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FOREWORD

This manual is designed to try and bring a sense of true partnership to the MH/DD/SA service and support contracting process.  It is not designed as a way to eliminate all potential problems, but rather as a way to begin the process of mutually identifying how we can go forward in our quest to seek best practice for the consumers of our services and in our business practices that we might be more effective and efficient.  We hope that we can become true partners through demonstrating the mutual respect that is embodied in this effort.  As we collaborate to seek quality and fairness in our relationships and business practices, we can make the system more “friendly” to all of the participants in it.  Let us each take responsibility for our own behavior.  Let us be willing to not just seek the status quo, but rather a new and better way.

Partnership (part-ner-ship’)n.  A relationship between individuals or groups that is characterized by mutual cooperation and responsibility, as for the achievement of a specified goal.  (Webster’s)
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OPERATIONS MANUAL

INTRODUCTION

This manual is a binding part of the Provider of MH/DD/SA Services Contract (“Contract”) between the Area Authority/County Program/LME and the Contract Provider Agency. The intent of this manual is to reference detailed information and where possible require the same statewide procedures as part of any agreement or contract between an Area Authority/County Program/LME and a provider agency.    
Information or procedures, which pertain only to Medicaid providers or only to State Funded providers, are identified.  The absence of this designation Medicaid or State Funded means that the information or source document pertains to both types of providers. References to the Area Authority/County Program/LME policy and procedures mean that the local LME may insert their own information and that statewide applications do not apply at this time.

This provider Operations Manual may be changed during the contract period due to revisions of policies and procedures of the Area Authority/County Program/LME, in addition to changes at the local and state level.  The provider is responsible for complying with all Area Authority/County Program/LME, state and federal rules and laws associated with the services they provide.

SECTION I: WHERE TO GO FOR ANSWERS

	Question Subject
	Contact Person(s)

	Medical/Physician Questions
	Dr. Randall Purdy, Medical Director

910-738-5261

	Community Programs, Legislation,

Grants, Housing, Etc.
	Kathy Baker, Planning & Collaboration Director

910-272-1208 or 910-738-5261

kbaker@srmhc.org
FAX#: 910-738-8230

	Director of Finance
	Vicki Evans, Director

910-272-1217 or 910-738-5261

vevans@srmhc.org
FAX#: 910-272-1299

	Claims for Services
	Amy Abrams, Reimbursement Officer 

910-272-1230 or 910-738-5261

aabrams@srmhc.org
FAX#: 910-738-1299

	Director of Service Management
	Janine Britt, Clinical Director

910-272-1275 or 910-734-1838

jbritt@srmhc.org
FAX#: 910-345-8971

	Service Management –

Access to Care
	Victoria Jackson, Program Manager

910-272-1240

vjackson@srmhc.org
Jerome Johnson, Daytime Supervisor

910-272-1294

jjohnson@srmhc.org
Beth Locklear, After Hours Supervisor

910-272-1244

blocklear@srmhc.org
FAX#: 910-345-8971

	Service Management - Authorizations, Utilization Management, PPR
	June Freeman, UM Supervisor

910-272-1281 or 910-738-6466

jfreeman@srmhc.org
Helen Hunt, MR/DD Unit Coordinator

910-272-1273 or 910-738-6466

hhunt@srmhc.org
Dawn Cox, Substance Abuse Unit Coordinator
910-272-1265 or 910-738-6466

dcox@srmhc.org
Sandra Ebron, Adult Unit Coordinator

910-272-1263 or 910-738-6466

sebron@srmhc.org
FAX #: 910-739-7125

	Service Management –

Care Coordination (CC)

System of Care (SOC)
	Tammy Oxendine, CC/SOC Supervisor

910-272-1214 or 910-738-6466

toxendine@srmhc.org
Aldina Lyons, Hospital Liaison

910-272-1259 or 910-738-6466

alyons@srmhc.org
Pamela Gooden, Adult Care Coordinator

910-272-1278 or 910-738-6466

pgooden@srmhc.org
Miranda Graves, Adult Care Coordinator and Guardianship

910-272-1269 or 910-738-6466

mgraves@srmhc.org
Cheryl Harris, Child Care Coordinator and Deaf/Hard of Hearing Liaison

910-272-1272 or 910-738-6466

cpatrick@srmhc.org
Mary Neil Thompson, School Care Coordinator

910-217-2683

mmorris@srmhc.org
FAX#: 910-345-8971

	Director of Provider Relations
	Caroline Staton, Director

910-272-1267 or 910-738-5261

cstaton@srmhc.org
FAX#: 910-739-0200

	Provider Relations: Monitoring, Consumer Incident Reports, Endorsement of Enhanced Benefits Process, General Concerns, etc.
	Melinda Weissinger, Quality Assurance Specialist

910-272-1223 or 910-738-5261

mweissinger@srmhc.org
Elsa Shaw, Quality Assurance Specialist

910-272-1274 or 910-738-5261

eshaw@srmhc.org
Tara Sessoms, Quality Assurance Specialist

910-272-1235 or 910-738-5261

tsessoms@srmhc.org
FAX#: 910-739-0200

	Provider Relations: Contracts, Memorandums of Agreement
	Gary Allen, Contract Administrator

910-272-1233 or 910-738-5261

gallen@srmhc.org
FAX#: 910-739-0200

	Quality Management – (Data Management) Medical Records/Release of Information, NCTOPPS
	Shirley Townsend, Director

910-272-1210 or 910-738-5261

stownsend@srmhc.org
Paula Mauney
910-272-1239 or 910-738-5261

pmauney@srmhc.org 

FAX: 910-738-6812

	Quality Management
	Shirley Townsend, Director

910-272-1210 or 910-738-5261

stownsend@srmhc.org
Penny Sutton, Quality Assurance Specialist

910-272-1260 or 910-738-5261

psutton@srmhc.org 

FAX#: 910-738-8230

	Information Systems

CareLink System
	Wanda Green, Information Systems Manager

910-272-1211 or 910-738-5261

wgreen@srmhc.org
Tom Lumpkin

 910-272-1234 or 910-738-5261

tlumpkin@srmhc.org 

FAX#: 910-738-8230

	Customer Services –

 CFAC, Consumer Complaints, Human Rights Committee, Grievances
	Dildra Jessup, Director

910-272-1246 or 910-738-5261

djessup@srmhc.org
Jennifer Dunham

910-272-1212 or 910-738-5261

jdunham@srmhc.org
Donna Stevens

910-272-1259 or 910-738-5261

dstevens@srmhc.org 

Tecia Jones

910-272-1295 or 910-738-5261

 tthomas-jones@srmhc.org
FAX#: 910-738-8230

	Medicaid Billing Questions
	http://www.dhhs.state.nc.us/bulletin/BasicMed0306.pdf




SECTION II 

Comprehensive List of State and Federal Requirements for

The Area Authority and Provider

The document below serves as sufficient and necessary direction to Providers for accessing pertinent rules, regulations, standards, and other information referenced in Article I, Section 1.2 of the Agreement.  These documents change based on legislative action, change in federal and state policy, and state procedures. There is a mutual responsibility for Providers and Area Authorities to each routinely check these items for updates on requirements. If a Provider is uncertain how a State or Federal change will be implemented, or if an Area Authority has concerns about how a change will be implemented, then the Area Authority shall make a good faith effort to get further information or resolution regarding implementation and share this with the Provider. However, the Provider shall not exclusively rely upon only the Area Authority for information. If a Provider has problems obtaining or understanding the information referenced in this section, please contact the following department/individual at the Area Authority.

Comprehensive List of State and Federal Requirements for

The Area Authority and Provider

(All links below are as given by NC-DHHS)

	REQUIREMENT
	SUGGESTED ACCESS
	WEB SITE, IF AVAILABLE

	APSM 30-1 (Rules for MH/DD/SA- Core rules for services and also includes State-covered services definitions)

APSM 45-1 (Confidentiality)

APSM 45-2 (Service Record Manual)

APSM 45-2a (Service Records Resource Manual)

APSM 95-2 (Client Rights)

APSM 10-3 (Records Retention and Disposition Schedule)

APSM 75-1 (Area Programs Budget ProManual)

45 CFR Par & 164 (HIPAA Standards for Privacy and Security of Health Information)
	Contact:

Mail Service Center, 3015

Raleigh, NC 27699

(919) 715-1294
	Contact Web Master for the NC Division of MH/DD/SA Services and NC Division of Medical Assistance

www.ncdhhs.gov/mhddsas/statspublications/manualsforms/ 



	CAP-MR/DD Manual –(CAP Providers and Core Competencies Training Requirements for MR/MI service providers)
	Contact:

Mail Service Center, 3015

Raleigh, NC 27699

(919) 715-1294
	http://www.ncdhhs.gov/mhddsas/cap-mrdd/index.htm 



	Medicaid-Related Documents

Medicaid-covered services definitions

Medicaid Services Guidelines 

Medicaid Communiqués
	Contact:

Mail Service Center, 3015

Raleigh, NC 27699

(919) 715-1294
	http://www.dhhs.state.nc.us/mhddsas/medicaid/index.htm


	Residential Licensure Requirements
	(919) 855-3750
	http://facility-services.state.nc.us/provider.htm

	Health Care Personnel Registry
	(919) 733-8500 or 

(919) 715-0562


	http://facility-services.state.nc.us/hcarpage.htm and www.ncnar.org 

	Endorsement of Providers of Enhanced Benefits Services
	
	http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/index.htm 

	SB 163- Monitoring of Providers
	
	http://www.ncdhhs.gov/mhddsas/sb163/index.htm

	State Level
	
	

	General Statutes

122-C Mental Health, Substance Abuse, Developmental Disabilities Act of 1985

Applicable sections include but are not limited to:

· 122C-3 Definitions

· 122C-4 Use of phrase “client or his legally responsible person

· 122C-51 Declaration of Policy on clients rights

· 122C-52 Right to confidentiality

· 122C-53-56 Exceptions…

· 122C-57 Right to treatment and consent to treatment

· 122C-58 Civil Rights and civil remedies

· 122C-59 Use of Corporal punishment

· 122C-60 Use of physical restraints or seclusion

· 122C-61 Treatment rights in 24-hour facilities

· 122C-62 Additional rights in 24-hour facilities

· 122C-63 Assurance for continuity of care for individuals with mental retardation

· 122C-64 Human rights Committees

· 122C-65 Offenses relating to clients

· 122C-66 Protection from abuse and exploitation; reporting

· 122C-67 Other rules regarding abuse, exploitation, neglect, no prohibited

· 122C-(116,141,142,146) Local Government Entity

· 122C-151.3 and 151.4 Resolving Disputes with Contractors, etc

· 90-21.4 Treatment of Minors

· 7A 517, 452-553 Abuse and neglect of Minors

       108A 99-111 Abuse and Neglect of Disabled 

      Adults

· 122C-151.3 and 151.4 Resolving Disputes with Contractors, etc. 
	
	All of the NC general statutes can be located on-line at the following site. Just type in the statute number you wish to review in the search box that is in this site.

www.ncleg.net


	DHHS Disaster Preparedness, Response and Recovery Plan
	
	http://www.ncdhhs.gov/mhddsas/disasterpreparedness/disasterplan04-05.pdf
http://www.ncdhhs.gov/mhddsas/disasterpreparedness/index.html

	SB 926- Monitoring of Providers
	
	http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/index.htm 

	Incident and Death Response System (Reporting) – Manual and Forms
	
	http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm#incident 

	Endorsement of Enhanced Benefits Services
	
	http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/index.htm 

	Performance Agreement (03-04) between DMH and Area programs-Attachment 12-prompt pay
	
	www.dhhs.state.nc.us/mhddsas/performanceagreement


	Contract between the Area Authority and the NC division of MH/DD/SAS
	
	http://www.ncdhhs.gov/mhddsas 

	Federal Level
	
	

	Drug Free Workplace Act of 1988 as revised
	Library-Federal Laws
	http://www.dol.gov/elaws/drugfree.htm 

	 Section 503 and 504 of the Rehabilitation Act of 1973
	Library –Federal Laws
	http://www.dol.gov/dol/compliance/compliance-majorlaw.htm#eeo 

	Civil Rights Act of 1964
	      Library-Federal Laws
	www.eeoc.gov 

http://www.eeoc.gov/policy/vii.html

	Non-Profit Agencies-Conflict of Interest 1993 Session Laws: Chapter 321, Section 16
	Library-Federal Laws
	www.dol.gov

	Public Law 99-319, May 1986

Protection and Advocacy for Mentally Ill Persons
	Library-Federal Laws
	http://thomas.loc.gov/bss/d099/d099laws.html
Search for 99-320

	· Title I Protection and Advocacy Systems

· Title II Reinstatement of Rights for Mental Health patients
	
	http://www4.law.cornell.edu/uscode/42/ch114.html

	Public Law 100-509 Protection & Advocacy for Mentally Ill

Individual Amendments Act of 1988, October 1988
	Library-Federal Laws
	http://thomas.loc.gov/bss/d100/d100laws.html
Search for 100-509

http://www.oxfordhouse.org/fairhouse.html

	Public Law 101– 496 Developmental Disabilities Assistance and Bill of Rights Act of 1990
	Library-Federal Laws
	http://thomas.loc.gov/bss/d101/d101laws.html
Search for 101-496

	42 CFR Part 2 Confidentiality Regulations

45 CFR Part 160 & 164 HIPAA Standards

for Privacy of Health Information
	Library-Federal Laws
	Federal Regulations search:

http://www.gpoaccess.gov/cfr/index.html

	Office of the Inspector General (Exclusions - “Lower-tier Transactions and disbarment”)
	Library – Federal Laws
	http://oig.hhs.gov/fraud/exclusions.html 

	Pro-children Act

Section 1041-1044 of the Educate America Act of 1994 prohibiting smoking in areas used by children. 
	Library – Federal Laws
	http://www.ed.gov/legislation/GOALS2000/TheAct/intro.html

	Americans with Disabilities Act


	Library – Federal Laws
	http://www.usdoj.gov/crt/ada/adahom1.htm

	OTHER
	
	

	North Carolina Council of Community MH/DD/SAS Programs
	
	www.nc-council.org


	NCcareLINK System
	
	https://www.nccarelink.gov/ 

	North Carolina Division of Medical Assistance (DMA)
	
	http://www.ncdhhs.gov/dma/provider/index.htm 

	NC Division of Health Service Regulation (formerly Division of Facility Services)
	
	http://www.ncdhhs.gov/dhsr/index.html 

	Area Authority/LME -Specific 
	
	

	Local Business Plan
	
	www.srmhc.org 

	Local Policies and Procedures
	
	www.srmhc.org 

	
	
	(additional as needed)

	NC DMA False Claims Act Education
	
	http://www.dhhs.state.nc.us/dma/fca/index.htm



SECTION III

PROVIDER RELATIONS DIVISION

· Medicaid Provider - www.ncdhhs.gov/dma/mp/mpindex.htm  
· State Funded Provider (GS 122C-151.4) AA/CP policies/procedures

PROBLEM RESOLUTION/DISPUTES AND APPEALS:
If problems arise between the Provider and the Area Authority in the delivery of services, the parties shall attempt whenever possible to resolve these problems informally in a reasonable and timely manner.  In the event that informal resolution is not appropriate or is unsuccessful, the process outlined in GS 122C-151.4 shall be followed.

See Area Authority’s Dispute Resolution Procedure as follows:

DISPUTE RESOLUTION PROCEDURE (NON-EMPLOYEE)

The following is consistent with NC General Statutes, and NC Administrative Rules, and is intended to address disputes falling under § 122C-151.3 as well as disputes not falling within the purview of § 122C-151.4(c).  This procedure also establishes the process, when applicable, for appealing to the State Mental Health, Developmental Disability, and Substance Abuse (MH/DD/SAS) Appeals Panel.  The procedure does not apply to employee grievances and, to the extent that it is inconsistent with other appeal rights established by the Local Management Entity (LME), Federal law or State law, it is inapplicable.
The LME recognizes the importance of having an orderly appeal process for resolving disputes.  Actions or inactions taken by any LME division shall be documented in writing and mailed by Certified Mail within 15 calendar days from the date of the action or inaction.  Providers and individuals shall be informed of the agency’s Dispute Resolution Process during their initial contact with Southeastern Regional MH/DD/SAS and in written notification of actions or inactions taken by the LME.  All written notifications of actions or inactions by any LME division shall document the appellant’s right to appeal.

1. When a provider or individual disagrees with an action or inaction by the LME, the disputing party (appellant) is required to submit a written statement which is to include, at a minimum, any documentation which supports the appellant’s position.  This statement is to be mailed to the director of the LME division and must be received within 15 calendar days of the date of receipt or attempted delivery of the LME’s decision.  If statement of dispute is not received within the required time frame, the appellant shall be deemed to be satisfied with the LME’s action or inaction and to have waived the appellant’s appeal rights under this procedure.

2. The Division Director will review the written statement upon its timely submission and provide the appellant with a written response, sent by Certified or Registered Mail, within 15 calendar days from the date of receipt of the appellant’s statement.

3. Should a resolution of the dispute not be reached, the Division Director will notify the appellant of the impasse in writing and mail by Certified Mail within 15 calendar days from the date of the initial review.  A copy of the review decision shall be forwarded to the Area Director within 5 calendar days from the date of notification to the appellant.  The notification shall document the appellant’s right to appeal to the Area Director in the event he or she disagrees with the Division Director’s review decision.  If the appellant chooses to continue to appeal the matter, the appellant must request an opportunity to be heard before the Area Director by notifying the Area Director in writing, via Certified or Registered Mail, within 15 calendar days from the date of receipt or attempted delivery of the notification of the impasse sent by the Division Director; otherwise, the appellant will be deemed to be satisfied with the Division Director’s action or inaction and to have waived the appellant’s appeal rights under this procedure.

4. The Area Director will review the written statement and conduct an informal hearing with the appellant not more than 15 calendar days from the date of receipt of the appellant’s request for a hearing.  At anytime during the course of the review, the Area Director may decide to convene the Ad Hoc Appeal Review Committee for review of the appellant’s statement.  Whether the hearing is conducted by the Area Director or the Ad Hoc Appeal Review Committee, the appellant shall be given the option to meet in person or via telephone (conference).  The review is limited to only those items identified in the original notification of action on inaction by the Division Director.  The chairperson of the committee issues a written recommendation to the LME Director.

5. Should a resolution of the dispute not be reached at this point, the Area Director will notify the appellant of the impasse in writing, by Certified or Registered Mail, The Area Director shall forward a copy of the review decision to the Area Board’s Operations Committee within 5 calendar days the date of notification to the appellant.  The notification shall document the appellant’s right to appeal to the Operations Committee in the event he or she disagrees with the Area Director’s review decision.  The appellant may request a hearing before the Operations Committee by notifying the Area Director in writing, via Certified or Registered Mail.  This request must be made within 20 calendar days from the date of receipt or attempted delivery of the notification; otherwise, the appellant will be deemed  satisfied with the LME’s action or inaction and to have waived the appellant’s appeal rights under this procedure.
6. The Area Board’s Planning and Operations Committee will review the materials provided by the appellant and conduct a hearing with the appellant not more than 20 calendar days from the date of receipt of the appellant’s request for a hearing.  The appellant shall be given the option to meet with the Area Board’s Planning and Operations Committee in person or via telephone (conference).  Upon rendering a decision, the Planning and Operations Committee shall recommend to the full Area Board one of the following actions: (a) uphold the finding(s) of the Area Director or (b) reverse the finding(s) of the Area Director.  The recommendations to the full Area Board shall be made by the Planning and Operations Committee within 15 calendar days of the hearing.
7. The full Area Board shall receive and act upon the recommendation of the Planning and Operations Committee at its next regularly scheduled Area Board meeting.  The Area Board shall decide one of the following: (a) to affirm the LME Director’s decision, (b) to reverse the LME Director’s decision, or (c) to offer the appellant an opportunity to present the appellant’s position before the board members by placing the issue on the agenda for the next board meeting.  The appellant shall be notified of the Area Board’s decision, by Certified or Registered Mail, within ten (10) calendar days from the date of the Area Board’s action upon the recommendation of the Planning and Operations Committee.  The decision of the Area Board shall be final.

8. Should a disputing party approach an Area Board member without first providing a Director and/or the LME Director, with the disputing party’s position in writing, that Area Board member shall decline to discuss the matter and immediately direct the disputing party to the LME Director or his/her designee for instructions on the procedure for resolving disputes.
LME Local Reconsideration Process for Endorsement Denials and Withdrawls

When a provider disagrees with a Notification of Endorsement Action communicating a denial or withdrawal of endorsement, the provider must request a local reconsideration of the decision as follows:

1. The request for local reconsideration shall be made in writing and sent by certified mail to the Chief Executive Officer (CEO) of the Endorsing Agency within 20 calendar days from the receipt of the Notification of Endorsement Action letter.  The request shall contain any information the provider wishes to submit and a brief statement of the basis upon which the Endorsing Agency’s decision is being challenged.  The LME reconsideration decision will be based on the information that was available at the time of the review.

2. The decision of the Endorsing Agency shall be considered final if a local reconsideration    request is not received by the Endorsing Agency within 20 calendar days of delivery/attempted delivery (per certified mail receipt) to the provider of the Notification of Endorsement Action or if the provider withdraws the request for reconsideration.

3. The Endorsing Agency shall respond to the provider’s request for reconsideration of the endorsement denial or withdrawal of endorsement and make a local reconsideration decision within 20 calendar days from the receipt of the provider’s reconsideration request.  The reconsideration decision made by the Endorsing Agency shall be in writing and sent to the provider by certified mail.

4. If the provider does not accept the local reconsideration decision, the provider may appeal in writing to the DMH/DD/SAS Provider Endorsement Appeal Panel by following the 10A NCAC 27G .0808-.0812 rules.

Note:  NC General Statue § 122C-151.3; N.C. General Statue § 122C-151.4(c); 10A NCAC   27G .0808-.0812; CO PA-CR 3.0; NC DMH/DD/SAS Endorsement Policy
NEW PROVIDER PROCESS
Providers who want to be endorsed to provide mental health, developmental disabilities and substance abuse enhanced services must be endorsed by the LME. Providers must submit an application for the particular service for which they are applying and will be expected to go through the Endorsement Process in order to be enrolled with DMA. See Communication Bulletins # 37, 44, and 47and 55, etc at http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/index.htm .

Along with the Endorsement Application, which is now located on the DMA website at the following location: http://www.nctracks.nc.gov/provider/enrollment/cisenroll.pdf?formSelect=cisenroll.pdf (for Community Intervention Services) 
· Performing providers that have multiple treatment specialties and/or license types must check all applicable fields. (for details regarding license types, refer to the January 2005 NC Special Medicaid Bulletin “Expansion of Provider Types for Outpatient Behavioral Services Phase II”).  If license number is applicable to the performing provider, this information must be completed.

· Copies of all licenses must be submitted with this form for verification purposes. Billing will not proceed if credentials are not validated.

· Certificates of Insurance, submitted into the LME annually, which would include all insurance requirements as per the Contract/MOA.

Other information that needs to be sent to the LME is as follows:

· The Provider Financial Data Sheet must be completed on all consumers receiving services and sent to the LME Reimbursement Department.

· Care Link User Request Form - The Care Link system is utilized to obtain authorization for IPRS funded services as well as billing for these funds.  It is required of all providers who wish to access IPRS State and Federal funds to utilize this system.  
SRMH/DD/SAS will assign a User ID and Pass code to the provider.  Once the provider receives their User ID and Pass code they can access Care Links through the Internet.  The address is: https://carelink.carenetasp.com/SERegional/login.asp 

ENDORSEMENT OF ENHANCED BENEFITS SERVICES

Provider Endorsement Procedure:

The purpose of the endorsement policy is to establish a statewide system for assuring that providers of mental health, developmental disabilities and substance abuse (mh/dd/sa) services meet qualifications required to be eligible to receive Medicaid funding.  This system ensures that individuals receive services and supports from providers that comply with state and federal laws, rules, regulations, quality standards and policies.

Southeastern Regional LME will follow the NC Division of MH/DD/SAS’ Policy and Procedure For Endorsement Of Providers Of Medicaid Reimbursable MH/DD/SA Services (12/03/07 Revision) http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/endorseprocedure/policy-rev4-15-11providerendorse.pdf
The LME cannot impose any requirements above and beyond the Endorsement Policy.    Endorsement does not guarantee for any provider to receive business or referrals from the LME.  Endorsement is part of the process for the provider to become enrolled with Division of Medical Assistance.

Providers must submit the applicable enhanced benefit service application – found on the DMA website - for the particular service for which they are applying and will be expected to go through the Endorsement Process in order to be enrolled with DMA.

In cases of substantial failure to comply with current rules as specified in the DMH Policy and Procedure For Endorsement Of Providers Of Medicaid Reimbursable MH/DD/SA Services (12/3/07 Rev.), the provider’s corporate endorsement may be withdrawn and all LMEs will be notified by DMH.

