Connecticut BHP

. Supporting Health and Recovery

PROVIDER NOTICE

Notice #: PN 2011- 06

Issued: September 2011
To: CT BHP Residential and Group Home Providers
Re: ProviderConnect Residential and Group Home Discharge Procedure

Dear Provider,

This notice is being sent to clarify the discharge process for DCF Residential and Group Home
Providers. The goal of the CT BHP is always to insure and manage the appropriate use of
resources while improving the consistency in program delivery as well as reduce the
administrative burden of providers.

In our effort to become more dependent on our electronic system, effective October 1, 2011, we
are asking that DCF Residential and Group Home Providers now complete discharge
information through the ProviderConnect application.

A step by step tutorial with accompanying screen shots from the ProviderConnect application has
been included with this notice. Please share with appropriate staff members. Additionally, a
template of the discharge form will also be available for those facilities in which clinical staff may want
to document the required information that an administrative or non-clinical staff may be entering into
the ProviderConnect application.

If you have any questions, please feel free to contact the CT BHP Call Center at 1-877-552-
8247.

Provider Relations Department
Connecticut Behavioral Health Partnership

Please Note: ProviderConnect users must complete their last MTPPR before
completing the electronic discharge. If the discharge is completed first, the user will
no longer have access to the member in their system. Discharges should also be
completed within a reasonable timeframe, within 24-48 hours from the actual
discharge.

Encl: Discharge Function Tutorial
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Discharge Function — ProviderConnect
1) On the ProviderConnect homepage, click on the “Enter an Authorization Request”
link either on the left navigation sidebar or the main body of the page.
—

Staging

H
i FTARTFORD HOSPITAL . Thank you for flsing ValueOptions ProviderConnect.

Specfic Member Search O R O oo i s e i S S S s S B S T

Authorization Listing

Enter an Authorization
Request

Wiew Clinical Drafts

YOUR MESSAGE CENTER

Review Referrals Recent Inquires Responded to by ValueOptions

Enter Bed Tracking DATE RECEIVED. SUBJECT MEMBER NAME
Information

............................ » 08-06-10 REFERRAL MYIHA SMITH COMPLETED
W onliye: el » 08-06-10 REFERRAL SHAWN SMITH COMPLETED

WHAT DO YOU WANT TO DO TODAY?
- Eligibility and Benefits Review Referrals

W Find a Specific Member m ) Review Referrals

- Enter or Review Authorization Reguest: » Wiew My Recent Authorization Letters

W Enter an Authorization Reguest » Enter Bed Tracking Information

W Review an Authorization

B VYiew Clinical Drafts

2) A *"Disclaimer” box will pop up warning that only completed and submitted requests will be
reviewed. Click the “Next” button.

Suging

Disclaimer

Please note that Valueptions p@agnizes anly fully completed and submitted requests as formal requests for authorization, Exiting or aberting the pracess prier te completion will nat result in a complated request, ValueGptions doss nat
recognize or retain data foprtially cornpleted requests. Upon full of the " Enter an Request " process, you will receive a screen noting the pended or approved status of your request. Receipt of this screen is
b

3) On the ‘Eligibility & Benefits Search’ page, search for the member by entering the member’s
9-digit Medicaid ID number in the “Member ID” field. In the “Date of Birth” field, enter the
member’s date of birth in MMDDYYYY format. Then click on the “Search” button.

Example: If the member’s date of birth is January 1, 1995, then enter “01011995" in the
‘Date of Birth’ field.

Eligibility & Benefits Search

F.equired fields are denoted by an asterisk [ * ) adjacent to the label,

wWarify a patient's eligibility and benefits information by entering search critaria below,

> #Mermber ID | (Vo spaces or dashes)

Last Marme |

First Harme |

P *Date of Birth (ArAEDD Y YYY)

Az of Date 08162010 (MADDYEYY)
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4) On the ‘Demographics’ page, click the “Next” button on the bottom of the page.

Sraging

Demographics  Enrollment History

o e ze1n

Subeeiher 10 LLECTTT PR P

Subscribar Kama WOLDS IR, LAMONYNE

5) On the ‘Select Service Address’ page, click on the radio button next to the appropriate
Provider Service Address and then press “Next”

Select Service Address
e e
Provider ID Last Hame Vendor ID Vendor Last Hame
First Name Vendor First Name
I [ Lo L
[ | | ]
_’m CBHPO02120 TEMP PROVIDER VCBO03159 TEMP PROVIDER
500 ENTERPRISE DR TP 500 ENTERPRISE DR TP
STE 4D STE 4D
ROCKY HILL, CT D8067-3313- ROCKY HILL, CT D8067-3313-
TEMPEAC
O  CBHeoD2120 TEMP PROVIDER VCB005758 TEMP PROVIDER
539093200 500 ENTERPRISE DR, 500 ENTERPRISE DR,
STE 4D STE 4D
ROCKY HILL, CT 08067-3313- ROCKY HILL, CT 08067-3313-

999999999

6) On the ‘Registered Services Header’ page, enter the date that services were started for the
member in the “Requested Start Date” field. For ease of use, click on the calendar next to
this field and select the appropriate start date to automatically put the date into this field.

