider's responsibility to notify APS when a member qualifies for
SoonerCare/Insure Oklahoma.

= Forms to Submit: The one page “Courtesy Review Response” and requested information regarding
member’s digibility. The Courtesy Review Response notifies APS that the member qualifies for services,
and requests a PA number for the services that have been authorized. This applies to faxed requests, EDI
uploaded requests and those submitted via CareConnection®.

= |tisthe provider’ sresponsibility to notify APS when a member qualifies for SoonerCare/Insure Oklahoma.

Technical Denial Decision:

=  APSwill issue aTechnica Denial when aprovider fails to show that a member meets the Medical Necessity
Criteriafor the services being requested.

= APS may issue a Technical Denia in response to Initial, Extension, and Modification Requests, or Clinical
Correction Notice Response.
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REFERRALSAND APPEALS PROCESS

Referral to a Consultant

= |f the Clinical Reviewer is unable to determine the medical necessity of a request based upon the criteria,
the case will be referred to a Clinical Consultant. APS will provide notification back to the provider within
5 business days of receiving the completed request concerning the outcome of the REFERRAL. The referral
decision may be an approval of the origina request, a modification of the request, or a denia. When a
consultant requires more information, the Clinica Reviewer will indicate the needed information in the
Note to Provider in the Services Requested section of the CareConnection® request and return the request to
the provider for correction. The provider has ten (10) calendar days to submit the needed information to
APS. The start date for services will be the date the request was submitted to APS and the provider will not
lose days based on the provider’s response time if the information is received within the ten calendar days.
If there is no response within the ten calendar days, atechnical denial will be issued.

Appeals Process

SoonerCare:

= |If the member (or parent/guardian of a minor) wishes to appeal a decision, a hearing with OHCA may be
requested. This request must be filed within twenty (20) days of receipt of the denial decision. Contact the
Docket Clerk, OHCA, (405) 522-7217. The member will be further instructed on filing appeals through the
Oklahoma Health Care Authority and the appropriate forms necessary for compl etion.

ODMHSAS:
= |f the recipient (or parent/guardian of a minor) wishes to appea a decision, they may contact Jacki
Millspaugh, Director of Treatment and Recovery, at (405) 522-3863.

MEMBER CHANGES SERVICE PROVIDER FACILITY

= There are severa instances when members may change their service provider. A member may choose to
discontinue receiving behavioral health services from one facility and receive those services from another
facility. When this occurs, the latter facility submits a complete PA request and in the first line of the
interpretive summary documents a letter of termination has been signed and includes the date the member
and/or legal guardian signed the letter indicating hisgher desire to change behaviora health service
providers.

= |f an agency does not have a letter of termination, one can be found on www.SoonerPRO.com.

= If afacility submits a PA request for a member who has a current authorization with another facility, a
Clinical Correction Notice will be issued to the facility requesting a termination letter or a letter of
collaboration.

=  The current PA will be end-dated and a new PA will be issued when atermination letter is received.

MEMBERS TRANSFERING FROM ONE AGENCY SITE TO ANOTHER

= A member may choose to transfer to another site/location within the same agency, because of a clinician
transfer, convenience of location, or the facility will close a site and transfer members to another. Each site
operated by an outpatient mental health facility must have a site-specific provider identification number.
Authorizations are member and site-specific. Therefore, the site the member transfers to faxes the one page
“Qutpatient Transfer Request” found on www.SoonerPro.com showing the required end date for the old site
and begin date for the new site. The current PA will be end-dated and a new PA will be issued for the new
site with the same end date of the origina PA. The procedure group will be prorated based upon the
original PA.
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TRANSFERING MULTIPLE MEMBERSFROM ONE SITE TO ANOTHER

This procedure has been set up for providers with multiple sites that may need to move a large group of
members from one facility site to another. This will occur when a new site is opened or a current site is
closed. To request the transfer process for a group of members the provider will need to contact the APS BH
Manager to discuss the specific facility.

If the APS BH Manager approves the group for the transfer process, the facility will fax the one page
”Outpatient Transfer Request” for each member being transferred.

The request must include the date of the transfer. APS will then end date the current authorization at the old
Site the day prior to the transfer date. The procedure group will be pro-rated based on the origina PA. A
new PA number will be generated for the new site. The start date will be the date indicated on the request
with the end date being the end date of the original authorization from the old site.

The transfer procedure is not designed for clinicians that are changing provider agencies and their members
who are following them.

COLLABORATION BETWEEN PROVIDERS ON MEMBER CARE

Many facilities are not able to provide afull array of services to members in need and/or members may not
choose to receive al of their services from one facility. It is expected that facilities will collaborate on
behalf of the member’ s best interests and choice of facility.

When there are two agencies requesting behavioral health services for a member, aletter of collaboration is
required. The letter of collaboration should be signed and dated by both the providers and by the member
and/or legal guardian indicating his/her desire for services to be provided by both facilities. The letter must
indicate how the facilities will split the monthly dollar cap for the level of CAR/ASI/T-ASI indicated.

When two or more agencies, or two or more sites within the same agency, are collaborating on a member’s
care, they will share the monthly limit based the Level of Care indicated by the CAR/ASI/T-ASI; each
agency does not get the maximum monthly limit.

If the authorization for one of the agencies has been issued, it will be modified if it is different from what is
indicated on the letter of collaboration.

SoonerCare covers children who receive hospice services. When a child is in hospice they can only receive
continued BH services and medication training/support |F these services were initiated prior to the Hospice
admission, or when needed for other BH issues outside of their terminal illness diagnosis and treatment.

Once the child is admitted to hospice APS will need a letter of collaboration to ensure there is no
duplication of services.

If an agency does not have aletter of collaboration, one can be found on www.SoonerPRO.com.

If the request is being submitted via CareConnection®, the provider will document that the Letter of
Collaboration is on file and include the name of each agency as well as how the facilities will split the
monthly dollar cap for the level of CAR/ASI/T-ASI indicated in the “Current” section of the
CareConnection® request.

If there is a question about the letter of collaboration or the dollar values are being disputed, the APS
reviewer may require the providers fax the Letter of Collaboration.

MEMBER NAME AND/OR SOONERCARE ID NUMBER CHANGES

A member’s name and/or SoonerCare ID number may change as the result of an adoption or change in
custody. Authorizations are member and site-specific. Therefore, the agency will need to fax the one page
“Outpatient Transfer Request” found on www.SoonerPro.com showing the member’'s old name and
SoonerCare ID number as well as the member’s new name and new SoonerCare ID number. The current
PA will be end-dated and a new PA will be issued for the name and/or 1D with the same end date of the
origina PA. The procedure group will be prorated based upon the origina PA.
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AUTHORIZATION NUMBERS

APS will assign a recipient and provider site-specific PA number to each approved PA request. This recipient
and provider site-specific PA number will be submitted to the MMIS on a batch basis each night. Each PA
number will be associated with from/through dates by service and month to indicate the length of time and the
procedure group being authorized by APS.

SERVICES REQUIRING NO PRIOR AUTHORIZATION
The following services for each SoonerCare Traditional member do not require prior authorization. The annual
(calendar year) maximum allotted is identified.

1 unit is alowed per month, per member,
without prior authorization.

All units allowed w/o PA, following OAC
317:30-5-241.

Medication Training and Support

Crisis Intervention

The following services for ODMHSAS consumers do not require prior authorization.

Generic ID Services e.g. consultation, training, outreach
Non-1D Crisis Services Crisis when the customer can't be identified
Disaster Services Invoked for specific disasters

AXISIV DIAGNOSISINFORMATION
= Thereisascaleon DSM-IV-TR--caled Axis IV--which divides stressors into general categories. AxisIV is
asix point rating scale for psychosocial stressors that contribute to the presentation of the current disorder.
The coding ranges from none to catastrophic.
= None: No identifiable stressors.
=  Mild: Starting graduate school, having a child leave home.
= Moderate: Marriage, marital separation, loss of job.
=  Severe: Divorce, birth of first child, extreme poverty.

Here are afew examples:
= AXISIV: PSYCHOSOCIAL STRESSORS
= Problemswith primary support group--e.g., death of afamily member; health problemsin family;
disruption of family by separation, divorce, or estrangement; removal from the home; remarriage of
parent; sexual or physical abuse; parental overprotection; neglect of child; inadequate discipline;
discord with siblings; birth of asibling

* Problemsrelated to the social environment--e.g., death or loss of friend; inadequate social support;
living alone; difficulty with acculturation; discrimination; adjustment to life-cycle transition (such as
retirement)

= Educational problems--e.g., illiteracy; academic problems; discord with teachers or classmates;
inadequate school environment

= QOccupational problems--e.g., unemployment; threat of job loss; stressful work schedule; difficult work
conditions; job dissatisfaction; job change; discord with boss or co-workers
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= Housing problems--e.g., homelessness; inadequate housing; unsafe neighborhood; discord with
neighbors or landlord

= Economic problems--e.g., extreme poverty; inadequate finances

» Problems with access to health care services--e.g., inadequate health care services; transportation to
health care facilities unavailable; inadequate health insurance

= Problemsrelated to interaction with the legal system/crime--e.g., arrest; incarceration; litigation; victim
of crime

= Other psychosocial and environmental problems--e.g., exposure to disasters, war, other hostilities;

discord with non-family caregivers such as counselor, socia worker, or physician; unavailability of
socia service agencies

LEVELSOF CARE AND SPECIALIZED SERVICES

Levels/Services OHCA and ODMHSAS | OHCA Only ODMHSAS Only
Pre-admission X

Prevention and  Recovery X

Maintenance, I, Il, Ill, and IV

0-36 months levels of care X

RBMS X
ICF/MR X
Psychological Evaluation X
Exceptional Case X

Automatic Step Down/After X

Care

Children’s Day Treatment X
TANF/ Child Welfare X

Adult Drug Court Outpatient

Prison Related Services

Recovery Services

Non-ODMHSAS/Non-OHCA
Funded Services

Detox

Halfway House

Residential Treatment

Day School

CBSCC

Mental Health Housing and
Residential Care Services

Mental Health Inpatient

Generic ID Services

Non ID Crisis Services

Disaster Services

Mobile Crisis

Long-Term Inpatient

SKXXXXXX XXX XXX X [PX[X[X

Med Clinic Only
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| Family Support Contacts | | | X

Levels of Care and Specialized Services can include other categories as determined by OHCA, and
ODMHSAS. For alist of current Levels of Care/Specialized Services Prior Authorization Groups, including
the dollar cap dlowed and the list of services for each group, go to
http://www.soonerpro.com/Resources/M anual s.aspx under Outpatient (“ Procedure Code Groups”).

The numericaly based levels of care are designed to reflect the member's acuity as each level of care, in
ascending order. Some examples of additiona levels of care are Exceptional Case, 0-36 months, ICF/MR,
Recovery Maintenance/Relapse Prevention, RBMS, Med Clinic Only, Hafway House, and Mental Health
Inpatient.

In order to be qualified for any type of outpatient authorization, the individual must be able to actively
participate in and derive a reasonable benefit from treatment as evident by sufficient affective, adaptive and
cognitive abilities, communication skills and short term memory.

Individuals who fall into one of these categories would be considered inappropriate for an outpatient
authorization:
a. Imminent danger to self and/or others (medically unstable.)
b. Extreme level of functiona impairment, meeting medical necessity criteria for inpatient
hospitalization

The OHCA, ODMHSAS, or their designated agent may also require supporting documentation for any data

submitted by the provider. The request may be denied if such information is not provided within ten calendar
days of notification of the Clinical Correction Notice.
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Adult Mental Health Criteria
(OHCA- 21 and older; ODMHSAS- 18 and older)

Level One — Adult General Reguirements:

1. Experiencing slight to moderate functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality Disorder

3. CAR Scores (aminimum of the following):
a 20-29in4 domains(Domains1—9) OR
b. 30-39in2domains (Domains1—9) OR
c. 20-29in3domainsand 30 —39in 1 or more domains (Domains 1 — 9)

Level Two — Adult General Requirements:

1. Experiencing moderate functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality Disorder

3. CAR Scores (aminimum of the following):
a. 30-39in3domains(Domains1—9) OR
b. 40-49in1 domains (Domains1—9)

Level Three — Adult General Requirements:

1. Experiencing moderate to severe functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality Disorder

3. CAR Scores (aminimum of the following):
a. 30-39in4 domainswith 2 domainsbeingin 1,6,7, or 9 OR
b. 40-49in2domainswith 1 domainin1,6,7 or 9 OR
c. 30-39in2domains AND 40in 1 domain with EITHER the 40 or 2 of the 30's being in domains 1,6,7 or 9

Level Four — Adult General Requirements:

1. Experiencing very severe (incapacitating) functional impairment and potential risk for hospitalization without intensive
outpatient services.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality Disorder

3. CAR Scores (a minimum of the following): 40in 4 domains, with 1 beingin1, 6, 7 or 9

Prevention and Recovery Maintenance Level Criteria— Adult

1. Experiencing dlight functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR BOTH a AND by):
a.  Axisl| primary diagnosis:
e Prevention —may include 799.9 Deferred Diagnosis or Provisional Diagnosis
e Recovery Maintenance — excludes 799.9 Deferred Diagnosis and Provisional Diagnosis
b. Axisll personality disorders

3. CAR Scores must be listed on the prior authorization form
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SUBSTANCE ABUSE/INTEGRATED ADULT
(OHCA- 21 and older; ODMHSAS- 18 and older)

Level One— Adult SA/Integrated General Requirements:

1. Experiencing dight to moderate functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis:
a.  _Axis| Substance-Related Disorder

3. Assessment Results (Use the CAR or ASI*)
1. CAR Scores (A minimum of ONE of the following) (Substance Abuse and Integrated Requests using the CAR assessment must
meet ONE condition in either a, b, or c AND domain 3 must have a score of 20 or higher.)

a 20-29in 3 domains(Domains1—9) OR
b. 30-39in2domains(Domains1—9 OR
Cc. 20-29in2domainsand 30—-39in 1 or more domains (Domains 1 — 9)

2. ASl Scores:
a. 4orabovein 2 areas, must include at least a4 in Alcohol or Drug Problem Area

L evel Two—Adult SA/Integrated General Requirements:

1. Experiencing moderate impairments in functioning.

2. DSM IV-TR (in ICD 9 Format) Diagnosis:
a  Axis| Substance-Related Disorder

3. Assessment Results (Use the CAR or ASI*)
1. CAR Scores (A minimum of ONE of the following) (A minimum of ONE of the following) (Substance Abuse and | ntegrated
Reguests using the CAR assessment must meet ONE condition in either aor b AND domain 3 must have a score of 20 or
higher.)
a 30-39in3domains(Domains1—9)OR
b. 40-49in 1 domains(Domains1 -9 OR
2. ASI Scores
a  5orabovein 3 areas, must include at least a4 in Alcohol or Drug Problem Area

Level Three— Adult SA/Integrated General Requirements:

1. Experiencing moderate to severe functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis:
a. Axis| Substance-Related Disorder

3. Assessment Results (Usethe CAR or ASI*):
1. CAR Scores (A minimum of ONE of the following) (Substance Abuse and Integrated Requests using the CAR assessment
must meet ONE condition in either g, b, or c AND domain 3 must have a score of 20 or higher.)

a  30-—39in4 domains, with 2 domainsbeingin 1,6,7 or 9; OR
b.  40-49 in 2 domains, with 1 domainin 1,6,7 or 9; OR
c. 30-39in2domainsand 40-49 in 1 domain, with either the 40 or 2 of the 30’sbeing in domain 1,6,7 or 9

2. ASI Scores
a 6o0rabovein3areas, mustinclude at least a4 in Alcohol or Drug Problem Area

Level Four — Adult SA/Integrated General Requirements:

1. Experiencing very severe (incapacitating) functional impairment and potential risk for 24-hour inpatient type care without intensive
outpatient services.

2. DSM IV-TR (in ICD 9 Format) Diagnosis:
a.  Axis| Substance-Related Disorder

3. Assessment Results (Usethe CAR or ASI*):
1. CAR Scores (Substance Abuse and Integrated Requests using the CAR assessment must have a score of 20 or higher in domain 3.)
a  40-49 in4 domains, with 1 domain beingin 1, 6,7,0r 9
2. ASl Scores
a  7orabovein3areas, must include at least a4 in Alcohol or Drug Problem Area

Prevention and Recovery Maintenance Level Criteria— Adult SA/Integrated

1. Experiencing slight functional impairment

2. DSM IV-TR (in ICD 9 Format) Diagnosis:
a.  Axis| Substance-Related Disorder

3. CAR Scoresor ASI Scores* must be listed on the prior authorization form

*For ODMHSASthe ASl isrequired for all Substance Abuse Requests and both the ASI and the CAR arerequired for all Integrated
Requests.
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Child Mental Health Criteria (Younger than 21)

Level One—Child MH General Requirements:

1. Experiencing dight to moderate functional impairment.

2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis (aOR BOTH a AND by):
a. Axis| primary diagnosis oninitials and extensions: any diagnosisis allowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality disorders only for 18 — 20 years of age. (If younger than 18 must include well documented
psychiatric supporting evidence.)

3. CAR Scores (a minimum of the following):
a 20-29in4domains(Domains1—9) OR
b. 30-39in2domains (Domains1—-9) OR
c. 20-29in3domainsand 30 —39in 1 or more domains (Domains 1 — 9)

Level Two — Child MH General Requirements:

1. Experiencing moderate functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including VV codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality disorders only for 18 — 20 years of age. (If younger than 18 must include well documented
psychiatric supporting evidence.)

3. CAR Scores (aminimum of the following):
a. 30-39in3domains(Domains1—9) OR
b. 40-49in1 domains(Domains1—9)

Level Three— Child MH General Requirements:

1. Experiencing moderate to severe functional impairment.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnosis.
b. Axisll personality disorders only for 18 — 20 years of age. (If younger than 18 must include well documented
psychiatric supporting evidence.)

3. CAR Scores (aminimum of the following):
a. 30-39in4 domainswith 2 domainsbeingin 1,6,7, or 9 OR
b. 40-49in2domainswith 1 domainin1,6,7 or 9 OR
c. 30-39in2domains AND 40-49 in 1 domain with EITHER the 40 or 2 of the 30’s being in domains 1,6,7 or 9

Level Four — Child MH General Requirements:

1. Experiencing very severe (incapacitating) functional impairment and potential risk for hospitalization without intensive
outpatient services.

2. DSM IV-TR (in ICD 9 Format) Diagnosis (a OR both a AND b):
a. Axis| primary diagnosis on initials and extensions: any diagnosisis alowable including V codes and 900 codes
except Deferred Diagnosis 799.9, No Diagnosis VV71.09 or V65.5, and provisional diagnosis.
b. Axisll personality disorders only for 18 — 20 years of age. (If younger than 18 must include well documented
psychiatric supporting evidence.)

3. CAR Scores (aminimum of the following): 40-49 in 3 domains, with 1 beingin1, 6, 7 or 9

Prevention and Recovery Maintenance Level Criteria— MH Child

1. Experiencing slight functional impairment

4, DSM IV-TR (in1CD 9 Format) Diagnosis (a OR BOTH a AND b):
a. Axis| primary diagnosis:
e Prevention —may include 799.9 Deferred Diagnosis or Provisional Diagnosis
e Recovery Maintenance — excludes 799.9 Deferred Diagnosis and Provisional Diagnosis
b. Axisll personality disorders (If younger than 18 must include well documented psychiatric supporting evidence.)

2. CAR Scores must be listed on the prior authorization form
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SUBSTANCE ABUSE/INTEGRATED Criteria Child (Younger than 21)

Level One— Child SA/Integrated General Requirements:
1.  Experiencing slight to moderate functional impairment.
2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis
a. Axis | Substance-Related Disorder
3. Substance Abuse and Integrated Requests using the CAR assessment must meet ONE condition in either a, b, or c AND domain 3 must
have a score of 20 or higher.
a. 20-29in 3 or more domains (domains 1 - 9); OR
b. 30-39in 2 domains (domains 1 - 9); OR
c. 20-29in 2 domains AND 30 - 39 in 1 domain or more (domains 1 - 9)
4. T-ASl Scores
a. 2 or abovein 3 areas, must include at least a2 in Chemical Use Problem Area

5. ASI Score
a. 4 or abovein 2 areas, must include at least a4 in Alcohol or Drug Problem Area

Level Two — Child SA/Integrated General Requirements:
1.  Experiencing moderate functional impairment.
2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis
b.  Axis| Substance-Related Disorder
3. Substance Abuse and Integrated Requests using the CAR assessment must meet ONE condition in either aor b AND domain 3 must have
ascore of 20 or higher
a. 30-39in 3 domains (domains1- 9); OR
b. 40 - 49in 1 domain (domains1 - 9)
4. T-ASI Scores
a. 3orabovein 2 areas; must include at least a2 in Chemical Use Problem Area OR
b. 4inonearea; mustincludeat least a2 in Chemical Use Problem Area
5. ASI Scores
a  5orabovein 3areas, mustinclude at least a4 in Alcohol or Drug Problem Area

Level Three— Child SA/Integrated General Requirements:
1.  Experiencing moderate to severe functional impairment.
2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis
a) Axis | Substance-Related Disorder
3. Substance Abuse and Integrated Requests using the CAR assessment must meet ONE condition in either a, b, or c AND domain 3 must
have a score of 20 or higher.

a 30-39in 4 domains, with 2 domainsbeingin 1, 6, 7, or 9; OR

b. 40 - 49in 2 domains, with 1 domain beingin 1, 6, 7, or 9; OR

c. 30-39in2domains AND 40 —49in 1 domain, with EITHER the 40 OR 2 of the 30'sbeing in domains 1, 6, 7, or 9
4. T-ASI Scores

a.  3orabovein3areas, must include at least a2 in Chemical Use Problem Area OR

b. 4in2areas; mustincludeat least a2 in Chemical Use Problem Area
5. ASI Scores

a. 6 orabovein 3 areas, must include at least a4 in Alcohol or Drug Problem Area
L evel Four — Child SA/Integrated General Requirements:
1.  Experiencing very severe (incapacitating) functional impairment and potential risk for hospitalization without intensive outpatient
Services.

2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis

a Axis | Substance-Related Disorder
3. Substance Abuse and Integrated Requests using the CAR assessment must have a score of 40 or higher in domain 3

a  40-49in3domains, with 1 domainbeinginl, 6,7, 0or9
4. T-ASI Scores

a  4in3areas; must include a4 in the Chemical Use Problem Area
5. ASI Scores

a7 orabovein 3areas, must include at least a4 in Alcohol or Drug Problem Area

Prevention and Recovery Maintenance Level Criteria— SA/Integrated Child
1.  Experiencing slight functional impairment
2. DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis

a.  Axis| Substance-Related Disorder
3. CAR Scores, T-ASI, or ASI Scores must be listed on the prior authorization form

*For ODMHSASthe T-ASI (ages 12-17) or ASI (ages 18 and above) isrequired.
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Child (0—36 Months of Age) Criteria

All prior authorization decisions will be based upon the following criteria for children 0-36 months of age:

1. Therapist’s credentials must include degree and licensure. In addition, the services being provided to
this population must be within the scope of practice of the therapist. Competency in the one of the
following areasis required:

a) Early Childhood Development, diagnosis, and treatment

b) Infant Mental Health, diagnosis, and treatment.

c) Clinica experience with this age group.

d) Under supervision with aclinician with training/experience with this age group.

2. Service plan goals and objectives must be age and devel opmentally appropriate.

3. Developmental level of the child.

4. DC: 0-3 R (IN ICD-9 FORMAT) Diagnosis for the member/child. Diagnosisisfor the child, not the
parent.

5. Presenting Problem(s) listed.

6. Interactive Counseling is considered appropriate when:

a) The above conditions (#1-5) are met
b) For short-term assessment purposes
) Clear evidence that the child can engage in symbolic play

7. CARdomains1 -9 must meet the level of care being requested and Caregiver Resources noted on
the Addendum page as part of the member record

FOR CHILDREN 0-18 MONTHS of Age (IN ADDITION TO #1-7):

1. Developmentally APPROPRIATE therapeutic modalities, services, and/interventions must have a
primary focus on the attachment between the child and parental figure(s):

a) Family Psychotherapy
2. Developmentaly INAPPROPRIATE therapeutic services:
a) Interactive Psychotherapy
b) Group Psychotherapy and/or
Psychosocial Rehabilitation (Individual or Group)

OR CHILDREN 19-36 MONTHS of Age (IN ADDITION TO #1-7):

1. Developmentally APPROPRIATE therapeutic modalities, services, and/or interventions: a) Family
Psychotherapy

2. Thefollowing MAY be deemed devel opmentally APPROPRIATE in SOME cases:
a) Interactive Psychotherapy (Limited - primarily used for observation for assessment purposes
with clear evidence child can engage in symbolic play)
b) Psychosocial Rehabilitation (Individual) (FOR PARENTING SKILLS TRAINING ONLY)
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CRITERIA FOR CHILDREN IN
RESIDENTIAL BEHAVIOR MANAGEMENT SERVICES (RBMYS),
THERAPEUTIC FOSTER CARE (TFC) AND
THERAPEUTIC GROUP HOMES (LevelsC and E)
WHO NEED ADDITIONAL OPBH SERVICES

General Requirements (Must meet all of the following conditions):

1.  Appropriate (Must meet ALL of the following conditions)
a)  Experiencing severe functional impairment, illustrating the need for additional
treatment beyond the required services; AND
b)  Demonstrates the need for specialized treatment to augment the services provided by the RBMS; AND
c) Ableto actively participate in and derive a reasonable benefit from treatment as
evidenced by sufficient affective, adaptive and cognitive abilities, communication skills,
and short-term memory
2. Inappropriate
a) Imminent danger to self and/or others (medically unstable); AND/OR Extreme level of functional impairment, meeting medical necessity criteria
for acute inpatient hospitalization

Assessment Results ( Must meet ONE condition in BOTH 1 AND 2):

1. DSM-IV-TR(IN ICD-9 FORMAT) DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis (a or both aand b)
a) Axis| primary diagnosis on initials and extensions: any diagnosisis allowable including V codes and 900 codes except Deferred
Diagnosis 799.9, No Diagnosis V71.09 or V65.5, and provisional diagnoses.
b)  Axisll personality disorders, ONLY for 18 - 20 years of age
(If younger than 18, must include well documented psychiatric supporting evidence)
2. CAR Scores (A minimum of ONE of the following) (CAR descriptors for domains 1 — 9 must be appropriately documented. Caregiver Resources must
be documented as noted on the Addendum as part of the member record.). .
a) 30-39in4domains, with 2 domainsbeinginl, 6, 7, or 9; OR
b) 40-49in2domains, with 1 domainbeingini, 6, 7, or 9; OR
¢) 30-39in2domains AND 40 - 49 in 1 domain, with the 40 or 2 -30'sheingin 1, 6, 7, or 9
The T-ASI can be used for those children in need of SA treatment. T-ASI Scores:
a) 3orabovein 3areas, must include at least a2 in Chemical Use Problem Area OR
b) 4in2areas; mugt include at least a2 in Chemical Use Problem Area
3. Anexplanation of the need for the specialized or additional treatment or therapeutic intervention employed by the therapist that is not being provided by
the TFC or group home under their per diem treatment services requirement.

OPBH Agency Services NOT allowed for SoonerCare Traditional members receiving RBMS:

1. Case Management
2. Psychosocia Rehabilitation (Individual or Group)
3. Menta Health Service Plan Development
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ICF/MR Criteria

General Reguirements (Must meet all of the following conditions):

1. Appropriate (Must meet ALL of the following 1. DSM-IV-TR (IN ICD-9 FORMAT) DSM-IV-TR (IN ICD-9 FORMAT) Diagnosis (BOTH a

conditions) AND b)

8  Functional improvement is arealistic b. Axis! primary diagnosis on initials and extensions: any diagnosisis allowable
expectation; AND including V codes and 900 codes except Deferred Diagnosis 799.9, No

b)  Potential risk for hospitalization Diagnosis V71.09 or V65.5 , and provisional diagnoses.
VAV"EI}E?Ut Intensive outpatient services; C. Axisll diagnosis, with documented 1Q score
Ableto activel ficiatein and 2. Submission of aletter from the ICF/MR facility indicating the DSM-IV-TR (IN ICD-9

©) p eto activi g;lar k'JC'F;f_ef'” an FORMAT) DSM-IV-TR (IN ICD-9 FORMAT) (IN ICD-9 FORMAT) multi-axial diagnoses,

erive areasonable benefit from specific behavioral concerns, reason for referral, and signed by an ICF/MR representative.

treatment as 3. Submission of the Individual Habilitation Plan that reflects the member's need for the requested

evidenced by sufficient affective,

adaptive and cognitive abilities,

communication skills, 4

and short-term memory '
2. Inappropriate

behavioral health services. The current annual plan isrequired including signature page and
legible date of most recent update/revision.
Major discrepancies between information obtained from the ICF-MR and providers
documentation are to be resolved by the provider. It must be clear the member can benefit from
- outpatient counseling services.
@  Imminent danger to sdlf and/or others | 5 gpmission of Psychological Testing documenting 1Q Score, Vineland Adaptive Scale, and any
(med|_ca||y ungtabl e A’.\”_D/ OR additional clinical assessment reports that support the requested services.
b)  Inability to actively participatein 6.  Communication domain at the end of the CAR must be completed; AND
treatment 7.  For SEVERE or PROFOUND MR diagnosis, the approach(s) to treatment, such as behavior
modification, applied behavior analysis, or another widely accepted theoretical framework for
treating members with this diagnosis, must be noted in the Addendum as part of the member
record.

Services NOT allowed for SoonerCare Traditional members in a 24-hr setting

1. Case Management
2. Psychosocia Rehabilitation (Individual or Group)
3. Medication Training and Support

Exceptional Case Criteria

General Requirements (Must meet al of the following conditions):

1. Itisrecognized that there may be cases in which the member’s condition is severe enough to require a higher intensity of services than is allowed by the
Medical Necessity Criteriain the Level(s) of Care. Providers may request additional services beyond the maximum allowed in the Level(s) of Care when
cases would fit into this category. These cases will be considered “Exceptional” and will not be maintained at this same level of intensity each PA period.

2. Thislevel of careisallowed for exceptional casesin which the child or adult's condition requires more than is offered in the Level(s) of Care, but who are
not in need of the level of services provided at Acute inpatient level of care.

3. Theprovider must submit arequest to APS using the standard PA Request Packet and specify that thisis areguest for Exceptional Case. A Clinical
Reviewer will review thefirst request.

4.  Subsequent, additional requests for exceptional case will be automatically referred to a Clinical Consultant to eval uate the appropriateness of the requested
services for the clinical manifestations identified. Supporting documentation will be required to substantiate the additional requested services above and
beyond the Level(s) of Care.

Appropriate (Any/or al of the following)

1.  Experiencing extreme functional impairment, but does not meet medical necessity criteriafor Acute inpatient hospitalization;

2. Medicaly stable (i.e., not an imminent danger to self and/or others);

3. Stepping down from ahigher level of care (Acute/RTC/Inpatient.);

4. Without intensive services, there is an escalation of symptoms (e.g., an increase in aggressive behavior or a decreased ability to perfform ADL’s, but is
medically stable).

Inappropriate

1. Imminent danger to self and/or others (medically unstable); AND/OR
2. Extremeleve of functional impairment, meeting medical necessity criteriafor inpatient hospitalization.

Amount of Service Allowable Requests for thislevel of service will be covered for a period of one (1) to three (3) months. Prior authorization will
be required monthly.
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Psychological Evaluation Criteria for OPBH Agencies

General Reguirements

Assessment Results

Appropriate (Must meet ALL of the following conditions)

1. DSM-IV-TR (IN ICD-9 FORMAT) DSM-IV-TR (IN ICD-9 FORMAT)

a) Member is experiencing difficulty in functioning with Diagnosis— all five axes must be completed:
origins not clearly determined; AND a) Axis| primary diagnosis (INCLUDING V and 900 codes,
b)  An evaluation has been recommended and/or Deferred, and Provisional Diagnosis).
requested by a psychiatrist, psychologist, or alicensed | Submission Requirements (must include ALL of the following information):
mental health professional; AND 1. Entireprior authorization form; AND
¢) Results of evaluation will directly impact current 2. Treatment plan must document:
treatment strategies. a)  What testswill be used?
d)  If member has been tested recently a different testing b)  How many hours will the testing require?
battery will be performed. c)  Who will be performing the tests, and what are their credentials?
Inappropriate d) What isthe reason for the testing?
&  Evaluation resultswill not directly impact current € How the evaluation results will specifically affect goals and

treatment or discharge; AND/OR objectives for the member?

b)  Evaluation results will be utilized for academic Notes:
placement/purposes only; AND/OR 1. A psychological technician is defined by the State Board of Examiners of

€)  Anequivalent psychological evaluation has been Psychologists as being "under the direct supervision of alicensed
conducted by another provider (including private psychologist” (Title 59 O.S. 1991, Section 1353.6) and "the Rules of the
psychologists) within the current calendar year. Board (Section 575:10-1-7) describe the hiring of a psychological
technician, a dependent assistant to the psychologist.”

2. Outpatient Behavioral Health Agencies (OPBH) can use a Licensed
Behavioral Health Provider (LPBH) to perform psychological testing as
long asit isin their scope of practice.

Automatic Step Down / After CareCriteria

General Requirements (Must meet all of the following conditions):

1

2.

The OHCA State Plan targets those members who are discharging from, or are denied an admission to acute, residential treatment center, crisis
stabilization, group home or TFC levels of care.

For continuity and expediency, the Individual Plan of Care and Assessment from the higher level of care facility will be provided at the time of the
member’ s discharge from that facility or at time of being denied for admission. Thiswill serve as the treatment guide for the outpatient
provider/agency thefirst 30 days of outpatient care.

If this PA is being issued for a consumer new to the agency, a treatment plan review will not be issued as the initial assessment and service plan do
not currently require prior authorization.

If this PA isbeing issued for a consumer that is already receiving outpatient services from the requesting provider, a treatment plan review will
need to be included in the request by checking the appropriate box. If the current outpatient provider requests this 30 day PA, their current PA will
be end dated to avoid overlapping authorization of services and dates.

Following theinitial step down authorization, an extension of services may be requested from APS by submitting the request via CareConnection
or faxing an Outpatient Prior Authorization Reguest Packet. The extension should be received by APS not more than 15 calendar days and no later
than five (5) calendar days before the end of the current authorization period. An APS Behavioral Health Review Coordinator will review the
extension request within three (3) business days of receipt, utilizing the Medical Necessity Criteriafor continued care.

Amount
of Service
Allowable

For those members preparing to discharge or who have been denied admission to acute, RTC, crisis stabilization, group home or TFC,
PHP/Day Tx/IOP, APS will authorize services for the first 30 (thirty) days at the time the provider acceptsthe initial referral and faxes the
Admit to Outpatient Services form to APS at 1-800-762-1639.

Recommended Protocol for Automatic Authorization Period

Time Frame Requirement | Provider

. First outpatient appointment with the OPBH Agency No more than 7 days Agency

Provider

LBHP/Case
Manager

. Continuing face to face visits One or more per week

. For new consumers, the assessment and service plan Within 30 days of LBHP

discharge

. For established consumers, service plan Within 30 days of LBHP

discharge

. Continued counseling services: Appointments must be kept. Follow up efforts must be Staff

documented if appointments are missed.

On going

Within 24 hours of
missed appointments

Case
Manager

. Outreach: Home visits or phone contact by case manager if appointments are missed.

After thefirst 14 day of missed appointments, if the member/guardian does not respond to letters, phone calls or other attempts to engage them in
initiating or continuing in services, the outpatient provider/facility will provide this information to an APS Behavioral Health Review Coordinator either
by fax or phone.
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Children’s Partial Hospitalization Program

Service Definition and Requir ements

e Atleast 5days per week, up to 4 hours therapeutic services per day. Closed on legdl holidays.

Required Therapeutic Services:
e  Psychiatrist/physician face to facelvisit 2 times per month ( Medication Evaluation is billed separately by the physician)
e Crisis management services are available 24 hours aday, 7 days aweek

e  Psychotherapies— Minimum of 4 hours per week:
o0 IT and/or FT, minimum of 2 sessions per wk. Programs need to focus strongly on family involvement in the
treatment.
0  GT minimum of 2 sessions per wk

¢ Interchangeable Therapeutic Servicesto include the following:
o Diagnostic Services (Comprehensive psychological testing by alicensed psychologist isbilled separately.)
BHRS/ alcohol and other drug education
Case management
Medication Training & Support
Expressive Therapy

O O 0O

e  OT/PT/Speech should come from the | SD (Independent School Digtrict)
e Group size: Not to exceed 8 as clinically appropriate given diagnostic and developmental functioning.

e Therapeutic holds are strongly discouraged but if necessary for the welfare of the child MUST follow

accreditation requirements.
e  Trauma-Informed Care (T1C) recommended. NCTIC@abtassoc.com. www.mental heal th.samhsa.gov/nctic

Target Population

e  SoonerCaredligibility and meets PHP MNC.
e 20 and younger (only)

Documentation Requirements

e A nursng hedth assessment within 24 hours of admission. A physical examination and medical history is coordinated
with the Primary Care Physician.

1. Service Plan updates are required every 3 months or more frequently based on clinical need.

2. Thelength of the program varies based on the Individual’ s needs and medical necessity.

3. Activeinvolvement of the Individual, family, caretakers, or significant othersinvolved in the Individual’s treatment
isrequired.

Staffing Reguirements

e RN trained and competent in the ddlivery of behaviora hedth servicesisavailable on site during program hoursto provide
necessary nursing care and/or psychiatric nursing care. (1 RN at minimum for program that can be backed up by an LPN
but an RN must dways be onsite). Nursing staff administers medications, follows up with families on medication
compliance, and restraint assessments.

e Maedical Director isapsychiatrist.

e A psychiatrist/physicianisavailable 24 hours aday, 7 days aweek

e  Per OAC 317:30-5-240.

Service/Reimbur sement Limitations

e Accreditation required (CARF, JCAHO, COA)

e Monthly cap (Benefit Limit):
0 4 hoursx $42.80 = $171.20 x 5 days = $856.00 per week, w/ a $3,424 monthly cap
0 Physician services and medications are separately billable and not part of this cap.
0 Can bill up to 4 hours per day, but the monthly cap does not change.

Service Code M odifiers

HE —Menta Hedlth
HF — Substance Abuse or Integrated

Prior Authorization

A. GENERAL REQUIREMENTSFOR ADMISSION AND CONTINUED STAY IN PARTIAL
HOSPITALIZATION PROGRAM:

1. The member needsto meet CALOCUS Level 4. You may photocopy and use this instrument in the original form.
The manual for the CALOCUS is available asaPDF: http://www.wpic.pitt.edu/aacp/finds’CAL OCU Sv15.pdf.
(CALOCUS is not required for step downs from an inpatient level of care: acute or RTC.)
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The CAR will be reported on the CDC.
Current DSM IV Axis| Diagnosis (in 1CD-9 format) that is consistent with symptoms

Individual’ s condition can be expected to be stabilized at thislevel of care.
All lessintensive levels of treatment have been determined to be unsafe or unsuccessful.

. ADMISSION CRITERIA SEVERITY OF ILLNESS
Clinical Findings— Must have either 1 or 2 to qualify:
1

The member’s condition is severe enough to require a higher intensity of servicesthan is allowed by the Medical
Necessity Criteriain the other outpatient Level(s) of Care. PHP isallowed for cases in which the child’s condition
may meet an inpatient level of care such asresidential criteria, but there is evidence of a stable and safe living
environment and the member’ s safety can be maintained during non-treatment hours. The goal is for the member to
be treated at the least intensive setting able to meet the individual’ s medical needs. The partial hospitalization
program can safely substitute for or shorten a hospital stay to prevent deterioration that would lead to are-
hospitalization

The member has been discharged from a higher level of care and continues to require intensive, structured treatment
program to maintain progress and stability during a period of transition to alower level of care. A CALOCUS s not
required if the member is stepping down from a higher level of care (e.g., Acute or RTC).

C. CONTINUED STAY CRITERIA
Must continue to have all of the following to qualify in addition to the general requirements (Part A) listed above:
1

Progressin relation to specific symptoms/impairments/dysfunction is clearly evident, documented, and can be
described in objective terms, but goals of treatment have not been achieved.

Family system (caretaker, significant others) compliance with treatment is occurring. Active involvement and
responsiveness to treatment recommendations of the Individual, family, caretakers, or significant othersinvolved in
the Individual’ s treatment is required.

Documentation must indicate continued risk and must address lack of and/or insufficient response to the treatment
plan.

Clinical attempts at therapeutic re-entry into alessrestrictive level of care have, or would, result in exacerbation of
the mental disorder to the degree that would warrant the continued need for partial hospitalization services.

There is documented active planning for transition to alessintensive level of care.

Coordination with the school systemis required and should be on-going from the time of admission.

D. AMOUNT OF ALLOWABLE SERVICE

Initial requests for this level of service will be covered for a period of (1) to three (3) months.
Extension requests are based on continued MNC documentation; be covered for aperiod of (1) to three (3) months;
and family system is actively involved and responsive to treatment recommendations.

August 2010 33 0f 104






Provider Manual

Children’s Day Treatment

Service Definition and Requirements
e Theprogramisavailable: At least four days per week. At least 3 hours per day.

e  Treatment activities to include the following every week:

0 FT - at least one hour per week (Additional hours of FT may be substituted for other day treatment services. A strong
family treatment focus is strongly encouraged and supported. It isseen as an integral part of day treatment.)

0 GT - at least two hours per week

0 IT - atleast one hour per week

e And at least one of the following per day:

0 Maedication training and support (nursing) - once monthly if on medications

0 BHRSto include alcohol and other drug education if clinically necessary and appropriate - utilize Individual and Group
Rehab to meet the additional hours per day requirement for day treatment.

0 Case Management - as needed and part of weekly hours for the member

0  Occupationa therapy - as needed and part of weekly hours for the member

0 Expressivetherapy - as needed and part of weekly hours for the member.

e  On-cdl crisisintervention services 24 hours aday, 7 days a week. (When persons served have psychiatric needs, psychiatric
services are available which include the availability of a psychiatrist 24 hours aday, 7 days aweek. A psychiatrist can be
available either on site or on call but is available at al times.)

e  Theprogram provides: Assessment and diagnostic services and/or medication monitoring, when necessary.
e Making all of the necessary provisions and/or linkage with educational activities/vocational activities is a requirement.

e  Group size: Not to exceed 8 as clinically appropriate given diagnostic and developmental functioning.

Target Population

. SoonerCare €eligibility and MNC.

e 20and younger (only)

Documentation Requirements

®  Service Plan updates are required every 3 months.

Staffing Reguirements

®  Directed by an LBHP

e  Multi-disciplinary team, Per OAC 317:30-5-240.

®  Psychiatric services are available to persons served, including crisis intervention services 24 hours aday, 7 days a week
Service/Reimbur sement Limitations

®  Accreditation required (CARF, JCAHO, COA)
Service Code Modifiers

HE — Mental Health

HF — Substance Abuse or Integrated
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Intensive Outpatient Program (Under Development)

Service Definition and Requirements

e  Minimum of 9 direct contact hours per week (Minimum of 2 hours per week by LBHP) (CARF: Inan
intensive outpatient treatment, the person served and/or family members are provided with at least nine direct
contact hours per week.)

L BHP conducts assessment to determine appropriateness of program admission

Treatment must include a minimum of IT, FT, GT, and PSR

24, 7 crisisintervention services

Group size: Not to exceed 8 as clinically appropriate given diagnostic and developmental functioning.
Target Population

e  SoonerCare €eligibility and MNC.

Documentation Requirements

e  Service Plan updates are required every 3 months.

Staffing Requirements

e Per OAC 317:30-5-240.

Service/Reimbur sement Limitations

e Accreditation required (CARF, JCAHO, COA)
Service Code Modifiers

HE — Mental Health

HF — Substance Abuse or Integrated

Adult SMI and Older Adult Day Treatment

SUnder DeveIoBmentZ

Service Definition and Reguirements

e  Minimum of 5 days per week, minimum 5-6 hours per day
e Assessment and diagnostic services
e Directed by aLBHP
e Treatment activitiesinclude:
0 Service Planning
0 BHRS
o IT
o GT
o MT&S
o CM

e Medication monitoring

e Group size: Not to exceed 8 as clinically appropriate given diagnostic and developmental functioning.
Target Population

e SoonerCare €eligibility and MNC.
Documentation Requirements

e  Service Plan updates are required every 3 months.
Staffing Requirements

e  Multi-disciplinary team

e Per OAC 317:30-5-240.

Service/Reimbursement Limitations

e Accreditation required (CARF, JCAHO, COA)

Service Code Modifiers
HE — Mental Health
HF — Substance Abuse or Integrated
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ODMHSAS Instant Prior Authorization Criteria

Prison-related Services (DH502):

1. For prison-related contracts
2. Service focus =09
3. Age=16

Recovery Services (DH503):

1. For ICCD Clubhouse, Consumer to Consumer and Day Center programs
2. Service focus =11
3. SMI=1

Non-ODMHSAS / Non-OHCA Funded Services (DH504):

1. For customers whose funding source is not ODMHSAS or SoonerCare
2. Used for reporting purposes only

Detox (DH505):

1. For substance abuse detoxification programs
2. Level of Care = SN

Halfway House (DH506):

1. For substance abuse halfway house programs
2. Level of Care = CL and Service Focus not equal 11

Residential Treatment (DH507):

1. For mental health and substance abuse residential treatment programs
2. Level of Care = ClI

Day School (DH508):

1. For day school contracts
2. Service Focus =23

Community-based Structured Crisis Care (DH509):

1. For community-based structured crisis care programs
2. Level of Care = SC

Mental Health Housing and Residential Care Services (DH510):

1. For mental health housing programs and residential care facilities
2. Level of Care = CL and Service Focus = 11
3. SMI=1

Mental Health Inpatient (DH511):

1. For mental health inpatient program
2. Level of Care = HA

Mobile Crisis (DH514):

1. For specialized mobile crisis contracts
2. Service Focus = 26

Long-Term Inpatient (DH516):

1. Forlong-term care provided at Griffin Memorial Hospital and the Oklahoma Forensic Center
2. Level of Care = HA and Service Focus = 27

Med Clinic Only (DH517):

1. For customers who only require pharmacological services
2. Service Focus =24

Family Support Contacts (DH518):

1. For providing services to family members on behalf of the admitted customer
2. Transaction type = 25
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CRITERIA REFERENCE FORM FOR LEVELS OF CARE AND SPECIALIZED SERVICES

LEVEL OF CARE

CAR SCORES

Prevention and Recovery Maintenance

CAR or ASI/T-ASI scores must be documented.

