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I. Introduction

The My Health GPS Program is established as a Health Home under the authority of Section 1945 of
the Social Security Act for District Medicaid beneficiaries who have three (3) or more qualifying
chronic conditions. DHCF launched the My Health GPS Program on July 1, 2017, to approved primary
care providers who deliver comprehensive care management services to the District’s Medicaid
beneficiaries with three (3) or more qualifying chronic conditions. The My Health GPS Program is one
of the District of Columbia’s Medicaid initiatives that focuses on providing individualized person-
centered case management and care coordination. This program addresses the unmet care management
needs of beneficiaries with preventable utilization of emergency medical services, avoidable emergency
department services, hospital admissions, potentially preventable readmissions and poor health
outcomes. My Health GPS services are delivered by an interdisciplinary team in the primary care
setting, that coordinates patient-centered and population-focused care for these beneficiaries.

II. Statutory Authority of Health Homes

Establishing a Health Home program is an option afforded to States under Section 2703 of the
Affordable Care Act. Effective January 1, 2011, Section 2703 allows states (under the State Plan
option or through a Waiver) to implement Health Homes. The purpose of Health Homes is to provide
the opportunity for States to address and receive additional Federal support for the enhanced
integration and coordination of primary, acute, behavioral health, and long-term services and support
for persons with chronic conditions.

III. Program Overview

The My Health GPS Program is designed to produce the following outcomes for eligible beneficiaries:
- Lower rates of avoidable emergency department (ED) use;
- Reductions in preventable hospital admissions and re-admissions;
- Reductions in healthcare costs;
- Improvements in the experience of care, quality of life, and beneficiary satisfaction; and

- Improved health outcomes

The providers of My Health GPS services deliver care management services using an interdisciplinary
team embedded in the primary care setting and aim to improve the integration of medical, behavioral
health, community support and social services. The beneficiary is the driver of the My Health GPS
process. The My Health GPS providers gather with their team and synthesize the risk and needs of the
beneficiary to ensure access to needed care and services. Each provider integrates various components
of the health and social supports systems, including Health Information Exchange tools (HIE) that can
be interfaced when addressing the needs of eligible beneficiaries.
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The members (beneficiaries) are stratified into two categories, low and high acuity. These two acuity
levels are no longer associated with reimbursement rates, however, should support guiding quarterly
engagement with an enrolled My Health GPS beneficiary.

The program provides two per member (beneficiary) per quarter (PMPQ)reimbursement rates to
approved providers. These rates are outlined in the claims and reimbursement section of this guidance
manual.

The first PMPQ rate is based on the completion of an initial or annual assessment and care plan
service. The second PMPQ rate is for three remaining reimbursement quarters. The providers deliver
care management services using an interdisciplinary team embedded in the primary care setting and
aim to improve the integration of medical, behavioral health, community support and social services.
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The My Health GPS State Plan Amendment can be found at: https://dhcf.dc.gov/page/health-home-
persons-multiple-chronic-conditions-my-health-gps

The My Health GPS regulation can be found in the District of Columbia Municipal Regulations (DCMR)
(http://www.dcregs.dc.gov/) under Chapter 102 of Title 29 (Public Welfare) or at:
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps



https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps
http://www.dcregs.dc.gov/
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps
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IV.  Provider Eligibility

A. Provider Requirements

To become an approved My Health GPS entity, organizations must meet or exceed the following
requirements:

a) Be a primary care provider, which includes:
1) Primary Care Clinical Individual Practices
2) Primary Care Clinical Group Practice; or
3) Federally Qualified Health Centers (FQHC)

b) Be enrolled as a DC Medicaid provider in accordance with the requirements set forth in
Chapter 102 of Title 29 of the DCMR;

c) Not have current or pending investigations, exclusions, suspensions or debarment from
any Federal, State or District healthcare program;

d) Not having any outstanding overpayment from DHCF; and

e) Proof of National Committee for Quality Assurance (NCQA) Patient-Centered Medical
Home (PCMH) Level Two recognition.

1) If the applicant does not already possess the credential, the organization must
submit evidence that they have initiated the NCQA PCMH application process.

2) The applicant must receive the NCQA PCMH credential within twelve (12)
months of the date of submission of the My Health GPS application

a. If the applicant does not receive the PCMH credentials within
the outlined period, the My Health GPS Provider will be subject
to enhanced MCO oversight until they receive the recognition

f) In addition, the My Health GPS entities are required to demonstrate the following:

1) Certified Electronic Health Record (EHR) with the ability to document a person-
centered care plan;

2) Twenty-four (24) hour, seven (7) days per week access to clinical advice,
including culturally appropriate translation and interpretation services for
beneficiaries with limited English proficiency;

3) Meet the interdisciplinary team staffing and staffing ratios; and

4) Enrollment to participate in the Health Information Exchange (HIE) to receive
hospital emergency department alerts and additional information for enrolled
beneficiaries. Entities must ensure that their Notice of Privacy Practices (NPP)
align with the HIE.




(%

My Health GPS providers are required to ensure that beneficiaries are fully informed about the
appropriate uses, privacy and security of their Protected Health Information (PHI). The My
Health GPS providers must include the following in the NPP:
a) A description of HIE services, which includes:
1) Which HIE provides these services;
2) The types of providers with whom health information is exchanged;
3) A link to information on HIE services or further information about the HIE.
b) Explain individual’s right to opt-out of the HIE, and provide information on steps to opt-
out of the HIE;
c) Explain individuals’ protections against unauthorized disclosure of mental health
information, pursuant to the District of Columbia Mental Health Information Act of 1978
(§§7-1201.01 to 7-1207.02).

All My Health GPS provider requirements are outlined in the regulation and can be found in the
District of Columbia Municipal Regulations (http://www.dcregs.dc.gov/) under Chapter 102 of
Title 29 (Public Welfare) or at: https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-
conditions-my-health-gps.

Once approved as a My Health GPS entity the entity must maintain their enrollment by:

a) Participating in activities supporting the successful implementation and maintenance of
the My Health GPS program including:

1) Trainings to foster competency and development of best practice related to
Person Centered planning, chronic disease self-management and relative topics;

2) Continuous quality improvement task, monitoring and performance reporting;
3) District-wide initiatives to support the exchange of health information
4) Evaluations required by CMS, DHCF, or its Agent

b) Maintaining compliance with all requirements, terms and conditions in the Entity’s DC
Medicaid Provider Agreement including all modifications, as well as, with all applicable
Federal and District laws.

Staffing

Each My Health GPS provider shall be comprised, at a minimum, of the following practitioners, or
comparable practitioners as approved by DHCF on a case-by-case basis:

a) a Health Home Director, who has a master’s level education in a health- related field,;

b) a Nurse Care Manager, who has an advanced practice nursing license or a Bachelor of
Nursing degree with appropriate care management experience; and

¢) a Peer Navigator (Specialist), who is a health educator capable of linking beneficiaries with
the health and social services they need to achieve wellness, who has either completed at least
forty (40) hours of training in or has at least six (6) months of experience in community

health; and
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d) a Care Coordinator, who has a bachelor’s degree in social work or has a bachelor’s degree in
a health-related field with at least three (3) years’ experience in a healthcare or human

services field

The minimum staffing ratios must be in place by no later than the end of the second quarter of the My
Health GPS entity’s enrollment into the Program and shall continue to comply with the minimal
staffing ratios throughout participation in the program. If the My Health GPS entity does not remain
in compliance with staffing, the entity’s census will be modified (reduced) to meet the current staffing
complement (ratios). The remaining beneficiaries may be reassigned to another My Health GPS
entity. DHCF will notify both My Health GPS entities, as well, as the beneficiary regarding the
reassignment, in writing.

a) Health Home Director: One half (0.5) full-time employee per four hundred (400)
beneficiaries;

b) Nurse Care Manager: Two (2) full-time employees per four hundred (400) beneficiaries;

c) Peer Navigator (Specialist): One (1) full-time employee per four hundred (400) beneficiaries;
and

d) Care Coordinator: One (1) full-time employee per four hundred (400) beneficiaries

Staff Position FTE Ratio per
Beneficiaries
Health Home Director 0.5 400
Nurse Care Manager 2 400
Peer Navigator 1 400
(Specialist)
Care Coordinator 1 400

Alternate Staffing

My Health GPS entities can submit, in writing, an alternative staffing model to DHCF for review
and consideration. Entities may not begin using the alternative staffing model until DHCF has
approved their request, in writing. The submission should include a summary of the reason the
entity is requesting an alternative staffing model and how the recommendation will meet the
beneficiaries care management needs as outlined by the My Health GPS Program requirements.

If a My Health GPS entity reaches their maximum capacity to serve beneficiaries and receives
additional requests to enroll beneficiaries, the entity must notify DHCF within one (1) business
day with the beneficiary’s request for DHCF to reassign the beneficiary to another available My
Health GPS entity.

<@
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The My Health GPS Entity shall notify DHCF within three (3) business days of any staff changes.

VI.  Beneficiary Eligibility

A. Eligible Criteria

a) Beneficiaries that are eligible to participate in the My Health GPS Program must be a
DC Medicaid beneficiary.

b) Eligible beneficiaries must have a minimum of three (3) of the following qualifying
chronic conditions:

1.
2.

© P N W

Asthma/COPD

Body Mass Index > than
thirty-five (35)
Cerebrovascular Disease
Chronic Renal Failure
indicated by dialysis
treatment

Diabetes

Cardiac Dysrhythmias
Congestive Heart Failure
Myocardial Infarction

Pulmonary Heart Disease

B. Managed Care Organizations

(MCO)

10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

Hepatitis

Human Immunodeficiency Virus
Hyperlipidemia
Hypertension
Malignancies

Depression

Behavior Disorders
Personality Disorders
Paralysis

Peripheral Atherosclerosis
Sickle Cell Anemia

Substance Use Disorder

The My Health GPS Program is available for DC Medicaid beneficiaries that receive services through
the Fee for Service (FFS) or Managed Care programs. A beneficiary may be concurrently enrolled in
a Managed Care Organization (MCO) and the My Health GPS Program, as long as, they are not
simultaneously enrolled in the MCO Care Management Program. The My Health GPS Providers and
the MCOs are partners in the care of shared beneficiaries and should coordinate to ensure the best
results for the beneficiaries. To effectively coordinate care for beneficiaries enrolled in an MCO; each
My Health GPS entity and MCO must enter into a Memorandum of Agreement (MOA). The MOA
shall set forth the division of roles and responsibilities between the MCO and the My Health GPS
entity. The MOA shall also include the monitoring plan and service provisions as prescribed in the
Patient Centered Medical Home (PCMH) recognition standards. Each MCO must have a My Health
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GPS liaison that will work directly with the My Health GPS providers to coordinate and avoid
unintended duplication of services.
C. Exclusionary Programs

One goal of the My Health GPS program is the reduction in healthcare costs. There are
Medicaid Programs that cannot be provided at the same time as the My Health GPS
Program because they are comparable services. These include but are not limited to:

a) Home and Community-Based Services (HCBS) Waiver for the Elderly and
Individuals with Physical Disabilities;
b) HCBS Waiver for Persons with Intellectual and Developmental Disabilities;
¢) Nursing facility;
d) Intermediate Care Facility for Individuals with Intellectual Disabilities;
e) Dual Eligible Special Needs Plan;
f) Simultaneous enrollment in My DC Health Home and the My Health GPS program.
1. The beneficiary may choose to enroll in either program but may not be
concurrently enrolled in both programs
g) Other Medicaid status that would make the individual ineligible to receive My Health
GPS Program includes:
1. No Medicaid eligibility;
2. Qualified Medicare Benefit (QMB); and
3. Incarcerated;
A list of exclusionary Medicaid codes has been provided. (See Appendix A). A
beneficiary with any exclusionary Medicaid code is ineligible to participate or be
reimbursed for the My Health GPS program. An updated list will be shared with
providers and MCPs whenever updated by DHCF.

VIIL. Beneficiary Attribution and Assignment

Attribution is a process that is conducted once a year whereby DHCF reviews Medicaid claims
submitted within the previous 12 months and identifies beneficiaries meeting the eligibility criteria
for the My Health GPS Program. DHCF also assigns a My Health GPS Entity for each beneficiary,
based on the set of rules described below and provides the beneficiary information to that assigned
Entity
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D. Maintaining Existing Relationships

a) An eligible beneficiary will be assigned to the My Health GPS entity that currently
provides the beneficiary’s primary care services or to the My Health GPS entity that is
part of a corporate entity that currently provides the beneficiary’s primary care services

b) If a beneficiary has more than one (1) current primary provider, the assignment will be
made in accordance with the following process:

1) The beneficiary shall be assigned to the My Health GPS entity seen most frequently
during the review period; or

2) Ifan eligible beneficiary has seen multiple My Health GPS entities with equal
frequency during the review period, the beneficiary shall be assigned to the entity
seen most recently during the review period.

E. Beneficiaries without Provider Association

Fee-for Service (FFS) or MCO participants that do not have an association with any of the
My Health GPS entities during the last 12-month Medicaid claims review period are
considered beneficiaries without a provider association.

a) MCO Participants - Refers to the beneficiaries that are actively enrolled in an
MCO. DHCEF will send the My Health GPS MCO Liaison a list of the eligible
beneficiaries. The Liaison will provide DHCF at least two My Health GPS entity
placement recommendations for each of the identified beneficiaries

b) FFS Beneficiaries - Refers to the beneficiaries that are actively enrolled in the
Medicaid FFS Program. These beneficiaries are assigned based on the following
criteria:

1) Geographic proximity of the beneficiary to the My Health GPS entity;
2) My Health GPS Entity capacity to serve additional beneficiaries; and
3) My Health GPS Entity’s specialty with select chronic conditions and

populations.