Requested Services Header

Al Relds marked with an asterisk (%) are required.
Note: Disable pop-up blocker funchionalify o wiew all appropriate links.

*Reguested Start Diste {MMDDYYYY)

[T

*IMPORTANT! PLEASE MOTE: The Requested Start Date must be the same date as the last
authorized end date in order for the MTPPR request to be considered a concurrent. Users should

always verify the last authorized end date on the Auth Surmmary tab of the member's autharization
before beginning the member's MTPPR.

Example 1. The member is authorized for Residential/Group Home Services from:
110110 = 1200140 for 30 units.

The Requested Start Diate for the first BMATPPR should be 12/01/2010.
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7) Inthe ‘Level of Service’ field, select “Inpatient/HLOC”. Select the ‘Type of Service’, ‘Level of

Care’ and ‘Type of Care’ for this request. The values selected must match the values
selected on the initial request.

Requested Services Header

All fialdls marked witt

an aeterisk (%) are required.
Note: Disable pop-up Blocker funchionality fo wiew all aopropriate links.

*Reguested Start Diste [MMDOYYYY) *Level of Service

| INPATIENT/HLOC

*Type of Service *Lavel of Cars

Type of Cars *Admit Date :'MMDF-W]
| SELECT... v| [seLect... | [sELecT... w| |:|Eﬂ

8) Then enter the ‘Admit Date’ in MMDDYYY format or by using the calendar function. The
Admit Date must match the Admit Date on the initial review. Providers can verify the Admit
Date on the ‘Auth Summary’ tab of the member’s authorization.

Requested Services Header

All fialds marked with an asterisk (*) are required.
Nota: Disable pop-up blocker fundhionalily to view all spproprisie links.

*Reguested Start Diste [MMDOYYYY)

*Lavel of Service

| INPATIENT/HLOC b

*Type of Sarvice *Level of Care Type of Care Admit Date (MMDDYY YY)

| SELECT... w| |sELecT.. | |[sELECT.. ™| :l@

9) The “Attach a Document” section is not necessary.

10) Click the ‘Next’ button. NOTE: If no document has been attached, a pop up warning

message will appear to confirm if you want to proceed without attaching a document. Click
the ‘OK’ button to proceed.

Staging
Requested Services Header

A el markcect witt an asterisk (%) are required,
ote: Disable pop-up blocker Functionaliy to view aff agorapriste finks.

*Reguested Start Date (MMDDT YY)

*Level of Service
bsso201n |l

IHPATIENT/HLOC ]

*Type of Service *Lewel of Care

Type of Care *#cdit Date (MMDDY )
|[MEWTAL HEALTH v |  [RESIDENTIAL ¥| |RESIGENTIAL TREATMENT GENTER - GTHER | 08272010 (i)
»Provider
Tax ID Provider I Provider Last Name wendar I Provider Alternate 1D
060646668 -
Microsoft Internet Explorer.
»Member
P ) WARNING: You have nok attached a document ko this Request. Please click CAREL o return to the screen to attach a document or click OK to proceed with your request
Wember 1D 4 without attaching a document.,
TEMP000700074
Attach a Document

Complete the form befow to aifach 2 document witf iois Request

The following felci are only reguired iF you are uplbading s document

*Document Type: Does this Document

ical information shout the Merber? v ® N O
*Document Description

[HIGHER LEVEL OF CARE TREATWENT REQUEST ¥

UploadFile | ot o stiach 2 document iick to defete an sitached document
Attached Dacument:
[
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11) Click Enter Discharge Information button, and the discharge screen will display.

Sta gmg Pravider Connect Home
Requested Services Header
Racpaattad Shart Dty Masnbar Hirta cricer Hart weder 10
08/08/2010 TOMPKINS, JOUFD WHEELER CLINIC INC, ¥CE0033T0
Trps of Rcpomsl Werar 1D Pressider 10 Eravader Abwriita 1D HOL & for Butberizalicrs
CONCURRENT TEMPOBOTO0081 CBHPODOTES 14039365 sEeT.
Laual of Sarvica Typa of Sarvic Ll o Car Ty of Cara
INPATIENT/ HLOC antal Huallh firaup Hams Growp Homa - 2.0
There: s an esdsting authorization that bricges this date range.
I this a request for continuing care (conoument reguest) or do you with to enter Cischarge Information?
| C Process Sontinuing Care (Toncurent) Regquest ) [__enter Cischarge information | [ Cancel |

12) Complete the Required Fields of the Discharge Information Section
Actual Discharge Date
Primary Discharge Diagnosis
Discharge GAF
Discharge Condition
Medication at Discharge (open text field under Narrative Entry)
i. Users should list Medication, Dose, Frequency and reason for treatment.