Child (0-36 months)

Complete al domains (1-11)

Mental Heelth- Child Level 1

20-29in4 domains(1-9); OR
30-39in2domains(1-9); OR
20-29in 3 domains AND 30 - 39in 1 or more domains (1 - 9)

Mental Heelth - Child Level 2

30-39in3domains(1-9); OR
40-49in 1 domain (1-9)

Mental Heelth -Child Level 3

30-39in4 domains,w/ 2in 1, 6,7 or9; OR
40-49in 2 domains, w/ 1in 1, 6, 7 or 9; OR
30-39in 2 domains AND

40-49in 1 domain, w/ 1-40 OR 2-30sin 1, 6, 7 or 9

Mental Heelth - Child Level 4

40-49in 3 domains,
with1inl,6,70r9

Substance Abuse/Integrated - Child Level 1

CAR: Level 1 AND domain 3 with ascore of 20 or higher; OR
T-ASI: 2 or abovein 3 areas; AND at least a2 in Chemical Use Problem Area; OR
ASI: 4 or abovein 2 areas, AND at least a4 in Alcohol and Drug Problem Area

Substance Abuse/Integrated - Child Level 2

CAR: Level 2 AND domain 3 with a score of 20 or higher; OR

T-ASI: 3orabovein2areas;, OR 4in1area; AND at least a4 in Chemica Use Problem
Area; OR

ASI: 5 or abovein 3 areas; AND at least a4 in Alcohol or Drug Problem Area

Substance Abuse/Integrated - Child Level 3

CAR: Level 3 AND domain 3 with ascore of 20 or higher; OR

T-ASI: 3orabovein3areas, OR 4in 2 areas; AND at least a4 in Chemica Use Problem
Area; OR

ASI: 6 or abovein 3 areas; AND at least a4 in Alcohol or Drug Problem Area

Substance Abuse/Integrated - Child Level 4

CAR: Level 4 AND domain 3 with ascore of 20 or higher; OR
T-ASI: 4in3areas, AND at least a4 in Chemical Use Problem Area; OR
ASI: 7 or abovein 3 areas; AND at least a4 in Alcohol or Drug Problem Area

Child RBMS

30-39in4 domains, with2in1, 6,7 or 9; OR

40-49in 2 domains, with1in 1,6, 7or 9; OR

30-39in2domains AND 40 - 49 in 1 domain, with 1-40 or 2-30sin 1, 6, 7 or 9; OR
T-ASI 3or above in 3 areas; OR 4 in 2 areas; AND at least a2 in Chemical Use Problem
Area

Mental Health - Adult Level 1

20-29in4domains(1-9); OR
30-39in2domains(1-9); OR
20-29in 3 domains (1 -9) AND 30-39in 1 or more domains (1-9)

Mental Health - Adult Level 2

30-39in3domains(1-9); OR
40-49in 1 domain (1-9)

Mental Health - Adult Level 3

30-39in4 domains, with2in 1, 6, 7 or 9; OR
40—-49in 2 domains, with 1in 1, 6, 7 or 9; OR
30-39in2domains AND 40 - 49 in 1 domain,
with EITHER 1-40 OR 2-30sin 1,6, 7or 9

Mental Health
Adult Level 4

40-49in4 domains(1-9),with1in1,6,70r9

Substance Abuse/Integrated- Adult Level 1

CAR: Level 1 AND domain 3 with a score of 20 or higher; OR

Sl: 4 or abovein 2 areas; AND at least 4 in Alcohol or Drug Problem Area

>

Substance Abuse/Integrated- Adult Level 2

CAR: Level 2 AND domain 3 with a score 20 or higher; OR
ASI: 5orabovein3areas; AND at least a 4 in Alcohol or Drug Problem Area

Substance Abuse/Integrated - Adult Level 3

CAR: Level 3 AND domain 3 with a score 20 or higher; OR
ASI: 6 or abovein 3 areas; AND at least a4 in Alcohol or Drug Problem Area

Substance Abuse/Integrated - Adult Level 4

CAR: Level 4 AND domain 3 with a score 20 or higher; OR
ASI: 7 orabovein 3 areas; AND at least a 4 in Alcohol or Drug Problem Area

ICF/MR

Complete al domains
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HOW TO IMPROVE CHANCES FOR AUTO-AUTHORIZATION OF OUTPATIENT REQUESTS
SUBMITTED ON CARECONNECTION ®

These statuses will exist in CareConnection® when arequest executes the auto authorization rules:
a.  Regquest status = Fina-Approved or CR-Approved; service status= CM_AUTH. Thereguest has passed
all auto auth rules and is approved.

b. Request status = Submitted, service status= CM_REV. The request will not auto auth and is forced to
manual review.

c. Regquest status = Hold_Submit, service status = FAIL_AUTH. Therequest hasfailed one or more checks
and isNOT forced to manual review. The user will have the opportunity to correct errors and resubmit,
both thru the web application AND thru EDI re-submission.

Any CDC meeting qualifications defined by DMHSAS will automatically generate a PA request in the background. This
request will immediately be approved (PA number assigned) and exported to MMIS that evening. The term for thisis
“instant authorization”. These are limited to transaction 21 (generates PG038 for initia services), and some DMH only
codes.

The requested start date cannot be earlier than the date the request is submitted to APS Healthcare:

a  On the web, the submit date is when the “ Submit” button is pressed and no errors are generated.

b. For EDI files, the submit date is the <CreateDate> in the header record of thefile.
If thisis an extension request, be sure that the new requested start date does not overlap the end date of the old
authorization. The only exceptionisif arequest for initial services (PG038) is the only historical record. Theissues

discussed above still apply.

The only review types subject to auto authorization are:
= Mental Hedth - OP
=  Substance Abuse - OP
= |ntegrated - OP
= Prevention and Recovery
= Admit to Outpatient

The requesting facility must be the treating provider.

Axis| must be completed. Deferred (799.9) and None (VV71.09 or V65.5) are not acceptable for a primary Axis|
diagnosis.

For substance abuse/integrated requests, a substance abuse diagnosisisrequired in Axis | (301...301.9).

Axis |l must be completed. The “None”’ codes above are allowed (v65.5, v71.09 or 799.9), as are MR diagnoses (317,
318, 318.1, 318.2, 319), borderline intellectual functioning (v62.89), and personality disorders (301....301.9).

If apersonality disorder diagnosisisfor aminor consumer, the request will be forced to manual review. Thisis not true
for an adult.

Axislll isafreefield text that must be completed. Report medical issuesonly.
Axis |V —at least one psychosocial stressor must be something other than None/NA.

= Level 1- Atleast one stressor should be mild or moderate. Does not allow severe
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= | evel 2- At least one stressor should be moderate. Does not allow severe
= | evel 3-Atleast one stressor should be moderate or severe
=  Level 4 - At least one stressor should be severe

When you are rating these areas, think of them as you would the CAR score ranges for the related CAR domains.
If the CAR score is 20-29, that would be mild; 30-39 moderate; 40-49 severe.

For example:
If you score the CAR family domain a 34, then the rating for the Primary Support in the Axis IV would be
Moderate.

AxisV must be completed. Thisisthe GAF score outlined inthe DSM-TR. If thisisan initial request, unknown or O
(zero) are acceptable values for the past score.
Thefirst item in the Services Requested section of the request is“Level” with adrop-down of I, 11, 111, IV, etc. To

improve your auto-auth chances, be sure to indicate the CAR or ASI/T-ASI level as supported by the scoresin this
section. If you have questions, please refer to the Provider Manual on SoonerPro
(http://www.soonerpro.com/Resources/M anual s.aspx).

The procedure group (PG) code requested must not exceed the level as indicated and must be supported by the CAR or
ASI/T-ASI scores. It can be alower level PG codeif that isthe frequency of services being provided, but it cannot be
higher.

PG033 should ONLY be requested if there is a gap between the end date of a previous PA period and the start date of the
current request. Adding this service to an initial or extension request will stop the request from auto-authorizing, so it
should only be added when needed and explanation supplied for why it is requested.

(R 03-26-10)

GENERAL CARECONNECTION® TIPS

CareConnection® is going to default for the majority of requeststo 6 months. If you are requesting a shorter PA, enter
the number of months in the Length of Service and when you tab to the end date, it will automatically calculate the
correct end date.

The Current section of the request is not arequired field in CareConnection® for outpatient services; the Interpretive
Summary is required and that is where the current critical clinical information supporting the need for the member to
receive services or continue in services with your agency is to be documented.

The Current section of the request is a good place to place comments for the reviewers that you want to stand out from the
rest of therequest. Thisiswhere you will:

a. Clearly state the reason for submitting a Correction or Modification. If thisis aModification or Correction, do not
request all the services again; only request the services that need modification or correction.

b. Document that you have aletter of termination on file. Include the date the member/guardian signed the | etter.

c. Document that you have a letter of collaboration on file. Include the name of al collaborating agencies, date the letter
was signed, the level of care agreed upon by the agencies, and amount of money to be allotted to each agency.

If you upload your requests via EDI and the Current section is not part of your EDI program, the above itemsin #3 areto
be placed in thefirgt line of the interpretive summary.

If you are submitting a Substance Abuse/Integrated Request, you do not have to compl ete both the CAR and the ASI/T-
ASI*. If you choose to complete the ASI/T-ASI, you will enter O (zero) for the CAR scores and complete the ASI/T-AS
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scores. *For ODMHSAS requests, you will need to complete the ASI for Substance Abuse Requests, and both the ASI
and the CAR for integrated requests.

. If the member has an Axis Il diagnosis of Mental Retardation, the IQ scoreis still required. Thisisusualy documented in
the Thinking/Mental Process section of the CAR, but is accepted in the interpretive summary as well.

If the request is an extension request, progress must be included and is acceptable either in the objectives section or in the
interpretive summary.

COMMON ACRONYMS

ABD = Aid to Blind or Disabled

AODTP = Alcohol and Other Drug Treatment Professional
APS = APS Hedlthcare, Inc.

ARC = Area Resource Coordinator

ASI = Addiction Severity Index

BHP = Behavioral Health Professiond

CAR = Client Assessment Record

CCPS = Consolidated Claims Processing System

CDC = Customer Data Core

CMHC = Community Mental Health Center

CW = Child Welfare Division of OKDHS

OKDHS = Oklahoma Department of Human Services
DMHSAS (DMH) = Oklahoma Department of Mental Health and Substance Abuse Services
EDOD = Estimated Date of Discharge

FFS = Fee-for-Service

HMO = Health Maintenance Organization

ICF/MR = Intermediate Care Facility for the Mentally Retarded
ICPC = Interstate Compact on Placement of Children

IHS = Indian Health Service

IMD = Institution for Mental Diseases

INT = In Need of Treatment

LOC = Leve of Care

MMIS = Medicaid Management Information System

OAC = Oklahoma Administrative Code

OEPIC-IP = Oklahoma Employee/Employer Partnership for Insurance Coverage — Individual Plan aka Insure
Oklahoma

OHCA = Oklahoma Health Care Authority

OJA = Office of Juvenile Affairs

PA = Prior Authorization

PCP = Primary Care Physician

PRTF = Psychiatric Residential Treatment Facility

RBMS = Residential Behavior Management Setting

RID = Recipient Identification Number

RTC = Residentia Treatment Center

RVU = Relative Vaue Unit

SSN = Social Security Number

TANF = Temporary Aid to Needy Families

T-ASI = Teen Addiction Severity Index
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SoonerCare Daily and/or Other Applicable Limits

Individual/Interactive
Psychotherapy

There is a maximum of 6, 15 minute, units of either
Individual or Interactive Psychotherapy per day. Only one
individual therapy session per day is allowed.

Group Psychotherapy

A maximum of 12 units per day are allowed.

Family Psychotherapy

A maximum of 12 units of Family Psychotherapy are
allowed per day.

Individual Rehab 6 units
Group Rehab - Adults 24 units
Group Rehab - Children 16 units

Case Management

1141 hrs / annum / provider.

Case Management,
Systems of Care

812 hrs / annum / provider.

Case Management,
Intensive, CMHC

812 hrs / annum / provider.

Crisis Intervention

Crisis Intervention Services are not compensable for
SoonerCare members who reside in ICF/MR facilities,
or who receive RBMS in a group home or Therapeutic
Foster Home. CIS is also not compensable for
members who experience acute behavioral or
emotional dysfunction while in attendance for other
behavioral health services, unless there is a
documented attempt of placement in a higher level of
care. The maximum is eight units per month;
established mobile crisis response teams can bill a
maximum of sixteen units per month, and 40 units
each 12 months per member. Prior authorization for
CIS is not required.
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Behavioral Health Assessment by Non-Physician (M oderate or L ow Complexity)

Code: H0031
Unit Length: Completed Assessment Process

Service Requirement

Definition. Gathering and assessment of historical and current biopsychosocial information which includes face-
to-face contact with the person and the LBHP. |f appropriate, it can also include the person’s family or other
informants, or group of persons. The assessment findings will result in awritten summary report and
recommendations. All agencies must assess the medical necessity of each individual to determine the appropriate
level of care.

Time requirements. The minimum face-to-face time spent in assessment session(s) with the member and others
asidentified previously in paragraph (1) of this subsection for alow complexity Behavioral Health Assessment by
aNon-Physician is one and one half hours. For a moderate complexity, it istwo hours or more.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

The assessment must include all elements and tools required by the OHCA. The assessment must include a DSM
multi axial diagnosis completed for al five axes from the most recent DSM version. For Behavioral Health
Assessments, a progress note is not required.

The assessment must contain but is not limited to the following:
(A) Date, to include month, day and year of the assessment sessions(s),;
(B) Source of information;
(C) Member’sfirst name, middleinitial and last name;
(D) Gender;
(E) Birth date;
(F) Home address,
(G) Telephone number;
(H) Referral source;
(I Reason for referral;
(J) Person to be notified in case of emergency;
(K) Presenting reason for seeking services,
(L) BioPsychoSocial information, which must include:
(i) Identification of the member's strengths, needs, abilities, and preferences
(it) History of the presenting problem;
(iii) Previous treatment history, include MH and/or SA/addictions;
(iv) Health history and current biomedical conditions and complications;
(v) Alcohol, Drug, and/or other addictions history;
(vi) Trauma, abuse, neglect, violence, and/or sexual assault history of self and/or others, include Department of
Human Services involvement;
(vii) Family and social history, include MH, SA, Addictions, Trauma/Abuse/Neglect;
(viii) Educational attainment, difficulties and history;
(ix) Cultural and religious orientation;
(x) Vocational, occupational and military history;
(xi) Sexual history, including HIV, AIDS, and STD at-risk behaviors;
(xii) Marital or significant other relationship history;
(xiii) Recreation and leisure history;
(xiv) Legal or criminal record, including the identification of key contacts, i.e. attorneys, probation officers,
etc,;
(xv) Present living arrangement;
(xvi) Economic resources,
(xvii) Current support system including peer and other recovery supports;
(M) Mental status and Level of Functioning information, including questions
regarding:
(i) Physical presentation, such as general appearance, motor activity, attention and alertness, etc.;
(i) Affective process, such as mood, affect, manner and attitude, etc., and
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(iii) Cognitive process, such as intellectual ability, social-adaptive behavior, thought processes, thought
content, and memory, etc; and
(iv) Full Five Axes DSM diagnosis.
(N) Pharmaceutical information to include the following for both current and past medications:
(i) name of medication;
(i) strength and dosage of medication;
(iii) length of time on the medication; and
(iv) benefit(s) and side effects of medication.
(O) LBHP'sinterpretation of findings and diagnosis;
(P) Signature and credentials of LBHP.
(Q) Client Data Core Elements reported into designated OHCA representative.
Staffing Requirements
Qualified professional. Thisserviceis performed by an LBHP.
Service/Reimbur sement Limitations
This service is compensable on behalf of a member who is seeking services for the first time from the contracted
agency.

This service is not compensable if the member has previously received or is currently receiving services from the
agency, unless there has been a gap in service of more than six months and it has been more than one year since
the previous assessment.

The annual (calendar year) maximum allotted is one Assessment per member, per provider without prior
authorization.

Bill the “date of service” as the date when the assessment is fully completed and it has been signed by the LBHP.

A BioPsychoSocia assessment, re-evaluation of diagnosis and Treatment Plan updates are required every 6
months, and are reimbursed under the BH Services Plan, Low Complexity procedure code and rate.

Adults and children in Facility Based Crisis Intervention Services or who are residents of nursing facilities cannot
receive additional Outpatient Behavioral Health Services outside of the admission and discharge dates.

Optional: Usethe State of Oklahoma Scr eening/Assessment for m.
Service Code M odifiers

TF — Low Complexity (1.5 hrs)

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Intern is service provider (OU/OSU only)
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Behavioral Health Services Plan Development by a Non-Physician

M oder ate Complexity or Low Complexity

Code: H0032
Unit Length: Completed Plan

Service Requir ement

Definition. The Behaviora Health Service Plan is developed based on information obtained in an
assessment or reassessment (conducted by the LBHP) and includes the evaluation of all pertinent
information provided by the other practitioners and the member. It includes a discharge plan. It is a process
whereby an individualized rehabilitation plan is developed that addresses the members strengths, functional
assets, weaknesses or liabilities, treatment goal's, objectives and methodol ogies that are specific and time
limited, and defines the services to be performed by the practitioners and others who comprise the
treatment team. BH Service Plan Development is performed with the direct active participation of the
member and a member support person or advocate if requested by the member. In the case of children
younger than 18, it is performed with the participation of the parent or guardian and the child as age and
developmentally appropriate, and must address school and educational concerns and assisting the family in
caring for the child in the |east restrictive level of care. For adults, it is focused on recovery and achieving
maximum community interaction and involvement including goals for employment, independent living,
volunteer work, or training.

Timerequirements. Service Plan updates are required every six months during active treatment. Updates
can be conducted whenever needed as determined by the provider and member.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

Comprehensive and integrated service plan content shall address the following:

(i) member strengths, needs, abilities, and preferences (SNAP);

(i) identified presenting challenges, problems, needs, and diagnosis,

(i) specific goas for the member;

(iv) objectivesthat are specific, attainable, realistic, and time-limited;

(v) each type of service and estimated frequency to be received,;

(vi) the practitioner(s) name and credentials that will be providing and responsible for each service;

(vii) any needed referrals for services,

(viii) specific discharge criteria;

(ix) description of the member'sinvolvement in, and responses to, the treatment plan, and his/her signature
and date;

(x) service plans are not valid until all signatures are present (signatures are required from the member (if
14 or over), the parent/guardian (if younger than 18 or otherwise applicable), and the primary LBHP); and
(xi) Changes in service plans can be documented in a service plan update (low complexity) or in the
progress notes until time for the update (low complexity).

Service plan updates shall address the following:

(i) progress, or lack of, on previous service plan goals and/or objectives;

(ii) astatement documenting a review of the current service plan and an explanation if no changes are to be
made to the service plan;

(iii) change in goals and/or objectives (including target dates) based upon member's progress or
identification of new need, challenges and problems;

(iv) change in frequency and/or type of services provided;

(v) change in practitioner(s) who will be responsible for providing services on the plan;

(vi) change in discharge criteria;

(vii) description of the member'sinvolvement in, and responses to, the treatment plan, and hig’her signature
and date; and

(viii) Service plans are not valid until all signatures are present. The required signatures are: from the
member (if 14 or over), the parent/guardian (if younger than 18 or otherwise applicable), and the primary
LBHP.
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Updates to goals, objectives, service provider, services, and service frequency, can be documented in a
progress note until the six month review/update is due.

Optional: Usethe State of Oklahoma Treatment Plan form.

Staffing Reguirements

Qualified professional. This service is performed by an LBHP. Other treatment team members may draft
their portion of the plan.

Service/Reimbursement Limitations

Service Plan updates are required every six months during active treatment. Updates can be conducted
whenever needed as determined by the provider and member.

One unit of the BH Service Plan Development Moderate Complexity per SoonerCare member per provider
isalowed without prior authorization. If determined by the OHCA or its designated agent, one additional
unit per year may be authorized.

The “date of service” is when the Treatment Plan is complete and the date the last required signature is
obtained.

Services should aways be age, developmentally, and clinically appropriate.
Extra Unit BH Service Plan Development, Low Complexity is available when needed. The extraunitis

available as a procedure code group (PG033) and requires prior authorization when it is clinically
appropriate to update a member’ s treatment plan outside of a current PA period.

Service Code Modifiers

TF — Low Complexity

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Internis service provider (OU/OSU only)
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Psychological, Neur opsychological, Developmental, Neurobehavioral, or Substance
Abuse Testing

Code: 96101, 96110, 96111, and 96118

Service Requir ement
Psychological, Developmental, Neuropsychological, Neurobehavioral Testing is clinically utilized when
an accurate diagnosi s and determination of treatment needs cannot be made otherwise.
Target Population
Psychiatrists: Y ounger than 21 and 21 and older
Psychologists/L BHPs with an individual contract: Child (younger than 21 years)
OPBH Agency: Younger than 21 and 21 and older
LBHP (10-1P): 21 and older
Documentation Requirements
All psychological services must be reflected by documentation in the patient records.
(1) All assessment, testing, and treatment services/units billed must include the following:
(A) date;
(B) start and stop time for each session/unit billed;
(C) signature of the provider;
(D) credentias of provider;
(E) specific praoblem(s), goals and/or objectives addressed;
(F) methods used to address problem(s), goals and objectives;
(G) progress made toward goals and objectives;
(H) patient response to the session or intervention; and
(1) any new problem(s), goals and/or objectives identified during the session.

Fax (800-762-1639) or Mail a copy of the Psychological Testing resultsto OHCA designated agent (APS
Healthcare) for review and possible Care Coordination assi stance.

Staffing Requir ements

Physician, Psychologist and/or LBHP with an individual contract, LBHP in OPBH agency or 10-IP.

OPBH Agency Qualified professionals. Assessment/Evaluation testing will be provided by a
psychologigt, certified psychometrician, psychological technician of a psychologist or aLBHP. For
assessments conducted in a school setting, the Oklahoma State Department of Education requires that a
licensed supervisor sign the assessment.
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Service/Reimbur sement Limitations
Psychologists: There is no coverage for adults for services by a psychologist. Any testing performed
for achild younger than three must be prior authorized.

Four hoursg/units of testing per patient (over the age of two), per provider is allowed without prior
authorization (PA) every 12 months.

In circumstances where it is determined that further testing is medically necessary, additional
hours/units may be prior authorized (up to 8 total per set of testing) by the OHCA or designated agent
based upon medical necessity and consultation review. In circumstances where thereisaclinical need
for specialty testing, then more hours/units of testing can be authorized.

Testing units must be billed on the date the actual testing, interpretation, scoring, and reporting are
performed. A maximum of 12 hours of therapy and testing services per day per provider are allowed.

A child who is being treated in an acute inpatient setting can receive separate Psychological services
asthe inpatient per diemisfor "non-physician" servicesonly. A child receiving Residential level
treatment in either an RTC inpatient unit, therapeutic foster care home, or group home may not receive
additional individual, group or family counseling or psychological testing unless allowed thru prior
authorization by the OHCA or its designated agent.

Psychol ogists employed in State and Federal Agencies, who are not permitted to engage in private
practice, cannot be reimbursed for services as an individually contracted provider.

For assessment conducted in a school setting, the Oklahoma State Department of Education requires
that alicensed supervisor sign the assessment.

Individuals who qualify for Part B of Medicare: Payment is made utilizing the SoonerCare allowable
for comparable services.

Payment is made to physicians or psychologists with alicense to practice in the state where the service
is performed or to practitioners who have completed education requirements and are under current
board approved supervision to become licensed.

Each physician and psychologist must have a current contract with the Oklahoma Health Care
Authority (OHCA).

Home and Community-Based Waiver Services for the Mentally Retarded: All providers participating
in the Home and Community-Based Waiver Services for the mentally retarded program must have a
separate contract with this Authority to provide services under this program. All services are specified
in the individual's plan of care.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Intern is service provider (OU/OSU only)
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Psychological Testing by Technician, Code: 96102
Unit Length: Per Hour

Psychological Testing by Computer, Code: 96103
Unit Length: Session (only 1 allowable)

Neuropsychological Testing by Technician, Code: 96119
Unit Length: Per Hour

Service Requirement
Psychological testing with qualified health care professional interpretation and report, administered by a
technician.

PSY CHOLOGISTS: Psychological, Developmental, Neuropsychological, Neurobehavioral Testing is
clinically utilized when an accurate diagnosis and determination of treatment needs cannot be made
otherwise.

Four hours/units of testing per patient (over the age of two), per provider is allowed without prior
authorization every 12 months.

In circumstances where it is determined that further testing is medically necessary, additional hours/units
may be prior authorized by the OHCA or designated agent based upon medical necessity and consultation
review. In circumstances where thereisaclinical need for specialty testing, then more hourg/units of
testing can be authorized.

Any testing performed for a child younger than three must be prior authorized.

Testing units must be billed on the date the actual testing, interpretation, scoring, and reporting are
performed.

OUTPATIENT BEHAVIORAL HEALTH SERVICES:
(A) Assessment/Eval uation testing is provided by aclinician utilizing tests selected from currently accepted
assessment test batteries. Test results must be reflected in the Mental Health Services plan. The medical
record must clearly document the need for the testing and what the testing is expected to achieve.
(B) Assessment/Evaluation testing will be provided by a psychologist, certified psychometrician,
psychological technician of a psychologist or aLBHP. For assessment conducted in a school setting, the
Oklahoma State Department of Education requires that a licensed supervisor sign the assessment.
Target Population
Psychiatrists: Y ounger than 21 and 21 and older
Psychologists/L BHPs with an individual contract: Child (younger than 21 years)
OPBH Agency: Younger than 21 and 21 and older
LBHP (10-1P): 21 and older
Documentation Requirements
All psychological services must be reflected by documentation in the patient records.
(1) All assessment, testing, and treatment services/units billed must include the following:

(A) date;

(B) start and stop time for each session/unit billed;

(C) signature of the provider;

(D) credentials of provider;

(E) specific problem(s), goals and/or objectives addressed;

(F) methods used to address problem(s), goals and objectives;

(G) progress made toward goals and objectives;

(H) patient response to the session or intervention; and

(1) any new problem(s), goals and/or objectives identified during the session.
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A copy of the Psychological Testing results must be sent (fax or mail) to OHCA for review and possible

Care Coordination assistance.

Service/Reimbur sement Limitations

= Psychological technicians must provide no more than 140 billable hours (560 units) of service per
month to members.

=  The psychologist must maintain arecord of all billable services provided by a psychological technician
and done by computer.

= Thereisno coverage for adults for services by a psychologist, unless provided within a contracted
OPBH agency or under |O-1P program.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Intern is service provider (OU/OSU only)

Medication Training and Support Code: HO034
Unit Length: 15 minutes

Service Requir ement

Definition. Medication Training and Support is a documented review and educational session by aregistered
nurse, or physician assistant focusing on a member's response to medication and compliance with the
medication regimen. The review must include an assessment of medication compliance and medication side
effects. Vital signs must be taken including pulse, blood pressure and respiration and documented within the
progress notes, medical or clinical records. A physician is not required to be present, but must be available for
consult. Medication Training and Support is designed to maintain the member on the appropriate level of the
least intrusive medications, encourage normalization and prevent hospitalization.
Target Population
OPBH Agency: Adults (21 years or older)
OPBH Agency: Child (younger than 21 years)
Documentation Requirements
Medication Training and Support is a documented review and educational session by aregistered nurse, or
physician assistant focusing on:

(1) amember's response to medication;

(2) compliance with the medication regimen;

(3) medication benefits and side effects;

(4) vital signs, which include pulse, blood pressure and respiration; and

(5) Documented within the progress notes/medication record.

Per OAC 317:30-5, Section 248.

Staffing Requirements

Qualified professionals. Must be provided by alicensed registered nurse, or a physician assistant as a direct
service under the supervision of a physician.

Service/Reimbur sement L imitations

Limitations.
e Maedication Training and Support may not be billed for SoonerCare members who reside in ICF/MR
facilities.

e Oneunitisalowed per month per patient without prior authorization.
e MT&Sisnot alowed to be billed on the same day as Pharmacological Mgmt 90862.

Service Code M adifiers
HE — Mental Health
HF — Substance Abuse or Integrated
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Onsiteand Mobile CrisisIntervention Services (ClS) Code: H2011

Unit Length: 15 minutes

Service Requir ement

Definition. Crisis Intervention Services are face to face services for the purpose of responding to acute behavioral or

emotional dysfunction as evidenced by psychotic, suicidal, homicidal severe psychiatric distress, and/or danger of

AOD relapse.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

OAC 317:30-5, Section 248.

Staffing Requirements

Qualified professionals. Services must be provided by a LBHP.

Service/Reimbur sement Limitations

= CrisisIntervention Services are not compensable for SoonerCare members who reside in ICF/MR facilities, or
who receive RBM S in a group home or Therapeutic Foster Home.

= CISisaso not compensable for members who experience acute behavioral or emotional dysfunction whilein
attendance for other behavioral health services, unless there is a documented attempt of placement in a higher
level of care.

=  Themaximum is eight units per month, and 40 units per 12 months per member.

= Egtablished mobile crisis response teams can bill a maximum of sixteen units per month.

=  Prior authorization is not required.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Intern is service provider (OU/OSU only)
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CrisisIntervention Services (Facility Based Crisis Stabilization) Code: S9484

Unit Length: Hour

Service Requirement

Definition. FBCS services are emergency psychiatric and substance abuse services aimed at resolving crisis

situations. The services provided are emergency stabilization, which includes a protected environment,

chemotherapy, detoxification, individual and group treatment, and medical assessment.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

OAC 317:30-5, Section 248.

Staffing Reguirements

Qualified professionals. FBCS services are provided under the supervision of a physician aided by alicensed

nurse, and also include LBHPs for the provision of group and individual treatments. A physician must be

available.

Service/Reimbur sement Limitations

= Thisserviceislimited to providers who contract with or are operated by the ODMHSAS to provide this
service within the overall behavioral health service delivery system.

=  Providers of this service must meet the requirements delineated in the OAC 450:23.

=  Children's facility based stabilization (0-18 years of age) requires prior authorization.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated

HL — Psych Intern (OU/OSU only)
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Psychotherapy (Individual, I nteractive, Family and Group) Code: H0004

Unit Length: 15 minutes

Service Requir ement

Individual/Inter active Psychotherapy: With the exception of a qualified interpreter if needed, only the
member and the LBPH or CADC should be present and the setting must protect and assure

confidentiality. Ongoing assessment of the member's status and response to treatment as well as psycho-
educational intervention are appropriate components of individual counseling. The counseling must be goal
directed utilizing techniques appropriate to the service plan and the member's developmental and cognitive
abilities.

Individual Psychotherapy is a face-to-face treatment for mental illnesses and behavioral disturbances, in which
the clinician, through definitive therapeutic communication, attempts to alleviate the emotional disturbances,
reverse or change maladaptive patterns of behavior and encourage growth and development. Insight oriented,
behavior modifying and/or supportive psychotherapy refers to the development of insight of affective
understanding, the use of behavior modification techniques, the use of supportive interactions, the use of
cognitive discussion of reality, or any combination of these items to provide therapeutic change.

Interactive Psychotherapy isindividual psychotherapy that involves the use of play therapy equipment,
physical aids/devices, language interpreter, or other mechanisms of nonverbal communication to overcome
barriers to the therapeutic interaction between the clinician and the member who has not yet developed or who
has lost the expressive language communication skills to explain his/her symptoms and response to treatment,
requires the use of a mechanical devicein order to progress in treatment, or the receptive communication skills
to understand the clinician. The service may be used for kids or adults who are hearing impaired and require
the use of language interpreter.

Group Psychotherapy: Group Psychotherapy must take place in a confidential setting limited to the LBHP
or the CADC conducting the service, an assistant or co-therapist, if desired, and the group psychotherapy
participants.

Group psychotherapy isamethod of treating behavioral disorders using the interaction between the LBHP when
treating mental illness or the CADC when treating al cohol and other drug disorders, and two or more individuas
to promote positive emotional or behaviora change. The focus of the group must be directly related to the goa's
and objectivesin theindividua member's current service plan. This service does not include social or daily living
skills development as described under Behavioral Health Rehabilitation Services.

Maximum Group sizes:
=  Adults—8 (18 and over)
= Children— 6 (younger than 18)
* ICF/MR -6

M ulti-family and conjoint family therapy. Sessions are limited to a maximum of eight families/units. Billing
is alowed once per family unit, though units may be divided amongst family members.

Family Psychotherapy: Family Psychotherapy is a face-to-face psychotherapeutic interaction between a
LBHP or a CADC and the member's family, guardian, and/or support system. It istypically inclusive of the
identified member, but may be performed if indicated without the member's presence. When the member is an
adult, his’her permission must be obtained in writing. Family psychotherapy must be provided for the direct
benefit of the SoonerCare member to assist him/her in achieving his/her established treatment goals and
objectives and it must take place in a confidential setting. This service may include the Evidence Based
Practice titled Family Psycho-education.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

The provider may not bill any time associated with note taking and/or medical record upkeep. The provider
may only bill the time spent in face-to-face direct contact.

OAC 317:30-5, Section 248.
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Staffing Requirements
Qualified professionals:
» Licensed Behaviora Health Professional.
= CADCfor AOD.
Service/Reimbur sement Limitations
= Per CMS8-minuterule: Partia hillingisnot allowed. When only one serviceis provided in aday,
providers should not bill for services performed for less than 8 minutes.
= Daily Maximums:
0 Individual/Interactive: 6 units per day per member.
o0 Group, Multi-family/Conjoint Family Therapy: 12 units per day per member/family unit.
0 Family Therapy: 12 units per day per member/family unit.
Service Code M odifiers
No Modifier - Individual Therapy
HE - Mental Health
HF - Substance Abuse or Integrated
HV - Gambling
HR - Family Therapy with the patient
HS - Family Therapy without the patient
HQ - Group Therapy
HL - Psychologist Intern (OU/OSU only)

August 2010 54 of 104





Provider Manual

Multi-Systemic Therapy Code: H2023
Unit Length: 15 minutes

Service Requir ement

MST intensive outpatient program services are limited to children within an OJA MST treatment program

which provides intensive, family and community-based treatment targeting specific BH disordersin children

with SED who exhibit chronic, aggressive, antisocial, and/or substance abusing behaviors, and are at risk for

out of home placement. Case loads are kept low due to the intensity of the services provided.

Target Population

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

OAC 317:30-5, Section 248.

Staffing Requirements

Qualified professionals. Masterslevel who work on ateam established by OJA which may include

Bachelor level staff.

Service/Reimbur sement Limitations

=  Partial billing is not alowed, when only one serviceis provided in a day, providers should not bill for
services performed for less than 8 minutes (CM S 8 minute rule).

Service Code M odifiers

HO — Master’s level

HN — Bachelor’s level

HQ - Group
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Behavioral Health Rehabilitation Services (BHRS) aka, Psychiatric Social

Rehabilitation Services (PSRS) Code: H2017
Unit Length: 15 minutes

Service Requirement

Definition. BHRS/PSRS are behaviora health remedial serviceswhich are necessary to improve the member's ability
to function in the community. This service may include the Evidence Based Practice of IlIness, Management, and
Recovery.

Clinical restrictions.

This serviceis generally performed with only the members, but may include a member and the member's
family/support system group that focuses on the member's diagnosis, management, and recovery based
curriculum.

These services are performed to improve the skills and abilities of membersto:
= liveinterdependently in the community,
= improve self-care and social skills, and
= Promote lifestyle change and recovery practices.

Target Population

OPBH Agency: Adults (21 years or older)

OPBH Agency: Child (younger than 21 years)

Documentation Requirements

OAC 317:30-5, Section 248.

The services performed must have a purpose that directly relates to the goals and objectives of the member's
current service plan. A member who at the time of serviceis not able to cognitively benefit from the treatment
due to active hallucinations, substance use, or other impairmentsis not suitable for this service.

Progress notes for intensive outpatient mental health, substance abuse, or integrated programs may bein the
form of daily summary or weekly summary notes and must include the following:
(A) Curriculum sessions attended each day and/or dates attended during the week;
(B) Start and stop times for each day attended;

(C) Specific goal(s) and objectives addressed during the week;

(D) Type of Skills Training provided each day and/or during the week;

(E) Member satisfaction with staff intervention(s);

(F) Progress, or barriers to, made toward goals, objectives;

(G) New goal(s) or objective(s) identified;

(H) Signature of the lead BHRS; and

(I) Credentias of the lead BHRS.

A ligt of participants for each Group rehabilitative session and facilitating BHRS, LBHP, or CADC must be
maintained.

Staffing Reguirements

Qualified providers. A BHRS, CADC, or LBHP may perform BHRS/PSRS, following atreatment curriculum
approved by a LBHP or CADC for AOD. Staff must be appropriately trained in arecognized
behavioral/management intervention program such as MANDT, CAPE, traumainformed, or other methodol ogy.

Behavioral Health Rehabilitation Specialists (BHRS) are defined as follows:
On or After 7/01/10:
(1) Bachelor degree earned from a regionally accredited college or university recognized by the United
States Department of Education and completion of the ODMHSAS training as a Behavioral Health
Rehabilitation Specialist; or
(2) CPRP (Certified Psychiatric Rehabilitation Practitioner) credential.

(3) Certification as an Alcohol and Drug Counselor.

Service/Reimbur sement Limitations
NIYUR6HHESR services do not qualify for the OHCA transportation program, but they will arrange for
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transportation for those who require specialized transportation equipment.
= A member who at the time of serviceis not able to cognitively benefit from the treatment due to active
hallucinations, substance use, or other impairments is not suitable for this service.

Group sizes:
0 Adults: (18 and over): 14 membersto 1 staff.

o0 Children: (younger than 18) 8 membersto 1 staff.
Limitations:
(A) Transportation. Travel timeto and from BHR treatment is not compensable.

(B) Time. Breaks, lunch time and times when the member is unable or unwilling to participate are not
compensable and must be deducted from the overall billed time.

(C) Location. In order to develop and improve the member's community and interpersonal functioning and self
care abilities, rehabilitation may take place in settings away from the outpatient behavioral health agency
site. When this occurs, the BHRS, CADC, or LBHP must be present and interacting, teaching, or supporting
the defined learning objectives of the member for the entire claimed time.

(D) Billing. Residents of ICF/MR facilities and children receiving RBM S in a group home or therapeutic foster
home do not qualify for this service, unless prior approved by OHCA or its designated agent.

(E) Group Daily Maximums:
0 Adults (age 18 and older) - 24 units per day.
0 Children (younger than 18) - 16 units per day.

(F) Individual: The maximum is six units per day. Children under an ODMHSAS Systems of Care program
may be prior authorized additional units as part of an intensive transition period.

Service Code M odifiers

HE - Mental Health

HF - Substance Abuse or Integrated

HV - Gambling

HQ - Group
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Family Support and Training Code: T1027
Unit Length: 15 minutes

Service Requir ement

Definition. This service provides the training and support necessary to ensure engagement and active

participation of the family in the treatment planning process and with the ongoing implementation and

reinforcement of skillslearned throughout the treatment process. Child Training is provided to family

members to increase their ability to provide a safe and supportive environment in the home and community

for the child. Parent Support ensures the engagement and active participation of the family in the treatment

planning process and guides families toward taking a proactive role in their child's treatment. Parent

Training is assisting the family with the acquisition of the skills and knowledge necessary to facilitate an

awareness of their child's needs and the development and enhancement of the family's specific problem-

solving skills, coping mechanisms, and strategies for the child's symptom/behavior management.

Target Population

= Child (younger than 21 years)

= Family Support and Training is designed to benefit the SoonerCare member experiencing a serious
emotional disturbance who isin an ODMHSAS contracted systems of care community-based treatment
program.

= Diagnosed with a pervasive developmental disorder.

=  Under OKDHS or OJA custody residing within a RBM S level of care and who without these services
would require psychiatric hospitalization.

Documentation Requirements

OAC 317:30-5, Section 248.

Staffing Reguirements

Qualified professionals. Family Support Providers (FSP) must be certified through ODMHSAS.

Service/Reimbur sement Limitations

The FSP cannot bill for more than one individual during the same time period.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated
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Recovery Support Specialist (RSS) Code: H2015
Unit Length: 15 minutes

Service Requirement

Definition. Community Recovery Support (CRS) services are an EBP model of care which consists of a qualified
recovery support provider who assists individual s with their recovery from behavioral health disorders. Recovery
Support is a service delivery role in the ODMHSAS public and contracted provider system throughout the mental
health care system where the provider understands what creates recovery and how to support environments
conducive of recovery. Theroleis not interchangeable with traditional staff members who usually work from the
perspective of their training and/or their status as a licensed mental health provider; rather, this provider works
from the perspective of their experiential expertise and specialized credential training. They lend unique insight
into mental illness and what makes recovery possible because they are in recovery.

CRS/RSS staff utilizing their knowledge, skills and abilities will:

(I teach and mentor the value of every individual's recovery experience;

(1) model effective coping techniques and self-help strategies;

(111 assist membersin articulating personal goals for recovery; and

(V) Assist members in determining the objectives needed to reach his/her recovery goals.

CRS/RSS gtaff utilizing ongoing training may:

(I proactively engage members and possess communication skills/ability to transfer new concepts, ideas, and
insight to others;

(1) facilitate peer support groups,

(1) assist in setting up and sustaining self-help (mutual support) groups,

(V) support membersin using a Wellness Recovery Action Plan (WRAP);

(V) assist in creating acrisis plan/Psychiatric Advanced Directive;

(V1) utilize and teach problem solving techniques with members;

(V1) teach members how to identify and combat negative self-talk and fears;

(V1) support the vocational choices of members and assist him/her in overcoming job-related anxiety;

(IX) Assist in building socia skills in the community that will enhance quality of life. Support the development of
natural support systems;

(X) assist other staff in identifying program and service environments that are conducive to recovery; and

(X1) attend treatment team and program devel opment meetings to ensure the presence of the member's voice and to
promote the use of self-directed recovery tools.

Possess knowledge about various mental health settings and ancillary services (i.e., Social Security, housing
services, and advocacy organizations).
Target Population
Adults 18 and older with SMI and/or AOD disorder(s).
Documentation Requirements
OAC 317:30-5, Section 248.
Staffing Requirements
Qualified professionals. Peer Recovery Support Specialist (RSS) who is certified through ODMHSAS.
Service/Reimbur sement Limitations
0 Thisservice can beanindividual or group service.
o0 Groups— No limit on size
Service Code Modifiers
HE — Mental Health
HF — Substance Abuse or Integrated
HQ - Group
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Behavioral Health Aide Code H2014
Unit Length: 15 minutes

Service Requir ement

Definition. Behavioral Health Aides provide behavior management and redirection and behavioral and life
skills remedial training. The behavioral aide aso provides monitoring and observation of the child's
emotional/behavioral status and responses, providing interventions, support and redirection when

needed. Training is generally focused on behavioral, interpersonal, communication, self help, safety and daily
living skills.

Target Population

This serviceislimited to children with serious emotional disturbance who arein an ODMHSAS contracted
systems of care community-based treatment program, or are under OKDHS or OJA custody residing within a
RBMS level of care, who need intervention and support in their living environment to achieve or maintain stable
successful treatment outcomes.

Documentation Requirements

OAC 317:30-5, Section 248.

Staffing Requirements

Qualified professionals. Behavioral Health Aides must be certified through ODMHSAS.
Service/Reimbursement Limitations

The Behavioral Health Aide cannot bill for more than one individual during the same time period.

Service Code M odifiers

HE — Mental Health

HF — Substance Abuse or Integrated
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Program of Assertive Community Treatment (PACT) Services Code: H0039

Unit Length: 15 minutes

Service Requirement

Definition. PACT is provided by an interdisciplinary team that ensures service availability 24 hours a day,
seven days a week and is prepared to carry out a full range of treatment functions wherever and whenever
needed. Anindividua is referred to the PACT team service when it has been determined that his’her needs
are so pervasive and/or unpredictable that it is unlikely that they can be met effectively by other
combinations of available community services, or in circumstances where other levels of outpatient care
have not been successful to sustain stability in the community.

Target Population

Individuals 18 years of age or older with serious and persistent mental illness and co-occurring disorders.

Program of Assertive Community Treatment (PACT) Services are those delivered within an assertive
community-based approach to provide treatment, rehabilitation, and essential behavioral health supports
on a continuous basis to individuals 18 years of age or older with serious mental illness with a self
contained multi-disciplinary team.

The team must use an integrated service approach to merge essential clinical and rehabilitative functions
and staff expertise. Thislevel of service isto be provided only for persons most clearly in need of
intensive ongoing services.

Documentation Requirements
OAC 317:30-5, Section 248.

Staffing Requirements

Qualified professionals. Providers of PACT services are specific teams within an established organization
and must be operated by or contracted with and certified by the ODMHSAS in accordance with 43A O.S.
319 and OAC 450:55.

The team leader is required to be a LBHP.

Service/Reimbursement Limitations

A maximum of 105 hours per member per year in the aggregate. SoonerCare members who are enrolled in
this service may not receive other outpatient behavioral health services except for FBCS and CM.

PACT servicesinclude the following: PACT assessments (initial, and comprehensive); behavioral health
service plan (moderate and low complexity); treatment team meetings (team conferences with the member
present is a billable service); individual and family psychotherapy; individual rehabilitation; recovery
support services, group rehabilitation; group psychotherapy; crisisintervention; medication training and
support services, blood draws and/or other lab sample collection services performed by the nurse.

All PACT compensable SoonerCare services are required to be face to face.

= |nitial Assessment istheinitial evaluation of the consumer based upon available information,
including self-reports, reports of family members and other significant parties, and written summaries
from other agencies, including police, courts, and outpatient and inpatient facilities, where applicable,
culminating in a comprehensive initial assessment. Consumer assessment information for admitted
consumers shall be completed on the day of admission to the PACT. The start and stop times for this
service should be recorded in the chart.

=  Comprehensive Assessment isthe organized process of gathering and analyzing current and past
information with each consumer and the family and/or support system and other significant peopleto
evaluate: 1) mental and functional status; 2) effectiveness of past treatment; 3) current treatment,
rehabilitation and support needs to achieve individual goals and support recovery; and 4) the range of
individual strengths (e.g., knowledge gained from dealing with adversity or personal/professional
roles, talents, personal traits) that can act as resources to the consumer and his/her recovery planning
team in pursuing goals. Bill only the face to face service time with the member. Non-face to face time
isnot compensable. The start and stop times for this service should be recorded in the chart.
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= Service Plan Development by a Non-Physician (Treatment Planning and Review) is a process by
which the information obtained in the comprehensive assessment, course of treatment, the consumer,
and/or treatment team meetings is evaluated and used to develop a service plan that hasindividualized
goals, abjectives, activities and services that will enable a member to improve. Theinitial assessment
serves as a guide until the comprehensive assessment is completed. It isto focus on recovery and must
include a discharge plan. It is performed with the direct active participation by the member.
SoonerCare compensation for this service includes only the face to face time with the consumer. The
start and stop times for this service should be recorded in the chart.

=  Treatment Team Meetings (Team Conferences): This service is conducted by the treatment team,
which includes the member and all involved practitioners. For a compl ete description of this service,
see OAC 450-55-5-6 Treatment Team Mestings. This service can be billed to SoonerCare only when
the member is present and participating in the treatment team meeting. The conference starts at the
beginning of the review of an individual consumer and ends at the conclusion of the review. Time
related to record keeping and report generation is not reported. The start and stop should be recorded
in the consumer’s chart. The participating psychiatrist/physician should bill the appropriate CPT code;
and the agency is allowed to bill one treatment team meeting per member as medically necessary.

Service Code Modifiers

Group — HQ
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Targeted Case Management Code: T1017
Unit Length: 15 minutes

Service Requirement

Behaviora health case management services are provided to assist members in gaining access to needed
medical, social, educational and other services essential to meeting basic human needs. The behavioral
health case manager provides linkage, advocacy, referral, and monitoring on behalf of members, to help
members access appropriate community resources and support.

Case management is designed to assist individuals in accessing services for his or herself. The member has
the right to refuse case management and cannot be restricted from other services because of arefusal of
case management services. However, in referring a member for medical services, the case manager should
be aware that the SoonerCare program is limited in scope.

The behavioral health case manager must monitor the progress in gaining access to services and continued
appropriate utilization of necessary community resources. Behavioral case management is designed to
promote recovery, maintain community tenure, and to assist individuals in accessing services by following
the case management guidelines established by the ODMHSAS.

In order to be compensable, the service must be performed utilizing the ODMHSAS Strengths Based model
of case management. This model of case management assists individuals in identifying and securing the
range of resources, environmental and personal, needed to live in a normally interdependent way in the
community. The focus for the helping processis on strengths, interests, abilities, knowledge and capacities
of each person, not on their diagnosis, weakness or deficits. The relationship between the service member
and the behavioral health case manager is characterized by mutuality, collaboration, and partnership.
Helping activities are designed to occur primarily in the community, but may take place in the behavioral
health case manager's office, if more appropriate.

The community-based behavioral health case management agency will coordinate with the member by
phone or face-to-face, to identify immediate needs. The case manager will provide linkage/referral to
physiciansg/medication services, counseling services, rehabilitation and/or support services as described in
the case management service plan. Case Managers may also provide crisis diversion (unanticipated,
unscheduled situation requiring supportive assistance, face-to-face or telephone, to resolve immediate
problems before they become overwhelming and severely impair the individual’ s ability to function or
maintain in the community) to assist member(s) from progression to a higher level of care.

During the follow-up phase of these referrals or links, the behavioral health case manager will provide
aggressive outreach if appointments or contacts are missed within two business days of the missed
appointments. Community/home based case management to assess the needs for services will be scheduled
as reflected in the case management service plan, but not less than one time per month.

SoonerCare reimbursable behavioral health case management services include the following:

(I Gathering necessary psychological, educational, medical, and social information for the purpose of
individual plan of care development.

(I1) Face-to-face meetings with the member and/or the parent/guardian/family member for the
implementation of activities delineated in the individual plan of care.

(111 Face-to-face meetings with treatment or service providers, necessary for the implementation of
activities delineated in the individual plan of care.

(IV) Supportive activities such as non face-to-face communication with the member.

(V) Non face-to-face communication with treatment or service providers necessary for the implementation
of activities delineated in the individual plan of care.

(V1) Monitoring of the individual plan of care to reassess goals and objectives and assess progress and or
barriers to progress.

(V1) Crisisdiversion (unanticipated, unscheduled situation requiring supportive assistance, face-to-face or
telephone, to resolve immediate problems before they become overwhelming and severely impair the
individual’s ability to function or maintain in the community) to assist member(s) from progressionto a
higher level of care.
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(V1) Transitioning from institutions to the community. Individuals (except individuals ages 22 to 64 who
reside in an ingtitution for mental diseases (IMD) or individuals who are inmates of public institutions) may
be considered to be transitioning to the community during the last 60 consecutive days of a covered, long-
term, ingtitutional stay that is 180 consecutive days or longer in duration. For a covered, short term,
institutional stay of less than 180 consecutive days, individuals may be considered to be transitioning to the
community during the last 14 days before discharge. These time requirements are to distinguish case
management services that are not within the scope of the institution's discharge planning activities from
case management required for transitioning individuals with complex, chronic, medical needsto the
community.