Once the attribution process is completed, MHGPS providers will be notified.

DHCEF provides a My Health GPS report to Providers and MCPs that identifies all the DHCF-
attributed My Health GPS beneficiaries to the respective providers. This report outlines the
beneficiary’s attribution date, My Health GPS status and other useful information. My Health
GPS providers should reconcile their list to ensure that their internal list matches DHCEF’s list.
Discrepancies should be resolved by submitting the appropriate documentation and forms (opt-
out, withdrawal, provider change, and disenrollment) to DHCF. The newly attributed
beneficiaries are loaded onto this report once a year.

11
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F. Referrals

DHCEF will accept beneficiary referrals to the My Health GPS program from all health care
providers.

The referral is completed by submitting a written request, using the My Health GPS Referral
Form (See Appendix B). The My Health GPS Referral Form must be completed in its
entirety.

The form must include:
a) The name and Medicaid ID number of the beneficiary;
b) The name of the entity making the referral;

c) Evidence that a provider has submitted claims for the beneficiary identifying
three or more qualifying chronic conditions (TCN); and

[P

d) Date of the claim submission that supports the diagnosis outlined above in “c

This documentation must be sent securely to the DHCF identified email account. Once
received, DHCF will render a decision within 30 days of receipt of the referral and notify the
beneficiary and the My Health GPS entity of the decision in writing. DHCF will notify the
beneficiary in writing about the referral, with an explanation of the My Health GPS benefit
and the contact information of the My Health GPS entity to which they have been assigned.
If a beneficiary is referred by an entity that is not a My Health GPS provider, the attribution
and assignment process will be used to determine which My Health GPS entity will be
assigned.

G. Stratification by Acuity

DHCEF uses the Chronic Illness and Disability Payment System (CDPS) to determine the
acuity level for beneficiaries in the My Health GPS program. CDPS is a nationally-
recognized risk adjustment tool that is tailored for Medicaid programs. DHCF also reserves
the right to use other criteria and/tools that would assist in determining the acuity levels.

The members (beneficiaries) are stratified into two categories, Low Acuity and High Acuity.
The beneficiary’s acuity level is fixed for a year except when a re-determination request
changes a beneficiary’s acuity level. DHCF will recalculate the acuity levels annually and
provide the My Health GPS provider a 30-day notice of any acuity change. Prior to 2019, the
acuity levels were assigned to a billing code related to specific per member per month
reimbursement rates. However, since 2019, MHGPS has transitioned to a per member per
quarter rate that is not related to the assigned acuity level. The acuity levels remain as an

12
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indicator for MHGPS entities to determine appropriate engagement with a beneficiary during
each billing quarter.

The acuity level codes are:
e Group One (1) Low Acuity - T2022
e  Group Two (2) High Acuity - T2023

H. Acuity Re-determination

My Health GPS providers may request an acuity re-determination by DHCF of any
beneficiary whose health status changes significantly. If re-determination is requested, the
My Health GPS provider will be required to submit clinical documentation to DHCF on the
approved template (see Appendix C) to demonstrate the significant improvement or decline of
the beneficiary’s health status. The acuity level re-determination can be to a higher or lower
acuity. The documentation must include:

a) Name and Medicaid ID number of the beneficiary;

b) Name of the My Health GPS entity making the request;

c) Current acuity level and the desired acuity level,

d) Evidence that supports the request for acuity change;

e) Summary of the clinical changes that compel an acuity re-determination; and
f) Entities anticipated plan with acuity change.

This documentation must be sent securely to DHCF’s identified email account. Upon receipt
of the clinical documentation, DHCF will determine the beneficiary’s acuity level. If the My
Health GPS provider submits the re-determination by the 20™ of the month and a change has
been determined, the new acuity will become effective the next month. If the request is
received after the 20" of the month and a change is indicated, the acuity will be effective the
month following the next month. DHCF will provide the My Health GPS entity written
notification of the determination.

VIII.  Beneficiary Participation Status

I. Beneficiary Enrollment

A beneficiary that is attributed and assigned to a provider is not automatically enrolled into
the My Health GPS program. Enrollment begins after the My Heath GPS Provider completes
the following:

a) Obtains written consent from the beneficiary to participate in the program;
b) Completes the initial assessment and care plan;

¢) Submits the initial assessment service for payment; and

13
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d) Service claim is paid by DHCF.

Enrollment documentation includes:
a) A signed My Health GPS consent form (Appendix E);
b) A completed in-person biopsychosocial (BPS) needs assessment; and
¢) An interim care-plan.

1) A Care plan is a living document therefore the available information at the
time of the assessment should be used at this stage. The subsequent visits
with the My Health GPS provider will yield more information and the care
plan can be updated to be more comprehensive.

2) My Health GPS Provider will give the beneficiary a copy of their care plan
that outlines the provider’s and the beneficiary’s responsibility.

An enrolled beneficiary will continue to be eligible to receive My Health GPS services unless
one of the following occurs:

a) The beneficiary withdraws consent to participate in the My Health GPS program;
b) The beneficiary is no longer eligible for DC Medicaid;

1) The beneficiary no longer meets the criteria for eligibility in the My Health
GPS program; or

2) The beneficiary enrolls in another DC Medicaid specialty program that
would otherwise exclude eligibility for participation in the My Health GPS
program (see Beneficiary Eligibility).

J. Beneficiary Consent to Participate in My Health GPS
Program

When a beneficiary elects to participate in the My
Health GPS program the beneficiary must sign the My
Health GPS Consent Form (See Appendix D). A copy
of the beneficiary’s signed consent form must be
provided to the beneficiary as part of the beneficiary’s assessment;

official record. (2) Enter available clinical information

Interim Care Plan

(1) Conduct an in-person needs

and information gathered at the BPS
needs assessment into the person-

K. Change of My Health GPS Provider

Once enrolled in the My Health GPS Program, a
beneficiary may elect to receive services from another
My Health GPS provider, at any time. Likewise, My
Health GPS providers may determine a beneficiary
would be better served by another My Health GPS

centered plan of care which shall include
individualized goals; and
(3) Retain documentation demonstrating
the delivery of each of the activities
described in (1) and (2) above.

<@
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provider due to capacity limits, limitations in integrating care, or other barriers to integrated
care. In this case, the My Health GPS provider (transferring provider) must coordinate with
the newly identified My Health GPS provider (receiving provider) to ensure they are able to
accept the beneficiary. Also, attempts should be made to include the beneficiary in this
change. All coordination with the My Health GPS provider and beneficiary should be
documented in the EHR. In either circumstance, changing providers may be an appropriate
pathway for the beneficiary. DHCF, at its discretion, may approve or deny a request to
change providers. A request to change a My Health GPS provider can be accomplished by
submitting a Provider Change Form securely to the DHCF identified platform (See Appendix
E). The request can be made by the beneficiary, the My Health GPS provider, or the Managed
Care Organization (MCO).

For requests received on or before the 20" of the current month, the Provider Change request
shall be effective on the first day of the following month. If a request is received on or after
the 21 of the current month, the Provider Change request shall be effective the first day of
the second month. The beneficiary’s care and needs continue to remain with the transferring
provider until the effective date of the provider change.

DHCEF will notify the beneficiary, the transferring provider, and the receiving provider in
writing regarding service start and end dates. It is expected that the transferring My Health
GPS provider will facilitate the transfer by sharing pertinent patient information, such as the
care plan and assessment with the receiving My Health GPS provider. The new provider shall
complete a consent form with the beneficiary.

L. Withdrawal from the Program

A withdrawal for beneficiaries occurs under the following circumstances:

a) An enrolled beneficiary may decide to end their participation in the My Health GPS
Program at any time. In this circumstance, the beneficiary can be withdrawn by three
options.
1) The beneficiary, must submit the My Health GPS Withdrawal Form (See
Appendix F) securely to the DHCF identified email account;
2) The My Health GPS Provider will complete the Withdrawal Form (See Appendix
F) for their records and complete the designated DHCF disposition form. The
disposition should be submitted securely to the DHCF identified platform. The My
Health GPS provider will discuss with the beneficiary their options of re-enrollment,
into the My Health GPS program; or
3) The MCO can submit the Withdrawal Form securely on behalf of the beneficiary
through the identified email account The MCP will discuss with the beneficiary their
options of re-enrollment, into the My Health GPS program. platform.

b) If there are no My Health GPS claims submitted for three (3) consecutive quarters (9
months) and an internal review indicates that the beneficiary is no longer actively
participating in the program;

15




(%

If the beneficiary requests a reconsideration, it must be submitted in writing, by mail, fax, or in
person to DHCF within 30 calendar days of the date of the notice of withdrawal. The request
should be addressed to the attention of:

My Health GPS Clinical Care Specialist
441 4™ Street, NW Suite 900 South
Washington, DC 20001
Or
Fax number: 202-772-5686
Or
Email: MyHGPS@dc.gov

The request for reconsideration must include information that outlines the reason(s) why the
decision to withdraw should not be upheld.

M. Graduated

Any enrolled beneficiary that has met their person-centered goals and does not have updated
goals to add on their care plan will be considered graduated. The My Health GPS provider will
meet with the beneficiary to discuss a transition plan. Additionally, the My Health GPS provider
will discuss the option of re-enrollment at any time if the beneficiary continues to meet the My
Health GPS program eligibility criteria.

My Health GPS Provider’s Responsibility to Notify Managed Care Plans of Status Change

My Health GPS Providers shall ensure that Managed Care Plans are notified appropriately of all
status changes to assigned and enrolled beneficiaries that are assigned to an MCP.

N. Beneficiary Disenrollment

DHCEF shall disenroll any previous eligible My Health GPS beneficiary that no longer meets the
eligibility requirements.

DHCEF will issue a written notice to the beneficiary, at least 30 days prior to the effective date of
the intended disenrollment to allow for the beneficiary to engage or reengage in the My Health
GPS Program. The notice will contain:

1) Statement of disenrollment;

2) Explanation of the reason to disenroll;

3) Citations to the laws and rules to support the action;

4) The beneficiary’s right to request a reconsideration of the disenrollment;
5) Timeframe to complete the procedures;

6) Fair Hearing process; and
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7) Reconsideration process;

O. Decision not to Enroll in the Program (Opt-Out)

A beneficiary that is attributed and assigned to the My Health GPS program may elect not to
participate. Should a beneficiary choose not to participate, the beneficiary may opt-out of the My
Health GPS Program. The beneficiary’s Medicaid coverage will not be affected based on their
decision to enroll or not enroll in the My Health GPS Program. The beneficiary may opt-out via
one of the following ways:

a) The beneficiary or beneficiary’s representative can complete the Opt-Out Request form at
https://dhcf.dc.gov/and mail the form to the My Health GPS provider or DHCF (See
Appendix H)

When DHCF receives the Opt-Out Request Form from the beneficiary or beneficiary’s
representative, DHCF will notify the assigned My Health GPS provider and remove the
beneficiary from the list of eligible participants.

b) The My Health GPS provider may complete the Opt-Out Form on behalf of the
beneficiary and submit to the secure DHCF identified platform. When a beneficiary
decides to opt-out of the program, the My Health GPS provider will discuss the option of
re-enrollment as long as the beneficiary continues to meet the My Health GPS program
eligibility criteria. DHCF will also notify the beneficiary, in writing, that the opt-out
request has been received. The letter will include their right to re-enroll, alternative
program resources and other programmatic information.

Delivery of Services

All the My Health GPS services shall be delivered in accordance with best practice protocols
developed by the Nurse Care Manager or practitioner with comparable qualifications, as approved by
DHCEF. Each My Health GPS entity shall ensure that enrolled beneficiaries are not receiving duplicate
services through any other Medicaid-funded program. All services and attempts of services must be
documented in the My Health GPS entity’s EHR. The services must be provided based on the needs
of the beneficiary and be reflective of the person-centered care plan that is developed with the
beneficiary.

The My Health GPS Program uses billing modifiers to identify the Health Home services that are
provided. My Health GPS Program allows for telemedicine engagement for non- in person services.
Providers should add the appropriate modifier (GT) to all claims that use telemedicine to engage the
beneficiary. Transmittals for guidance regarding telemedicine encounters can be found on DHCF’s
website: Telemedicine | dhcf

P. Beneficiary Outreach

Each My Health GPS provider receives an attributed and assigned list of eligible beneficiaries for
outreach. The timeframe of this outreach is as follows:
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a) Once the My Health GPS Entity enrolls in the Program; the My Health GPS provider
shall conduct outreach to all beneficiaries initially assigned by the end of the second
quarter; then

b) Outreach shall be conducted by the My Health GPS provider no later than the end of the
second quarter for subsequent beneficiary assignments.

The outreach should be documented in the Electronic or Centralized Health Record as follows:
a) Date and time the outreach was performed;

b) Identification of the My Health GPS provider staff who performed the outreach;
c) Description of the setting the outreach was performed; and

d) Description of the outreach including the mode of communication.

e) Outcome of the outreach

Outreach Collaborative Communication

Beginning in 2026, Managed Care Plans will outreach beneficiaries on the assigned list. The
Managed Care Plan will notify DHCF of any beneficiaries that consent to Case Management
through an approved DHCF process.

If the Managed Care Plan determines that the beneficiary will be a better fit for the My Health
GPS program, they will coordinate with the appropriate My Health GPS provider.

The beneficiary will remain assigned to the My Health GPS program until the provider completes
outreach. If the beneficiary consents to the My Health GPS program, the provider will notify the
respective Managed Care Plan so that they can be disenrolled from case management.