The Endorsement Process for Service Definitions will be open for applications according to the Division of MH/DD/SAS guidelines.  Once endorsed, Providers may not provide services until the Provider receives its DMA Enrollment Letter and will not be added to the LME’s Endorsed Enhanced Services Listing until copy of the DMA Enrollment letter is submitted to the LME’s Provider Relations Division.

Denial of Provider Endorsement Application

A provider's application for endorsement may be denied for the following reasons:

a) The provider fails to comply with endorsement requirements;

(b) The provider does not meet the requirements identified in clinical policy specific to the

service definition;

(c) The provider fails to meet all applicable requirements of Medicaid policy and regulations,

federal and state licensure and certification requirements for the type of service for which

application was made;

(d) The provider has relationships with excluded/debarred individuals or entities. An

endorsement application shall be denied if a person with an ownership or control interest

or managing employee as those terms are defined in federal regulation, including but not

limited to a medical director or supervising physician, is excluded from Medicaid

participation in other federal health care programs or debarred from federal procurement.

A denial may be reversed if the provider submits documentation that the relationship with

the excluded or debarred individual or entity has been terminated within 30 calendar days

of the notice of denial.

(e) The provider entity or any of its owners have felony convictions determined by the

endorsing agency to be detrimental to the best interests of the program or the provider has

been convicted of a crime specified in G. S. 122C -80. A denial may be reversed if the

provider submits documentation that the relationship with the convicted individual has

been terminated within 30 calendar days of the notice of denial

(f) The information provided during the application process was false or misleading;

(g) At the time of the scheduled clinical interview, the provider has not hired all staff

members to meet the staffing requirements of the service definition;

(h) On the basis of the clinical interview, the provider does not meet clinical interview

requirements;

(i) On the basis of the onsite review, it is determined that the provider is not equipped to

provide services for which application was made;

(j) The applicant does not have a physical address where services can be provided, does not

have a place where client records can be stored in accordance with HIPAA requirements

or does not meet other requirements necessary to do business; or

(k) The applicant has not obtained the required state and local licenses, permits or

authorization including, but not limited to, professional and facility licenses to perform

the services it intends to provide.
The provider shall be notified that endorsement has been denied via the standard NEA letter. The basis for the denial of endorsement noted on the NEA letter shall be consistent with the reasons noted in this policy. The notice/letter shall be signed by the endorsing agency’s Chief Executive Officer (CEO) or appointed designee with a copy submitted to the DMH/DD/SAS Accountability Team.
Withdrawal of Endorsement

Withdrawal of endorsement may be initiated by the endorsing agency, DMH/DD/SAS, the Secretary of DHHS, or the endorsed provider organization. There are two types of endorsement withdrawals: voluntary and involuntary. A voluntary withdrawal of endorsement shall be initiated by the endorsed provider. A provider’s endorsement may be voluntarily withdrawn if the provider is in “Good Standing” with the endorsing agency at the time of the request. The provider must submit a written request, signed by its Chief Executive Officer or Chief Operating Officer, stating the reason for the withdrawal and agreement to the voluntary withdrawal of endorsement.

If the endorsed provider is voluntarily withdrawing endorsement of only one service and will continue to maintain endorsement for other services, the endorsing agency shall amend the standard agreement and issue the NEA letter reflecting that change to the provider. A provider that voluntarily withdraws its endorsement may reapply for service endorsement with any endorsing agency at any time. Involuntary withdrawal of endorsement shall be initiated by the endorsing agency for any of the following reasons:

(a) The provider is no longer compliant with endorsement requirements;

(b) The provider no longer meets the requirements identified in clinical policy specific to the

service definition;

(c) The provider has not accepted consumers or delivered services to consumers within 60

calendar days from the date of the DMA enrollment letter.

(d) The provider fails to serve consumers during any consecutive 120 day period;

(e) The provider does not meet federal and state Medicaid statutes, rules, regulations or

DHHS policies, guidelines, manuals, Medicaid Bulletins or Implementation Updates, or

federal and state licensure and certification requirements for the type of service the

provider agency is endorsed to deliver;

(f) The provider submitted false, misleading or substantially inaccurate information in its

application for business entity verification or site/service endorsement;

(g) The provider fails to achieve National Accreditation pursuant to NCGS § 122C – 81;

(h) The provider’s National Accreditation status lapses or is withdrawn;

(i) The provider’s licensure is not current;

(j) The provider fails to comply with any provisions of the standard agreement including, but

not limited to, failure to maintain insurance coverage;

(k) The provider fails to meet other conditions of participation set forth by DMA;

(l) The provider fails to comply with any of the following as noted in NCGS § 122C-

115.4(b)(2)

· Meet defined quality criteria.

· Adequately document the provision of services.

· Provide required staff training.

· Provide required data to the LME.

· Allow the LME access in accordance with rules established under G.S.

143B-139.1.

· Allow the LME access in the event of an emergency or in response to a complaint

related to the health or safety of a client; or

(m) There is evidence of substantial failure to comply with current rules or NC General

Statutes which apply to the provider agency or the endorsed service.
If the provider’s endorsement is involuntarily withdrawn for any of the reasons listed above, the

provider’s standard agreement shall be withdrawn by the endorsing agency and all other endorsing agencies will be notified if applicable. The endorsing agency shall notify the provider of the intent to withdraw endorsement via the standard NEA letter. The basis for the withdrawal of endorsement noted on the NEA letter shall be consistent with the reasons noted in this policy. The notice/letter shall be signed by the endorsing agency CEO or appointed designee.

Once the provider’s appeal rights with the LME and the DMH/DD/SA Appeals Panel have been

exhausted or the timeframe for request of local reconsideration has expired, the endorsing agency shall issue the following notifications about the withdrawal of the provider’s endorsement:

(a) a copy of the notice/letter shall be electronically submitted to DMH/DD/SAS,

Accountability Team at endorsements.accountability@dhhs.nc.gov;

(b) a copy of the notice/letter shall be electronically submitted to DMA at

endorsement.dma@lists.ncmail.net;

(c) a copy of the notice/letter shall also be mailed to the Chief of Mental Health and

Certification Section at Division of Health Service Regulation (DHSR) if it is a service

subject to DHSR licensure. The mailing address is 2718 Mail Service Center, Raleigh,

NC 27699-2718; and

(d) notification to other LMEs statewide of the withdrawal of endorsement

The notifications should also include (if known) whether the provider is appealing the endorsing agency’s decision to OAH. If the endorsing agency is withdrawing endorsement of only one service and the provider will continue to maintain endorsement for other services, the endorsing agency shall amend the standard agreement and issue the NEA letter to the provider.

Withdrawal of business entity verification shall result in withdrawal of all of the provider’s existing site/service specific endorsements and shall preclude the provider agency from being endorsed or enrolled for any mh/dd/sa Medicaid reimbursable service. In the case of a withdrawal of business entity verification, the endorsing agency shall notify DMA prior to the effective date of the withdrawal so that DHHS can determine any other site/service specific endorsements which are affected by the withdrawal of the business entity verification. The endorsing agency shall notify other LME(s) statewide of the withdrawal of business entity verification.

If the provider’s business entity verification has been involuntarily withdrawn, the provider must wait 12 months to request business entity verification from any endorsing agency. If a site/service endorsement is involuntarily withdrawn, there shall be a 12 month waiting period before the provider can reapply for site/service endorsement for that service with that specific endorsing agency.

 In the event of the withdrawal of endorsement, the LME is responsible for ensuring that the provider immediately and adequately transitions existing consumers to an endorsed provider per the consumer’s choice. Consumers shall be provided with the LME’s Customer Service contact information in the event support is needed by the consumer during the transition Failure to immediately and appropriately transition existing consumers shall result in the withdrawal of the provider’s business verification. The provider shall not accept any new admissions or referrals during the transition period. For any directly enrolled NC Medicaid Provider who appeals the involuntary withdrawal of an endorsement, or an endorsement that was not renewed by the endorsing agency; any services provided after the date that the withdrawal of endorsement was upheld by the DMH/DD/SAS Appeals Panel shall be subject to recoupment by DMA. Services shall not be provided or reimbursed by NC Medicaid during the pendency of any appeal to either the Office of Administrative Hearings or any state or federal courts. 

All providers, including those whose endorsement was voluntarily or involuntarily withdrawn, are responsible for maintaining and safeguarding all the service records and financial records as outlined in the Records Management and Documentation Manual for Providers of Publicly-Funded MH/DD/SA Services, CAP-MR/DD Services, and Local Management Entities [APSM 45-2], and in accordance with the requirements of the DHHS Records Retention and Disposition Schedule for Grants and the Records Retention and Disposition Schedule for State and Area Facilities, Division Publication, APSM 10-3.
Standard Agreement and LME Operations Manual

The Endorsing Agency will enter into a Standard Memorandum of Agreement (MOA) with an endorsed provider organization. The Standard MOA and Operations Manual contain the information and materials, such as uniform forms, provisions, and statewide requirements for all endorsed Medicaid Providers.  The Operations Manual is available at:
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/operationsmanual4-22-05template.pdf
Reconsideration and Appeal Rights of the Provider

A provider whose business entity verification and/or service endorsement status is denied or involuntarily withdrawn by an endorsing agency must first request a local reconsideration of the decision by the endorsing agency prior to filing an appeal to the State MH/DD/SA Appeals Panel. If the endorsing agency upholds the decision to withdraw endorsement, the provider must first request an appeal from the State MH/DD/SA Appeals Panel before filing a petition for contested case hearing with the Office of Administrative Hearings pursuant to Chapter 150B of the General Statutes.   Providers will need to follow Southeastern Regional Mental Health, Developmental Disabilities, and Substance Abuse Services Dispute Resolution Procedure which outlines the process for local reconsideration process for endorsement denials and withdrawals.  
The provider shall file an appeal to the State MH/DD/SA Appeals Panel by forwarding the final decision of the endorsing agency, along with all supplementary and supporting documentation considered during the local appeals process, to the Director of the NC DMH/DD/SAS within 15 calendar days of the local reconsideration decision being rendered, per 10A NCAC 27G. 0810. A provider’s appeal rights are set forth in G. S. 122C-151.4 and in administrative rules 10A NCAC 27G .0810 - .0812. 

The endorsing agency shall inform the provider in writing, of all appeal rights at the local and state level and the required filing time frames. If a provider fails to appeal the endorsing agency’s decision within the required time frames, the endorsing agency decision to deny or withdraw the endorsement stands and is considered final.
STATE FUNDED SERVICES (IPRS) CONTRACTS
Enhanced Benefits Services:

All Providers who serve consumers falling into the IPRS population will bill these services through a Contract with Southeastern Regional MH/DD/SAS LME.  The LME contracts a limited number of Providers to serve IPRS consumers.

Prior to initiating a contract for State Funded Services, the endorsement process must be completed for all endorsable services. 

Once endorsement and Medicaid Enrollment is completed, the Provider is eligible to begin the contract process.

The following steps outline the process that Southeastern Regional MH/DD/SAS LME will use to establish new contract providers, add additional services to existing contracts or add Provider to the  Provider Community Network list for referrals only (a state funded service contract with the LME not needed for direct bill basic Medicaid services).

Process to Establish New Contract Providers and/or to be added to the LME Provider Listing for Enhanced and Non-Enhanced Services:
1. Potential providers seeking to contract or become approved providers with Southeastern Regional MH/DD/SAS LME should contact the Contract Administrator directly.  If applicable the Contract Administrator will forward a contract packet (application) to the provider or refer the provider to the online electronic application.

2. The Contract Administrator determines whether a potential provider meets preliminary requirements to continue the contract process.  If preliminary requirements are not met, the Contract Administrator generates a letter to the potential provider.  If the provider is requesting only to be added to the Provider Community Network listing, the application will be reviewed and if complete the provider information submitted will be added to the provider listing by the Contract Administrator. 

3. If all requirements of a provider contract request are met the Contract Administrator will submit the providers’ request to contract with the LME to the LME IPRS Workgroup for review.  Upon review the IPRS Workgroup will determine acceptance or denial of the providers’ contract request based on information submitted by the provider.

4. After provider is in full compliance with accreditation or internal review (IPRS Workgroup/Area Director/Finance Officer), the Contract Administrator will add appropriate information to the Contract Area Board agenda.  A Contract Agenda report is sent to the Area Board Clerk to be presented, by the Provider Relations Director, at the next regular scheduled LME Area Board meeting.  If the Providers request for a contract is denied the Provider is notified by the Contracts Administrator.

5. Upon approval of the Area Board the Contract Administrator will generate the contract and after the contract has been signed by all parties will add the provider to the Provider Community Network listing,   At this point, the contract provider is available for selection in the consumer choice process.  The Contract Administrator will send an email alert to “All SRMHC” notifying them of a change to the ‘Provider Community Network’ listing.  Additionally, the information will be saved to the “T” drive.

6. A contract is generated for all approved contract providers.  Services can be provided if Step 5 is complete; however, payment will not be released until the contract has been properly executed.

Process to Add Additional Services to Contract:
Contract providers are only authorized to provide specific services as stated in the contract (Schedule A) and as listed in the Provider Community Network listing.

1. Providers requesting service(s) to be added to existing contracts should contact the Contract Administrator. 

 

2. The Contract Administrator determines whether a potential provider meets preliminary requirements to continue the contract process.  If preliminary requirements are not met, the Contract Administrator generates a letter to the potential provider.  

3. If all requirements of the providers’ request to add additional services to their current contract are met the Contract Administrator will submit the providers’ request to add services to their current contract with the LME to the IPRS Workgroup for review.  Upon review the IPRS Workgroup will determine acceptance or denial of the providers’ contract request based on information submitted by the provider.

4. After provider is in full compliance with accreditation or internal review (IPRS Workgroup/Area Director/Finance Officer), the Contract Administrator will add appropriate information to the Contract Area Board agenda.  A Contract Agenda report is sent to the Area Board Clerk to be presented, by the Provider Relations Director, at the next regular scheduled Area Board meeting.  If the Providers request to add additional services to their current contract is denied the Provider is notified by the Contracts Administrator.

5. Upon approval of the Area Board the Contract Administrator will generate a Contract Addendum to the current contract and after the Addendum has been signed by all parties will add the approved additional service (s)  to the Provider Community Network listing,   At this point, the added contract service is available for selection in the consumer choice process.  The Contract Administrator will send an email alert to “All SRMHC” notifying them of a change to the ‘Provider Community Network’ listing.  Additionally, the information will be saved to the “T” drive.

Please Note:

1. Enrollment as a network contract provider is not an authorization to provide services. To provide and receive payment for services, a provider must receive a contract and authorization from the LME prior to service delivery.

2. The following items will be maintained in the LME Provider Relations Division Contract Provider file:

· Original Application

· Original Provider Contract (if applicable)

· Copy of Licensure (if applicable)

· Proof of General/Professional Liability Insurance

· Copy of W-9

· Policies and Procedures Manual (if applicable)

TECHNICAL ASSISTANCE/TRAINING COLLABORATION:  

Reference section of State Funded/Medicaid Contract – Article II – 2.18 and Medicaid Funded Enhanced Benefits Services MOA – Article I – 1.6.

· Medicaid Provider - www.ncdhhs.gov/dma/ 
· State Funded Provider – AA/CP Format

LME/Area Authority Training and Technical Assistance:

When requested, the LME shall provide timely and reasonable training and technical assistance/ consultation regarding compliance with state guidelines.  All new Providers will be required to attend the LME’s Provider Orientation.   Once a provider enters into a MOA or a contract, that provider will be required to attend the Provider Orientation.  The provider agency will designate the appropriate staff to attend all sessions of the Orientation in order to ensure appropriate information dissemination within the provider agency.  A provider may schedule new employees to attend future orientation trainings to ensure proper orientation.  Provider orientation will be held as needed and as requested to assist with the needs of the provider community.

The LME is not required to provide technical assistance to a provider who has not assimilated previous technical assistance into its provider infrastructure. 

Refer to Clinical Coverage Policy 8A for training requirements for service definitions.  All course requirements for Medicaid also apply to IPRS services.

NOTE: Training and technical assistance may also occur as the result of monitoring activities by Quality Assurance Specialists.  

All requests for training and/or technical assistance shall be made by completing a training/ technical assistance request form.  Providers may request training by completing the form and mailing or faxing to Provider Relations Division at 910-739-0200, attention QA Specialist.
Once received in, the report shall be forwarded to the assigned Quality Assurance Specialist.

Quality Assurance Specialists shall review the request and consideration shall be made as to how best to provide the training.  If the training/technical assistance can be achieved within the Provider Agency, the training coordinator shall develop a curriculum, coordinate the training event and conduct the training.  

Training/technical assistance forms shall be used to ensure appropriate and timely training of providers in provider community.  One of the primary purposes of completing the form is to track training requested and provided.    

All blanks on the form must be completed.  If a section or question does not apply, simply write “N/A” on that section or blank.  The form should include the person requesting the training, the provider agency, and contact information. The description of type of training/technical assistance needed should be detailed enough to ensure that the appropriate curriculum can be developed.  The form should also include the best time to provider training/technical assistance, location desired, and directions to the facility.   

Notices/announcements of LME and DMH/DD/SAS -scheduled training sessions will be forwarded to our Provider Network via emails and announcements at the monthly Provider Community Network meetings.  The same information concerning training opportunities will be available on our website at www.srmhc.org.  Training schedules/opportunities can also be found at the Division of Health and Human Services website: http://www.ncdhhs.gov/mhddsas/training/index.htm 
Reporting A Change In Provider Status
Medicaid Providers – shall notify DMA (copy the LME) of changes of address using the NC Division of Medical Assistance Medicaid Provider Change Form found at: http://www.nctracks.nc.gov/provider/cis.html
Providers are responsible for notifying Medicaid when information related to their business or practice changes. How a change is reported to Medicaid depends on the type of change that is being reported. 

· All forms must be signed by the individual provider or, for a group, the authorized agent. 

· Changes submitted using the Medicaid Provider Change Form (62 KB PDF) may be submitted by mail or fax. 

· Changes that require the submittal of a new Provider Enrollment Packet, Enrollment Addendum, or new Provider Participation Agreement must be submitted by mail because an original signature is required. 

All Providers shall notify Southeastern Regional MH/DD/SAS LME’s Provider Relations Division within twenty-four (24) hours of:

1. Any changes in ownership, including mergers, or business address.

2. Any changes in the name, address, e-mail address or telephone numbers of the primary agency contact person(s).

3. Any legal or governmental action initiated against the Agency, including but not limited to an action: (1) for negligence, (2) for violation of law, or (3) against any license, certification or accreditation, which if successful, might impair the ability of the Provider to carry out the duties and obligations assumed under this contract.

4. Insolvency or pending bankruptcy by the Provider.

5. Any other condition or occurrence that might impair the ability of the Provider to carry out the duties and obligations assumed under this contract.
6. Any changes in location of service records shall be made in writing to Southeastern Regional MH/DD/SAS LME. This mandate shall survive the terms of the contract.

7. When discontinuing providing a category of service, when it involves discharging or transferring Southeastern Regional MH/DD/SAS consumers.

Southeastern Regional MH/DD/SAS LME

ATTN: Contract Administrator

450 Country Club Road

Lumberton, NC  28360

Upon receipt of the documentation, Provider Relations staff will ensure the updating of Southeastern Regional MH/DD/SAS Community Provider Network database and issuance of an NEA letter if required by the type of change reported.

LETTER OF SUPPORT

Purpose:

This procedure is in reference to the 10A NCAC 27G .0406 rules - Letter of Support Required for Licensure of Residential Facilities. This procedure will describe the process by which providers request a Letter of Support from Southeastern Regional MH/DD/SAS Local Management Entity (LME) to establish residential facilities within its four-county catchment area. For purpose of this Procedure residential facility shall mean the same as defined in G.S. 122C-3(14)e.

Procedures:

1. An applicant shall submit a request for a Letter of Support in writing to Southeastern Regional MH/DD/SAS LME using the following format:

a) Type of licensure requested;

b) Capacity of the facility (number of beds)

c) Service(s) to be provided

d) Location of the facility

e) Description of the program

f) Population to be served, indicating if this is a specialized or underserved population for the catchment area; and

g) Designated point of contact including:

i. Name

ii. Position title

iii. Phone number

iv. Email address and Letter of Support
v. Fax number

2. Once a Letter of Support is submitted, Southeastern Regional MH/DD/SAS LME shall respond to the applicant’s request within five business days. The response shall state whether there is a need for additional beds for the residential facility licensure category requested.

3. Southeastern Regional MH/DD/SAS LME shall determine the need for additional intensive residential treatment, psychiatric residential treatment facility (PRTF) and mental health supervised living homes pursuant to 10A NCAC 27G. 1800; 1900; and .5600 by identifying whether there is a local need.  

a) All licensed residential facilities mentioned above shall submit a bed occupancy report (# of beds occupied and # vacant) to the LME quarterly.

b) When the occupancy rate in the four-county catchment area of .5600 facilities falls below 85%, Southeastern Regional MH/DD/SAS LME shall consult with the Division of MH/DD/SAS to determine if there is a need regionally or statewide for additional facilities.

c) The decision to issue a Letter of Support for the above mentioned facilities shall be based on whether a local, regional or statewide need is identified.

4. Southeastern Regional MH/DD/SAS LME shall determine the need for additional residential treatment beds licensed pursuant to 10A NCAC 27G .1300 and .1700 in the four-county catchment area prior to making a decision regarding support for these facilities.  The decision to issue a letter of support shall be made by using the process as follows:

a) Southeastern Regional MH/DD/SAS LME shall identify the current number of facilities in Southeastern Regional MH/DD/SAS for the category requested, including the number of beds;

b) Southeastern Regional MH/DD/SAS LME shall identify the average number of clients from the four-county catchment area served in the previous year for each licensure category, regardless of where the service was delivered and multiply by 110 percent;

c) Southeastern Regional MH/DD/SAS LME shall compare subparagraphs (c) 1 and (c) 2 of this procedure. The difference shall be an indicator of additional beds needed or excess available in the four-county catchment area; and

d) If the facility plans to serve a specialized or underserved population, Southeastern Regional MH/DD/SAS LME shall identify if there is a local need for the service for that specialized population.
5. If there is determined to be a need for additional beds for the residential facility licensure category requested, Southeastern Regional MH/DD/SAS LME will issue a Letter of Support using the format provided by the State. The Letter of Support shall be forwarded to the applicant and to the Division of MH/DD/SAS and the Division of Health Services Regulation.
PROVIDER MONITORING PROCEDURE

In accordance with l0A NCAC 27G .0601, the LME shall monitor the provision of public services within the LME's catchment area for Category A (facilities licensed pursuant to G.S. 122C, Article 2, except/or hospitals and community based ICF-MR facilities; these include 24- hour residential facilities, day treatment and outpatient services) and Category B (community based providers not requiring State licensure) service providers.  

According to SB 163/GS 143B-139.1:

The Secretary of the Department of Health and Human Services may adopt rules applicable to local health and human services agencies for the purpose of program evaluation, fiscal audits, and collection of third-party payments. The secretary may adopt and enforce rules governing:

a. The monitoring of mental health, developmental disability, and substance abuse services.

According to SB 163/GS 122C-111:

The area authority or county program shall monitor the provision of mental health, developmental disabilities, or substance abuse services for compliance with law, which monitoring and management shall not supersede or duplicate the regulatory authority or functions of agencies of the Department.
SB 163 monitoring rules were established to assure monitoring of Category A and B providers of mental health, developmental disabilities, and substance abuse services. Rules under 10A NCAC 27G .0600 govern the Local Management Entity (LME) monitoring of the provision of public services in the LME's catchment area.  10A NCAC 27G .0602 (10) categorizes providers as follows:

(a) Category A - facilities licensed pursuant to G.S. 122C, Article 2, except for

hospitals; these include 24-hour residential facilities (including Psychiatric

Residential Treatment Facilities [PRTFs]), day treatment and outpatient services

(e.g. Substance Abuse Intensive Outpatient Program [SAIOP]);

(b) Category B – G.S. 122C, Article 2, community based providers not requiring

State licensure
The Frequency and Extent of Monitoirng Tool (FEM) and the Provider Monitoring Too (PMT) were developed to satisfy the requirements of SB 163 and 10A NCAC 27G.0608 to standardize the monitoring of providers. The purpose of the FEM is to assist the LME in determining and scheduling the frequency and extent of the monitoring of providers in their catchment area. The FEM is based on all information available to the provider. The FEM is a desk review and should reflect the provider's current status. The PMT is the standardized tool used by the LME for local monitoring after the FEM has been completed. The PMT is designed to efficiently assess provider performance in specific areas and to identify those areas that require additional follow-up. It is the intent of the FEM and the PMT to assist LMEs in directing staff resources where they are most needed for more in-depth or targeted monitoring.
Frequency and Extent of Monitoring (FEM)

The purpose of the FEM is to assist the LME in determining and scheduling the frequency and extent of local monitoring for individual MH/DD/SA service providers in their catchment area.  Initially, the tool is to be completed following the LME’s endorsement review or upon licensure or contract with the LME.  The FEM is to be updated based on the receipt of additional information or when significant changes occur to the extent that the previous FEM does not accurately reflect the provider's current level of performance.  The FEM, at a minimum must be updated annually.
To determine the frequency and extent of routine monitoring of Category A and Category B providers, the Quality Assurance Specialists will follow The Guide to Standardized Administration of the DMH/DD/SAS Frequency and Extent of Monitoring Tool and the Provider Monitoring Tool for Local Management Entities dated November 2010 which can be found at:

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/2010docs/revisedfem-pmtmanual11-12-10.pdf
The tool can be found at:

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/2011/frequency-extent-monitoring-tool-04-20-11.xls
Routine Monitoring

For the routine monitoring of providers, the Quality Assurance Specialists will follow the Guide to Standardized Administration of the DMH/DD/SAS Frequency and Extent of Monitoring Tool and the Provider Monitoring Tool for Local Management Entities dated November 2010 which can be found at:

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/2010docs/revisedfem-pmtmanual11-12-10.pdf
The Provider Monitoring Tool (PMT) is the tool used by the LME after the FEM has been

completed. The purpose of the Provider Monitoring Tool is to provide a standardized tool for LMEs to use when conducting local provider monitoring.