Types of Case management:

0 Standard case management with casel oads of 30-35 members.

0 Intensive case management that focuses on the treatment of adults who are chronically or severely
mental ill and who are also identified as high utilizers of mental health services and need extra
assistance in accessing services and devel oping the skills necessary to remain in the community. The
primary functions of intensive case management services are to assure an adequate and appropriate
range of services are being provided to individualsto include: linkage with the mental health system,
linkage with needed support system, and coordination of the various system componentsin order to
achieve a successful outcome; aggressive outreach; and member education and resource skills
development. I ntensive case management caseloads are smaller, between 10 and 15 and the consumer
typically has access 24 hours per day, 7 days per week.

0 Wraparound facilitation service process that has been demonstrated as an effective way to support
children and youth with severe emational disturbance to live successfully in the community with their
families. The wraparound service process identifies and builds on the strengths and culture of the child,
family, and support system to create integrated and individualized plans to address the needs of the
child and family that put the child at risk of long-term residential placement. Typically, to produce a
high fidelity wraparound process, afacilitator can facilitate between 8 and 10 families and is available
24 hours per day, 7 days per week.

Target Population

Behavioral Health Adults (21 years or older)

Behavioral | Health Child (younger than 21 years)

Documentation Requirements

The service plan must include general goals and objectives pertinent to the overall recovery needs of the

member. Progress notes must relate to the service plan and describe the specific activities performed.

Behavioral health case management service plan development is compensable time if the time is spent

communicating with the participation by, as well as, reviewed and signed by the member, the behavioral

health case manager, and alicensed behavioral health professional as defined at OAC 317:30-5-240.

All behavioral health case management services rendered must be reflected by documentation in the
records. In addition to a complete behavioral health case management service plan documentation of each
session must include, but is not limited to:

(2) date;

(2) person(s) to whom services are rendered;

(3) start and stop times for each service;

(4) original signature of the service provider (original signatures for faxed items must be added to the
clinical file within 30 days);

(5) credentials of the service provider;

(6) specific service plan needs, goals and/or objectives addressed;

(7) specific activities performed by the behavioral health case manager on behalf of the child related to
advocacy, linkage, referral, or monitoring used to address needs, goals

and/or objectives,

(8) progress or barriers made towards goals and/or objectives;

(9) member (family when applicable) response to the service;

(10) any new service plan needs, goals, and/or objectives identified during the service; and

(11) member satisfaction with staff intervention.

Staffing Reguirements
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Classifications: Annua Hourg/Provider:
= Case Manager |11, Wraparound Facilitator = 812
= Case Manager Il, Wraparound Facilitator = 812
= Case Manager Il1, Intensive = 812
= Case Manager Il, Intensive = 812
= Case Manager Il1 = 1141
= Case Manager Il = 1141
=  Case Manager | = 1141

A case manager performing the service must have and maintain a current behavioral health case manager
certification from the Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAYS),
pass the ODMHSAS web-based Case Management (CM) Competency Exam and meet one of the following
requirements:

(1) CaseManager 111 - meetsthe agency’ s definition of a Licensed Behavioral Health Professiona as defined
below:

(& Allopathic or Osteopathic Physician with acurrent license and board certification in psychiatry
or board eligible in the state in which services are provided, or current resident in psychiatry;

(b) Practitioner with alicense to practice in the state in which services are provided or onewho is
actively and regularly receiving board approved supervision, and extended supervision by afully
licensed clinician if board’s supervision requirement is met but the individual is not yet licensed,
to become licensed by one of the following boards: Psychology, Social Work (clinical specialty
only), Professional Counselor, Marriage and Family Therapist, Behavioral Practitioner, or
Alcohol and Drug Counselor;

Advanced Practice Nurse (certified in a psychiatric mental health specialty), licensed asa
registered nurse with a current certification of recognition from the board of nursing in the state
in which services are provided; or

(2) Case Manager Il - meetsthe following requirements:

(8 A bachelor’'sor master’s degree in a behavioral hedlth field, earned from aregionally accredited
college or university recognized by the United States Department of Education, which includes
but is not limited to psychology, social work/sociology, occupational therapy, family studies,
human resources/services counseling, human developmenta psychology, gerontology, early
childhood development, chemical dependency studies, school guidance/counseling/education,
rehabilitative services, and/or criminal justice;

(b) A current license as aregistered nurse in Oklahoma with experience in behaviora health care; or

(c) acurrent certification as an alcohol and drug counselor in Oklahoma, and complete 7 hours of
ODMHSAS specified CM training; or

(3) CaseManager | - hasahigh school diplomaand:

(& 60 college credit hours; or

(b) 36 total months of experience working with persons who have a mental illness (documentation
of experience must be on file with ODMHSAS); and

(c) Completed 14 hours of ODMHSAS specified CM training.

(4) Wraparound Fecilitator Case Manager - meets the qualificationsfor CM 1l or CM |11 and hasthe
following::

(©

(8 Successful completion of the DMHSAS training for wraparound facilitation within six months
Successfully complete wraparound credentialing process within nine months of beginning

(d)
with aQualified Mental Health Professional, asrequired by DMHSAS,

(& A minimum of 2 years Behavioral Health Case Management experience, crisis diversion

of employment; and
(b) Participate in ongoing coaching provided by DMHSAS and employing agency; and
(©
process; and
Direct supervision or immediate access and a minimum of one hour weekly clinical consultation
(5) Intensive Case Manager - meetsthe provider qualifications of a Case Manager Il or 111 and hasthe
following:
experience, and
(b) must have attended the ODMHSAS 6 hour | ntensive case management training.

Service/Reimbur sement Limitations

Reimbursable case management does not include:
(1) physically escorting or transporting a member to scheduled appointments or staying with the member
during an appointment; or
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(1) monitoring financial goals; or

(11 providing specific services such as shopping or paying bills; or
(IV) delivering bus tickets, food stamps, money, etc.; or

(V) services to nursing home residents; or

(V1) psychotherapeutic or rehabilitative services,

psychiatric assessment, or discharge; or

(V1) filling out forms, applications, etc., on

behalf of the member when the member is not present; or

(V1) filling out SoonerCare forms, applications, etc., or;

(IX) Servicesto membersresiding in ICF/MR facilities.

(X) Non face to face time that case manager's spend preparing the assessment document and the service
plan paperwork.

Case Manager Travel Time:

With regard to travel time, when the rate was re-calculated, travel time was built into the average length of
face to face time spent with a member (i.e. the rate assumes that the case manager will spend some amount
of time traveling to the member for the face to face service). The case manager should only bill for the
actual face to face time that they spend with the member and not bill for “windshield time”. Thiswould be
considered duplicative billing since the rate assumes the travel component already.

SoonerCare members who reside in nursing facilities, residential behavior management services, group or
foster homes or ICF/MRs may not receive SoonerCare compensabl e case management services.

For information about ODMHSAS Case Management Certification, please visit their website:
www.ok.gov.odmhsas

Age Daily |Monthly |[Contract
Limits|Limit Type
Targeted Case Management, 16 56 111 - CMHC
CM 111, SOC,
LBHP level T1016 HE/HF/HV] TF 0-20
Targeted Case Management, 16 56 111 - CMHC
CM 11, SOC,
MA/BA level T1017 HE/HF/HV] TF 0-20
Targeted Case Management, 16 25 111 -CMHC
CM III,
Intensive, CMHC, MA level | T1016 [HE/HF/HV| TG | 18-999
Targeted Case Management, 16 25 111 - CMHC
CM II,
Intensive, CMHC, BA level | T1017 [HE/HF/HV] TG | 18- 999
Targeted Case Management, 16 25 110 - OPBH
CM III, 111 - CMHC
LBHP/MA level T1017 (HE/HF/HV] HO | 0-999
Targeted Case Management, 16 25 110 - OPBH
CM II, 111 - CMHC
MA/BA level T1017 (HE/HF/HV] HN | 0-999
Targeted Case Management, 16 25 110 - OPBH
CM I, 111 - CMHC
lessthan BA T1017 (HE/HF/HV] HM | 0-999
Targeted Case M anagement, 16 56 114 - PACT
PACT T1017 (HE/HF/HV 18- 999

Service Code M odifiers

HE — Mental Health
HF — Substance Abuse
HV — Gambling

HO -CM llI
HN-CM II

HM —-CM |
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Section 1V

Client Assessment Record (CAR)
for Outpatient Behavioral Health
Providers
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CLIENT ASSESSMENT RECORD (CAR)

GENERAL INFORMATION

The purpose of the Client Assessment Record (CAR) isto give clinicians atool to evaluate the functioning level
of their customers.

The clinician must have knowledge of the customer’s behavior and adjustment to his’/her community-based on
the assessment, and other information. The knowledge must be gained through direct contact (face-to-face
interview). It can aso include systematic review of the customer’s functioning with individuas who have
observed and are acquainted with the customer.

The CAR levels of functioning have been structured within a "normal curve" format, ranging from Above
Average Functioning (1-10) to Extreme Psychopathology (50). Pathology begins in the 20-29 range. The CAR
format provides a broad spectrum of functioning and permits a range within which customers can be described.

The clinician’s rating in each domain needs to based on assessment information: 1) the frequency of the
behavior (How often does the behavior occur?); 2) the intensity of the behavior (How severe is the behavior?);
3) duration of the behavior (How long does the behavior last?); and 4) the impact the symptoms/behaviors have
on daily functioning, to establish the severity of the customer’s current condition.

Only current information isto be rated, not historical information.

CAR DOMAIN DEFINITIONS

1. FEELING/MOOD/AFFECT: Measures the extent to which the person’s emotional life is well moderated or
out of control.

2. THINKING/MENTAL PROCESS. Measures the extent to which the person is capable of and actually uses
clear, well-oriented thought processes. Adequacy of memory and overall intellectual functioning are also to
be considered in this scale.

3. SUBSTANCE USE: Measures the extent to which a person’s current use of synthetic or natural substances
is controlled and adaptive for genera well-being and functioning. Although alcohol and illegal drugs are
obvious substances of concern, any substance can be subjected to maladaptive use or abuse, especidly if
compounded by special medical or socia situations.

4. MEDICAL/PHY SICAL: Measures the extent to which a person is subject to illness, injury and/or disabling
physical conditions, regardless of causation. Demonstrable physical effects of psychological processes are
included, but not the effects of prescribed psychotropic medications. Physical problems resulting from
assault, rape, or abuse are included.

5. FAMILY: Measures the adequacy with which the customer functions within hisher family and current
living situation. Relationship issues with family members are included as well as the adequacy of the family
constellation to function as a unit.

6. INTERPERSONAL: Measures the adequacy with which the person is able to establish and maintain
interpersonal relationships. Relationships involving persons other than family members should be
compared to similar relationships by others of the same age, gender, culture, and life circumstances.

7. ROLE PERFORMANCE: Measures the effectiveness with which the person manages the role most relevant
to his or her contribution to society. The choice of whether job, school, or home management (or some
combination) is most relevant for the person being rated depends on that person’s age, gender, culture and
life circumstances. If the member has an intellectual, mental or physical disability, the member would be
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scored relative to others with the same disability and in the same situation. Whichever role is chosen as most
relevant, the scale is used to indicate the effectiveness of functioning within the role at the present time.
SOCIO-LEGAL: Measures the extent and ease with which the person is able to maintain conduct within the
limits prescribed by societal rules and social mores. It may be helpful to consider this scale as a continuum
extending from pro-social to anti-social functioning. ***Other Behavioral Non-Chemical Addictions
would berated here: gambling, internet, pornography, sexual, etc.

SELF CARE/BASIC NEEDS: Measures the adequacy with which the person is able to care for him/her self
and provide his’her own needs such as food, clothing, shelter and transportation. If the customer livesin a
supportive or dependent situation for reasons other than lack of ability (e.g. confined on crimina sentence),
estimate the ability to make arrangements independently and freely. Children, people with disabilities, and
aged persons who are cared for by others should also be rated on their own ability to make arrangements
compared to others their age.

LEVEL OF FUNCTIONING RATING SCALE

1 - 9 (Above Average): Functioning in the particular domain is consistently better than that which is
typical for age, gender, and subculture, or consistently average with occasional prominent episodes of
superior, excellent functioning. Functioning is never below typical expectations for the average person.

10 - 19 (Average): Functioning in the particular domain as well as most people of same age, gender, and
subculture. Given the same environmental forces is able to meet usual expectations consistently. Has the
ability to manage life circumstances.

20 - 29 (Mild to Moderate): Functioning in the particular domain falls short of average expectation most of
the time, but is not usually seen as seriously disrupted. Dysfunction may not be evident in brief or casual
observation and usually does not clearly influence other areas of functioning. Problems require assistance
and/or interfere with normal functioning.

30 - 39 (Moderate to Severe): Functioning in the particular domain is clearly margina or inadequate, not
meeting the usual expectations of current life circumstances. The dysfunction is often disruptive and self-
defeating with respect to other areas of functioning. Moderate dysfunction may be apparent in brief or
casual interview or observation. Serious dysfunction is evident.

40 - 49 (Very Severe/ Incapacitating): Any attempts to function in the particular domain are marked by
obvious failures, usualy disrupting the efforts of others or of the social context. Severe dysfunction in any
area usualy involves some impairment in other areas. Hospitalization or other external control may be
required to avoid life-threatening consequences of the dysfunction. Out of control all or most of the time.

50 (EXTREME): The extreme rating for each scale, suggests behavior or situations totally out of control,
unacceptable, and potentially life threatening. This score indicates issues that are so severe it would not be
generally used with someone seeking outpatient care.

CAR DOMAIN SCORING EXAMPLES

FEELING / MOOD AFFECT

1-9(ABOVE AVERAGE): Anxiety, depression, or disturbance of mood is absent or rare. The person’s emotional life
is characterized by appropriate cheer and optimism given a realistic assessment of higher situation. Emotional control is
flexible, with both positive and negative feelings clearly recognized and viewed as within his’her control. Reactions to
stressful situations are clearly adaptive and time limited.

10-19 (AVERAGE): No disruption of daily life due to anxiety, depression or disturbance of mood. Emotional control
shows consistency and flexibility. A variety of feelings and moods occur, but generally the person is comfortable, with
some degree of pleasant or warm affect. When strong or persistent emotions occur, the object and approximate causes
arereadily indentified.
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= ADULT: Able to cope, either alone or with the help of others, with stressful situations. Not overwhelmed when
circumstances seem to go against him/her. Doesn't dwell on worries; tries to work out problems. Frustration, anger,
guilt, loneliness, and boredom are usually transient in nature and resolve quickly. Considers self aworthy person.

= CHILD: Not overwhelmed when circumstances seem to go against him/her. Frustration, anger, guilt, loneliness, and
boredom are usually transient in nature and resolve quickly. Reactionsto stressful events are age appropriate.

= 20-29(Mild to Moderate): Occasiona disruption dueto intense feelings. Emotional life is occasiondly characterized
by volatile moods or persistent intense feelings that tend not to respond to changes in situations.  Activity levels may
occasionally be inappropriate or there may be disturbance in deep patterns.

= ADULT: Tendsto worry or be dightly depressed most of the time. Feels responsible for circumstances but helpless
about changing them. Fedls guilty, worthless and unloved, causing irritability, frustration and anger.

= CHILD: Frudtration, anger, londiness, and boredom persist beyond the precipitating situation. May be dightly
depressed and/or anxious MOST OF THE TIME.

= 30 — 39 (Moderate to Severe): Occasional mgjor (severe) or frequent moderate disruptions of daily life due to
emotiona state. Uncontrolled emotions are clearly disruptive, affecting other aspects of the person’slife. Person does
not fed capable of exerting consistent an effective control on own emotional life.

= ADULT: The leve of anxiety and tension (intense feelings) is frequently high. There are marked frequent, volatile
changes in mood. Depression is out of proportion to the situation, frequently incapacitation. Feels worthless and
rejected most of thetime. Becomes easily frustrated and angry.

= CHILD: Symptoms of distress are pervasive and do not respond to encouragement or reassurance.
May be moderately depressed and/or anxious most of the time or severely anxious/depressed occasionally.

= 40-49 (Very severe/ incapacitating): Severe disruption or incapacitation by feelings of distress. Unable to control
one's emotions, which affects al of the person’s behavior and communication. Lack of emotional control renders
communication difficult even if the personisintellectudly intact.

= ADULT: Emotiona responses are highly inappropriate most of the time. Changes from high to low moods make a
person incapable of functioning. Constantly feels worthless with extreme guilt and anger. Depression and/or anxiety
incapacitate person to a significant degree most of the time.

= CHILD: Emotiona responses are highly inappropriate most of the time. Reactions display extreme guilt and anger that
isincapacitating.

= B0 (EXTREME): Emotional reactions or their absence appears wholly controlled by forces outside the individual and
bears no relationship to the situation.

Scoring Tips:
=  When determining if a person scores in the 40-49 range, remember that symptoms must be at a level that is
“incapacitating”. A good guide for this is “Unable to control one's emotions, which affects all of the person’s
behavior and communication.”

THINKING/MENTAL PROCESS

This domain refers to the person’s intellectual functioning and thought processes only. If there is a lowering of
functioning level in either one, please rate the more severe of the two.

= 1-9(ABOVE AVERAGE): Superior intellectual capacity and functioning. Thinking seems consistently clear, well
organized, rationa and realistic. The person may indulge inirrationa or unrealistic thinking, or fantasy, but is aways
ableto identify it as such, clearly distinguishing it from more rationa realistic thought.

= 10-19 (AVERAGE): No evidence of disruption of daily life due to thought and thinking difficulties. Person has at
least average intellectual capacity. Thinking is generaly accurate and realistic. Judgment is characteristically
adequate. Thinking israrely distorted by beliefs with no objective basis,

= ADULT: Capable of rational thinking and logical thought processes. Oriented in all spheres. No memory loss.

= CHILD: Intellectual capacity and logical thinking are devel oped appropriately for age.

= 20 - 29 (Mild to Moderate): Occasiona disruption of daily life due to impaired thought and thinking processes.
Intellectual capacity slightly below average (“Dull Normal” to Borderline) and/or thinking occasionally distorted by
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defensive, emotional factors and other personal features. Poor judgment may occur often, but is not characteristic of
the person. Communications may involve misunderstandings due to mild thought disorders. Includes specific
impairments of learning or attention and the ability to generalize from acquired knowledge.

= ADULT: Borderline retardation; but can function well in many areas. Peculiar beliefs or perceptions may
occasionally impair functioning. Occasionally forgetful, but is able to compensate.

= CHILD: Bordering retardation or developmentally delayed, but can function well in many areas. Inability to
distinguish between fantasy and reality may, on occasion, impair functioning.

= 30-39 (Moderateto Severe): Frequent or consistent interference with daily life due to impaired thinking. Mild to
moderate mental retardation and/or frequent distortion of thinking due to emotional and/or other personal factors may
occur. Frequent substitution of fantasy for reality, isolated delusions, or infrequent hallucinations may be present.
Poor judgment is characteristic at thislevel.

= ADULT: Mild to moderate retardation, but can function with supervision. Delusions and/or hallucinations interfere
with normal daily functioning. Frequently disoriented as to time, place, or person. Person is unable to remember
recent or past events.

= CHILD: Mildto moderate retardation. May be preoccupied by unusua thoughts of attachments.

= 40 -49 (Very severe/ incapacitating): Incapacitated due to impaired thought and thinking processes. Severe to
profound mental retardation and/or extreme disruption or absence of rationa thinking may exist. Delusions or
frequent hallucination that the person cannot distinguish from reality may occur. Communication is extremely
difficult

= ADULT: Unableto function independently. Severely disoriented most of thetime. Significant loss of memory.

= CHILD: Severely disoriented most of the time. Loss of memory. If speech is present, it may manifest itself in
peculiar patterns.

= 50 (EXTREME): Profound retardation, comatose, or vegetative. No process that would ordinarily be considered
“thinking” can be detected, although person may appear to be conscious. Communication is virtually impossible.
Extreme catatonia.

NOTE: A score of 40 or more in this domain must include a statement indication the customer’s ability to participate in
treatment planning and benefit from the OP services requested.

Scoring Tips:
= When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is
“incapacitating”. A good guide for thisis“Severely disoriented most of the time”

SUBSTANCE USE

= 1-9 (ABOVE AVERAGE): All substances are used adaptively with good control. Substances known to be
harmful are used sparingly, if at al.

= 10-19 (AVERAGE): No impairment of functioning due to substance use. Substance use is controlled so that it is
not apparently detrimental to the person’s over-all functioning or well-being. Substances used and amount of use are
within commonly accepted range of the person’s subculture. Infrequent excesses may occur in situations where such
indul ges have no serious consequences.

= ADULT: No functional impairment noted from any substance use. Reports occasiona use of alcohol with no adverse
effects.

= CHILD: No effects from intake of acohol drugs, or tobacco other than possible one occurrence of experimentation.

= 20-29 (Mild to Moderate): Occasional or mild difficultiesin functioning due to substance use. Weak control with
respect to one or more substances. May depend on maladaptive substance use to escape stress or avoid direct
resolution of problems, occasionally resulting in increased impairment and/or financial problems.

= ADULT: Occasional apathy and/or hostility due to substance use. Occasional difficulty at work due to hangover or
using on the job.
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CHILD: Occasiona incidence of experimentation with alcohol, drugs or other substance with potential adverse
effects.

30 — 39 (Moderate to Severe): Freguent difficulties in functioning due to substance use. Has little control over
substance use. Lifestyle revolves around acquisition and abuse of one or more substances. Has difficulty on the job,
at home and /or in other situations.

ADULT: Needs acohol, drugs or other substances to cope much of the time, without them, feels upset and irritable.
Freguent hangovers/highs or other effects of substance abuse that are causing difficulty on the job, at home and/or
other situations.

CHILD: Repeated use of alcohol, drugs, or other substances causing difficulty at home and/or school.

40 — 49 (Very severe/ incapacitating): People with disabilities or incapacitated due to substance use. Substance
abuse dominates the person’s life to the amost total exclusion of other aspects. Serious medical and/or socia
consequences are accepted as necessary inconveniences. Control is absent, except as necessary to avoid detection of
an illegal substance.

ADULT: Magor focus on obtaining desired substance. Other functions ignored. Unable to hold job due to use of
alcohol, drugs or other substances

CHILD: Unable to function at home or in school due to substance use. Life revolves around obtaining desired
substance.

50 (EXTREME): Constantly high or intoxicated with no regard for basic needs or elemental persona safety. May
include extreme vegetative existence.

NOTE: The use of substances by family membersis recorded in domain #5, as it relates to the family’s ability to operate
asafunctional unit.

Scoring Tips:

=  When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is
“incapacitating”. A good guide for this is “Substance abuse dominated the person’s life to the almost tota
exclusion of other aspects’.

= |n addition to scoring substance use in this domain, you can also score substance dependence for someone who is
not using at thistime. Example of this would be- how frequently is someone thinking of using and how does that
impact their daily functioning (i.e. if someone is thinking of using all the time, and is participating in 5 AA
meetings daily to keep from using- this may be impacting their ability to hold down ajab, etc.).

MEDICAL/PHYSICAL

1-9 (ABOVE AVERAGE): Consistently enjoys excellent health. Infrequent minor ills cause little discomfort, and
are marked by rapid recovery. Physical injury israre and healing is rapid. Notill or injured at this time of rating and
in good physical condition.

10 — 19 (AVERAGE): No physical problems that interfere with daily life. Generally good health without undue
distress or disruption due to common ailments and minor injuries. Any chronic medical/physica condition is
sufficiently controlled or compensated for as to cause no more discomfort or inconvenience than is typical for the age.
No life-threatening conditions are present.

ADULT: Occasional common colds, fatigue, headaches, gastrointestinal upsets, and common ailments that is endemic
in the community. No sensory aidsrequired. No medications.

CHILD: Occasiona common ailments. Rapid recovery with no long-term effects. No sensory aids required. No
medications.

20 — 29 (Mild to Moderate): Occasional or mild physical problems that interfere with daily living. Physical
condition worse than what is typical of age, sex, and culture and life circumstances, manifested by mild chronic
disability, illness or injury, or common illness more frequent than most. Includes most persons without specific
disability, but frequent undiagnosed physical complaints. Disorders in this range could become life threatening only
with protracted lack of care.
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ADULT: Controlled alergies. Needs glasses, hearing aid, or other prostheses, but can function without them. Needs
medication on aregular basisto control chronic medical problem.

CHILD: IlInesses more frequent than average. Controlled allergies. Needs glasses, hearing aid, or other prostheses,
etc.

30 — 39 (Moderate to Severe): Frequent and/or chronic problems with health. Person suffers from serious injury,
illness or other physical condition that definitely limits physical functioning (though it may not impair psychological
functioning or productivity in appropriately selected roles). Includes conditions that would be life threatening without
appropriate daily care. Cases requiring hospitalization or daily nursing care should be rated 30 or above, but many
less critical cases may be in this range al so.

ADULT: Diabetes, asthma, moderate over/underweight or other evidence of eating disorder. Cannot function
without function without glasses, hearing aid or other prostheses. Heavy dependence on medications to alleviate
symptoms of chronic illness.

CHILD: Diabetes, asthma, moderate over/underweight or other evidence of eating disorder. Cannot function without
glasses, hearing aid, or other prostheses. Physical problems secondary to abuse. Heavy dependence on medication.

40 — 49 (Very severe / incapacitating): Incapacitated due to medical/physical health. The person is physically
incapacitated by injury, illness, or other physical co9ndition. Condition may be temporary, permanent or progressive,
but all casesin thisrange require at least regular nursing-type care.

ADULT: Medical/physical problems are irreversible and incapacitating. Must have specia medication in order to
survive.

CHILD: Medical/physical problems areirreversible and incapacitating.

50 (EXTREME): Critical medical/physical condition requiring constant professional attention to maintain life.
Include al personsin agenera hospital intensive care unit.

NOTE: Include how the medical condition limits the customer’ s day-to-day function for score of 20 and above.

Scoring Tips:

= When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is “incapacitating”.
A good guide for thisis “but all casesin thisrange require at least regular nursing-type care”.

When determining if a person scored in the 30-39 range, please note that just having Diabetes, Asthma,
etc. does not automatically equate a score in this range. In addition, symptoms/condition “definitely
limits physical functioning”.

FAMILY

1 - 9 (ABOVE AVERAGE): Family unit functions cohesively with strong mutual support for its members.
Individual differences are valued.

10-19 (AVERAGE): Mgjor conflicts are rare or resolved without great difficulty. Relationships with other family
members are usually mutually satisfying.

**x*x*DEFAULT TO AVERAGE RATING IF ADULT HAS NO FAMILY OR LACK OF FAMILY CONTACT.
Feelings about lack of contact would be noted in domain #1*****

ADULT: Primary relationships are good with normal amount of difficulties. Feels good with family relationships
and securein parent role. Destructive behavior among family membersis rare.

CHILD: Conflicts with parents or siblings are transient; family is able to resolve most differences promptly.
Parenting is supportive and family is stable.

20 — 29 (Mild to Moderate): Relationships within the family are mildly unsatisfactory. May include evidence of
occasional violence among family members. Family disruption is evident. Significant friction and turmoil evidenced,
on some consistent basis, which is not easily resolved.

ADULT: Family difficulties such that member occasionally thinks of leaving. Some strife with children.
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CHILD: Problems with parents or other family members are persistent, leading to generally unsatisfactory family
life. Evidence of recurring conflict or even violence involving adults and children.

30 — 39 (Moderate to Severe): Occasional maor or frequent minor disruption of family relationships. Family does
not function asa unit. Frequent turbulence and occasional violence involving adults and children.

ADULT: Turbulent primary relationship or especialy disturbing break-up. Adult rage and/or violence directed
toward each other or children.

CHILD: Family inadequately supportive of child. Constant turmoil and friction. Family unit is disintegrating.

40- 49 (Very severe/ incapacitating): Extensive disruption of family unit. Relationships within family are either
extremely tenuous or extremely destructive.

ADULT: Not capable of forming primary relationships. Unable to function in parenting role. Abusive or abused.
CHILD: Isolated. Lacking family support. Abused or neglected.

50 (EXTREME): Total breakdown in relationships within family. Relationships that exist are physically dangerous
or psychologically devastating.

NOTE: For adults, note and score current, ACTIVE family problems only. For children report and score the behavior of
the current family asit affects the child.

Scoring Tips.

=  When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is
“incapacitating”. A good guide for this is “Abusive or abused” for adults, and “Abused or neglected” for
children.

= Score only the current family system (in the last 30 days). Family system can include anyone that the person
identifies as family (ex: common law husband/wife might be scored here). Please note that if someone is
identified and scored as family, they should not be included and scored again under domain 6. Interpersonal .

INTERPERSONAL

1 -9 (ABOVE AVERAGE): Relationships are smooth and mutually satisfying. Conflicts that develop are easily
resolved. Person is able to choose among response styles to capably fit into a variety of relationships. Socid skills
are highly devel oped.

ADULT: Haswide variety of social relationships and is sought out by others.

CHILD: Socia skills highly developed for age.

10 — 19 (AVERAGE): Interpersona relationships are mostly fruitful and mutually satisfying. Major conflicts are
rare or resolved without great difficulty. The person appears to be held in esteem within his or her culture.

ADULT: Good relationship with friends. Forms good working relationships with co-worker.

CHILD: Member isableto relate well to peers or adults without persistent difficulty.

20 — 29 (Mild to Moderate): Occasional or mild disruption of relationships with others. Relationships are mildly
unsatisfactory although generally adequate. May appear lonely or alienated although genera functioning is mostly
appropriate.

ADULT: Some difficulty in developing or keeping friends. Problems with co-workers occasionally interfere with
getting work done.

CHILD: Some difficulty in forming or keeping friendships. May seem lonely or shy.

30 — 39 (Moderate to Severe): Occasiona maor or frequent disruption of interpersona relationships. May be
actively disliked or virtually unknown by many with whom there is daily contact. Relationships are usually fraught
with difficulty.

ADULT: Has difficulty making and keeping friends such that the relationships are strained or tenuous. Generally
rejects or is rgjected by co-workers; tenuous job relationships.

CHILD: Unable to attract friendships. Persistent quarreling or social withdrawal. Has not developed age social
skills.
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= 40-49 (Very severe/ incapacitating): Serious disruption of interpersonal relationships or incapacitation of ability
to form relationships. No close relationships; few, if any, casual associations which are satisfying.

= ADULT: Socidly extremely isolated. Argumentative style or extremely dependent style makes work relationships
virtually impossible.

= CHILD: Socially extremely isolated. Rejected, unable to attach to peers appropriately.

= B0 (EXTEME): Relationship formation does not appear possible at the time of the rating.

NOTE: Relationshipswith family members are reported in domain #5.

Scoring Tips:
=  When determining if a person scored in the 40-49 range, remember that symptoms must be a a level that is
“incapacitating”. A good guide for thisis“No close relationships’.
= This domain scores only the person’s ability to make and maintain relationships outside of the family system- not
the type of people they choose to have relationships with. If they are maintaining relationships with people who
are getting them into trouble/putting them at risk, this may be a consideration for poor judgment when scoring in
domain #2.

ROLE PERFORMANCE

= 1-9(ABOVE AVERAGE): Therelevant roleis managed in a superior manner. All tasks are done effectively at or
before the time expected. The efficiency of function is such that most of the tasks appear easier than for others of the
same age, sex, culture, and role choice.

= 10 — 19 (AVERAGE): Reasonably comfortable and competent in relevant roles. The necessary tasks are
accomplished adequately and usually within the expected time. There are occasional problems, but these are resolved
and satisfaction is derived from the chosen role.

= ADULT: Holdsajob for severa years, without mgjor difficulty. Student maintains acceptable grades with minimum
of difficulty. Sharesresponsibility in childcare. Home chores accomplished.

= CHILD: Maintains acceptable grades and attendance. No evidence of behavior problems.

= 20-29 (Mild to Moderate): Occasional or mild disruption of role performance. Dysfunction may take the form of
chronic, mild overall inadequacy or sporadic failures of a more dramatic sort. In any case, performance often fals
short of expectation because of lack of ability or appropriate motivation.

= ADULT: Ungtable work history. Home chores frequently left undone; bills paid | ate.

= CHILD: Poor gradesin school. Fregquent absences. Occasional disruptive behavior at school.

= 30 -39 (Moderate to Severe): Occasional major or frequent disruption of role performance. Contribution in the
most relevant role is clearly marginal. Member seldom meets usual expectations and there is a high frequency of
significant consequences, i.e. firing, suspension.

= ADULT: Frequently introuble at work, or frequently fired. Home choresignored; some bills defaulted.

= CHILD: Expelled from school. Constantly disruptive and unable to function in school.

= 40 -49 (Very severe/ incapacitating): Severe disruption of role performance due to serious incapacity or absent
motivation. Attempts, if any, at productive functioning are ineffective and marked by clear failure.

= ADULT: Member not employable. Isunable to comply with rules and regulations or fulfill ANY of the expectations
of the member’s current life circumstance.

= CHILD: Expelled from school. Constantly disruptive and unable to function in school.

= B0 (EXTREME): Productive functioning of any kind is not only absent, but also inconceivable at the time of rating.
NOTE: Identify and assess only the customer’s primary role. Family role would be described in domain #5. If residing

in an RCF, RCF resident would be considered the primary role. Score functioning relative to others in the same life
circumstance.

Scoring Tips.
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=  When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is
“incapacitating”. A good guide for thisis “Attempts, if any, at productive functioning are ineffective and marked
by clear falure”’

SOCIO-LEGAL

= 1-9(ABOVE AVERAGE): Almost conforms to rules and laws with ease, abiding by the “spirit” as well as the
“letter” of thelaw. Any rate deviations from rules or regulations are for altruistic purposes.

= 10 - 19 (AVERAGE): No disruption of socio-legal functioning problems. Basically a law-abiding person. Not
deliberately dishonest, conforms to most standards of relevant culture. Occasional breaking or bending of rules with
no harm to others.

=  ADULT: No encounterswith the law, other than minor traffic violations.

= CHILD: Generally conformsto rules. Misbehavior is non-repetitive, exploratory or mischievous.

= 20- 29 (Mild to Moderate): Occasiona or mild disruption of socio-legal functioning. Occasionaly bends or violates
rules or laws for personal gain, or convenience, when detection is unlikely and persona harm to othersis not obvious.
Cannot always be relied on; may be in some trouble with the law or other authority more frequently than most peers,
has no conscious desire to harm others.

= ADULT: Many traffic tickets. Creates hazard to others through disregard of normal safety practices.

= CHILD: Disregardsrules. May cheat or deceive for own gain

= 30— 39 (Moderate to Severe): Occasional mgjor or frequent disruption of socio-legal functioning. Conforms to
rules only when more convenient or profitable than violation. Personal gain outweighs concern for others leading to
frequent and/or serious violation of laws and other codes. May be seen as dangerous as well as unreliable.

= ADULT: Frequent contacts with the law, on probation, or paroled after being incarcerated for a felony. Criminal
involvement. Disregard for safety of others.

= CHILD: Unable to consider rights of others at age appropriate level. Shows little concern for consequences of
actions. Freguent contact with the law. Delinquent type behaviors.

= 40— 49 (Very severe / incapacitating): Serious disruption of socio-legal functioning. Actions are out of control
without regard for rules and law. Seriously disruptive to society and/or pervasively dangerous to the safety of others.

= ADULT: In confinement or imminent risk of confinement due to illegal activities. Imminent danger to others or
property.

= CHILD: In confinement or imminent risk of confinement due to delinquent acts.

= 50 (EXTREME): Tota uncontrolled or antisocia behavior. Socially destructive and personally dangerous to almost
all unguarded persons.

NOTE: Since danger to others is a clear component of scores of 30 and over, a clear statement as to the customer’s
danger to others must be included in the request.

Scoring Tips.
=  When determining if a person scored in the 40-49 range, remember that symptoms must be a a level that is
“incapacitating”. A good guide for this is “In confinement or imminent risk of confinement” due to illegal
activitied ddinquent acts.

SELF CARE/BASIC NEEDS

= 1-9(ABOVE AVERAGE): Dueto the fundamenta nature of thisrealm of behavior, “above average” may be rated
only where needs can be adequately and independently obtained in spite of some serious obstacle such as extreme
age, serious physical handicap, severe poverty or socia ostracism.
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10-19 (AVERAGE): Customer isableto care for self and obtain or arrange for adequate meeting of all basic needs
without undue effort.

ADULT: Able to obtain or arrange for adequate housing, food, clothing and money without significant difficulty.
Has arranged dependable transportation.

CHILD: Ableto carefor self aswell as most children of same age and developmental level.

20 —29 (Mild to Moderate): Occasiona or mild disruption of ability to obtain or arrange for adequate basic needs.
Disruption is not life threatening, even if continued indefinitely. Needs can be adequately met only with partia
dependence on illegitimate means, such as stealing, begging, coercion or fraudulent manipulation.

ADULT: Occasiona assistance required in order to obtain housing, food and/or clothing. Frequently has difficulty
securing own transportation. Frequently short of funds.

CHILD: More dependent upon family or othersfor self care than would be devel opmentally appropriate for age.

30 — 39 (Moderate to Severe): Occasional major or frequent disruption of ability to obtain or arrange for at least
some basic needs. Include denial of need for assistance or support, meeting needs wholly through illegitimate means.
Unable to maintain hygiene, diet, clothing and/or prepare food.

ADULT: Considerable assistance required in order to obtain housing, food and/or clothing. Consistent difficulty in
arranging for adequate finances. Usually depends on others for transportation. May need assistance in caring for self.
CHILD: Ability to carefor self considerably below age and devel opmental expectation.

40 — 49 (Very severe / incapacitating): Severe disruption of ability to independently meet or arrange for the
majority of basic needs by legitimate or illegitimate means. Unable to care for self in a safe and sanitary manner.
ADULT: Housing, food and/or clothing must be provided or arranged for by others. Incapable of obtaining any
means of financial support. Totaly dependent on others for transportation.

CHILD: Cannot carefor self. Extremely dependent for age and developmental level.

50 (EXTREME): Person totally unable to meet or arrange for any basic needs. Would soon die without complete
supportive care.

NOTE: When rating a child in this domain, rate on child's functioning only, without regard to adequacy of parent’s
provisionsfor basic needs. The developmenta level of the child must also be considered.

Scoring Tips:

=  When determining if a person scored in the 40-49 range, remember that symptoms must be a a level that is
“incapacitating”. A good guide for this is “ Severe disruption of ability to independently meet or arrange for the
majority of basic needs by legitimate or illegitimate means”.

CAR ASSESSMENT GUIDE

The CAR Assessment Guide provides examples of questions you can ask for each CAR domain to help collect the information you
need to determine the most accurate score.

CAR1 FEELING/MOOD/AFFFECT

How have you been feeling (i.e., nervous, worried, depressed, angry)?

What has your mood been like?

How often do you feel this way and for how long?

Has there been any change in your sleep habits over the past month?

Has there been any change in your eating habits over the past month?

Has there been anything bothering you over the past month? If yes, please explain.

Have your feelinggmood been interfering with your relationships? If yes, please give specific examples and frequency of
occurrence?

Have your feelings/mood been interfering with your job? If yes, please give specific examples and frequency of occurrence?

Have your feelings/mood been interfering with your ability to complete household responsibilities? If yes, please give specific
examples and frequency of occurrence?
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=  Have you been told that you seem depressed, anxious, or overly sad during the last month?
= Haveyou felt like hurting yourself or others during the past month?

CAR?2 THINKING/MENTAL PROCESS

= Have you experienced any difficulties with your memory over the past month? If yes, please give specific examples and how
difficulties have impacted daily functioning.
= Have you experienced any difficulties with concentration? If yes, please give specific examples and how difficulties have
impacted daily functioning.
= Have you been told that you have a learning disability or do you think you have problems with learning or thinking? If yes,
please give specific examples and how difficulties have impacted daily functioning during the past month.
=  Have you had any recurring thoughts during the past month that bother you? If yes, please explain. Do these interfere with your
daily functioning in any way? If yes, please give specific examples.
= Do you ever hear voices or see things that other people can’t hear or see? If yes, please give specific examples. Has this occurred
within the past month? If yes, how often has this occurred and for how long? Does this interfere with your daily functioning in
any way? If yes, please give specific examples.
= Qrientation questions:
» Whoaml?
» Whereare we?
» Why are we here today?
» What istoday’s date?
» Who isthe President of the United States?
=  Have you had any thoughts that people are against you or are out to get you over the past month? If yes, please explain.
= Do you fedl that you have used poor judgment in any of your decision making over the past month or has anyone told you that
you were not using good judgment or making poor decisions? If yes, please explain. How is this impacting your life (give
specific examples)?
= Does anyone ever tell you that they have problems understanding what you are trying to say? If yes, please explain. Has this
occurred during the past month? If yes, how is thisimpacting your life (give specific examples)?

CAR3 SUBSTANCE USE

=  Haveyou used alcohol and/or other drugs during the last month? If yes,
» What type(s) of substance was used?
» How much have you used and how often?
» What are some of the reasons you used?
» How do you access the alcohol and/or other drugs (pay for them, trade favors, given to you, steal them)?
» How has substance use impacted your daily functioning (relationships, work, household responsibilities, health)?
=  Have you thought about using acohol and/or other drugs during the past month? If yes,
» What type(s) of substance have you thought about using?
» How often do you think about using?
» What do you do to keep from using (If attends AA/NA meetings how often)? How much time do you spend on these
activities?
» Do your thoughts of use and/or activities to avoid using negatively impact your daily functioning in any way
(relationships, work, household responsibilities, and health)? If yes, please give specific examples.

CARA4 MEDICAL/PHYSICAL

= Do you have any current medical/physical conditions? If yes,
» What type of medical/physical conditions do you have?
» Do your conditions require special care (medication, diet, nursing care)? If yes, please specify.
» Do your conditions currently impact your daily functioning (relationships, work, household responsibilities, self care)?
If yes, please give specific examples and frequency of occurrence.

= Areyou currently taking medication for medical/physical condition(s) and/or for psychiatric reasons? If yes,

August 2010 78 of 104





Provider Manual

What medication(s) are you taking?

At what dosage is your medication prescribed?

What condition/symptoms was your medication prescribed for?
Does your medication help reduce/control your symptoms?

YV VVYV

CARS FAMILY

=  Doyoulive with family members? If yes,

»  Which family member or family members do you live with (parents, siblings, husband, children, partner)?

» Arethere any current problems at home? If yes, please give specific examples and frequency of problems.

» How do you get along with the family member(s) you live with? If the answer is not well, then give specific examples

and frequency.

» How do family memberstreat you? If the answer is not well, then give specific examples and frequency.
= If you do not live with family members, do you live with afoster family? If yes,

» How do you get along with your foster family members (foster parents, foster siblings)? If the answer is not well, then
give specific examples and frequency.
How do foster family memberstreat you? If the answer is not well, then give specific examples and frequency.
Are there any current problems at home? If yes, please give specific examples and frequency.
Do you have any visitation with your biological family? If yes, what type of contact (phone, supervised, etc.), frequency
and duration of contact? Was the interaction positive? If no, please give specific examples of what made the interaction
negative.
= |f you do not live with family members, have you had contact with any family members during the past month? If yes,

» What type of contact have you had (phone, in-person)?

» How often was the contact and what was the duration of contact?

» Wastheinteraction positive? If no, please give specific examples.

Y V V

CARG6 INTERPERSONAL

= Do you have any close friends? If yes,

» How many close friends do you have?

» What makes them a close friend?

» How long have you been close friends? If not long, have you had many long-term friendships? If no, what do you
think interferes with maintaining long-term friendships?

» How much and what type of contact (phone, in person) have you had with your close friend(s) during the past
month? Isthisless or more contact than you usually have?

» How have you been getting along with your close friends during the past month? If not well, please give specific
examples and frequency.

If no,
» If you have no close friends, would you like some? If yes, what are some  of the things that might be interfering
with you achieving this?
= Doyou find it easy to make friends? If no, what makesit hard?
= How are your relationships at Work/School/Day Care/ Day Program? Have you had any conflicts during the last month? If yes,
please give specific examples and frequency.
= Do you find the friendships you have to be satisfying? If no, please explain.

CAR7 ROLE PERFORMANCE

= Areyou currently employed? If yes,
» How long have you worked there?
» How do you like your job?
» Do you have any current problems at work? If yes, give specific examples of type of problem(s), and frequency of
problems?
» Areyou currently at risk of losing your job?
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Are you currently a student? If yes,
» Do you like school ?
» What kind of grades do you make? If poor grades, why?
» How do you get along with your teachers?
» Doyou ever getintrouble at school? If yes, what for and how often?
» Have you been suspended or expelled during the past month?

Are you currently responsible for managing your home? If yes,

» Have you paid your bills on time during the past month? If not, how late were/are bills, and have there been any
conseguences for paying late (utilities turned off or current cut-off notice, recent eviction or current eviction notice)?
» Are you able to keep your house clean? If no, give specific example of how dirty, frequency, current obstacles to
keeping a clean house, and any consequences that have occurred (poor health, letter from landlord, eviction notice).
» Do you have any children living in your home? If yes, are you able to adequately care form them (prepare and serve
nutritious meal's, maintain a safe and sanitary living environment, meet their basic needs)?
Do you have any other responsibilities? If yes,
» What are your responsibilities in your family and/or at your house (this would a so include Nursing Home, RCF, or
ICFMR)?
» Do you aways fulfill al of your responsibilities? If no, please give specific examples of when you have not
fulfilled your responsibilities, how often this occurs, any consequences that have occurred, and possible reasons for
not fulfilling responsibilities.

CARS8 SOCIO-LEGAL

Would other people say you are an honest person? If no, please explain.

Have you broken a law or been accused of breaking a law within the last month? If yes, please give specific examples and
include frequency of occurrence and any consequence that may have occurred as a result.

Have you broken any rules or been accused of breaking the rules during the last month (at home, work, school, treatment, etc.)?
If yes, please give specific examples and include frequency of occurrence and any consequence that may have occurred as a
result.

Have you hurt anyone during the past month (family member, friend, stranger, animals, etc.)? If yes, please explain.
Do you think of yourself, or do others see you, as dangerous?

Are you currently on probation or parole? If yes, have you been meeting the requirements of your probation or parole during the
past month?

CAR9 SELF CARE/BASIC NEEDS

Aqge 18 or Over

If you are age 18 or older, do you currently arrange for your own housing, food (purchasing and preparing), clothing (purchasing
and maintaining/laundry), money, transportation without difficulty? If no,

What areas are you unable to arrange for or having difficulty with?

Please give some specific examples of the difficulties you are having?

How often do these difficulties occur?

Have you received any assistance from anyone to help arrange for these things within the last month? If yes, please
explain the type and amount of assistance.

If you are taking medication, are you taking it as prescribed? If no, please explain.

If onaspecia diet (diabetes, etc.), are your following your dietary requirements? If no, please explain.

Observe for Hygiene maintenance

YV VYV

Y ounger than age 18

For children younger than the age of 18, questions should be asked based on the developmental appropriateness for the age
group of the child being assessed. It is recommended that the clinician have a resource available reflecting the appropriate
developmental expectations for each age group, and that this information be utilized to help structure questions and assess
member abilities based on age expectation.
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Addiction Severity Index (ASl)

Teen Addiction Severity Index (T-
ASl)
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Addiction Severity Index (ASl)

The Addiction Severity Index (ASI) was developed in 1980 by A. Thomas McLellan Ph.D. as an interview tool
for substance-dependent patients. The ASI was originaly created to evaluate outcomes for several different
substance abuse programs. In hopes of being able to capture any possible outcome information the tool was
designed to cover a broad range of potential areas that the treatment may have affected. For this reason the
instrument measures seven different problem areas (listed below) and the clinician assigns a severity score to
each problem area following the completion of the structured interview. Each problem area receives a severity
score from O to 9 with 9 being the most severe.

Problem Areas

= Medical Status
Employment/Support Status
Alcohoal
Drugs
Lega Status
Family/Social Relationships
Psychiatric Status

Prior to administering this instrument clinicians must complete the ASl training, which is offered by the
Oklahoma Department of Mental Health and Substance Abuse Services. The ASI is designed for adults age
eighteen (18) and older and is not to be used with adol escents.

Teen Addiction Severity Index (T-ASI)

The Teen Addiction Severity Index (T-ASI) was developed in 1992 by Yifrah Kaminer, M.D. The tool is
designed as a brief structured interview to provide information about aspects of an adolescent’s life that may
contribute to his/her substance abuse issues. The T-ASI is amodified version of the ASI described in the above
section. The questions and categories being assessed were changed to better fit with this population. This
instrument may be administered separately to both the adolescent and their parent. The T-AS| was designed to
be afirst step in developing a member profile that can be used for both research and treatment. The instrument
is also designed as afollow up to treatment to help measure the progress a member has made after completing
treatment. The T-ASI has six problem areas that are rated from O to 4 with 4 being the most severe.