Q. Re-assignment

The My Health GPS providers are required to document all attempts to outreach for the attributed
beneficiaries in their EHR. If the provider has made reasonable attempts to engage the beneficiary
in care, and the beneficiary has not enrolled into the My Health GPS program after nine (9)
months, the provider will notify DHCF. Upon DHCEF’s notification, the Department may reassign
the beneficiary to another My Health GPS entity. If reassignment occurs, DHCF will send
written notice to the beneficiary and both My Health GPS providers.

R. Documentation Requirements

Each My Health GPS provider shall document all program services and activities provided in each
beneficiary’s EHR. Each claim for a My Health GPS service shall meet the requirements outlined
in DCMR under Chapter 102 of Title 29 DCMR §10206 and shall be documented in accordance
with DCMR under Chapter 102 of Title 29 DCMR § 10207.18 to be reimbursed. The supported
documentation shall be supported by the following:

a) A detailed description of each specific service provided, with sufficient documentation to

demonstrate that each service was delivered in compliance with the requirements outlined in
the under Chapter 102 of Title 29 DCMR § 10206;
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b) The date and time the service(s) were rendered;

c) The My Health GPS provider staff member who provided the services;

d) The setting in which the service(s) were rendered;

e) The beneficiary’s person-centered plan of care provisions related to the service(s)
provided; and

f) Documentation of any further action required for the beneficiary's well-being as a result of
the service(s) provided.

A. My Health GPS Services
The My Health GPS services are:

1) Comprehensive Care Management
2) Care Coordination
3) Health Promotion
4) Comprehensive Transitional Care
5) Individual and Family Support Services
6) Referral to Community and Social Support Services

Comprehensive Care Management consists of the creation, documentation, execution and
maintenance of a person-centered plan of care. This service correlates with the Ul and U8 billing
modifiers. Activities included in the delivery of Comprehensive Care Management include, but
are not limited to, the following:

a) Conducting a comprehensive biopsychosocial (BPS) needs assessment to collect behavioral,

primary, acute and long-term care information from all health and social service providers
appropriate for a beneficiary, including providers specific to pediatric beneficiaries, to inform
development of the person-centered plan of care. The components of the BPS are:

1) Health Status

Examples: Pharmacy, DME, specialists, newly diagnosed, ADLs, clinical history
including medications, visual and hearing needs, provider enrollment;

2) Cultural Needs

Examples: Race and ethnicity, health disparities, religious barriers to treatments,
linguistic needs,

3) Educational Needs

Examples: Knowledge about condition, health literacy, healthy behaviors (e.g.,
nutrition, physical activity, quit tobacco, alcohol use/abuse), preventive care
Strategies;

4) ED/IP Admissions
Example: Frequent use of these services;
5) Behavioral Health Needs

Examples: Multiple service needs, cognitive functioning, multiple medications,
behavioral health diagnosis,

6) Provider Access Issues
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Examples: Difficulty with transportation, no medical home;
7) Psychosocial Issues

Examples: Homelessness, school absenteeism, utilities, abuse, crisis
management, employment, available benefits and resources;

8) Patient-Centered

Examples: Individual involvement, life planning activities, self-management
capabilities;

b) Developing a person-centered plan of care that reflects the beneficiary’s unique cultural
needs and is developed in a language or literacy level that the beneficiary can understand,
which is documented and maintained in the My Health GPS provider’s certified EHR
system and includes the following six components:

(1) A list of the beneficiary’s chronic conditions;
(2) Issues identified during the comprehensive BPS needs assessment described in
(a);
(3) Identification of the beneficiary’s strengths;
(4) Individualized goals that address the beneficiary’s chronic conditions and the issues
identified during the assessment;
(5) Identification of interventions needed to support the beneficiary in meeting the
individualized goals; and
(6) A plan to review the beneficiary’s progress toward the individualized goals at set
intervals and to revise the person-centered plan of care as appropriate;
¢) Reassessment and updating the person-centered plan of care in the My Health GPS provider’s
certified EHR system as follows:
(1) Every twelve (12) months (Annual update requirement U8);
(2) Each time the beneficiary has a significant change in health condition (U1); and
(3) Within fifteen (15) days of discharge each time the beneficiary has an unplanned
inpatient stay (U1); and
d) Monitoring the beneficiary’s health status and documenting the beneficiary’s progress toward
the goals contained in the person-centered plan of care, including amending the plan of care,
as needed.

Components of the Person-Centered Care Plan
(1) A list of the beneficiary’s chronic conditions;
(2) Issues identified during the comprehensive biopsychosocial needs assessment;
(3) Identification of the beneficiary’s strengths;
(4) Individualized goals that address the beneficiary’s chronic conditions and the issues identified during the assessment;
(5) Identification of interventions needed to support the beneficiary in meeting the individualized goals; and

(6) A plan to review the beneficiary’s progress toward the individualized goals at set intervals and to revise the person-centered

plan of care as appropriate;

20



(%

Care Coordination shall consist of implementation of the person-centered plan of care through
appropriate linkages, referrals, and coordination with needed services and supports. This service correlates
with the U2 billing modifier. Care Coordination services include, but are not limited to, the following:

a)
b)

c)

d)

g)
h)
)
j)
k)
)

Scheduling appointments and providing telephonic appointment reminders;

Assisting the beneficiary with navigating health and social services systems, including
behavioral health and housing supports as needed;

Providing community-based outreach and follow-up, including face-to-face contact with
beneficiaries in settings in which they reside, which may include shelters, the streets or other
locations for homeless beneficiaries;

Providing outreach and follow-up through remote means to beneficiaries who do not require
in-person contact;

Ensuring that all regular screenings are conducted through coordination with primary care or
other appropriate providers;

Ensuring medication reconciliation has been completed;

Assisting with transportation to routine and urgent care appointments;

Assisting with transportation for health-related activities;

Assisting with completion of requests for durable medical equipment;

Obtaining health records and consultation reports from other providers;

Participating in hospital and emergency department transitions of care;

Coordinating with Fire and Emergency Medical Services and DHCEF initiatives to promote
appropriate utilization of emergency medical and transport services;

Facilitating access to urgent care appointments and ensuring appropriate follow-up care;
Ensuring that the beneficiary is connected to and maintains eligibility for any public benefits
to which the beneficiary may be entitled, including Medicaid; and

Providing support to children transitioning from pediatric practice to an adult practice.

Health Promotion shall consist of the provision of health education to the beneficiary, as well as family

members or other caregivers when appropriate, that is specific to the beneficiary’s chronic conditions and
needs as identified in the person-centered plan of care. This service correlates with the U3 modifier. Health

Promotion services include, but are not limited to, the following:

a)

b)
c)
d)
e)

f)

2)

Assisting the beneficiary in developing a self-management plan to promote health and
wellness, including activities such as substance abuse prevention, smoking prevention or
cessation, and nutrition counseling;

Connecting the beneficiary with peer or recovery supports;

Providing support to improve the beneficiary’s social network;

Educating the beneficiary about accessing care in appropriate settings, including appropriate
utilization of the 911 system;

Assessing the beneficiary’s understanding of his or her health conditions and motivation to
engage in self-management;

Using coaching and evidence-based practices such as motivational interviewing to enhance
the beneficiary’s understanding of his or her health conditions and motivation to achieve
health and social goals; and

Ensuring that health promotion activities align with the beneficiary’s stated health and social
goals.
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Comprehensive Transitional Care shall consist of the planned coordination of transitions between
healthcare providers and settings in order to reduce emergency department and inpatient admissions,

readmissions and length of stay. This service correlates with the U4 modifier. Comprehensive Transitional
Care services shall include, but are not limited to, the following:

a)

Conducting outreach to the beneficiary prior to discharge or within twenty-four (24) hours

after discharge to support transitions from inpatient to other care settings, including the

following activities:

(1) Reviewing the discharge summary and instructions;

(2) Ensuring that medication reconciliation has been completed;

(3) Ensuring that follow-up appointments and tests are scheduled and coordinated;

(4) Assessing the patient’s risk status for readmission or other failure to obtain appropriate
community-based care;

(5) Arranging for follow-up care, if indicated in the discharge plan;

(6) Planning for appropriate clinical care post-discharge, including home health services or
other necessary skilled care;

(7) Planning for appropriate housing support services post-discharge, including facilitating
linkages to temporary or permanent housing

(8) Arranging transportation for transitional care and follow-up appointments as needed; and

(9) Scheduling appointments for the beneficiary with a primary care provider or appropriate
specialist(s) within one (1) week of discharge.

Individual and Family Support Services shall consist of activities that assist the beneficiary and his or her
support network (including family members and authorized representatives) in identifying and meeting the

beneficiary’s biopsychosocial needs and accessing necessary resources as identified in the person-centered
plan of care. This service correlates with the US modifier. Individual and Family Support Services include,

but are not limited to, the following:

a)

b)
c)

d)
e)

g)

Facilitating beneficiary access to the following resources:

1) Medical transportation services;

2) Language interpretation services;

3) Housing assistance services; and

4) Any other social services needed by the beneficiary;

Educating the beneficiary in self-management of his or her chronic conditions;

Providing opportunities for family members and authorized representatives to participate in
assessment activities and development of the person-centered plan of care;

Ensuring that all My Health GPS services are delivered in a manner that is culturally and
linguistically appropriate;

Assisting the beneficiary in establishing and maintaining a network of natural supports;
Promoting the beneficiary’s personal independence;

Including the beneficiary’s family members and authorized representatives in quality
improvement processes, including administering surveys to capture their experience with all
My Health GPS services;
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h) Providing beneficiaries with access to their EHR or other clinical information, and providing
access to their family members and authorized representatives if the beneficiary provides
written authorization to do so; and

1) Developing family support materials and services, including creating family support
groups where appropriate.

Referral to Community and Social Support Services shall consist of the process of connecting

beneficiaries to resources to help them overcome access or service barriers, increase self-management skills,

and achieve overall health, as identified in the person-centered plan of care, and ensuring that the referral is
completed. This service correlates with the U6 modifier. Referrals to community and social support services
may include but are not limited to:

a) Wellness programs, including but not limited to smoking cessation, fitness, and weight loss
programs;
b) Support groups specific to the beneficiary’s chronic condition(s);
c) Substance abuse treatment services, including support groups, recovery coaches, and twelve
(12)-step programs;
d) Housing resources, including tenancy sustaining services;
e) Social integration services, including psychiatric rehabilitation and peer support or consumer-run
programs to foster recovery and community re-integration;
f) Financial assistance, such as Temporary Assistance for Needy Families or Social Security;
g) Supplemental Nutrition Assistance Program;
h) Employment and educational programs or training;
i) Legal assistance resources;
j) Faith-based organizations; and
k) Child care
Reimbursement
The appropriate billing codes and modifiers must be used to receive payment for any My Health GPS
service See chart below:
My Health GPS Billing Codes Acuity 1 Acuity 2
Case Management | Case
Management
Ul- Comprehensive care management post hospitalization and significant events | T2022 — Ul T2023 - U1
U2 - Care coordination T2022 - U2 T2023 - U2
U3 - Health promotion 12022 - U3 12023 - U3
U4 - Comprehensive transitional care/follow-up T2022 - U4 T2023 - U4
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US - Patient & family support T2022 - U5 T2023 - U5
U6 - Referral to community & social support services T2022 — U6 T2023 — U6
US8- New and Annual Care Plan development T2022- U8 T2023- U8

GT- Telemedicine- This modifier must be added as a second modifier to each applicable claim.

To receive the first PMPQ rate payment for a beneficiary, a My Health GPS provider shall:

a)
b)

c)

d)

Verify the prospective enrollee meets the eligibility requirements for the My Health GPS program,;
Inform the beneficiary about available My Health GPS program services;
Obtain the beneficiary’s informed consent to receive My Health GPS Program services in writing;
and
Complete the following components of the person-centered plan of care in accordance with the
standards for Comprehensive Care Management.
1) Conduct an in-person BPS needs assessment
2) Enter available clinical information and information gathered at the need- assessment into
the person-centered plan of care which shall include individualized goals
3) Retain documentation in the EHR, demonstrating the delivery of each of the activities
described in (1) and (2) above.
4) Submit claim to DHCF for the Care Management service provided (Modifier US)
5) Ensure the claim is paid. If this claim is not paid all subsequent My Health GPS service
claims will be denied until this claim is resolved (paid)

To receive a subsequent PMPQ rate payments for a beneficiary, a My Health GPS provider shall complete:

a)

b)

At least one (1) My Health GPS program service to the beneficiary within the calendar quarter as
follows:
1) Verify the enrolled beneficiary meets the eligibility requirements for the My Health GPS
program prior to service delivery;
2) The service(s) provided during the quarter may be delivered face to face or remotely; or
i. Review and revise the person-centered plan of care (U1), as needed
ii. Provide a copy of the revised plan of care to the beneficiary
iii. Document these activities in the beneficiary’s EHR

Complete an annual in-person BPS assessment and care plan update every 12 months. If this is not
completed and coded properly, subsequent payments will be denied. The proper modifier for this
service is U8

Care Plan Cycle

Assessment/Care Plan Modifier Usage on an Annual Cycle U8 Usage Ul Usage

Care Plan Rate | Acuity-Based rate
($364.95) $304.98

New Beneficiary X
(Month 1)

Annual Care Plan X
(Month 12 and annually thereafter for continued payment)

Post Hospitalization X
(Months 2-12)
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Health status changes X
(Months 2-12)

The My Health GPS Program reimburses for the initial and annual care plan PMPQ rate once every
12 months for each beneficiary. Regardless of the provider; once a beneficiary has a paid claim for
a U8 another U8 will not be authorized to be paid again for another 12 months. The beneficiary
changing providers, withdrawing and re-enrolling does not reset the clock for the initial and annual
care plan payment (U8). This information is important to communicate during the warm hand off
and coordination from one My Health GPS provider to another. When there is a need to complete
an assessment and care plan update prior to the annual assessment and care plan update(U8), the
providers may use the Ul modifier to capture the service and bill.