According to 10A NCAC 27G .0602 (8):

"Local Monitoring" means area authority or county program monitoring of the provision of

public services in its catchment area that are provided by Category A and B providers.

The area authority or county program shall collaborate with State Agencies and other

local agencies to ensure statewide oversight of Category A and B providers.

Per GS 122C-111, the monitoring of MH/DD/SA services done by the area authority or county program “shall not supersede or duplicate the regulatory authority or functions of agencies of the Department.”

The tool can be found at:
http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/2010docs/appendix-l5-10-10.xls
Focused/Targeted Monitoring

The LME has the right and responsibility to conduct unannounced reviews if necessary. The Provider Relations Division shall conduct a focused/targeted monitoring based on the following conditions:

· Results of a Routine Monitoring specify that a more intense monitoring of an area is needed.

· Instances of serious complaints, incident reports, or other concerns related to quality care that requires an immediate response.

A focused/targeted monitoring does not require notification of the provider but when appropriate, LME staff will contact the Provider and discuss the issue at hand. The setting for the review and the composition of the review team will be based on the concern that has triggered the monitoring.  The LME will work to coordinate with other stakeholders at the local and state level.

If a plan of correction is required, the Provider Relations Division will follow the Policy and Procedure provided by the Division of MHDDSAS found at:

http://www.dhhs.state.nc.us/mhddsas/provider_monitor_tool/appendix-m1-09.pdf
Through local monitoring, the LME shall:

· Ensure the providers' compliance with standards and best practices, as set forth by the governing bodies: local, state and federal levels;

· Conduct on-site visits of providers' facilities;

· Monitor compliance with quality of care issues and performance expectations as outlined in the Operations Manual;

· Assist in the development and monitoring of plan of corrections plans;

· Provide consultation and technical assistance regarding compliance with standards and to ensure implementation of uniform standards.

· Ensure compliance with National Accreditation Benchmarks per GS 122C-81

Appeal of Findings from Monitoring, Complaint Investigations or Audits

It is the intent of Southeastern Regional LME to ensure a timely mechanism for Providers to appeal any findings, sanctions or paybacks issued by the Southeastern Regional LME as a result of a provider monitoring, complaint investigation or audit completed by the LME.

All providers are afforded the opportunity to submit an appeal for the review of any Findings, sanctions and paybacks requested by Southeastern Regional LME by following the Dispute Resolution Procedure. An appeal of an out-of-compliance finding does not negate the requirement for a POC.

PLAN OF CORRECTION (POC)
If a Plan of Correction is required of a provider for any reason, the LME will follow the Policy and Procedure provided by the Division of MH/DD/SAS, which can be found at:

http://www.dhhs.state.nc.us/mhddsas/provider_monitor_tool/appendix-m1-09.pdf
http://www.ncdhhs.gov/mhddsas/poc/index.htm
INCIDENT REPORTING: 

All incidents pertaining to LME/Area Authority consumers shall be reported to the LME/Area authority and NC DHHS as required 10A NCAC 27G.0600.  

DHHS and DMH/DD/SAS developed the Incident Reporting and Improvement System

(IRIS) as a web based incident reporting system for reporting and documenting response to Level II and III incidents. The purpose of IRIS is to provide a consistent process for all

providers, LMEs and DHHS staff to report incidents in a timely manner, and to use data and data analysis to prevent future incidents and improve the service system. The IRIS web-based reporting system replaces the DHHS Incident and Death Report (DMH/DD/SAS Form QM02).

Effective July 1, 2010, all incident reports must be reported via the IRIS system. IRIS will be

used for reporting incidents pursuant to rules for 10A NCAC 27G .0600- .0610, and the

Report of Death to DHHS Form (rev. 8/10/00) for reporting deaths to DHHS, pursuant to

G.S. 122C-31.

Incident: An “incident,” as defined in 10A NCAC 27G .0103(b)(32), is “ any happening which is not consistent with the routine operation of a facility or service or the routine care of a consumer and that is likely to lead to adverse effects upon a consumer.” Some variation in reporting requirements occurs due to differences in the types of services being provided to or sought by the individual. There are three levels of response to incidents, based on the potential or actual severity of the event. 

Level I includes any incident, as defined above, which does not meet the definition of a Level II or III incident. Level I incidents are events that, in isolated numbers, do not significantly threaten the health or safety of an individual, but could indicate systematic problems if they occur frequently. Level I incidents may signal a need for the provider to review its clinical care and practices, including supervision and training. These incidents require communication among the provider’s staff, documentation of the incident, and report to other authorities as required by law. In addition, aggregate information on Level I incidents involving restrictive interventions, medication errors, and searches/seizures must be reported to the host LME, according to guidelines provided by DHHS.
Providers are required to report aggregate information on Level I incidents involving restrictive interventions, medication errors, and searches and seizures to the host LME quarterly, using a form provided by the DHHS. The Quarterly Provider Incident Report is available on the DMH/DD/SAS website at:

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/qm11formproviderreport10-8-10.doc
The quarterly reports must be submitted by the 10th of the month following the end of the

quarter.
Level II Incidents: 
Level II includes any incident, as defined in 10A NCAC 27G .0602, which involves a

consumer death due to natural causes or terminal illness, or results in a threat to a consumer’s health or safety or a threat to the health or safety of others due to consumer behavior. Level II incidents may signal a need for the LME to review the provider’s clinical care and practices and the LME’s service management processes, including service coordination, service oversight, and technical assistance for providers. These incidents require communication between the provider and LME, documentation of the incident, and report to the LME and other authorities as required by law.
Level III Incidents: 
Level III includes any incident, as defined in 10A NCAC 27G .0602, that results in (1) a

death, sexual assault or permanent physical or psychological impairment to a consumer, (2) a

substantial risk of death, or permanent physical or psychological impairment to a consumer,

(3) a death, sexual assault or permanent physical or psychological impairment caused by a

consumer, (4) a substantial risk of death or permanent physical or psychological impairment

caused by a consumer or (5) a threat caused by a consumer to a person's safety. Level III

incidents signal a need for the DHHS and LME to review the local and state service provision and management system, including coordination, technical assistance and oversight. These incidents require communication among the provider, LME and DHHS, documentation of the incident, and report to the LME, DHHS and other authorities as required by law. Level III incidents that occur while the consumer was receiving a service or on the provider’s premises also require a formal internal team review process to be initiated by the provider within 24 hours of the incident, according to guidelines provided by DHHS.

The following are the required forms/documents and the link to their location on NC-DHHS website: 

 Incident and Death Response System Manual
 http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual2-25-11.pdf
IRIS Technical Manual:  http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/iris6-4-10dhhsmanual.pdf
DHHS Restrictive Intervention Detail Form (QM04)  

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/qm11formproviderreport10-8-10.doc
Provider Agencies are responsible for:

A. The timely, complete and accurate submission of all reports.

B. The immediate notification to the LME and legal guardians of any Level III incident.

C. Compliance with all Level III requirements including immediately assuring for the health, safety and welfare of the consumer (or others), securing the record, making a copy of the record/certifying it’s completeness and beginning an internal investigation with in 24 hours.

Incident Reports are confidential quality assurance documents. Do not file incident reports in the consumer medical record. The staff directly involved with the incident shall enter a brief progress note into the consumer record describing the event, action taken and the consumer’s condition. No mention of the Incident Report is to be made in the consumer record.  Incident Reports must be available during any monitoring requests.

ALL LEVEL III INCIDENTS MUST IMMEDIATELY BE REPORTED BY TELEPHONE

TO:  MELINDA WEISSINGER 910-272-1223 

ALL Provider Quarterly Incident Reports (QM11) should be emailed or fax’d to 910-739-0200

=======================================================================
FIRST RESPONDER CAPACITY

If Provider is delivering a service with defined first responder responsibilities or who are designated in the Person Centered Plan (PCP) (which will include a comprehensive crisis plan) shall act as first responder to individuals referred by Area Authority/County Program if and when the individual and/or a member of their support system initiates contact for assistance involving a psychiatric crisis or emergency.  Providers shall notify individuals and his/her support system of the process for accessing crisis/emergency services 24 hours a day, 7 days a week, 365 days a year, both orally and in writing at initial contact.  Providers shall provide First Responder duties as outlined in the Service Definition and or Rule requirements.
Providers will be expected to:

1. Have First Responder on-call numbers available after hours to anyone calling the main agency phone line.

2. Have policies and capacity in place to respond in a clinically appropriate way to consumers on a face-to-face basis and also telephonically at all times (24/7/365), with capacity for face-to-face emergency response within 2 hours.

For further information regarding First Responder requirements, please refer to your Memorandum of Agreement (MOA) as a direct enrolled provider of enhanced MH/DD/SA services funded by Medicaid and, if applicable your Contract for state funded services as well as the appropriate service definition and or rule requirement.

CONSUMER TRANSITION:

Providers are responsible to ensure all consumers receive continuity of care during any transition from one provider agency to another.  There may be a need to transition consumers for different reasons, not limited to the following:

· Planned Transitions, which include Involuntary or Voluntary withdrawal of endorsement.

· Termination of Doctor Contract

· Outpatient/Therapy Services are discontinued

· Abandonment of Provider agency

The consumer’s clinical home will have the responsibility to provide consumer choice and assist with transitioning to a new clinical home.  When there is no clinical home, and the Provider agency fails to assist with transition, the LME will provide consumers with choice of a new provider as last resort.

Failure to immediately and appropriately transition existing consumers shall result in the withdrawal of the provider’s business verification.

Provider Process:

· Provider Relations Division (PR) shall notify other LME Divisions when a provider agency’s endorsement is withdrawn, through the Notification of Endorsement Action (NEA) letter.  This notification will alert the Screening, Triage, and Referral (STR) Division that no future referral should be made to that agency.

· PR will send a copy of the Transition Procedure along with NEA if withdrawal action is taken by the LME.

· PR will send a standardized letter to Provider Agency requesting a list of all consumers.  Provider will be responsible to send updates to PR on the transition of each consumer until all consumers have been transitioned to a new clinical home.

· Provider will be responsible to submit all necessary medical record information to the receiving provider agency.

· Provider will send all necessary documentation for the required CDW reporting to the LME.

· Once all transitions have been made, PR will inform other LME Divisions of the completion.

LME Process when Provider is unable to transition consumers:

· PR will obtain a list of all consumers who will need assistance with transition to a new provider agency.

· PR will notify other LME Divisions of the list of consumers who need assistance with transition.

· PR will send a standard letter to consumer/guardian, which outlines the process for consumer choice of another provider.  A copy of each letter(s) will be maintained by PR and maintained in the provider file.

· PR will send a log of all consumers who need to be transitioned to a new provider to STR Division Director

· STR Division will maintain a log of each consumer choice made to ensure all consumers are assisted with obtaining a new provider.

· When a consumer does not respond to the standardized letter(s) sent by PR, the LME Care Coordination Division will follow-up to assist the consumer/guardian with obtaining a provider

· If an additional comprehensive clinical assessment is needed to determine medical necessity and accuracy of services, STR will coordinate the appointment with provider agency, preferably with an independent practitioner.  

Change in provider due to consumer choice:
· The new provider will request that the provider of record send a discharge ITR to the UR vendor within 48 business hours of the new provider’s request.  Keep in mind that the required authorizations for the exchange of information must be in place.

· If the provider of record does not provide the UR vendor with the discharge ITR, the new provider contacts the LME (where the site/service of the provider of record is located).  Keep in mind that the required authorizations for the exchange of information must be in place.

· The LME investigates the situation to determine facts and subsequent actions to be taken.

· If the new provider’s claim is verified, the LME instructs the provider of record to send the discharge ITR to the UR vendor within 24 hours.

· If the provider of record fails to provide the discharge ITR to the UR vendor, the LME arranges for the LME director or his/her designee to email the UR vendor with an end date for the current authorization.

· The LME determines whether corrective action is required of the provider of record and handles accordingly.

· The new provider may submit the request for authorization to the UR vendor.
When the outcome of the comprehensive clinical assessment supports the need for Enhanced Services, the assessing agency will assist the consumer in contacting STR Division for choice of provider.



SECTION IV

SERVICE MANAGEMENT

SCREENING/TRIAGE/REFERRAL (STR)

UTILIZATION MANAGEMENT-REVIEW

CARE COORDINATION (CC)

SYSTEM OF CARE (SOC)

· Medicaid Provider - www.ncdhhs.gov/dma/ 

· State Funded Provider - AA/CP policies/procedures
ACCESS TO CARE CALL CENTER

The Access to Care Call Center unit consists of 12 staff (6 qualified professionals and 6 Skilled Professional Medical Personnel clinicians which include 2 program supervisors and a program manager) and support staff.  Staff expertise includes adult/child mental health, substance abuse, and developmental disabilities.  The unit answers calls 24 hours a day, 7 days a week, 365 days per year for our four county catchment areas.  We also have contracts with other Local Management Entities to provide afterhours screening, triage and referral (STR) services.  The Access to Care staff assesses and registers all calls based on level of care, emergent appointments are scheduled within 2 hours or less, urgent appointments are scheduled within 48 hours and routine appointments are scheduled within 14 calendar days.  If urgent appointments are not available, Mobile Crisis Teams assists with consumers until appointments can be scheduled.  Calls in need of crisis services are warm-transferred depending upon need. Walk-ins and face-to-face requests are completed based on the same level of care as telephonic requests.  Calls coming into the Access to Care Call Center are accessed on a toll-free telephone system and information is registered into the Care Link Internet web-based interface system.  Once this information is captured, a choice of provider is offered based on service need, location, funding source and provider capacity criteria.  Southeastern Regional’s Decision Tree and Calcium Calendar is an encrypted web-based tool utilized to offer consumers a random selection of providers and availability of appointments. The screening information is sent to providers through secured e-mail.

If a consumer does not qualify for a target population, they will be referred to the appropriate natural and community resource.  A directory of community resources with contact information is available on our website (www.srmhc.org) for easy access.  

For state funded services, consumers are given an initial authorization for basic services.  When screening staff are unable to determine if the consumer qualifies for a target population based on the standardized screening, an initial assessment is authorized for the provider to further evaluate the consumer to determine eligibility. Authorizations are sent to the provider through CareLink.

Accesses to Care Call Center’s referrals are tracked to ensure that the consumer is linked with a provider and that the appointment is kept.  Access to Care Call Center tracks all calls after-hours, provider screenings and crisis contacts for follow-up appointments. 

How to Help Consumers Access Services

According to Southeastern Regional MH/DD/SAS LME Performance Contract #304-10; 6.2, any contracted entity providing screening, triage, and referral activities for the LME shall use and submit screenings to the LME for tracking within five (5) business days of screening or service initiation; per Division guidelines and HIPAA, 42 CFR, Part 2, and G.S. 122C regulations.  Southeastern Regional MH/DD/SAS LME did not issue local provider agency contracts to do screening, triage and referral activities.  Consumers can utilize the Access to Care Call Center 24/7/365 days per year.  Our toll-free access number is 1-800-670-6871.  When a consumer presents at a particular provider, that is considered presumed choice and the consumer will be connected to that provider.

Change of Provider for a Consumer

If the consumer is receiving IPRS funds, the consumer needs to make contact with the Access to Care Call Center in order to change their provider.  Access to Care will end the authorizations for the old provider and enter new authorizations for the new provider beginning on the date of the appointment. 

If the consumer is receiving Medicaid funds and knows what provider they want to change to, the consumer can sign releases of information for the new provider and the old provider can transfer the case.  

If the consumer is receiving Medicaid funds and doesn’t know what provider they want to change to, Access to Care will assist with giving provider choice and scheduling an initial appointment with the new provider.  Access to Care Call Center will care coordinate the case to insure the consumer- is linked with the new chosen provider.

Special Populations

Southeastern Regional’s Call Center has TTY capabilities for our deaf and hard of hearing consumers.  We have a contract with an interpretation service to utilize language interpretation for foreign speaking consumers.

UTILIZATION MANAGEMENT 

AUTHORIZATION PROCESS
 

Providers must have a valid service authorization in hand before services can begin.  Reimbursement for services will not be made without proper authorization.  Retroactive authorization will not be accepted. 

 Authorization of Services:
 

The Area Authority/LME Service Management Division is responsible for monitoring access to services and the on-going utilization of services. Please contact Service Management or our website (www.srmhc.org) to review the IPRS Benefit Grid. The purpose of the document is to provide SRMH/DD/SAS benefit packages for services that are only funded through IPRS. The grid references level of care criteria, services available to each level of care, service description, the amount (hours/units) allowed and frequency of reauthorization. To ensure clinically sound treatment, services must be authorized by the Area Authority Service Management Division before they can be provided. This process must be completed prior to delivery of services to ensure payment.

Initial authorization will be reviewed based on the State’s service definitions and best practice models. Person-Centered Plans will state goals/outcomes, specify medical necessary services to be provided to the consumer, identify who will provide the service and identify interventions to be utilized for consumer(s) goal(s) to be achieved.  

Requests for reauthorization of services can be submitted 15 days prior to the expiration of the previous authorization. The purpose of these concurrent reviews is to establish if the authorized service continues to be appropriate at the current level and if not, what alternative services need to be considered.

For children/adolescents, the Qualified Professional (QP) is responsible for convening the Child and Family Team to assist with the Person-Centered Planning process. Per Implementation Update #45, “Effective August 1, 2008, for consumers who are less than 21 years of age and who are actively involved with the Department of Juvenile Justice or the adult criminal court system, service requests must include an attestation on the Person Centered Plan (PCP) signature page that the provider has (a) met with the child and family team and (b) conferred with the clinical staff of the applicable LME, to conduct intensive care management, care coordination, or inter-agency care coordination. A check box for the attestation will be added to the downloadable PCP for at www.dhhs.state.nc.us/mhddsa”.  Requests lacking such attestation will be considered incomplete requests. Refer to implementation Update #45 for additional information.  

The revised Person Centered Planning Instruction Manual and PCP forms (2010 version) became effective February 1, 2010 for Psychosocial Rehabilitation and March 1, 2010 for all other services requiring a PCP.

Adolescents, Child & Adult for State Dollars:
 

Screenings and authorizations are necessary for all adolescents, child and adults receiving services funded by IPRS. (IPRS provides services for consumers who meet the target population and are Non-Medicaid eligible). 

For Initial Authorization:
 

The MH/SA Targeted Case Management provider/clinician shall meet with the consumer (with parent or guardian if a minor or a ward) to choose the service provider and prepare the Person-Centered Plan (PCP).  

The MH/SA Targeted Case Management provider, in conjunction with the treatment team will review the service authorization request (ITR, CTCM or ORF 2) and Person-Centered Plan. 

The service authorization request form(s) along with the LME Consumer Admission and Discharge Form and Client Billing Information Form shall be faxed (910-738-6812) to the Quality Management Division.  The request will be forwarded to the Service Management Division for approval before services begin.  Failure to submit all documents will result in the packet being deleted from the server.  A letter will be faxed to the agency submitting the request indicating information that was missing, inaccurate and/or incomplete with instructions to resubmit all documents in order to request a service authorization. 

Requests submitted that are completely accurately and fall within the state level of care guidelines will be processed and approved within 15 business days, of the day of submission.  

   
 

For Continued Authorization:
 

The service authorization request form (ITR, CTCM or ORF 2) along with the Updated PCP shall be submitted to the Quality Management Division.  Quality Management will forward the documentation(s) to the Service Management Division for review.  

Request for continued authorization shall also be entered in CareLink by the provider of the service.

Requests that are completely accurately and fall within the state level of care guidelines will be processed and approved within fifteen (15) calendar days, of the day of submission.

Service Management Division may request additional information to aid in the decision making process.  This may include provider documentation and/or a revised PCP. 

Requests for continued authorizations may be submitted to Service Management at least 15 days prior to service authorization end date.

=========================

The following is a list of links to the above indicated forms for use in requesting authorization of IPRS Services (from the Value Options website).

Inpatient Treatment Report (ITR) – 

http://www.valueoptions.com/providers/Forms/Clinical/Inpatient_Treatment_Report.pdf 

Instructions for Completing the ITR Form – 

http://www.valueoptions.com/providers/Forms/Clinical/Inpatient_Treatment_Report_Instructions.pdf
Outpatient Review Form (ORF2) – 

http://www.valueoptions.com/providers/Forms/Clinical/Outpatient_Review_Form_ORF2.pdf
Instructions for Completing the ORF Form – 

http://www.valueoptions.com/providers/Forms/Clinical/Outpatient_Review_Form_ORF2_instructions.pdf
 CAP/Targeted Case Management (CTCM) Request for Authorization Form – 

http://www.valueoptions.com/providers/Network/NC_Medicaid/New_CTCM_form.xls?SUBMIT=%3CSPAN%3EGo%3C/SPAN%3E 

Instructions for Completing the Value Options CAP/Targeted Case Management (CTCM) Request Form – 

http://www.valueoptions.com/providers/Network/NC_Medicaid/Instructions_CTCM_form.xls?SUBMIT=%3CSPAN%3EGo%3C/SPAN%3E 

Authorization for Medicaid Family Planning

Consumers who are eligible for Medicaid Family Planning will be approved for services funded through IPRS. Follow the authorization process previously outlined.  The MH/SA Targeted Case Management provider will indicate on the service authorization request form that the consumer receives Medicaid Family Planning.

Persons Incarcerated

Service Management will not approve services for persons incarcerated.

Authorization for Medicare Consumers

MH/SA Targeted Case Management is not a service provided by Medicare Insurance. Service Management will approve MH/SA Targeted Case Management (only) for Medicare recipients funded through IPRS.  Follow the authorization process previously outlined.  The MH/SA Targeted Case Management provider will indicate on the service authorization request form that the consumer is a Medicare recipient.

Authorization for Persons with Private Insurance

Service Management will approve services through IPRS funds provided that a denial letter from the insurance company or the name of a contact person is submitted to Service Management to verify that the insurance will not cover the service.  Follow the authorization process previously outlined.  The MH/SA Targeted Case Management provider will indicate on the service authorization request form that the consumer has private insurance.

Pending/Denied Requests For Authorization

If the request for an authorization is not immediately authorized, the MH/SA Targeted Case Management provider/clinician will be contacted immediately so that any needed corrections, clarifications, or additional documentation can be forwarded to the Service Management Division. The reason for denial or pended status will be documented in CareLink.

Requests that are not complete, inaccurate, or do not fall within the state level of care guidelines will be denied or pended. If an authorization is pended, the provider has fifteen (15) calendar days to submit requested information before the request for services will be denied.

Specialist Review

For reviews, requiring a specialist review, services will be sufficiently authorized to allow time for a decision to be made.

Complaints Concerning Clinical Decisions regarding Non-Medicaid Services

The Area Authority/LME sends Non-Medicaid eligible consumers proper notice of all service denials, reductions, suspensions and terminations. 

Reference Manuals for Utilization Management:

Records Management and Documentation Manual

IPRS Target Populations

Level of Care Criteria/Service Definitions (January 1, 2011)  www.ncdhhs.gov/dma 

Treatment Protocols for Mental Health/Developmental Disabilities/Substance Abuse

IMPORTANT:  

Failure to follow the authorization process will result in unauthorized care and non-payment. The consumer and the Area Authority/LME shall be held harmless from any financial responsibility for the participating providers charges and unauthorized care.

Providers will maintain a daily full service note that describes the purpose of the contact, the provider’s intervention directly related to the goal listed in the Person-Centered Plan and the effectiveness of the intervention.

Termination of Services

The provider will complete the discharge information on the ITR or CTCM and submit to Service Management or complete the Termination Request form located on our website (www.srmhc.org).  The Area Authority/LME sends Non-Medicaid eligible consumers proper notice of all terminations by the Customer Services Division.

Note:  A consumer cannot be terminated while they have an active prescription without an approval from the prescribing psychiatrist.

CAP-MR/DD

The LME shall maintain a list of consumers wishing to be considered for participation in the CAP-MR/DD Waiver.  Case managers, family members, or others working with the individual to be served can request a CAP Prioritization Tool be completed by the LME. 