Problem Areas

= Chemical (Substance) Use
School Status
Employment/Support Status
Family Relations
Peer/Social Relationships
Lega Status
Psychiatric Status

Prior to administering this instrument clinicians must complete the T-ASI training, which is offered by the
Oklahoma Department of Mental Health and Substance Abuse Services. The T-ASI is designed for children age
twelve (12) through seventeen (17).
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Psychologist

OVERVIEW

In an effort to promote effective and efficient health care for Oklahoma SoonerCare Traditiona/OEPIC
recipients receiving behavioral health rehabilitative services, the Oklahoma Health Care Authority (OHCA) has
contracted with the APS Healthcare, Inc. (APS) to conduct prior authorization (PA) of Outpatient Behavioral
Health Rehabilitative Services. SoonerCare recipients enrolled in the SoonerCare Choice Primary Care
Physician Case Manager (PCPCM) program, SoonerCare Traditional and Insure Oklahoma (Oklahoma
Employee/Employer Partnership for Insurance Coverage-Individual Plan (O-EPIC (1P)) must be prior
authorized for these services by APS. The PCPCM does not have responsibility for referring, approving or gate
keeping these or any other behavioral health services.

OPERATIONS

APS office hours are from 8:00 am. to 5:00 p.m. Monday through Friday, except national holidays. Requests
must be submitted on APS CareConnection® available through www.SoonerPRO.com (Click on the APS
CareConnection® link) or visit https://okcareconnection.apshealthcare.com. . All new requests that have
complete documentation will be reviewed and responded to via APS CareConnection® or OHCA'’ s SonerCare
on the Web/SoonerCare Secured Site within 5 (five) business days. Incompl ete requests will be returned to the
provider for the needed corrections.

Oklahoma SoonerCare QIO Website
Forms and Manuals are located on the website.
www.SoonerPRO.com

The APS Help Desk can be reached at SoonerCareHel pDesk @apshealthcare.com.

Please! Do not send treatment plans or any other Protected Health Information by e-mail or through the
SoonerPro website.

Providers can access the APS web page, http://www.apshealthcare.com, for more information about APS

Healthcare, Inc. Providers may also call APS at 1-800-762-1560 for assistance in completing the request forms,
or any other questions regarding the PA process.

TYPES OF SERVICES

The Therapies

= Psychiatric Diagnostic Interview Exam/Assessment — only one Diagnostic Interview/Assessment for
level of care per year per provider isallowed, unless there has been a break in services for six months.

= CrisisIntervention
= Heath and Behavior coded services for children with chronically and terminally ill children.

= Individua psychotherapy / Interactive psychotherapy (one-to-one treatment with the member)
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= Group Therapy—must consist of two or more unrelated patients over the age of 4 years. Maximum
group sizeis six patients. No more than one group session is allowed per member per day.

= Family Therapy (face-to-face interaction with the family/patient).

=  Multi Family Groups (no more than 8 family units per group)
Each SoonerCare member may receive a combined total of five units (hours) per month of any combination of
the above therapies after submission of the Customer Data Core (CDC) to APS. Beyond these 5 units, therapy
services may be approved for 3 additional units per month after submission of a Psychologist Prior
Authorization Request via APS CareConnection®.
No more than twelve hours per day may be billed for therapy/testing in any given day

Beginning July 1, 2010, Health and Behavior codes may be used only for chronically or terminally ill children.

Only Children’s services (younger than 21) may be performed by Psychologists under your SoonerCare
Provider contract.

PCP Behavioral health screening and referral

PCPs who are Medical Home providers have been encouraged to conduct a screening and brief intervention for
their members for the purpose of identifying behavioral health problems, and to make referrals to Psychol ogists
for amore thorough assessment and services, if needed. All providers are encouraged to make contact with the
PCP/Medical Home offices in the areas they serve so that the physician can refer easily to psychologists for
evaluation, it is expected that the member be seen within 72 hours after seeing the physician. The psychologist
is expected to contact the referring physician with results of the assessment and plan of service, in order to work
collaboratively with the member’s Medical Home.

Therapy Services for Members in Residential Behavior Management Settings (RBMS)

All therapy services for patients who are in an RBM S (defined as a group home or a Therapeutic Foster Care
placement) must be prior authorized. The request for services must clearly document why additional services
beyond what the RBM S can provide are required. Additionally, documentation must indicate how the
additional services are differentiated from the therapy provided by the RBM S to document that services are not
being duplicated.

Psychological Testing

Eight hours of psychological testing are allowed with authorization through the CDC process per member per
provider per year. If more than eight units are required, a Prior Authorization Request must be submitted to
APS via APS CareConnection®. An additional 4 units may be authorized if the request meets medical
necessity criteria based on amedical review. The reimbursement rate for psychological testing includes the time
for writing and analyzing test results and providing feedback to the member on the testing results. The
Customer Data Core will have to be sent into APS within 30 days of the testing date in order for the testing to
have an authorization for payment.

All testing for children younger than the age of three years must be prior authorized.
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All psychological testing for amember in an RBM S (group home or TFC) must be prior authorized. The
request should clearly document that the member resides in the RBMS.

Effective October 1, 2006, inpatient RTC providers are reimbursed via an al-inclusive per diem. The per diem
isto cover all services required by the SoonerCare/ OEPIC member during inpatient RTC treatment. Therefore,
aprior authorization will not be provided if a SoonerCare/OEPIC member requires psychological testing while
at the RTC level of care, unless the treating facility is considered a community-based RTC facility. Prior
authorization for psychological testing can not be provided until the member is discharged from inpatient RTC
treatment. A technical denial will beissued if prior authorization for testing is requested while amember is
under inpatient RTC treatment. If testing is required while the member is at the RTC level of care, the
psychologist should discuss reimbursement with the treating hospital regarding payment.

A child in inpatient acute care can receive psychological services separate from the acute facility.

OHCA isrequesting that all test results be faxed to APS where they will be used only for care coordination
purposes.

Psychology interns and post-doctoral fellows who are in APA accredited training programs may provide
compensable psychological services under their supervisor's OHCA contract number. Refer to OHCA
Behavioral Health Rules at www.okhca.org.

Psychologists under supervision for Licensure must provide all services under the Supervisor’s OHCA contract
and follow al rules pursuant to that contract, including the prior authorization process as described.

Procedures not covered:
= Sensitivity training
Encounter groups
Workshops
Sexual Competency Training
Marathons or Retreats for mental disorders
Strictly educational training
Psychotherapy to persons younger than three years of age unless specifically approved through the prior
authorization process

Authorization Dates

The start date for authorization period for therapies begins when the first service was provided. Diagnostic
Interviews and Crisis Intervention for the purpose of stabilization and hospital diversion do not require
authorization. Starting on July 1, 2010 a Customer Data Core must be received by APS within 30 days of the
first date of service, at which time aninitial authorization will be provided for 5 additional units the first month
and for 5 more months thereafter. The provider will, therefore, have an authorization for five units per month
for 6 months. If the additional 3 sessions for the month are needed, they can be requested through the prior
authorization process and for these the authorization begins the day the request is received.

Testing authorizations end twelve months from the start date of the authorization.

Additional Units for both therapies and for testing may be prior authorized in the process below:
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Submit the Psychologist Request for Prior Authorization via CareConnection® along with any additional
information required.

The request must include:
=  The psychologist’s name, provider number, fax and phone number.
= The member’s full name, Recipient ID (SoonerCare) number, social security number, date of birth, age,
sex, and placement if applicable.
DSM-1V-TR (in ICD-09 format) diagnosis (including rule-out and provisional diagnoses).
All five Axes must be completed
Clinical behavioral health justification for additional testing and/or therapy.
List of the testing instruments to be used if authorizing for testing.
How the evaluation results may impact current treatment.
Results of previous testing (most recent if known), or previous therapy.
The total number of requested additional units for psychological testing and/or the total number of
requested units of additional counseling.

APS will review for previous Prior Authorizations for testing within the current year. Only one testing per
provider per member is alowed per year. It isawaysagood ideato check with APS to see if amember has
received psychological testing twelve months prior to the member’ s request.

Recipient Eligibility:

APS CareConnection® verifies member eligibility against the Medicaid Management Information System
(MMIYS) eigibility file. If the éligibility file indicates that the member does not currently qualify, providers may
submit a“Courtesy Review” request and APS will complete the review based on the information submitted.
The review will remain in “ Courtesy Review” status until benefits have been determined, at which timeit isthe
provider’s responsibility to notify APS by fax. Once APS has verified the eligibility, an authorization number
will be assigned.

An Authorization number will not be assigned when the member does not qualify or their Health Program does
not include behavioral health benefits.

The Authorization will date back to when the request was originally received by APS, subject to the eligibility
dates contained in the MMIS system. No services can be prior authorized prior to the eligibility date.

Providers may check the OHCA Recipient Eligibility Verification System (REVS) at 1-800-522-0310. For
instructions on using REV'S, call 1-800-767-3949. Providers can also check eligibility through SoonerCare on

the Web secure website with their 8-digit pin number, or call the OHCA Provider Helpline at 1-800-522-0114
for assistance.

Types of Responses

Clinical Correction Notice:

An APS Reviewer will assess each request for overall completeness of the required elements and all necessary
supporting documentation. If the request isincomplete, or the reviewer needs additional information to
determine the medical necessity of the requested services, the request will be returned for correction with a Note
to Provider in the Services Requested section of the request stating what additional information is needed to
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process the request. The facility hasten (10) calendar days from the date of the Note to Provider to respond. If
there is no response within the required 10 days, the request will be technically denied.

Note: All requests with a Clinical Correction Notice generated will be dated from the date the original request
was received if the provider responds within the 10 calendar days.
Provider Responseto a Clinical Correction:

When a provider responds to an APS Clinical Correction al requested information must be addressed to avoid a
Technical Denial.

Approval:

Issued when all required documentation is present, medical necessity is evident; the member qualifiesin MMIS
and, if testing has been requested, the member has had no equivalent previous testing within the past year.

M odification:

Based on the information provided, areviewer may modify a provider’s request by reducing the total units
requested for an authorization period. Modifications are made based on the most appropriate array and
frequency of servicesfor each request, utilizing the guidelines established in the Outpatient Manual and Part 21
Administrative Code.

The type and amount of testing within the last year will also be considered when determining medical necessity.

Denial:
Issued when there has been (1) no response to the Clinical Correction within the required 10 calendar days, (2)

guidelines for prior authorization are not met, or (3) when the requested testing/therapy does not meet Medical
Necessity Criteria. Cases may be referred to an APS Clinical Consultant for final review as needed.

Courtesy Review:

If the MM IS file shows the member as not qualifying, the request will be reviewed based on the information
provided in the request and a Courtesy Review decision will beissued. A PA number will not be assigned when
the member does not qualify. The PA will date back to when the request was received by APS, subject to the
eligibility dates contained in the MMIS system (e.g., PA request received 02/14/05 and eligibility determined
from 03/01/05, no services will be prior authorized before 03/01/05).

It isthe provider’s responsibility to notify APS when amember qualifies for SoonerCare/OEPIC.

Note: It isthe provider’s responsibility to notify APS when a member qualifies for SoonerCare/OEPIC when a
Courtesy Review decision has been issued.

Correction Reguest:
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A Correction Request must be submitted when a provider finds any errors or discrepancies on aPA (i.e.,
typographical error, wrong provider number, wrong service code, wrong Recipient ID number, etc.) regardless
of who made the error. APS processes these requests within 5 (five) business days.

Status Request:

If aresponseto arequest is not received within 5 (five) business days and after verifying the Status on
CareConnection®, a Status Request form may be submitted. This request documents your submitted request 5
(five) business days prior and reserves the original start date if the request isnot on fileat APS. Thisform can
be located at www.SoonerPro.com, on the Resources tab click the Downloadable Forms link on the left side
navigation bar and then select the Outpatient Forms folder.

Provider Responseto Status Requests:

If the psychologist receives aresponse reflecting that the original request for services or the response to the
Clinical Correction was not received at APS, then the psychologist has ten business days (from the date the
Status Request Response was faxed from APS) to re-submit the request/ response. |If the documentation is not
re-submitted within the ten business days, the original submit date (as supported by the Status Request) will not
be honored. If the documentation is received after the ten business days allowed (as supported by the submitted
information), the start date of services assigned is the date the response is received at APS.

If the psychologist receives aresponse indicating the request for service has been processed and a Clinical
Correction was issued requesting additional documentation or information, the psychologist has ten calendar
days (from the date the Status Request Response was faxed from APS) to submit the required Clinical
Correction. If the Clinical Correction response is not submitted within the allowed ten calendar days, a
Technical Denial decision will beissued (i.e. due to no response within the time frame allowed).

Medical Necessity Criteria for Psychological Testing

Psychological Testing Requirements
A. Evauation
1. Appropriate (Must meet ALL of the following conditions)
a) Member is experiencing behavioral health difficulty in functioning, origins not clearly
determined; AND
b) An evaluation has been recommended and/or requested; AND
¢) Results of evaluation may directly impact current treatment strategies.
d) If member has been tested recently a different testing battery will be performed.

2. Inappropriate
a) Evauation results will not directly impact current treatment; AND/OR
b) Evaluation results will be utilized for academic placement/purposes only;
AND/OR
¢) An equivalent psychologica evaluation has been conducted by another provider (including
private psychologists) within the current calendar year; AND/OR
d) Patient residesin an inpatient residential facility.

B. Assessment Results
1. DSM-IV-TR (in ICD-09 format) Diagnosis
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a) Axis| primary diagnosis (INCLUDING V and 900 codes, Deferred, and Provisional
Diagnosis).
b) All five Axes MUST be completed

C. Submission Requirements (must include ALL of the following information)
What tests will be used?
How many hours will the testing require?
Who will be performing the tests, and what are their credentials?
What is the reason for the testing?
How might the evaluation results specifically affect treatment for the member?
How will the test results be used to benefit the member?
Regimen
Amount/Array of Services
The maximum allotment is 8 hours/units per calendar year, unless a completely different set of psych
tests are utilized or there is clear, clinically stated rationale for retesting using equivalent instruments.

General Prior Authorization Information

Turn Around Time from APS

Psychologist CDC based authorizations are processed within 5 (five) business days. The psychologist may
view the authorization on SoonerCare on the OHCA Web secure website or on APS CareConnection®.

Authorization Period

The start date for the authorization period begins the date of the first service. An authorization will be rendered
after the CDC is submitted to APS within 30 days of the first date or testing.

M Testing authorizations end twelve months from the start date of the PA.

M Therapy authorizations end after 30 sessions or six months from the start date of the PA, which ever comes
first.

Authorization Numbers

APS will assign amember and provider site-specific authorization number to each approved request. This
member and provider site-specific authorization number will be submitted to MMIS on a batch basis each night.
Each number will be associated with from/through dates by service and month to indicate the length of time and
the amount of service being authorized by APS. Once the facility has received an authorization number, the
facility must utilize the EDS HCA-12A (formerly the MS-MA-5) form when filing a claim for the stated
services covered. (Submit the PA number on the HCFA-1500, now CM S-1500 form, in Item 23, or on the
electronic 837 format.) Facilities must follow the OHCA Provider Manual for submitting claims requiring
authorization numbers, as specific procedure codes are to be utilized when filing claims for Outpatient
Behaviora Health Rehabilitative Services.

Billing Issues

Any billing questions should be directed to the OHCA Provider Helpline at 1 (800) 522-0114.

Educational Opportunities

APS will announce training sessions on www.SoonerPro.com website. Providers are encouraged to recommend
training topics to APS through SoonerPro. APS will also work with providers to devel op specific training
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programs and conduct on-site training sessions at the request of providers. APS will work with providersto
identify locations and training topics. All training materials and requests must be approved by OHCA in

advance.

M Find updated rates at SoonerCare on the Web
https://www.ohcaprovider.com/Oklahoma/Security/logon.xhtml

Service Name for Psychologists CPT/HCPC Codes (Per Unit)
Psychiatric Diagnostic Interview Examination 90801
Interactive Psychiatric Diagnostic Interview 90802
Examination
Individual Psychotherapy, Insight Oriented, Behavior 90804
Modifying and/or Supportive, in an office or (20-30 min.)
outpatient facility, face-to-face with the patient. 90806
(45-50 min.)
-or- 90808
(75-80 min.)
Individual Psychotherapy, interactive, using play 90810
equipment, physical devices, language interpreter, or (20-30 min.)
other mechanisms of non-verbal communication, in an 90812
office or outpatient facility, face-to-face with the (45-50 min.)
patient. 90814
(75-80 min.)
Individual Psychotherapy, Insight Oriented, Behavior 90816
Modifying and/or Supportive, in an Inpatient hospital, (20-30 min.)
partial hospital or residential care setting, face-to-face 90818
wit the patient. (45-50 min.)
90821
(75-80 min.)
Individual Psychotherapy, interactive, using play 90823
equipment, physical devices, language interpreter, or (20-30 min.)
other mechanisms of non-verbal communication, in an 90826
Inpatient hospital, partial hospital or residential care (45-50 min.)
setting, face-to-face with the patient. 90828
(75-80 min.)
Group Psychotherapy * 90853
(60 min.)
Family Psychotherapy without patient present * 90846
(60 min.)
Family Psychotherapy with patient present * 90847
(60 min.)
Hypnotherapy 90880
Psychological Testing, psychologist/physician only, 96101
face-to-face with the patient, time interpreting test (60 min.)
results and preparation of the report
Psychological Testing per hour of technician time- 96102
with Qualified Health Care Provider (QHCP) (limited (60 min.)
to certified psychometrist or psychological technician
of a psychologist) interpretation and report, admin. by
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atech (faceto face only)

Psychological Testing by a computer with QHCP 96103
interpretation and report (flat rate, one per recipient (flat rate, one per recipient
per calendar year without PA) per calendar year w/o PA)
Neuropsychologica Testing per hour by a 96118

psychol ogist/physician * Indicates restriction to (60 min.)
physician and psychologist only.

Neuropsychological Testing per hour of Technician 96119

time - w/ QHCP interpretation and report, (60 min.)
administered by a Technician (face to face only)

Neuropsychological Testing by a computer w/QHCP 96120
interpretation and report (flat rate, one per recipient (flat rate, one per recipient
per calendar year without PA) per calendar year w/o PA)
Neurobehaviora status exam by a 96116
psychol ogist/physician * Indicates restriction to (60 min.)
physician and psychologist only.

Developmental testing, interpretation and report 96110
*Indicates restriction to physician and psychol ogist

only.

Developmental testing; extended * Indicates restriction 96111
to physician and psychologist only.

Health and Behavior Assessment — 15 min 96150**
Health and Behavior Re-Assessment 96151**
Health and Behavior Intervention — 15 min 96152**
Health and Behavior Intervention, Group 96153**
Health and Behavior Intervention, Family with patient 96154 *
present

Health and Behavior Intervention, Family without 96155+ *
patient present

Crisis Intervention Service— 15 min H2011**
CALOCUS Assessment, Brief Intervention, and HO0031 TG
Referral

*Note: the sessions for family therapy and group therapy must continue for at least 45 minutes.

*Note: only those officially trained in the CALOCUS can bill for thislevel of assessment
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Section VII:

Licensed Behavioral Health
Providers
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FY'11 CHANGESFOR LICENSED BEHAVIORAL HEALTH PROVIDERS FOR SOONERCARE
AND INSURE OKLAHOMA

1. LBHPs: Asof July 1, 2010 al licensed Behavioral Health Providers will be able to contract directly with
the Oklahoma Health Care Authority to serve children and their families. (Adults are not included in this
benefit.) LBHPs currently contracted with Insure Oklahoma can also contract with OHCA to serve
SoonerCare children and families. The provisions in this manual apply to those who already are Insure
Oklahoma providers. These are the services that LBHPs may provide:

a. Allows LBHPsto provide alimited benefit for children and their families.

b. Servicesalowed include assessment, crisisintervention, individual, group, family, and
multifamily therapy.

c. Only one assessment per member per provider is allowed per year, unless there has been a break
in services for six months, at which time another assessment may be performed.

d. The maximum number of units/sessions allowable per month is eight units of psychotherapies
and 8 units of psychological testing per year per patient.

e. For CALOCUS trained LBHPs, there will be areimbursable service code for performing alevel
of care assessment, brief intervention, referral, and case management process.

2. Outpatient BH Agencies. LBHPsworking in OPBH agencies will be able to provide the level of care
CALOCUS assessment, brief intervention, referral, and case management process and be reimbursed for it
through the agency, separate from their current assessment practices. The agencies will still provide their
full array of services under the levels 1-4 system.

Processes and Procedures

There are three authorization tracks available to clinicians wishing to utilize the provisionsin therule.

A. Outpatient Behavioral Health Assessment/Therapy Track

1. Thistrack utilizesthe processes for aclinician in private practice:
90801 assessment,
crisisintervention,
individual, family, group, and multifamily therapy
The 90801 will not require a prior authorization, nor will crisisintervention.
Providers submit the Customer Data Core (CDC) within 30 days of the first date of servicein
order for an authorization to be generated for billing purposes.
i. Fiveunitg/sessions per month for six months will then be authorized.
ii. Should the clinician require the additional three units per month allowed, the clinician
will need to send the APS 2-page prior authorization request form to APS for approval.
f. Anupdate to the CDC isrequired every six months as part of your extensions requests and when
you discharge a patient.
g. OnceaCDC isin Care Connection, then further CDC submissions will auto popul ate most
fields, and you'll only be required to update the applicable fields, in order to save provider time.

PoooTe

B. LBHP Testing/Evaluation Track

1. If psychological testing isindicated, then 8 hours of testing is alowed without prior authorization.
Additional units must be prior authorized by sending in the 2-page APS prior authorization request form.
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The Customer Data Core must be sent into APS within 30 days of the date of testing so that an
authorization can be approved for billing purposes.

Testing requests will be manually/clinically reviewed by APS for clinical need should more than 8 hours
of testing be required.

All testing for children younger than the age of three years must be prior authorized

Psychological Testing for Membersin Residential Behavior Management Settings: All psychological
testing for amember in an RBM S (group home or TFC) must be prior authorized. The request should
clearly document that the member residesin the RBMS.

Psychological Testing for Membersin Inpatient Residential Treatment Center Level of Care: Effective
October 1, 2006, inpatient RTC providers are reimbursed via an al-inclusive per diem. The per diemis
to cover al services required by the SoonerCare/ OEPIC member during inpatient RTC treatment.
Therefore, a prior authorization will not be provided if a SoonerCare/OEPIC member requires
psychological testing while at the RTC level of care, unlessthe treating facility is considered a
community-based RTC facility. Prior authorization for psychological testing can not

Psychological Testing in Inpatient Acute Settings: A child in inpatient acute care can receive
psychological services separate from the acute facility

Sending Test Resultsto APS: OHCA is asking that all test results be faxed to APS for purposes of care
coordination exclusively.

Psychological Testing in Inpatient Acute Settings:

A child in inpatient acute care can receive behavior health services separate from the acute facility.
Testing authorizations end twelve months from the start date of the PA.

APS will review for previous Prior Authorizations for testing within the current year.

Psychological Testing Requirements: Appropriate
(Must meet ALL of the following conditions)
a) Member is experiencing behaviora health difficulty in functioning, origins not clearly
determined; AND
b) An evaluation has been recommended and/or requested; AND
¢) Results of evaluation may directly impact current treatment strategies.
d) If member has been tested recently a different testing battery will be performed.

Psychological Testing: Inappropriate
a) Evaluation results will not directly impact current treatment; AND/OR
b) Evauation results will be utilized for academic placement/purposes only; AND/OR
¢) An equivaent psychological evaluation has been conducted by another provider(including
private psychologists) within the current calendar year; AND/OR
d) Patient residesin aninpatient residential facility.

Psychological Testing: Assessment Results
(DSM-IV-TR (in ICD-09 format) Diagnosis)
a) Axis| primary diagnosis (INCLUDING V and 900 codes, Deferred, and Provisional
Diagnosis).
b) All five Axes MUST be completed

Psychological Testing: Submission Requirements (must include ALL the following information)
a) What tests will be used?
b) How many hours will the testing require?
c) Who will be performing the tests, and what are their credentials?
d) What isthe reason for the testing?
€) How might the evaluation results specifically affect treatment for the member?
f) How will the test results be used to benefit the member?
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= Psychological Testing: Amount/Array of Services

a) Themaximum allotment is 8 hours/units per calendar year, unlessa  completely different
set of psych tests are utilized or thereis clear, clinically stated rationale for retesting using
equivaent instruments.

C. Level of Care Assessment, Brief Intervention, Referral, and Case Management Process Track

1. Of particular importance to this track is the expectation that trained clinicians provide:

a

August 2010

A level of care assessment tool, chosen by OHCA and known as the CALOCUS, for children
who might otherwise enter inpatient psychiatric hospital treatment, crisis intervention for those
children and their families, provide case management to find an appropriate resource in their
communities for those children and their families, and follow up to insure the member has made
the appropriate contact with any referrals made.

Thetotality of these services will be required in order to bill for this.

In order for an authorization to be generated, the clinician will:

1) Enter into the APS Care Connection the CALOCUS assessment scores, the Customer
Data Core, which includes, the CAR scores, diagnosis, clinical summary information, if
the member requires areferral, and follow up information.

2) Theclinician will call APS to discuss the assessment results and member’ s needs.

3) APSwill determine appropriate level of care and make appropriate referra(s).

4) If you are the most appropriate provider for this child, then you will then receive an
authorization from APS.

5) If another provider is determined the most appropriate, then APS will coordinate with
the accepting provider.

6) After you have contacted the accepting provider for follow-up on whether the member
made their first appointment, then you' Il complete your “pending authorization,” by
calling APS to provide thisinformation. APS will generate your authorization.

Of note: crisisintervention services provided before, during, or after the level of care assessment
will not require authorization.

The clinician may choose to use arelease form for the parent or guardian to sign in order to share
information with other resources in the community. A sample release form will be made
available on SoonerPro or you can use arelease that you currently use to cover other potential
providers who may be asked to serve the member.

All LBHPs wishing to provide the level of care assessment, brief intervention, referral, and case
management process must be trained in how to use the CALOCUS, either through an OHCA
state-approved trainer or other training approved by OHCA.

The CALOCUS isanationally validated tool and is in the public domain (paper form, thereis an
electronic version available that does cost). Individuals from avariety of settings and parts of the
state have become trainers through a “training of trainers’ by CALOCUS and will be available to
do trainings in areas of the state in which they currently practice. A list of trainers will be made
availableto you. In addition, some trainers are already committed to offering training at the
conferences and workshops offered by the associations representing licensed providers (OCA,
OKAMFT, OPA, NASW, ODAPCA, OSASA, NAMP, etc.)

If an untrained clinician sees amember who requires a CALOCUS assessment and no trained
clinician is available to provide this assessment quickly, the clinician can call the APS reviewer
team, provide the clinical information to the available reviewer, and that reviewer can go through
the CALOCUS questions with the clinician, score the tool, and collaborate with the clinician
regarding the best resource for the member.
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i. Should thelevel of care assessment indicate that the member can be seen in outpatient servicesin
the community, the provider can proceed with treatment through the allowed therapies. The
Customer Data Core, however, will need to be sent to APS in order for an authorization number
to be generated which allows the provider to bill for all services.

Case M anagement:

Case management is acritical piece of the integrated assessment process. Itis considered a specialized
aspect of any assessment and therapeutic process. The case management component can be understood in the
following sections.

A child may be referred to an LBHP to provide alevel of care assessment through severa avenues. 1) self-
referral, 2) APS, 3) an OHCA care coordinator, 4) OKDHS/OJA, 5) another service provider in the
community, or 6) a hospital which determines that the child does not require immediate inpatient care.

e Theclinician doing the assessment is expected to be familiar with the resources in the community so that the
appropriate level of care can be implemented within a community-based context. The clinician along with
APS shall determine the appropriate services for the member. This collaboration is especially important if
the clinician is not familiar with appropriate resources that might exist in a nearby community. Once a
resource is determined, The LBHP or psychologist is responsible for arranging for those services and doing
afollow up to make sure the member has connected with that service.

e |f the member does not show up for his/her referral appointment, additional follow up for that member is no
longer the responsibility of the clinician. APS will then compl ete the authorization for the level of care
assessment and will take over the tracking of the member until follow up can be established.

e Should the CALOCUS indicate that inpatient treatment is the appropriate level of care for the child, the
LBHP will need to contact APS and a coordinated effort by the APS reviewer team and the clinician will
result in a decision regarding which inpatient level of care might be appropriate and any other pertinent
information that would be helpful for the inpatient provider.

Hospitalization and Therapeutic Foster Care

e Hospital process: Should achild and guardian show up at the hospital for an assessment, the hospital will
do their assessment.

e Should ahospital level of care not be deemed as necessary, the hospital will call APS to get areferral in the
member’ s community for further evaluation and treatment.

e Should there be an automatic step down from a higher level of careto alower level, the hospital will call
APS to get areferra in the member’s community for further evaluation and treatment.

e Therapeutic Foster Care hasits own process and is handled by the Department of Human Services. If the
child isin the custody of OKDHS or OJA, the custodial worker will take care of that child. If, however, the
child has a social service specialist who is part of a prevention case, the clinician can do the CALOCUS and
inform the social service specialist of the results, and the OKDHS social service specialist will do the case
management of the case.
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e Therapy Servicesfor Membersin a Residential Behavior Management Settings (RBMS): All
therapy services for patients who are in an RBM S (defined as a group home or a Therapeutic Foster
Care placement) must be prior authorized. The request for services must include the treatment plan
from the group home or TFC and must clearly document why additional services beyond what the
RBMS can provide are required. Additionally, documentation must indicate how the additional
services

PCP Behavioral Health Screening and Referral

PCPs who are Medical Home providers have been encouraged to conduct a screening and brief intervention for
their members for the purpose of identifying behavioral health problems, and to make referrals to LBHPs for a
more thorough assessment and services, if needed. All providers are encouraged to make contact with the
PCP/Medical Home offices in the areas they serve so that the physician can refer easily to psychologists for
evauation. It is expected that the member be seen within 72 hours after seeing the physician. The LBHP is
expected to contact the referring physician with results of the assessment and plan of service, in order to work
collaboratively with the member’s Medical Home.

Authorization Requirements

The start date for prior authorization period begins the day the request is received. Requests cannot be back
dated per OHCA guidelines. However, Diagnostic Interviews, Assessments for Level of Care, and Crisis
Intervention for the purpose of stabilization and hospital diversion do not require prior authorization. Starting
on July 1, 2010, after these services are provided, a Client Data Core must be received by APS within 30 days
of the first date of service, at which time an initial authorization will be provided for five units per month for 6
months. If the additional 3 sessions for the month are needed, they can be requested through the prior
authorization process and for these the authorization begins the day the request is received.

Requests cannot be back dated per OHCA guidelines. However, Diagnostic Interviews, Assessments for Level
of Care, and Crisis Intervention for the purpose of stabilization and hospital diversion do not require prior
authorization. Starting on July 1, 2010, after these services are provided, a Customer Data Core must be
received by APS within 30 days of thefirst date of service, at which time an initial authorization will be
provided for five units per month for 6 months. If the additiona 3 sessions for the month are needed, the start
date for prior authorization period begins the day the request isreceived. They can be requested through the
prior authorization process and for these the authorization begins the day the request is received.

Submitting Requests for Additional Units

Submit the LBHP Request for Prior Authorization via CareConnection® along with any additional information
required. The request must include:

e The provider’s name, provider number, fax and phone number.
e The member’sfull name, Recipient ID (SoonerCare) number, social security number, date of birth, age, sex,
and placement if applicable.
DSM-IV-TR (in ICD-09 format) diagnosis (including rule-out and provisional diagnoses).
All five Axes must be completed
Clinical behavioral health justification for additional testing and/or therapy.
List of the testing instruments to be used.
How the evaluation results may impact current treatment.

August 2010 98 of 104





Provider Manual

e Resultsof previous testing (most recent if known).
e Thetotal number of requested the total number of requested additional units for psychological testing and/or
units of additional counseling.

Recipient Eligibility

APS CareConnection® verifies member eligibility against the Medicaid Management Information System
(MMIS) eigihility file. If the éligibility file indicates that the member currently does not qualify, providers may
submit a“Courtesy Review” request and APS will complete the review based on the information submitted.
Thereview will remain in “Courtesy Review” status until benefits have been determined, at which timeit isthe
provider’s responsibility to notify APS by fax. Once APS has verified the eligibility, an authorization number
will be assigned.

A PA number will not be assigned when the member does not qualify or who's Health Program does not
include behavioral health benefits.

The PA will date back to when the request was originally received by APS, subject to the digibility dates
contained in the MMIS system. No services can be prior authorized prior to the eligibility date.

Providers may check the OHCA Recipient Eligibility Verification System (REVS) at 1-800-522-0310. For
instructions on using REV'S, call 1-800-767-3949. Providers can also check eligibility through SoonerCare on

the Web secure website with their 8-digit pin number, or call the OHCA Provider Helpline at 1-800-522-0114
for assistance.

Types of Responses

Clinical Correction Notice:

An APS Reviewer will assess each request for overall completeness of the required elements and all necessary
supporting documentation. If the request isincomplete, or the reviewer needs additional information to
determine the medical necessity of the requested services, the request will be returned for correction with aNote
to Provider in the Services Requested section of the request stating what additional information is needed to
process the request. The facility hasten (10) calendar days from the date of the Note to Provider to respond. If
there is no response within the required 10 days, the request will be technically denied.

Note: All requests with a Clinical Correction Notice generated will be dated from the date the original
request was received if the provider responds within the 10 calendar days.

Provider Response to a Clinical Correction:

When a provider responds to an APS Clinical Correction al requested information must be addressed to avoid a
Technical Denial.

Approval:

Issued when all required documentation is present, medical necessity is evident; the member qualifies as active
in MMIS and, if testing has been requested, the member has had no equivalent previous testing within the past
year.

M odification:
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Based on the information provided, areviewer may modify a provider’s request by reducing the total units
requested for an authorization period. Modifications are made based on the most appropriate array and
frequency of servicesfor each request, utilizing the guidelines established in the Outpatient Manual and Part 21
Administrative Code.

The type and amount of testing within the last year will aso be considered when determining medical necessity.

Denial:
Issued when there has been (1) no response to the Clinical Correction within the required 10 calendar days, (2)
guidelines for prior authorization are not met, or (3) when the requested testing/therapy does not meet Medical

Necessity Criteria. Cases may be referred to an APS Clinical Consultant for final review as needed.

Courtesy Review:

If the MM IS file shows the member does not qualify for SoonerCare benefits, the request will be reviewed
based on the information provided in the request and a Courtesy Review decision will beissued. A PA number
will not be assigned when the member does not qualify for SoonerCare benefits. The PA will date back to when
the request was received by APS, subject to the eigibility dates contained in the MMIS system (e.g., PA request
received 02/14/05 and eligibility determined from 03/01/05, no services will be prior authorized before
03/01/05).

It isthe provider’s responsibility to notify APS when a member qualifies for SoonerCare/OEPIC.

Note: It isthe provider’s responsibility to notify APS when amember qualifies for SoonerCare/OEPIC
when a Courtesy Review decision has been issued.

Correction Request:

A Correction Request must be submitted when a provider finds any errors or discrepancieson aPA (i.e.,
typographical error, wrong provider number, wrong service code, wrong Recipient ID number, etc.) regardless
of who made the error. APS processes these requests within 5 (five) business days.

Status Request:

If aresponseto arequest is not received within 5 (five) business days and after verifying the Status on
CareConnection®, a Status Request form may be submitted. This request documents your submitted request 5
(five) business days prior and reserves the original start date if the request isnot on file at APS.

Provider Response to Status Requests:

1) If the LBHP receives aresponse reflecting that the original request for services or the response to the
Clinical Correction was not received at APS, then the LBHP has ten business days (from the date the
Status Request Response was faxed from APS) to re-submit the request/ response. If the
documentation is not re-submitted within the ten business days, the original submit date (as
supported by the Status Request) will not be honored. If the documentation is received after the ten
business days allowed (as supported by the submitted information), the start date of services
assigned is the date the response is received at APS.

2) If the LBHP receives aresponse indicating the request for service has been processed and a Clinical
Correction was issued requesting additional documentation or information, the psychologist has ten

August 2010 100 of 104





Provider Manual

calendar days (from the date the Status Request Response was faxed from APS) to submit the
required Clinical Correction. If the Clinical Correction responseis not submitted within the allowed
ten calendar days, a Technical Denial decision will be issued (i.e. due to no response within the time
frame allowed).

For forms and additional information, please visit:
http://www.soonerpro.com/Resources/Resources.aspx

Codesfor Insure Oklahoma and LBHP Contractors. July 1, 2010

Service Name CPT Codes (Per Unit)
Psychiatric Diagnostic Interview Examination 90801
CALOCUS assessment, brief intervention, referral and follow-up** HOO31
Individua Psychotherapy, Insight Oriented, Behavior Modifying and/or 90804
Supportive, in an office or outpatient facility, face-to-face with the (20-30 min.)
patient. 90806
(45-50 min.)
-or- 90808
(75-80 min.)
Individua Psychotherapy, interactive, using play equipment, physical 90810
devices, language interpreter, or other mechanisms of non-verbal (20-30 min.)
communication, in an office or outpatient facility, face-to-face with the 90812
patient. (45-50 min.)
90814
(75-80 min.)
Group Psychotherapy * 90853
(60 min.)
Family Psychotherapy without patient present * 90846
(60 min.)
Family Psychotherapy with patient present * 90847
(60 min.)
Hypnotherapy 90880
Psychological Testing face-to-face with the patient, time interpreting test 96101
results and preparation of the report (60 min.)
Psychological Testing per hour of technician time- w/ ghcp (qualified 96102
health care professional; limited to certified psychometrist) interpretation (60 min.)
and report, admin. by atech (face to face only)
Psychological Testing by a computer w/ ghcp interpretation and report 96103
(flat rate, one per recipient per calendar year without PA) (flat rate, one per recipient per calendar
year w/o PA)
Neuropsychological Testing per hour 96118
(60 min.)
Neuropsychological Testing per hour of Technician time - w/ghcp 96119
interpretation and report, administered by a Technician (face to face (60 min.)
only)
Neuropsychological Testing by a computer w/ghcp interpretation and 96120
report (flat rate, one per recipient per calendar year without PA) (flat rate, one per recipient per calendar
year w/o PA)
Interpretation of Testing Results (untimed event code) 90887
Developmental testing 96111
CALOCUS Assessment, Brief Intervention, and Referra HO031 TG
Crisis Intervention H2011

*Note: the sessions for family therapy and group therapy must continue for at least 45 minutes.

*Note: only those officially trained in the CALOCUS can bill for thislevel of assessment.
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Section VIII:
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August 2010 102 of 104





Provider Manual

Billing Procedures

A. OKMMIS Provider Billing and Procedure Manual
http://okhca.org/providers.aspx?d=100

B. Sooner Care Secur e Site
https://www.ohcaprovider.com/Oklahoma/Security/logon.xhtml

SoonerCare on the Web is the OHCA's secure Web site, offering providers, both SoonerCare and ODMHSAS,
anumber of services from submitting claims on the Web to fast verification of claim status. New providers are
assigned a PIN to access the Web site.

To access the page, go to www.okhca.org, click on the Provider tab and choose Secure Site from the drop-down
menu. For more information on logging in for the first time and entering the secure site, look under the Help tab
on the Web site. SoonerCare on the Web is available from 5to 1 am.

C. Available Serviceson the OHCA Secure Web Site
The following services are available to SoonerCare on the Web users:

Global messaging (can be specific to one or al providers).
Claims submission.

Claimsinquiry.

Prior authorization submission.

Provider PA notices.

Prior authorization inquiry.

Procedure pricing.

Financial warrant amount.

Eligibility verification.

Managed Care rosters.

D. HP Fidd Consultants

The Oklahoma Health Care Authority (OHCA) is the state agency responsible for the administration of the
Oklahoma SoonerCare program. The OHCA has a contractual agreement with Electronic Data Systems (HP) to
be the fiscal agent for the Oklahoma SoonerCare program.

HP has a team of regional field consultants with knowledge of Oklahoma SoonerCare and ODMHSAS hilling
requirements and claim-processing procedures. Training is offered on billing, eligibility verification system,
Electronic Data Interchange (EDI) and SoonerCare Programs.

Field consultants provide training through on-site visits and workshops. They encourage providers to use
electronic claim submission because it’ s fast, easy to use and saves money.

Thefocus of afield consultant is to:

1. Train newly enrolled providers,

2. Contact and visit high-volume providers; and
3. Conduct provider training workshops.

Providers may contact their field consultant by telephone to request a visit for training at the provider’s location.
Field consultants are responsible for arranging their own schedules. They are available Tuesday through
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Thursday for onsite provider visits. Provider on-site visits are normally scheduled two weeks in advance. Since
field consultants are often out of the office, please allow a minimum of 48 hours for telephone calls to be
returned.

NOTE: For SoonerCare or ODMHSAS claim research, contact the OHCA (HP) Call Center at 800-522-0114 or
405-522-6205. Field consultants are the last resource for any claim inquiry gquestions.

E. Individual Rendering Provider Enrollment for Outpatient Behavioral Health Agencies

To be announced: All behaviora health providers who work in an outpatient behavioral agency setting will be
required to have an individual contract; a SoonerCare provider number. When this requirement goes into effect,
the agency will be required to list the individual provider number as the “rendering provider,” and the agency
provider number will be posted as the “pay to” on all SoonerCare claims.

F. Electronic provider enrollment (EPE)

OHCA is excited to announce a new electronic enrollment process through the OHCA Secure Site. The OHCA
online electronic provider enrollment (EPE) is aweb based contracting process.