Examplel: Example 2:
A beneficiary enrolls in the program in A beneficiary enrolls in the program in April 2019 and completes the initial
April 2019 and completes the initial assessment and care plan (Modifier U8) with Provider A. The beneficiary
assessment and care plan (Modifier elects to transfer to Provider B in December 2019. Provider A and B
US8). The next annual assessment and coordinate the transfer, discuss the date of the last initial/annual assessment
care plan update will be due within the and care plan. The Provider Change Request Form is completed, and
same quarter in 2020 (Modifier US). Provider B accepts the beneficiary. DHCF processes the provider change.
Any other care plans done within that Provider B completes the assessment and updates the care plan and bills for
year would use the modifier U1. a T2022 and a Ul modifier. In April 2020, Provider B now completes the
annual assessment and care plan update and bills for T2022 and US.

XI.  Quality Reporting Requirements

S. Quality Measures

Quality measurement of the performance and outcomes are necessary to understand the efficacy
and the value of the MHGPS program. The primary methods of assessing the My Health GPS
program will be through the CMS Health Home Core Quality Performance Measures (Health
Home Quality Reporting | Medicaid) These quality measures will be used to evaluate care,

providing benchmarks and indicators for program evaluation. The quality measures are
calculated based on various data sources such as administrative and hybrid data. DHCF will
monitor and review the administrative, or claims, data. The My Health GPS entities will be
required to report the hybrid measure data to DHCF. Quality measures, in addition to internal
performance measures that may be developed by DHCF will be reviewed and assessed to
determine areas of improvements for the program.

Hybrid Measure Reporting

Hybrid measure reporting is clinical data that can be used to support claims data and demonstrate a
comprehensive picture of the care and services provided to a beneficiary. DHCF will provide a reporting
template for the My Health GPS providers to utilize for submissions.
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T. Annual Program Evaluation

My Health GPS entities may be required to submit an annual program evaluation report by the
end of March. The program evaluation should include but not be limited to the following
components:

a) The My Health GPS entity’s approach to providing services
b) Barriers to the current delivery of My Health GPS services
c) Interventions unique to the My Health GPS entity; and

d) Strategies to improve future delivery of My Health GPS services

If DHCF implements this requirement, the Providers will be given at least a 30-day notice to provide the
Program evaluation.

Sentinel Event Reporting

A sentinel event is a patient safety event (not primarily related to the natural course of
the patient’s illness or underlying condition) that reaches a patient and results in any of
the following:

e Death
e Permanent harm

e Severe temporary harm

All My Health GPS entities will report all sentinel events within twenty-four (24) hours of occurrence
notification or as soon as a determination is made that the occurrence may be a sentinel event. A
follow-up, inclusive of a final disposition of the sentinel event shall be sent to DHCF within thirty
(30) days of the initial notification to DHCF (Appendix K).

Audits and Reviews

DHCEF shall perform audits of My Health GPS entities to ensure that Medicaid payments for My
Health GPS services are consistent with efficiency, economy, quality of care, and made in accordance
with Federal and District conditions of payment. DHCF audits of My Health GPS entities shall be
conducted when necessary to investigate and maintain program integrity. DHCF shall perform audits
of claims submitted by My Health GPS entities to ensure that the services are adequately documented
in accordance with 29 DCMR § 10207.18 and other applicable Federal and District laws. Each My
Health GPS entity shall facilitate audits and reviews by maintaining the required records and by
cooperating with the authorized personnel assigned to perform audits and reviews.

The regulation governing audits and reviews can be found here: DCMR (http://www.dcregs.dc.gov/)
under Chapter 102 of Title 29 (Public Welfare), Section 10210; or at: https://dhcf.dc.gov/page/health-
home-persons-multiple-chronic-conditions-my-health-gps.

26

<@


http://www.dcregs.dc.gov/
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps

XIII.

(%

Sanctions, Withdrawals, and Terminations

After the completion of an audit, review, or impromptu assessment, DHCF may determine at any time
that a My Health GPS entity is operating below operational standards of the program. As a result, the
My Health GPS entity may be requested to submit a Corrective Action Plan (CAP) to resolve any
areas DHCF has determined to be partially or not compliant with program standards in accordance
with DCMR 29 §102. In addition to operating below operational standards, DHCF may also require a
CAP if the My Health GPS entity is not compliant with all terms of the DC Medicaid Provider
Agreement or does not meet any of the quality standards for the program. DHCF will specify the
response time for submitting the proposed CAP. All CAPs are proposed until DHCF approves them.
Once approved, DHCF will establish a monitoring plan in collaboration with the My Health GPS
entity to assess the effectiveness of the approved CAP. Entities determined as non-compliant are
subject, but not limited, to the following sanctions:

a) Denial of further assignments of beneficiaries;

b) Repayment of service claims rendered during the My Health GPS entity’s period of non-
compliance; or

¢) Termination of the entity’s participation in the My Health GPS program.

For further information on the proposed CAP, as well as DHCF’s approval process, please refer to
DCMR 29 §10211. If a My Health GPS entity disagrees with DHCF’s results of an Audit, Review, or
impromptu assessment, the entity may submit documentary evidence of DHCEF’s findings within thirty
(30) days to refute DHCEF’s findings. DHCF may extend the thirty (30) day period for good cause on a
case-by-case basis. DHCF shall issue a final notice to the entity within fifteen (15) days to include a
summary of the documentary evidence and the final decision based on the new evidence. My Health GPS
entities have the right to appeal an unfavorable decision and the sanction(s) imposed by DHCF. An entity
may appeal the decision by filing a hearing request with the Office of Administrative Hearings within the
timeframe and procedures for filing a hearing request. If the My Health GPS entity files a hearing request
with the Office of Administrative Hearings within fifteen (15) days of the date of the notice, the effective
date of the proposed action shall be stayed until the Office of Administrative Hearings has rendered a
final decision.

Entity Withdrawal from My Health GPS Program

Notification to DHCF and Beneficiaries

A My Health GPS entity may decide to withdraw their participation from the My Health GPS program or
remove a My Health GPS provider from the My Health GPS portion of its DC Medicaid Provider
Agreement. If a My Health GPS entity wishes to withdraw, the entity shall:
a) Provide ninety (90) days written notice to DHCF of the intended withdrawal from the My Health
GPS program or the removal of a specific My Health GPS provider(site) from the My Health
GPS portion of the DC Medicaid Provider Agreement.
b) Suspend enrolling any new beneficiaries as of the day of notification to DHCF.
The notice to DHCF should include the following:
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1) A Comprehensive plan to transfer consenting beneficiaries to an accepting My Health
GPS provider or entity.

2) Specific timeline of the withdrawal/termination process

3) Comprehensive plan to notify the Managed Care Plans of the withdrawal and status
updates of beneficiaries.

4) Plan for retaining a staff member or point of contact to assist beneficiaries for at least 30
(thirty) days post withdrawal.

5) Plan to provide applicable resources to beneficiaries that decline transitioning to another
My Health GPS provider.

6) If applicable, the plan for the entity to execute a modified My Health GPS Agreement if
removing a specific My Health GPS provider site.

¢) Submit to DHCF a copy of the drafted provider withdrawal notification letter to beneficiaries. DHCF
should receive this draft by the 80" day prior to the My Health GPS Entity’s end date. DHCF will
review the drafted letter and provide an approval or request for necessary adjustments to the My
Health GPS entity within 5 business days. The letter should contain the following:
1) Notice of the My Health GPS program’s termination.
2) Date that the My Health GPS entity will be ending their participation in the My Health
GPS program.
3) The beneficiary’s options:
i. To change the My Health GPS provider
ii. Contact DHCEF to assist in transferring to another My Health GPS Provider
4) Supply a list of the current My Health GPS providers in the letter.
5) Reminder that the termination of this program does not affect their Medicaid benefits.
6) Provide the DHCF website for more information on the District’s Health Home
Programs; http://dhcf.dc.gov/page/health-homes.

d) Issue the DHCF approved letter with at least a 30-day notice to the enrolled beneficiaries.

The appropriate My Health GPS form shall be completed for each beneficiary that identifies their
decision and disposition (Change Provider and Withdrawal form). These forms must be sent to
DHCEF securely as the beneficiaries make their decision.

e) Develop and complete a My Health GPS Entity Withdrawal/Termination spreadsheet that
contains the following elements:
1) Medicaid Number
2) Last Name
3) First Name
4) Date Letter sent to the beneficiaries
5) MCO
6) Date MCO notified
7) Beneficiary Decision
i. Change provider
ii. Withdrawal
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8) New MHGPS provider
i. Coordination complete date
9) Care Transition Note completed in HER

A Recommended Timeline to Ensure All Aspects of Transition are

Send letters to Beneficiaries

Engage beneficiaries and get decision
l

Securely send the Change pr'ovider and
withdrawal forms to DHCF

J91139] uonesyizou Alepyauag ywagns

9jeuiwual oy ueld Jo 4JHA A}!1C>

19119] panoJdde uJaniaJ [|Im 4JHA

Termination Entity Spreadsheet — should be maintained from notification and submitted to
DHCF within 10 days of the termination date
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Billing and Reimbursement

U. Claims Submission and Reimbursement

Claims are received by DHCF’s Fiscal Agent in one of two media types: paper or electronic.
Providers may be reimbursed for three (3) types of My Health GPS services:

a) The Comprehensive Care Management service that encompasses the initial assessment (BPS)
and care plan development

b) Quarterly PMPQ rate;
¢) Annual assessment and care plan update

Before submitting a My Health GPS claim, the provider should verify the following:
a) Medicaid eligibility at the time-of-service delivery;

b) Ensure the services delivered are documented as outlined in the regulations DCMR Chapter
1020f Title 29 (Public Welfare)

V. Duplicative Billing

Providers may not bill for duplicative or like Medicaid funded services. If there are services that
appear to be like services, the Provider must investigate and decide on which Medicaid Program is
appropriate to deliver the service and bill accordingly.

W. Denials

The My Health GPS Program is based on a PMPQ rate payment methodology. Once a claim is
submitted and reimbursed, any additional My Health GPS claims submitted for additional encounters
within a given quarter will be denied.

My Health GPS providers have two (2) options to report service utilization. They may:
1) Submit a claim for every service provided to the beneficiaries; or

2) Submit a report to monthly report to DHCEF. The template will be provided by DHCF.

*Fach claim can hold up to four (4) distinct modifiers. If more than one service type (for example U1,
U3 and GT) is delivered at the same encounter the provider can include all modifiers on the claim.
This process eliminates denials that would have occurred if billed separately. This also gives DHCF
the data needed to assess service utilization™®

X. Compliance Monitoring

An on-site compliance monitoring visit will be conducted with every MHGPS provider at least every
three (3) years. DHCF reserves the right to conduct an on-site monitoring visit to every MHGPS
provider as often as necessary to ensure compliance with the MHGPS program regulations at 29
DCMR 102. Therefore, selection for an on-site visit should not be construed as punitive action or an
indication that the MHGPS provider is not meeting compliance or performance targets.
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MyHealthGPS

Hec Fhy Sterds Here

Glossary

Adverse Event

An injury/harm/unexpected death that occurs while a
beneficiary is receiving health care services from a
practitioner/provider.

Beneficiary has been attributed to a MHGPS provider; has not

Assigned provided consent; has not had a claim submitted for the first
comprehensive care management service.
. An individual deemed eligible for and in receipt of services
Beneficiary

provided through the District Medicaid program.

Calendar Year

A Twelve (12) month period beginning on January 1% and
ending December 31%

An organization that holds a single Employer Identification

te Entit
Corporate Entity |\ ber, as defined in 26 C.F.R. § 301.7701-12.
Disenrolled Beneficiary is no 1ong.er ehglblc-e t.o .récelve tt.le MHGPS benefit
due to no longer meeting the eligibility requirements.
When an eligible Beneficiary has signed the My Health GPS
consent, the My Health GPS Provider has completed BPS
Enrolled

assessment, and initial care plan, submitted the claim for the
service and has received payment for the service.

Face to Face

The engagement with the beneficiary that is a real-time
interaction that can be in-person or using technology to
communicate and see one another when they are not in the same
location e.g. video conferencing,

Fair Hearing

A procedure whereby the District provides an opportunity for a
hearing to any person whose claim for assistance is denied
consistent with the requirements set forth in 42 CFR 431.200
et.seq.

Federally Qualified
Health Center

An organization that meets the definition set forth in Section
1905(1)(2)(B) of the Social Security Act (42
U.S.C.1396d(1)(2)(B)).
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Fiscal Year
(District)

A twelve (12) month period beginning October 1st and ending
September 30th.

Graduated

The member has achieved his/her goals that supported Health
Home enrollment and is ready and able to self-manage any post
care and services needed.

Hybrid Data

A combination of administrative data (i.e. claims, encounters,
and vital records) and clinical data contained in medical
records.

Inactive

Based on a review of claims submitted by the provider, the
Beneficiary has not received a MHGPS service for 3
consecutive quarters.

My Health GPS
Entity

A primary care clinical individual practice, primary care clinical
group practice, or Federally Qualified Health Center currently
enrolled as a District Medicaid provider that incorporates a My
Health GPS provider into its primary care service delivery
structure.

My Health GPS

An approved interdisciplinary team that delivers My Health

Provider GPS services within a My Health GPS entity.
Opt- Out The process by which a beneficiary chooses not to participate in
the My Health GPS program.
Active and progressive attempts at beneficiary engagement,
including direct communication (i.e. face-to-face, mail, email,
Outreach . . . .
telephone) with the beneficiary or the beneficiary’s designated
representative.
Reasonable attempts will be considered at least three (3) or
Reasonable more attempts, made at different times of the day and on
Attempts different days, as well as a follow-up letter over the nine (9)

months.