MR2’s will be signed by the LME representative no sooner than 30 days prior to the birthday month. Blank MR2’s may be picked up at the LME.  New CAP consumers will be process at the LME. The MR2 along with a current psychological and a copy of the Medicaid card will be faxed to Murdoch Center. When Murdoch Center approves the MR2, a faxed copy will be sent to the LME with the prior approval date and number.
Below are links to CAP-MR/DD information on the Provider Relations page at Southeastern Regional's website: www.srmhc.org. 

Overview of CAP:   http://www.ncdhhs.gov/mhddsas/cap-mrdd/cap-discription.pdf
Waivers:     http://www.ncdhhs.gov/mhddsas/cap-mrdd/cap-waiverforumfacts9-24-08.pdf
Cost Summaries:

Support:     http://www.ncdhhs.gov/mhddsas/cap-mrdd/costsummary4-14-11.xls 

Comprehensive:     http://www.ncdhhs.gov/mhddsas/cap-mrdd/costsummarycomp4-14-11.xls 

Risk Identification Tool:     http://www.ncdhhs.gov/mhddsas/cap-mrdd/cap-riskidtool2-09.doc
Risk Identification Tool Instructions:  http://www.ncdhhs.gov/mhddsas/cap-mrdd/cap-riskid-instructions2-10-09.pdf
CAP Manual:  http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
DHHS Website: http://www.ncdhhs.gov/mhddsas/cap-mrdd/index.htm#
MR/MI Funding

This funding is no longer available. 

MEDICAID SERVICES

Adolescent and Child Services using Medicaid & NC Health Choice

Services for child and adolescent consumers require prior authorization from Value Options.  Providers need to call Value Options for these services.   The phone number for Value Options is 1-888-510-1150.  The website is http://www.valueoptions.com.

Federal Certificate of Need (CON) for PRTF Services

Responsibility for the application for the Certificate of Need (CON) prior to admission to a Psychiatric Residential Treatment Facility (PRTF) now lies with the MH/SA Targeted Case Management provider serving as the child’s clinical home.  DMA and DMH/DD/SAS are requesting that the Area Authority/LME ensure that providers are aware of the CON process and understand the significance of a valid CON prior to the admission to a PRTF.  This is a federal requirement and payment is dependent on the proper and upfront completion of the CON.  The CON cannot be completed retroactively and cannot be completed by the PRTF provider.

Residential Services

All levels of Residential Services for consumers must receive prior authorization from Value Options.  Value Options authorizations will come to the Area Authority/LME.  The Area Authority/LME will forward the authorizations to the individual provider.

Criterion #5 Services

Criterion #5 applies to children through age 17 for whom placement is not available upon discharge from an acute care setting. Criterion #5 services can only be provided if the hospital and Area Authority/LME are actively working on discharge planning.  The hospital will have weekly contact with the Community Support provider and the LME hospital liaison. 

Adult Services using Medicaid 

All adult consumers require prior authorization from Value Options.

For services authorized by Value Options, providers terminating services shall send termination information to Value Options.

Eligibility

Value Options requests providers to check eligibility monthly.
Targeted Case Management

The service provider will obtain authorization from Value Options.  The Area Authority/LME will receive an authorization letter from Value Options. The service provider will notify Service Management that the authorization letter is needed by submitting a request form which is located on the LME website. Once the completed form is faxed (910-345-8971), Service Management will forward the authorization letter to the selected provider.

Basic Benefits

Service Management will approve basic benefits for substance abuse consumers and consumers with mental illness, if medical necessity is met.   Follow the authorization process previously outlined.  

Provisional and Non-Licensed Staff

Provisional staff, billing through the Area Authority/LME, and requesting authorization for outpatient services, please contact Value Options to request these services.  The letter of authorization will be sent to the Area Authority/LME. The Value Options authorization letter will be sent to the service provider. 

According to an announcement from the Division, effective July 1, 2008, the services of provisionally licensed clinicians may be billed to Medicaid and Division of Mental Health, Developmental Disabilities, and Substance Abuse Services funds in three ways:  1) when those clinicians are engaged in providing enhanced services, such as Intensive In-Home, Substance Abuse Intensive Outpatient, Assertive Community Treatment Team, etc.; 2) when they provide outpatient therapy under the revised “incident to” policy and their services are billed under the supervising physician’s provider number; and 3) when they provide outpatient therapy and the services are billed through the LME’s using “H” codes.

The March 2010 Medicaid Bulletin and Implementation Update #70 reported on the extension of coverage for provisionally licensed providers billing through the LME to June 30, 2011. 

Please refer to memo dated September 20, 2006 for the State Funded Y-Codes for use by designated Non-Licensed Substance Abuse Professionals. 

IPRS BENEFIT GRIDS

The IPRS Grids are located at www.srmhc.org in the following order:

· Children with Mental Illness - http://www.srmhc.org/prdocs/CS-IPRS_GRID_CHILD_MI.doc 
· Children with Substance Abuse - http://www.srmhc.org/prdocs/CS-IPRS_CHILD_SA_GRID.doc 
· Description of Services - http://www.srmhc.org/prdocs/IPRS_Grid_CHILD_ED_SA.doc 
· Adults and Children with Developmental Disabilities – 



http://www.srmhc.org/prdocs/CS-IPRS_GRID_A_CH_DD.doc 

· Description of Services - http://www.srmhc.org/prdocs/IPRS_Grids_A_CH_DD.doc 
· Adults with Mental Illness - http://www.srmhc.org/prdocs/CS-IPRS_ADULT_MH_GRID.doc 
· Description of Services - http://www.srmhc.org/prdocs/IPRS_Grids_ADULT_MI.doc 
· Adults with Substance Abuse - http://www.srmhc.org/prdocs/CS-SA_ADULT_GRID.doc 
· Description of Services - http://www.srmhc.org/prdocs/IPRS_Grids_ADULTS_SA.doc 
BLOCK GRANTS
SUBSTANCE ABUSE PREVENTION AND TREATMENT BLOCK GRANTS (SAPTBG)
The objective of the Substance Abuse Prevention and Treatment Block Grant (SAPTBG) is to provide funds to Area Authorities to support programs for the development and implementation of prevention, treatment and rehabilitation activities and services directed to the diseases of alcoholism and drug abuse as specified in the Public Health Service Act, Title XIX, Part B, Subpart II, as amended, Public Law 102-321; 42 U.S.C. 300X; and 45 CFR, Part 96.

All services must be provided in accordance with requirements as outlined in this document. Special attention must be given to insuring compliance with the Federal requirements for the use of Substance Abuse Block Grant Funds. The attached link provides the program specific requirements for requirements from the NC Treasurers website.  http://www.nctreasurer.com/LGC/compsup2006/federal/93.959-1-2006.pdf
Providers who are serving consumers with target populations beginning with AS or CS, are subject to the Federal SAPTGB audit requirements.
COMMUNITY MENTAL HEALTH SERVICES BLOCK GRANTS (CMHSBG)

To carry out the State’s Plan for providing comprehensive community mental health services to adults with a serious mental illness and to children with a serious emotional disturbance by funding community based services through an area authority or through a county program established pursuant to G.S. 122C-115.1.  The LME ensures funds are used to provide access to services to underserved mental health populations including homeless persons, rural populations and older adults.

All services must be provided in accordance with requirements as outlined in this document. Special attention must be given to insuring compliance with the Federal requirements for the use of Community Mental Health Block Grant funds.  The attached link provides the program specific requirements for requirements from the NC Treasurers website. https://www.nctreasurer.com/LGC/compsup2009/federal/93.958-cl-2009.pdf
Providers who are serving any consumers with target populations beginning with AM or CM, are subject to the Federal CMHBG audit requirements.
 

CARE COORDINATION

The Care Coordination Department consists of population specific care coordinators.  Their duties include acting as a liaison between the LME, private and state hospitals, emergency rooms, mental retardation centers, jails, courts, and providers.  

Care Coordinators follow-up with providers to ensure services have been initiated within 7 calendar days for consumers that have been discharged from local/private and state hospitals.   Care Coordinators participates in Person Centered Plan Treatment Teem Meetings when necessary.

Hospital Liaison participates in treatment teams, discharge planning and recidivism meetings with state facilities.   

LME provides Care Coordination for consumers who are discharged from Hospitals who are placed on Outpatient Commitments for consumers with no clinical home.

The Jail liaison reviews jail logs daily and works with local jails to connect consumers who are incarcerated back to their providers.  Care Coordination is also responsible for managing a list of providers certified to perform forensic evaluations and multidisciplinary evaluations.

Care Coordination services are provided to assist consumers who are high cost, high risk or do not have a clinical home.  Person Centered Plans received from Medicaid providers are reviewed to assess the quality of the plans.  Care Coordination can participate in treatment teams or child and family teams to provide support for at risk consumers.  

LME provides Care Coordination for consumers who are discharged from Hospitals who are placed on Outpatient Commitments for consumers with no clinical home.

Care Coordination provides technical assistance or training on State Regional Referral Form for Hospitalization that include training of SB 859.

LME Guardian provides monitoring of consumer care, services and residential placement.   

Care Coordination works with the Regional Deaf Coordinator to assure appropriate services are available who are deaf, hard of hearing and deaf-blind consumers in their home catchment area.   http://dsdhh.dhhs.state.nc.us
SYSTEM OF CARE

The LME has a mandated System of Care Coordinator position.  This position is responsible for moving System of Care (SOC) forward in our catchment area.  SOC is an evidenced based model for serving children and youth with Severe Emotional Disturbance.  The position is organized around the following six core functions:

· Child and Family Teams for Person Centered Planning 

· SOC Training and Technical Assistance 

· Involvement in the Community Collaborative

· Youth and Family Involvement and Leadership

· Interagency Collaboration

· Quality Management

The provider of the consumer has the following SOC responsibilities:

· To ensure that staff serving children with mental health needs are formally trained to facilitate Child & Family Teams (CFT)

· To ensure that Person Centered Plans for children are developed through the formal CFT process

· To partner with the Child Collaborative in their county to serve children and youth who have complex needs. Any child who needs out-of-home placement should be presented to their Child Collaborative

· Partner with their Child Collaborative to review outcome data, identify community gaps or barriers to services and collaborate to develop needed mental health services as identified.

· Assist the LME and Child Collaborative with identifying youth and family members to provider leadership for system development and advocacy

· Partner with the LME to ensure that CTSP funds are used judiciously and that funds used are supported by Child & Family Teams

Link to the SOC Child and Family Team Meeting Referral Form is on the LME’s website at: http://www.srmhc.org/pr_forms.htm .

Comprehensive Treatment Service Program Funds

The LME is annually allotted funds for the Comprehensive Treatment Service Program (CTSP).  These funds are accessed through IPRS or a Non-UCR request (see attached).  CTSP funds can only be accessed when a Child & Family Team is being used to develop and monitor the Person Centered Plan.  The System of Care Coordinator and Utilization Management coordinate the authorization of CTSP funds.

Link to the SOC CTSP Program Referral for Services Form is on the LME’s website at:  http://www.srmhc.org/pr.htm
SOC Training and Technical Assistance

SOC training and Technical Assistance is tailored to the need of the provider.  It can range from coaching new Child & Family Team facilitators to maneuvering through the child system to arrange for complex client care.  Contact the SOC Coordinator for more information. 

Child Collaborative by County

Bladen - Meets the fourth Wednesday of each month at the Bladen Community Building at 1:30pm

Columbus - Meets the third Thursday of each month at the Columbus County Department of Juvenile Justice conference room at 1:00 pm

Robeson - Meets the first Tuesday of each month at Village Station at 11:00am

Scotland - Meets the third Wednesday of each month at Scotland AB Gibson Building at 

                  2:30pm


SECTION V

FINANCE DIVISION

· Medicaid Provider - www.ncdhhs.gov/dma/
· State Funded Provider - AA/CP policies/procedures

REIMBURSEMENT

PROVIDER BILLING REQUIREMENTS PROCEDURE

This Procedure is designed to address fee-for-service providers who submit their billing to Southeastern Regional LME for reimbursement.  (Please note: This procedure does not address Medicaid reimbursable services provided by direct enrolled providers.)

Billing should be submitted on a weekly or monthly basis with dates of service not to exceed 60 days.  State/Federal funded services, which are services not billable to Medicaid including services for consumers without Medicaid, for fiscal year-end must have billings submitted based on the following deadline:

Services provided thru June 30th must be submitted by the last check write cut-off in July

Failure to meet these deadlines will result in non-payment of service.

Care Link Use 

The Care Link system is utilized to obtain authorization for IPRS funded services as well as billing for these funds.  It is required of all providers who wish to access IPRS State and Federal funds to utilize this system.  

Once the provider receives their User ID and Pass code they can access Care Link through the Internet.  The web address is https://carelink.carenetasp.com/SERegional/login.asp 

IPRS Funding Guidelines

IPRS funds are to be effectively managed so that sufficient monies are available for providing needed services to IPRS eligible consumers throughout the fiscal year.  IPRS is the payer of last resort and the funds are to be utilized for consumers who meet the 200% poverty level and have no other funding source to pay for their services.

New providers must complete the “Physical Location Form” for each location services are provided to Southeastern Regional LME consumers.  The form must be submitted to the Reimbursement Department to enter the information in the Netsmart system and in the IPRS system for the purpose of billing.  Without this information, Service Management cannot enter an authorization in Care Link and therefore, provider will be unable to bill for services.  

Providers who are directly enrolled with Medicaid, who are authorized to bill Southeastern Regional LME for Outpatient Individual and Group Therapy utilizing IPRS funds, shall complete the “Performing Provider Profile Form”. The form must be submitted to the Reimbursement Department before billing submission.  Performing providers that have multiple treatment specialties and or license types must check all applicable fields. For details regarding license types refer to the DHHS website at http://www.dhhs.state.nc.us/.  Billing will not be processed if credentials are not validated.  These forms can be accessed on the Southeastern Regional LME Web site at www.srmhc.org under LME Forms.

If license number, licensing state, UPIN number or DEA license number is applicable to the performing provider this information must be completed.  Copies of all licenses must be submitted with this form for verification purposes for applicable performing providers.

Billing Information

Providers are responsible for submitting all information required for billing, such as the Diagnosis, Target Population Eligibility, Demographic information, financial data, provider billing numbers, National Provider Identifiers (NPI) with the zip code and 4 digit zip code extension, as well as any other information required by the LME.  Target Population eligibility must be re-submitted annually based on client’s birth date.  This information must be submitted to the Reimbursement Department before billing is submitted.  Failure to do so may result in denial of claims. Inaccurate information may result in non-payment of services.  

Providers will obtain billing information during the initial contact before providing services.  Billing information obtained includes the self-pay sliding fee scale rate, Medicaid, Medicare and third party information.  The Billing Information Form must be completed on all consumers receiving services and submitted to the Southeastern Regional LME Reimbursement Department.  

Providers shall perform monthly financial status updates on consumers and submit all changes in clients’ financial status to the Reimbursement Department utilizing the Billing Information Form.  It is the responsibility of the Provider to maintain current financial information on all consumers served.  Financial information is subject to review as part of the audit/monitoring process.

Service Providers are responsible for billing insurance and Medicare and for collecting all established self-pay fees, co-pays and deductibles.   In accordance with state and federal guidelines, reasonable effort must be made to collect self-pay fees, co-pays and deductibles.  For IPRS covered services, the provider shall determine the fee to be charged to the eligible or enrolled person according to the LME’s Board approved sliding fee schedule.  Provider may retain first and third party revenue collected for services authorized by the LME up to the extent that such revenue does not exceed the total cost of services.

Because IPRS is the payer of last resort, all other funding sources must be exhausted first.  Service Management will not authorize IPRS funds for consumers with insurance unless a denial of non-covered service has been obtained from the insurance company and submitted to them.  Providers may also submit to the Service Management Department a letter of non-coverage on insurance company’s letterhead and/or a contact name and phone number at the insurance company.  Verification of non-coverage is subject to confirmation by the Service Management Department, the Reimbursement Department and/or by the Provider Relations Department as part of the monitoring process.  Please note, denials for other reasons such as, failure to obtain prior approval from the insurance company, will not be accepted.

A monthly Self-pay/Co-pay/Deductible Collection Report shall be completed and submitted to the Reimbursement Department at Southeastern Regional LME.  The Collection Report shall list, by consumer, all collections and the payer source.  Collected self-pay fees, co-pays, deductibles, Medicare payments and/or insurance payments will be excluded from final payment to service provider.  Providers shall not charge or receive any payment from an eligible Medicaid consumer for covered services except for co-payments and sums payable by third party payers under the coordination of benefits provisions.

Provider Multi-Specialty Rates

In order to remain consistent with the Division of Medical Assistances reimbursement policy, Southeastern Regional LME IPRS funding rates will replicate the Multi-Specialty rates as reflected on DMA’s web site under Behavioral Health Services (please refer to http://www.ncdhhs.gov/dma/fee/ for current specialty rates and procedure codes impacted).  Not all specialties of outpatient therapy providers are reimbursed at the same rate.  

Specific to mental health services, the following are reimbursed at 85% of the physician fee schedule:

· Nurse Practitioners, Certified as an Advanced Practice Psychiatric Nurse Practitioner

· Certified Clinical Nurse Specialist in Psychiatric Mental Health Advance Practice 

The following providers licenses are reimbursed at 75% of the physician fee schedule:

· Licensed Psychological Associates

· Licensed Professional Counselors

· Licensed Marriage and Family Therapists

· Licensed Clinical Social Workers

The following providers licenses are reimbursed at 100% of the physician fee schedule:

· Licensed Psychologist

· MD
The following providers licenses are reimbursed at the regular HCPCS code fee schedule:

· Certified Clinical Supervisor

· Certified Clinical Addictions Specialists

Service Authorization

Providers who are contracted with Southeastern Regional LME shall not provide IPRS funded services unless the Provider has first obtained an authorization for service(s) from the Service Management Division.  Initial authorization requests shall be faxed to the Service Management Division (SMD).  SMD will enter authorization into the MSO Netsmart system.  Providers will review the status of the authorization request on the Care Link Web site.  For clients who need additional services beyond the initial services authorized, provider will submit the re-authorization request on line in the Care Link system.    Providers will be unable to enter charges for services in the Care Link system unless provider has first obtained an authorization.  

Services requiring pre-certification from other payer source(s) (example Medicaid OP individual/group obtained from Value Options), pre-certification must be obtained before services are provided. Failure to obtain pre-certification will result in non-payment of services.  Obtaining authorization is the sole responsibility of the Provider.  Provider cannot bill IPRS for failing to obtain authorization from other fund sources (i.e. Insurance, NC Health Choice, etc…)

Payments/Denials to Providers

If the provider bills within sixty (60) days of providing a service, or, prior to the last check write cut-off in July for services provided prior to June 30th, the Southeastern Regional LME Reimbursement Department shall pay claims in accordance with the Division of Mental Health’s prompt pay requirements set forth as follows:

A.  State Funded Services

· Within eighteen (18) calendar days after Southeastern Regional LME receives a claim from the provider Southeastern Regional LME shall either: 

a. Approve payment of the claim

b. Deny payment of the claim, or

c. Determine that additional information is required for making an approval or denial.

Once the clean claim is approved, the claim shall be paid within thirty (30) calendar days after making approval.  If for any reason there would be a delay in this payment period, the provider network will be informed in writing of the delay and circumstances surrounding it.

Southeastern Regional LME Reimbursement Department shall disallow claim(s) in the event and to the extent the claim is incomplete, does not conform to the applicable service authorization, or is otherwise incorrect, incomplete or untimely.  Any claim disallowed shall be returned to the provider with an explanation for the disallowance.  Southeastern Regional LME Reimbursement Department shall allow provider to re-submit a disallowed billing for reconsideration, so long as the re-submission occurs within the general claims filing timeframes summarized in this procedure.  Claims denied for incorrect or missing information must be corrected before resubmission.  Resubmitted/corrected claims are treated as new claims and are subject to the prompt pay provision outlined above. 

If claims are denied as a result of inaccurate information supplied by the provider or keying errors, the Reimbursement Department will request information needed to resubmit a clean claim.  Provider shall supply requested information within 10 working days of request.  Failure to provide corrected information within 10 working days will result in recoupment/denial of payment.  Please note, audit finding denials or recoupment must follow the procedure outlined for Audit Paybacks/Recoupment.

All payments for services to providers shall be provisional and subject to review and audit for their conformity with Division of Medical Assistance and Department of Health and Human Services requirements.  Billings for services to be paid from Medicaid, state or federal funds shall be submitted in accordance with timely filing provisions outlined in this procedure.  All payments are contingent upon fund availability and/or budget allocations and contract limitations.

Monthly Allocations – Some providers as specified within an agreement between the provider agency and the LME are paid on a monthly allocation at a percentage of their total contract limit.  These providers are paid their specified allocation amount regardless of the claims submission data (shadow claims) that are received.  Monthly Allocated providers are required to submit shadow claims that support the funds they are paid.  However, monthly payment is not equal to the amount of shadow claims approved.  Monthly payment is the percentage of their total contract limit.  The LME will track per checkwrite the shadow claims that are approved against the contract limitations of the allocated provider.  On a monthly basis review will be done to determine if the amount of shadow claims substantiates the allocation amount paid to the provider.  At the end of the Fiscal Year settlement will be done to determine if a payback to the LME from the provider is required due to lack of shadow claims.  If the provider has submitted more shadow claims than their contract limit, no payment will be made to the provider.

B.  Medicaid Funded Services
For Medicaid services billed by providers through Southeastern Regional LME, (“pass through billing”) claims shall be honored for up to twelve (12) months after the date of service.  Medicaid funds paid to Southeastern Regional LME on behalf of a provider must be forwarded to the provider within fifteen (15) business days after receipt of payment from EDS.  Southeastern Regional LME will not be liable for pass through billing Medicaid claims that may be disallowed.

Review of Claims (Claims Investigation Process)

Claims submitted are subject to investigation and review.  Paid claims must contain the following elements:

· Services must be authorized

· Services provided and paid must be contained in the Person Centered Plan.

· Services provided by the appropriately qualified individual to include all required licenses and facility licenses.  Services provided match the duration and intensity of the authorization.

· The appropriate code is used to match the service documentation.

Southeastern Regional LME shall notify provider in writing and request provider attend additional training if Provider is having consistent errors and/or problems with billing, authorization requests, assessing client need(s), determining target population eligibility, documentation or any issue as it relates to service provision and/or payment for services provided.  Providers who fail to comply with Southeastern Regional LME’s written request may be excluded from provider endorsement.

Audit Paybacks/Recoupment

Paybacks/recoupment, which are as a result of audit findings from internal Southeastern Regional LME divisions, shall not be submitted to the Reimbursement Department until all stages of corrective actions plans, appeals, and letters of notifications have concluded.  Once the payback/recoupment is received in the Reimbursement Department, all requests for reprocessing claims will not be considered and payback/recoupment are considered final.

Once the audit payback/recoupment request is received in the Reimbursement Department, the Reimbursement Department will recoup funds from the next available or submit an invoice if there are no funds to recoup. 

Billing Errors

Correction requests for billing errors must be submitted in writing to the Reimbursement Department.  For overpayments, Provider must submit a check for the total amount overpaid along with a correction request.  

Provider must submit a check for the total amount paid for billing errors that resulted in underpayment.  A refund for the total amount paid will be submitted to EDS/IPRS.  Corrected amount will be re-billed once the refund is reflected on the Remittance Advice.  

Instructions for Completing Required Forms

Completed forms must be faxed to (910) 738-6812 or (910) 272-1299 for corrections/updates
Please note, all forms must be completed and submitted at least 5 business days before billing is submitted.

Client Billing Information Form

1. Enter legal business name and check if you are submitting target pop information, financial information or both.  For financial information only, complete items 1 through 25.  For target pop(s) only, complete 1 through 15 and 26.  For both complete the entire form.

2. Enter client name as it appears on client Medicaid card or legal name. Please do not use nicknames.  Enter LME assigned medical record number.

3. Check if client is male or female

4. Enter client date of birth

5. Enter client social security number

6. Enter language, be specific—English, Spanish, German, Arabic etc….

7. Enter client address

8. Enter client county

9. Enter client city

10. Enter client state

11. Enter client zip code

12. Enter clients axis 1 diagnosis

13. Check client health code for substance abuse and/or tobacco use

14. Check client race

15. Check Ethnicity

16. Check all client payer source(s)

17. If applicable, enter clients insurance company

18. If applicable, enter clients group insurance number

19. If applicable, enter clients insurance policy number

20. If applicable, enter client insurance co-pay amount requirements

21. Enter patient’s relationship to the insurance subscriber.

22. If applicable, enter self-pay percentage based on sliding fee schedule

23. Enter Medicaid/IPRS number.  The IPRS number is always the same as the Medicaid number.  If client has never had Medicaid and is IPRS only, the IPRS number is 33040 plus the six-digit Medical Record LME number.  Example:  33040009824 or 33404523598

24. If applicable, enter the clients Medicare number

25. Check if client is employed or not employed

26. Check all target pop funding pots that the client qualifies for based on the eligibility matrix.  Check only the ones that co-currency is allowed.  Enter the effective date.    All target pops will be end dated the day before their next birthday and are due annually before their next birthday unless services have discontinued.  