In order to enroll, all providerswill need to obtain the federally required National Provider Identifier (NPI).
The NPI will be the number which will appear in the “rendering” provider field. You can apply for an NPI at
this website:

https://nppes.cms.hhs.gov/NPPES/Wel come.do

If you have any questions about contracting, please call Provider Enrollment (800) 522-0114 option 5. Any
provider enrollment representative should be able to assist you.
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ODMHSAS/OHCA BEHAVIORAL HEALTH CUSTOMER DATA CORE

SECTION | Agency: |

Member ID: |

RACE: (1=Yes for all that apply; Blank = No)
White |:| Black/African American I:l

American Indian D
Asian I:l

Native Hawaiian or Other Pac. Islander I:l

Date of Transaction (MMDDYYYY): | I I I I I I I |

Date of Birth (MMDDYYYY): | | | | | | | | |

[l

SCREENING:
(1=Pos; 2=Neg; 3=Not Admin)

[l

GENDER:
(F=Female; M=Male)
Mental Health Screen

Alert Information: Substance Abuse Screen

Military Time (0000-2359): I:I:I:I:l

Service Focus (01-22%):

PRIMARY REFERRAL:*
SECONDARY REFERRAL:*

COUNTY OF RESIDENCE: (01-77 or Other State Initials)

Transaction Type:*
(Contacts: 21, 25, 27)
(23, 40, 41, 42)
(60,61,62,63,64,65,66,67,68,69,70,71,72)

[T]

AGENCY #: |
AGENCY # |

F. RC Facility/Group Home
G. Nursing Home

A. Permanent Housing

B. Perm Sup Hous-Non-Cong
C. Perm Sup Hous-Cong H. Institutional Setting
D. Transitional Housing I. Homeless-Shelter
E. Temporary Housing J. Homeless-Streets

Is customer in PRISON/JAIL?:(If 1, Residence must=H)
1. Prison 2. No 3. Jail

[

LIVING SITUATION: |:| CHRONIC |:|
1. Alone HOMELESSNESS:
2. With Family/Relatives (1=Yes; 2=No)

[
[

Does customer speak English well?: (1=Yes; 2=No)
If no, what language is preferred?: (1-9%)

If language 2 or 9, then specify:

SSN: ETHNICITY: (1=Yes; 2=No) D D:I
| | | | | | | | | | Hispanic/Latino Trauma Screen D ZIP CODE: (99999 for Homeless-Streets) D:l:l:lj
SECTION I LANGUAGE PROFICIENCY: CURRENT LOF: (GAF SCALE) (01-99%) (1]
RESIDENCE:

SMI: (1=Yes; 2=No)
(For customer 18 and older)

D SED: (1=Yes; 2=No)
(For customer under 18)

In the past 30 days, how many times has the customer been

HEENIEEIEE
L]

TOBACCO USE: Number of days tobacco used in the past 30 days, D:l

DISABILITY: (01-11 or Blank)

County of Commitment:

(If Legal Status = 01 or 17, County of
Commitment not required)

LEGAL STATUS:*
(01,03,05,07,09,12,13,15,17,20,21)

arrested, or since admission if less than 30 days ago? (00-99)

In the past 12 months, how many times has the customer been
arrested, or since admission if less than 12 months ago? (00-99)

In the past 30 days, how many times has the customer attended
self-help/support groups, or since admission if less than 30 days
ago? (00-99)

3. With Non-Related Persons Primary __ Secondary  Tertiary FAMILY ID, Drug Court, | | | | | | | | | | |
EMPLOYMENT: PRESENTING PROBLEM: * | | | DOC #, or DHS Case Number:
1. FuII-ti_me (35+ hrs.) 3. Une_mployed (looking for work in last 30 days) Drugs of Choice (01-21*) | _ | | | | | | | | | | |
2. Part-time (<35 hrs.) 4. Not in Labor Force = (A-F below) || || || CLINICIAN OF RECORD (NPI):
Usual Route of Administration:* (1-5) (1-5)
TYPE OF EMPLOYMENT/ Not in Labor Force: = — —
1. Competitive A. Homemaker D Frequency of Use in Last 30 days:* (2-5) (1-5) SECTIONT
2. Supported B. Student Age First Used (00-99): | | R
3. Volunteer C. Retired (Required if under 18 years old)
g- #‘g:; ional E- aﬁikt’l}ed LEVEL OF CARE: (CI, CL, HA, OO, SC, or SN¥) Is this customer in the custody of ?: (1=Yes; 2=No)
6. Sheltered Workshop F. Other CAR: (Mental Health) (01-50) 0JA |:| DHS I:l
EDUCATION: (Hi Feeling Mood NOTE: )
. (Highest Grade Completed 00-25) Dj If CAR:Substance Use is scored 30
(00-Less Than 1 Grade Completed, GED = 12) Thinking or above, the customer should be In what type of out-of-home placement is the customer currently living? D
Sub U referred for a substance abuse (select only one from below)
Is customer currently IN SCHOOL?: (1=Yes; 2=No) D ubstance Use assessment. 1. Not in out-of-home placement 4. Foster Care
Medical/Physical If ASUTASI:Psychiatric Status is g gesitkzlr)tiacli 'I(':reatmen‘tty o 9y 2 gzrc])up Home
; . Specialized Community Group Home . Other
MILITARY STATUS: (1=Veteran; 2=No; 3=Active) [] Famiy Seored 4 or above, the customer P P
Interpersonal health assessment. In the past 90 days, how many days was the customer D:l
MARITAL STATUS: B _ D Role Performance in restrictive placement? (00-90)
1. Never Married 3. Divorced 5. Living as Married
2. Married 4. Widowed 6. Separated Socio-Legal In the past 90 days, on how many days did an I:I:l
Self Care/Basic Needs incident of self-harm occur? (00-90
Is customer PREGNANT?: (1=Yes; 2=No) I:l ( )
If Yes enter expected DOB, blank if No | | | | | | | | | ASI: (Substance Abuse) (0'9)_ TASE* (Ages 12-17) (0'4)_ SCHOOL-AGED CHILDREN: (00-66 days OR 99 for not applicable)
(MMDDYYYY) Medical Chemical In the past 90 days of the school year, how many days
1 [—1 | was the customer absent from school? [I:l
ANNUAL INCOME: $ | | | | | | | Employ/Support || School
[ | | In the past 90 days of the school year, how many days EI:'
Number contributing to and/or dependent upon D:l Alcohol Use — Emp./Sup — | was the customer suspended from school?
"Annual Income" above: (01-15) Drug Use || Family ||
SSI: |:| (1=Yes; 2=No) SSDI: |:| Legal Status || Peer/Soc || | CHILDREN UNDER SCHOOL AGE: (00-66 days OR 99 for not applicable)
Family/Social Rel. Legal In the past 90 days, how many days was the customer
Medicare : |:| (1=Yes; 2=No) Medicaid: D — —1 | not permitted to return to day care?
' Psychiatric Status L Psychiatric L
LEGAL NAME: Last: Maiden: First: Middle: Suffix:

ADDRESS: (1)

)

CITY: STATE:

CDC Revised December 18, 2009

(*Some codes may be found on the back of the CDC form or check the manual for further information)






ODMHSAS/OHCA BEHAVIORAL HEALTH CUSTOMER DATA CORE

. Military Time (0000-2359 :l Transaction Type:*
SECTION | Agency: Date of Transaction (MMDDYYYY): y ( ) (Contacts: 21, 25, 2)7/)p
(23, 40, 41, 42)
) Service Focus (01-22%): (60,61,62,63,64,65,66,67,68,69,70,71,72)
Member ID: Date of Birth (MMDDYYYY):
RACE: (1=Yes for all that apply; Blank = No) SCREENING: PRIMARY REFERRAL:* AGENCY #:
white [ | BlackiAfrican American || American Indian [] SIE“:'?E]CR' F":?ma'fé “g;ma'e |:| (1=Pos; 2=Neg; 3=Not Admin)
ert Information: aracter: - :
Native Hawaiian or Other Pac. Islander |:| Asian |:| s Mental Health SECONDARY REFERRAL: AGENCY #
SSN: sub Ab [ ] COUNTY OF RESIDENCE: (01-77 or Other State Initals) [T 1
ETHNICITY: (1=Yes; 2=No) ubstance Abuse
Hispanic/Latino Trauma I:l ZIP CODE: (99999 for Homeless-Streets) | | | | |
SECTION 1l .
RESIDENCE: LANGUAGE PROFICIENCY: CURRENT LOF: (GAF SCALE) (01-99%)
: . . Does customer speak English well?: (1=Yes; 2=No)
A. Permanent Housing F. RC Facility/Group Home ) )
B. Perm Sup Hous-Non-Cong G. Nursing Home If no, what language is preferred?: (1-9%) SMI: (1=Yes; 2=No) SED: (1=Yes; 2=No) |:|
C. Perm Sup Hous-Cong H. Institutional Setting If language 2 or 9, then specify: (For customer 18 and older) (For customer under 18)
D. Transitional Housing I Homeless-Shelter In the past 30 days, how many times has the customer been arrested
E. Temporary Housing J. Homeless-Streets DISABILITY: (01-11 or Blank) or since admission if less than 30 days ago? (00-99)
Is customer in PRISON/JAIL?:(If 1, Residence must=H .
" B ( ) LEGAL STATUS: County of Commitment: In the past 12 months, how many times has the customer been
Lprison  2.No 3. Jal IfL.S. = 01 or 17, CoC not required d, or since admission if less than 12 months ago? (00-99
(01,03,05,07,09,12,13,15.17.20.21)  {If L:S. =01 or 17, CoC not required) arrested, or since admission if less than 12 months ago? (00-99)
LIVING SITUATION: CHRONIC TOBACCO USE: Number of days tobacco used in past 30 days In the past 30 days, how many times has the customer
1. Alone (If 1 or 3 Above) HOMELESSNESS: — S
2. With Family/Relatives (1=Yes: 2-No) Primary Secondary Tortiar attended self—help;support groups, or since admission if less
3. With Non-Related Persons ' PRESENTIEEEEEREL: * | than 30 days ago? (00-99)
EMPLOYMENT: \ FAMILY ID, Drug Court,
1. Full-time (35+ hrs.) 3. Unemployed (looking for work in last 30 days) . . DOC #, or DHS Case Number:
2. Part-time (<35 hrs.) 4. Not in Labor Force = (A-F Below) Drugs of Choice (01-21%) | | | | | | | | |
. Usual Route of Administration:* I:l (1-5) I:l (1-5) | | CLINICIARF RECORD (NPI):
TYPE OF EMPLOYMENT/ Not in Labor Force:
1. Competitive 4. None A. Homemaker D. Disabled ~Frequency of Use in Last 30 days:* I:' (@-5) I:l (1-5) |:| SECTION 11l
2. Supported 5. Transitional B. Student E. Inmate (Required if under 18 years old)
3. Volunteer 6. Sheltered Workshop C. Retired F. Other Age First Used (00-99): | | | | | | |:|:| Is this customer in the custody of 2: (1=Yes; 2=No)
EDUCATION: (Highest Grade Completed 00-25) NOTE: 0OJA DHS
- = If CAR:Substance Use is scored 30 .
(00-Less Than 1 Grade Completed, GED = 12) or above, the customer should be LEVEL OF CARE: |:|:| i .
referred for a substance abuse (CI, CL, HA, OO0, SC, or SN*) In what type of out-of-home placement is the customer living?
Is customer currently IN SCHOOL?: (1=Yes; 2=No) assessment. NOTE. (select only one from below)
CAR: (Mental Health)(01-50)  |If ASI/TASI:Psychiatric Status is scored 4 or 1. Not in restrictive placement 4. Foster Care
above, the customer should be referred for a 2. Residential Treatment 5. Group Home
MILITARY STATUS: (1=Veteran; 2=No; 3=Active) Feeling Mood mental health assessment. 3. Specialized Community Group Home 6. Other
TASI:
MARITAL STATUS: Thinking ASI: (SA) (Adult(0-9)  (Ages 12-17) (0-4) | 'n the past 90 days, how many days was the customer
1. Never Married 3. Divorced 5. Living as Married in restrictive placement? (00-90)
2. Married 4. Widowed 6. Separated Substance Use Medical Chemical :
In the past 90 days, on how many days did an
?: (1= : 2= inci X ? K
Is customer PREGNANT?: (1=Yes; 2=No) Medical/Physical Employ/Support School incident of self-harm occur? (00-90)
(If Yes enter expected DOB, blank if No) ) Alcohol U Emo/S SCHOOL-AGED CHILDREN: (00-66 days OR 99 for not applicable)
(MMDDYYYY) Family cohol Use mprsup In the past 90 days of the school year, how many days
was the customer absent from school?
ANNUAL INCOME: $ Interpersonal Drug Use Family
- In the past 90 days of the school year, how many days
Number contributing to and/or dependent upon
*Annualincome” above: (01-15) Role Performancd Legal Status Peer/Soc was the customer suspended from school?
Ssi: |:| (1=Yes; 2=No) SSDI: Socio-Legal Family/Social Rel. Legal CHILDREN UNDER SCHOOL AGE: (00-66 days OR 99 for not applicable)
Self Care In the past 90 days, how many days was the customer
Medicare : I:I (1=Yes; 2=No) Medicaid: /Basic Needs Psychiatric Status| Psychiatric not permitted to return to day care?
LEGAL NAME: Last: Maiden: First: Middle: Suffix:
ADDRESS: (1) 2) CITY: STATE:

CDC Revised December18, 2009 (*Some codes may be found on the back of the CDC form or check the manual for further information)





TRANSACTION TYPE: (Enter Appropriate Code)
21 Pre-admission - Only Section | is to be completed with Name, & Address
23 Admission - All sections required; CAR/ASI/TASI depends on age
25 Family Support Contact - Section I, Family Identifier, Address are required
27 First Contact - Only Section | is to be completed with Name, & Address
40 Level of Care Change
41 Information Update - Only fields to be updated are required
42 Six Month Update
60 Discharge/Completed Treatment
61 Discharge/Completed Court Treatment
62 Discharge/Left ACA/90 Days

63 Discharge/Moved

64 Discharge/Transferred to another treatment facility
65 Discharge/Incarcerated

66 Discharge/Broke Rules

67 Discharge/AWOL

68 Discharge/Death - Primary Referral 36

69 Discharge/Failed to begin Treatment

70 Discharge/Due to Treatment Incompatibility

71 Discharge/Medical

72 Discharge/Children Related To Parent's Discharge

Note: All fields will be assumed to be updated on all transaction types. Prior to 2/1/2009, only certain fields were required to be
updated for different transactions. To allow agencies to receive credit for all the changes which occurred during treatment, all
fields are allowed to be updated, regardless of transaction type.

11 - Other (R.C., Homeless/Housing Srvcs, Employment Srvcs, Prisoners at Griffin)
12 - PACT 18 - ICC/MHC

13 - Co-Occurring 19 - Gambling

14 - SOC (Systems of Care) 20 - Gambling/Mental Health

15 - MH Court 21 - Gambling/Substance Abuse

16 - ICC 22 - RICCT Team Mental Health

17 - MH Court/PACT 23 - Day School (Adolescents)

REFERRAL: (Primary and Secondary)

SERVICE FOCUS:
01 - Mental Health
02 - Substance Abuse
03 - Drug Court
06 - Mental Health and Substance Abuse
09 - Special Populations Treatment Units

24 - Medication Clinic Only
30 - Non-DMHSAS/OHCA funded

01 Self 22 Social Security 39 Change in Pay Source (to/from public funding)
02 Significant Other 23 Attorney/Legal Aid 40 DMHSAS/OHCA Funded Facility (With Agency Number)
03 School 25 Law Enforcement 41 Non-DMHSAS/OHCA funded Psychiatric Hospital

04 Church/Clergy

05 Group Home

06 Employer, Union

08 Non-Psychiatric Hospital

42 Non-DMHSAS/OHCA funded Mental Health Center
43 Non-DMHSAS/OHCA funded Community Agency

44 Non-DMHSAS/OHCA funded Residential Care Home
45 Non-DMHSAS/OHCA funded Alcohol/Drug Program

26 Reachout Hot-Line/ Advertising Media

28 Referral Due to Unscheduled Discharge for 62 and 67

30 Shelter for Homeless

31 Additional Services Recommended, Referral not Attainable

09 VA System 32 Court 46 Non-DMHSAS/OHCA funded Domestic Violence Facility
10 Indian Health Service 33 Probation 47 Non-DMHSAS/OHCA funded Crisis/Stabilization Facility
11 Department of Health 34 Parole 48 Office of Juvenile Affairs

49 TANF/Child Welfare

50 Change in Eligibility Standards
51 Self Help Group (AA/NA/CA)
52 Parent/Guardian

12 Department of Corrections

14 Department of Human Services

18 Nursing Home

21 Private Psychiatrist/MH Prof
LANGUAGE 1 - Spanish
PROFICIENCY: 2 - Native North American (specify)
LEGAL STATUS:

01 - Voluntary Admission*
03 - Civil Commitment

PRESENTING PROBLEM: (Primary, Secondary, and Tertiary)

000 Other-Non-Mental Health Problem 371 Sexual Assault by Acquaintance/Intimate Partner Substance Abuse Related Problems

35 Department of Public Safety

36 Active Client-Died (Used with 68-Discharge only)
37 Private Physician

38 HMO/MCO

5 - Vietnamese
6 - Chinese

3 - German
4 - French

7 - Slavic (Russian, Polish, etc.)
8 - Sign Language

9 - Other (specify)

05 - Not Guilty by Reason of Insanity (NGRI)
07 - Juvenile Court Order
09 - Court Order for Observation/Evaluation

12 - Emergency Detention
13 - Continued Emergency Detention
15 - Court Referred

17 - Protective Custody* (Co. Not Required)*
20 - Criminal Hold (CR-H) - OFC Only
21 - Court Commit with Hold (CC-H) - OFC Only

Physical with Medical Treatment 710 Alcohol Abuse
110 Speech/Hearing 372 Sexual Assault by Acquaintance/Intimate Partner 711 Alcohol Dependency
120 Physical without Medical Treatment 720 Drug/Other Abuse

721 Drug/Other Dependency

730 Abuse of Both Alcohol & Drug(s)

731 Dependency on Both Alcohol & Drug(s)
741 At Risk for Relapse (Alcohol)

130 Medical/Somatic
Development Inadequacies

210 Intellectual

220 Emotional

Social Relations Disturbance
410 With Family Members
420 Outside Immediate Family

Social Performance Deficit

230 Social 450 Social Performance Deficit 742 At Risk for Relapse (Drugs)
240 Physical Emotional Maladjustment/Disturbance 743 At Risk for Relapse (Both) )
Abuse Victim 500 Emotional Maladjustment/Disturbance 745 Dependent Child of an Alcohol Abuse Client

746 Dependent Child of a Drug Abuse Client

747 Dependent Child of Both Alcohol/Drug Abuse Client
748 Co-Dependent of an Alcohol Abuse Client

749 Co-Dependent of a Drug Abuse Client

750 Co-Dependent of Both Alcohol/Drug Abuse Client
751 Family Member or Significant Other of a SA Client

311 Sexual Incest-Received Medical Treatment

312 Sexual Incest-No Medical Treatment

314 History of Sexual Incest

321 Exploitation/Neglect-Received Medical Treatment
322 Exploitation/Neglect-No Medical Treatment

331 Psychological-Received Medical Treatment

501 Depression
502 Anxiety/Panic
503 Eating Disorder
Thought Disorder/Disturbance
510 Perceptual Problems
520 Disorientation

332 Psychological-No Medical Treatment

341 Physical-Received Medical Treatment

342 Physical-No Medical Treatment

344 History of Physical Abuse

351 Family/Dependent of Abuse Victim-Received Medical
Treatment

352 Family/Dependent of Abuse Victim-No Medical Treatment

361 Sexual Assault by Stranger-Received Medical Treatment

362 Sexual Assault by Stranger-No Medical Treatment

364 History of Sexual Abuse

530 Other Psychotic Symptoms
Behavioral Disturbance

610 Homicidal

620 Assaultive

621 Domestic Abuse Perpetrator

630 Other

631 Involvement with Criminal Justice System

632 Runaway Behavior
Suicidal/Self-Abusive

650 Suicidal/Self-Abusive

Gambling

760 Pathological Gambling
761 Problem Gambling
762 Relative of person with Problem Gambling

DISABILITY INDICATORS:

01 None

02 Semi-Ambulatory

03 Non-Ambulatory

04 Severe Sight Disability

05 Blind
DRUGS OF CHOICE: 06 Barbiturates 12 Inhalants 18 Methamphetamine 06 Organic Based Communication Disability
01 None 07 Other Sedatives/Hypnotics 13 Over-the-Counter 19 Benzodiazepine 07 Chronic Health Problem
02 Alcohol 08 Amphetamines 14 Tranquilizers 20 Other Stimulants 08 Mental Retardation/Developmental Disability
03 Heroin 09 Cocaine 15 PCP 21 Club Drug 09 Hard of Hearing (Must have 11 too)
04 Non-RX Methadone 10 Marijuana/Hashish 16 Other 10 Deaf (Must have 11 too)
05 Other Opiates & Synthetics 11 Other Hallucinogens 17 Unknown 11 Interpreter for the Deaf
USUAL ROUTE OF ADMINISTRATION: 1-0Oral 2-Smoking 3 -Inhalation 4 - Injection 5 - Other
FREQUENCY OF USE: 1 - No Past Month Use 2 -1-3 Times/Month 3 - 1-2 Times/Week 4 - 3-6 Times/Week 5 - Daily
LEVEL OF CARE: Cl - Residential Treatment  CL - Community Living/Halfway House/ResCare  HA - Inpatient
OO - Outpatient SC - Community-Based Structured Crisis SN - Detox

ODMHSAS CDC (back) Revised December 15, 2009










EACH CDC TRANSACTION REQUIRES AN AGENCY NUMBER, SATELLITE #, DATE TRANSACTION OCCURRED,
TIME (MILITARY), TRANSACTION TYPE, CLIENT ID, BIRTH YEAR, AND SERVICE FOCUS.

TRANSACTION TYPE: (Enter Appropriate Code) 63 Discharge/Moved

21 Contact - Only Section | is to be completed with SSN, Name, & Address 64 Discharge/Transferred to another treatment facility

23 Admission - Sections required will depend on Service Focus 65 Discharge/Incarcerated

25 Family Support Contact - Section |, SSN, Family Identifier, Address are required 66 Discharge/Broke Rules

27 First Contact - Only Section | is to be completed with SSN, Name, & Address 67 Discharge/AWOL (MUST COMPLETE FIELDS IN ITALICS)

40 Level of Care Change - Level of Care and *NOMs fields in box below 68 Discharge/Death - Primary Referral 36

41 Information Update - Only fields to be updated are required 69 Discharge/Failed to begin Treatment (MUST COMPLETE FIELDS IN ITALICS)

42 Six Month Update - Update the *NOMs fields in the box below 70 Discharge/Due to Treatment Incompatibility

60 Discharge/Completed Treatment (See Box Below) 71 Discharge/Medical

61 Discharge/Completed Court Treatment (See Box Below) 72 Discharge/Children Related To Parent's Discharge

62 Discharge/Left ACA/90 Days (MUST COMPLETE FIELDS IN ITALICS)

Discharge fields required to be completed (*Indicates National Outcome Measures fields)

Referral/Agency Zip Code County of Residence Current Residence* Living Situation Employment* Type of Employment*
In School?* Pregnant? Marital Status Is Client in Prison/Jail? Annual Income # Contributing to/Dependent on Annual Income
SSI/SSDI/Medicaid/Medicare Education Legal Status Problems Frequency of Use in Last 30 Days* Level of Functioning™ ASI/TASI
Clinician of Record Arrest 30 Days* Arrest 12 Months* Self-Help 30 Days* Section IV (Children)*
SERVICE FOCUS: 11 - Other (R.C., Homeless/Housing Srvcs, Employment Srvcs, Prisoners at Griffin)

01 - Mental Health 12-PACT 18 - ICC/MHC

02 - Substance Abuse 13 - Co-Occurring 19 - Gambling

03 - Drug Court 14 - SOC (Systems of Care) 20 - Gambling/Mental Health

04 - Divorce Visitation 15 - MH Court 21 - Gambling/Substance Abuse

06 - Mental Health and Substance Abuse 16 -1CC 22 - RICCT Team Mental Health

09 - Special Populations Treatment Units 17 - MH Court/PACT
REFERRAL: (Primary and Secondary)

01 Self 22 Social Security 39 Change in Pay Source

02 Significant Other 23 Attorney/Legal Aid 40 DMHSAS Funded Facility (With Agency Number)

03 School 25 Law Enforcement 41 Non-DMHSAS funded Psychiatric Hospital

04 Church/Clergy 26 Reachout Hot-Line/ Advertising Media 42 Non-DMHSAS funded Mental Health Center

05 Group Home 28 Referral Due to Unscheduled Discharge for 62 and 67 43 Non-DMHSAS funded Community Agency

06 Employer, Union 30 Shelter for Homeless 44 Non-DMHSAS funded Residential Care Home

08 Non-Psychiatric Hospital 31 Additional Services Recommended, Referral not Attainable 45 Non-DMHSAS funded Alcohol/Drug Program

09 VA System 32 Court 46 Non-DMHSAS funded Domestic Violence Facility

10 Indian Health Service 33 Probation 47 Non-DMHSAS funded Crisis/Stabilization Facility

11 Department of Health 34 Parole 48 Office of Juvenile Affairs

12 Department of Corrections 35 Department of Public Safety 49 TANF

14 Department of Human Services 36 Active Client-Died (Used with 68-Discharge only) 50 Change in Eligibility Standards

18 Nursing Home 37 Private Physician 51 Self Help Group (AA/NA/CA)

21 Private Psychiatrist/MH Prof 38 HMO/MCO 52 Parent/Guardian

LANGUAGE 1 - Spanish 3-German 5 - Vietnamese 7 - Slavic (Russian, Polish, etc.) 9 - Other (specify)

PROFICIENCY: 2 - Native North American (specify) 4 - French 6 - Chinese 8 - Sign Language

LEGAL STATUS: 05 - Not Guilty by Reason of Insanity (NGRI) 12 - Emergency Detention 17 - Protective Custody* (Co. Not Required)*

01 - Voluntary Admission* 07 - Juvenile Court Order 13 - Continued Emergency Detention 20 - Criminal Hold (CR-H)
03 - Civil Commitment 09 - Court Order for Observation/Evaluation 15 - Court Referred 21 - Court Commit with Hold (CC-H)

PRESENTING PROBLEM: (Primary, Secondary, and Tertiary)

000 Other-Non-Mental Health Problem 371 Sexual Assault by Acquaintance/Intimate Partner Substance Abuse Related Problems

Physical with Medical Treatment 710 Alcohol Abuse
110 Speech/Hearing 372 Sexual Assault by Acquaintance/Intimate Partner 711 Alcohol Dependency
120 Physical without Medical Treatment 720 Drug/Other Abuse
130 Medical/Somatic Social Relations Disturbance 721 Drug/Other Dependency

Development Inadequacies 410 With Family Members 730 Abuse of Both Alcohol & Drug(s)

210 Intellectual 420 Outside Immediate Family 731 Dependency on Both Alcohol & Drug(s)
220 Emotional Social Performance Deficit 741 At Risk for Relapse (Alcohol)

230 Social 450 Social Performance Deficit 742 At Risk for Relapse (Drugs)

240 Physical Emotional Maladjustment/Disturbance 743 At Risk for Relapse (Both)

Abuse Victim 500 Emotional Maladjustment/Disturbance 745 Dependent Child of an Alcohol Abuse Client
311 Sexual Incest-Received Medical Treatment 501 Depression 746 Dependent Child of a Drug Abuse Client
312 Sexual Incest-No Medical Treatment 502 Anxiety/Panic 747 Dependent Child of Both Alcohol/Drug Abuse Client
314 History of Sexual Incest 503 Eating Disorder 748 Co-Dependent of an Alcohol Abuse Client
321 Exploitation/Neglect-Received Medical Treatment Thought Disorder/Disturbance 749 Co-Dependent of a Drug Abuse Client
322 Exploitation/Neglect-No Medical Treatment 510 Perceptual Problems 750 Co-Dependent of Both Alcohol/Drug Abuse Client
331 Psychological-Received Medical Treatment 520 Disorientation 751 Family Member or Significant Other of a SA Client
332 Psychological-No Medical Treatment 530 Other Psychotic Symptoms Gambling
341 Physical-Received Medical Treatment Behavioral Disturbance 760 Pathological Gambling
342 Physical-No Medical Treatment 610 Homicidal 761 Problem Gambling
344 History of Physical Abuse 620 Assaultive 762 Relative of person with Problem Gambling
351 Family/Dependent of Abuse Victim-Received Medical 621 Domestic Abuse Perpetrator

Treatment 630 Other DISABILITY INDICATORS:
352 Family/Dependent of Abuse Victim-No Medical Treatment 631 Involvement with Criminal Justice System 01 None
361 Sexual Assault by Stranger-Receive.d Medical Treatment 632 Runaway Behavior 02 Semi-Ambulatory
362 Sexual Assault by Stranger-No Medical Treatment Suicidal/Self-Abusive 03 Non-Ambulatory
364 History of Sexual Abuse 650 Suicidal/Self-Abusive 04 Severe Sight Disability
DRUGS OF CHOICE: 06 Barbiturates 12 Inhalants 18 Methamphetamine 82 gtggnic Based Communication Disability
01 None 07 Other Sedatives/Hypnotics 13 Over-the-Counter 19 Benzodiazepine 07 Chronic Health Problem
02 Alcohol 08 Amphetamines 14 Tranquilizers 20 Other Stimulants 08 Mental Retardation/Development Disability
03 Heroin 09 Cocain 15 PCP 21 Club Drug 09 Hard of Hearing (Must have 11 too)
04 Non-RX Methadone 10 Marijuana/Hashish 16 Other 10 Deaf (Must have 11 too)
05 Other Opiates & Synthetics 11 Other Hallucinogens 17 Unknown 11 Interpreter for the Deaf

USUAL ROUTE OF ADMINISTRATION: 1-0Oral 2-Smoking 3 -Inhalation 4 - Injection 5 - Other

FREQUENCY OF USE: 1-No Past Month Use 2 -1-3 Times/Month 3 - 1-2 Times/Week 4 - 3-6 Times/Week 5 - Daily

LEVEL OF CARE: CI - Residential Treatment CL - Community Living HA - Inpatient OO - Outpatient SC - Community-Based Structured Crisis SN - Detox
CURRENT LEVEL OF FUNCTIONING: Refer to GAF Scale in the Manual CAR: 99 if can't complete it. ASI: X if can't complete it.

ODMHSAS CDC (back) Revised July 1, 2008






APS HEALTHCARE

XHcalthcarE OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007

ATTACHMENT A INPATIENT HOSPITAL RETROSPECITVE REVIEWS FEE-FOR-SERVICE PROGRAM
Reference Number Report / Information Name Due Date(s)
A.11 Fee-For-Service Bi-Weekly Review Status Report 15" and 30" of each month
A.11 Fee-For-Service Monthly Report/Final Decision Letters 30" of each month

(including: Break out of adult psychiatric population and A.3 list of excluded records due to

no match)
A11 Fee-For-Service Quarterly Report Oct 30", Jan 30", April

(including analysis of any trends)

30", July 30"

ATTACHMENT B OUTPATIENT HOSPITAL OBSERVATION SERVICES RETROSPECTIVE REVIEWS FEE-FOR-
SERVICE PROGRAM

Reference Number

Report / Information Name

Due Date(s)

B. 10 Fee-For-Service Bi-Weekly Review Status Report 15" and 30" of each month

B.10 Fee-For-Service Monthly Report/Final Decision Letters 30" of each month
(including: B.3 list of excluded records due to no match)

B.10 Fee-For-Service Quarterly Report Oct 30™, Jan 30™, April

(including analysis of any trends)

30", July 30"

ATTACHMENT C QU

ALITY INTERVENTIONS AND EDUCATION

Reference Number

Report / Information Name

Due Date(s)

C.7a Monthly Report of Activities Outlined in Attachment C 14" of each month

C.7b Monthly Report of OHCA Referrals 10" of each month

C.7c Completed Corrective Action Plans (CAPs) Within two (2) business
days of completion

C.7d Gross and Flagrant and Serious Risk Violations Immediate reporting upon

identification

ATTACHMENT D QU

ALITY OF CARE REVIEWS OF MEDICAID MANAGED CARE PROGRAMS (SOONERCARE)

Reference Number

Report / Information Name

Due Date(s)

D.2

QISMC Report

Draft Report — 5-31-07
Final Report — 6-30-07






A APS HEALTHCARE
A tieaitmeare OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007

ATTACHMENT E  QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI) PROJECTS

Reference Number Report / Information Name Due Date(s)

E.2 EPSDT Study Report Draft Report — 4-1-07
Final Report — 5-15-07

E.3 Diabetes Study Report Draft Report — 4-1-07
Final Report — 5-15-07

E.5 Peri-Natal Study Report Draft Report — 4-1-07
Final Report — 5-15-07

E.6 QAPI Status Report Draft Report — 4-1-07
Final Report — 5-15-07

E.7 Behavioral Health Study Report Draft Report — 4-1-07
Final Report — 5-15-07

E.8 Emergency Room Utilization Study Report Draft Report — 4-1-07
Final Report — 5-15-07

E.10 Status Report of all Activities in Attachment E 9-30-06

Status Report of all Activities in Attachment E 12-31-06
Status Report of all Activities in Attachment E 3-31-07

ATTACHMENT F CLIENT SATISFACTION SURVEYS

Reference Number Report / Information Name Due Date(s)

F.7 CAHPS Survey Report Draft Report — 4-1-07
Final Report — 5-15-07

F.11 ECHO Survey Report Draft Report — 4-1-07
Final Report — 5-15-07

ATTACHMENT G RETROSPECTIVE REVIEW OF CHARTS REGARDING OUTPATIENT/REHABILITATIVE SERVICES
DELIVERED IN CMHC’S

Reference Number Report / Information Name Due Date(s)

G.2 CMHC Retrospective Review Schedule Report Prior to Start of Reviews
July 21, 2006

G.8 & G.10 CMHC Retrospective Review Report Due Upon Completion of
Review






XHcalthcarE

APS HEALTHCARE
OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007

ATTACHMENT H

INSPECTIONS OF CARE IN PSYCHIATRIC FACILITIES

Reference Number

Report / Information Name

Due Date(s)

H.8a

Initial Decision Report of On-Site Reviews to Provider
(via Certified Mail)

Within 20 calendar days of
review

H.8c Final Decision Report of On-Site Reviews to Provider (Appeals) Within 21 calendar days of
(via Certified Mail) receipt of the appeal

H.9a Final Decision Report of On-Site Reviews to OHCA (No Problems/Discrepancies) Within 30 calendar days of
Exit Interview

H.9b Final Decision Report of On-Site Reviews to OHCA (Appeals) Within 30 calendar days of
Final Decision of Appeal

H.12 Ad Hoc Review(s) Within 14 calendar days of
the request from OHCA

H.14 Notice of Facility Refusal to Provide Medicaid Patient Records Immediately notify OHCA
Behavioral Health Unit

H.15 Determination of Child at Risk of Physical/Emotional Injury *Notification via telephone

within 24 hours of review
(OHCA PM)

=Written report of
Determination of Child at
Risk within 4 calendar days
of review

*Schedule follow-up
meeting with OHCA PM






APS HEALTHCARE

A Bicaitneare OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007
ATTACHMENT |  OUTPATIENT BEHAVIORAL HEALTH, SUBSTANCE ABUSE AND PSYCHOLOGIST SERVICES

Reference Number

Report / Information Name

Due Date(s)

.12

Report on Review Coordinator Audit

10™ calendar day of each
following month

.14 Report on Inter-Rater Reliability of Reviewer Decisions 10™ calendar day of each
following month

l.25a Monthly Activity Report to OHCA 10" calendar day of each
following month

|.25f OHCA Requested Data Runs As Requested

1.25g Quarterly Behavioral Health Data Reports Oct 10", Jan 10™, April
10", July 10"

1.30 Conduct Monthly Provider Trainings Monthly Schedule

1.30 Conduct Annual Provider Manual Training - Tulsa, Oklahoma City, Lawton Annual Schedule

1.31 Provide Monthly Provider Newsletter — PA Process as needed Monthly / as needed

1.40 Monthly Case Management Activity Report to OHCA 10" calendar day of each
following month

ATTACHMENT J INPATIENT, TFC, AND MEDICAL PRIOR AUTHORIZATION OF BEHAVIORAL HEALTH SERVICES

Reference Number

Report / Information Name

Due Date(s)

J.5b

Quarterly Data Analysis Report

Oct 10™, Jan 10", April
10", July 10"

J.5j Monthly Out-of-State Census and Case Status Report 14" calendar day of each
following month

J.5k Maintain and update “Inpatient Authorization Procedures Manual for Children’s Psychiatric As needed

Services”

J.5l Conduct Periodic Provider Training (min of 4 annually) As scheduled

J.5m Ad Hoc Reports for OHCA (data reports, trend analysis etc.) As requested

J.6a Monthly Activity Report to OHCA 14" calendar day of each
following month

J. 11 Report on Review Coordinator Audit 10" calendar day of each
following month

J.12 Report on Inter-Rater Reliability of Reviewer Decisions 10" calendar day of each
following month

J.16¢ Provide Update Letters to Provider — PA Process as needed As needed






A APS HEALTHCARE
A tieaitmeare OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007

ATTACHMENT K INSPECTIONS OF CARE OF THERAPEUTIC FOSTER CARE PROGRAMS

Reference Number Report / Information Name Due Date(s)
K.7a Initial Decision Report of On-Site Review(s) to Providers Within 15 calendar days of
(via Certified Mail) review
K.7c Final Decision Report of On-Site Reviews to Provider (Appeals) Within 21 calendar days of
(via Certified Mail) receipt of the appeal
K.8a Final Decision Report of On-Site Reviews to OHCA (No Problems/Discrepancies) Within 30 calendar days of
Exit Interview
K.8b Final Decision Report of On-Site Reviews to OHCA (Appeals) Within 30 calendar days of
Final Decision of Appeal
K.11 & 13 Ad Hoc Review(s) Within 14 calendar days of

the request from OHCA
and subject to availability of

OHCA staff
K.13 Notice of Program Refusal to Provide Medicaid Patient Records Immediately notify OHCA
Behavioral Health Unit
K.14 Determination of Child at Risk of Physical/Emotional Injury *Notification via telephone

within 24 hours of review
(OHCA Behavioral Health
Unit)

*Written report of
Determination of Child at
Risk within 4 calendar days
of review, OR schedule
follow-up meeting with
OHCA staff

K.15 Provide TFC Provider Training and TFC Provider Update Letters When changes occur in PA
or IOC






A APS HEALTHCARE
A tieaitmeare OKLAHOMA HEALTH CARE AUTHORITY
QIO SERVICES - DELIVERABLES / REPORTING MATRIX
JULY 2006 — JUNE 2007

ATTACHMENT L MEDICAID PROVIDER PUBLICATION

Reference Number Report / Information Name Due Date(s)

L.3 Produce Quarterly Newsletter — “Provider Update” (4) 1) Draft: 7-25-06
Final: 9-5-06
2) Draft: 10-25-06
Final: 12-4-06
3) Draft: 1-29-07
Final: 3-5-07
4) Draft: 4-24-07
Final: 6-4-07

L4 Annual Quality Report Draft Report — 6-30-07
Final Report — TBD







INVITATION TO BID
TERMS AND CONDITIONS

SECTION 1. INTRODUCTION
1.0 ANNOUNCEMENT

The State of Oklahoma (State), by and through its designated Medicaid agency, the Oklahoma
Health Care Authority (OHCA), is issuing this Invitation to Big (ITB) for the procurement of
services for the purpose of providing methods and procedures to safeguard against
unnecessary utilization of care and services and to assure “efficiency, economy and quality of
care as required by law pursuant to section 1902 (a)(30)(A) thru (C) of the Social Security Act
(Act) and 42 U.S.C. §1320c et seq.

A State may contract with a Quality Improvement Organization (QIO) to perform medical and
utilization review functions required by law, which meet the requirements of Section 1152 of the
Social Security Act. Services required are as outlined under this ITB,

1.1 POINTS OF CONTACT
1.1.1 INQUIRIES

This ITB is issued by the Oklahoma Department of Central Services, Purchasing
Division (DCS); and DCS is the sole point of contact from the date of release of this ITB,

Department of Central Services
Central Purchasing Division

2401 N. Lincoln Bivd., Suite 116

P.O. BOX 528803 _ ‘
Oklahoma City, Oklahoma 731 52-8803
Contact: Irene Bowman

Office: (405) 521-4058

Fax: (405) 522-1077

1.1.2 AGENCY POINT OF CONTACT
The OHCA point of contact after the bid has been awarded is as follows:

Oklahoma Health Care Authority

Attn: Contracts Development

4545 North Lincoin Boulevard, Suite 124
Oklahoma City, Oklahoma 731 05-3400
405-522-7431

1.2 ITB CLOSING DATE

Bids submitted in response to this ITB must be received by the State of Oklahoma,
Department of Central Services (DCS), Attention: Irene Bowman, Central Purchasing

no later than the closing date and time referenced on the ITB instruction form. Bids
delivered or received after the closing date and time will not be accepted.
Quality Improvement Organization Solicitation 1
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1.3 ANTICIPATED CONTRACT TERM AND RENEWAL OPTIONS

a. The term of this Contract shall begin on the date of award through June 30, 2006;
with five one (1) year options to renew. It is understood by the parties that, under
State law, a commitment of funds shall not exceed a period of twelve (12) months.
The parties shall have the option to renew the Contract, or any portion thereof, for
five (5) additional one (1) year periods beginning July 1, 2006.

b. It is understood and agreed by the parties hereto that all obligations of OHCA,
including the continuance of payments are contingent upon the availability and
continued appropriation of State and Federal funds, and in no event shall OHCA be
liable for any payments in excess of such available appropriated funds. The parties
shall have the option to terminate this Contract at any time during the contract term
pursuant to Section 5.10 of this ITB.

14  COST OF PREPARING BID

a. All costs incurred by the Bidder for costs associated for bid preparation and
participation in the competitive procurement process will be the sole responsibility of
the Bidder. The State will not reimburse any Bidder for any such costs.

b. The State reserves the right to withdraw the ITB at any time during the procurement
process. Issuance of this ITB in no way obligates the State to award or issue a
contract or to pay any costs incurred by any bidder as a result of such a withdrawal.

1.5  RETENTION OF BIDS

All bids submitted in response to this ITB become the property of the State, and will not
be returned. All material submitted by the bidder becomes the irrevocable and sole
property of the State of Oklahoma. Proprietary information must be documented as
such within the contents of the submitted bid. All bids submitted and all information
contained therein, unless otherwise specified as proprietary, shall be subject to the
Oklahoma Open Records Act, 51 Okla. Stat. §24A.1 et seq. (1991).

1.6  MINIMUM QUALIFICATION REQUIREMENTS:
Bidder must meet the following minimum qualifications:

~ a) Organization bidding on this Contract must meet all requirements in 1152 of the
Social Security Act and Title 42 C.F.R. Part 475 et seq.; and must continue to meet
all applicable requirements the life cycle of this contract. ‘
b) Page limit requirements as specified in Section 9.0 (B.) of this ITB.
¢) Response in correct format as specified in Section 9.2
d) All applicable affidavits must be included in the bid response.

Quality Improvement Organization Solicitation 2
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1.7

1.8

1.9

‘ \

The State of Oklahoma will conduct a comprehensive and fair evaluation of Bids
received in response to this ITB. Bids will be evaluated based upon Best Value Criteria,
and final approval issued by the Department of Central Services, Central Purchasing
Director.

EVALUATION

CONTRACT ADMINISTRATION

The OHCA shall designate a Program Manager (PM) to coordinate activities, resolve
questions, monitor Contractor's performance and function as the Contractor's primary
liaison in working with other OHCA staff. The PM will receive and review all progress
reports and deliverables, schedule of monitoring and other meetings, and maintain first-
line administrative responsibility for the Contract. The PM shall monitor, document and
evaluate the work performance of the Contractor and authorize the payment for services
rendered.

BIDDERS' LIBRARY (REFERENCE INFORMATION)

The OHCA has provided a bidders’ library available on the OHCA website to assist
bidders in accessing current and past program information related to this ITB. The
library is available at http://www.okhca.org/about/bids/bids.asp, and with additional
information at http://www.okhca.org/reports/resources/resources.asp. These sites will
provide general information regarding OHCA, Medicaid program and enroliment
statistics, and specific examples of work and reports required of the successful
contractor. In the event you have difficulty with the first site referenced, please go to the
home page (www.okhca.org) and select "about us" and then “procurement”, this will
direct you to the bidders' library.

SECTION 2. OBJECTIVES

The QIO will perform retrospective chart review, inspection of care, and other quality
improvement functions for the Oklahoma Medicaid program, as well as prior
authorization of inpatient and outpatient behavioral health services, including substance
abuse, case management and psychologist services.

SECTION 3. SCOPE OF WORK

This section describes the scope of work required under the terms of this ITB. The selected
Bidder shall perform all of the services listed below and as further explained in the attachments
to this ITB. Attachments A through L are made part of this ITB and incorporated by reference.

3.0

Post-payment Utilization Review

Contractor will conduct retrospective review on a random sample of cases to assess the

appropriateness of medical services provided to Medicaid recipients. This includes:

* Review of inpatient services for fee-for-service (hereinafter referred to as FFS)
recipients as further described in Attachment A.

» Review of outpatient services for FFS recipients as further described in Attachment
B. .

* Review of outpatient/rehabilitative behavioral health services provided in Community
Mental Health Centers as further described in Attachment G.
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3.1

3.2

3.3

3.4

3.5

3.6

Quality Improvement System for Managed Care (QISMC)

Contractor will conduct activities to operationally support OHCA’s adoption of the federal

government’s QISMC. These activities include

e Quality of care reviews for providers in the SoonerCare managed care program as
further described in Attachment D.

e Monitoring and conducting studies in particular areas of care provided to Medicaid
recipients selected by OHCA as further described in Attachment E.

.Client Satisfaction Surveys

Contractor will assist OHCA in conducting surveys of Medicaid recipients in the
SoonerCare managed care program. This includes Consumer Assessment of Health
Plan Surveys (CAHPS) for adults and Experience of Care and Health Outcomes
Surveys (ECHO) as further described in Attachment F.

Inspections of Care

Contractor will assist OHCA in determining whether services are being provided

appropriately in:

o Inpatient acute psychiatric care and/or residential psychiatric treatment facilities
caring for Medicaid recipients under the age of 21 as fully described in Attachment H.

e Therapeutic foster care programs serving Medicaid recipients under the age of 21 as
further described in Attachment K.

Prior Authorization of Behavioral Health Services

Contractor will conduct all activities related to the prior authorization of behavioral health

services, including '

e Outpatient, substance abuse and psychologist services as further described in
Attachment .

e Psychiatric inpatient (acute and residential treatment center) and therapeutic foster
care services for Medicaid recipients under the age of 21 as further described in
Attachment J. ' :

Quality Intervention and Education

Contractor will conduct quality interventions and education for providers identified by
Contractor or by OHCA as providing or possibly providing substandard care. These
activities are further described in Attachment C.

Quarterly Medicaid Provider Newsletter (Optional)

Contractor will work with OHCA to write, publish and distribute a quarterly provider
newsletter as further described in Attachment L. Note: Bidders are not required to
respond to this portion of the scope of work. Responding or not responding will not
influence a bidder's chance of being awarded the contract.

SECTION 4. SYSTEM REQUIREMENTS

4.0

The activities specified in this ITB may be conducted by direct batch downloads following
a file transfer protocol (FTP) format (electronically and/or web-based) allowing for the
possibility of the Contractor conducting activities from an out of state location. If the
Contractor maintains a local office, a T-1 line may run directly to the Oklahoma Medicaid
Management Information System (MMIS) for direct real time data entry of prior
authorizations. In the event the selected Contractor has and/or establishes a local

~ operation, data transmission of prior authorizations shall be transmitted over a dedicated

T1 line between OHCA fiscal agent, Electronic Data Systems (EDS) and the Contractor.
Contractor will maintain all systems from the T1 "d-mark” into its LAN line. The T1 line
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4.1

4.2

4.3

4.4

4.5

e

will be maintained by OHCA. Preference may be given to bidders who have or will
establish Oklahoma City locations.

Whether Contractor maintains its own system and/or works directly in the MMIS,
Contractor must always verify recipient and provider eligibility. If Contractor maintains its
own system for prior authorizations, Contractor must download data from the MMIS on a
daily basis. :

The Contractor shall supply all hardware for staff and supervisors, including desktop
computer systems capable of running Microsoft Windows XP and the MMIS program.
The contractor is required to maintain computer operating systems within one version of
the OHCA's current operating system for the life of the contract. The Contractor is
required to maintain a local file server and Local Area Network (LAN) capable of
providing software applications to its staff and supervisors.

The Contractor agrees to make data available by electronic means for OHCA auditing
purposes. If Contractor maintains separate databases, Contractor agrees to allow
OHCA access to such databases.

- Contractor agrees to provide OHCA staff access to any separate prior authorization

databases and visual imaging systems in order for OHCA to conduct Care Coordination
activities related to Medicaid recipients and for auditing and compliance reviews. For
services described herein, the database must include agreed upon data elements
including, but not limited to: Patient Medicaid ID, Patient Name, Provider ID, Provider
Name, Provider demographic info, Patient DSM-IV-TR Diagnosis, Client Assessment
Record scores, Reviewer Notes, Units of Service requested & authorized, Types of
Service requested & authorized, Type of Request, and From-Thru Dates of authorization.

Additional system requirements can be found in Attachments A through L.

SECTION 5. STAFFING REQUIREMENTS

5.0

5.1

Subject Matter Expert (SME)

Contractor shall propose a SME who shall have day to day responsibility for supervising
the performance and obligations under this Contract, as well as receive policy direction
from the OHCA PM. The SME must have previous experience in a variety of peer
review and utilization review activities, preferably for a Medicaid program. In addition, the
SME must demonstrate an overall understanding of the technical requirements,
professional clinical determinations, customer service, and quality improvement
requirements requested in order to successfully fulfill the obligations of this Contract. In
the event the proposed SME does not meet the requirements of OHCA, Contractor shall
collaborate with the OHCA staff to provide a candidate that is. acceptable to both parties.
Contractor will not change its SME without prior written approval from OHCA, and such
approval shall not be unreasonably delayed or withheld.

Training

OHCA will provide training to Contractor's supervisory staff in conjunction with the SME.
The Contractor is responsible for developing a staff training program and providing
ongoing training to staff members. OHCA shall provide additional training throughout the
term of this contract as needed. Contractor shall contact the OHCA PM to schedule
such requests for additional training.
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5.2 Additional requirements
Additional staffing requirements are delineated in Attachments A through L.

SECTION 6. REPORTING REQUIREMENTS

6.0 Contractor shall submit all reports to OHCA electronically and securely following HIPAA
guidelines.

6.1  Contractor shall review all reports and written material to ensuré delivery of a
professional and technically sound product prior to submitting to OHCA.

6.2  Specific report requirements are delineated in Attachments A through L. Within 30 days
of award, Contractor will develop and submit to OHCA a “Reports Deliverable Matrix’
showing all reports, frequency, and required delivery date. An example of this matrix can

pe found in the Bidders' Library. Contractor shall update this matrix as necessary based
on any changes agreed upon with OHCA.

SECTION 7. CONTRACT TERMS AND CONDITIONS

7.0 CONTRACT COMPOSITION
a. This Contract, as well as the accepted bid, shall become part of any agreement
between the parties. The DCS and OHCA are responsible for rendering decisions in
matters of interpretation of all terms and conditions.

b. The component parts of the contract between the State and the Bidder selected from
the evaluation of responses to this ITB shall consist of:
1) ThisITB;
2) Any amendments to the ITB;
3) ITB Questions and Answers, where applicable.
4) The Contractor's Bid; and,
5) The Purchase Order;

c. The order of precedence among the contract components shall be the ITB, any
amendments to the ITB, questions and answers (if applicable), the Bidder's bid, and
the award notice from DCS. A higher order document shall supersede a lower order

document to the extent necessary to resolve any inconsistencies between them, but
silence on any matter in a higher order document shall not negate or modify the

provisions of a lower order document as to that matter.

d. Inthe eventofa conflict in language between the documents referenced above, the
provisions and requirements set forth in the ITB shall govern. In the event that an
issue is addressed in the bid response that is not addressed in the 1TB, no conflict in
language shall be deemed to occur. However, the DCS State Purchasing Director
reserves the right 1o clarify, in writing, any contractual relationship with the
concurrence of the Bidder, and such written clarification shall govern in case of
conflict with the applicable requirements stated in the ITB. In all other matters not
affected by the written clarifications, if any, the ITB shall govern.
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7.1

7.2

7.3

AMENDMENTS and/or MODIFICATIONS
a. This Contract contains all of the agreements of the parties and no verbal

b. Legislative or other changes may require changes in this scope of work and/or the
terms and conditions of the resulting contract. Modifications to the scope of work

under this ITB shall be authorized in such cases, upon approval by the DCS State
Purchasing Director. At all times the State will adhere to the overall intent of the

USE OF SUBCONTRACTORS
The Bidder may use subcontractors if written consent of OHCA and the DCS State

No subcontract or delegation shall relieve or discharge the Contractor from any
obligation or liability under the Contract. The subcontractor is subject to the same
conditions as the Contractor and subsequent contract modifications. Performance of
any work by “contract employees” hired by the Contractor shall be considered the sole
responsibility of the Contractor.

In the event any portion of this ITB is subcontracted to a third party vendor; the sub-
contractor must submit all the requested documentation, certifications, and respond to all
applicable sections of this ITB, in order to be considered and/or approved by OHCA.

LIABILITY/HOLD HARMLESS

a. The Contractor agrees to hold harmiess the OHCA of any claims, demands and
liabilities resulting from any act or omission on the part of the Contractors and
agents, servants and employees in the performance of this contract. It is the

- that would otherwise render the parties liable as partners, agents, employer-
employee or otherwise create any joint and several liability.

b. Contractor shall be required to submit a performance bond in the amount equal to
one-half of the total contract amount. The performance bond must be submitted
within forty-five days of award of the contract. Failure to provide a performance
bond within the required time shall be cause for termination of the Contract.

C. In the event of termination for default, or voluntary or involuntary bankruptcy on the
part of the Contractor, the performance bond shall become payable to the State for

equipment or services to replace those terminated as a result of the default. OHCA
may seek other remedies under law in addition to this stated liability. :
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d. Contractor shall be required to provide a certificate of liability. The Contractor shall
be in compliance with the insurance laws of the State of Oklahoma and the Federal
government for the term of the Contract.

€. The insurance must be maintained throughout the contract period with annual
documentation of such continued coverage sent to OHCA and DCS Contract Officer
by November 1 of each subsequent period. Contractor shall require all
subcontractors maintain all applicable insurance as stated herein.

f.  The minimum insurance requirements are as follows:

1. Professional liability coverage in the amount of one million dollars.

2. Errors and Omissions insurance - may be covered under malpractice
insurance,

3. Comprehensive liability insurance in the amount of one million dollars.

Certificate will state the policy number, the Contractor as the insured, the

g. In the event of cancellation of any insurance coverage, the Contractor shall
immediately notify the State of such cancellation. The Contractor shall provide
OHCA and DCS Contracts Administrator with a written notice ten (10) calendar days
prior to any change in the insurance coverage. Non-compliance with insurance
requirements will result in a contract defauit and immediate termination,.

7.4  CONFLICT OF INTEREST
The Bidder certifies that it presently has no interest and shall not acquire any interest,
direct or indirect, which would conflict in any manner or degree with the performance of
services required to be performed under this contract. The Bidder further certifies that,
in the performance of this contract, no person having such interest shall be employed.
Bids failing to meet this criterion of the ITB will be deemed non-responsive in respect to
the total ITB.