Receiving Provider

The provider that will become the newly attributed My Health
GPS provider for a beneficiary that is transferring to them from
another My Health GPS provider. Also considered the
accepting provider.

Sentinel Event

Any unanticipated event in a healthcare setting resulting in
death or serious physical or psychological injury to a patient
and which is not related to the natural course of the patient's

illness.
Termed Beneficiary is no longer currently Medicaid eligible.
) The current attributed My Health GPS Provider of a beneficiary
Transferring . . . .
Provider that is changing My Health GPS Providers. Also considered the

sending provider.

Transition Record

The document containing information regarding a patient’s
diagnosis and treatment received during an inpatient stay that is
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transmitted to relevant providers following the patient’s
discharge.

Withdrew

Beneficiary has “enrolled” but no longer wants to participate in
the MHGPS program or the beneficiary is in an “inactive”
status and case review recommendation is to disenroll.
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APPENDIX

Exclusionary Medicaid Codes
Referral Form

Acuity Re-determination Template
Consent Forms

Provider Change Form
Withdrawal Form

Fair Hearing Process

Opt-out Form

CMS Health Home Core Quality Measures
Aggregate Option Form

Sentinel Event Form

Service Report

Billing Manual

Frequently Asked Question
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APPENDIX A
Exclusionary Medicaid Codes
DHCF Will Share Updated List Directly to MHGPS Providers

010A 420 814X 878
010Q 470 853A 878Q
010S 470Q 853D 913Q
012Q 4702 853P 943
050A 606 853Q 943Q
050Q 607 8538 953
0508 609 853X 953Q
052Q 618 853Z 1301
070 628 854 1501
113 638 854D 2111
113Q 648 854Q 2211
143 658 854X 2221
143Q 668 858 2311
150L 678 858Q 2411
153 690 873 2421
153Q 780 873A 2711
313 780A 873P 3611
313P 780D 873Q 4201
313Q 780E 873S 4701
313Z 780N 873Z 7101
343 804 874 7301
343Q 804Q 874D T4l
353 814 874Q 774L
353Q 814D 874X 7751
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For DHCF Only
Date received
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Appendix B

Determination

MY HEALTH GPS Determination Date
REFERRAL FORM

Notification Date
Date

DHCF Staff
Beneficiary Name Beneficiary Address
Beneficiary Phone Number Medicaid ID DOB
Referring Entity/Agency Staff completing form

Three qualifying chronic conditions

Asthma/COPD Congestive Heart Failure | Hypertension Peripheral Atherosclerosis
BMI> 35 Myocardial Infarction Malignancies Sickle Cell Anemia
Cerebrovascular Disease | Pulmonary Heart Disease | Depression Substance use Disorder
CRF indicated by Hepatitis Behavioral Disorders

dialysis

Diabetes HIV Personality Disorders

Cardiac Dysrhythmias Hyperlipidemia Paralysis

Evidence that a provider has submitted claims for the beneficiary identifying three or more
qualifying chronic conditions.

TCN Date
TCN Date
TCN Date

Referring Agency staff name (print)

Referring Agency staff name
(signature)

Date DHCF received

For DHCF Use Only

Date Signed

Determination Date
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For DHCF Only
Appendix C Date received
Determination

Determination Date
MY HEALTH GPS Notification Date

. e . DHCF Staff
Acuity Re-determination Request DHCE Staff
Date
Beneficiary Name Beneficiary Address
Beneficiary Phone Number Medicaid ID DOB
Requesting Entity/Agency Staff completing form
Current Acuity (circle) - HHGHER/LOWER Requested Acuity (circle) - HHGHER/LOWER
(1) Evidence that supports the request for acuity change;
(2) Summary of the clinical changes that compel an acuity re-determination:
(3) Entities anticipated plan with acuity change.
Requesting Agency staff name Date Signed
Requesting Agency staff name (print) (signature)
For DHCF Use Only
Date DHCF received Determination Date Notification Date
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Appendix D
Consent Forms

Ambharic
Arabic
Burmese
Cantonese
English
Farsi
French
Haitian
Hindi
Hmong
Italian
Japanese
Korean
Mandarin
Polish
Portuguese
Punjabi
Somali
Spanish
Tagalog
Russian

Vietnamese
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INVESTING IN YOUR HEALTH
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Consent to Participate in the My Health GPS Program
(English)

Please read all the information on this form before vou sign it.

My Health GPS is a program offered by the District of Columbia Medicaid. It helps you get the
care you need to be healthy. It is your choice to join the My Health GPS Program. If you do not
want to join, you will still get your Medicaid services.

How My Health GPS Partners work together

A big part of My Health GPS is making sure hospitals and any of your health care providers
work as partners to better care for you. If you join the program, your health information may be
shared with hospitals and providers that care for you. This could include information from the
past or in the future within your health record.

Right to privacy

Your health information is private. It cannot be given to other people unless they follow the law.
All health care or community service providers who can see your health information must obey
all these laws. They cannot share your information unless you agree, or the law says they can
give the information to other people. This is true even if your health information is on a
computer system or on paper.

By signing this form, I consent to participate in My Health GPS. 1 agree to actively participate,
and I understand that I can change my mind.

I have read and understand the information in this document and was given the chance to
ask questions. I understand that my participation is voluntary and that I am free to
withdraw at any time, without giving a reason and without cost.

Participant’s Name (please print) Date of Birth

Participant’s Signature Today’s Date

[1Beneficiary consented via telehealth visit with (name of staff) Date
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Parent/Guardian/ Legal Rep Signature (If Applicable) Today’s Date
* *
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Consentement a participer au programme My Health GPS
(French)
Veuillez lire toutes les informations sur ce formulaire avant de le signer

INVESTING IN YOUR HEALTH

My Health GPS est un programme offert par le Medicaid du District de Columbia. Cela vous aide
a obtenir les soins dont vous avez besoin pour étre en bonne santé. C'est votre choix de rejoindre
le programme My Health GPS. Si vous ne souhaitez pas joindre ce programme, vous recevrez
toujours vos services Medicaid.

Comment les partenaires de My Health GPS travaillent ensemble ?

Une grande partie de My Health GPS veille a ce que les hopitaux et n’importe quel prestataire de
soins et de santé travaillent en tant que partenaires pour mieux vous soigner. Si vous adhérez a ce
programme, vos données médicales peuvent étre partagées avec les hopitaux et les prestataires qui
vous soignent. Cela pourrait inclure des informations du passé ou de 1'avenir dans votre dossier de
santé.

Protection des données médicales

Vos données médicales sont privées. Ils ne peuvent étre donnés a d'autres personnes que si elles
suivent la loi. Tous les prestataires de soins et de santé ou de services communautaires qui ont
acces a vos données médicales doivent obéir a toutes ces lois. Ils ne peuvent partager vos
informations que si vous €tes d'accord ou que la loi stipule qu'elles peuvent donner I'information a
d'autres personnes. Cela s’applique, méme si vos données de santé se trouvent sur un systeéme
informatique ou sur papier.

En signant ce formulaire, je donne mon consentement a participer a My Health GPS. J'accepte de
participer activement, et je suis conscient que je peux changer d'avis.

J'ai lu et compris les informations contenues dans ce document et j'ai eu la possibilité de
poser des questions. Je comprends que ma participation est volontaire et que je suis libre
de me retirer a tout moment, sans donner de raison et sans frais.

Nom du participant (imprimer) Date de naissance
Signature du participant La date d'aujourd'hui
Signature du parent / tuteur / représentant 1égal La date d'aujourd'hui

(Le cas échéant)
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Konsantman pou Patisipe nan Pwogram My Health GPS
(Haitian Creole)
Tanpri, li tout enfomasyon ki sou fom sa a anvan ou siyen l.

INVESTING IN YOUR HEALTH

My Health GPS se yon pwogram ke Medicaid nan District Columbia ofri. Li ede w jwenn swen
ou bezwen pou w ka an sante. Se chwa Ou si w vle antre nan pwogram My Health GPS la. Si ou
pa vle antre nan pwogram lan, wap toujou jwenn sevis Medicaid ou yo.

Koman Patné My Health GPS yo travay ansanm
Yon gwo pati nan My Health GPS la se pou fé lopital yo ak nenpot founis¢ sante w yo travay an
patenaria pou yo ka ba ou pi bon swen. Si ou antre nan pwogram nan, enfomasyon sou sante w

yo kapab pataje ant lopital ak 10t founisé sante kap pran swen w yo. Sa ka enkli enfomasyon ki
nan pase ak nan lavni ki nan dosye sante ou.

Dwa sou lavi prive w

Enfomasyon sou sante w se bagay ki prive. Yo pa ka bay 10t moun li sof si yo swiv régleman
lalwa. Tout founise sante oswa s€vis kominote ki ka weé enfomasyon medikal ou dwe obeyi tout
sa lalwa di. Yo pa ka pataje enfomasyon ou sof si ou dako oswa lalwa di pou yo bay 1ot moun
enfomasyon an. Sa se verite menm si enfomasyon sou sante w la ta va sou yon sistem odinate
oswa sou papye.

L¢ w siyen fom sa a, ou konsanti pou patisipe nan My Health GPS. Mwen dako pou m patisipe
aktivman, epi mwen konprann ke mwen ka chanje lide m.

Mwen te li ak konprann enfomasyon ki nan dokiman sa a epi yo te ban mwen chans pou m
te poze kesyon. Mwen konprann patisipasyon mwen volonté epi mwen lib pou rale ko m
nan pwogram sa a nenpot ki l¢, san m pa bay pou ki rezon epi san senkob.

Non Patisipan an (Ekri an gran let) Dat Nesan

Siyen Non Patisipan an Dat Jodia

Siyen Non Paran/Gadyen/ Reprezantan Legal (Si li aplikab) Dat Jodia
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INVESTING IN YOUR HEALTH

Daim Ntawv Pom Zoo Koom Qhov Khoos Kas My Health GPS
(Hmong)

Thov koj nyeem tag nrho cov lus ghia hauv daim ntawv no kom zoo ua ntej koj yuav kos npe rau.

My Health GPS yog ib gho khoos kas uas pab los ntawm Pab Pawg Tswj Xyuas Cov Medicaid Nyob Rau
Ib Cheeb Tsam Ntawm Lub Nroog Columbia. Nws pab kom koj tau txais cov kev saib xyuas kho mob
uas koj xav tau txhawm rau kom koj muaj kev noj qab haus huv. Nws yog koj txoj kev xaiv yuav koom
ghov Khoos Kas My Health GPS. Txawm tias koj tsis xav koom los, koj yeej tseem yuav tau txais koj cov
kev pab cuam kho mob los ntawm Medicaid ib yam nkaus.

My Health GPS Cov Tswv Koom Lag Luam Ua Ke yuav ua hauj Iwm ua ke tau li cas

Ib feem uas tseem ceeb ntawm My Health GPS yog kev muab siab rau saib xyuas kom meej tseeb tias cov
tsev kho mob thiab koj txhua tus kws muab kev pab kho mob ntsig txog kev noj qab haus huv yuav tsum
ua hauj lwm kom raug raws li kev ua tswv koom lag luam ua ke txhawm rau muab kev saib xyuas kho
mob kom tau zoo dua qub rau koj. Yog tias koj koom ghov khoos kas no, koj cov ntaub ntawv kho mob
yuav raug muab ghia rau txhua lub tsev kho mob thiab txhua tus kws muab kev pab kho mob uas muab
kev saib xyuas kho mob rau koj ntawd paub. Cov ntaub ntawv no xam tag nrho cov yav tas los cov yav
tom ntej uas muaj nyob rau hauv koj cov ntaub ntawv kho mob tib si.

Txoj cai txog kev ceev ntaub ntawv ntiag tug

Koj cov ntaub ntawv kho mob yuav raug ceev ntiag tug tsis pub leej twg paub. Peb yuav tsis muab ghia
rau lwm tus neeg paub ntshwj tsis yog tias lawv yuam kev cai lij choj xwb. Txhua lub tsev kho mob los
yog txhua tus kws muab kev pab kho mob yuav tsum hwm ua raws txhua txoj kev cai lij choj no. Lawv
tsis muaj cai muab koj cov ntaub ntawv kho mob ghia rau Iwm tus neeg paub tshwj tsis yog tias koj pom
700 los yog kev cai lij choj teev tseg cia tias lawv muaj cai muab koj cov ntaub ntawv kho mob ghia rau
lwm tus neeg paub. Nod yog ghov tseeb txawm tias koj cov ntaub ntawv kho mob ntawd yuav nyob rau
hauv kab ke koos phis tawj los yog ib daim ntawv twg xwb los xij.

Kev kos npe rau daim ntawv no, kuv pom zoo koom ghov khoos kas My Health GPS. Kuv pom zoo koom
yam txaus siab hlo, thiab kuv nkag siab tias kuv muaj cai pauv siab tsis koom los tau.

Kuyv tau nyeem thiab nkag siab txog cov lus ghia nyob rau hauv daim ntawv no zoo lawm thiab tau
txais lub cib fim nug txog txhua yam kuv xav paub tag lawm. Kuv nkag siab tias kuv ghov kev
koom tes no yog los ntawm kev txaus siab thiab kuv muaj cai pauv siab tsis koom tau txhua lub sij
hawm, yam tsis tas yuav muaj lus phim thawj thiab them nqi dab tsi hlo li.

Tus Neeg Koom Lub Npe (thov sau rau) Hnub Yug
Tus Neeg Koom Kos Npe Rau Hnub No Yog Hnub Tim
Niam Thiab Txiv/Tus Neeg Saib Xyuas/Tus Sawv Hnub No Yog Hnub Tim

Raug Raws Kev Cai Lij Choj Kos Npe Rau (Yog Tias Muaj)
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Consenso alla partecipazione ne Consenso alla partecipazione
nel programma della Mia Salute GPS
(Italian)

Si prega di leggere tutte le informazioni su questo modulo prima di firmarlo.