Have the client or client’s legal guardian read the information at the bottom of the form, date and sign to acknowledge receipt.  The Provider staff that completes this form will date and sign also.

Southeastern Regional MH/DD/SAS
               Client Billing Information (please print)
	(1) PROVIDER Business Name:
	 FORMCHECKBOX 
 target POP  FORMCHECKBOX 
 financial

 FORMCHECKBOX 
 INITIAL   FORMCHECKBOX 
 UPDATE  FORMCHECKBOX 
  ANNUAL

	client Information

	2) Client Name:
	Record #:

	3) Sex:    ( Male     (  Female

	4) Date of Birth:
	5) SSN:
	6) Language (specify)

	7) Current Address:
                                                           
	8) County:

	9) City:
	10) State:
	11) ZIP Code:

	12) Diagnosis: Type:_______  Code:_________

Type:_______  Code:_________
	13) Health Code:

( None

( Substance Abuse

( Tobacco Use

( Unknown

( SA & Tobacco 
	14) Race (check one)

( R1-American Indian or Alaska Native

( R2-Asian

( R3-Black or African American

( R4-Native Hawaiian or Pacific Islander

( R5- White
	15) Ethnicity: (check one)

( E1-Hispanic or Latino (Other/Unspecified)

( E1.02-Mexican

( E1.06-Puerto Rican

( E1.07 Cuban

( E2- Not Hispanic/Latino

	Insurance information

	16) Please indicate client coverage:      ( Medicaid   ( Medicare   ( Insurance   ( IPRS

	17) Insurance Name:
	18) Group #:
	19) Policy #:
	20) Co-payment: 

$

	21) Patient’s relationship to subscriber:   ( Self   ( Spouse   ( Child   ( Other
	22) Self-Pay%: 

	23) Medicaid/IPRS#:
	24) Medicare#:
	25) Employed: (Yes (No

	Target population eligibility

	26) Please check ONLY ONE that applies:

    (    AMAO    ( ASAO    ( ADAO    ( CMAO      ( CSAO     ( CDAO    ( AMSRE   ( AMI    ( ASTER                      

· AMCEP   ( AMCS    (  ASCDR  (  ASWOM  ( ASDSS    ( ADSN     ( ADCS    ( ASCS  ( CDCS 

· CMCS    ( CSSAD   ( CMSED   ( CMECD    ( CSCS     ( CDSN    

      Effective Date of this TARGET POP:

	


I have been informed of the provider’s policy for patient fees and the fee schedule has been explained to me.  I agree to pay all fees for treatment, which has been established based on my ability to pay.  I understand payment is expected on the day of treatment.  If a change of employment or other situations occurs which may affect my ability to pay in any way, I agree to notify my service provider and request a review of the above information.  

Insurance/Medicare Applicable – I understand my health insurance may cover a portion of treatment costs and I hereby consent for services to be billed to my insurance company and agree for any benefits to be assigned to my service provider.  By acceptance of this assignment of benefits, the service provider agrees to accept the approved charge as total cost for services.   I further understand I am responsible for co-payments as determined by the insurance company.  I have been informed and understand if I refuse to allow my insurance company to be billed, I will be required to pay the full charge for services. 

I understand Substance Abuse records are protected under the federal regulations governing confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Paragraph 2, and cannot be disclosed without written authorization unless otherwise provided for in the regulations

IPRS Applicable - Based on my acknowledgement of an inability to pay the full charge for each visit, I authorize the service provider to pursue reimbursement for services from other sources to include state, local and federal funds.

I authorize my service provider and the billing LME, Southeastern Regional MH/DD/SAS to release diagnostic and treatment records when required to the Reimbursement Source specified above.  This authorization shall be valid until all claims have been adjudicated, not to exceed one year from date of discharge.

I fully understand the above statements and have received a copy of this form.

Date: ________________________ 
Client/Guardian_______________________________

Date: ________________________
Witness: ____________________________________
LME Form No.: BM:0004/Revised 3/05/2010                                                                        
  Client Billing Information Form







 

REIMBURSEMENT DEPARTMENT

910-738-5261
/ FAX: 910-272-1299

CARE LINK BILLING INSTRUCTIONS

1. Go to https://carelink.carenetasp.com/SERegional/login.asp 

2. Sign on to Care Link using your assigned user name and pass code

3. Click on Continue
4. Click on Skip to Main Menu
5. Click on Look up Client
6. Click on Search by Criteria (red button at bottom)

7. Find client you wish to enter charges (make note of Client ID number.  In the future, using the Client ID number in the first block of the Search Criteria will help speed up this process)

8. Once you locate the Client you wish to enter charges, click on the Client ID (in blue) to access this clients Demographic information.  At this point you will see information submitted, by your agency, utilizing the Client Billing Information Form.

9. On the left of this screen you will see a list of menu items to include Demographic…Insurance….Authorizations….Treatment…..Click on Treatment.

10. You are now in the Treatment History Screen.  You can scroll down to see all billings (treatments) you have previously entered as well as the unit history.

11. To enter charges, click on Add New Treatment Service.

12. You are now in the Care Link - Add Treatment Setup
13. Under Enter Treatment Criteria, choose the CPT Code you are billing from the first drop down list. tab

14. Next, from the Clinician drop down list, choose the circumstance that describes the service you are billing:

· For services requiring endorsement- choose the location with endorsed written at the end.  

· For services that do not require endorsement or direct enrollment (including services provided by provisional licensed providers) - choose the location without the word endorsed at the end. 

· For services provided by a CPT code biller (example; LCSW, MD, LPC etc..)- choose the providers name.

15. From the Unit/Day space, enter:

·  a number 1 for Residential services 

· number of units for periodic services (units are billed in 15 minute increments.  15 minutes = 1 unit…..1 hour = 4 units. 

· for CPT code services provided by a Medicaid enrolled provider (example; LCSW, MD, LPC…..) enter a 1.

16. Enter the date(s) of service you are billing. Dates must be entered as mm/dd/yyyy.  Please note: 

· If you are billing a single date of service use the Single Date option.  

· If you are entering consecutive dates with the same CPT code as well as the same Unit/Day’s, use Date Range.
· If you have Multiple Dates with the same CPT Code and Units/Day, click the Multiple Dates Calendar.  Make sure you are in the correct month.  Click right arrow or left arrow until you are in the month you would like to bill dates.  Click on all desired dates.  Click Select Date.  You will see the date fields populate.

17. When you are satisfied with all dates of service, units and CPT, click on Set Treatment Date. 

18. Now you are on the second part of billing entry Care Link – Add Treatment- Detail.
19. Skip past the Comments section and DSM Diagnosis sections.  You do not need to enter in these sections.  

20. Go to Duration.  Enter based on the following situations:

· Enter a number 1 for Residential services.  
· Enter in 15 minute increment…15 minutes…30 minutes….45 minutes….60 minutes….75 minutes….etc for periodic services that bill in units. Please note, do not enter exact time.  Medicaid Code services must be rounded down.  State Code services can use the 8 minute rule.  

· For CPT code services provided by a Medicaid enrolled provider (example; LCSW, MD, LPC…..) enter a 1 for event.

21. Tab to Location and choose:

· For services requiring endorsement- choose the location with endorsed written at the end.  

· For services that do not require endorsement or direct enrollment (including services provided by provisional licensed providers) - choose the location without the word endorsed at the end. 

· For services provided by a CPT code biller (example; LCSW, LPC etc.)- choose SRMSG for all licensed providers except for MD’s, you will use SRPGN.

22.  Level of Care is always Routine
23. Once you are satisfied with your entry, click Add Treatment.  The Set New Treatment Date is only used to go back to the first billing screen to make corrections/changes.

24. If you have more charges to enter on this client, click on Treatment from the menu selection on the left and proceed to entering additional charges.  

25. If you are ready to enter on a new client, click on Exit to Main Menu and repeat from number 5 of these instructions.

26. If you have entered all treatments (billing) and are ready to submit for billing, exit to the Main Menu and follow the Billing Submission instructions.

BILLING SUBMISSION INSTRUCTIONS

1. Click on Billing
2. Click on Generate New Bill (Red Block)

3. Click on View Bill Summary (at the bottom of the screen)

4. Click on Submit Bill (at the bottom of the screen) If you get out of this screen without clicking Submit Bill, the file will automatically save to Un-submitted Bills.  When you are ready to submit the file, do not forget to click in the blue writing on Un-submitted Bills and follow these instructions from number 3.

Please contact the Reimbursement Department at (910) 738-5261 if you have questions.

CLAIMS ADJUDICATION

See Dispute Resolution Policy, Section III, of this manual.

· State Funded Provider– Reference Contract
BUSINESS MANAGEMENT
CAP-MR/DD WAIVER PURCHASE REQUEST PROCEDURE

 LME has a process for maintaining control over expenditures in accordance with budget allowances and in accordance with formal procedures required by the State for Waiver purchasing.  Process follows: 

1. Case Manager (of provider agency) makes request to Value Options on behalf of CAP-MR/DD consumer.

2. Value Options notifies Case Manager of approval of purchases of equipment/supplies with an approval letter.

3. Case Manager submits copy of the Value Options’ approval letter, quote and cost summary to the LME’s (Service Management) Local Mental Health Center Unit Coordinator (LMHCUC).  If the consumer has other insurance, Case Manager must also submit a denial of payment letter from the insurance company.

4. LMHCUC completes Waiver Purchase Request Form and forwards to Purchasing Officer, with copy of the approval letter, quote, cost summary and denial of insurance letter if applicable, attached.

5. Purchasing Officer reviews the Waiver Purchase Request for accuracy and verifies all required documentation is attached then signs. 

6. Purchasing Officer forwards to Finance Officer for review and approval.  If cost exceeds $1,499.99, signature approval must also be obtained from Area Director.

7. Upon approval, Finance Officer returns packet to Purchasing Officer who then assigns Purchase Order number and notifies LMHCUC.  

8. Purchasing Officer holds packet in pending file.

9. LMHCUC notifies Case Manager of approval and assigned Purchase Order number.

10. Case Manager orders equipment/supplies.

11. Upon receipt of equipment/supplies Case Manager obtains proof of receipt (packing slip), and invoice.

12. Case Manager signs and dates acknowledging receipt of equipment/supplies, then forwards to LMHCUC.

13. LMHCUC forwards proof of receipt and invoice to Purchasing Officer.

14. Purchasing Officer pulls original packet from pending file, attaches proof of receipt and invoice, then forwards to Reimbursement.

15. Reimbursement bills Medicaid.

16. Upon confirmation of approval (Medicaid payment), Reimbursement initials invoice and marks the date paid by Medicaid.

17. Reimbursement forwards packet to Accounts Payable.

18. Accounts Payable codes the approved packet (36930.290) and pays the appropriate vendor.

19. Accounts Payable provides proof of payment to Purchasing Officer.

LMHCUC will perform a monthly audit of all Waiver Purchase Requests to ensure there are no outstanding requests and to ensure requests are being completed timely.

NON-UCR FUNDING

Southeastern Regional MH/DD/SAS receives state and federal funding allocated by the Division.  These funds are broken down further into UCR (Unit Cost Reimbursement—fee for service) and Non-UCR (expenditure based reimbursement).  This protocol addresses Non-UCR funds.

Non-UCR funds are allocated either on a one-time or recurring basis.  

Upon receipt of the allocation notification (or at the beginning of the fiscal year if recurring), the Contracts Manager prepares that Agency’s contract to include a description of the allocation, reporting terms and special conditions. Federal funds shall not be contracted to any entity other than a public or nonprofit private entity. 

Upon receipt of the contract, the Provider Agency incurs costs based upon guidelines or budgets pertaining to the nature of the specific allocation.  On a monthly basis, the Provider Agency runs a detailed general ledger report of revenues and expenditures and uses that information to prepare the Cash Requirements Form / Financial Status Report (FSR).  

All FSRs must be accompanied by a general ledger printout (reflecting budget v. actual) for the month being requested and year-to-date expenditures and all revenue sources by program (grant).  

The general ledger report must contain account numbers with a description of the account expenditures and revenues.  The totals of expenditures minus any non-grant revenue must equal the amount being requested on the FSR.  If it doesn’t, an explanation (in writing) must be provided.

For monthly personnel expenses—staff must be listed by name and position description and show salary amount plus related benefit cost.  If an individual is not a whole FTE, the percentage must be noted.

Any contractual purchases must be backed-up by a copy of the contract showing a name, rate, unit cost, time period and description of service provided.

For operational expenses—provide a copy of the check documenting payment, an invoice or a receipt for purchase.  Any equipment purchase must be backed-up by a detailed by-item description.  If allocating percentages of costs, the breakdown needs to be shown also.

All expenditures must be within approved budgeted amounts.

In addition:

-Do not bulk up on supply purchases at the end of the year—reimbursement will not be allowed if it appears the purchase cannot be used up by fiscal year-end.

-All capital items purchased must be in the approved budget.  (For equipment purchases above $5,000, follow the procedure—“Contract Provider Purchases with Non-UCR Funds”).  

-Any federally funded grants will be paid on an expenditure basis ONLY.  Be mindful of this at fiscal year-end. 

-For any grant funding source—funds will not be paid out prior to expense being incurred.

-At the close of the FY a complete year-to-date budget v. actual expenditure / revenue report by program (grant) must be submitted.  At that time, a reconciliation will be done to determine if payback is necessary.

Documentation is reviewed to ensure reimbursement request is within the financial guidelines of the allocation.  Approval for payment will only be given if amount does not exceed allocation amount and requirements shown above are met.  SRMH is not responsible for costs incurred above the allocated/contract amount or for expenditures made outside of timelines.  If request is within guidelines payment will occur within two weeks.  

CONTRACT PROVIDER PURCHASES WITH NON-UCR FUNDS

This procedure applies to capital purchases acquired at $5,000 or more.  These purchases are bound by NC Administrative Code 10A NCAC 27A .0112 – Disposition of Equipment.

If any contract made between Southeastern Regional MH/DD/SAS and Provider includes payment for equipment purchased with non unit-cost reimbursement (non-UCR) funds, such as start up or special purpose expenditures, title to the capital purchases in whole or in part rests with Southeastern Regional MH/DD/SAS so long as the Provider continues to provide the services which are named in this Contract. If Provider ceases to use these capital purchases for the original intent, the Provider Agency must notify Southeastern Regional MH/DD/SAS of that fact. Once notified, Southeastern Regional MH/DD/SAS Purchasing Officer, in accordance with North Carolina law, shall contact the Division of MH/DD/SAS for specific disposition instructions.

Southeastern Regional MH/DD/SAS Purchasing Officer shall maintain a record of all dispositions approved by the Division and the method of disposition followed.

FALSE CLAIMS ACT PROCEDURE

The purpose of this procedure is to inform and educate SRMHDDSAS employees and contractors of the Federal False Claims Act (“FCA”) and to provide general information regarding SRMHDDSAS’s efforts to detect and prevent fraud, waste, and abuse with respect to its billing activities.

The Federal False Claims Act is a law that bars a person or entity from “knowingly” presenting or causing to be presented a false or fraudulent claim for payment or approval to the federal government, and from “knowingly” making, using or causing to be made a false record or statement to get a false or fraudulent claim paid or approved by the federal government.  The Act also prohibits a person or entity from conspiring to defraud the government by getting a false or fraudulent claim allowed or paid.  These prohibitions extend to claims submitted to federal health care programs, such as Medicare or Medicaid. 

The Federal False Claims Act broadly defines the terms “knowing” and “knowingly.”  Specifically, knowledge will have been proven for purposes of the Federal False Claims Act if the person or entity:  (1) has actual knowledge of the information; (2) acts in deliberate ignorance of the truth or falsity of the information; or (3) acts in reckless disregard of the truth or falsity of the information.  The law provides that a specific intent to defraud is not required in order to prove that the law has been violated.  Examples of potential false claims include knowingly billing Medicare for services that were not provided, billing for services that were provided but not medically necessary, submitting inaccurate or misleading claims for actual services provided, or making false statements to obtain payment for products or services.

A person or entity found guilty of violating this law is obligated to repay all of the falsely obtained payment or reimbursement and will be liable for civil penalties, plus three times the amount of actual damages sustained by the government as a result of the prohibited conduct for each violation of the Act.  In addition to being liable for damages and civil penalties, violating the Federal False Claims Act can subject a person or entity to exclusion from participation in federal health care programs, such as Medicare and Medicaid.

Private persons are permitted to bring civil actions for violations of the Federal False Claims Act on behalf of the United States (also known as “qui tam” actions) and are entitled to receive percentages of monies obtained through settlements, penalties and/or fines collected. Persons bringing these claims (also known as “whistleblowers”) are granted protection under the law.  Specifically, any whistleblower who is discharged, demoted, suspended, threatened, harassed, or in any other manner discriminated against by his or her employer because of reporting violations of the Federal False Claims Act will be entitled to reinstatement with seniority, double back pay, interest, special damages sustained as a result of discriminatory treatment, and attorneys’ fees and costs.

SRMHDDSAS will make every effort to detect and prevent fraud, waste and abuse before it occurs through education, training, and compliance audits.  These efforts will include, without limitation: distribution of this procedure to all employees and contractors; compliance audits that aid in the ability to detect and report suspected fraud, waste, and abuse; and by conducting an annual external audit.

 

SRMHDDSAS requires all employees (or contractors or agents acting on its behalf) to comply with all federal and state laws and regulations governing the administration and operation of health care entities.

 

SRMHDDSAS prohibits its employees (or contractors or agents acting on its behalf) from knowingly submitting to any federal or state funded program a claim for payment approval or reimbursement that includes false or fraudulent information or is based on false or fraudulent documentation.

 

Any person having knowledge or information regarding suspected fraud, waste, or abuse by SRMHDDSAS employees or its contractors, should promptly contact your immediate supervisor or one of the following individuals:

 

Area Board Member

Area Director

Chief Financial Officer

Compliance Officer

Customer Services

 

In accordance with this procedure, SRMHDDSAS will investigate all allegations of suspected fraud, waste or abuse and will take prompt and effective remedial action where appropriate.  

 

SRMHDDSAS strictly prohibits retaliation in any form against an individual who makes a good faith report of suspected fraud, waste or abuse; files a complaint under the various false claims acts; or participates in an investigation or litigation under the various false claims acts.  Any retaliatory action is subject to appropriate disciplinary action, up to and including termination of employment or termination of the business relationship with SRMHDDSAS.


SECTION VI

QUALITY MANAGEMENT 

Quality Management is the process responsible for the collection, reporting, analyzing, and monitoring of all consumer information and ensuring that information is available to appropriate parties. 

All providers of services will follow guidelines outlined in all applicable state and federal laws.

Documentation Requirements:

All Providers of services shall follow the documentation requirements contained in the North Carolina Division of Mental Health, Developmental Disabilities and Substance Abuse Services’(DMH/DD/SAS) Records Management & Documentation Manual (APSM 45-2) and Rules for Mental Health, Developmental Disabilities and Substance Abuse Facilities and Services (APSM 30-1), Service Definitions, and Medicaid Manual. 

All Providers may develop forms, which reflect the required elements as specified in the State Service Records Manual or choose to utilize the DMH/DD/SAS sample forms.

Provider Responsibility for Retention of Records:

All providers, including directly enrolled Medicaid providers, are responsible for maintaining custody of the records and documentation to support service provision and reimbursement for the required retention period for publicly funded MH/DD/SA services. In the event that a provider agency ends services, or dissolves for any reason, the provider is required to make arrangements to continue safeguarding both the clinical and reimbursement records in accordance with the record retention guidelines. Furthermore, in the case of mergers, there should be a clear delineation of how the records from all the entities involved will be retained. Termination of enrollment, dissolution of a business, or merger with another agency does not relieve the provider of responsibility for the records generated during the time the provider was in business.

The two schedules that address the retention and disposition requirements for publicly-funded MH/DD/SA services are the DHHS Records Retention and Disposition Schedule for Grants which is based on the funding source, and the Records Retention and Disposition Schedule for State and Area Facilities, Division Publication, APSM 10-3 which is organized by record type. Providers are subject to the applicable standards outlined in both schedules.

· The clinical records of children must be maintained for twelve (12) years after the age of majority (i.e., until the person reaches age 30).

· The clinical records of adults must be kept for 11 years after the last encounter.

· When more than one retention schedule applies to certain records, the stricter of the retention schedules must be applied.

Service provider agencies have the responsibility of fulfilling the record retention and disposition requirements for all the records generated within their agency. This includes responsibility for maintaining custody of the records for the duration of the retention period. Record retention is addressed in the provider MOA/contract with the LME as well as in the provider services agreement with the Division of Medical Assistance for direct enrollment to provide Medicaid-funded services.

Each provider must develop a retention and disposition plan outlining how the records are stored, who will be the designated records custodian and how the records custodian is going to inform the respective LMEs of what their process is and where the records will be located. The provider should send the responsible LME a copy of the storage logs identifying each individual served within their catchment area, the dates of service and into which box a record is stored. The Storage logs shall be sent to the LME Chief of Medical Records/Quality Management Division Director. 

The storage log can be used for all record types including service records, reimbursement records, personnel records, etc.

The required identifying information consists of the:

· Agency name

· Department

· Date of storage

· Series number

· Box number

· Start date and the end date of the contents in the box

· Location of where the box is stored

· Record type or the name of the individual. 

· Record type refers to the classification of the particular information contained the box. Generally one would store records of the same type in the same box; however, if a box

             contains more than one type of record, this needs to be so noted on the front of the box.

· Record number or any other identifying number, if there is one

· Date of birth is recorded for individual service records. In the case of personnel records, the employee's date of birth is to be recorded for quick reference.

· Timeframe of the information stored in a particular box. For example, you would record an admission of 9/2/07 – 9/13/09, or an employment period of 2/12/03 – 2/13/09 or a specific timeframe (e.g., October 2002 Cost Reporting, etc).

· Storage media (i.e., paper/hard copy, microfilm, tape, disc)

Provider records shall be accessible to the Local Management Entity (LME)/Area Program for review for the purpose of monitoring services rendered, financial audits of third party payers, research, and evaluation. Provider shall provide, in compliance with Senate Bill 163, to LME/Area Program staff with access to client’s records, meetings, and observation so that the staff may fulfill their responsibilities in coordinating and monitoring services.

The service record maintained by the Provider will be considered the “original” record for the consumer. If the LME is held accountable for the billing of services, and when the Provider of services cease to provide services to the consumer, that Provider must submit the “original”, or a certified copy of the original medical record to the LME/Area Authority within forty-five (45) days of termination of services. 

Privacy, Security and Confidentiality Requirements:

Provider is required to develop policies and procedures as required by the Health Insurance Portability and Accountability Act (HIPAA) regulation 45 CFR. Provider shall not disclose to anyone any Confidential Information of a consumer. In addition to the HIPAA regulation, confidential information shall also be protected as follows:

1. Information in service records for individuals who receive mental health and Developmental disabilities shall be disseminated in accordance with G.S. 122C and the Confidentiality Rules codified in 10A NCAC 26B (Division publication APSM 45-1).

2. Information in service records for those individuals who receive substance abuse services shall be disseminated in accordance with 42 C.F.R., Part 2- “Confidentiality of Alcohol and Drug Abuse Patient Records”. 

3. Information relative to AIDS or related conditions shall only be disclosed in accordance with the communicable disease laws as specified in G.S. 130A-143. 

4. Secondary records, which contain information wherein a specific consumer or consumers can be personally identified, shall be protected with the same diligence as the original consumer record. 

Data Submission Requirements

Providers shall collect and complete consumer data, and submit timely as specified by the North Carolina Division of Health and Human Services (DHHS), and as specified by other applicable state and federal requirements. 

Providers shall submit to the LME/Area Authority in the specified timeframe, all applicable data for submission as required by regulations.  This data shall include but not limited to, i.e., Client Data Warehouse (CDW) statistical demographic information; North Carolina Support Needs Assessment Program (NCSNAP), and North Carolina Treatment Outcomes and Program Performance System (NCTOPPS). 

Demographic data is to be generated for all Integrated Payment and Reporting System (IPRS) consumers, single stream funding, and non-Unit Cost Reimbursement (UCR) Consumers, including all crisis services consumers and all Medicaid Enhanced Benefits Services consumers following timeframes as indicated by the Division of MH/DD/SAS, i.e., LME Consumer Admission and Discharge form and Consumer Interview and Registration form.   

Providers shall submit to Southeastern Regional LME all NCSNAP Assessments for Developmental Disability consumers as stated in the NCSNAP NC Procedural Guide located on the Division MH/DD/SAS website for entry into the NCSNAP database.  Assessments must be submitted upon admission and annually thereafter.

The NC SNAP is submitted on admission for consumers with a Developmentally Disabled diagnosis and who are receiving DD services, and is completed yearly as long as the consumer continues to receive DD services.  The person completing the NC SNAP must be a Qualified DD Professional and must be certified by the state to complete NC SNAPs.  You may contact Paula Mauney at (910) 272-1239 or e-mail at pmauney@srmhc.org , or Tammy Powers at (910) 272-1221 or e-mail at tpowers@srmhc.org for further information and for training schedules.