7.5  AUDIT AND INSPECTION
a. The Contractor shall maintain adequate and Separate accounting and fiscal records

for the monies paid under this contract. The Contractor shall keep such records as

destroy or dispose of records, which are under audit, review or investigation when
the six-year limitation is met. The Contractor shall maintain such records until
informed in writing by the auditing, reviewing or investigating agency that the audit,
review or investigation is complete. The Contractor may microfilm, microfiche or
optically image such documentation, so that it is accessible and readable for OHCA
for any of the entities listed. Contractor shall obtain OHCA approval of file format
storage prior to destroying permanent records.

b. Authorized representatives of OHCA, MFCU, and the Secretary shall have the right
to make physical inspection of the Contractor's premises and to examine records
relating to financial statements or claims submitted by the Contractor under this
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Contract and to audit the Contractor’s financial records as provided by 56 O.S. § 222
and 42 C.F.R. § 431.107.

c. Pursuant to 74 O.S. § 85.41, OHCA and the Oklahoma State Auditor and Inspector
shall have the right to examine the Contractor's books, records, documents,
accounting procedures, practices, or any other items relevant to this Contract.

d. In accordance with 42 C.F.R. § 455.100 et seq., the Contractor shall furnish
ownership information within twenty (20) days to OHCA upon written request.
Ownership information is critical for determining whether a person with an ownership
interest has been convicted of a program-related crime under Titles V, XVIil, XIX, or
XX of the federal Social Security Act, 42 U.S.C. § 301 et seq.

e. The Contractor shall submit, within thirty-five days of a request by OHCA, MFCU, or
the Secretary of the U.S. DHHS all documents, as defined by 12 Okla. Stat. § 3234,
in its possession, custody, or control concerning (i) the ownership of any
subcontractor with whom the Contractor has had business transactions totaling more
than twenty-five thousand dollars during the twelve months preceding the date of the
request, or (i) any significant business transactions between the Contractor and any
wholly owned supplier, or between the Contractor and any subcontractor during the
five years preceding the date of the request.

f. Contractor agrees to comply with the provisions of the Single Audit Act of 1984 and
OMB Circular A-133. The Contractor agrees to provide a copy of the required audit
report, including uniform financial statements, management letter and a formal
written indirect cost allocation plan to OHCA, date to be determined by the OHCA. A
certified public accountant or public accountant who has a valid and current license
to practice accountancy in the State of Oklahoma shall perform this audit. The
OHCA retains the right to examine all of the work papers of said auditor.

7.6 CONFIDENTIALITY
a. Contractor agrees that Medicaid recipient information (anything regarding recipient
information) is confidential and is not to be released to the general public under 42
U.S.C. § 1396a(7), 42 C.F.R. § 431:300-306 and 63 O.S. § 5018 (Supp.1996).
Contractor agrees not to release the information governed by these Medicaid
recipient requirements to any other state agency or public citizen without the
approval of OHCA.

b. Contractor agrees to comply with the Federal Privacy Regulations and the Federal
Security Regulations as contained in 45 C.F.R. Part 160-164 that are applicable to
such party as mandated by the Health Insurance Portability and Accountability Act of
1996 (HIPAA) and 42 U.S.C. § 1320d through 1320d-8.

c. Contractor shall maintain the confidentiality all records gathered from health care
providers, the Oklahoma Health Care Authority, and all records generated as a result
of this contract, except as specifically provided in the contract. Such records include
the data tapes sent to the Contractor to perform work under this contract and any
other information obtained or abstracted by the Contractor. Contractor agrees that
this documentation is confidential and not subject to the Oklahoma Open Records
Act, 51 Okia. Stat. §24A.1 et seq. (1991). In the event a subpoena is made for any
witness to testify in court or request for records to be produced regarding this
contract, the Contractor shall immediately contact the Director of Legal Operations
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by telephone and in writing before releasing any such information protected under |
the HIPAA regulations.

7.7 COMPLIANCE WITH LAW
a. The parties to this Contract acknowledge and expect that over the term of this
Contract laws and regulations may change. Specifically, the parties acknowledge
and expect (i) federal Medicaid statutes and regulations, (ii) State Medicaid statutes
and rules, and (iii) state statutes and rules governing practice of health-care
professions may change. The parties shall be mutually bound by such changes.

b. The Contractor shall comply with the following:

(i) the Age Discrimination in Employment Act, 29 U.S.C. § 621 et seq.;

(i)  the Rehabilitation Act, 29 U.S.C. § 701 et seq.;

(i) the Drug-Free Workplace Act, 41 U.S.C. § 701 et seq.;

(iv)  Title XIX of the Social Security Act (Medicaid), 42 U.S.C. § 1396 et seq.;

(v)  the Civil Rights Act, 42 U.S.C. §§ 2000d et seq. and §§2000e et seq.;

(vi) the Age Discrimination Act, 42 U.S.C. § 6101 et seq.;

(vii) the Americans with Disabilities Act, 42 U.S.C. § 12101 et seq.;

(viii) the Oklahoma Worker's Compensation Act, 85 O.S. § 1 et seq.;

(ix) the Fair Labor Standards Act, 29 U.S.C. § 201 et seq.;

(x)  the Equal Pay Act, Public Law 88-38, 77 Stat. 56;

(xi) the Vietnam Era Veterans Re-adjustment Act of 1974, Public Law 93-509; 88

Stat. 1578;

(xii) 31 U.S.C. § 1352 and 45 C.F.R. § 93.100 et seq., which (1) prohibit use of
federal funds paid under this Agreement to lobby Congress or any federal
official to enhance or protect the monies paid under this Agreement and (2)
require disclosures to be made if other monies are used for such lobbying;

(xiii) Presidential Executive Orders 11141, 11246 and 11375, which together
require certain federal Contractors and subcontractors to institute affirmative
action plans to ensure absence of discrimination for employment because of
race, color, religion, sex, or national origin;

(xiv) 45 C.F.R. §§ 76.105 and 76.110 concerning debarment, suspension and other
responsibility matters;

(xv) 74 O.S. §§ 85.44(B)(C) and 45 C.F.R. §74.34 with regard to equipment (as
defined by U.S. Office of Management and Budget Circular A-87) purchased
with monies received from OHCA pursuant to this Contract;

(xvi) the Anti-Kickback Act of 1986, 41 U.S.C. §51 et seq., which prohibits any
person from providing or attempting to provide or offering to provide any
kickback; and,

(xvii) the Protective Services for Vulnerable Adults Act, 43A Okla. Stat. §10-101 et
seq.

c. The explicit inclusion of some statutory and regulatory duties in thas Contract shall
not exclude other statutory or regulatory duties.

d. All questions pertaining to validity, interpretation, and administration of this Contract
shall be determined in accordance with the laws of the State of Oklahoma,
regardless of where any service is performed.

e. The venue for civil actions arising from this Contract shall be Oklahoma County,
Oklahoma. For the purpose of Federal jurisdiction, in any action in which the State
of Oklahoma is a party, venue shall be the United States District Court for the
Western District of Oklahoma.
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7.9

7.10

7.11

f. If any portion of this Contract is found to be in violation of State or Federal Statutes,
that portion shall be stricken from this Contract and the remainder of the Contract
shall remain in full force and effect.

TERMINATION

a. Either party may terminate for cause with a ninety (90) day written notice to the other
party. Either party may terminate without cause with a one hundred and twenty
(120) day written notice to the other party.

b. In the event funding of the Medicaid Program from State, Federal, or other sources is
withdrawn, reduced, or limited in any way after the effective date ef this Contract,
and prior to the anticipated Contract expiration date, this Contract may be terminated
immediately by OHCA.

FORCE MAJEURE

Neither party shall be deemed to be in default of any of its obligations hereunder, if and
so long as it is prevented from performing such obligation by an act of war, foreign
action, nuclear explosion, riot, strike, civil insurrection, earthquake, hurricane, tornado, or
other catastrophic event or act of God. .

PROHIBITION AGAINST ADVANCE PAYMENTS

No payment shall be made by OHCA in advance of, or in anticipation of services actually
performed and/or supplies furnished under this Contract. Monthly invoices must be
submitted for work performed the previous month. 4

TURNOVER PLAN
Contractor must assist OHCA in an orderly transition at the end of this contract should
the Contractor be replaced by another entity.

A. Six months prior to the expiration date of the contract, the Contractor shall
provide, at no extra charge, assistance in turning over the operations performed under
this Contract to the State, or designated agent assigned by the State. The Contractor
shall provide a turnover plan which includes, but is not limited to the following:

Proposed approach to transition operations to another vendor;

Identification and . release of State owned documents and/or
equipment/furnishing;

Turnover of all medical records and other necessary data to another review -
entity or appropriate custodian;

Maintenance and transition of telephone services;

Designation of a knowledgeable person who will be available on a daily basis
to assist OHCA during the transition process; and

Proposed timeline delineating the transfer process.

o o 0 b=

B. Contractor shall organize and box all records for shipment to the new contractor,

unless otherwise instructed by OHCA. Boxed materials must be labeled on the outside
with a list of contents. Include an inventory list on each box and clearly indicate the type
and date of materials. All review records should be identified and boxed (i.e. Live cases
include: pending medical information, pending physician review, case pending review
and re-review, or old cases: Case closed hospital adjustments (DRGs), quality review
logs, documents related to cases approved where there has been an action within the
last year, etc.) Contractor shall receive specific instructions from the PM regarding
boxing, labeling, and shipment of all records utilized under this contract.
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7.13

7.14

C. Contractor shall release all documents and records necessary to complete the
transfer of operations, and will provide a final report documenting all such actions. At
the option of the State, Contractor shall arrange for the removal of hardware and
software, or the transfer of documents, equipment or software leases, where applicable.

D. In the event the Contractor is non-compliant or non-cooperative with the
approved transfer plan, OHCA shall hold the Contractor responsible for all expenses
associated with the delay of the transition and include a five (5%) penalty against the
Contractor's final invoice. :

TAX EXEMPT STATUS

The OHCA represents that it is exempt from federal excise, state and local taxes, and
sales to the OHCA are exempted from Oklahoma sales and use taxes. If in the future
the OHCA becomes subject to any such taxes, the OHCA shall reimburse the Contractor
for any cost or expense incurred. Any other taxes imposed on the Contractor regarding
this Contract shall be borne solely by the Contractor.

DISASTER RECOVERY PLAN :

The Contractor must provide an emergency back-up system, a disaster recovery plan,
and medical record storage facility to maintain business operations. Contractor must
comply with all State, Federal and Oklahoma Medicaid requirements.

CONTRACT COMPLIANCE AND PENALTIES

Substantial elements of this contract are performance-based and require the Contractor
to meet specific standards or metrics. The Contractor's performance may be assessed
by such means as written reports, oral communication, on-site visits, audit, and data
analysis. :

a) Performance Improvement Plan (PIP)

if OHCA determines that the Contractor is not meeting the standards or metrics
established in this ITB and that such noncompliance is impacting the performance
or quality of required duties, OHCA may initiate a Performance Improvement Plan
(PIP) with the Contractor. Examples of problems that may require a PIP include
consistently missing deadlines, conducting activities without using required staff,
using inappropriate or inadequate review criteria, and failing to act when aware of
“serious risk” and “gross and flagrant violations”. The Contractor will receive a
written copy of the PIP.

The PIP shall clearly specify the performance deficiencies and identify specific
actions required by the Contractor in order to correct the nonperformance. The
Contractor shall have 30 days after receiving the PIP to successfully complete
these actions. If the actions identified require more than 30 days to complete, the
PIP shall specify milestones which must be met at the end of each 30-day period.
The PIP shall also specify which attachments to this ITB cover the work that is
affected by the noncompliance.

If the required actions are not taken or milestones are not reached at the end of the
30 days, the unit price(s) for all attachments specified in the PIP shall be reduced
by 10% until the PIP is successfully completed. In the event that required actions
are not taken or milestones are not reached at the end of 60 days from the
Contractor’s receipt of the PIP, the unit price(s) for all attachments specified in the
PIP shall be reduced by 50% until the PIP is successfully completed.
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7.16

7.17

OHCA shall notify the Contractor when the PIP is successfully completed and the
Contractor may resume billing at 100% of the unit price(s).

b) Unacceptable reports
-Attachments D and E to this ITB require specific reports to be delivered to OHCA.

As noted in the attachments, Contractor will submit a draft and a final report to
OHCA. If OHCA finds that the final report is unacceptable, OHCA shall provide
Contractor with a written list of specific deficiencies that must be corrected in the
report. Contractor must return the report to OHCA within 15 days of receiving the
deficiency list. In the event that OHCA finds that the deficiencies in the report have
not been corrected, OHCA shall make a determination of how much remedial work
is required and/or how usable the report is in its current form. The price for the
report shall be reduced proportionately by a maximum of 100%.

EQUIPMENT

Contractor agrees to and will abide by the provisions of Title 74 0.S. §85.44B and
85.44C. This contract does not provide for the direct purchase, by OHCA, of any
equipment the Contractor may purchase to perform the tasks described herein.
Contractor will use standard approved accounting practices to depreciate equipment and
charge the depreciation to the various contracts held by the Contractor.

NOTICES .

A. Whenever notice is required to be given to the other party, the notice shall be
made in writing and delivered via certified mail, return receipt requested.
Delivery shall be deemed to have occurred when a signed and dated return
receipt is acquired by the sender. Notices shall be addressed as follows: '

In case of a notice to the Contractor: Designated Program Manager
Contractor Name
Contractor Address

In case of a notice to OHCA: Oklahoma Health Care Authority
Attn: Contracts Development
4545 North Lincoln Boulevard, Suite 124
Oklahoma City, Oklahoma 73105-3400

B. In ihe event an address or name change is required by either party, a notice shall be
provided as stated in section A above.

WORK PRODUCTS ;

The Contractor agrees that all data compilations, reports and work papers created and/or
utilized by the Contractor to produce the work required under this contract are the
property of OHCA. Nothing in this contract shall be construed to make another party a
third party beneficiary to this contract.

SECTION 8.  INVOICE AND PAYMENT TERMS

8.0  In consideration of payment for the performance of the services specified in this ITB,
OHCA shall make monthly payments to the Contractor for completed work as stated in
Pricing Schedule Bid Sheet.

8.1 A proper invoice for services must be rendered in order to receive payment. A proper
invoice is one which contains, at a minimum, the following information: 1) Contractor
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8.3

8.4

8.5

name; 2) FEI or vendor number; 3) invoice number; 4) purchase order number (where
applicable); 5) description of service(s); 6) date(s) of service; and, 7) amount(s) billed.
Contractor shall maintain documentation of all billed charges and shall make such
documentation available to OHCA upon request or as otherwise stated in this Contract.
Unless otherwise specified in this ITB, all travel costs shall be included in and paid
against the total contract amount. Contractor shall submit invoices to the following
address:

Oklahoma Health Care Authority

Division of Finance, General Accounting

P.O. Box 18299

Oklahoma City, OK 73154

Payment-terms and conditions are contingent on provisions stated in Section 1.3 of this
Contract. It is understood by the parties that, under state law, a commitment of funds
shall not exceed a period of 12 months. Therefore, the OHCA shall issue a purchase
order in 12 month increments to fund services rendered under this Contract.

OHCA shall have forty-five (45) days to pay an invoice. If OHCA fails to pay an invoice
within that time, Contractor shall have the right to interest upon the invoice amount
consistent with 62 O.S. § 41.4b.

Contractor shall have ninety (90) days from the expiration date of this Contract to submit
invoice(s) for payment. OHCA will not be held responsible for payment of invoices
submitted in excess of these time limitations. - Contractor understands that all
deliverables and invoices must be submitted to OHCA within ninety (90) days of the
annual expiration date of this Contract. :

No formal contract modification and/or amendment is required to this Contract should
actual utilization of the services referenced exceed the not-to-exceed amount agreed to
by the parties. The not-to-exceed amount shall be documented on the final purchase
order, upon award of the contract.

SECTION 9. BID SUBMISSION CONTENT AND REQUIREMENTS

9.0 RESPONSES
A Language: Responses to this ITB must be in clear and concise language
suitable for inclusion in a contract with the State.
B. Page Limitations: Responses to this bid shall have a maximum of 100 pages,
including all text, diagrams, attachments, and additional information. The type size shall
not be smaller than 10 point and top, bottom, left and right margins shall be at least one
inch, excluding headers and footers. The page limit does not include Attachment B,
Pricing Schedule Bid Sheet. Any pages submitted in excess of the limit will not be
read, evaluated or considered in scoring the bid. -
9.1 SUBMISSION OF BIDS
A. Bidders shall be required to deliver the following number of bids to the DCS
Central Purchasing, as indicated on the ITB instruction form:
e One (1) clearly identified original bid and six (6) copies of the completed bid.
* One (1) electronic file of the proposal in Microsoft Word.
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B. All bids shall clearly indicate the name, title, mailing address, and telephone
number of the Contractor's authorized agent with the authority to bind the firm to the

must contain an original signature by this person. Sealed bids shall be mailed or
delivered to the contact person identified in Section 1.1.1 of this ITB.

C. Submitted bids are rendered as a legal offer and any bid when awarded by the
State shall constitute a firm contract.

D. Submitted bids shall be in strict conformity with the instructions to the bidders
and shall be submitted on the approved form. All bids, quotations, and contracts shall be
typewritten or written in ink. Penciled bids shall not be accepted and shall be rejected as
non-responsive. Any corrections shall be initialed in ink.

E. The State will accept all bids for evaluation that are completely and properly
submitted.
F Bidders mailing their bids or using a commercial delivery service shall allow

G. Bids submitted in whole or in part by féx shall be rejected. Late bids shall be
rejected. Bids shall be prepared in accordance with the requirements stated in this
section of this ITB.

H. The State reserves the right to reject any bid that does not comply with the
requirements and specifications of the ITB. A bid shall be rejected when the bidder
imposes terms or conditions that would modify requirements of the ITB or limit the
bidder’s liability to the State.

L The State reserves the right to withdraw or cancel this ITB at any time during the
procurement process. Issuance of this ITB in no way obligates the State to award or
issue a contract or to pay any costs incurred by any bidder as a result of such a
withdrawal. :

9.2  BID SUBMISSION FORMAT

Bids shall be submitted in the following format. Bidders must respond to sections and
sub-sections in order and must number and label responses as shown below. If Bidder
wishes to include additional information outside of the requirements below, this
information should be labeled as addenda and included at the end of the response.

CHAPTER 1: FUNCTIONAL REQUIREMENTS

1.0  General Approach ;
In narrative terms describe Bidder's overall approach and plans to meet the
requirements of this ITB. Bidder must demonstrate how they meet the
requirements set forth in Section 1.6 a) of this ITB. This could include
documentation such as QIO designation, QIO-like certification, etc. The content
of the narrative should be designed to demonstrate that Bidder understands
Quality Improvement Organization Solicitation 15

Oklahoma Health Care Authority
January 12, 2006





o 5

OHCA’s objectives, the nature of the work required and the level of effort
necessary to successfully complete the project. Discuss where Bidder's facilities
will. be located and where the work will pe performed.

1.1 Post-payment utilization review
Discuss the standard operating procedures employed in your organization for
completion of retrospective and quality review (including record retrieval and
physician review)? Explain any guidelines to be used - InterQual, Milliman, etc.
Submit sample copies of your review worksheets and quality screens. What are
the standard operating procedures employed in your organization for provider
notification and follow-up when a utilization and/or quality issue is identified?
(Include a description of the procedures used for the appeal and recoupement

tr

1.2 Quality Iimprovement for Managed Care (QISMC)
Describe the methodology you will use to audit the managed care program -
onsite review, desk review, etc. Describe the methodology to be used to
complete quality improvement studies. Describe your record review process
(e.g., development of appropriate worksheets, staff training, hierarchy of record
retrieval, qualifications of staff completing review, data entry, 1QC process).

development, data collection, analysis, report finalization, etc.

1.3  Client Satisfaction Surveys
Describe the methodology and process you will use to complete the mail and
telephone CAHPS and ECHO surveys required in Attachment F, Discuss the
process to submit CAHPS data to the National CAHPS Benchmarking Database.
If you have submitted such data to the National Database, please submit a copy
of the final report. If not, please submit a sample report.

1.4  Inspections of Care
Describe the methodology and process used to conduct the onsite reviews
required in Attachments H and K. Explain the forms, instruments, and reporting
formats to be used. Submit samples of such forms, instruments, and reports.
Discuss the staffing available to meet the staffing requirements of these
attachments. Discuss plans for the annual provider meetings and other provider
training or information dissemination.

1.5 Prior Authorization of Behavioral Health Services
Describe the methodology and process used to conduct the activities required for
prior authorization services in Attachments | and J. Address all types of prior
authorization - inpatient, outpatient, case management, psychologist, substance
abuse, etc. Explain the process from the point of view of the provider —
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1.6

1.7

submission, requests for more information, notification of approval/denial, etc.
Discuss how information will be entered into the MMIS and how recipient and

peer review committee if necessary. If so, specify how many days, on average,

CHAPTER 2: TECHNICAL REQUIREMENTS

2.0

21

Describe Bidder's overall technical approach to information systems required for
this project. Include database, Internet, telephone, fax, computer, and web-based
systems required for this project. Explain whether you will use file transfer, direct
entry into the MMIS or a combination of the two. Discuss how you will ensure that
any separate databases will contain up-to-date recipient and provider information.
Bidder must include plans outlining their emergency telecommunications back-up
system and disaster recovery system. Provide any other necessary explanation
of how Bidder will meet technical requirements in Attachments A through L.

Briefly discuss information systems staffing and experience in relation to this
project. Contractor must describe and/or provide their 1) disaster recovery plan;
2) emergency back-up system plan, and 3) procedures for medical records
storage and retrieval process.

CHAPTER 3: PROJECT MANAGEMENT

3.0

Name the Subject Matter Expert (SME) that Bidder is proposing for this project.
Summarize the SME’s qualifications and experience with projects of similar size
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and scope and include a resume if desired. Include any additional information
desired about managerial and supervisory personnel available for this project.

Provide an implementation timetable for this project. Bidder must clearly
demonstrate its ability to meet the proposed timeline, and develop a contingency
plan dependent upon issues that may arise. |f Bidder is not established in
Oklahoma, provide information on plans to set up operations. The anticipated
date of award is April 1, 2006 and the program operational start date is July 1,
2006. Contractor must complete and pass all systems testing requirements by
June 15, 2006. \

CHAPTER 4: ORGANIZATION STABILITY AND RESOURCES

4.0

Summarize the Bidder's organizational characteristics and structure including
date established, organization type (corporation, partnership, etc.), total number
of full time equivalent employees, and relevant financial information. Discuss any
relationship between organization and its subsidiaries and/or its parent
companies. Provide any other information necessary to establish that Bidder's
organization has the stability and resources to manage the project.

CHAPTER 5: ORGANIZATION PAST PERFORMANCE

5.0

5.1

5.2

5.3

54

5.5

Overall experience: Discuss Bidder's experience with all the activities described
in this bid. If you have performed work of similar size, scope and nature, please
briefly describe a maximum of three similar projects. If Bidder is not an Oklahoma
entity, discuss any experience in serving the needs of out-of-state clients.

Post-payment Utilization Review: Describe your organization’s experience with
retrospective review of inpatient and outpatient hospital claims and include a
maximum of two similar projects. Discuss guidelines that you have used such as
InterQual, Milliman, etc.

Quality Improvement for Managed Care: Describe your organization’s
experience in this area and include a maximum of two similar projects. Discuss
your familiarity with the federal QISMC guidelines and standards. What types of
audits of a managed care plan have been completed by your organization?
Describe the types of quality improvement studies your organization have
completed (including the type of health plan; for example, managed care,
Medicaid, etc.). What types of methodology have you used?

Client Satisfaction Surveys: Describe your previous experience in mail and
telephone surveys and in conducting CAHPS and ECHO surveys per CAHPS
specifications. Include a maximum of two similar projects. Describe your
experience in completing reports of survey results for public distribution. What is
the date, if any, of the most recent CAHPS/ECHO surveys completed by your
company? Have you submitted CAHPS data to the National CAHPS
Benchmarking Database?

Inspections of Care: Describe your organization’s previous experience in this
area and include a maximum of two similar projects.

Prior Authorization Services: Describe your organization's previous experience
in a) prior authorization and b) prior authorization of behavioral health services. If
you have previous experience in behavioral health services, please describe a
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5.6

5.7

5.8

5.9

C B Q

maximum of two of these projects. Otherwise, include a maximum of two previous
projects involving prior authorization of any medical services.

Peer Review/Quality Intervention and Education: Discuss your organization’s
experience in this area along with a description of a maximum of two similar
projects. Describe an educational intervention and corrective action plan that your
peer review committee has recommended and monitored.

Medicaid experience: State the number of years for which Bidder has provided
peer review/utilization review services for Medicaid programs in any state.

Professional references: Provide five (5) professional references. (References
should be type written on official company letterhead from the referring
company). References must be of similar size and scope of work as related to
this solicitation. Provide reference names, address, telephone and/or fax number
and a signed authorization from each reference to release information to OHCA.

(Optional) Quarterly Medicaid Provider Newsletter: Discuss your
organization’s experience in this area including a maximum of two similar
projects. How much editing and rewriting was required of the customer?

CHAPTER 6: STAFF CAPABILITIES

6.0

6.1

List the approximate number of staff to be allocated to this project by general
categories — physicians, registered and practical nurses, behavioral health
licensed personnel, information systems, technical writing, layout and design,
clerical and administrative. Please specify if your company is able to provide
foreign language capability such as Spanish, Vietnamese, etc. Provide any other
necessary information related to how Bidder will meet staffing requirements in
Attachments A through L.

Discuss plans for training staff before beginning operations and plans for training
updates when program, policy or system changes occur.

BID SHEET

Bidder must complete the attached Bid Sheet and attach it at the end of the bid, following
responses to all sections and sub-sections above for one or both scopes of work. Bidder
shall not substitute any other document or form for the Bid Sheet. :
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ATTACHMENT A
INPATIENT HOSPITAL RETROSPECTIVE REVIEWS
FEE-FOR-SERVICE PROGRAM

A.1. Purpose: The parties agree that the purpose of this portion of the activities is to assess
the use of inpatient hospital services in Oklahoma’s Medicaid Fee-for-Service Program through
post-payment utilization review.

A.2. The OHCA, through its Medicaid Management Information Systems (MMIS) fiscal agent,
shall send a tape of all paid inpatient hospital claims between the 5th and 10th business day of
each month during this contract. OHCA agrees that the paid claums tape shall be readable in a
format agreed upon by the parties.

A.3. Within 15 calendar days of the receipt of the tape, Contractor shall utilize a statistically
sound methodology so that a total of 710 hospital admissions (or cases) are randomly selected
from all of the medical admissions contained on the monthly paid claims tape (a hospital stay
that is less than three (3) days in duration for a healthy mother (normal delivery stay) or for a
healthy newborn (normal newborn stay) is excluded from this sample). A separate sub-sample
of adult psychiatric levels of care admissions shall be selected and reviewed. The sub-sample
size shall be forty (40) admissions. These 750 records will be reviewed using the standard
format as described in A.5.

In addition to these records, Contractor shall utilize a statistically sound methodology so that a
total of 150 additional cases are selected for a focused review that will include a review using
the standard format as described in A.5. and a focused review of quality of care trending.
These 150 cases must have a discharge date (and discharge code) within ninety (90) days of
the last day of the month represented on the paid claims tape. These cases will include
representative subsets of the following admission types:

A.3 (a) NICU stay,

A.3 (b) Delivery or newborn (excluding NICU) stay equal to or greater than three (3)
days,

A.3 (c) Hospital stay less than three (3) days excluding those discharges involving a
normal delivery or normal newborn stay.

A.3 (d) Facility transfers from one acute care hospital to another acute care hospital,

A.3 (e) Re-admission within 15 days of prior acute care admission for a related
condition,

A.3 (f) DRG cost-outliers

All admission samples must be selected within 15 calendar days of Contractor’s receipt of the
tape. Contractor may adjust the ratio of medical level of care to psychiatric level of cases to
account for changes in inpatient hospital types in collaboration with OHCA and as determined
appropriate based on monthly admission data documented by Contractor and submitted to
OHCA. Medicare cases are excluded from the hospital review. The OHCA Medical Director and
Contractor shall collaborate to establish any additional On a monthly basis, Contractor agrees
to provide OHCA with a list of the records excluded from the sample due to an inability to match
the sample record with the hospital medical record (using the established procedure of a match
to 3 of 4 criteria: recipient ID, recipient Social Security Number, recipient name, and recipient
date of birth). This list will include the month the record was sampled, the date of exclusnon
determination, and all elements that do not match. .
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A.5. After up to 900 admissions (or cases) are selected, Contractor shall analyze these cases
with the first level of review being completed within sixty (60) calendar days from receipt of the
tape. Contractor agrees that it will use its best professional judgment to review the admissions
based upon InterQual and/or community guidelines. These guidelines shall be used
prospectively throughout the term of the contract.

Contractor understands that two payment methodologies are currently in place: per diem
reimbursement and diagnosis-related groups (DRGs) reimbursement. Contractor will, receive a
claims extract that includes paid claims utilizing both reimbursement methodologies.

The result of the review of admissions utilizing a per diem reimbursement methodology shall
identify: (1) medically unnecessary admissions, (2) medically unnecessary length of stay, (3)
inappropriate procedures performed, (4) inappropriate billing of the level of care submitted on
the claim, and (5) quality of care issues.

The result of the review of admissions utilizing a DRG reimbursement methodology shall
identify: (1) medically unnecessary or inappropriate admissions and/or readmissions, (2)
medically unnecessary transfers, (3) inappropriate procedures performed, (4) inappropriately
billed DRGs, (5) DRG cost outliers for determination of appropriateness of coding and grouper
assignment and (6) quality of care issues.

DRG validation and record review will be based upon accepted principles of coding practice and
will be consistent with guidelines established for ICD-9-CM coding, the Uniform Hospital
Discharge Data Set data element definitions, and coding clarifications issued by CMS.
Contractor will not change these guidelines or institute new coding requirements that do not
conform to established coding rules. Contractor will verify a hospital’s coding in accordance
with the coding principles reflected in the current edition of the ICD-9-CM Coding Manual,
Volumes 1 through 3 and the official version of the National Center for Heaith Statistics and
CMS addenda, which update the ICD-9-CM Manual annually. ’

The DRG validation process will include verification that the hospital reported the principal .
diagnosis and all relevant diagnoses that affected DRG assignment on the claim. Principal
diagnosis verification will include a determination as to whether or not the principal diagnosis
listed was the diagnosis which, after review, was determined to have resulted in the
beneficiary’s admission to the hospital. The principal diagnosis as evidenced by the physician’s
entries in the beneficiary’s medical record must match the principal diagnosis reported on the
claim form (See 42 CFR 412.46) and the principal diagnosis must be coded to the highest level
of specificity. Procedure coding validation will ensure that the hospital accurately reported all
procedures affecting the DRG assignment on the claim.

As with all retrospective reviews, Contractor understands that no changes may be made to the
diagnoses and/or procedures listed on the claim and that existing procedures will be maintained
for provider notification of billing errors and/or denials with no changes made to the existing
appeal process. Contractor will use individuals trained and experienced in 1ICD-9-CM coding to
perform all retrospective reviews.

Using current standards of care, a generic quality screen will be completed by a registered
nurse on all records reviewed and will include the physical and/or electronic signature of the
reviewing nurse. Requests for copies of the entire medical record(s) will include a list of the
record(s) requested and will allow the facility thirty (30) calendar days to submit the requested
material. If, after thirty (30) calendar days has elapsed, the facility has failed to submit the
requested medical record(s) and/or adequate record(s) to complete the review to Contractor, a
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technical denial will be issued by Contractor with provider notification, appeal process and
OHCA notification conducted by Contractor as per established procedure. '

A.6 Contractor agrees to conduct the annual medical necessity review component of the
Payment Accuracy Measurement (PAM) project as outlined in the terms prescribed by the
Center for Medicare and Medicaid Services (CMS) and provided to Contractor by OHCA.
These medical record reviews will be included in the number of reviews outlined in A.3 above
and will incorporate the guidelines of both review types.

A.7. Inthe case Contractor makes a finding as referenced in A.5 above, Contractor agrees to
provide up to three levels of review to the cases. Review coordinators will deliver the first level
of review. The first level of review will include a review by a registered nurse to assess the
quality of care received. This quality of care assessment will be completed by a registered
nurse and documented on a generic quality screen form and will include the issues identified
and the physical and/or electronic signature of the reviewing nurse. Physician consuitants of the
same peer group as the physician being reviewed will deliver the second level of review. If a
second level of review is required, it will be completed within ninety (90) calendar days from
receipt of the tape. The third level of review is to be provided in the case a provider appeals
Contractor's decision. After reconsideration, the third level of review is to be provided by a
physician consultant of like specialty of care.

A.8. Contractor agrees to issue all written notifications to providers, in a format approved by
OHCA, within ten (10) calendar days from the date of the determination. Contractor agrees to
administer an appeal process of all denials by Contractor. The appeals process will consist of a
written notice and opportunity to respond to the denial by allowing the provider to submit
additional documentation to disprove the denial. Contractor shall offer providers notice of the
timeline to provide additional documentation according to OHCA policy.

A.9. Should a provider file an appeal with Contractor and submit additional documentation,
Contractor agrees to decide the reconsideration within forty-five (45) calendar days .of the
receipt of the documentation from the provider. Contractor agrees to issue all written
notifications of the reconsideration decision to providers within ten (10) calendar days from the
date of the reconsideration decision. Contractor will send copies of all final decision notification
letters to OHCA. :

A.10 In the case Contractor makes a finding of a confirmed quality issue as referenced in A.5
above, Contractor agrees to complete a provider profile following the procedures outlined in
Attachment C. '

A.11. Contractor agrees to produce a bi-weekly report, a monthly report and four quarterly
reports throughout the term of this contract. The bi-weekly report will be delivered no later than
the 15" and 30" day of each month. The monthly report shall be postmarked or delivered no
later than the 30th day of each month. The quarterly reports shall be postmarked or delivered
no later than October 30th, January 30th, April 30th, and July 30th. The bi-weekly report will
document the status of initial and second level of reviews. The monthly report will break out the
adult psychiatric population and the quarterly report will include an analysis of any trends in the
review of all cases reviewed. The psychiatric reports will be sent directly to OHCA Behavioral
Health staff and will include an analysis of any trends in the review of that sub-population.

A.12. The format for the bi-weekly, monthly and quarterly reports shall be determined jointly by
OHCA and Contractor.
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ATTACHMENT B

OUTPATIENT HOSPITAL OBSERVATION SERVICES RETROSPECTIVE REVIEWS
FEE-FOR-SERVICE PROGRAM

B.1. Purpose: The parties agree that the purpose of this portion of the activities is to assess
the use of outpatient hospital observation services in Oklahoma’s Medicaid Fee-for-Service
Program through post-payment utilization review.

B.2. The OHCA, through its Medicaid Management Information Systems (MMIS) fiscal agent,
shall send a tape of all paid outpatient hospital claims with revenue codes 76X between the 5th
and 10th business day of each month during this contract. OHCA agrees that the paid claims
tape shall be in a readable format agreed upon by the parties.

B.3. Within fifteen (15) calendar days of the receipt of the tape, Contractor shall utilize a
statistically sound methodology so that a total of 500 cases are randomly selected from all of the
observation cases contained on the monthly paid claims tape. All cases must be selected within
15 calendar days of Contractor’s receipt of the tape. These 500 records will be reviewed using
the standard format as described in B.5.- On a monthly basis, Contractor agrees to provide
OHCA with a list of the records excluded from the sample due to an inability to match the
sample record with the hospital medical record (using the established procedure of a match to 3
of 4 criteria: recipient ID, recipient Social Security Number, recipient name, and recipient date of
birth). This list will include the month the record was sampled, the date of exclusion
determination, and all elements that do not match.

B.5. After 500 cases are selected, Contractor shall analyze these cases with the first level of
review being completed within forty-five (45) calendar days from receipt of the tape. Contractor
agrees that it will use its best professional judgment to review the admissions based upon CMS
guidelines for qualifying observation services with the exception of diagnosis-related qualifiers.
Contractor understands that the OHCA does not currently require a specified diagnosis for
reimbursement of observation services. These guidelines shail be used prospectively through
out the term of the contract.

The results of the observation services performed shall insure: (1) observation care was billed
hourly, for a minimum of eight hours, with no separate payment up to a maximum of 48 hours;
(2) observation time began at the clock time appearing on the nurse's observation admission
note, and ended at the clock time documented in the physician’s discharge orders, or in the
absence of such documented time, the clock time when the nurse or other appropriate person
signs off on the physician’s discharge order; (3) the beneficiary was under the care of a
physician during the period of observation, as documented in the medical record by admission,
discharge, and other appropriate progress notes, timed, written, and signed by the physician; (4)
the medical record included documentation that the physician used risk stratification criteria to
determine that the beneficiary would benefit from observation care; and, (5) the hospital
furnished certain other diagnostic services along with observation services to ensure that
separate payment is made only for those beneficiaries truly requiring observation care.

The review will identify: (1) medically unnecessary placement in observation, (2) medically
unnecessary length of stay, (3) inappropriate billing of the level of care submitted on the claim,
and (4) quality of care issues. :
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B.6. Inthe case Contractor makes a finding as referenced in B.5 above, Contractor agrees to
provide up to three levels of review to the cases. Review coordinators will deliver the first level
of review. The first level of review will include a review by a registered nurse to assess the
quality of care received. This quality of care assessment will be completed by a registered
nurse and documented on a generic quality screen form and will include the issues identified
and the physical and/or electronic signature of the reviewing nurse. Physician consultants of the
same peer group as the physician being reviewed will deliver the second level of review. If a
second level of review is required, it will be completed within sixty (60) calendar days from
receipt of the tape. The third level of review is to be provided in the case a provider appeals
Contractor's decision. After reconsideration, the third level of review is to be provided by a
physician consultant of like specialty of care.

B.7. Contractor agrees to issue all written notifications to providers, in a format approved by
OHCA, within ten (10) calendar days from the date of the determination.. Contractor agrees to
administer an appeal process of all denials by Contractor. The appeals process will consist of a
written notice and opportunity to respond to the denial by allowing the provider to submit
additional documentation to disprove the denial. Contractor shall offer providers notice of the
timeline to provide additional documentation according to OHCA policy.

B.8. Should a provider file an appeal with Contractor and submit additional documentation,
Contractor agrees to decide the reconsideration within forty-five (45) calendar days of the
receipt of the documentation from the provider. Contractor agrees to issue all written
notifications of the reconsideration decision to providers within ten (10) calendar days from the
date of the reconsideration decision. Contractor will send copies of all final decision notification
letters to OHCA. '

B.9. In the case Contractor makes a finding of a confirmed quality issue as referenced in B.5
above, Contractor agrees to complete a provider profile following the procedures outlined in
Attachment C.

B.10. Contractor agrees to produce a bi-weekly report, a monthly report and four quarterly
reports throughout the term of this contract. The bi-weekly report will be delivered no later than
the 15" and 30™ day of each month. The monthly report shall be postmarked or delivered no
later than the 30th day of each month. The quarterly reports shall be postmarked or delivered
no later than October 30th, January 30th, April 30th, and July 30th. The bi-weekly report will
document the status of initial and second level of reviews. The quarterly report will include an
analysis of any trends in the review of all cases reviewed. :

B.11. The format for the bi-weekly, monthly and quarterly reports shall be determined jointly by
OHCA and Contractor.
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ATTACHMENT C
QUALITY INTERVENTIONS AND EDUCATION

C.1. Purpose: The parties agree that the purpose of this portion of the activities in the
contract is to identify medical providers who have provided substandard care in the Fee-for-
Service and/or SoonerCare Programs. The parties recognize that this function is a true peer
review organization function. Once identified, the purpose of the work described below is to
educate the medical provider and closely monitor provider care delivery. OHCA agrees to work
closely with Contractor to achieve an aggressive approach to Quality of Care Issues.

C.2. In completing the work described in this Contract and all referenced Attachments,
excluding Attachment L, the Contractor agrees to use its best professional judgment while
identifying medical providers who have: 1) provided substandard care; 2) have committed gross
and flagrant violations; or 3) presented with confirmed quality of care deficiencies.

OHCA considers the definition of "Serious Risk" to be part of the definition of "Gross and
Flagrant Violations". The final determination for "Gross and Flagrant' cases will be made
through a collaboration of physicians from the two organizations, including but not limited to, the
Contractor's Medical Clinical Coordinator and/or the OHCA Director of Provider Services
Support Division. In addition to identifying providers, Contractor agrees to maintain a database
of the confirmed quality of care issues. Further, Contractor agrees to accept referrals from
OHCA relating to allegations of substandard care and review the allegations utilizing the
developed standardized format. In the event a referral is received from OHCA and identified
“expedited”, Contractor agrees to complete the review within fifteen (15) calendar days of
receipt of the referral (if the records are included with the referral); and within forty-five (45)
calendar days of receipt of the referral, if the records must be obtained by Contractor.
Contractor agrees to complete the review of all other referrals from OHCA within thirty (30)
calendar days of receipt of the referral (if the records are included with the referral); and within
sixty (60) calendar days of receipt of the referral, if the records must be obtained by Contractor.
I Contractor is unable to obtain a matched specialty physician for review of the record, OHCA
will be advised and will work to reach a mutually agreed-upon review deadline. Contractor
agrees to work collaboratively with OHCA staff for educational interventions.

C.3. When Contractor identifies a medical provider with three (3) or more confirmed quality
issues within a six (6) month period, or a single Gross and Flagrant or Serious Risk Violation,
through Contractor reviews or OHCA referrals, Contractor agrees to perform the following tasks:

a) For Gross and Flagrant Violations and Serious Risk Only: Present the case to the
next regularly scheduled Medical Intervention/Education Team meeting to
recommend the appropriate action.

b) Within thirty (30) calendar days following the identification of the third quality issue,
Contractor will present those cases to the Medical Intervention/Education Team to
determine whether or not further action is necessary.

c) If a meeting is necessary, Contractor will provide the following functions:

1. Contractor will submit, in writing, an invitation to the provider requesting a face-
to-face meeting with the Intervention/Education Team (as described below in
paragraph C.4) to discuss the cases involved in the pattern;

5 Prior to the meeting, Contractor shall make its best effort to initiate a telephone
contact with the medical provider to discern if a meeting is necessary and/or
desired by the provider;
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3. The Intervention/Education Team will discuss the cases(s) with the provider, and
provide education to the provider regarding the appropriate clinical action for
each case; '

4. If necessary, the Intervention/Education Team shall recommend a corrective

~ action plan (hereinafter referred to as CAP) and/or continued education to the
provider,

5. Contractor shall provide in the CAP the time frame for completion for the plan;
and,

6. Contractor shall monitor the compliance with the CAP.

d) If a meeting is NOT necessary, the Intervention/Education Team will determine other
actions, if appropriate; including, but not limited to, a provider educational letter.

C.4. Contractor agrees that the composition of the Intervention/Education team shall be:
a) the Medical Director or designated medical staff;
b) at least one physician consultant that practices in an area of the same specialty;
c) at least one physician consultant that practices in the same area geographically;
d) Contractor staff representatives as deemed necessary by Contractor; and,
e) OHCA physician representative as deemed necessary by Contractor and OHCA.

C.5 OHCA agrees that the same physician may meet the requirements of C.4 b) and c).
OHCA agrees to provide other staff representatives as resource staff as mutually agreed upon.

C.6. Contractor agrees that all of the team members will be impartial regarding the particular
provider being reviewed, that none of the team's medical providers will be in economic
competition with the provider being reviewed, and that none of the team's medical providers
have a financial stake in the practice of the provider being reviewed or the institution being
reviewed.

C.7. Contractor agrees to provide the following reports to OHCA regarding the activities in
Attachment C: :

a.) MONTHLY: A detailed report of providers identified by the Contractor under C.3
above. This report shall list the Medicaid program(s) the provider is contracted
under, such as fee-for-service or managed care. The report shall summarize the
quality issue(s), the status of the CAP, and the specific findings/outcomes of the
Team meeting. This report shall detail all providers refusing to cooperate or meet
with the Contractor, and will include the status of cases referred to Contractor by
OHCA. Contractor agrees to produce and submit this report to OHCA by the
fourteenth (14™) calendar day of each month. This report shall include a key for any
Contractor abbreviations.

b.) MONTHLY: Contractor shall produce a monthly report that identifies all cases
referred to Contractor by OHCA for review, and shall include a summary of the
quality issues, the status of each case, and any other relevant information.
Contractor agrees to produce and submit this report to OHCA by the tenth (10th)
calendar day of each month.  This report shall include a key for any Contractor
abbreviations. v

c.) IMMEDIATELY UPON COMPLETION: Al CORRECTIVE ACTION PLANS.
Contractor agrees to mail CAP reports to the attention: OHCA Director of Provider
Services Support, within two (2) business days of completion. Each CAP shall show
the date of completion, action taken, and the final determination of the
Intervention/Education Team.

d.) IMMEDIATELY UPON DETERMINATION: All GROSS AND FLAGRANT AND
SERIOUS RISK VIOLATIONS. Contractor will provide written notification to the
OHCA Director of Provider Services Support, when a Gross and Flagrant or Serious
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Risk Violation is identified. The notification shall include the specifics of the incident
identified, provider information, and the date, time, and location of the scheduled
Intervention/Education Team meeting. Written notification shall be provided to the
OHCA Director of Provider Services documenting the specific outcome of the
intervention/Education Team meeting; including, the initial action taken and
continued notification of each follow-up action concerning the specified incident. The
written notification process shall cease when the Intervention/Education Team and
OHCA have determined that the Provider has met all corrective requirements
outlined in the CAP or a final determination has been established.

C.8. Contractor will provide the intervention as deemed necessary by the Medical Clinical

Coordinator or the Intervention/Education Team and will conclude those intervention activities

when determined appropriate.

C.9. Contractor will follow Medicare protocol for the sanction of Medicaid providers, should

conditions outlined in C.3 warrant such action.
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ATTACHMENT D

QUALITY OF CARE REVIEWS OF MEDICAID MANAGED CARE PROGRAMS
‘ (SOONERCARE) |

D.1. Purpose: The parties agree that the purpose of this portion of the activities in the
contract is to operationally support OHCA's adoption of the Federal Government's Quality
Improvement System for Managed Care (hereinafter referred to as QISMC). This guide
essentially describes a process by which OHCA can complete an internal and external quality
assurance and/or improvement review for Oklahoma Medicaid clients enrolled in the managed
care program. These guidelines provide OHCA, through Contractor, the ability to monitor and
assess the effectiveness and efficiency of care being provided to the SoonerCare population.
The parties understand that OHCA may desire to include services related to the validation of
SoonerCare Encounter Data Claims. Should OHCA choose to exercise this option, Contractor
agrees to provide encounter data claims validation services; and such services shall be
incorporated under Schedule D.

SOONERCARE PROGRAM

D.2. Contractor agrees to perform a review of relevant QISMC Domains and Standards for
the SoonerCare program. QISMC Domains and Standards to be reviewed will be jointly
determined by Contractor and OHCA based upon CMS guidelines, deemed elements, and prior
QARI reviews. The review will be completed by May 15th of each calendar year. Contractor
will submit a narrative review draft to OHCA by May 31st of each calendar year. OHCA will
submit comments by June 15th, and Contractor will complete the final documented review by
June 30th of each calendar year. The specificity of the QISMC review shall be jointly
established by Contractor and OHCA. Contractor agrees to collaborate with OHCA in the
completion of this document with respect to the reporting format and the data reviews.

D.3. Contractor agrees that not every aspect of the reviews has been presehted in this
contract. The parties agree that the QISMC methodology contains the requirements of the
reviews and the paragraphs above delineate the major portions of the obligation to complete the
reviews.
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ATTACHMENT E

QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI) PROJECTS

E.1. Purpose: The parties agree that the purpose of this portion of the activities in the
contract is to assist OHCA in monitoring or conducting studies in particular areas of care
provided to Medicaid recipients. In keeping with QISMC, the areas to be studied are selected at
the discretion and as defined by the State.

Early and Periodic Screening. Diagnosis and Treatment (EPSDT) program

E2. Contractor agrees to collaborate with OHCA to facilitate the development and
completion of a new EPSDT project study during the contract year. Contractor agrees to
employ its best professional judgment and skills in conducting the study. A draft of the report,
which documents the details and recommendations of the project shall be produced and
submitted to OHCA by April 1st. OHCA shall have thirty (30) calendar days to review the
document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA no later than May 15th. Contractor agrees to employ its best professional
judgment and skills in the development and completion of the project.

E.3. Contractor agrees to collaborate with OHCA in any revisions to the methodology and/or
format for the EPSDT and diabetic project that may be indicated. Contractor agrees to facilitate
the development of the project.