La Mia Salute GPS ¢ un programma offerto dal Medicaid del distretto della Columbia e consente
di ottenere le cure necessarie per mantenersi in buona salute. La sua scelta di partecipare a questo
programma ¢ volontaria: se non si desidera partecipare,, 1 servizi di Medicaid verranno erogati in
ogni modo.

Come il programma La Mia Salute GPS collabora con altri operatori sanitari

Una grande parte della Mia Salute GPS consiste nell’ assicurarsi che esista una collaborazione
fra ospedali e vari operatori sanitari al fine di provvedere una cura migliore ed efficiente. Una
volta iscritti, le informazioni sanitarie possono essere condivise con questi enti, € possono
includere dati precedenti derivati dalla cartella medica esistentei o proiezioni future .

Diritto alla privacy.

Le informazioni sanitarie sono private e possono solo essere date a persone che hanno per legge
il diritto di riceverle. Tutti gli operatori sanitari che hanno il diritto di accesso devono far cio
attenendosi alla legge, quindi non possono condividere le vostre informazioni a meno che non
ricevano il vostro consenso oppure quando consentito per legge . Il permesso di condivisione si
estende alle informazioni stampate o elettroniche.

Con la mia firma su questo modulo io acconsento a partecipare al programma [a Mia Salute
GPS in maniera attiva ma con la stipulazione che io possa cambiare idea nel futuro.

Attesto che ho letto e capito le informazioni contenute in questo documento e che mi ¢ stata
data I’opportunita di porre delle domande. Mi rendo conto che la mia participazione ¢
volontaria e che posso sempre annullare il mio consenso senza specificarne il motivo e
senza alcun costo.

Nome del partecipante (in stampatello) Data di nascita
Firma del partecipante Data di oggi
Gentitore/tutore/firma del rappresentante legale Data di oggi

(se applicabile )
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My Health GPS 7' 7‘ 7 L~ @ﬂnﬂ[ﬁ]ﬁ% INVESTING IN YOUR HEALTH
(Japanese)
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FIRSINZ 2K GPS itX
(Mandarin)
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Zgoda Udzialu w Pogramie My Health GPS (Moje Zdrowie GPS)
(Polish)

INVESTING IN YOUR HEALTH

Prosze¢ przeczyta¢ uwaznie wszystkie informacje przed podpisaniem.

My Health GPS (Moje Zdrowie GPS) jest programem oferowanym przez Medicaid w District of
Columbia. Pomaga w zyskac¢ opieke, potrzebna by by¢ zdrowym. Dotaczenie do programu My Health
GPS (Moje Zdrowie GPS), jest twoim wyborem. Jezeli nie chcesz z niego skorzystac, nadal bedziesz
otrzymywac¢ ustugi Medicaid.

W jaki sposob Parterzy My Health GPS (Moje Zdrowie GPS) pracuja razem

Duza czgscia My Health GPS (Moje Zdrowie GPS) jest upewnienie si¢, ze szpitale i ktokolwiek z twojej
shuzby zdrowia, wspotpracujg, aby si¢ lepiej toba zaopiekowac. Jezeli dotaczysz do programu, twoje
informacje zdrowotne moga by¢ udostepnione szpitalom oraz pracownikom stuzby zdrowia, ktorzy sig¢
toba opiekuja. To moze dotyczy¢ informacji z przesztosci, lub przysztosci w twojej karcie zdrowia.

Prawo do prywatnoSci

Twoje informacje medyczne sg prywatne. Nie moga zosta¢ udostgpnione innym osobom, z wyjatkiem
drogi prawnej. Wszyscy pracownicy stuzby zdrowia i przychodni, ktdrzy maja dostep do twoich
informacji zdrowotnych, muszg przestrzega¢ tych wszystkich praw. Nie moga udostepnia¢ twoich
informacji, z wyjatkiem twojego wyrazenia zgody, lub jesli prawo nakazuje przekazania tych informacji
innym osobom. Te prawa obejmuja twoje informacje zdrowotne w komputerze oraz te na papierze.

Podpisujac ten formularz, zgadzam si¢ na udziat w programie My Health GPS (Moje Zdrowie GPS).
Zgadzam si¢ bra¢ aktywny udzial w programie, i rozumiem, ze moge zmieni¢ zdanie.

Przeczytalem (fam) i zrozumialem (fam) informacje w tym dokumencie, oraz mialem (fam) szanse
zadaé pytania na ten temat. Rozumiem, Zze méj udzial jest dobrowolny, o moge si¢ wycofaé w kazdej
chwili, bez podania powodu, i bez kosztéw.

Imi¢ i Nazwisko Uczestnika (drukowanymi literami) Data Urodzenia
Podpis Uczestnika Dzisiejsza Data
Podpis Rodzica/Opiekuna/ Przedstawiciela Prawnego Dzisiejsza Data

(W razie koniecznos$ci)
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INVESTING IN YOUR HEALTH

Consentimento para participar no programa My Health GPS
(Portuguese)

Leia todas as informacgoes neste formulario antes de assina-lo.
My Health GPS é um programa oferecido pelo Medicaid do Distrito de Columbia. Ele lhe ajuda a receber

o atendimento necessario para se manter saudavel. E sua opg¢ao participar do programa My Health GPS.
Caso ndo queira participar, vocé ainda recebera seus servigos do Medicaid.

Como os parceiros do My Health GPS trabalham juntos

Uma grande parte do My Health GPS ¢é garantir que os hospitais e prestadores de atendimento de satde
trabalhem como parceiros para melhor cuidar de voc€. Se participar do programa, suas informacdes de
saude poderdo ser compartilhadas com hospitais e prestadores de atendimento de satide que cuidam de

vocé. Isso poderia incluir informagdes do passado ou futuro em seu historico de satude.

Direito a privacidade

As informag0es sobre sua saude sdo privadas. Elas ndo podem ser dadas a outras pessoas, a menos que
elas sigam a lei. Todos os prestadores de servigos de saide ou comunitarios que podem ver suas
informacgdes de saide devem obedecer a todas essas leis. Eles ndo podem compartilhar suas informagoes,
a menos que vocé aceita ou haja obrigacdo legal de fornecer as informacdes a outras pessoas. Isso vale
até mesmo se suas informagdes de satide estiverem em um sistema de computador ou em papel.

Ao assinar este formulario, eu aceito participar no My Health GPS. Eu aceito participar ativamente e
entendo que posso mudar de ideia.

Eu li e entendi as informacées neste documento, e tive a oportunidade de tirar dividas. Eu entendo
que minha participacio é voluntaria e que sou livre para desistir a qualquer momento, sem
qualquer motivo e sem custos.

Nome do participante (legivel) Data de nascimento

Assinatura do participante Data de hoje

Assinatura dos pais/guardido/representante legal (Se for o caso) Data de hoje

55

(%




(3

Hal fraz Gps YararH f<g g1 8 58 Afowst

(Punjabi)
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° The Department of Health Care Finance

INVESTING IN YOUR HEALTH

Ogolow Ka geybqaadashada Barnaamijka My Health GPS
(Somali)

Fadlan aqri dhammaan warbixinta ku jirto foomkaan ka hor inta aadan saxiixin.

My Health GPS waa barnaamij la siiyay Degmada Columbia Medicaid. Waxay kugu caawineysaa inaad
heshid daryeelka aad u baahantahay inaad caafimaad ku ahaatid. Waa doogaaga inaad ku soo biirtid
Barnaamijka My Health GPS. Haddii aadan rabin inaad ku soo biirtid, waxaad weli heleysaa
adeegyadaada Medicaid.

Sida Jaalalka My Health GPS usula shaqgeeyaan

Qeyb weyn ee My Health GPS waxay hubineysaa isbitaalada iyo mid walba ee bixiyayaasha daryeelkaaga
caafimaad u shaqeeyso sida jaalalka sida wanaagsan kuu daryeelo. Haddii aad ku soo biirtid barnaamijka,
warbixintaada caafimaad waxaa lala wadaagi karaa isbitaalada iyo bixiyayaasha adiga ku daryeelo. Tani
waxaa ku jiri kartaa warbixinta la soo dhaafay iyo mida mustagbalka ee gudaha diiwaankaaga caafimaad.

Xaquuqda arimaha gaarka

Warbixintaada caafimaad waa gaar. Lama siin karo dadka kale illaa ay raacaan sharciga. Dhammaan
daryeelka caafimaad ama bixiyayaasha adeega bulshada ee arki karo warbixintaada caafimaad waa inay
cadeecaan dhammaan sharciyadaan. Ma wadaagi karaan warbixintaada illaa aad ogolaatid ama sharciga
dhaho inay siin karaan warbixinta dadka kale. Tani waa dhacdo dhab ah xittaa haddii warbixintaada
caafimaad ay ku jirto qalabka kumbiyuutarka ama warqad.

Saxiixid foomkaan, waxaan ogolaan karaa inaan ka qeybqgaato My Health GPS. Waan ogolaaday inaan si

firfircoon uga geybqaato, iyo waan fahamsannahay inaan badeli karo qalbigeyga.

Waan aqriyay oo waan fahmay warbixinta warqadaan ku jirto oo waxaa la siisiyay fursada lagu
weydiinayo su’aalo. Waan fahamsannahay in ka qeybqaadasheyda ay iqtiyaar tahay iyo in xur u
ahy inaan ka laaban karo xili walba, iyada oo aan jirin wax sabab ah oo aan sheego iyo qarash
la’aan.

Magaca Ka geybqaataha (fadlan daabac) Taariiqgda Dhalashada

Saxiixa Ka qeybqaataha Taariigda Maanta

Saxiixa Waalidka/Masuulka/ Wakiilka Sharciga (Haddii ay quseyso) Taariigda Maanta
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Your Logo
Here

Consentimiento para participar en el programa EIl GPS de mi Salud

(Spanish)

Por favor lea toda la informacion en este formulario antes de firmarlo.

El GPS de mi Salud GPS es un programa ofrecido por el Medicaid del Distrito de Columbia. El mismo le
ayuda a obtener el cuidado que necesita para estar saludable. Usted puede aprovechar del programa GPS
de mi salud voluntariamente. Si no desease participar, aun recibiria sus beneficios de Medicaid.

Como trabajan conjuntamente los Socios del programa GPS de mi salud

Una gran parte del programa E! GPS de mi Salud encierra el asegurarse de que los hospitales y cualquier
otro proveedor de salud trabajan conjuntamente para ofrecerle mejor cuidado médico. Si usted decide
aprovechar de este programa, es posible que la informacion médica suya sea compartida con hospitales y
proveedores de salud. Ello puede incluir informacién contenida en sus archivos médicos en el pasado y en
el futuro.

Su derecho a la privacidad

La informacion relacionada con su salud es privada. La misma no se puede dar a otras personas a menos
que sea en forma legal. Toda la comunidad del cuidado de la salud o los proveedores de servicios
relacionados con el cuidad de la salud que tuviesen acceso a sus archivos estan obligados a cumplir con la
ley. Como tal, no pueden compartir su informacion a menos que usted lo apruebe o a menos que la ley lo
permita. Esto se aplica atin cuando su informacion esté en una computadora o en papel.

Al firmar este formulario, acepto participar en el programa El GPS de mi salud. También acepto
participar activamente en el programa y comprendo que puedo cambiar de opinion al respecto en
cualquier momento.

He leido y comprendo la informacién contenida en este documento y también que me han dado una
oportunidad de hacer preguntas al respecto. Comprendo que mi participacion es voluntaria y que
puedo decidir no participar en cualquier momento, sin dar razén alguna y sin pagar nada.

Nombre del participante (por favor imprima) Fecha de nacimiento
Firma del participante Fecha de hoy
Firma del padre, guardian o representante (si correspondiese) Fecha de hoy
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INVESTING IN YOUR HEALTH

Pahintulot upang Lumahok sa Programang My Health GPS
(Tagalog)

Pakibasahin ang lahat ng impormasyon sa form na ito bago mo ito pirmahan.

Ang My Health GPS ay programang iniaalok ng Medicaid ng Distrito ng Columbia. Tumutulong ito
upang makuha ang pangangailangan na kailangan mo upang maging malusog. Kagustuhan mo na sumali
sa Programang My Health GPS. Kung ayaw mong sumali, makukuha mo parin ang mga serbisyo mong
Medicaid.

Paano sama-samang nagtatrabaho ang mga Kasosyo ng My Health GPS

Ang malaking bahagi ng My Health GPS ay ang pagtiyak na ang mga ospital at alinman sa mga
tagapaglaan ng pangangalaga sa kalusugan mo ay nagtatrabaho bilang mga kasosyo upang mas mahusay
kang mapangalagaan. Kapag sumali ka sa programang ito, ang impormasyon mo sa kalusugan ay

maaaring maibahagi sa mga ospital at provider na nangangalaga sa iyo. Maaaring maglaman ito ng
impormasyon mula sa nakalipas o sa hinaharap sa loob ng iyong rekord sa kalusugan.

Karapatan sa pribasya

Ang impormasyon mo sa kalusugan ay pribado. Hindi ito maaaring ibigay sa ibang tao maliban kung
sinusunod nila ang batas. Ang lahat ng provider para sa pangangalagang pangkalusugan o serbisyo sa
komunidad na makakakita ng impormasyon ng iyong kalusugan ay dapat sumunod sa mga batas na ito.
Hindi nila maaaring ibahagi ang impormasyon mo maliban kang sumasang-ayon ka o isinasaad ng batas
na maaari nilang ibigay ang impormasyon sa ibang tao. Totoo ito kahit na ang impormasyon mo sa
kalusugan ay nasa computer system o sa papel.