Providers shall submit NCTOPPS Initial and Update Interviews timely, using the NCTOPPS website as stated in the NCTOPPS Implementation Guidelines located on the Division of MH/DD/SAS website.   The web-based NC TOPPS will be submitted for 100% of adult and child consumers with primary mental health, developmental disability or substance abuse diagnoses who are six (6) years of age or older, who have been admitted for treatment as a member of a target population by an assigned LME and who are receiving services.  The completion of NC TOPPS Initial, Update, and Transfer, or Discharge Assessment is required for these consumers.  An initial NCTOPPS is submitted on admission, at 3 months, 6 months, 12 months and every 6 months thereafter as long as the consumer is receiving treatment.  The NC TOPPS must be administered by a Qualified Professional.  For questions or to request training regarding NCTOPPS please contact Paula Mauney (910) 272-1239, pmauney@srmhc.org, or Tammy Powers, at (910) 272-1221 or by e-mail at tpowers@srmhc.org.  
Effective July 1, 2009 the NCDHHS requires all providers to have a NCTOPPS Super User.  This action will help with the certification or verification of a clinician as a user. The Super User will be the contact person for Quality Management.

Effective July 1, 2011 Qualified Professionals requesting access to NCTOPPS should have an email address controlled by the provider. Personal email addresses such as yahoo, hotmail, gmail will not be accepted. All Qualified Professionals must have an individual email address in order to obtain a password and id.

Information System Requirements:

Southeastern Regional LME Information Systems for Managed Care is Netsmart Technologies.  This system consists of a managed care system which creates and monitors Utilization Management authorizations for state services, billing of Integrated Payment Reporting System (IPRS State Funds), and submission of statistical information (Client Data Warehouse) to the Division of Mental Health, Developmental Disabilities, and Substance Abuse Services (NCDMH). 

Southeastern Regional LME has a web based portal for electronic communication with the providers called CareLink.  Providers receive authorizations electronically via CareLink and billing against those authorizations is done in this portal back to the LME.  The CareLink portal is a piece of the Netsmart Information System and connects to other modules of the system for integration of data, monitoring of providers managed care process, and data submission.  Providers will use CareLink for authorization of services and billing of IPRS State Dollars. 

This information is located on the Southeastern Regional LME website (http://www.srmhc.org/).  For questions regarding usage of CareLink contact Wanda Green at wgreen@srmhc.org or Tom Lumpkin at tlumpkin@srmhc.org in the Information Systems IT Department.  For authorization questions contact the Service Management Division at 910-738-5261. For questions concerning billing entered into CareLink contact Amy Abrams, Reimbursement Officer at aabrams@srmhc.org . 

The Calcium Bear Appointment Program is a web-based appointment program free to providers to enter times available to take appointments from the LME screening process.  Southeastern Regional LME STR Unit utilizes this program to schedule an appointment time for the consumer to be seen by a provider for services.  This electronic process is for the consumer to get information for appointments in a timely manner.  In order for providers to receive appointments from Screenings it is mandatory for providers to utilize the electronic appointment program provided by the LME effective July 1, 2007.  For questions concerning electronic appointment program contact Wanda Green, wgreen@srmhc.org or Tom Lumpkin, Information Technology, at tlumpkin@srmhc.org.

 QUALITY IMPROVEMENT

It is a requirement of 10A NCAC 27G .0201 (7) , and the standard Memorandum of Agreement   between the provider agency and the LME that the provider has developed and implemented a Quality Management (QM) Plan in accordance with NC DHHS policies.  The Plan shall include both Quality Assurance (QA) and Quality Improvement (QI) activities and processes.

QI Plan

The LME will monitor evidence of the providers’ QM Plan activities as required through utilization of the Frequency and Extent of Monitoring standardized tool.  Evidence of provider QM activities should follow the requirements stated in 10A NCAC 27G .0201 (7) (a-h), and (8-18)  Providers shall submit a copy of their current Quality Improvement  (QI) Plan annually upon signing new contract  with the LME following Southeastern Regional LME’s guidelines that define the elements required in a QI Plan. For LME QI Plan guidelines contact Penny Sutton at (910) 272-1260, psutton@srmhc.org or Shirley E. Townsend (910) 272-1210, stownsend@srmhc.org. 

QI Annual Report

Providers shall submit a copy of their Annual Quality Improvement Report to Southeastern Regional LME’s Quality Management Division by August of each year. This report should show the summary of the Provider’s QI/QA process, identified needs, and outcomes for the previous fiscal year.

QI Study

The provider will submit , no later than May 1 of each year, 3 (three) Quality Improvement (QI) Studies following Southeastern Regional LME’s guidelines that describes how it has used its QI process to address service delivery through one of the following areas:

· Building service capacity

· Ensuring continuity of care of services 

· Ensuring the use of evidenced-based practices

· Consumer health and safety needs are met

The study provides information about the QI projects that have been undertaken and addressed the following elements for each project:

1) The basis for choosing the issues targeted for improvement (e.g. data analyzed),

2) Strategies developed to address identified issues,

3) Actions taken,

4) An evaluation of results to date, and

5) Recommendations for next steps.

Study Contents: The provider’s study should contain the following information:

· LME Name

· Provider Name

· Name and contact information for the provider (person responsible for the study)
· Project Team members title / affiliation 
· Fiscal year and date of study submission

· Title or Subject of study

· Purpose of study

· Strategies, goals, and actions taken (measurable change within a certain time frame)

· Analysis and evaluation of findings

· Recommendations for issues to be addressed through quality improvement processes

If you have questions regarding the above information, please contact Shirley E. Townsend, Quality Management Division Director at (910) 272-1210 or e-mail to stownsend@srmhc.org, or Penny Sutton at (910) 272-1260 or by e-mail to psutton@srmhc.org.


SECTION VII

CUSTOMER SERVICES DIVISION
The primary purpose of the Consumer Affairs and Customer Service office is to provide consumers, their family members, behavioral healthcare providers and the community with the information and advocacy needed to locate appropriate services, resolve complaints and grievances, to address common concerns, and promote community involvement.  It is further the intent of the Office of Customer Service to ensure that the performance of the mental health system is closely monitored; reviews are conducted, findings and recommendations and reports are made; and that local and systematic problems are identified and corrected when necessary to promote the rights and interests of all consumers of mental health, developmental disabilities and substance abuse services.   As outlined in the LME’s organizational structure, the office of Customer Service is clearly defined as a separate division with clear functions from Utilization Management, Finance, Planning and Collaboration, Quality Management and Provider Relations to ensure fair and impartial review of issues and actions.

The mission of the Consumer Affairs and Customer Service office is accomplished through:

I. Consumer and Family Advisory committee (CFAC)

II. Client Rights and Client Rights Committees (CRC)

III. Complaints and Grievances

IV. Information and Referral

V. Trend analysis

I. Consumer and Family Advisory Committee (CFAC)

In 2001, the NC General Assembly passed a bill requiring that each Area Program establish a Consumer and Family Advisory Committee (CFAC) for the purpose of “advising” Area Programs in the implementation of the “State Plan” for mental health reform.  CFAC membership is comprised of 100% consumers and family members who are not employees of the LME or its contract behavioral healthcare providers.  CFAC members live within the Area Program’s catchment area, with an effort to ensure each of the disability groups is equally represented and that it reflects as closely as possible the racial and ethnic composition of the four-county area.  In 2006, in a statue entitled Mental Health Reform Changes (Session Law 2006-142, House Bill 2077) codified both state and local CFACs.   This statute further outlined the commitment to and regard for the perspective of Consumers and Family Members in the Mental Health, Developmental Disabilities and Substance Abuse Service (MH/DD/SAS) system.

The role of the Consumer and Family Advisory Committee as defined in statute remains to advise the “area authority or county program in its catchment area on the planning and management of the local public mental health, developmental disabilities and substance abuse services system.”  An overview of House Bill 2077 as it relates to local and state CFACs may be found at: http://www.dhhs.state.nc.us/mhddsas/consumeradvocacy/consumerempowermentteam/commbulletin0598-2-06.pdf 

II. Client Rights and Client Rights Committee

Southeastern Regional Mental Health, Developmental Disabilities, and Substance Abuse Services (SRMH/DD/SAS) LME Area Board bears the ultimate responsibility of ensuring and protecting the rights of consumers.  The Area Board carries out this responsibility by requiring that the Area Director, all LME divisions, contracted behavioral healthcare providers (contract, memorandum of understanding [MOA], or other written agreement whereby a facility agrees to provide services to one or more clients in the SRMH/DD/SAS catchment area) equally work toward the objective of safeguarding and ensuring the health, safety, and rights of consumers. SRMH/DD/SAS is committed to ensuring the existence of an effective rights protection and advocacy system for clients receiving services in Bladen, Columbus, Robeson, and Scotland Counties.  SRMH/DD/SAS works cooperatively with clients, family members, the North Carolina Division of Mental Health, Developmental Disabilities and Substance Abuse Services (DMH/DD/SAS), and contracted agencies to enhance the nature and quality of services provided to clients.   

SRMH/DD/SAS LME Area Board has delegated the Client Rights Committee (CRC) a lead role in ensuring the protection of consumer rights. The committee functions as an advisory body to the Area Board and LME Director on issues directly or indirectly affecting the rights of individuals served.  The committee plays a vital role in the agency’s programs and contracted agencies (contract, memorandum of understanding, or other written agreement) by providing independent oversight throughout facilities and programs thereby assuring the protection of the rights of individuals receiving services. The Client Rights Committee serves this function by reviewing and making recommendations regarding program policies, procedures and practices, behavioral and restrictive intervention treatment plans, and assisting in the resolution of client rights complaints.
Clients who live in the SRMHDDSAS four county catchment area are ensured of additional safeguards though all behavioral healthcare agencies (contract, memorandum of understanding, or other written agreement).   In addition to the established CRC, the Area Board has also determined that all contract behavioral healthcare providers; and providers with MOA within the four county catchment area have their own CRC.  Each governing body of the behavioral healthcare providers in the four county catchment area shall establish and maintain an active Client Rights Committee to review, approve as appropriate, and monitor issues pertaining to client rights. All staff of behavioral healthcare providers shall advocate for and protect the rights of individuals in programs for which they are responsible.  Additional requirements for Client Rights Committee and details regarding composition, method of appointment, required training, frequency of meetings, and rules of conduct are outlined in 10A NCAC 27G.0504.  
Southeastern Regional MH/DD/SAS Client Rights Committee has the following roles and responsibilities:

1. Exercise oversight of client rights within all programs operated by the LME and Contracted/MOA behavioral health provider agencies within the LME catchment to ensure compliance with a) G.S. 122c, Article 3 for area-operated and area-contracted services; b) 10A NCAC 27C,27D,27E, and 27G governing the protection of client rights; and c)  10 NCAC 26B governing confidentiality.
2. Exercise an advisory role to the Area Board and LME Director by reviewing and advising the Area Board and LME Director of program and service interventions that may place clients at risk, including behavioral plans and restrictive intervention plans
3. To review restrictive intervention plans (for consumers for which the LME has guardianship) which employ the use of procedures not prohibited by law or rule that may present an element of risk and/or restriction to an individual’s rights.
4. To advise the Area Board and LME Director with regard to issues concerning the human and civil rights of individuals, bringing to the agency’s attention any existing or potential infringements upon, or impediments to the free exercise of individuals rights including recommendations any for action;
5. Review annual summaries of behavioral healthcare providers to assure interventions are in accordance with Client Rights division policies and requirements.  The functions of Southeastern Regional MH/DD/SAS Client Rights Committee shall be proactive and preventative.  The committee shall recommend procedures and programs that safeguard the rights of individuals.
6. To contribute to the development of revision of LME policies and procedures directly relating to individuals rights;

7. To review the proposed involvement of consumers participating in research projects.

8. To review and advise the Area Board and LME Director of all facility wide policies, procedures, and/or individual intervention plans that have the potential to interfere with human and civil rights. 

9. To review and advise the Area Board and LME Director regarding any complaints or grievances filed by clients, their parents or legal representatives, and authorized representatives regarding rights issues.  The Area Board and LME Director shall make the final decision on any issue regarding the rights of a person receiving services.
10. To review alleged or suspected violations of the rights of individuals or groups of individuals brought to the attention of the Committee and to recommend investigation of violations, as deemed appropriate by the Committee;

11. The Committee shall have available to it all information that is necessary to perform its functions.  The Committee shall have the right to observe programs and/or activities and conduct interviews in order to clarify a problem.   Confidentiality of all information obtained shall be observed by the committee members, pursuant to G.S. 122C, Article 3, NC Division of MH/DD/SAS standards for client rights as reference in APSM 95-2

12. The Committee shall have the right to request expert advice from outside the committee, as the committee deems appropriate. Client rights are protected in a number of ways, which include incident review, routine compliance monitoring reviews, complaint driven on-site reviews, and complaint/grievance on-site investigations.  

Consumers shall be informed of their rights upon initial contact and as requested thereafter.  It is further the responsibility of all behavioral healthcare providers to provide training on consumer rights and ensure employees are knowledgeable of and adhere to all consumer rights.  An overview of Client Rights, rules and policies may be found at: http://www.dhhs.state.nc.us/mhddsas/consumeradvocacy/customerserviceandcommunityrights/client-rights-laws-rules-policies.htm#clientrightslawsrulesandpolicies
In accordance with 10A NCAC 27D.0201, all behavioral healthcare providers are required to inform consumers of their rights as follows:

· Written summary of client rights

· Right to contact Disability Rights

· Right to contact Southeastern Regional LME

· Informed of rules client expected to follow

· Protections regarding disclosure of confidential information

· Procedure for obtaining PCP

· Fee assessment

· Grievance procedure

· Suspension and expulsion from service

· Search and Seizure

Additionally, for the client whose treatment/habilitation is likely to include the use of restrictive interventions, or for clients in a 24-hour facility whose rights may be restricted, client/guardian shall be informed:

· Goals and reinforcement structure of any behavior management system

· Potential restrictions or potential use of restrictive interventions

· Notifications regarding emergency use of restrictive intervention procedures

· Notifications after use of restrictive interventions

As a safeguard to ensure that consumers are informed about their rights, one of the goals identified in the Division’s State Strategic Plan: 2007-2010 is to provide helpful and easy to-understand information about the service system. The Consumer Handbook was developed to help guide and assist individuals seeking services and supports from the public mental health, developmental disabilities and substance abuse service system. It includes information about how to access services, person-centered planning, crisis services, rights and responsibilities of consumers, and helpful contacts and resources.  This handbook is available via the Division website at: http://www.ncdhhs.gov/mhddsas/announce/2008/consumerhandbook.  Both an online and large print version of this handbook is available at the above website.  A Spanish language translation will be forthcoming in the near future.  Effective June 19, 2008, (per Communication bulletin #94) all Local Management Entities (LMEs) and behavioral healthcare providers are required to make printed versions of the Consumer\ Handbook available to consumers, family members and the general public. This handbook is in PDF format, which can easily be printed and distributed locally to ensure that all consumers receive this information.

In accordance with 10A NCAC 27G, when an area board requires a contract agency to establish a Client Rights Committee, that Committee shall carry out all the provisions delineated by the Client Rights Rules.  Hence Behavioral health Providers, utilizing their own Client Rights Committee shall make a report, at least annually, to the Southeastern Regional MH/DD/SAS Client Rights Committee.  A summary of all behavioral health care committee activities shall be presented to the LME Board by SRMHDDSAS Client Rights Committee.  Minutes of their proceedings and activities shall be made available upon request. Each contract Agency Human Rights Committee shall submit annual reports (on form provided by the LME Client Rights Committee), which contain the following:

1. Summary of provider’s concerns regarding implementation of and compliance with client rights protection;

2. Summary of review and approved restrictive interventions plans

3. Summary of review  of grievances and/or alleged violations and resolution status;

4. Summary of review of any concerns regarding failure to provide needed services;

5. Summary of Intervention Advisory Committee (IAC) actions;

6. Summary of client rights committees’ activities;

7. Additional comments and recommendations regarding services, staff, etc.

NOTE:  The committee acknowledges that behavioral healthcare providers within the Southeastern Regional catchment area may also have contracts and other agreements within other LME catchment areas, and maybe utilizing other formats for submission of required information.  The committee is committed to ensuring that providers not complete duplicate or various formats of this information and will discuss the acceptance of other forms and formats already being used, as long as the required elements are met.  

The provider shall submit annual summary within 15 calendars from the date of request by the LME Client Rights Committee.  Upon receipt, the LME Client Rights Committee shall review and comment on the compliance of the provider committee summary using established criteria as outlined in a) G.S. 122c, Article 3 for area-operated and area-contracted services; b) 10A NCAC 27C,27D,27E, and 27G governing the protection of client rights; and c)  10 NCAC 26B governing confidentiality.  The committee shall document review of the summary and make one of the following determinations:  

1. Summary is appropriate with the Criteria for Review

2. Summary does not substantially address the issues identified in the Criteria for review, and must be resubmitted.  The Committee returns the determination to the provider, along with a cover letter specifying the criteria by which the report was reviewed and determined to be unacceptable.

The provider will be given a maximum of two opportunities to submit the annual summary.   If the second and final submission is not received or does not substantially identify criteria, the matter shall be forwarded to Customer Service for resolution including, but not limited to the requirement of a Plan of Correction (in accordance with LME POC procedure) to address out-of-compliance issues; or to provide technical assistance. 

If unacceptable, the matter will be submitted to LME Area Director, Provider Relations, LME Area Board and/or appropriate DMH/DD/SAS and DMA for additional actions as they deem appropriate. The Area Board will receive monthly status reports of requests for provider clients’ rights information.  Additionally, as outlined in the terms specified in the Memorandum of Agreement between Southeastern Regional LME and behavioral healthcare providers, Southeastern Regional LME maintains the right to terminate the Memorandum of Agreement if a provider agency violates any material terms of the agreement.  This shall include, and is not limited to, the denial of, or requests for contracts, and/or contract amendments.  

Submission of annual reports to the LME Client Rights Committee shall follow the schedule outline below unless review of specific providers is required based on complaints or other significant allegations/issues as determined by the committee.
	Provider Names beginning with A
	AUGUST

	Provider Names beginning with B-C
	SEPTEMBER

	Provider Names beginning with D-E
	OCTOBER

	Provider Names beginning with F-H
	NOVEMBER

	Provider Names beginning with I-J
	JANUARY

	Provider Names beginning with K-L
	FEBRUARY

	Provider Names beginning with M-N
	MARCH

	Provider Names beginning with O-P
	APRIL

	Provider Names beginning with Q-S
	MAY

	Provider Names beginning with T-V
	JUNE

	Provider Names beginning with W-Z
	JULY


In its role of ensuring client rights protection by monitoring the effectiveness of existing and proposed methods and procedures, which protect client rights within the LME and contract agencies, the CRC shall review all cumulative data on all incidents, seclusion, restraint, and isolation time out.  Cumulative data maybe presented orally or in writing to the Area Board quarterly.  The CRC also reviews data to identify trends and takes necessary actions which may include recommendations; corrective action plan on how to correct areas of compliance; or initiate proceedings to withdraw endorsement.
Southeastern Regional MH/DD/SAS Incident policy and procedure requires area authority staff and all contract agencies to report any event, which is not consistent with the routine operation of a program or the routine care of a consumer.  The Incident Review committee meets monthly and refers all alleged client rights violations to the Client Rights committee for review and follows up as necessary.  In addition to Incident Review Committee, Customer Service Division reports cumulative data on incidents to PQI committee, Management Team, and Consumer Family Advisory Committee.  SRMH/DD/SAS Provider Relations team conducts regular monitoring reviews of contract agency facilities to assure compliance with client rights rules and violations.  Each monitoring review addresses critical indicators of quality.  During on-site investigations, the Customer Service Division reviews relevant evidence of rights protection including incident reports, response to complaints and incidents; CRC committee minutes/reports; individual consumer interviews.  

III. Complaints and Grievances

The Office of Customer Service was organized to formalize the LME’s response to consumers, family members, advocacy groups, providers, and the community.  Any individual and/or behavioral healthcare provider may express concerns; complaints, compliments, and requests for information from the Customer Service office.  The Customer Service staff shall assist any complainant who requests assistance in filing a complaint and shall also provide information and materials describing the complaint process and how to contact advocacy groups.  Additionally, individuals and/or behavioral healthcare providers will be provided information and/or technical assistance or referred to more appropriate agency. 

Following the receipt of a complaint, a Customer Services Representative (CSR) will attempt to resolve the complaint using, whenever possible, informal mediation or conflict resolution.  When it is determined that the complaint can not be resolved by conflict resolution, and that alleged conduct (if substantiated) would be a violation, then an investigation is typically required.  The purpose of an investigation is to determine the extent of the alleged violation and if substantiated, to require a plan of correction which will eliminate or minimize the reoccurrence of the out of compliance issues.   If an on-site is required, visit can be announced or unannounced.  The CSR shall state the purpose of the contact and that the LME is in receipt of a complaint concerning the provider; and the general nature of the complaint.  When identifying out-of-compliance issues, CSR shall based use, but not limited, the following applicable rules, regulations, and guidelines set forth for mental health, developmental disabilities and substance abuse services, and the facilities, agencies, (and contracted persons) providing such services.

1. Rules for MH/DD/SAS Facilities & Services APSM 30-1
2. Confidentiality Rules APSM 45-1 

3. Client Rights Rules in Community Mental Health, Developmental Disabilities & Substance Abuse Services  APSM 95-2

4. Records Management and Documentation Manual APSM 45-2

5. CAP MR/DD Manual

6. Medicaid Clinical Coverage Policies and Manuals

7. Medicaid Bulletins

8. Federal and State fraud and false claims laws

9. Medicaid Billing Guides

10. General Statues 122C 

11. Applicable Division MH/DD/SAS announcements, bulletins, implementation updates, guidelines, etc.

Information on how to file a complaint can be found at: http://www.dhhs.state.nc.us/mhddsas/consumeradvocacy/customerserviceandcommunityrights/customerserviceandcommunityrights.htm
Complaint rules can be found at: http://www.ncoah.com/rules/register/Volume23Issue02July152008.pdf 

Additionally, complaints received involving the LME will be investigated by Customer Services for resolution. Customer Services will utilize the same timelines as outlines in above complaint rules. Any complaints involving personnel issues will be forwarded to Southeastern Regional LME Human Resources for appropriate action. 

Occasions arise in which complaints are received in which issues, though concerning are outside the scope of the Customer Service Division, and or not under the authority of MH/DD/SAS, DHSR, or DSS.  In these cases, the Customer Services Representative determines the appropriate point of referral for the issue or circumstance.   These may include, but not limited to the following:

1. Physicians and Urgent Care Centers - NC Medical Board (1-800-252-9653)

2. Labor/Personnel Issues - NC Board of Labor (1-800-625-2267)

3. Health Insurance Portability and Accountability Act (HIPAA) Complaints - US Office of Civil Rights (1-800-368-1019)

4. Discrimination Complaints - US Office of Civil Rights (1-800-368-1019)

5. Medicaid Fraud - NC Division of Medical Assistance (919 647-8000)

6. Medicare Fraud - US Office of Inspector General (1-800-447-8477)

In responding to all issues and/or types of complaints, the Customer Service Division shall adhere to safeguards for protecting the identity of the complainant and for protecting the complainant and any staff person from harassment or retaliation.

.

IV. Trend Analysis

The collection of data regarding complaints and the reporting of these complaints to DMH/DD/SAS is required by 10A NCAC 27G .0609. The Customer Services Division is required to report aggregate information on complaints using a form provided by the DHHS.  Compliments, requests for information and investigations are not reported on this report.    

Aggregate information on complaints shall be submitted to the DMH/DD/SAS Customer Service Advocacy Division.  Information regarding reporting and a copy of complaint guidelines can be found at:  http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/gsguidelmecoprep9-20-06.pdf

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/gslmecomprepinstr9-20-06.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/mm2lmecomprepmemo9-8-06.pdf

(1) The total number of complaints received by the Customer Service Office,

(2) The total number of persons (by category) who are reporting complaints,

(3) The age (if applicable) of the consumer involved in the complaint,

(4) The disability of the consumer (if applicable) involved in the complaint,

(5) The primary nature of the complaint/concern 
(6) Patterns and/or trends found in internal QI process (e.g. high numbers of complaints 

      regarding one issue), and

(7) How patterns and/or trends found are being addressed.

Additionally, the Customer Service Division provides and distributes trend analysis and complaint information to:

(1)  LME Management Team

(2)  Consumer Family Advisory Committee

(3)  Client Rights Committee

(4)  Southeastern Regional MH/DD/SAS Area Board

(5)  Southeastern Regional MH/DD/SAS Community Network Providers

SECTION VIII

PLANNING AND COLLABORATION DIVISION
The Planning and Collaboration Division of the LME, through active participation with all interested stakeholders, provides information regarding service access and availability, and gathers information to identify systems and operational changes in order to achieve joint ownership of an improved service system with our community partners.