Diabetes Study

E.4. Contractor agrees to collaborate with OHCA to facilitate the development and
completion of a new Diabetes project study during the contract year. Contractor agrees to
employ its best professional judgment and skills in conducting the study. A draft of the report,
which documents the details and recommendations of the project shall be produced and
submitted to OHCA by April 1st. OHCA shall have thirty (30) calendar days to review the
document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA no later than May 15th. Contractor agrees to employ its best professional
judgment and skills in the development and completion of the project.

Peri-Natal Project

E5. Contractor agrees to collaborate with OHCA to facilitate the development and
completion of a new Peri-natal project study during the contract year. Contractor agrees to
employ its best professional judgment and skills in conducting the study. A draft of the report,
which documents the details and recommendations of the project shall be produced and
submitted to OHCA by April 1st. OHCA shall have thirty (30) calendar days to review the
document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA no later than May 15th. Contractor agrees to employ its best professional
judgment and skills in the development and completion of the project.

E.6. Contractor agrees to produce a report documenting the status of each QAPI in a format
agreeable with OHCA. A draft of each report shall be produced and submitted to OHCA by
March 15th. OHCA shall have thirty (30) calendar days to review the document and return to
Contractor with changes limited to formatting only. The final report for each study shall be
submitted to OHCA by May 1st.
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Behavioral Health Study

E.7. Contractor agrees to collaborate with OHCA to facilitate the development and
completion of a new Behavioral Health Project during the contract year. Contractor agrees to
employ its best professional judgment and skills in conducting the study. A draft of the report,
which documents the details and recommendations of the project shall be produced and
submitted to OHCA by April 1st. OHCA shall have thirty (30) calendar days to review the
document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA no later than May 15th. Contractor agrees to employ its best professional
judgment and skills in the development and completion of the project. -

Emergency Room Utilization Analysis

E.8. Contractor agrees to collaborate with OHCA to facilitate the development and
completion of a new Emergency Room Utilization Project during the contract year. Contractor
agrees to employ its best professional judgment and skills in conducting the study. A draft of
the report, which documents the details and recommendations of the project shall be produced
and submitted to OHCA by April 1st. OHCA shall have thirty (30) calendar days to review the
document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA no later than May 15th. Contractor agrees to employ its best professional
judgment and skills in the development and completion of the project.

E.O. For all studies defined in this attachment requiring the review of medical records,
Contractor agrees to document all medical record requests, including follow-up calls made to
providers/clinics. Documentation of phone calls will include date, time, person contacted, and
action taken. Contractor agrees to request medical records from providers' by certified mail
and/or fax. Contractor agrees to conduct all aspects of record retrieval and will notify the OHCA
QA/QI staff, when all avenues have been exhausted without receipt of the requested records.

E.10. Contractor agrees to produce and submit a status report in a format agreed upon by
OHCA and Contractor, outlining the status of all activities included in Attachment E. Each report
will be sent directly to the OHCA Quality Assurance/Quality improvement Manager. The first
report will be postmarked or delivered no later than September 30th, the second report will be
postmarked or delivered no later than December 31st, and the third report will be postmarked or
delivered no later than March 31st of each contract year.

E.11. Contractor agrees to collaborate with OHCA staff upon completion of the above
mentioned projects, to begin new projects as specified by OHCA PM.
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ATTACHMENT F
CLIENT SATISFACTION SURVEYS

F.1. Purpose: The purpose of this portion of the contract is to assist OHCA in conducting satisfaction
surveys for the SoonerCare program. The results of the surveys will assist OHCA in improving the delivery of
managed care health services in Oklahoma.

F.2. Contractor agrees to conduct one satisfaction survey for adults in the SoonerCare program and will
include the supplemental questions provided by OHCA.

F.3. Contractor agrees that the surveys will be conducted according to the current Consumer Assessment of
Health Plan Surveys (hereinafter referred to as CAHPS) methodology for sampling and administration.

F.4. Contractor agrees to collaborate with OHCA to determine the survey sample according to the CAHPS
methodology. OHCA agrees to submit to Contractor the data necessary to complete the sample selection for
the CAHPS survey, as per the specifications defined by Contractor. The request, including specifications, will
be submitted by Contractor to the OHCA QA/QI Manager and wili be completed by OHCA within forty-five (45)
calendar days of receipt of the request. Contractor agrees to conduct all surveys of clients, including the
production of all mailings and written instruments used in the survey. All mailings will be accomplished through
first-class mail and after the second mailing, up to three (3) phone attempts will be made to households not
responding to the first and second mailings. If contact is made, CAHPS survey methodology for conducting
phone outreach will be followed. Following the phone outreach, Contractor agrees to conduct a third first-class
mailing to all households that could not be reached by phone. If requested, the Spanish version of the CAHPS
survey will be mailed to the requesting household. Contractor agrees to employ all outreach interventions
needed to obtain a survey response of at least fifty (50) percent of recipients.

F.5. Contractor agrees to utilize the CAHPS software package from the Agency for Health Research and
Quality (AHRQ) Contractor to compile the data. OHCA agrees to supply the most current version of the
software package from the AHRQ Contractor.

F.6. The parties agree that it is both their understanding that software support to compile the data will be
provided at no cost to Contractor. OHCA agrees to provide any needed administrative support t0 access
assistance from the AHRQ Contractor regarding software support.

F.7. Contractor agrees to produce the completed CAHPS survey report for the SoonerCare program and
submit a draft of the report to OHCA by April 1% of each calendar year. OHCA shall have thirty (30) calendar
days to review the document and return to Contractor with changes to its format only. The final report shall be
submitted to OHCA by May 15th of each calendar year. The report will be in a mutually agreeable format and
include survey data from all survey types. '

F.8. thtradfbr agrees to submit the CAHPS data obtained through the completion of the CAHPS child
survey to the National CAHPS Benchmarking Database in accordance with NCBD guidelines and timeframes.

F.9. Contractor agrees to conduct an Experience of Care and Health Outcomes (ECHO) survey (the
CAHPS survey of behavioral services) for children enrolled in the SoonerCare program, who have received
behavioral health services as defined by the CAHPS specifications. OHCA agrees to submit the data
necessary to complete the sample selection for the ECHO survey. Contractor shall request specifications from
the OHCA QA/QI Manager and will be completed by OHCA within a reasonable time defined as within forty-
five (45) calendar days of receipt of the request. The survey will be conducted using CAHPS methodology for
sampling and administration.
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F.10. Contractor agrees to collaborate with OHCA to determine the survey sample according to the CAHPS
methodology. Contractor agrees to conduct all surveys of clients including the production of all mailings and
written instruments used in the survey. All mailings will be accomplished using first-class mail and after the
second mailing, up to three (3) phone attempts will be made to those households that did not respond to the
first and second mailings. If contact is made, CAHPS survey methodology for conducting phone outreach will
be followed. Following the phone outreach, Contractor agrees to conduct a third first-class mailing to all
households that could not be reached by phone.. If requested, the Spanish version of the ECHO survey will be
mailed to the requesting household. Contractor agrees to employ all outreach interventions needed to obtain a
survey response of at least forty (40) percent.

F.11. Contractor agrees to produce the completed ECHO survey report for the SoonerCare program and
submit a draft of the report to OHCA by April 1st of each calendar year. OHCA shall have thirty (30) calendar
days to review the document and return to Contractor with changes to its format only. The final report will be in
a mutually agreeable format and shall be submitted to OHCA by May 15th of each calendar year.

Quality Improvement Organization Solicitation 32
Oklahoma Health Care Authority
January 12, 2006





® ®

ATTACHMENT G

RETROSPECTIVE REVIEW OF CHARTS REGARDING OUTPATIENT/REHABILITATIVE
SERVICES DELIVERED IN COMMUNITY MENTAL HEALTH CENTERS (This Attachment may change
dependent upon budget approval, if approved, the CMHC agencies will also go through the Prior
Authorization process in Attachment 1)

G.1. Purpose: The parties agree that the purpose of this portion of the activities is to conduct on-site
retrospective review of charts of those Medicaid clients receiving outpatient/rehabilitative service in facilities
designated as Community Mental Health Centers (hereinafter referred to as CMHCs). The reason for the
retrospective review is to assess the CMHCs internal prior-authorization process and to determine if the
process resuits in the appropriate type(s) and unit(s) of care. In addition, Contractor will conduct on-site
educational training and in-house Corrective Action Plan review with those CMHCs determined by Contractor
in need of improvement. Contractor shall conduct the CMHC retrospective review in a collaborative effort with
the Department of Mental Health and Substance Abuse Services' (DMHSAS’) vision of CMHCs
outpatient/rehabilitative services.

G.2. The sample of cases will be selected by OHCA and delivered to Contractor following a schedule
developed collaboratively between the parties, as referenced in G.5. Contractor will notify the CMHC of their
list of cases for review at least one week prior to the site visit. In conducting the chart review, Contractor
agrees to review twenty-five (25) cases in one day with two reviewers, as designated by OHCA.

G.3; Contractor agrees to conduct on-site chart reviews of Medicaid fee-for-service cases related to those
'services described at OAC 317:30-5-241, OAC 317:30-5-242, OAC 317:30-5-586 and OAC 317:30-5-596.

G.4. Contractor agrees to conduct an annual on-site chart review of each Community Mental Health Center
as identified and designated by the DMHSAS. The current facilities are listed in Addendum 1 to this ITB. In
addition to the current list, Contractor agrees to conduct in-house reviews as referenced in paragraph G.2
above for all facilities identified as a CMHC by the DMHSAS during the term of this contract.

G.5. Contractor shall set a schedule of retrospective review dates with each CMHC from the facilities listed
in Addendum 1. This schedule shall be sent to OHCA for review. Contractor will notify the CMHCs by certified
mail or fax of the sample list to be prepared for review.

G.6. | In each review, Contractor agrees to perform the following services:

a) review the twenty-five (25) charts;

b) review the utilization of services defined in paragraph G.3 above;

c) compare the utilization for each patient by comparing the actual services provided to the patient as
one variable, and using the standards referenced in Attachment | as the other variable; and,

d) develop reports based on comparisons as reflected in paragraph G.8 below.

G.7. The purpose of the task identified in paragraph G.6(c) is to retrospectively compare the actual utilization
in CMHCs to the hypothetical utilization if each service was prior-authorized as directed in Attachment 1.

G.8. Contractor agrees to provide three copies of the report regarding each CMHC facility. One report shall
be to OHCA, one to DMHSAS and the other shall be to the facility reviewed.

a) The report to OHCA and the CMHC facility shall contain each of the following:
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1. The number of cases selected and reviewed from each CMHC, the active Medicaid case
number, recipient names, dates of service and time frame reviewed (e.g. 01/02/05-3/31/05);

2. Listing of cases Contractor is in agreement with the CMHC on level of care and types of
services provided to recipients selected,

3. Listing of cases Contractor is in disagreement with the CMHC, and identification of the
issues related to the disagreement; and, :

4. A summary of findings and any Contractor recommendations regarding need of further
action (on-site educational visit and/or corrective action plan).

b) DMHSAS will receive only number (4) above, the summary and recommendations, and will not
receive the individual case reports. The OHCA has confidentiality, records and data sharing
agreements with this agency that allows this information to be shared by Contractor.

G.9. On review results showing a significant deficiency rate, Contractor will decide if the CMHC facility will

be required to develop a Performance Improvement Plan (PIP). Contractor will inform OHCA of this

determination. OHCA will review the report referenced in G.8 above and the recommendations of Contractor in
order to determine the need for any further action.

G.10. Contractor will notify the CMHC of a time frame required for receipt of the CMHC facility’s PIP.
Contractor will review the plan and make a final determination on the facility. The final determination may be
either a final letter of acceptance to the facility on their PIP or a referral to the SURS department of OHCA.

G.11. For each review, Contractor agrees to use a team of two healthcare professionals consisting of a
Licensed Psychiatrist, Licensed Psychologist, Licensed Marriage and Family Therapist, Licensed
Social Worker (with clinical specialty), Licensed Behavioral Practitioner or a Licensed Professional
Counselor with at least three years of clinical experience.
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ATTACHMENTH
INSPECTIONS OF CARE IN PSYCHIATRIC FACILITIES

H.1. Purpose: The parties agree that the purpose of this portion of the activities in the contract is to
determine whether psychiatric services being delivered under the Medicaid Program involve: 1) active,
individualized, and appropriate treatment; 2) promote maximum physical, mental, and psychosocial
functioning; and 3) whether the environment is safe and therapeutically appropriate. :

H.2. Contractor agrees to provide care reviews as described in H.6 below to all facilities providing inpatient
acute care, and/or residential treatment and psychiatric services to Medicaid patients under the age of 21.
Please refer to Addendum Il (A, B, and C) to this ITB for the current designated facilities.

H.3. Contractor agrees that should new facilities in the categories referenced in H.2., begin providing
Medicaid services during the term of this Contract, Contractor shall incorporate such facilities into Addendum i
(A, B, or C) and provide services without the requirement of a contract amendment. OHCA agrees to notify
Contractor in writing, as soon as reasonably possible, should additional facilities be added during the term of
this Contract.

H4. For each review, Contractor agrees to use a team of one to three healthcare professionals, with at least
one team member as identified below.

a) A Registered Nurse with at least three years of clinical experience, two of which must be in
inpatient psychiatric services to children.

b) A Licensed Psychiatrist, Licensed Psychologist, Licensed Marriage and Family Therapist,
Licensed Social Worker (with clinical specialty), Licensed Behavioral Practitioner or a Licensed
Professional Counselor with at least three years of clinical experience, two of which should be
inpatient psychiatric services to children.

H.5. The Contractor will identify and assign one member of the healthcare professional team, as the team
coordinator for the inspection of care (10C) process. Contractor will ensure there is maximum standardization
and consistency regarding the Contractor's behavioral health services process utilized under this agreement.

H.6. Contractor agrees that the healthcare professional team will review patient chart samples of no less
than five-percent (5%) of the number of Medicaid admits in the past 12 months, with a minimum of 1 and
maximum of 20 charts reviews for each unit. If there are no active cases, then an 10C will not be conducted
during the contract period. Contractor agrees to provide an on-site review of each facility listed in H.2 and H.3
during the term of this Contract, except as provided in H.13.

H.7. Contractor agrees to document and conduct on-site reviews that include each of the following
components:

a) An annual meeting shall be conducted with the providers to review the 10C process for each
contract year. '

b) Chart reviews shall be performed to ensure that the appropriate and proper documentation of
individualized assessments, treatment planning, treatment services (including physician care and
medication practices), family involvement (in care and therapy), and discharge planning have been
utilized;

c) Evaluate the appropriateness of staffing patterns;

Quality Improvement Organization Solicitation 35
Oklahoma Health Care Authority
January 12, 2006





g
- e

(@ (.

d) Review of safety and adequacy of the facility and therapeutic environment;

e) Review the facility accreditation certification to ensure all facilities are current and in compliance
with accreditation mandates; such as the Joint Commission on the Accreditation of Healthcare
Organizations (JCAHO), American Osteopathic Association (AOA), or the Commission on
Accreditation for Rehabilitative Facilities (CARF) for Residential Treatment Centers.

f) Review of certain hospital policies (such as grievance, confidentiality, patient rights, etc.) for
completeness and appropriate use and follow-up by staff;

g) Evaluate seclusion and incident reports, as well as any sentinel events (suicides on unit, other
deaths, etc.); '

h) Evaluate the treatment and services provided for children diagnosed with mental retardation,
developmental disabilities or medical conditions; and,

i) Evaluate for adherence to any additional policy requirements for Medicaid compensation for
services provided, i.e. staft credentials.

j) Exit interviews with providers shall be performed to review the overall results of the on-site review.
in the event the Contractor discovered incomplete and/or missing documentation during the review,
the Contractor shall provide a “missing records” letter for both parties (both parties shall sign the
missing records notification, and each party shall retain an original for the permanent file).

H.8. Reports, Appeals and Penalties

a) Contractor will report to OHCA the appropriate penalties to be imposed on providers, according to
the agreed upon guidelines. This initial report will be mailed to the Provider, via Certified Mail,
within twenty (20) calendar days ‘of the review.

b) If the Provider files an appeal of the Initial Decision/Report, they shall have ten (10 ) calendar days
from the date they receive the Initial Decision/Report to respond. ‘

c) Upon Contractor's receipt of a provider appeal, the Contractor shall submit a Final Decision/Report
to the Provider, via Certified Mail, within 21 calendar days of the receipt of the appeal.

d) Based upon the findings from the process listed above, an ad hoc review may be convened by
mutual agreement, between Contractor and OHCA, (see ad hoc standards below in H.14) and
scheduled within 90 days.

H.9. Final Report:

a) For a review with no problems/discrepancies found, Contractor will deliver the Final Decision/Report
to OHCA Behavioral Health Unit within thirty (30) calendar days of the exit interview.

b) For a review with problems identified, Contractor will deliver the Final Decision/Report to OHCA
Behavioral Health Unit within thirty (30) calendar days of the exit interview, or thirty (30) calendar
days from the date a final decision was rendered in regards to a provider appeal.

H.10. The forms, instruments, and reporting formats to be used in the review described in H.7 will be
developed by Contractor and approved by the OHCA. The forms and instruments will be reviewed and
updated as needed with agreement of both parties.

H.11 The site reviews will begin no later than September 15th, and will be conducted through June 30th of
each calendar year. Payment for 10C reports shall not be issued until the final report is received and approved
by the OHCA PM; with the understanding that this provision does not supersede payment provisions stated in
Section 6.5 of this ITB.

H.12. Contractor agrees to provide an annual on-site review per contract year for each Acute and RTC
program listed in Addendum Il (A, B, and C). The Contractor also agrees to provide ad hoc reviews of facilities
identified at the request of OHCA. The Contractor agrees to provide ad hoc reviews to a maximum of three (3)
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Out of State facilities per contract year as designated by the OHCA. The OHCA will request an ad hoc review,
when there is reason to believe a significant problem exists with the services being performed in a particular
facility. In the event OHCA request an ad hoc review, the Contractor will perform a partial or full review as
described in H.7 dependent upon the complaint and/or relevant issues; and, may use the evaluation
instruments described in H.8 through H.10. Contractor is required to review a minimum of five (5) and a
maximum of ten (10) cases, per level of care. At OHCA'’s discretion, an OHCA representative may accompany
the team performing ad hoc reviews. Contractor agrees to send team members made up of at least 3
clinicians as identified in H. 4 above. Unless otherwise instructed by OHCA, the Contractor will attend to any
difficult areas of policy and practice relevant to the specific concerns. It is agreed by Contractor, that when an
ad hoc review is requested by the OHCA, Contractor shall conduct the review within 14 (fourteen) calendar
days of the request.

H.13. In the case Contractor has reviewed a facility described in Addendum il A, B, or C in a prior year
contract with OHCA, in addition to reviewing items in H.7, Contractor agrees compare the prior year's 10C
report to the current years review findings. In this case, Contractor shall include any finding and history on this
matter in the full report to OHCA.

H.14. Contractor agrees no prior notice of on-site reviews shall be provided to any facility. Contractor agrees
“to notify OHCA Behavioral Health Unit immediately, in any instance in which a facility refuses Contractor
access to Medicaid patient records.

H.15. Contractor agrees to provide all finalized reports to OHCA concerning each facility reviewed, following
the guidelines listed under H.9 above. The report shall contain the name of the facility, the team members,
and all observations documented by the team during the review. Additionally, in instances where the
Contractor reviews a site, program, or facility and determines the facility, environment, treatment, or practices
are placing a child at risk of physical or emotional injury; the Contractor will contact the OHCA PM by
telephone within twenty-four (24) hours of the review, provide a written report to the OHCA PM within four (4)
calendar days of the review, and schedule a follow-up meeting with the OHCA PM.
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ATTACHMENT |

OUTPATIENT BEHAVIORAL HEALTH, SUBSTANCE ABUSE
AND PSYCHOLOGIST SERVICES

I.1.  Purpose: The parties agree that the purpose of this portion of the contract is to utilize the services of
Contractor to prior authorize certain behavioral health, substance abuse, case management, and psychologist
services. This function is important as one facet of utilization control and quality improvement in the area of
behavioral health and substance abuse services.

2.  Contractor agrees to conduct all activities of prior authorization including: 1) the receipt of the prior
authorization request from the provider; 2) review of the medical/psychological conditions asserted for the care;
4) verify providers eligibility through the OHCA MMIS system, and, 3) enter the prior authorization decision into
the OHCA MMIS system (this action provides notification to the recipient of Contractor's decision. Contractor
agrees to conduct prior authorization in the following areas: 1) outpatient behavioral health services; 2)
substance abuse services; 3) case management; and, 4) psychologist’s services.

General Responsibilities For Conducting All Prior Authorization Reviews

1.3.  Contractor agrees to provide prior authorization (hereinafter referred to as “PA”) each time a properly
contracted OHCA Medicaid provider requests prior authorization of any of the services contained in OAC
(Oklahoma Administrative Code) 317:30-5-241, 30-5-242, 30-5-586 and 30-5-596.

1.4. Contractor agrees to use its best professional judgment in determining both the medical necessity of
the requested treatment, as well as determining the level of care required by the patient.

1.5. Contractor agrees to use the following standards to determine whether a service should be prior
authorized:

a) Contractor agrees to process requests for PA, utilizing the criteria defined in the Outpatient
Behavioral Health Services Provider Manual. Contractor shall work collaboratively with
OHCA staff to update and modify the manual and procedures on a continuing basis.

b) In each case the level of care and the appropriate treatment modalities shall be determined
through use of the Client Assessment Record (hereinafter C.A.R.), Addiction Severity Index
(A.S.| hereinafter) or other appropriate assessment, the DSM-IV diagnoses, the current
treatment regimen and the noted improvement or relapse of condition; patient history and/or

~ current symptomatology; v

c) In each case, Contractor agrees to utilize all OHCA regulations regarding prior
_ authorizations, all regulations regarding eligible providers, and all regulations regarding the
services noted in Paragraph 1.3 above. OHCA agrees to submit an active provider file to
Contractor at an agreed-upon frequency for reconciliation by Contractor. Contractor will
ensure their staff verifies provider eligibility.

1.L6. A request for prior authorization of outpatient Behavioral Health and/or case management services may
be considered and processed for the following levels of care:

a) Children (0-36 months);
b) Children (under 21), levels I-1V;
c) Adults (over 21 years), levels I-1v;
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d) ICF/MR Residents;

e) Psychological Evaluation;

f) Specialized Case Management, Child and Adult;

g) Children in Residential Behavioral Management Services
h) Substance Abuse

i) Psychologists

j) Others as mutually agreed upon.

Staffing

1.7.  Contractor agrees to hire an appropriate number of professionals including: Review Coordinators,
Program Managers, Clinical Consultants and Support Staff to timely handle the requests received by
Contractor. Contractor agrees that licensed staff shall maintain an active license; and the educational
qualifications of these professionals shall be the following:

a) Contractor agrees that team members or review coordinators shall be either a(an): (1)
Licensed Professional Counselor with three or more years of clinical experience, (2)
Licensed Marital & Family Therapist with three or more years of clinical experience, (3)
Licensed Social Worker with a clinical specialty with three or more years of clinical
experience, (4) Licensed Behavioral Practitioner with three or more years of clinical
experience, or (5) Advanced Practice nurse (certified in a psychiatric mental health
specialty, licensed as a registered nurse with a current certification of recognition from the
state board of nursing.

b) Contractor agrees that the Outpatient Behavioral Health Manager will be an individual(s)
with at least five (5) years of experience in the Behavioral Health field, has familiarity with
the pre-authorization process and requirements, has supervisory experience, and extensive
skills in working with the public. Contractor agrees that the manager position will be licensed
as described in 1.7 a) above.

b) Contractor agrees that Clinical Consultant(s) shall be licensed in one of the following
categories: (1) a Board Certified Licensed Psychiatrist, (2) a Licensed Clinical Psychologist,
or (3) a Licensed Psychopharmacologist.

Internal Quality Control Measures

1.8. Contractor agrees to develop and/or maintain an internal quality control system regarding all “PA”
decisions. The Outpatient Behavioral Health Manager shall supervise this system.

1.9.  Contractor shall audit each review coordinator on a monthly basis for internal quality control issues.
Contractor shall audit a minimum of ten (10) cases per month, per review coordinator. :

1.10. Contractor agrees that the Outpatient Behavioral Health Manager and/or a designated and
appropriately trained senior review coordinator(s) or consultant(s) will audit each case for the appropriateness
of the decision in accordance with Paragraph 1.4 and 1.5 above.

I.11. If inappropriate decisions are found by Contractor, the Contractor Outpatient Behavioral Health
Manager and/or designated personnel shall provide training and education to review coordinators concerning
the clinical area of concern.
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1.42. Contractor shall complete a monthly report regarding the review coordinator audit. The reports shall be
completed and delivered to the OHCA Director of Behavioral Health Services, no later than the tenth day of the
following month. The report shall be in a format agreed upon by OHCA and Contractor.

.13 The Contractor shall develop and implement an ongoing process of assessing, evaluating, and
improving inter-rater reliability for the purpose of achieving maximum consistency of reviewer decisions. This
report will discuss the outlier reviewer(s), the corrective action plan, and measurable outcomes shall be
detailed in each report until the desired level of competency has been achieved and/or employee is no longer
employed by the Contractor.

1.14. A report of the inter-rater reliability shall be furnished by Contractor on the same schedule as delineated
inl.12.

Prior Authorization Service for All Outpatient Behavioral Health Services

1.15. The Contractor shall collaborate with the OHCA staff members in implementing the prior authorizations
internal process. Contractor understands that modifications may be implemented through out the term of the
contract due to State, Federal, or Program modifications; and agrees to make such modifications when
mandated. ‘

I.16. Contractor agrees to receive by hand delivery, mail, encrypted electronic transmission, or facsimile all
prior authorization requests of Medicaid fee-for-service providers who are designated as private or ODMHSAS
contracted (and possibly public, if budget is approved). Providers designated as public Contractors will only
utilize the prior authorization process conducted by Contractor as mutually agreed upon in writing by the
parties. .

I.17. Contractor agrees that upon delivery of the prior authorization request' it shall determine the recipient’s
eligibility by accessing the Electronic Data System (EDS) MMIS eligibility file. OHCA agrees to provide on-line
access to the EDS eligibility file, and to make the eligibility file accessible to Contractor.

1.18. The parties anticipate that multiple factual scenarios may arise when checking the EDS file regarding
recipient eligibility. Below are the agreements of the parties regarding those anticipated factual scenarios:

a) In the case that the EDS file shows eligibility for the recipient to be pending, Contractor
agrees to process the prior authorization as stated in | .19 below. Contractor also agrees
that in this case, if the requested service(s) are approved and authorized, the provider will
receive notification that the «pA” will be binding, upon eligibility determination and/or
confirmation. Contractor agrees not to assign a number to a “PA” when the recipient’s
eligibility status is pending, and agrees that the “PA” will date back to when it was received
by Contractor, subject to the eligibility dates contained in the EDS system.

b) In the case Contractor checks the EDS system and it confirms the recipient's eligibility;

Contractor agrees to process the “PA” as described below in 1.19. Contractor agrees to
enter the PA data requested and approved, modified, and/or denied, along with the
authorization period requested approved and/or denied into the EDS system.

c) Inthecase Contractor checks the EDS system and it shows that the recipient is not eligible;
Contractor shall process the case and place it in “pending” status untit further notification of
the patients' eligibility.
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1.19. The parties also anticipate that with respect to the completeness of the “PA” request by a provider,
some requests will not be complete. Below is the agreement of the parties concerning the duties of the parties
should this circumstance arise:

a) In the case the “PA” request is complete, the team member or review coordinator as stated
in 1.7a) shall complete the “PA” process by using the standards expressed in paragraphs
1.3, 1.4, 1.5, and 1.6 above. If clinically denied by a physician consultant, Contractor agrees
to generate a denial for the PA by entering the information into the EDS system.

b) In the case the “PA" request is incomplete; the Contractor agrees that the team member or
review coordinator shall send the requesting provider an “Important Notice” stating the
missing elements. This “important Notice” shall be faxed/encrypted electronic transmission
to the provider. Contractor shall allow the provider ten (10) calendar days from the date of
the facsimile/encrypted electronic transmission to respond to the request. If the provider
sends in the information requested, then the request will be processed and the PA will
begin on the date the original request was received. In the case where the provider fails to
respond in ten (10) calendar days, Contractor shall send the provider a “Technical Denial”
and require the provider to submit a new “PA” request, which is fully complete. Contractor
agrees to generate a denial in the EDS system (this action initiates a denial notice to the
recipient as required by OHCA).

1.20. If review coordinator or team member is unable to determine the necessity of the PA request based
upon the established criteria, the PA shall be referred to the a clinical consultant (as expressed in paragraph
1.7c) for review. A

I.21. Contractor agrees to respond to all “PA” requests within the established timelines. Under this section,
day of receipt means received by fax, mail, encrypted electronic transmission, or hand delivery before 3:00
p.m., Monday through Friday. After 3:00 p.m., the PA request is dated the next business day. From receipt of
the request through the work described in paragraphs 1.16 and 1.19, Contractor shall respond to the provider
according to the following timelines: If the total number of requests for the calendar month is less than 2,500,
the response should be completed and the provider notified within one business day. If the total number of
requests for the month is between 2,500 and 3,000, the response time will be one and a half business days. If
the total number of requests is between 3,000 and 3,500, the response time will be within two business days.
If the total number of requests is between 3,500 and 4,000, the response time will be within two and a' half
business days. [f the total number of requests is over 4,000, the response time will be within three business
days. These timelines are reported to OHCA each month by the 10" calendar day of the next month as part
of the regular monthly report (see section 1.25).

a) From receipt of the request through the work described in paragraphs 1.16 and 1.19b (an
incomplete “PA” request), Contractor shall respond to the provider in three business days.

b)ﬂ | Fromrecelptofthe request through the work described in paragraphs 1.16, 1.17 and 1.18 (a
complete “PA” request reviewed by a Clinical consultant), Contractor shall respond to the
provider in three (3) business days.

c) When Contractor receives an important Notice Response, Pending Eligibility Response, or a
Correction Request, Contractor agrees to respond to the provider within three (3) business
days. Providers are not penalized for the number of days it takes Contractor to work
responses; these are added into their authorizations.
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|.22. Contractor agrees that in all cases, once a “PA” has been approved, Contractor shall assign a recipient
and provider site-specific authorization number to each “PA” request. Contractor agrees that this recipient and
provider site-specific authorization number shall be entered into the EDS via direct on-line entry or by batch
entry. Each authorization number will be associated with from/through dates by service and month to indicate
the length of service being authorized by Contractor. The work contained in this paragraph shall be completed
in the time frames contained in paragraph 1.19a, b, or ¢ depending upon whether the associated “PA” request
is complete, incomplete, or is reviewed by a medical consultant. :

1.23. Extensions or Additional “PA” Requests:

a) In the case a “PA” request is received regarding a recipient for which a current “PA” authorizes
services, and the request seeks additional or extended services to begin before the expiration date
of the current “PA”, Contractor agrees that it shall process requests that are submitted up to fifteen
(15) calendar days prior to the end date of the previous authorization. Requests for extensions
submitted with more than fifteen (15) calendar days remaining on the previous request will be
returned to the provider with an explanation of why the request was not processed.

b) Modification of Current Authorization Request: This applies when a patient is better suited with a
different array of services than previously authorized. The start date of the modified authorization
will be the date the modification request is received and the end date will remain the same as the
current authorization on file.

c) Contractor shall perform updates and limited modifications to previously processed “PA” requests,
in cases such as provider mergers or provider change of site-specific numbers.

Appeals Process

1.24. a) ltis hereby agreed and understood by the Parties that OHCA does not provide an appeals process
for providers for denials issued by the Contractor.

b) Contractor shall provide recipients written instructions regarding the appeals process afforded to
recipients through OHCA, pursuant to O.A.C. 317:2-1-2 and 42 CFR 431.211. Contractor shall
develop an effective referral program to assist recipients in acquiring appeals information, and shall
refer them to the address and or telephone number listed below:

The Oklahoma Health Care Authority’s address is:
Docket Clerk '
P.O. Box 18497
Oklahoma City, OK 73154-0497
(405) 522-7431
_ Acopy of the OHCA LD-1 Form can be found on www.ohca.org.

Prior Authorization Request Reporting

1.25. Contractor agrees to provide two sets of reports to OHCA regarding the activities described herein:

a) Contractor agrees to submit a monthly report to OHCA detailing the activities in Attachment |
of this contract. Contractor agrees to provide the report by the tenth (1 0") calendar day of
the next month for the duration of the contract. The monthly report shall contain:

1. Number of all “PA” requests made during the calendar month,
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Number of all “PA” requests approved, modified, and denied (not including
reconsiderations),

Average response time of all “PA’ decisions (not including reconsiderations),

The number of reconsiderations of all cases,

A detailed list of all reconsideration cases, the final decision, and provider
information,

Average response time for reconsideration cases,

All cases categorized by level of care, and

Provider report including the number of units of each type of service requested
and authorized and/or denied by level of care.

orw N
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b) The parties agree to discuss and resolve any problems or concerns relating to “PA”
services.

c) Contractor agrees to collect and record specified data elements (elements to be determined
by OHCA) as requested.

d) Contractor agrees to send table/data extract (format to be determined) with specified data fields to
OHCA on a monthly basis.

e) The issuance of any prior authorization shall not require OHCA to pay for behavioral health
services rendered. OHCA shall retain authority to determine whether any service is a
covered benefit under the Medicaid Plan.

f) Contractor agrees to provide data runs for OHCA upon request and in mutually agreed
timeframes. These data runs have been utilized in the past for determining problematic
prior-authorization request patterns by providers, level of care changes, reviewer decision .
patterns, etc. In addition, the data requested may include analysis of authorizations over
time for various recipient sub-groups.

g) Contractor agrees 0 provide established behavioral health data reports as agreed upon by
both parties. The reports will be submitted quarterly; October 10", January 10", March 10M,
and July 10" unless otherwise specified. The different reports can be modified or changed
at anytime throughout the year to better meet OHCA's needs for behavioral health
information. OHCA may request revisions to the format if additional data is required.

Psychologists Prior Authorization

1.26. OHCA reimburses psychologists to provide certain mental health therapies to Medicaid recipients who
are less than twenty-one years of age. Prior authorization is required if the child is to receive more than a
standard amount of defined treatment. : : : o

1.27. Contractor agrees to evaluate the requests for prior authorization of psychological services. The
guidelines to be followed will be developed collaboratively between the OHCA Behavioral Health staff and the
Contractor.

1.28. Contractor agrees to authorize services for Psychological Services pursuant to 0.A.C. 317:30-5-275
through 317:30-5-279, and adhere to the process and timeframes as described in 1.15 through 1.23 of this
contract. |
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1.29.  Contractor will provide education to psychologists regarding the prior authorization of services via
telephone, meetings, mailings, and other written information as necessary.

Informational Meetings and Notifications

1.30. Contractor shall offer a monthly meeting with providers to educate providers about the prior
authorization process. The purpose of this requirement is to allow providers direct access to personnel and

1.31.  Contractor agrees to develop and distribute monthly provider newsletters to educate providers about
the “PA” process as needed.

Case Management Prior Authorization for Clients under Age 21

1.32. Purmpose: OHCA reimburses agencies contracted to provide case management services for Medicaid
recipients who are less than twenty-one years of age pursuant to O.A.C. 317:30-5-595 through 317:30-5-599,
Prior authorization is required for all children’s case management services.

1.33. Contractor agrees to evaluate the requests for prior authorization of case management services
foliowing the guidelines in the Outpatient Behavioral Health Rehabilitative Services Manual. Contractor will
prior authorize case management services with licensed master's level clinicians,

1.35. Contractor shall provide education to agency Staff regarding the prior authorization process on an
ongoing basis and shall monitor staff as appropriate.

1.36. Contractor shall maintain a database of case management providers, the geographical location of
coverage, and will update the database periodically to maintain a current provider directory.

1.37.  Contractor shall facilitate coordination of care with the agencies providing case management services,
and the inpatient hospital facilities to which or from which a child is admitted or discharged. When a child is
admitted to inpatient (acute or RTC) psychiatric treatment, it is the treating hospital’s responsibility to make the
case management referral. The goal of case management services is to maintain the child at the least
restrictive level of care. '

1.38.  Contractor shall facilitate referrals for case management services when a child is denied hospitalization.
Case management service will be offered to the child’s guardian at the time of the denial. When the guardian
accepts the referral, the Contractor shall inform the guardian of the different case management agencies in the
family’s catchment area. Contractor shall fax the referral to the case management agency on the same day
the guardian selects an agency. T :

1.39.  Contractor agrees to prior authorize the initial 48 units of Case management authorized for clients
referred directly from inpatient or from hospitalization denials.

1.40.  Contractor will provide data runs monthly with the number of PA requests and extensions requested
and approved, denied and/or modified in the same general format specified in in 1.25.
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ATTACHMENT J

INPATIENT, TFC, AND MEDICAL PRIOR AUTHORIZATION OF
BEHAVORIAL HEALTH SERVICES

J.1 Purpose: The parties agree that the purpose of this portion of the contract is to utilize the services of
Contractor to prior authorize children’s psychiatric inpatient (Acute and RTC) and Therapeutic Foster Care.
This function is important as one facet of utilization control and quality improvement in the area of behavioral
health services.

J.2.  Contractor agrees to conduct all activities of prior authorization including: 1) the receipt of the
call/request from the provider; 2) the review of the medical/psychological conditions asserted for the care: and,
3) notification to the recipient and/or provider of Contractor's decision. Contractor agrees to conduct prior
authorization processes in the following areas: 1) children’s psychiatric inpatient (Acute and RTC), and 2)
therapeutic foster care. Children’s ‘inpatient psychiatric authorizations will be referred to as “‘inpatient
authorizations” for the remainder of this section. :

J.3.  Contractor shall provide services determining the appropriateness of behavioral heaith-care services for
Medicaid recipients, otherwise known as “inpatient authorization,” in keeping with sound professional practice
and this Contract, and OHCA shall pay for such services as provided by this Contract. This inpatient
authorization service shall serve as the determination of whether a particular patient's care may be eligible for
Medicaid payment.

J.4. Contractor agrees that all inpatient review coordinator staff shall carry an active license as a: 1)
Licensed Professional Counselor with three or more years of clinical experience, (2) Licensed Marital & Family
Therapist with three or more years of clinical experience, (3) Licensed Social Worker with a clinical specialty
with three or more years of clinical experience, (4) Licensed Behavioral Health Practitioner with three or more
years of clinical experience, or (5) Registered Nurse with at least three years of clinical experience. All staff
identified in (1) through (5) above must have a minimum of two years experience in inpatient psychiatric
services for children.

J.5. Contractor shall directly provide the services described in Paragraphs j) through I) of Section J.5
below. Contractor shall assure such services comply with the latest publication of the procedural manual
entitied “Inpatient Authorization Procedures Manual for Children’s Psychiatric Services” and as revised by
agreement between the parties periodically.

In inpatient authorization, Contractor shall:

a) Cause a licensed mental health professional (MHP) as defined in J.4. above, to conduct a telephone

evaluation of any Oklahoma Medicaid-eligible child younger than twenty-one (21) years of age, who

_is presented for in-patient acute psychiatric care or inpatient Residential Treatment to determine

whether such care is medically necessary, and if such care is found medically necessary, shall

~ issue a prior authorization (Acute is paid under a DRG rate, therefore, the PA is only for the

physician’s services), and shall include a statement of the number of days permitted for the care, for
the hospital, and for the physician’'s services;

b) Cause a MHP to conduct a telephone evaluation of any Oklahoma Medicaid-eligible child younger
than twenty-one (21) years of age who is presented for therapeutic foster care (also known as
Residential Behavioral Management in a foster care setting) to determine whether such treatment is
medically necessary; and if such treatment is found medically necessary, shall issue a prior
authorization which shall include a statement of the number of days permitted for the treatment.
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Contractor will submit a quarterly data analysis report on October 10th, January 10th, April 10", and
July 10th, of each calendar year.

c) Cause a MHP to conduct a telephone evaluation of any Oklahoma Medicaid-eligible child presented
for medical detoxification to determine whether such care is medically necessary, and if such care is
found medically necessary, shall issue a prior authorization for such care which shall include a
statement of the number of days permitted for the care;

d) Cause a MHP to provide care management to beneficiaries through evaluation; where an individual
reviewer will follow the patient through their hospital stay and any re-admission. The review,
performed by telephone, would consist of detailing the pertinent clinical information of any person
identified in Paragraphs a) through c) of this section for which a certificate of need has been issued,
and for whom a behavioral health-care provider requests an extension of such treatment, to
determine whether such an extension is medically necessary. If such an extension is found
medically necessary Contractor shall issue a prior authorization for such extension, which shall
include a statement of the number of days permitted for the extension of treatment. Contractor shall
request additional information from provider, if necessary, to make a determination regarding
medical necessity criteria and/or appropriateness of care. OHCA will develop and train Contractor
on the care coordination protocols.

g) Cause a MHP to make a physician consultant referral on any request they feel does not meet
medical necessity criteria. The physician consultant shall review the denial made by the MHP
reviewer and make a final determination on the case; and either issue a prior authorization for such

_ care which shall include a statement of the number of days permitted for the care, or a modification
which shall include a statement of the modified number of days permitted for care, or a
determination of denial.

f) The parties anticipate that on a number of authorization requests, the review coordinator will not be
" able to determine the medical necessity of the request based upon the information provided. In that
case, Contractor agrees the review coordinator shall refer the request to a clinical consultant.

g) In cases where a child is in acute care for over 15 days, standard residential treatment for over 3
months, or in specialized residential treatment for over 6 months, Contractor shall provide review of
additional information, should the stay appear clinically unwarranted. These reviews will assess the
appropriateness of the extension request of care provided within the treating facility. The
Contractor inpatient authorization manager or an identified Contractor inpatient review coordinator
may perform this review. Contractor agrees to refer the request to a clinical consultant when
necessary. ‘ _ :

h) It is hereby agreed and understood by the Parties that OHCA does not provide an appeals process
for providers for denials issued by the Contractor. -~ B , V

i) Contractor shall provide recipients verbal and written instructions regarding the appeals process
pursuant to O.A.C. 317:2-1-2 afforded to recipients through OHCA and shall refer them to the
address and or telephone number listed below:

The Oklahoma Health Care Authority’s address is:
Docket Clerk

P.O. Box 18497 ~

Oklahoma City, OK 73154-0497

(405) 522-7431
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A copy of the OHCA LD-1 Form can be found on www.ohca.org.

j) Assist OHCA with the process of determining the need for particular clients to be placed in out-of-
state Acute and RTC placements (both custody and non-custody children): 1) Contractor will work
with the current treatment providers to collect the information needed to determine if the client
needs an out-of-state placement; and, 2) Once the needed information has been collected,
Contractor will staff the client’s case with an OHCA representative who will approve payment for the
out-of-state placement. Contractor will provide Care Coordination for children placed out of state.
This will include reviewing and assessing provider's discharge plan, as well as communication with
parent/guardian or DHS/OJA caseworker on the discharge plan/status of these children. Contractor
will work with provider and/or guardian to ensure appropriate referrals to a lower level of care.
Contractor will submit a monthly census and case status report to OHCA by the 14" calendar day of
each month.

k) Maintain and update as needed the “Inpatient Authorization Procedures Manual for Children’s
-Psychiatric Services”.

) Contractor shall offer a minimum of four (4) trainings sessions via: (face-to-face or teleconference)
sessions with providers to provide education regarding the inpatient authorization process.. The will
assist providers in gaining direct access to Contractor personnel regarding inquiries. These
meetings shall be posted for providers on the Contractor's website, and providers will also be
notified by phone or fax regarding these meetings.

m) Contractor agrees to provide data reports for OHCA upon request and in mutually agreed upon
timeframes. These data reports have been utilized in the past for determining problematic prior-
authorization request patterns by providers, level of care changes, problematic reviewer decisions,
etc. In addition, the data requested may include analysis of authorizations over time for various
recipient subgroups.

n) Contractor shall send the initial review for admission, resulting in prior authorization for children in
DHS custody, to a DHS supervisor in each of the 77 counties in Oklahoma. Initial reviews for
admission resuiting in prior authorization for children in OJA custody will be sent to OJA district
supervisors and administrators for juvenile justice institutions.- OHCA will provide a direcotry to the
Contractor for the above mentioned agencies.

inpatient Autﬁorization Request Reporting

J.6.  Contractor agrees to provide two sets of reports to OHCA regarding the activities described herein:

a) Contractor agrees to submit a monthly report to OHCA detailing the activity in Attachment J of this
contract. Contractor agrees to provide the report by the fourteenth (14th) calendar day of each
month for the duration of this contract. The monthly report shall contain:

Number of all “PA” requests made during the calendar month,

Number of all “PA” requests approved, modified, or denied (not including
reconsiderations),

The number of reconsiderations of all cases,

Listing of reconsideration cases and the final decision with specific provider information
provided whenever requested by OHCA,

All cases categorized by level of care,

PO M
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6. Provider report: # of units of each type of service requested and authorized
and/or denied by level of care.

b) Contractor agrees to collect and record specified data elements (elements to be determined by
OHCA). .

c) Contractor agrees to sendirig table/data extract (format to be determined by OHCA) with specified
data fields on a monthly basis.

d) Reports will be subrhitted to the OHCA by the agreed upon timetables and in the agreed upon
format, throughout the contract period. OHCA may request revisions to the format if additional data
is required.

Internal Quality Control Measures

J.7.

J.8.

J.9.

J.10.

J.11.

J.12.

J.13.

©J14,

J.15.

Contractor agrees to an internal quality control system regarding all “PA” decisions. The Inpatient
Behavioral Health Manager shall supervise this system.

Each month during the term of this contract, Contractor shall review 10 cases from each review
coordinator for internal quality control.

Contractor agrees that the Inpatient Behavioral Health Manager, and/or a designated and appropriately
trained review coordinator, or consultant will review each case for the appropriateness of the decision in
accordance with J.5 above. _

It inappropriate decisions are found by Contractor, the Contractor Inpatient Behavioral Health Manager,
and/or designated review coordinator, or consultant shall educate the review coordinator concerning
the clinical area of concern.

Contractor shall complete reports regarding the sample and reviews. The reports shall be completed
and received by the OHCA Director of Behavioral Health Services no later than the 10" of the following
month. The report shall be in a format agreed upon by the OHCA and Contractor.

The Contractor shall develop and implement an ongoing process of assessing, evaluating and
improving inter-rater reliability for the purpose of achieving maximum consistency of reviewer decisions.

A report of the inter-rater reliability shall be completed and received by the OHCA. Following the
reporting schedule in J.11 above, the report shall be in a format agreed upon by the OHCA and
Contractor. .

Limitations: . The issuance of any prior authorization shall not. require OHCA to pay for behavioral
heaith services rendered. OHCA shall retain sole authority to determine whether any service is a
covered benefit under the Medicaid Program.

ADMINISTRATION

As to administrative services, Contractor shall:

a) Provide for the generation of a prior authorization (“PA”), by entering “PA” information into the data
base, resolve problems which may arise with providers related to the “PA” decisions;
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b) Create and maintain a database of “PA” decisions and other agreed upon data elements related to
the inpatient authorization functions; and,

c) In each case Contractor agrees to utilize all OHCA regulations regarding prior authorizations, all
regulations regarding eligible providers, and all regulations regarding the services noted within this
ITB. OHCA agrees to submit an active provider file to Contractor at an agreed-upon frequency for
reconciliation by Contractor. Contractor will ensure their staff verifies recipient and provider
eligibility.

J.16  Contractor shall provide administrative services necessary to:

a) Assist in the review, development, and implementation of amendments to the State Medicaid Plan
relating to provision of behavioral healthcare services;

b) Assist in the review, develop, and implementation of rules and procedures for the administration of
any activities provided under this Contract; and,

c) Contractor agrees to provide update letters to providers, whenever necessary, to educate providers _
about the “PA” process. Contractor shall be responsible for distribution of the letters to providers.
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ATTACHMENT K
INSPECTIONS OF CARE OF THERAPEUTIC FOSTER CARE PROGRAMS

K.1. Purpose: The parties agree that the purpose of this portion of the activities in the contract is to
determine whether behavioral management services provided in foster home settings by Therapeutic Foster
Care (TFC) agencies under the Medicaid Program involve: 1) active, individualized, and appropriate treatment;
2) promote maximum physical, mental, and psychosocial functioning; and, 3) whether the environment is safe
and therapeutically appropriate.

K.2. Contractor agrees to provide Inspections of Care to all programs in which Medicaid patients under the
age of 21 are served. Addendum IIl to this Contract contains a listing of all such programs. These on-site
Inspections of Care will be conducted by a designated inpatient review coordinator(s). The reviews will include
chart reviews for documentation of appropriate and required treatment services, assessments, treatment
planning, and discharge planning. Contractor will report to OHCA and DHS the findings of these Reviews.
The forms, instruments and reporting formats to be used in these reviews will be approved by OHCA, and shall
be reviewed and updated as needed with agreement of both parties.