Sa pamamagitan ng paglagda sa form na ito, pinahihintulutan ko na lumahok sa My Health GPS.

Sumasangayon ako na aktibong lumahok, at nauunawaan ko na maaaring magbago ang isip ko.

Nauunawaan ko at nauunawaan na ang impormasyon sa dokumentong ito at binigyan ng
pagkakataon na magtanong. Nauunawaan ko na ang pakikilahok ko ay boluntaryo at malaya kong
bawiin sa anumang oras, nang hindi nagbibigay ng anumang dahilan at walang bayad.

Pangalan ng Kalahok (paki-print) Petsa ng Kapanganakan

Lagda ng Kalahok Petsa Ngayon

Lagda ng Magulang/Tagapag-alaga/Legal na Kinatawan (Kung Naaangkop) Petsa Ngayon
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Coruacue Ha yyactue B nporpamme GPS Moero 310poBbst
(Russian)

Hoxanyiicra, npounTaiiTe BCr0 HHGOPMAUMIO Ha 3Toii popme Iepel TeM KAK ee
MOANNCATh.

GPS Moero 310poBbsi - 3TO Iporpamma, npeanaraemas or Medicaid Okpyra Komym6us. Ona
MOMOTAaeT BaM MOJIYYHTh BCIO HEOOXOIUMYIO 3a00Ty UTOOBI OBITH 37J0POBBIM. [IpUCOCAMHUTECS K
nporpamme GPS Moero 310poBbs - 3To Bat BeiOop. Eciiu BeI He JKenaeTe IpUCOSTUHUTHCS, BbI
BCE PaBHO MoNyunTe MokpeiTHe oT Medicaid.

Kak naptaepst GPS Moero 310poBbsi padoTalT BMecTe

Bonbmas gacte padbotel GPS Moero 310poBbs - 3TO YOSAUTHCS YTO OOJIBHUIIBI U JIFOOBIC
JpyTue NpoBaiiiepbl MEIUIIUHCKUX YCIyT paboTaloOT BMECTE B KaueCTBE MapTHEPOB ISl TOTO
YTOOBI JTy4Ille yXa)kKUBaTh 3a BaMH. EciM Bbl IpHUCOEIMHUTECH K IPpOrpaMMe, TO BCS
uHbopMaIys 0 BallleM 3/I0POBbE MOXKET ObITh pa3zieseHa ¢ O0JbHUIIAMU U JHOOBIMU IPYTUMHU
IIpoBaiiiepaMy, KOTOpbIE€ OYIYT O Bac 3a00TUTHCSI. DTO MOXKET BKIKOUUTH HH(OPMALIUIO U3
MPOIIJIOrO WK B OyIyIIEM U3 BalllMX MEIULIMHCKUX 3aluceil.

IIpaBo Ha HENMPHKOCHOBEHHOCTH JTHYHOM KU3HH

Wudopmanuio o BaieM 310poBbe sABIseTCs YacTHONH. OHa He MOKET OBITh MPEI0CTaBICHA
JIPYTUM JIOJSM 32 UCKJIFOUEHHEM KOTI'Jla OHHU CIIEeIyIOT 3aKoHY. Bee mpoBaiiziepbl 00111eCTBEHHOTO
3JIpaBOOXPAaHEHMS ,KOTOPbIE MOTYT BUAETh BCIO HMH(OPMAIIHMIO O BallleM 3/10pPOBbE, JOJKHBI
co0roaaTh Bce AT 3aKoHbl. OHM HEe UMEIOT MPaBo Ha nepeaavy Bauieil HHpopmauu, 3a
HCKJIIOUEHUEM KOT/1a BBl COIVIACHBI C ATUM MJIM 3aKOH J1a€T UM pa3pellieHue Ha Jady
nH(pOpMaLIUK APYTUM JIOASIM. DTO BCE SBIJIAETCSA MPAaBAOH Jaxe eciau MHPOpMalHs O BalleM
3JI0pPOBbE XPAHUTCS B KOMITBIOTEPHOM cUCTeMe WK Ha Oymare.

[Tonmucas 3Ty dopMy, s J1ato cornacue Ha ydactue B nporpamme GPS Moero 310poBes. S
COIJIAIIAIOCh HA MPUHATHE aKTUBHOTO y4acTus U Sl MOHUMAI0, YTO 5 MOTY U3MEHHUTDH CBOE
pelIeHue.

S npounTa M NOHSJI HH(POPMALMIO JAHHYIO B 3TOM JOKYMEHTE U MHe ObLiIa
NPeJ0CTABJIeHA BO3MOKHOCTD 321aTh BONPOCHI. Sl NOHNMAal0, 4YTO MOe y4acTHe siBJIsIeTCs
JA00pPOBOJILHBIM H YTO 5l BIIPaBe 0TKA3aTHCA 0T YYACTHA B J11000e BpeMsi 0e3 00bsICHEeHUs
NpUYHH U 0e3 3aTpar.
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Nwms Vuactauka (Iloxanyiicta,Hanedaraiite) Hara Poxnenus

Pocmucs YyactHHKa Cerogusmnss Jlata

Ponurens/Onexyn/ [IpencraBurens Cerogusmnss Jlata
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Pon dong y tham gia chwong trinh My Health GPS
(H¢ thong dinh vi y té toan cdu ciia t6i)
(Vietnamese)

Hiy doc tit ca cac thong tin trén miu nay truée khi ky.

My Health GPS 1a mot chuong trinh cua District of Columbia Medicaid (don vi Trg Gidp Y Té District of
Columbia). Chuong trinh ndy giup ban nhén dugc su cham séc stc khoe can thiét. Tham gia My Health
GPS la sy lya chon cua ban. Néu ban khong mudn tham gia, ban van s& nhan duoc cac dich vu tro gitup y
té Medicaid.

Cich cac dbi taic My Health GPS 1am viéc cang nhau

Mot bd phéan 16n My Health GPS dang dam bao cac bénh vién va bét cir don vi chim séc stc khoe nao
ctia ban déu lam viéc voi tu cach 1a ddi tac chuong trinh nham cham séc tét hon cho ban. Néu ban tham
gia vao chuong trinh, thong tin y té ctia ban ¢ thé dwoc chia sé t6i cic bénh vién va don vi chim soc st
khoe. Diéu nay co thé bao gdm thong tin trong hd so' y té ciia ban tir qua khir dén twong lai.

Quyén riéng tw

Thong tin y té clia ban dugc giit bi mat. Thong tin d6 s& khong duoc trao cho ai khac trir phi ho dang thuc
hién theo luat phap. T4t ca cac don vi cung cép dich vu y té hodc cong dong mudn xem théng tin y té cia
ban déu phai tuan thu theo cac luat nay. Ho khong thé chia sé thong tin ctia ban trir phi ban déng ¥ hoic
luat phap cho thay ho c6 thé dua thong tin cho ngudi khac. Didu nay xac thuc ngay ca khi thong tin y té
ctia ban nam trong hé théng may tinh hodc trén gidy.

Bfmg viéc ky vao mau nay, toi ddng ¥ tham gia chuong trinh My Health GPS. Toi déng y tich cyc tham
gia va toi hiéu t6i c6 the thay doi y kien.

Téi di doc va hiéu thong tin trong tai lidu nay va di c6 co hdi dwoc héi cac cAu héi. Toi hidu sy
tham gia ciia toi 13 tw nguyén va téi dwoc tu do rat lai bt et lic ndo ma khong cin dwa ra ly do va
khéng phii chiu phi ton.

Tén nguoi tham gia (in hoa) Ngay sinh

Chir ky cua nguoi tham gia Ngay hién tai
Chir ky cua cha hodac me/Nguoi giam ho/ Ngay hién tai
Dai dién phap luat

(Néu co

Appendix E
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Please circle the reason:
Location

3

%

3

%

Customer Service
Enrolled or not Enrolled (circle)

RS
X3

>

Personal Preference

X3

S

Another known Provider
Other

Date of last service

Date of last annual Assessment MY HEAL TH GPS

3

%

S PROVIDER CHANGE FORM

TO BE COMPLETED BY/FOR MY HEALTH GPS BENEFICIARIES
This form must be completed when the beneficiary wishes to change their attributed MHGPS provider to a new MHGPS
provider. Please submit by secure email to the receiving or sending Provider for approval. Once approved the last signin
Provider will send to myhgps@dc.gov or return to DHCF by mail: 441 4% St, NW, Suite 900 South, Washington, DC 20001

Name of Beneficiary: Date of Birth: Medicaid Number: MCO, if applicable

Attributed (Sending) My GPS Provider

Sending Health Home Director/Designee/Date Accept/Deny of transfer
(Print and sign Name) (Circle)

New Attributed (Receiving) My GPS

Provider
Receiving Health Home Director/Designee/Date Accept/Deny of transfer
(Print and sign Name) (Circle)

I understand that I may request to change My Health GPS providers at any time. The effective date of my
Provider change will be based on the following:

e If my request to change providers is received by DHCF prior to the twentieth (20™) day of the
month, it will be effective the first day of the month following the month in which DHCF was
notified;

e If my request to change providers is received by DHCF on or after the twentieth (20™) day of the
month, it will be effective the first day of the second month following the month in which DHCF
was notified.

Based on the information above, I understand that I remain eligible to receive My Health GPS services
from my current My Health GPS provider until I start services with my new provider. I will start with my
new My Health GPS Provider on

[1Request was received by Beneficiary or Legal guardlan by telephone

Date Request Received

If Legal Guardian’s Signature, print name Date Signed
Signature of Beneficiary or Legal Guardian (if
applicable)
For DHCF Use Only
Date DHCF received Date Beneficiary Letter mailed Providers notification date
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Appendix F Please circle the reason:

0
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0
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0
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MY HEALTH GPS >
WITHDRAWAL OF CONSENT FORM

Location

Customer Service
Personal Preference
Another known Provider
Other

TO BE COMPLETED BY/FOR MY HEALTH GPS BENEFICIARIES

This form must be completed when a beneficiary is enrolled in the Program and decides to end their participation. Please submit
by secure email to myhgps@dc.gov or return to DHCF by mail: 441 4™ St, NW, Suite 900 South, Washington, DC 20001

Name of Beneficiary:

Date of Birth: Medicaid Number:

Assigned My Health GPS Entity: Managed Care Organization (MCO) if applicable:

Beneficiary initial or Staff to initial, if the consultation is done by phone, to signify the information has been discussed

When you do not want to participate in the My Health GPS program any longer, you need to know that:

Any My Health GPS Consent Forms that you signed in the past are no longer valid.

give it back to you or delete it.

Your health information will be kept by providers who already have your information. They do not have to

care providers who currently have your health information must obey these laws.

Your personal health information will still be protected under DC and Federal laws and rules. Your health

Your last month of service will be (month and year)

If Legal Guardian’s Signature, print Date Signed

Signature of Beneficiary or Legal Guardian (if name
applicable)

MY HEALTH GPS PROVIDER (Must be completed in order to be processed)

O T discussed the My Health GPS program with the Beneficiary. The benefits were explained; however, he/she
decided to end their participation in My Health GPS.  In- Person ] Via telephone [

Signature of the My Health GPS Staff: My Health GPS Care Provider: Date Signed

FOR DHCF USE ONLY
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Date Form Received:

Effective Date of Withdrawal:

Date Beneficiary letter mailed:

66




(%

Appendix G

Fair Hearing Process

You have a right to file a fair hearing with the Office of Administrative Hearings or the Office of
Healthcare Ombudsman and Bill of Rights. At the hearing you may represent yourself or be
represented by a family member or friend or an attorney. Below is information regarding the fair
hearing process:

FAIR HEARING INFORMATION

Are there other actions I can take?

Yes, you may ask for a fair hearing from the Office of Administrative Hearings or Office of
Health Care Ombudsman. You have 90 days from the postmark date of this letter to ask for
a fair hearing.

How do I know when the 90 days begin and end?

Look at the postmark date on the envelope in which this letter was mailed. You should count 90
days from that date. Please keep a copy of the envelope in the event there are questions about
the timeliness of your request for a fair hearing.

How do I ask for a fair hearing?

You can call, write, or visit the Office of Administrative Hearings or the Office of Health Care
Ombudsman to ask for a fair hearing. The contact information for the Office of Administrative
Hearings and the Office of Health Care Ombudsman are:

Office of Administrative Hearings
441 4™ Street, NW

Ste 450

Washington, D.C. 20001

Phone: (202) 442-9094

Fax: (202) 442-4789

Office of Health Care Ombudsman
441 4™ Street, NW

Washington, D.C. 20001

Phone: (202) 724-7491

Fax: (202) 535-1216
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What if I need help asking for a Fair Hearing?

If you need help asking for a fair hearing, you may be able to get free legal services from the

following places:

1. Legal Aid Society of the District of Columbia (2 locations/1 telephone number)
(202) 628-1161

1331 H Street, N.W., Suite 350
Washington, D.C. 20005

or

1911 Martin Luther King Jr. Avenue, S.E.
Washington, D.C. 20020

2. Neighborhood Legal Services (2 locations/1 telephone number)
(202) 832-6577

64 New York Ave, NE
Washington, DC 20002

4609 Polk Street, NE
Washington, DC 20019

3. University Legal Services, Protection & Advocacy Program
220 I Street, NE, Suite 130
Washington, D.C. 20002
(202) 547-0198 (voice)
(202) 547-2657 (TTY)

What happens after I ask for a Fair Hearing?

The Office of Administrative Hearings will send you a letter which describes the hearing process
and a letter with your hearing date.