Planning

The LME has established long-term strategic objectives, and short term steps needed to accomplish those objectives in its Local Business Plan which is available on the LME website at www.srmhc.org. The LME planning process incorporates information gathered from community partners including the Provider Community through stakeholder surveys, comments submitted via email at www.info@srmhc.org, and information gathered at Stakeholder Meetings and Provider Community Meetings. The state of North Carolina participates in data collection, which is used for planning purposes through the National Core Indicators and Consumers Satisfaction Survey projects. The LME annually coordinates these projects for our catchment area.

Needs Assessment

The LME conducts a Needs Assessment on a time frame determined by the NC Division of MH/DD/SAS. This Needs Assessment helps the LME to identify gaps in services. The LME holds public forums and distributes survey questionnaires to gather information. Survey questionnaires are distributed to consumers, families, and a wide variety of stakeholders including private behavioral healthcare staff and chief operating officers. Participation is voluntary, but the LME actively encourages participation by the provider community.

National Core Indicators

 The NC Division of MH/DD/SAS annually selects consumers to participate in a national survey that includes over 100 core outcomes. The NC Division of MH/DD/SAS notifies the LME of these selected consumers, and the LME then identifies and notifies the provider agency serving as the clinical home for each consumer, and forwards survey materials to the clinical home. The survey information is time-sensitive. The LME monitors the completion of survey materials by the Provider Community.

Consumer Satisfaction Survey

 The NC Division of MH/DD/SAS annually initiates a survey to measure consumer satisfaction. The LME distributes surveys to providers who in turn distribute surveys to a sampling of their consumers. Surveys are usually completed within a one-week period and are time sensitive. The LME monitors the completion of surveys by the Provider Community.

Community Collaboration

The LME works to have a strong and appropriate presence in the community in order to receive community feedback on consumer service needs and system effectiveness. The LME actively seeks to collaborate with other entities to maximize available resources and expand the impact of public service dollars through the development of alternative funding sources.  Provider Community participants who identify new opportunities for collaboration with the LME should contact the Director of Planning and Collaboration.  Geriatric Adult Specialty Team, Housing Coordination and Public Awareness are part of the community collaboration efforts of the LME.

Geriatric Adult Specialty Team

The Geriatric/Adult Specialty Team (GAST) is available to provide education to long term care facilities who serve the geriatric and younger adult behaviorally impaired populations. GAST members do not work directly with consumers, but provide training to staff members or care givers on topics that affect the mentally ill population. GAST also is available for consultation in regards to younger adults residing in geriatric facilities. There is no charge for this service and each staff participant gets a continuing education credit. Members of the Provider Community often serve consumers who reside in long term care facilities that have mental health needs. Members of the Provider Community are encouraged to refer long term care facilities who would like to receive behavioral healthcare training at no cost to the Geriatric/Adult Specialty Team of the LME by having them call 910-272-1286.

Housing Coordination

The LME works collaboratively with other community partners to identify, develop, and help secure safe, affordable and appropriate housing for consumers. The LME, along with the Department of Health and Human Services has developed a Supportive Housing Collaborative for the Low Income Tax Credit and Key Rental Assistance Programs. Information regarding the bi-monthly housing meeting is available on the News and Events page of the LME website at www.srmhc.org. The Provider Community is invited to participate in this bi-monthly meeting where available housing in the area and how to access that housing is reviewed. 

Funds to assist in securing housing may be available to consumers who meet eligibility criteria. 

· Community Capacity Housing Funds Criteria

· Community Capacity Housing Funds Request Form

· DD Residential Subsidy Funds Criteria

· DD Residential Subsidy Funds Request Form

· DD Wait List Funds Criteria

· DD Wait List Funds Request Form

In order to facilitate providers who have consumers who are in need of residential placement to connect with residential providers who have housing vacancies, the LME provides an electronic Housing Bulletin Board. By the 10th of each month, residential providers who have facilities in the Southeastern Regional LME catchment area may provide the LME housing coordinator with information regarding their vacancy. The LME will post this information on the LME Housing Bulletin Board each month.

For more information on housing, please contact the Planning and Collaboration Division at 910-272-1257.
Education to General Public and Activities to Address Stigma

The LME disburses information to all external stakeholder groups through education and awareness efforts regarding service access and availability, stigma, public awareness, provider information and stakeholder communications. Stakeholder meetings are used to educate the public on how to access behavioral healthcare services, to recruit additional access sites, and to distribute educational literature as well as other promotional aids. Stakeholder Meetings are held twice annually in each of the four counties comprising the LME catchment area. Stakeholder meetings encompassing all four counties of the catchment are held twice annually at the LME administrative offices. Information regarding meeting dates/times/locations is listed on the News and Events page of the LME website at www.srmhc.org.

 The LME has adopted a series of posters advertising its 1-800 Access to Care number, and has made efforts to place them in public spaces such as primary care offices, hospitals, human service agencies, faith-based organizations and civic club meeting spaces. The LME website is widely used to disseminate information about behavioral healthcare. The News and Events page notifies stakeholders of upcoming events. There is also a page dedicated to the Provider Community, which contains a listing of provider contact and service information, as well as all communications sent to the Provider Community from the LME Provider Relations Division. Provider Community members who are aware of groups or organizations that wish to receive additional information regarding behavioral healthcare should refer them to the Planning and Collaboration Division at 910-272-1208. 
Consumer Education and Outreach

The LME supports and partners with local groups representing the needs and rights of citizens with behavioral healthcare needs. Click onto the Community Resource Directory link of our web site at www.srmhc.org for information regarding advocacy and support groups in our area. The Planning and Collaboration Division can supply consumers with information to better understand the behavioral healthcare system. 

Natural and Community Supports

The LME is committed to utilizing natural and community supports and services that are outside of the clinical provider system whenever possible. To assist consumers and the Provider Community in accessing these resources, click onto the Community Resources link of the LME website at www.srmhc.org. Members of the Provider Community who wish to have newly identified natural and community supports listed on the LME website should contact the Planning and Collaboration Division at 910-272-1208. 

The LME also has a small amount of funding available each year to assist consumers in establishing themselves in the least restrictive and most appropriate setting within the community. Consumers must meet disability specific criteria in order to be eligible for funds. Available funds are:

· Community Capacity Transportation Funds Criteria

· Community Capacity Transportation Funds Request Form

Information/forms noted above can be found at the LME’s website: http://www.srmhc.org/pr_lme_forms.htm
The consumers’ care coordinator should submit the appropriate funding request form to the Planning and Collaboration Division of the LME. For additional information or clarification regarding these funds, please contact Planning and Collaboration at 910-272-1208 or 1205.  


SECTION IX

STATE FUNDED PROVIDERS-AREA AUTHORITY SPECIFIC POLICIES/FORMS/LOCAL GOVERNANCE REQUIREMENTS
· Provider Community Intervention Services (CIS)/Enhanced Benefits Services Application/NC Medicaid Enrollment Application: http://www.srmhc.org/pr_forms.htm 
· Provider Direct Enrollment Application: http://www.srmhc.org/pr_forms.htm
· Provider Physical Location Form (LME form): http://www.srmhc.org/pr_forms.htm 

· Other forms, etc. required for completion by the LME are located at (ex: Revised NPI form, Out of Home Placement form): http://www.srmhc.org/pr_lme_forms.htm 

· For up-to-date information and/or forms, please go to Southeastern Regional MH/DD/SAS website at www.srmhc.org .


SECTION X

GLOSSARY OF TERMS

Definitions included in this section are primarily for clarification of terms used in the body of 
this Agreement, it’s attachments and manual. However many of these definitions are also 
used in existing state and Area Authority documents and are included here to be helpful but are not to be considered comprehensive.
   Where similar definitions apply to 
multiple terms, the terms are grouped. Broad categories are defined with specific 
elements detailed as a part of the entire definition.

ACCESS – An array of treatments, services and supports is available; consumers know 
how and where to obtain them; and there are no system barriers or obstacles to getting 
what they need, when they are needed.

ACCREDITATION – Certification by an external entity that an organization has met a 
set of standards.

ACT-Assertive Community Treatment

ADULT- means a person 18 years of age or older, unless the term is given a different 
definition by statute, rule, or policies.

ADMINISTRATIVE SERVICES- means the services other than the direct provision of 
MH/DD/SA services (including case management) to eligible or enrolled persons, 
necessary to manage the MH/DD/SA system, including but not limited to: provider 
relations and contracting, provider billing accounting, information technology services, 
processing and investigating grievances and appeals, legal services (including any legal 
representative of the Contractor at Administrative hearings concerning the Contractors 
decisions and actions), planning, program development, program evaluation, personnel 
management, staff development and training, provider auditing and monitoring, 
utilization review and quality management.

ADVOCACY – Activities in support of, or on behalf of, people with mental illness, 
developmental disabilities or addiction disorders including protection of rights, legal and 
other service assistance, and system or policy changes.

AMERICAN SOCIETY OF ADDICTION MEDICINE (ASAM) - An international organization of physicians dedicated to improving the treatment of people with 
substance use disorders by educating physicians and medical students, promoting 
research and prevention, and informing the medical community and the public about 
issues related to substance use. In 1991, ASAM published a set of patient placement 
criteria that have been widely used and analyzed in the alcohol, tobacco and other drug 
field.

AOC - Administrative Office of the Courts.

APPEAL- means a formal request for review of a decision made by the Contractor or a 
subcontracted provider related to eligibility for covered services or the appropriateness 
of treatment services provided.

APPEALS PANEL - The State MH/DD/SA appeals panel established under NC. G.S. 371.

ASSESSMENT – A comprehensive examination and evaluation of a person’s needs for 
psychiatric, developmental disability or substance abuse treatment, services and/or 
supports according to applicable requirements.

AUTHORIZATION - The process by which Utilization Management agrees to a 
medically necessary specific service or plan of care based upon best practice. The 
granted request of a provider is assigned a number for tracking and linked to the 
subsequent claim that will be made for reimbursement. PRE-AUTHORIZATION/PRIOR 
AUTHORIZATION is the process of approving use of certain resources in advance 
rather than after the service has been requested. Approval for admission to hospitals in 
an emergent situation is one example. RE-AUTHORIZATION is the process of submitting 
a request for services for a consumer who has already received authorized services.  
The request shall specify the scope, amount and duration of service requested and shall 
indicate the consumer’s progress toward outcomes, the use of natural and community 
supports, and how the requested services will support the outcome the individual is 
seeking. RETROSPECTIVE AUTHORIZATION is authorization to provide services after 
the services have been delivered.

BASIC SERVICES – Mental health, developmental disability or substance abuse 
services that are available to North Carolina residents who need them whether or not 
they meet criteria for target or priority populations.

BENEFIT PACKAGE OR PLAN – An array of treatments, services and/or supports 
intended to meet the needs of target or priority populations. BENEFIT LIMITATIONS are 
any provision, other than an exclusion, which restricts coverage, regardless of medical 
necessity. Covered Benefits medically necessary services that are specifically provided 
for under the provisions of Evidence of Coverage. A covered benefit shall always be 
medically necessary, but not every medically necessary service is a covered benefit.  
For example, some elements of custodial or maintenance care, which are excluded 
from coverage, may be medically necessary, but are not covered.  
BEST PRACTICE (S) – Interventions, treatments, services or actions that have been 
shown by substantial research or professional consensus to generate the best 
outcomes or results. The terms, EVIDENCE-BASED, or RESEARCH-BASED may also 
be used.

BLOCK GRANT – Funds received from the federal government (or others), in a lump 
sum, for services specified in an application plan that meet the intent of the block grant 
purpose. Also referred to as CATEGORICAL FUNDING.

CARE COORDINATION – The methods utilized to notify other providers of 
significant events in the course of care and to enable multiple providers to give 
integrated care to an individual. Professionals with a broad knowledge of the resources, 
services and programs supported by the public MH/DD/SA system and the community at-
large advocate for access and link individuals to entitlements and services. It is an 
administrative Service Management Function performed by the Contractor for 
individuals not enrolled or

not meeting target population definitions.

CARF - Council on Accreditation of Rehabilitation Facilities

CATCHMENT AREA - The geographic part of the State served by a specific Contractor.  
The GEOGRAPHIC AREA can be a specific county or defined grouping of counties that 
are available for contract award. The Contractor is responsible to provide covered 
services to eligible residents of their area.

CENTERS FOR MEDICAID AND MEDICARE SERVICES (CMS) - The federal agency
responsible for overseeing the Medicaid and Medicare programs. Formerly, it was 
known as the Health Care Financing Administration, (HCFA).

CERTIFICATION – A Statement of approval granted by a certifying agency confirming 
that the program/service/agency has met the standards set by the certifying agency.  
The Contractor or the NC Council may be the certifying agency for subcontracted 
Providers.

CFAC – Each LME has a Consumer Family Advisory Committee which is comprised of consumers and family members representing all disability groups.  CFACs meet on a regular basis in their communities to support and communicate their concerns and provide advice and comment on all state and local plans.  

CFT – Child and Family Teams

CHILD - means an eligible person who is under the age of I8, unless the term is given a 
different definition by statute, rule or policies.

CLAIMS MANAGEMENT – The process of receiving, reviewing, adjudicating, 
INVESTIGATING, paying, and otherwise processing service claims submitted by 
network and facility providers. CLAIM – An itemized Statement of services, performed 
by a provider network member or facility, which is submitted for payment. CLEAN 
CLAIM- means a claim that successfully passes all adjudication edits.  
CLIENT - An individual who is admitted to or receiving public services. “Client” includes 
the client’s personal representative or designee and the terms CONSUMER, 
RECIPIENT and PATIENT are often used interchangeably.  

CLIENT OUTCOMES INVENTORY (COI) – DMH/DD/SAS measurement system for 
assessing treatment/services outcomes of mental health and substance abuse service 
consumers.

CLIENT DATA WAREHOUSE - The DHHS’s source of information to monitor program, 
clinical and demographic information on the clients served. The data are also used to 
respond to Departmental, Legislative and Federal reporting requirements. 

CLINICAL PRACTICE GUIDELINES – Utilization and quality management mechanisms 
designed to aid providers in making decisions about the most appropriate course of 
treatment for a specific clinical case. The guidelines or TREATMENT PROTOCOLS are 
summaries of best practice research and consensus. They include professional 
standards for providing care based on diagnostically related groups. NC has adopted 
protocols for MH and DD. NC uses ASAM Guidelines for substance abuse.

COA -Council on Accreditation

CO-MORBID CONDITION- CO-OCCURRING DISORDERS, DUAL DIAGNOSIS –

Terms that reflect the presence of two or more disorders at the same time (e.g.  
substance abuse and mental illness; developmental disability and mental illness; 
substance abuse and physical health conditions, etc and require specialized 
approaches.

COMPLAINT – A report of dissatisfaction with some aspect of the public MH/DD/SA 
system. The term DISPUTE is used to indicate a specific complaint about a service or a 
provider that requires attention and joint resolution.

CONFLICT OF INTEREST – A situation where self interest could negatively impact the 
best interests of the person being served or the system.

CONSENSUS - Majority opinion regarding a group decision. It is not the same as total 
agreement.

CONSUMER - An individual who is admitted to or receiving public services. “Consumer” 
includes the consumer’s personal representative or designee and the terms CLIENT, 
RECIPIENT and PATIENT are often used interchangeably.

CONSUMER/FAMILY ADVISORY COMMITTEE – A Board appointed group of persons receiving services, families of persons receiving services, advocates and other stakeholders that participate in meaningful decision making relative to the local 
program. The group shall meet at least monthly in a public forum to review data, 
practices, policies and plans of the Contractor and make recommendations to the Board 
from the consumer/family perspective.

CONTRACT- A legal agreement between a payer and a subscribing group or individual 
which specifies rates, performance covenants, the relationship among the parties, 
schedule of benefits and other pertinent conditions. The contract usually is time limited.  
A contract is defined as a document that governs the behavior of a willing buyer and a 
willing provider. In this case the Contract is the 2004 Performance Agreement between 
the Department and the LME. 

CONTRACTOR - an organization or entity agreeing 
by signature to provide the goods and services in conformance with the Stated contract 
requirements, NC statute and rules and federal law and regulations.

CONTRACT 
YEAR-a period from July I of a calendar year through and including June 30 of 
the following year.

COPAYMENT- The portion of the cost of services, which the enrolled person pays 
directly to the Contractor or the subcontracted providers at the time-covered services 
are rendered.

CORE SERVICES – BASIC SERVICES such as screening, assessment, crisis or 
emergency services available to any person who needs them whether or not they are a 
member of a target or priority population. The term also includes universal services 
such as education, consultation and prevention activities intended to increase 
knowledge about mental illness, addiction disorders, or developmental disabilities, 
reduce stigma associated with them and/or prevent avoidable disorders.  
CORPORATE COMPLIANCE – The systematic local governance plan for detection of 
fraud and abuse as defined in the Balanced Budget Act.

CR – Care Review

CREDENTIALING – The process of approving providers for membership in a network 
to provide services to consumers. This term can also refer to a peer competency-based 
credential such as a license for professionals.

CRISIS – Response to internal or external stressors and stressful life events that may 
seriously interfere with compromise a person’s ability to manage. A crisis may be 
emotional, physical, or situational in nature. The crisis is the perception of and response 
to the situation, not the situation itself. CRISIS RESPONSE is the immediate action to 
assess for acute MH/DD/SA service needs, to assist with acute symptom reduction, and 
to ensure that the person in crisis safely transitions to appropriate services. These 
services are available 24 hours per day, 365 days per year. These services may be 
referred to as EMERGENCY services as well. NC requires a CRISIS PLAN for 
consumers to promote recovery and to lessen the trauma of emergency events.  

CTSP – Comprehensive Treatment Service Program

CULTURAL COMPETENCE/PROFICIENCY –A process that promotes development of 
skills, beliefs, attitudes, habits, behaviors and policies which enable individuals and 
groups to interact appropriately, showing that we accept and value others even when 
we may disagree with them.

CUSTOMER – Customers may be ULTIMATE CUSTOMERS who are the intended and actual recipients of the services provided by the public system, INTERNAL CUSTOMERS are those individuals internal to the system who rely on each other to provide the service to the ultimate customer; and EXTERNAL CUSTOMERS are those groups and individuals outside the system that have a take in the outcomes and 
products produced by the system.
DD - Developmental Disability

DEFAULT – The breach of conditions agreed to in this Contract and/or failure to 
perform based upon defined terms and conditions the scope of work specified in the 
Contract.

DE-INSTITUTIONALIZATION – Release of people from institutions to care, treatment 
and supports in local communities. De-institutionalization became national policy with 
the Community Mental Health Centers Act of 1963. The 1997 Supreme Court decision 
in OLMSTEAD V. LC has given new momentum to development of community based 
services for individuals who have remained in State hospitals and mental retardation 
centers because community services were not available. This movement is often 
referenced as movement to least restrictive care or to lower levels of care where safety 
and community integration are balanced and supported through the community system 
of services.

DEPARTMENT OF HEALTH AND HUMAN SERVICES, (DHHS) – North Carolina agency that oversees State government human services programs and activities. 

DEVELOPMENTAL DISABILITY - A severe, chronic disability of a person which: a) is 
attributable to a mental or physical impairment or combination of mental and physical 
impairments; b) is manifested before the person attains age 22, unless the disability is 
caused by a traumatic head injury and is manifested after age 22; c) is likely to continue 
indefinitely and, d) results in substantial functional limitations in three or more of the 
following areas of major life activity: self-care, receptive and expressive language, 
capacity for independent living, learning, mobility, self-direction and economic self 
sufficiency; and e) reflects the person’s need for a combination and sequence of special 
interdisciplinary, or generic care, treatment, or other services which are of a lifelong or 
extended duration and are individually planned and coordinated; or f. when applied to 
children from birth through four years of age, may be evidenced as a developmental 
delay.

DHHS- Department of Health and Human Services.

DIAGNOSTIC AND STATISTICAL MANUAL (DSM IV) – A book, published by the American Psychiatric Association, of special codes that identify and describe MH/DD/SA 
disorders.

DISASTER – A disaster is any natural or human-caused event, which threatens or 
causes injuries, fatalities, widespread destruction, distress, and economic loss.  
Disasters result in situations that call for a coordinated, multi-agency response. A 
disaster calls for a response and resources that usually exceed local capabilities. 

DIVERSION – Choosing lower cost and/or less restrictive services and/or supports. For 
example, choosing a community program instead of sending a person to a State 
hospital. The term is also used when preventing arrest or imprisonment by providing 
services that restore functioning and avoid detention. In North Carolina diversion 
programs are in place in response to SB859 that prohibits admission of persons with 
mental retardation to public psychiatric hospitals.

DIVISION OF MENTAL HEALTH, DEVELOPMENTAL DISABILITIES AND SUBSTANCE ABUSE SERVICES (DMH/DD/SAS) - A division of the State of North

Carolina, Department of Health and Human Services responsible for administering and 
overseeing public mental health, developmental disabilities and substance abuse 
programs and services.

DJJDP - Department Of Juvenile Justice and Delinquency Prevention.  

DOMAINS - Major areas of concern to the NC public MH/DD/SA system and its 
mission, goals, and strategies and for which indicators and measures are developed to 
examine outcomes of service in the lives of people served.

DPI -Department of Public Instruction

DSS - Department of Social Services

EARLY PERIODIC SCREENING, DIAGNOSTIC AND TREATMENT SERVICES

(EPSDT) – Early and Periodic Screening, Diagnosis and Treatment is a Medicaid 
program for Title XIX individuals under the age of 21. This mandatory preventive child 
health program for Title XIX children requires that any medically necessary health care 
service identified in a screening be provided to an EPSDT recipient. The MH/DD/SA 
component of the EPSDT diagnostic and treatment services 
for Title XIX members under age 21 years are covered by this contract. 

EDUCATION – Activities designed to increase awareness or knowledge about any and 
all aspects of mental health, mental illness, developmental disability or substance abuse 
to individuals and/or groups. Education and training are also activities or programs 
delivered to staff to ensure that service providers are competent to provide services 
identified as best practices.

ELIGIBILITY – Determination of the service and/or benefit package an individual may 
be entitled to or determination of a class membership that allows entry to certain 
services and supports. The determination that individuals meet prescribed criteria for a 
particular program, set of services or benefits.

EARLY INTERVENTION - The provision of psychological help to victims/survivors 
within the first month after a critical incident, traumatic event, emergency, or disaster 
aimed at reducing the severity or duration or event-related distress. For mental health 
service providers, this may involve psychological first aid, needs assessment, 
consultation, fostering resilience and natural supports, and triage, as well as 
psychological and medical treatment.

EMERGENCY- Means a situation in which an individual is experiencing a serious 
mental illness or a developmental disability, or a child is experiencing a serious 
emotional disturbance, and one of the following apply: 
 1) The individual can reasonably be expected within the near future to physically 
injure himself, herself, or another individual, either intentionally or 
unintentionally, 
2) The individual is unable to provide himself or herself food, clothing, or shelter, 
or to attend to basic physical activities such as eating, toileting, bathing, 
grooming, dressing or ambulating, and this inability may lead in the near future 
to harm to the individual or to another individual, 3) 
The individual’s judgment is so impaired that he or she is unable to understand 
the need for treatment and, in the opinion of the mental health professional, his 
or her continued behavior as a result of the mental illness, developmental 
disability, or emotional disturbance can reasonably be expected in the near 
future to result in physical harm to the individual or to another individual.

ENROLLED – Individuals are admitted for service and have been provided at least one service and assigned a unique identifying number.

FAIR HEARING RIGHTS – Advance and Adequate Notice - The Contractor notice in 
accordance with DHHS policy and procedure using prescribed forms when denying, 
reducing, suspending or terminating covered services that require prior authorization.  
The Contractor shall comply with all notice, appeal and continuation of benefits 
requirements specified by State and federal law and regulations.  
FEE FOR SERVICE – A method of payment for health care. A payer pays the 
Contractor or a service provider for each reimbursable treatment, upon submission of a 
valid claim, and according to agreed upon business rules. The FEE SCHEDULE is a list 
of reimbursable services and the rate paid for each service provided.

FEMA - Federal Emergency Management Agency

FORENSIC – Term used to describe a person with mental illness, developmental 
disability or substance abuse who is involved in the criminal justice system. This 
includes persons found Not Guilty by Reason of Insanity (NGRI), those who are 
Incompetent to Stand Trial, or who are in jails or prisons or referred to the mental health 
system by criminal courts for evaluation and treatment.

FORMULARY – A list of drugs that are considered preferred therapy for a given 
condition and cost effective and are to be used by providers in prescribing medications.  

FUNCTIONAL OUTCOMES - The extent to which individuals receiving services and 
supports reach their goals. These outcomes generate from DOMAINS as defined earlier 
related to desirable life developments that all people wish to achieve, such as safe and 
affordable housing, employment or a means of support, meaningful relationships, 
participation in the life of the community, etc.