K.3. Contractor agrees that should new programs be created during the term of this Contract to serve
Medicaid patients under age 21, Contractor shall.be responsible for providing the same reviews as reflected
below. OHCA agrees to notify Contractor in writing as soon as reasonably possible of any new programs
being added under the terms of this Contract. Contractor agrees to perform ad hoc reviews at the request of
OHCA.

K4. For each review, Contractor agrees to use a team of two healthcare professionals as identified in a) or
b) below

a) A Registered Nurse with at least three years of clinical experience, two of which must be in
psychiatric services to children.

b) A Psychiatrist, Licensed Psychologist, Licensed Marriage and Family Therapist, Licensed Social
Worker (with clinical specialty), Licensed Behavioral Practitioner or a Licensed Professional
Counselor with at least three years of clinical experience.

The Contractor will identify one member of the team, of healthcare professionals delineated above, to serve as
the coordinator of the “Inspection of Care “(IOC) process. Contractor will ensure there is maximum
standardization and consistency regarding Contractor's behavioral health services contracted under this
agreement.

K.5. Contractor agrees to utilize the coordinator(s) to provide on-site visits to all of the programs listed in
Addendum lll, and review a minimum of 1 and a maximum of 10 Medicaid records for patients admitted within
the past 12 months. Contractor agrees to go onsite to each program once during the term of this Contract to
conduct reviews as identified in K.2 and K.3, except as provided in K.12.

K.6. Contractor agrees to conduct on site reviews that include each of the following components:
a) Conduct an initial annual conference with the providers to review the IOC process for the current
contract year. .
b) Chart reviews for documentation of appropriate and individualized assessments, treatment
planning, treatment services, family invoivement (in care and therapy), and discharge planning;
c) Review of accreditation status by Commission on Accreditation for Rehabilitative Facilities (CARF)
or Council on Accreditation (COA); :
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d) Crisis intervention services relative to any psychiatric admission from TFC;

e) Evaluate the treatment and services provided for children who have mental retardation,
developmental disabilities or medical conditions;

f) Evaluate for adherence to any additional policy requirements for Medicaid compensation for
services provided; and,

g) Conduct an exit interview with the provider to go over the results; and complete a letter for both
parties to sign and keep a copy on unfound records.

K.7. Reports, Appeals and Penalties

a) Contractor will report to the OHCA regarding findings. This initial report will go to the Provider via
Certified Mail within 15 days of the review according to the agreed upon guidelines.

b) If the Provider chooses to file an Appeal of this Initial Decision/Report, they shall have ten (10) days
from the date they receive the Initial Decision/Report to respond.

c) Upon Contractors receipt of a provider appeal, the Contractor shall submit a Final Decision/Report
to the Provider, via Certified Mail, within twenty-one (21) calendar days of the receipt of the appeal.

d) Based upon the findings from the process listed above or issues identified in other information
received, an ad hoc review may be convened by mutual agreement between Contractor and OHCA
(see ad hoc standards below in K.11) and scheduled within 90 days.

K.8. Final Report:
a) For a review with no problems/discrepancies found, Contractor will deliver the Final Decision/Report
to OHCA within thirty (30) calendar days of the exit of the review.
b) For a review with problems identified, Contractor will deliver the Final Decision/Report to OHCA
within thirty (30) calendar days of the exit review dependent upon whether the Provider chooses to
Appeal the Initial Decision/Report.

K.9. The form, instruments, and reporting formats to be used in the review described in K.6 and K.7 shall be
developed by Contractor and approved by the OHCA. The forms and instruments will be reviewed and
updated as needed with agreement of both parties.

K.10. The scheduled site reviews will begin no later than July 30th, and will be conducted through June 30th,
of each calendar year. If requested by OHCA, an ad hoc review may begin as early as July 1st.

K.11. The Contractor agrees to provide one on-site review per year for each TFC program listed in
Addendum Hll. The Contractor also agrees to provide a maximum of three ad hoc reviews of facilities identified
at the request of OHCA. The OHCA will request an ad hoc review when there is reason to believe a significant
problem exists with the services being performed. In the case of an ad hoc review, the Contractor will perform
a partial or full review as described in K.6 dependent upon the complaint and/or issues relevant, and may use
the evaluation instruments described in K.6 through K.9. A minimum of 5 and a maximum of 10 records will be
reviewed. At OHCA's discretion, representative(s) or OHCA, OKDHS, OCCY and/or other parties with fiscal or
legislatively mandated interest may accompany the Contractor team on the ad hoc review. Contractor agrees
to send the coordinator as identified in K.4 a) and b) above. Unless otherwise instructed by OHCA, the
Contractor will attend to any difficult areas of policy and practice relevant to the specific concerns. It is agreed
by Contractor that when an ad hoc review is requested by the OHCA, Contractor shall conduct the review
within fourteen (14) calendar days of the request and subject to the availability of OHCA staff.

K.12. In the case Contractor has reviewed a program described in Addendum Il in a prior year contract with
OHCA, or in the case a corrective action plan is implemented with the provider during the term of this contract,
in addition to reviewing for items in K.6, Contractor agrees to review the program with specific focus on the
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corrective action plan guidelines agreed upon between OHCA and the facility. In this case, Contractor shall
include any finding on this matter in the full report.

K.13. Contractor agrees that 24-hour prior notice of its on-site review shall be provided to each program to
allow time to collect charts at the designated location. Contractor agrees to notify the OHCA Behavioral Health
Unit immediately in any instance in which a program refused Contractor access to Medicaid patient records.

K.14. Contractor agrees to provide all finalized reports .to OHCA concerning each program reviewed
following the guidelines listed under K.8 above. The report shall contain the name of the program, the name of
the team member(s), and all observations made by the team member(s) during the review. Additionally, in
instances where a site or program reviewed by Contractor where the program, environment, treatment, or
practices are placing the child at risk of physical or emotional injury, the Contractor will contact the OHCA
Behavioral Health Unit by phone within twenty-four (24) hours of the review, and will follow up with either a
meeting with OHCA staff or a summary report to the OHCA within four (4) calendar days of the review.

K.15. Contractor agrees to provide TFC provider training and TFC provider newsletter/letter updates
whenever there is a change in the TFC prior authorization or IOC review processes.
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ATTACHMENT L

(This schedule is optional. Responding or not responding to this schedule will not affect any bidder’s evaluation or chance of being
awarded the bid. '

MEDICAID PROVIDER PUBLICATION

L.1. Provider Update Newsletter

The purpose of the Medicaid newsletter, Provider Update, is to provide a vehicle of communication from
OHCA to the Medicaid providers and their staff. Content will include information relative to qualitative
reviews conducted jointly with OHCA and Contractor for the Medicaid population. it will also provide
limited clinical/technical information to physicians, nurse practitioners, and other primary care providers to
assist them in helping OHCA meet its goals for the Oklahoma’s Medicaid population.

Articles will highlight timely medical information (e.g., survey results, psychiatric reviews, QARI reviews,
focused study results, etc.) and topics related to disease-oriented information pertinent to Oklahoma’s
Medicaid population, as well as information to assist providers as they navigate the managed care
system. The newsletter will also provide operational information that is relevant to the administration of
Oklahoma's Medicaid program.

L.2 Scope of Responsibilities

Contractor will work jointly with OHCA in the development, publication, and distribution of a quarterly, four
(4)-color newsletter, up to 8.5 x 11” size paper, on a stock comparable to 100 Ib. Productolith gloss book,
twelve (12) pages in length, of which four (4) will be a separate insert containing MMIS-related
information, in a quantity up to 20,000 printed pieces. To achieve the stated objectives for the Provider
Update newsletter, Contractor will be responsible for the coordination, implementation and/or
procurement of: writing, editing, design, layout, and printing of publication and cover, and mailing house
services. OHCA will provide timely direction related to article content, including a written description
sufficient to define the desired intent of the article. OHCA will contribute articles as appropriate, will
identify appropriate OHCA contacts, and will provide final approval. EDS/OHCA will be responsible for
the writing and editing of the four (4)-page MMIS-related insert of the publication, and Contractor will be
responsible for the layout of the insert. Contractor will be responsible for providing postage and mailing.

OHCA will provide Contractor with the updated database of newsletter recipients at least four (4) weeks
prior to release date of each issue.

L.3 Schedule and dates for each calendar year this contract is effected:

The first issue of the quarterly newsletter will be completed for draft review by July 25th and released by
September 5th. The second newsletter will be produced for draft review by October 25th, and released
by December 4th. The third newsletter will be produced for draft review by January 29th, and released by
March 5th. The fourth newsletter will be produced for draft review by April 24th, and released by June
4th. OHCA will complete the review of each draft and submit revisions to Contractor within fourteen (14)
calendar days of the draft review deliverable date. In the event that OHCA exceeds the fourteen (14)
calendar day schedule, a revision to the release date may be considered and authorized in writing by a
designated staff member of OHCA.

L.4 Annual Quality Report
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Contractor will work collaboratively with OHCA to produce an Annual Quality- Report. This report will
coincide with the release of the OHCA State Fiscal Year (SFY) Annual Report, but will focus on quality
outcomes achieved by the SoonerCare program. The format and content will be jointly determined by
Contractor and OHCA, with the final report being submitted to OHCA by October 31st of each year.

Contractor will work collaboratively with OHCA to produce a draft report for the Annual Quality Report.
This report will coincide with the release of the OHCA Annual Report, but will focus on quality outcomes
achieved by the SoonerCare program. The format and content will be jointly determined by Contractor
and OHCA with the final detailed outline of the report being submitted to OHCA by June 30th.

L6 In the event this portion of the Bid is awarded to an outside vendor, the Bidder receiving the total award
portion of this ITB shall be required to work collaboratively with OHCA and the Medicaid Provider
Publication vendor and shall be required to provide all information on a timeline to be determined at a
future date.
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Addendum |

Community Mental Health Centers Listing
Referenced in Attachment G

Name of Organization

‘Associated Centers for Therapy, Inc (ACT), 7010 S. Yale, Ste.215, Tulsa, OK 74136
Bill Willis Community Mental Health Center, 1400 Hensley Drive, Tahlequah, OK 74465
Carl Albert Community Mental Health Center, 1101 E. Monroe, McAlester, OK 74502 -
Central Okla Community Mental Health Center, 909 E. Alameda, Norman, OK 73071
Creoks Comm Mental Health Center, 209 W. Broadway, Extension, Okemah, OK 74859
Edwin Fair Comm Mental Health Center, Inc, 1500 N. 6", Ponca City, OK 74601
Famiiy and Children’s Services, Inc., 3150 E. Skelly Drive, Ste 120, Tulsa, OK 74105
Grand Lake Mental Health Center, 2000 W. Blue Starr Road, Claremore, OK 74017

- Green Country Behavioral Health Services, Inc.,619 N. Main, Muskogee, OK 74401
HOPE Community Services, 105 SE 45", OKC, OK 73129
Jim Taliaferro Comm Mental Health Center, 602 SW 3gh Street, Lawton, OK 73505
Mental Health Serv of Southern Okla, 301 West 4", Ada, OK 74820
NorthCare Mental Health Center, 6300 N. Classen Blvd, OKC, OK 73109
Northwest Center for Behavioral Health, 702 N. Grand, Enid, OK 73701

Red Rock Behavioral Health Services, 4400 N. Lincoln Bivd., OKC, OK 73105
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Name of Organization

Crewson Youth Center -
Glenoaks

Heartland
(Psyc. Solutions)

Hillcrest Riverside, Inc.,
dba Children’s Medical Center

Integris Willowview
Integris Bass BH

Laureate

Moccasin Bend
Oklahoma Yduth Center
Parkside

holling Hills Hospital

Shadow Mountain .
(Psyc. Solutions)

Southwestern BH
St. Anthony Hospital

- St. Anthony Accents
- St. Anthony JSOP

(St. Michaels ~ Positive Outcomes)

Vista Health of Ft. Smith

Willowcrest Hospital

‘Quality Improvement Organization Solicitation
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Addendum i - A

Inspection of Care Review Facilities

Referenced in Attachment H

Program

RTC

Acute

Acute & RTC.

Acute & RTC
Acute & RTC
Acute & RTC
Acute

RTC

Acute & RTC
Acute & RTC
Acute

Acute & RTC
RTC

Acute & RTC
Acute & RTC
RTC
RTC

Acute

Acute & RTC

Regular In-state and Border Placements

Location of Site

4012 East 35" Street, Tulsa, OK 74135
301 Division Street, Greenville, TX 75402
1500 W. Ashland, Nevada, MO 64772
744 W. 9", Ste. H210, Tulsa , OK 74127
2601 Spencer Road, Spencer, OK 73084
2216 S. Van Buren, Enid, OK 73702
6655 S. Yale, Tulsa, OK 74136

62410 East 105" Road, Miami, OK 74354
320 12" Street, Norman, OK 73071

1220 S. Trenton, Tulsa, OK 74126

1000 Rolling Hills Lane, Ada, OK 74820

6262 S. Sheridan, Tulsa, OK 74133

' 425 E. 22™ Street, Owasso, OK 74055

5602 SW 82™ Street, Lawton, OK 73505
1000 N. Lee, Oklahoma City, OK 73101
1000 N. Lee, Oklahoma City, OK 73101
2129 SW 59" Street, OKC, OK 73119
10301 Mayo Rd., Barling, AK 72923

130 A. SW, Miami, OK 74354
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Addendum Il - B
Inspection of Care Review Facilities
Referenced in Attachment H
Out-of-State Facilities

Name of Organization Program Location of Site
Alabama Clinical Schools RTC 1221 Alton Drive, Birmingham, AL 35210
Benchmark RTC 592 W. 1350 S., Woods Cross, UT 84087
Camelot Schools RTC 1502 N. NW Hwy, Palatine, IL 60067
Cedar Crest Hospital RTC 3500 IH-35, Belton, TX 76513
Cedar Springs (PSI) Acute & RTC 2135 Southgate Rd, Colorado Springs, C 80906
Cinnamon Hills Youth Crisis | RTC | 770 E. St. George Bivd., St. George, UT 84770
Dessert Springs RTC 330 S FM 1788, Midland, TX 79706
Gulf Coast Treatment Center RTC 1015 Marwalt Drive, Ft. Walton, FL 32547

- La Amistad Behavioral Health RTC " 1650 Park Ave. N., Maitland, FL 32751
National Deaf Academy RTC 19560 US Hwy 441, Mt Dora, FL 32757
The Oaks Treatment Center RTC - 1407 W. Stassney Lane, Austin, TX 78745

- San Marcos Treatment Center RTC - 120 Bert Brown Rd, San Marcos, TX 78666
Tampa Bay Academy RTC 12012 Boyette Rd., Riverview, FL 33569
Texas Neuro Rehab Center RTC 1106 W. Dittmar Rd., Austin, TX 78745
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Addendum I1- C

' Name of Organization

Brookhaven

Deaconess

Griffin Memorial Hospftal
Hilicrest Health Ceﬁter

Jim Taliaferro

Laureate

Mércy Memorial Health Center
Miami Baptist

Midwest City Hospital

Norman Regional Med Center

Northwest Center for
Behavioral Health

OU Medical Center
Parkside

Pavillion
Rolling Hills

St Anthony’s
St John’s

Via Christi
Waggoner Comm Hospital

. :

.& \
E ;

Inspection of Care Review Facilities
Referenced in Attachment H
Facilities Serving 18-21 Year Olds

Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute

Acute

Acute
Acute

Acute
Acute

Acute
Acute

Acute
Acute

Quallty Improvement Organization Solicitation
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Program ~ Location of Site
210 S. Garnett, Tulsa, OK 74128
5501 N. Portland, OKC, OK 731 12
900 E. Main, Norman, OK 73069
744 W. 9" Street, Tulsa, OK 74127
602 SW 38" Street, Lawton, OK 73505
6655 S. Yale, Tulsa, OK 74136
1011 14th Ave NW, Ardmore, OK 73401
200 2™ Ave SW, Miami, OK 74354
2825 Parklawn Drive, Midwest City, OK 73110
901 N. Porter, Norman, OK 73070
Hwy 270 East, Fort Supply, OK 73841

1200 Everett Drive, Oklahoma City 73104
1620 E. 13" Street, Tulsa, OK 74120

Muskogee
1000 Rolling Hills Lane, Ada, OK 74820

1000 N. Lee, OKC, OK 73101
1923 S. Utica Ave, Tulsa, OK 74104

1900 N. 14", Ponca City, OK 74601
1200 W. Cherokee, Waggoner, OK 74467
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Addendum Il

Therapeutic Foster Care Agencies
(Referenced in Attachment K)

Name of Organization

Bair Foundation 1601 Greenbriar Place, OKC, OK 73159
Brown Schools 6262 S. Sheridan, Tulsa, OK 74133
Children’s Medical Center 744 W. 9", Tulsa, OK 74127

Choices for Life Foster Care 4101 Perimeter Center Drive, Ste 350, OKC, OK 73112
Cimmaron Valley 1005 9" Street, Woodward, OK 73802
Eagle Ridge Institute 601 NE 63", OKC, OK 73105

Families First 101 E. Gray Bldg. C, Norman, OK 73069
Human Skills and Resources 1710 E. 51° Street, Tulsa, OK 74105
SAFY 1209 Sovereign Row, OKC, OK 73108
Southwest Foster Care 4801 N. Classes, Ste 135, OKC, OK 73118
Sunbeam Family Services 616 NW 21%, OKC, OK 73106

Wesleyan Youth Inc. 4500 N. Classen, Ste 200, OKC, OK 73118

- Western Plains Youth and Family 1111 2 Street, Woodward, OK 73801
Youth and Family Services, Enid 2925 N, Midway, Enid, OK 73701

Youth & Fam Services, Bartlesville 2200 SE Washington Bivd., Bartlesville, OK 74006
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Oklahoma ITB #8070000006 Oklahoma Foundation for Medical Quality Inc.
Quality Improvement Organization Solicitation

Date: February 15, 2006
Attention:

Please note the revised bid sheet attached to this amendment. The new
bid sheet includes an additional column for the last (5) year option.

The deadline for submitting questions for the QIO bid are officially closed as
February 15, 2006. :

The Oklahoma Health Care Authority’s response to questions received regarding the
Quality Improvement Invitation to Bid are as follow: .

1. Reference ITB, Attachment B - Outpatient Hospital Observation Services
Retrospective Reviews Fee-For-Service Program: B5, page 23. “After 500 cases are
selected contractor shall analyze these cases with first level of review being completed
within 45 calendar days from receipt of the tape.”

If the first level review is to be done within 45 calendar days and the facilities
are allowed the traditional 30 days to submit charts, allowing 15 days to select the
sample would preclude the Contractor from completing the review.

Is there any consideration to matching the time frames documented in Attachment A?

At this time, there is no consideration to matching the time frames documented in

- Attachment A, The OHCA would expect that sampling time would be minimal following
the receipt of the tape. Because record review would likely be initiated as soon as
records are received and the amount of time to complete each review would be reduced
as compared to those required in Attachment A, the number of days necessary to
complete all reviews is anticipated to be lower.

2. Reference ITB, Section 9.2 Bid Submission Format, Chapter 1: Functional
Requirements, 1.3 Client Satisfaction Surveys, page 16: “If you have submitted such
data to the National Database, please submit a copy of the final report. If not, please
submit a sample report.”

Data is electronically uploaded to the National CAHPS Benchmarking Database (NCBD)
with verification of acceptance posted on the NCBD website, therefore no report is
available.

Would a final report summarizing survey resuits be acceptable?
The documentation requested is a final report or a sample report summarizing survey

results. If an organization has submitted data to the National Database, that
information would be expected to be included in the final report submitted for review.






Oklahoma ITB #8070000006 Oklahoma Foundation for Medical Quality Inc.
Quality Improvement Organization Solicitation

3. Reference ITB, Attachment D — Quality of Care Review of Medicaid Managed Care
Programs (SoonerCare), D1, page 28. “Should OHCA choose to exercise this option,
Contractor agrees to provider encounter data claims validation services; and such
services shall be incorporated under Schedule D.” .

Can we receive a copy of Schedule D?
The last sentence of paragraph D.1. Purpose (page 28) should read:

Should OHCA choose to exercise this option, Contractor agrees to provide
encounter data claims validation services; and such services shall be
incorporated under Attachment D.

Will the scope of the encounter data claims validation encompass only claims identified
through the QAPI projects specified in Attachment E or will it encompass a sample
selection from OHCA’s entire encounter data claims database?

If OHCA decides to exercise this option, encounter data claims validation services would
be completed through a sample selection from OHCA’s entire encounter data claims
database.

" 4. Reference ITB, Attachment D - Quality of Care Review of Medicaid Managed Care
Programs (SoonerCare), page 28:

All references to QISMC have been deleted from the CMS Website. CMS has a QAPI
Module Operational Guide available that is specific only to projects, but there does not
appear to be a mechanism available through CMS for evaluation of an organizational
infrastructure.

Since QISMC Standards for Domains 2 through 4 have been removed, is it acceptable to
continue to use them?

Attachment D, Section D.2 states:

QISMC Domains and Standards to be reviewed will be jointly determined by
Contractor and OHCA based upon CMS guidelines, deemed elements, and prior
QARI reviews. .

As of the date of this ITB, the relevant guidelines for SFY 2007 have not been
determined. It is possible that the OHCA and its Contractor for SFY 2007 will jointly
determine that the previously used QISMC guidelines are no longer useful for an
evaluation of an organization infrastructure. If that determination is mads, then the
QISMC guidelines would be replaced with relevant guidelines for completion of the
review. Attachment D serves as the placeholder for the completion of the evaluation.

5. Reference ITB, Attachment E - Quality Assessment and Performance Improvement
(QAPI) Projects, E6, page 29: “A draft of each report shall be produced and submitted

o
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to OHCA by March 15th . . .” Previously stated in E 2, E4, and ES5, the draft reports for
each of the projects are due on April 1st.

What draft reports are due by March 15%?
Attachment E, Section E.6. should read:

Contractor agrees to produce a report documenting the status of each QAPI in a
format agreeable with OHCA. A draft of each report shall be produced and
submitted to OHCA by April 1%, OHCA shall have thirty (30) calendar days to
review the document and return to Contractor with changes limited to formatting
only. The final report for each study shall be submitted to OHCA by May 15®.

What date will the contractor receive the recipient and encounter data necessary for -
project implementation?

Those dates will be determined during the development phase of each project as the
data will be specific to each project.

. 6. Reference ITB Section 9 Bid Submission Content and Requirements, 9.0 Responses,
B. Page Limitations, pg 14: "Responses to this bid shall have a maximum of 100 pages,
including all text, diagrams, attachments, and additional information.”

Several requirements in the ITB call for attachments of several documents such as QAPI
project samples (page 16), dlient satisfaction survey report (page 16), review
worksheets and quality screens (page 16), letters to providers for utilization and quality
issues (page 16), forms, instruments, and reports used for inspection of care (page 16),
sample letters, notices, forms, and reports for prior authorization of behavioral health
services (page 17), samples of quarterly Medicaid provider newsletters (page 17), SME
resume (page 17, if desired), five professional references on company letterhead,
including signed authorizations from each reference (page 19). Some of these
documents are as long as 20 pages.

Can requested reports and documents such as those described above be included as
attachments and be exempt from the 100 page limitation?

The following attachments will be exempt from the 100 page limitation requirement. |
Bidder must appropriately identify all attachments to the bid and include all attachments
behind the required bid response.

1.2 (pg. 16) final report for a quality improvement study required in 1.2.

1.3 (pg. 16) Sample report or final report of CAHPS and ECHO submitted to the
National Database.

1.4 (pg. 16) Sample forms, instruments and reports for section 1.4.

1.5 (pg. 16) Sample letters, notices, forms and reports requested in 1.5.
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1.7 (pg. 17) Samples of previous quarterly Medicaid Provider Newsletters requested in

Can the table of contents, executive summary, and tabs also be exempt from the 100
page limitation?

The table of contents and tabs are exempt from the 100 page limitation. The executive
summary is included in the 100 page limitation. .

7. Reference ITB Section 9 Bid Submission Content and Requirements, 9.0 Responses,
B. Page Limitations, pg 14: “The type size shall not be smaller than 10 point and top,
bottom, left and right margins shall be at least one inch, excluding headers and
footers.”

Can imbedded graphics also be excluded the type size requirement?
Yes, imbedded graphics may be excluded from the type size requirements.

8. Reference ITB Attachments H and K Inspections of Care for Inpatient and TFC
H.8.b) and H.8.c) page 36 and K.7.b) and K.7.c) page 51:

Will providers continue to have an appeal process through the contractor for Inspections
of Care for inpatient and TFC providers?

We are currently in the process of amending our rules to eliminate reconsideration and
provider appeals, effective as of July 1, 2006. Therefore, the bidder should assume that
there will be no reconsideration process and no provider appeals. In the event that the
rule change does not take place, we will amend the contract to reflect that change and
we understand that the bidder may want additional reimbursement.

9. Reference ITB Section 9 Bid Submission Content and Requirements, 9.1 Submission
of Bids, A, pg 14: "Bidders shall be required to deliver the following number of bids to
the DCS Central Purchasing, as indicated on the ITB instruction form:

o One (1) clearly identified original bid and six (6) copies of the completed bid.

¢ One (1) electronic file of the proposal in Microsoft Word.”

In order to comply with the requirement to submit the proposal in Microsoft Word, will
the Solicitation Request, bid sheet, and the Vendor/Payee Form be provided in Word
format? '

No. The solicitation request, bid sheet and vendor/payee form will be exempt from the
electronic bid submission format.

Will these documents be exempt from the 100 page limitation?

Yés.
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2# Questionnaire

1. Will the clarifications presented to the DCS by all bidders be made available t
everyone?

Yes — they will be posted to the DCS website as an amendment.

2. Can you verify the expected contract volumes in the QIO Bid Sheet for
Attachment A, Attachment B, Attachment E- Will there be 2 emergency room
projects, Attachment H and Attachment 1.

Expected contract volumes are as stated in Attachment A, Attachment B and
Attachment E .

Will there be 2 emergency room projects? Answer: no — there is 1 project.
Unable to respond to the question related to Attachment H and I as unable to
determine question; if bidder is seeking additional information regarding contract
utilization, please see the bidders' library listed in the ITB.

3# Questionnaire

1. Could you please share with us your methodology for scoring the technical and
pricing components of RFP 80700000067

All responses will be evaluated as stated in section 1.7 of the ITB.

2. May the bidder use OHCA as a reference if we éurrentiy conduct business with
the Authority  Yes.

3. . The sentence on page 20, Attachment A, in the last paragraph begins, * The
OHCA Medical Director and Contractor shall collaborate to establish any
additional,”Can you please complete this sentence?

The sentence should read as follows:
The OHCA Medical Director and Contractor shall collaborate to establish any

additional exclusions.

4, Page 29, E.6 states that drafts are due March 15™ and final report is due May 1%,
Sections E.2, E.4 and E.5, have draft due dates of April 1 and final report due
dates of May 15%. Section E.10. also has similar discrepancies. Can you clarify?

Attachment E, Section E.6. should read:

Contractor agrees to produce a report documenting the status of each QAPI in a
format agreeable with OHCA. A draft of each report shall be produced and
submitted to OHCA by April 1. OHCA shall have thirty (30) calendar days to
“eview the document and return to Contractor with changes limited to formatting
only. The final report for each study shall be submitted to OHCA by May 157,
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Helping People Lead Healthier Lives
March 6, 2006

Irene Bowman, Contracts and Procurement Officer
Department of Central Services

2401 N. Lincoln Blvd. Suite 116

Oklahoma City, OK 73105

Dear Ms. Bowman:

APS Healthcare Midwest (APS) is in receipt of your request for clarification on our
pricing proposal for Invitation to Bid (TTB) 8070000074 dated March 2,2006. We
appreciate this opportunity to respond due to the amendment of the expected number of
reviews for your four highest volume categories.

APS uses a rigorous pricing methodology to arrive at all our fina) pricing submissions
and subsequent budgets for our state programs. Our heavy emphasis on quality
improvement and provider education, and our considerable investments in customized
Health Information Technology (HIT) to automate data collection, analysis and reporting,
often accounts for 40% or more of our costs, Although these activities and technology
investments are vital to the success of the program they are not directly related to a

specific per unit review category.

Any time a state agency requests that we price out our services on a per unit cost, we
apply a pricing methodology that distributes these indirect costs across the various unit
categories based on the nature and volume of each category. Therefore, changes in any
review category, particularly a category or categories that make up a large percentage of

total reviews, will have a dramatic impact on the allocation of these costs. We have
applied our methodology for redistributing these costs across the review categories and
new quantity estimates provided in the clarification letter of March 2.

We believe we can deliver a high quality, cost-effective review service to Oklahoma at
the price quotes contained in the attached tables. I can make myself available to discuss
these quotes, should you or your colleagues desire, at your convenience.

—————

8403 ColesvilleRoad ¢ Suite 1600 ¢ Silver Spring, MD 20910 ¢ Tel 800.305.3720 ¢ Fax 301.563.7337
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March 2, 2006

Mr. Jim L. Wiliiams
President-and Chief Executive Officer
Oldahoma Foundation for Medical Quallty, inc.
14000 Quall Springs Parkway, Suite 400
Oxiahoma Clty, Okia. 73134-2600

Dear Mr. Wiliams:

The purpose of this letter is to request that you provide clarification to your bid submitted
in response to invitation to Bid (TTB) 8070000074 Contract to conduct medical retrospective
hospital reviews etc. For purposes of this request, clarification s defined to be such information
that slaboratas, explains or amplifies what Is already presented in your ITB response.

With this in mind, please provide the following clarifications enly:

1. The intention of OHCA on Attachment |, Outpatient Behavioral Heatth, Substance Abuse
and Psychologist Services, was to have the bidder quote a per unit price for authorizations and
pravide a separate per unit price for extensions. However, the bid shaet did not clearly request
separate quoles for authorizations and a quoate for extengions, and the estimated volume was
combined. Please provide a quote for authorizations and a separate quote for extensions

below.
Wmﬁy the prica(s) as previcusly submited.

Wﬂnpﬂmh’mmmthmm per autharization and (b) per
In extension.
[Price per review | 7. THRT-8i3008 | 711 8 | 71109-6/30/110 | TMHO-G/30M1

Annusl Total  51:760,527 151,795,738 |s1,831,652 {51,868, 285 k1,905, 651

The intention of OHCA on Attachment J, Inpatient, Therapeutic Foster Care, and
Medical Prior Authorization of Behavioral Health Services, was to have the bidder
quote a per unil price for authorizations and & per unit price for extensions.
authorizations and extensions, and the estimated volume was combined. Please
provide a quote for authorizations and a separate quote for extensions below.

Ws«w the price praviously submitted.
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mpmmmmquMwhr(a)mperaMMmd (b) per
j exiension. .

TMI10-6/30111

03-07-2006 00

T s————————"——

Price per review THI06-613007 | THNT-6/30008
New

Annual Total  {$1,520,220 $1,550,624 $1.581.634$1,613.269 $1,645,535

This form should not be modified in any manner. Al of the numbers are estimates and will
uwmmmmmmmm Responses may be faxed
tnmolhhdbuyeratmwzﬂm,mmmmmhs.mma;oomn Please mall
ymrmmmocscmwumu.umm Bivd, Sulte 118, Oklahoma City,

Olda. 73105

Notes™
Attachment J - Annual volume count provided on this clarification

ja 302 records higher than established in the ITB. Unit price is
the same as quoted in ITB bid sheet and is the same for a newv or
extension PA. The increase in total cost stated on this clavifi-
cation response for attachment J is created by the additional 302
reviews times the same unit price indicated on the original ITB

bid sheet.
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March 2, 2008

Mr. David Hunsaker

President APS Public Programs
innova Resource Group, LLC d/b/a
APS Healthcare Midwest

8403 Colesville Road, Suite 1600

Silver Spring, 20810
er S, 4R
Dear Mr. Hunsaker:

The purpose of this letter is to request that you provide clarification to your bid submitted
in response to Invitation to Bid (ITB) 8070000074 Contract to conduct medical retrospective
hospital reviews etc. For purposes of this request, clarification is defined to be such information
that elaborates, explains or amplifies what is already presented in your ITB response.

With this in mind, please provide the following clarifications only:

1. The intention of OHCA on Attachment |, Outpatient Behavioral Health, Substance Abuse
and Psychologist Services, was to have the bidder quote a per unit price for authorizations and
provide a separate per unit price for extensions. However, the bid sheet did not clearly request
separate quotes for authorizations and a quote for extensions, and the estimated volume was
combined. Please provide a quote for authorizations and a separate quote for extensions

below.

Ratify the price(s) as previously submitted.

Initial/Date
Qﬂ/_lﬂ{émme prices below are separate quotes for (a) price per authorization and (b) per
Initial/Dat extension.
Price per review | 7/1/06-6/30/07 | 7/1/07-8/30/08 { 7/1/08-6/30/09 | 7/1/09-6/30/10 | 7/1/10-6/30/11
New PA Requesf
Al Estimataof | $34.35 $34.35 $35.38 $36.44 | $37.54
17600
Request for PA .
Ennelom Anual | $16.50 $16.50 $17.00 $17.50 $18.03
37,400

Annual Total [1.221,660./51,221,660451,258,309!80 $1,334,940.8

$1,296,059,09

The intention of OHCA on Attachment J, Inpatient, Therapeutic Foster Care, and
Medicai Prior Authorization of Behavioral Heaith Services, was to have the bidder
quote a per unit price for authorizations and a per unit price for extensions.
However, the bid sheet did not specify that separate quotes were needed for
authorizations and extensions, and the estimated volume was combined. Please
provide a quote for authorizations and a separate quote for extensions below.

Ratify the price previously submitted.

2713

213

7
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initial/Date

'QQSL The prices below are separate quotes for (a) price per authorization and (b) per
Initigl/Dat extension.

Price per review $71706-6/30/07 | 7/4/07-6/30/08_| 711/08-6/30/09 | 7/1/09-6/30/10 711/10-6/30/11
New PA quuest
,;\ggm;aleshmalaof: $49.35 $49.35 $50.83 $52.36 $53.93
Request for PA
E:::::gn;ffnﬂua' $43.25 $43.25 $44.55 $45,88 $47.26
17,518
Annual Total  [51,398,426.010 $1,440.378.,/88 $1.528.,097.96
§1,396,426.10 $1,483,590.25

This form should not be modified in any manner. All of the numbers are estimates and will
pe utilized in determining an overall estimated annual cost analysis. Responses may be faxed
to the listed buyer at 405-522-1077, no tater than March 6, 2006, 3:00 p.m. Please mail
your original to DCS-Central Purchasing 2401 N. Lincoin Blivd. Suite 116, Oklahoma City,

Oklﬂy
WW 3/e / 7ccle

Authorized Signature Date /

irene Bowman
Contracts and Procurement Officer
Dept of Central Services







Inspection of Care

Individual Report

Name: DOB:
Age Gender Custody Type MedicaidNumber
Provider ID Provider Name
City State Zip Reviewer
Admit Date D/C Date Physician
A. Assessment
Activity Completed  Signed Date Update Quality

1. Psychiatric Evaluation Complete w/in 60 Hrs?..........

2. Medical Evaluation completed within 48 hours?.......

3. Social Evaluation Acute - 72 hours completed?.........

4. Social Evaluation RTC - 7days completed?................

5. Documented diagnosis and presenting symptoms indicate the need for admission?..

6. Diagnosis supported by information in medical

Quality Score /18
Positive Responses /

B. Consents
7. Documentation that patient/family/guardian received a copy of the following:
a. Behavior management of
b. Guidelines and
c. Grievance
d. Address Phone Number of DHS advocacy office..........cc.ccccoeeenene
e. Patient bill of
f. Seclusion/Restraint
g. Consent for case management/ auto-step down..........c.cccceeervenenee.
8. Informed consent signed by patient's guardian for the use of psychotropic medications..............c.ccocecenee
a. Informed consent for medication signed/dated by parent/quardian for continuation of psychotropic
medication at
b. Informed consent for medications signed/dated by parent/guardian for additional Psychotropic needs
c. Informed consent Contain information specific to the identified psychotropic medication, treatement
options (including no medication, other similare dedications, etC.).........cc.ccocvvereinenniencnenne.

Quality Score 0 /0
Positive Responses /





Inspection of Care

Individual Report
Name: DOB:

C. Individual Plan of Care
2T L 1TSS o] o 1RSSR
9. Master is developed within 4 days of any admission
10. Master is based on a diagnostic evaluation which includes medical exame, pshychological,
social, behaviroal, and developmental aspects of a
11. Individual Plan of Cares lists all five Axis to include supporting documenation indicating
need for addmission

12. Medical problems are identified on Axis 111 and child is receiving appropriate care.............
13. Individual Plan of Care includes:
a. Presenting
b. Goals of treatment and specific
c. Orders for all
d. Orders for
e. Orders for special
f. Specific discharge and aftercare plans that are appropriate for the
14. Is the IPC Signed and dated by interdisciplinary team members:
a. Signed and dated By interdisciplinary team
b. Signed and dated By interdisciplinary team
¢. Signed and dated By interdisciplinary team Registered NUISe...........ccccocereirennieiiiciiinens
d. Reviewed and signed by
e. Documentation shows collaboration with
15. Documenation indicates milieu staff is implementing
16. Is the progress noted on IPC, applicable to settings other than inpatient?.............cccococeneeee
17. Do IPC updates reflect Patient's response to Treatment as noted in chart?...........cccoceoeveenne.

Quality Score
Positive Responses
D. Specialized Care
18. Documentation that patients with development disabilities rendered appropriate care...............

19. Documentation treatment is being provided for Pt's specialized needs?...........cccccoevnencinenns
20. If 1:1 is approved, is it being provided as
21. Documentation supports need for 1:1

Quality Score /
Positive Responses /





Inspection of Care

Individual Report
Name: DOB:
PALIENT......ocvcviciieece e s E. Seclusion / Restraint

22 Use of Seclusion and restraints Monitored
a. Order for seclusion/restraint (name of LIP, date and time of order)?........ccccccevevnene.
b. Physician's order indicates RN/LIP can complete post assessment?............cccccccveeeenene
c. Face to face within 1 hr of by
d. Documentation of events leading to intervention and staff
e. Debriefing of
f. Notification of parent
g. Was medication used in conjunction with
h. Were "NOW" medications used in lieu of seclusion/restraint?
i. If medications were used, are they part of the Pt's routine medications?.......................
J. Were tx interventions re-evaluated as a result of seclusion/resetraint?.............c..ccc.....
23. Medical record does NOT contain PRN orders for the use of chemical restraint..............c.cc........
Quality Score 0/0
Positive Responses /
F. Discharge Planning
24. Discharge Planning: (effective day of discharge and arranged by facility) includes documentation of:
a. Behaviors that can be expected upon
b. Supports that need to be in place for the family in the

¢. Type of educational
d. Type of recreational
e. Day to day activities:
i.Ones that are good for the
ii. Ones that should be avoided for the

f. Involvement with biological family while inpatient or upon
g. Involvement with siblings while inpatient or upon
h. Whether the child is able to go to daycare vs. to home after school.............cccccovvveiiieiiiiienienns
i. Specific Recommendations:
i.Number of children in the
ii. Family setting vs. group
iii.If child is better with groups or
iv If child is better with males or
v.Intimacy
vi. Interactions with younger children in the
vii Interactions with older children in the
viii.Specific outpatient treatment
ix. Specific behavioral modification techniques/ calming techniques identified
for child while

25. Is discharge planning/ care coordination documented in the chart besides on the IPC and IPC
UPAAEES ...ttt ettt s ettt e bt e b e et et et e e b et e be b e b e et e st et bttt e R e et et ene et ereebe e enn

Quality Score 0/0
Positive Responses /





Inspection of Care

Individual Report
Name: DOB:

__G.Other ___
26. Admission/continued stay authorized by
27. Patient seen at time of
28. If the patient was not seen at the time of visit, why
29. Has facility resolved issues noted in prior Audits (CAP/quality/Recoupment?..........cccccevvevvevenae.
30. General Comments Quality Score
Positive Responses

Scoring Information

Axis Information A. Assessment  Points Total
Axis I. Quality 18
Positive
Axis la B. Consents Points Total
Axis Ib Quality 0 0
Positive
AXxis Ic C. Indiv.Care Points Total
Axis I1. Quality
Positive
Axis 111 D. Spec. Care  Points Total
Axis llla. Quality
Positive
Axis l1bl. E. Secl/Restraint Points Total
Axis Illc. Quality 0 0
Positive
Axis IV. F. DischargePlan Points Total
Quality 0 0
AXxis V.
Positive
G. Other Points  Total
Quality
H. Active Treatment
Positive
1. DOCLOK SESSIONS?..cvvivvieiierierieriereeeereeenneneens H. Active Points  Total
2. Individual Therapy.........ccocoovinieniiieiiencienns Quality
3. Family Therapy?.......ccooiiiiniineie e Positive 0 0
4. Process Group Therapy?......ccooveeveneinieennns OverAll Summary
5. Expressive Group Therapy?.......ccococeveienenne. Quality / = %
6. Rehabilitative Treatment?...........c..ccccoveeenes
Positive / = %

Quality Score /

/
/





Inspection of Care

Individual Report
Name: DOB:





Inspection of Care

Individual Report
Name: DOB:

The Quality Scoring Range is as follows:

0- NA

1-  Not documented in record

2- Documented in record, but not meeting requirements

3- Meets documentation requirements, minimal clinical information

4-  Meets documentation requirements, with some descriptive clinical information
5-  Meets documentation requirements, with detailed descriptive clinical

6- Meets documentation requirements, provides thorough clinical view






Individual Report Inspection
of Care TFC

Provider_ID

Provider_Name

Gender SSN DOB DC Date Review Date
Patient ID Pt Acct Num Reviewer Admit Date

AXis |
Axis la
Axis Ib
Axis Ic

AXxis 11

Axis 1
Axis llla
Axis I11b
Axis lllc

Axis IV

Axis V

. Assessment
Does the agency follow their policies and procedures in addressing an initial
L. ASSESSIMIEIIE?. ...tttk e ekt b e bbb et b kb s R R R R Rt E bRttt h et b bt e ar e

2. Clinical information supports medical necessity criteria for

3. Clinical Information documentation indicates initial assessment was face-to-face with client and legal guardian

and includes input from other sources when

10 o] o] o] 1 (-SSP
4. Clinical information documents child's needs; to include age, history, if MR-1Q scores, testing information;

assessed levels of functionality/ self sufficiency, and

Comments about the clinical assessment:

11. Individual Plan of Care

Master IPC with 14 days of

IPC was developed from assessment and includes input from child,CW,TFP and bio family, when
10 o o] o] T L (-SSRSO RSOOSR

Was CW notified within 5 days of admit of initial planning meeting
IPC has all five DSM-1V

All signatures are original: no stamped/photocopy

All signatures noted within 30 days of

IPC signed by

IPC signed by foster

N =

© N W

2010-2011





Individual Report Inspection
of Care TFC

Provider_ID
Provider_Name

.......................... CUITUT Bt

9. IPC signed by legal

10. IPC signed by treatment

11. If reunification is goal, efforts to involve bioparents

12. IPC lists all medication and

13. IPC addresses long term / short term goals?

14. Objectives are behaviorally descriptive, measurable and support goals within reasonable timelines.............c...........
15. Does IPC indicate frequency and duration of planned therapeutice sercies based on identified needs assessment.

16 Does IPC clearly indicate who is to provide identified

17 IPC Updates indicate progress/ regression, revisions of goals, objectives and discharge
Individual
Plan of Care
Comments:

111. Individual Plan of Care (IPC) Updates see extra report at end

1V. Records

1. Documentation reflects implementation of IPC across all

2. Documentation of services indicate treatment is occurring throughout the

3. Documentation and services provided for medical

4. Documentation that patients with developmental disabilities rendered appropriate

5.Documentation treatment is adapted for patient’s specialized
NEEAS?. ..ttt s
6.Does documentation support continued medical necessity criteria for

V. Discharge Planning

1. Active discharge planning within 90 days of estimated date of discharge (to include continued treatment services,
educational services, community resources, and living arrangements (i.e. DHS / OJA custody, traditional foster
care, reunification,

L] (o TR OO OO ST OSSP ST POV RSP PROVRTPRPR

2. Discharge plan developed with collaboration of CW and/or

3. Discharge Planning (effective day of discharge and arranged by facility ) includes documentation of:

a) Behaviors that can be expected upon

2010-2011





Individual Report Inspection
of Care TFC

Provider_ID
Provider_Name
b) Supports what needs to be in place for the family & in the
¢) Type of educational
d) Type of recreational
e) Day to day activities:
1.0nes that are good for the
2. Ones that should be avoided for the
f) Involvement with biological family while inpatient or upon
g) Involvement with siblings while inpatient or upon
h) Whether the child is able to go to daycare vs. to home after

i. Specific recommendations

1.) Number of children in the

2.) Family setting vs. group

3.) If child is better with groups or

4.) If child is better with males or

5.) Intimacy

6.) Interactions with younger children in the

7.) Interactions with older children in the
8.) Specific outpatient treatment
9.) Specific behavioral modification techiques/ calming techniques
identified for child while
INPALIENT. ...
j. Appointments: must include name and address of provider and specific date and time
1.) Outpatient
2.) Psychotropic medications............ccouevivieiiiiiicenieieseseeese e
3.) Case
4.) Medical /dental
5.) Other identified

4. Documented reason for use of any RBMS

5. Is discharge planning updated on IPC as indicated by clinical and other information....

2010-2011
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of Care TFC

Provider_ID

Provider_Name

V1. Therapy Services

A. Individual Therapy:
1.Goals/objectives identified on

2. Documented Services address identified treatment iSSUES/NEEAS..........ccvvveerenrrieiinnseeean

3. Documentation of child's reponse to intervention (progress/regression /re-evaluation).............
B. Family Therapy:

1. If reunification is goal, biofamily is involved in FT with this

2. Documentation agency is providing face to face consultation to TFP outside of FT? (2x Mo)..

3. Is contact with TPS occuring

4. Documentation agency providing ongoing child specific skills training and problem solving to

C. Group therapy:
1. Goals/ objectives identified on

2. Documented Services address identified and treatment iSSUES/NEEUS...........oceervrireiciiiccninins
3. Documentation of child's reponse to intervention (progress/regression /re-evaluation).............
4. Documentation of ratio not exceeding 8 children: 1 staff member............ccoooeviiiiniciine
D. Psychosocial Rehab
1. Group:
i. Documentation indicaates leader bachelor’'s or @aboVe............coccoviiiiiiiniiicse e

ii. Documentation of ratio not exceeding 8 children: 1 staff member..........cc.cooviiiiiiinnnnee
iii. Activity is based on identified need on

2. Individual :

i. Documentation of goal directed activities for child to restore, regain and improve basic skills,
self help, communication, socialization and adaptive skills necessary to reside successfully in
family or community SEtEING........ccoceiiiiiiicec s

ii. Activities are age/developmentally appropriate?..........cccoeiircieneneienereeee e
iii. Daily Logs are signed by person provider

iv. Documentation of consultation for Rehab leader by LMHP outside session?..............cc......

v. Activity is based on identified need on

2010-2011
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Provider_ID

Provider_Name

V1. Substance Abuse/ Chemical Dependency Education/ Prevention
1. Is there an identified substance abuse issue in the biofamily?..........cc.ccoccoviiiiiiiiiiiiies
2. Child has identified SUDSTANCE ADUSE ISSUES?........couveireeireeieceeereetee ettt sreeereeereeeaeeeeens

3. Material presented is related to identified substance abuse/ chemical dependency
LSS0 TSRS

VIII. Crisis Intervention:
1. Documentation of crisis / behavior redirection managed by residential foster parents.............

2. Documentation of Crisis / behavior redirection by agency staff..........cccoevirieiniiiiiicns

3. Documentation of staff availability to respond to residential foster parents in a crisis / behavior
redirection to stabilize the child's behavior and prevent placement
(o 1T 0T ] o] o OSSOSO

4. Documentation of case worker, DHS/OJA county of jurisdiction, county placement workers and
contract liaison contacted due to crisis / behavior
L=To T =Tt (o] o O TSRS

5. Documentation of face-to-face intervention by agency staff prior to any emergency

QISCRAIGE. ...ttt sttt sttt e bt et eenn
X. Quality of Care: Total from pagel+ 2= Scoring Range
1.Individual 0- N/A
2.Family 1- Not dpcumented in record
3.Group 2- Documented in record, but not meeting requirements

3- Meets documenation requirements, minimal clinical
4. Psychosocial Rehab- Group......

4- Meets documenation requirements, with some descriptive clinical
5. Psychosocial Rehabe Individual. information
6. SA/CD Education/ Prevention....

5- Meets documenation requirements,with detailed descriptive clinical
7. 6- Meets documenation requirements, provides thorough clinical

Total

2010-2011
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Ill. Individual Plan of Care (IPC) Updates
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Provider_ID

Provider_Name

IX. Active Treatment:

2010-2011