cooow

Discharge Information

*Actual Discharge Date (MMDDYYYY)
[oszs2010 | [

Primary Discharge Disgnosis  Description

*Discharge GAF

—

*Discharge Condition

{" Improved {7 No Change {7 Waorse {7 Unknown

*Medication at Discharge

¥ Marrative History

~Narrative Entry (0 f 250)
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13) Complete the Required Fields of the Current Risks Section.
a. Member’s Risk to Self
b. Member’'s Risk to Others
i. If either rating is (2) Moderate or (3) Severe...check all that apply (i.e.
Ideation, Intent, Plan, etc.)
Current Risks
Key:
0 = None 1 = Mid or Mildly Incapacitating 2 = Moderate or Mederately Incapacitating 3 = Severe or Seversly Incapacitating  M/A = Not Assessed

*Member’ s Risk to Seif *Member’ s Risk to Others

CoC1C 2030 N/A CotC1C 2030 N/A
Check all that apply (*Required if Risk is Moderate or Severe) Check all that apply (*Required if Risk is Moderate or Severe)
[T 1destion [T 1destion
I_ Intent I_ Intent
I_ Plzn I_ Plzn
I_ Mezns I_ Mezns

I_ Current Serious Attempts I_ Current Serious Attempts

I_ Prior Serious Attempts I_ Prior Serious Attempts

I_ Prior Gestures I_ Prior Gestures

14) Complete the (12) Required Fields of the Current Impairments Rating Section

Current Impairments

Key:

0 = Mone 1 = Mild or Mildly Incapacitating 2 = Moderate or Moderately Incapacitating 3 = Savers or Severely Incapacitating  NJA = Not Assessed
*Mood Disturbances [Depression or Mania) *Weight Change Associsted with 2 Behavioral Dizgnosis

o1z 30 A o1z 30 A

*Anxiety *Medical/ Phwsical Conditions
Cof 12 3 NA o120 30 NA

*peychasis/ Hallucinations’ Delusions *Substance Abuse/ Dependencs

o123 NjA o1z 30 NA
*Thinking/ Cognition/ Memory Concentration Problems *Jobf School Perdformance Problens
o123 NfA o123 NA

*Impulsive Reckless! Aggressive Behavior *CSocial Fundioning/ Relstionships/ Maritall Famiby Problems

o1z 30 A Col1Tz 30 A
*Activities of Daily Living Problems *Legsl
Cof 12 3 NA o1 230 NjA
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15) Complete the Discharge Required Fields

(o

. Type of Discharge
. Discharge Plan in Place

PCP notified?

. Actual Level of Care/Service Discharged To (Primary) (drop down menu)

Actual Discharge Residence (Primary) (drop down menu)
Is member being discharged from RTC, GH or PRTF?

i. Ifyes, Reason for RTC, GH or PRTF Discharge (drop down menu)

>0 Q

. Additional RTC, GH or PRTF Discharge Information
. While not required, any additional information on reason for discharge, provider name,

level of care and contact information would be extremely beneficial.

Relationship
Phone #

*Type of Discharge
{7 AMA {7 Planned

*Is member being discharged from RTC, GH, or PRTF?

" yes T No

*Person to Contact for Follow Up

Person to Contact for Follow Up

*Discharge plan in place?

" ves {7 No

*PCP notified?

" ves £ No £ NjA

*1f Yes, Reason for RTC, GH, or PRTF Dischargs

| sELECT... =]

*Relationship

| SELECT... =]

16) Complete the Required Fields of the Aftercare Planning Section.
a. Does the discharge plan involve Member, Guardian and/or Parent Participation?
b. What CT BHP services are needed?
c. Other Resources/Support System to be utilized
i. While not required, any additional information would be beneficial.

Aftercare Planning

plan invelve Member, Guardizn andfor

{7 Yes € No 7 Unknown

Mediczl Aftercars

» MNarrative History

{0 of 250)

«MNarrative Entry

1]

s MCO notified to assist in members
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*actual Level of Care/Service Discharged To {Primary)

| SELECT... =]

*Actual Discharge Residence (Primary)

| SELECT... =
Additionzsl RTC, GH, or PRTF Discharge Information

» Marrative History

~Narrative Entry (0 of 250)
-
[
*Phone #
Y N L

*\What CT BHP services ars nesded?

| SELECT... =]

Other Rescurces/Support System to be Utilized
¥ Marrative History

(0 of 250)

«Marrative Entry
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17) Complete the last (2) Aftercare Section Required Fields
a. Aftercare Behavioral Health Provider
b. Aftercare Prescribing Physician

NOTE: Please do not use the ValueOptions Health Alert Preferences

DO NOT USE |y sutoma

You MUST obiain the mam, E wiizing this service anc

ValueOptions Health Alert Preferences

*Aftercare Behavioral Health Provider

{” Mot Arranged {7 Do Mot Know {7 Arranged

*Aftercare Prescribing Physician

{™ Mot Arranged {7 Do Mot Know § Arranged

11) Click Save Discharge Information (btm of page) to Complete Form

Scheduled Appointment Date (MMDOY YY) Scheduled &ppointment Time (HH:MM:55)
@ I T member R

*add one more behavioral health appointment? {7 Yes (% No

Return To Provider Home I Sawve Discharge Information
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