GAPCD - Governor’s Advisory Council for Persons with Disabilities

GENERAL FUND – State funds used by the General Assembly for public programs and 
initiatives.

GEOGRAPHIC ACCESSIBILITY – A measure of access to services, generally 
determined by drive/travel time or number and type of providers in a service area. The 
Contract standard is 30 minutes/30 miles.

GRIEVANCES – A formal complaint by a service recipient that shall be resolved in a 
specified manner detailed in this Contract.

HEALTH CHOICE – The health insurance program for children in North Carolina that 
provides comprehensive health insurance coverage to uninsured low-income children.  
Financing comes from a mix of federal, State, and other non-appropriated funds.

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) –Public Law 104-191, 1996 to improve the Medicare program under title XVIII of the Social 
Security Act, the Medicaid program under title XIX of the Social Security Act, and the 
efficiency and effectiveness of the health care system, by encouraging the development 
of a health information system through the establishment of standards and requirements 
for the electronic transmission of certain health information. The Act provides for 
improved portability of health benefits and enables better defense against abuse and 
fraud, reduces administrative costs by standardizing format of specific healthcare 
information to facilitate electronic claims, directly addresses confidentiality and security 
of patient information - electronic and paper-based, and mandates “best effort” 
compliance.

HIPAA - Health Insurance Portability and Accountability Act

HUD - Housing and Urban Development

HUMAN RIGHTS COMMITTEE – The body established by statute for hearing 
grievances and appeals related to rights violations guaranteed by law and under this 
contract.

INCURRED BUT NOT REPORTED (IBNR)- means liability for services rendered for 
which claims have not been received. Refers to claims that reflect services already 
delivered, but, for whatever reason, have not yet been reimbursed. Failure to account 
for these potential claims could lead to inaccurate financial estimates.

INTEGRATED PAYMENT AND REPORTING SYSTEM (IPRS) - An electronic, web-based system for reporting services and making payments that will eventually replace 
the Willie M., Thomas S., and Pioneer systems of claims processing. The IPRS system 
will be built on the existing Medicaid Management Information System (MMIS) currently 
processing Medicaid claims for the Division of Medical Assistance, (DMA). The goal of 
the IPRS project is to replace the existing UCR systems with one integrated system for 
processing and reporting all MH/DD/SAS and Medicaid claims.

IPRS-Integrated Payment Reporting System

JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO) –Agency that reviews the care provided by hospitals and determines whether 
accreditation is warranted.

LBP - Local Business Plan

LEAST RESTRICTIVE CARE – The service that can be provided in the most 
normative setting while insuring the safety and well being of the individual.  

LENGTH OF STAY (LOS) – The amount of time that a person remains in a service 
program, including hospitals, expressed in days.

LEVEL OF CARE (LOC)- A structured system for evaluating acuity and INTENSITY OF 
NEED against the amount, duration and scope of service required by a consumer. For 
substance abuse programs, As used in the ASAM criteria for substance abuse, this 
term refers to four broad areas of treatment placement, ranging from inpatient to 
outpatient.

LICENSURE – A State or federal regulatory system for service providers to protect the 
public health and welfare. Licensure of healthcare professionals and hospitals are 
examples.

LME - Local Management Entity

LOCAL BUSINESS PLAN – In the reformed MH/DD/SA system, a comprehensive plan 
required of local management entities for mental health, developmental disabilities and 
substance abuse services in a certain geographical area.

LOCAL MANAGING ENTITY (LME) - The local administrative agency that plans, 
develops, implements and monitors services within a specified geographic area 
according to the terms of this Contract including the development of a full range of 
services and/or supports for both insured and uninsured individuals.  

LOCAL QUALITY MANAGEMENT COMMITTEE – A cross system group of 
stakeholders including the LME, providers, consumers, and family members that 
reviews data and trends to make recommendations for continuous improvement in the 
system of care and supports.

MANAGEMENT REPORTS – Collections of data that are benchmarked to enable the agency to compare performance against standards and to seek continuous 
improvement. The reports should be comprehensive incorporating timeliness, utilization 
and penetration rates, customer satisfaction, functional outcomes and compliance with 
various standards and terms inherent in this Contract.

MEDICAID – A jointly Funded federal and State program that provides medical expense 
coverage to low-income individuals, certain elderly people and people with disabilities.  
The Federal government requires that the State/local government match the federal 
government funds. In North Carolina, this is approximately 60% federal/40% State/local 
match. People qualifying for Medicaid are “entitled” to supports and services based 
upon a State Medicaid Plan that is approved by the Federal Government. That Plan 
describes the services and benefits the individual is entitled to receive and the 
conditions of service provision.

MEDICAL DIRECTOR – A Board Certified Psychiatrist responsible for establishing and 
overseeing medical policy throughout the system under the terms of this Contract.

MEDICAL NECESSITY - Criteria established to ensure that treatment is essential and appropriate for the condition or disorder for which the treatment is provided. The criteria reference the scope, amount and duration of service appropriate for levels of acuity and rehabilitative care.

MEDICARE – A federal government hospital and medical expense insurance plan 
primarily for elderly people and people with long term disabilities.  

MEMBER HANDBOOK – A document developed and disseminated by the Contractor 
according to parameters established in this Contract to inform potentially eligible, 
and enrolled persons of their rights, responsibilities and treatment coverages.

MEMORANDUM OF AGREEMENT (MOA) or MEMORANDUM OF UNDERSTANDING (MOU) – A written document, signed by two or more parties, containing policies and/or 
procedures for managing issues that impact more than one agency or program.

MH - Mental Health

MMIS - Medicaid Management Information System.

MST - Multi-Systemic Therapy

NATIONAL COMMITTEE FOR QUALITY ASSURRANCE (NCQA)-A non-profit organization created to improve patient care quality and health plan performance in 
partnership with system management plans, purchasers, consumers, and the public 
sector.

NATIONAL PRACTITIONER DATA BANK (NPDB) – A database maintained by the federal government that contains information on physicians and other medical 
practitioners against whom medical malpractice claims have been settled or other 
disciplinary actions that have been taken.

NATURAL AND COMMUNITY SUPPORTS - Places, things and, particularly, people 
who are part of our interdependent community lives and whose relationships are 
reciprocal in nature.

NCQA - National Council for Quality Assurance

NEEDS ASSESSMENT - A process by which an individual or system (e.g., an 
organization or community) examines existing resources to determine what new 
resources are needed or how to reallocate resources to achieve a desired goal.

NON-TARGET POPULATION - Those individuals with 
less severe disorders that can be adequately and most cost effectively treated by the 
private sector, primary physicians or by using generic community resources.

NORTH CAROLINA SUPPORT NEEDS ASSESSMENT PROFILE (NC-SNAP) – Assessment instrument used to determine the care or supports needed by a person 
with developmental disabilities.

OPERATIONAL AND FINANCIAL REVIEW-means the review of the Contractor 
conducted by DMH/DD/SAS to assess compliance with contract requirements.  
OUTREACH - Programs and activities to identify and encourage enrollment of 
individuals in need of MH/DD/SA services and/or to encourage people who have left 
service prematurely to return.

PATIENT PLACEMENT CRITERIA (PPC) - Standards of, or guidelines for, alcohol, 
tobacco and other drug (ATOD) abuse treatment that describe specific conditions under 
which patients should be admitted to a particular level of care (admission criteria), under 
which they should continue to remain in that level of care (continued stay criteria), and 
under which they should be discharged or transferred to another level (discharge/
transfer criteria). PPC generally describe the settings, staff, and services 
appropriate to each level of care and establish guidelines based on ATOD diagnosis 
and other specific areas of patient assessment.

PCP - Person Centered Plan

PCPM – Per Citizen Per Month. The basis on which the Contractor is paid for 
administrative functions under the terms of some contracts.

PEER REVIEW – The analysis of clinical care by a group of that clinician’s professional 
colleagues. The provider’s care is generally compared to applicable standards of care, 
and the group’s analysis is used as a learning tool for the members of the group.  

PENETRATION – The extent to which the system serves those individuals expected to 
have a specific medical condition, in this case persons with developmental disabilities, 
persons with mental illnesses and persons with substance abuse disorders.  

PERFORMANCE INDICATORS - Measurable evidence of the results of activities 
related to particular areas of concern as indicated in this Contract. The measures are 
quantitative indicators of the quality of care provided that consumers, payers, regulators 
and others could use to compare the care or provider to other care or providers.  

PERFORMANCE STANDARDS- Benchmarks an agency or provider is expected to 
meet. The standards define regulatory expectations and in meeting them the agency or 
provider may meet a required level for “certification” or “accreditation”.  

PERSON-CENTERED PLANNING - A process focused on learning about an 
individual’s whole life, not just issues related to the person’s disability. The process 
involves assembling a group of supporters selected by the consumer who are 
committed to supporting the person in pursuit of desired outcomes. Planning includes 
discovering strengths and barriers, establishing time-limited and identifying and gaining 
access to supports from a variety of community resources prior to utilizing the 
community MH/DD/SA system to assist the person in pursuit of the life he/she wants.  
Person-centered planning results in a written plan that is agreed to by the consumer 
and that defines both the natural and community supports and the services being 
requested from the public system to achieve the consumer’s desired outcomes. The 
plan is used as the basis for requesting an authorization for services.  

PHYSICAL DEPENDENCE - A condition in which the brain cells have adapted as a 
result of repeated exposure to a drug and consequently require the drug in order to 
function. If the drug is suddenly made unavailable, the cells become hyperactive. The 
hyperactive cells produce the signs and symptoms of drug withdrawal.

PLAN OF CORRECTION – A written response to findings of an audit or review that 
specify corrective action, time frames and persons responsible for achieving the desired 
outcomes.

PP - Primary Provider

PREVALENCE – The estimated degree of incidence of a condition in a given 
population.

PREVENTION – Activities aimed at teaching and empowering individuals and systems 
to meet the challenges of life events and transitions by creating and reinforcing healthy 
behaviors and lifestyles and by reducing risks contributing mental illness, developmental 
disabilities and substance abuse. Universal Prevention programs reach the general 
population; Selective Prevention programs target groups at risk for mental illness, 
developmental disabilities and substance abuse; Indicated Prevention programs are 
designed for people who are already experiencing mental illness or addiction disorders.

PSR - Psychosocial Rehabilitation

RESPONSIBLE CLINICIAN - An assigned professional deemed competent and 
credentialed by the Contractor to serve as a fixed point of accountability for the 
consumer’s PCP, monitoring and outreach.

PRIMARY CARE- (a) Basic or general health care usually rendered by general 
practitioners, family practitioners, internists, obstetricians and pediatricians—often 
referred to as primary care practitioners. (b) Professional and related services 
administered by an internist, family practitioner, obstetrician-gynecologist or pediatrician 
in an ambulatory setting, with referral to secondary care specialists, as necessary.  

PRIMARY SOURCE VERIFICATION – A process through which an organization 
validates credentialing information from the organization that originally issued the 
credential to the practitioner.

PRINCIPLE DIAGNOSIS-The medical condition that is ultimately determined to 
have caused the consumer to seek care. The principal diagnosis is used to assign every 
consumer to a diagnosis-related group. This diagnosis may differ from the admitting 
diagnosis.

PRIORITY POPULATIONS – Groups of people within target populations who are 
considered most in need of the services available within the system.  

PRIVILEGING – Process for determining, usually through training and supervision that 
an individual provider has the necessary skills and knowledge to offer designated 
services and can provide them without supervision.

PROMPT SERVICES - Services provided when needed. For target or priority 
populations, routine appointments within 14 days, initial hospital discharge visits within 3 
days, urgent visits within 2 days, emergent visits immediately and no later than 24 hours 
qualify as prompt.

PROVIDER – In this Contract, a person or an agency that provides MH/DD/SA services, 
treatment, and supports under a subcontract to the LME.

OPERATIONS MANUAL – A document attached to a subcontract for the purpose of 
explaining how to work with the local system, the requirements for service delivery, 
authorization, claims submission, etc. 

PROVIDER PROFILING – The process of compiling data on individual provider patterns of practice and comparing those data with expected patterns based on national or local statistical norms. The data may include medication prescribed, hospital length of stay, 
size of caseload, and other services. Some data may be compiled for use by consumers 
in choosing preferred providers based on performance indicators.

PUBLIC MENTAL HEALTH, DEVELOPMENTAL DISABILITIES AND SUBSTANCE

ABUSE SERVICES SYSTEM – The network of managing entities, service providers, 
government agencies, institutions, advocacy organizations, and commissions and 
boards responsible for the provision of publicly Funded services to consumers.

QA - Quality Assurance

QI - Quality Improvement

QIC - Quality Improvement Committee

QM - Quality Management

QPN - Qualified Provider Network

QUALIFIED PROVIDER NETWORK – The group of subcontractors subcontracted by 

Contractor to provide supports and services to persons for whom the Contractor authorizes 

care.

QUALITY MANAGEMENT (QM)- The framework for assessing and improving services and 

supports, operations, and financial performance. Processes include: QUALITY ASSURANCE, 

and QUALITY IMPROVEMENT. QUALITYIMPROVEMENT (QI) is a process to assure that

services, administrative processes, 
and staff are constantly improving and learning new and better ways to provide services 
and conduct business. As distinct from QA, the purpose of QI, also referred to as 
continuous quality improvement (CQI), is to continuously improve the process and 
outcome (quality) of treatments, services, and supports provided to consumers and 
administrative functions. QUALITY ASSURANCE (QA) involves periodic monitoring of 
compliance with standards.

RECOVERING STAFF - Counselors with and without educational degrees working in 
the substance abuse treatment fields who are in recovery.

RECOVERY – A personal process of overcoming the negative impact of a disability 
despite its continued presence. Like the victim of a serious accident who undergoes 
extensive physical therapy to minimize the impact of damaging injuries, people with 
active addictions as well as serious, disabling mental illnesses and developmental 
disabilities can also make substantial recovery through symptom management, 
psychosocial rehabilitation, other services and supports, and encouragement to take 
increasing responsibility for self.

REFERRAL - Establishing a link between a person and another service or support by 
providing authorized documentation of the person’s needs and recommendations for 
treatment, services, and supports. It includes follow–up in a timely manner consistent 
with best practice guidelines.

REGISTER – The process of gathering initial data and entering an individual into the 
service system.

REVENUES – Money earned through reimbursements paid for covered services or 
other local sources, grants, etc.

SA - Substance Abuse

SAPT - Substance Abuse Prevention and Treatment

SOC – System of Care

STATE-means the State of North Carolina.

STATE PLAN- Annual (each fiscal year) updated comprehensive MH/DD/SAS systems 
reform plan derived from the systems reform statue and titled “Blueprint for Change”.

STATE PLAN (MEDICAID)- The written agreements between the State of NC and CMS 
which describe how the NC DMH/DD/SAS programs meet all CMS requirements for 
participation in the Medicaid program and the Children’s Health Insurance 
Program.

SCREENING/TRIAGE – An abbreviated assessment or series of questions intended to 
determine whether the person needs referral to a provider for services based on eligibility 
criteria and acuity level. A screening may be done face-to-face or by telephone, by a 
clinician or paraprofessional who has been specially trained to conduct screenings.  
Screening is a core or basic service available to anyone who needs it whether or not 
they meet criteria for target or priority populations.

SEAMLESS - Treatment system without gaps or breaks in service, such that persons 
being served transition smoothly and with ease from one treatment component to 
another.

SELF-DETERMINATION – The right to and process of making decisions about one’s 
own life.

SENTINEL EVENT – CRITICAL INCIDENT, UNUSUAL INCIDENT, ETC. A sentinel 
event may include any type of incident that is clinically undesirable and avoidable.  
Sentinel events signal episodes of reduced quality of care. Many organizations monitor 
medication errors, review of deaths, accidents, evacuation drill responses, rights 
violations, medical emergencies, use of restraint or seclusion, behavior management 
etc. The purpose of sentinel event monitoring is to discover root causes and implement 
a continuous improvement process to prevent further events.  

SEVERELY EMOTIONALLY DISTURBED (SED) – A designation for people less than 
18 years of age who, because of their diagnosis, the length of their disability and their 
level of functioning, are at the greatest risk for needing services.  

SEVERELY MENTALLY ILL (SMI) – Refers to adults with a mental illness or disorder 
that is described in the Diagnostic and Statistical Manual of Mental Disorders, 4th 
Edition, that impairs or impedes functioning in one or more major areas of living and is 
unlikely to improve without treatment, services and/or supports. People with serious 
mental illness are a target or priority population for the public mental health system for 
adults.

SERIOUSLY AND PERSISTENTLY MENTALLY ILL (SPMI) – Refers to people with a mental illness or disorder so severe and chronic that it prevents or erodes development 
of functional capacities in primary aspects of daily life such as personal hygiene and self 
care, decision-making, interpersonal relationships, social transactions, learning and 
recreational activities.

SERVICE MANAGEMENT – An administrative function that includes Utilization 
Management and Care Coordination under this Contract. The service is carried out by 
experienced professionals with broad knowledge of the services and programs 
supported by the public system, managing a set of services by advocating for access 
and linking the person to the services. At the system level, this means activities such as 
implementing and monitoring a set of standards for access to services, supports, 
treatment; making sure that people receive the appropriate level and intensity of 
services; management of State facilities’ bed days, making sure that networks create 
consumer choice in service providers.

SPECIALIST REVIEW – A consultation or second opinion rendered by a member of the 
UM staff when an authorization request falls outside the defined criteria for service 
selection, amount or duration.

STANDARD OF CARE – A diagnostic and/or treatment consensus that a clinician 
should follow when providing care based upon the discipline’s peer group organization, 
such as the APA or NASW.

STATE MENTAL HEALTH AUTHORITY – The single State agency designated by each 
State’s governor to be responsible for the administration of publicly Funded mental health 
programs in the State. In North Carolina that agency is the Department of Health and 
Human Services.

STATE MENTAL HEALTH, DEVELOPMENTAL DISABILITIES AND SUBSTANCE

ABUSE SERVICES PLAN – Plan for Mental Health, Developmental Disabilities and 
Substance Abuse Services in North Carolina. This Statewide plan forms the basis and 
framework for MH/DD/SA services provided across the State.  

STATE OR LOCAL CONSUMER ADVOCATE - The individual carrying out the duties 
of the State Local Consumer Advocacy Program Office 

SUBSTANCE ABUSE – The DSM IV defines substance abuse as occurring if the 
person 1) uses drugs in a dangerous, self defeating, self destructive way and 2) has 
difficulty controlling his use even though it is sporadic, and 3) has impaired social and/or 
occupational functioning all within a one year period.

THE SUBSTANCE ABUSE AND MENTAL HEALTH ADMINISTRATION OF THE FEDERAL GOVERNMENT (SAMHSA) - SAMHSA is an agency of the U.S. Department 
of Health and Human Service. It is the federal umbrella agency of the Center for 
Substance Abuse Treatment, Center for Substance Abuse Prevention, and the Center 
for Mental Health Services.

SUBSTANCE ABUSE PREVENTION AND TREATMENT BLOCK GRANT (SAPTBG) -A federal program to provide funds to States to enable them to provide substance 
abuse services.

SUBSTANCE DEPENDENCE - DSM IV defines substance dependence as requiring 
the presence of tolerance, withdrawal, and/or continuous, compulsive use over a 1-year 
period.

SUBCONTRACT-means any contract between the Contractor (Contractor) and a third 
party for the performance of all or a specified part of this Contract. The 
SUBCONTRACTOR means any third party engaged by the Contractor, in a manner 
conforming to the contract requirements for the provision of all or a specified part of 
covered services under this Contract.

SYNAR AMENDMENT – Section 1926 of the Public Health Service, is administered 
through the Substance Abuse Prevention and Treatment (SAPT) Block Grant and 
requires States to conduct specific activities to reduce youth access to tobacco 
products. The Secretary of the US Department of Health and Human Services is 
required by statute to withhold SAPT Block Grant funds (40% penalty) from States that 
fail to comply with the SYNAR Amendment.

TARGET POPULATIONS –Groups of people with disabilities with attributes considered most in need of the services available within the system; populations as identified in federal block grant language.

TRANSITION – The time in which an individual is moving from one life/development 
stage to another. Examples are the change from childhood to adolescence, 
adolescence to adulthood and adulthood to older adult.

UM - Utilization Management

UNIFORM PORTAL ACCESS - The standardized process and procedures used to 
ensure consumer access to, and exit from, public services in accordance with the State 
Plan.

UTILIZATION MANAGEMENT (UM)- is a process to regulate the provision of services in 
relation to the capacity of the system and needs of consumers. This process should 
guard against under-utilization as well as over-utilization of services to assure that the 
frequency and type of services fit the needs of consumers. The administration of 
services or supplies which meet the following tests: they are appropriate and necessary 
for the symptoms, diagnosis, or treatment of the medical condition; they are provided for 
the diagnosis or direct care and treatment of the medical condition; they meet the 
standards of good medical practice within the medical community in the service area; 
they are not primarily for the convenience of the plan member or a plan provider; and 
they are the most appropriate level or supply of service which can safely be provided.  
This function is carried out by professionals qualified in disciplines related to the care 
being authorized and requires their use of tools such as service definitions, level of care 
criteria, etc. 

UTILIZATION-is the use of services. Utilization is commonly examined in 
terms of patterns or rates of use of a single service or type of service. Use is expressed 
in rates per unit of population at risk for a given period such as the number of 
admissions to the hospital per 1,000 persons per year, or the number of services 
provided per 1,000 persons by a system of care annually. 

UTILIZATION REVIEW (UR)- 
is an analysis of services, through systematic case review, with the goal of reviewing 
the extent to which necessary care was provided and unnecessary care was avoided. The examination of documents and records to assure that services that were authorized were in fact provided in the right amount, duration and scope, within the time frames allotted; and that consumers benefited from the service. The review also examines whether the actual request for authorization was valid in its assessment of the consumer and the intensity of need. There are a variety of types of reviews that may occur concurrent with the care being provided, retrospectively or in some cases prospectively if there are questions about the authorization requested.
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APPENDIX A

PERSON CENTERED PLANNING LINKS

Communication Bulletin #34

At the Division’s direction and since the information pertaining to Person-Centered Planning are both new and lengthy, please visit the following DHHS website links for information/forms on PCP.

· http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm (lists all)

· http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/update8-pcp/pcp7-13-06instructions.pdf 

· http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/update8-pcp/pcp7-21-06qanda.pdf
· http://www.ncdhhs.gov/mhddsas/announce/commbulletins/commbulletin008/pcp-9-11-06.doc
· http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/update8-pcp/pcp8-2-06consumeradmissionform-printonly.doc
· http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/update8-pcp/pcp8-2-06consumeradmissionform-electronic.doc 


SECTION XII

APPENDIX B

SRMH/DD/SAS COMMUNUTY RESOURCE DIRECTORY LINK

AND OTHER INFORMATIVE LINKS

	The following site links are offered merely as a convenience to the user; however, inclusion does not imply endorsement by Southeastern Regional MH, DD & SA Services of the external Website's content or the views and opinions of the external Website's sponsoring organization.

Internet Mental Health 

CMHS Knowledge Exchange Network
Behavior Online
National Institutes of Mental Health
Substance Abuse & Mental Health Services Administration
National Alliance for the Mentally ill
North Carolina Division of MH, DD, & SA Services
Governor's Advocacy Council For Persons With Disabilities
North Carolina Division of Medical Assistance 
North Carolina Division of Facility Services 
Medical Consumer Workbook 
CareLink Internet Address
North Carolina Council of Community Programs


   


SRMH/DD/SAS community resource directory: 





     www.srmhc2.org/providers_page.php 
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WHERE TO GO FOR ANSWERS





Jeanette Jordan-Huffam, Area Director/CEO


910-738-5261
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Comprehensive List of State and Federal Requirements for


The LME/Area Authority and Provider
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PROVIDER RELATIONS


DIVISION
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SERVICE MANAGEMENT








SCREENING/TRIAGE/REFERRAL (STR)


UTILIZATION MANAGEMENT- REVIEW


CARE COORDINATION (CC)


SYSTEM OF CARE (SOC)
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FINANCE DIVISION





======





REIMBURSEMENT 


BUSINESS MANAGEMENT





Section VI 





QUALITY MANAGEMENT





----------





DOCUMENTATION REQUIREMENTS, INFORMATION SYSTEM REQUIREMENTS & CARELINK, QUALITY IMPROVEMENT





Section VII 





CUSTOMER SERVICE





-----------





CONSUMER & FAMILY ADVISORY COMMITTEE (CFAC), CLIENT RIGHTS, COMPLAINTS & GREIVANCES





Section VIII 





PLANNING AND COLLABORATION





-------------





P & C FUNCTIONS, GERIATRIC ADULT SPECIALTY TEAM, HOUSING, EDUCATION, NATURAL & COMMUNITY SUPPORTS





Section IX 


-------


STATE FUNDED PROVIDERS – Area Authority Specific Policies/Forms/Local Governance Requirements
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GLOSSARY OF TERMS
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Person-Centered Planning Links
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APPENDIX “B”





SRMH/DD/SAS Resource Directory Link & Informative Links
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