In accordance with the D.C. Code 4-205.59, your services will not be suspended or terminated as
long as you request the fair hearing before disenrollment date.

What happens at the Fair Hearing?

You or your representative will have the chance to argue your case before a judge.

You may bring a friend, relative, advocate, or lawyer who is not an employee of the District of
Columbia to assist you at your fair hearing. You may also bring witnesses and any other
documents you want to present.

For more information, please go to:
https://dhcf.dc.gov/page/fair-hearing
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Please circle the reason:
Location

3

%

X3

Customer Service

>

X3

S

Personal Preference
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Appendix H o P

MY HEALTH GPS

OPT OUT FORM
TO BE COMPLETED BY/FOR MY HEALTH GPS BENEFICIARIES

This form must be completed when a beneficiary has not enrolled in the Program and decides not to participate in the Program. Please submit
by secure email to myhgps@dc.gov or return to DHCF by mail: 441 4™ St, NW, Suite 900 South, Washington, DC 20001.

RS

S

Another known Provider
Other

RS
o

Date

Name of Beneficiary: Medicaid #

Current My Health GPS Program:

Beneficiary initials or Staff to initials, if the consultation is done by phone, to signify the information has been discussed

When you do not want to participate in the My Health GPS program, you need to know that:

I have received information about the My Health GPS Program

I have the right to opt- out without any interruptions of my other services

I understand I can change my mind and enroll at any time, as long as, I remain eligible for the
program

I know to call this My Health Provider or DHCF if I want or need additional information about the
program

Signature Date Signed
Beneficiary or Legal Guardian Name (Please Print)

I discussed the My Health GPS program with the Beneficiary. The benefits were explained; however, he/she decided not to
o participate in My Health GPS. (] In- person (m] Via telephone

Signature of the My Health GPS Staff: Print Name of My Health GPS Staff Date Signed

FOR DHCF USE ONLY
Date Form Received: Date Opt-Out effective: Date Beneficiary letter mailed:
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Appendix |
My Health GPS CMS Quality Measures
Acronym | Measure Measure Steward | Description Data Collection
(web site) Method(s)
CMS Required Core Set
ABA-HH | Adult Body | NCQA/HEDIS Percentage of Health Home enrollees Administrative or
Mass Index | http://www.ncqa.o | ages 18 to 74 who had an outpatient hybrid
Assessment | rg visit and whose body mass index (BMI)
was documented during the
measurement year or the year prior to
the measurement year.
CDF-HH | Screening CMS Percentage of Health Home enrollees Hybrid or EHR
for Clinical | https://www.cms.g | age 12 and older screened for clinical
Depression | ov/Medicare/Quali | depression on the date of encounter
and ty-Initiatives- using an age-appropriate standardized
Follow-Up | Patient- depression screening tool, and if
Plan Assessment- positive, a follow-up plan is
Instruments/Qualit | documented on the date of the positive
yMeasures/index.h | screen.
tml
PCR-HH | Plan All- NCQA/HEDIS For Health Home enrollees age 18 and | Administrative
Cause http://www.ncqa.o | older, the number of acute inpatient
Readmissio | rg stays during the measurement year that
n Rate were followed by an unplanned acute
readmission for any diagnosis within 30
days.
FUH-HH | Follow-Up | NCQA/HEDIS Percentage of discharges for Health Administrative
After http://www.ncqa.o | Home enrollees age 6 and older who
Hospitalizat | rg were hospitalized for treatment of
ion for selected mental illness diagnoses and
Mental who had an outpatient visit, an
Illness intensive outpatient encounter, or
partial hospitalization with a mental
health practitioner. Two rates are
reported:
Percentage of discharges for which the
Health Home enrollee received follow-
up within 30 days of discharge.
Percentage of discharges for which the
Health Home enrollee received follow-
up within 7 days of discharge.
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My Health GPS CMS Quality Measures

Acronym | Measure | Measure Steward Description Data Collection
(web site) Method(s)
CMS Required Core Set
CBP-HH | Controlling | NCQA/HEDIS Percentage of Health Home enrollees Hybrid or EHR
High Blood | http://www.ncqa.o | ages 18 to 85 who had a diagnosis of
Pressure rg hypertension (HTN) and whose blood
pressure (BP) was adequately
controlled during the measurement year
based on the following criteria:
Health Home enrollees ages 18 to 59
whose BP was <140/90 mm Hg
Health Home enrollees ages 60 to 85
with a diagnosis of diabetes whose BP
was <140/90 mm Hg
Health Home enrollees ages 60 to 85
without a diagnosis of diabetes and
whose BP was <150/90 mm Hg
IET-HH Initiation NCQA/HEDIS Percentage of Health Home enrollees Administrative or
and http://www.ncqa.o | age 13 and older with a new episode of | EHR
Engagemen | rg alcohol or other drug (AOD)
t of Alcohol dependence who:
and Other Initiated treatment through an inpatient
Drug AOD admission, outpatient visit,
Dependenc intensive outpatient encounter, or
¢ Treatment partial hospitalization within 14 days of
the diagnosis
Initiated treatment and who had two or
more additional services with a
diagnosis of AOD within 30 days of the
initiation visit
PQI92- PQI 92 AHRQ Number of hospital admissions for Administrative
HH Prevention | http://www.quality | chronic conditions per 100,000 member
Quality indicators.ahrq.go | months for Health Home enrollees age
Chronic v/ 18 and older.
Condition

Composite
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CMS Required Utilization Measures

Acronym | Measure | Measure Steward Description Data Collection
(web site) Method(s)
AMB-HH | Ambulatory | NCQA/HEDIS Rate of emergency department (ED) Administrative
Care— http://www.ncqa.o | visits per 1,000 enrollee months among
Emergency | rg Health Home enrollees.
Department
Visits
IU-HH Inpatient CMS Rate of all acute inpatient care and Administrative
Utilization | https://www.cms.g | services per 1,000 enrollee months
ov/Medicare/Quali | among Health Home enrollees.
ty-Initiatives-
Patient-
Assessment-
Instruments/Qualit
yMeasures/index.h
tml
NFU-HH | Nursing CMS Number of admissions to a nursing Administrative
Facility facility from the community that result
Utilization | ttps://www.cms.go | in a short-term (less than 101 days) or

v/Medicare/Qualit
y-Initiatives-
Patient-
Assessment-
Instruments/Qualit
yMeasures/index.h
tml

long-term stay (greater than or equal to

101 days) during the measurement year.

Two rates are reported per 1,000
enrollee months:
Short term admissions (less than 101

days)

Long-term admissions (greater than or
equal to 101 days)
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Appendix J o
MY HEALTH GPS

AGGREGATE OPTION FORM

TO BE COMPLETED BY FORMY HEALTH GPS ENTITIES/PROVIDERS

This form must be completed when two (2) My Health GPS Entities have agreed to aggregate their beneficiary population. DHCF must be
notified by September 1% prior to each measurement year. Please submit by secure email to myhgps@dc.gov or return to DHCF by mail:
441 4™ St, NW, Suite 900 South, Washington, DC 20001

Date form completed

(My Health GPS Entity) (#1) requests to aggregate our beneficiary population with

(My Health GPS Entity) (#2) beneficiary population with the purpose of

calculating the attainment or improvement on the required measures. We understand that this option shall cover all

measures during a given baseline or measurement year based on the following conditions:

Entity # 1 | Entity # 2 . . e e. . e ege
initial Initial Each Entity Health Home Director’s initial or Designated Staff to initial

DHCF must be notified by September 1* prior to each measurement year

The option to aggregate will be throughout the measurement year unless one (1) Entity
withdraws from the program during that measurement year.

If either one (1) entity withdraws before the measurement year is complete, the
remaining entity will be measured based on the remaining My Health GPS beneficiaries

The My Health GPS entity shall report identifiable data for their individual performance
along with the aggregated data

Each entity may decide to opt into aggregate pooling and may change their selection on
an annual basis.

#1 MHGPS Entity Health Home Director (Print) Signature Date

#2 MHGPS Entity Health Home Director (Print) Signature Date

FOR DHCF USE ONLY
Date Form Received: Date Aggregate effective: Date Providers notified:
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What type of event is being
reported (circle one):

Appendix K

« Death

K3

%* Permanent Harm

MY HEAL TH GPS :f: Zi\r/]ere Temporary Harm
SENTINEL EVENT FORM

TO BE COMPLETED FOR MY HEALTH GPS BENEFICIARIES

This form must be completed when the beneficiary has a sentinel event. Please submit by secure email to myhgps@dc.gov or return to DHCF
by mail: 441 4™ St, NW, Suite 900 South, Washington, DC 20001

Date of Birth: Medicaid Number:
Name of Beneficiary:
My Health GPS Entity Provider Name: MHGPS Staff completing this form (print): My Health GPS Entity/Provider Telephone
Number:
Date and Time (AM/PM) of Event: Date and Time Event First Known: Patient and/or Authorized Representative notified
of event? Y/N

Describe the event including location (Include facts about the event and Patient’s Condition):

Immediate Plan of Action:

Action Plan to prevent reoccurrence:

Completion date for Action plan: Identification of staff member and title, who Submitted by:
has been designated the responsibility for
monitoring CAP implementation:

Name of Staff Completing Report: Signature of Staff Completing Report: Today’s Date:

For DHCF Use Only

Date DHCEF received
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Appendix L

My Health GPS (Health Home II) Billing Guide

Date: 12/2018
Version: 2.01

1 CLAIMS PROCESSING PROCEDURES

In order to ensure that the DC Medicaid claim is processed according to DC Medicaid policy, an
advanced Medicaid Management Information System (MMIS) has been developed to adjudicate and price
claims. This chapter outlines the claims process.

1.1 Receive and Record

Claims are received by MMIS in one of two media types: paper or electronic. Paper claims are
handwritten or generated by computer. Standardized forms have been developed for the submission of
services for payment. Standardization ensures appropriate entry and formatting of claims. For
information regarding obtaining claim forms refer to section 9.1.

DC providers have the option of billing via Web Portal, EDI (Electronic Data Interchange) or paper.
WINASAP is software that has been developed by MMIS to give DC Medicaid providers the capability
for accelerated submission of Medicaid claims. DC providers may also submit electronic claims by
utilizing billing agents, clearinghouses, or other third-party billing software. Submitting claims
electronically drastically reduce the time required for Medicaid claims to be prepared for the Medicaid
Management Information System (MMIS). Electronic submission eliminates the process of document
preparation, mailing, claims receipt, and data entry. Using electronic submission, claims are transmitted
directly to EDI or received in electronic format, then uploaded to the MMIS the same day of receipt.

Hard copy claims are received in the mailroom where they will undergo a review process.

1.2 Review

After hard copy claims have been received, they are reviewed for essential data. If essential data is
missing, the claims will be returned to the provider (RTP). A claim will be rejected if any of the
following situations occur:

e Original provider signature is missing (stamped signatures are not acceptable)
e Provider Medicaid identification number is missing
e Recipient Medicaid identification number is missing

e (Claim submitted on an unaccepted claim form (older claim form version). [Note: DC Medicaid
accepts CMS1500 (08/05), 2006 ADA Dental, and UB04 claim forms. |

e  Writing not legible
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Any claim that is RTP’d will be accompanied by an RTP letter. If the claim was submitted as a paper, the
original claim can be corrected. If the claim was originally submitted electronically, it can be resubmitted
electronically or be transferred to paper for resubmission.

1.3 Transaction Control Number

The transaction control number (TCN) is a unique tracking number assigned to each accepted claim.
Rejected claims, submitted hard copy (Refer to the above Section 8.2 for list of reasons for claim
rejection reasons) or electronically are not assigned a TCN until all errors have been corrected and
resubmitted. If the claim was submitted as a hard copy, the original claim can be corrected. If the claim
was originally submitted electronically, it can be resubmitted electronically or transferred to paper for
resubmission.

The TCN consists of 17 numeric digits. The TCN structure is as follows:

Figure 1: TCN Structure

TCN Type
Document gfgrigﬂm
Number = Debit
Batch 1 = Ralfe MNo.
Number %?rb ?’n =LE'; ; 'mTD
1 =Machine Mo, o
Y. 2-4 = Bet no from 5-6 = Line No.
M Media source
Julian 12= E{eh o
= Elec.-¥-Over
Date - Eoc
4 = Bys. Generated
a="\Wehwiattach
B = Special batch
T = Retro-rate
8= Paper
9= Paperwiattach
0= Encounter
14 Input

Claims that have been accepted and have received a TCN are sent to data entry. After data entry
operators have keyed these claims, the MMIS starts the editing process. If edits appear, the resolutions
unit then works them. Edits give operators the opportunity to correct errors. The claims are then entered
into the MMIS for the processing.

1.5 Edits
When the claim data has been entered into the MMIS, it is edited to ensure compliance with the following
DC Medicaid requirements:

e Provider eligibility

e Recipient eligibility
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e Valid and appropriate procedure, diagnosis, and drug codes
e Reasonable charges

e Duplicate claims

e Conlflicting services

e Valid dates

e Other Medicaid requirements

The status that is assigned to each claim is dependent on compliance with the requirements. The assigned
status of each claim will be paid, denied, or suspended.

The Remittance Advice (RA) document sent to providers shows the status of each claim submitted by the
provider and entered into the MMIS. The claims information is sorted on the RA in the following order:

e Paid original claims

e Paid adjustment claims

e Denied original claims

e Denied adjustment claims

e Suspended claims (in process)
e Paid claims MTD

e Denied claims MTD

o Adjusted claims MTD

e Paid claims YTD

e Denied claims YTD

1.5.1 Approval Notification

Claims that meet all requirements and edits are paid during the next payment cycle. The provider will
receive a Remittance Advice (RA) weekly listing all paid, denied and suspended claims in the system.
The provider will also receive a reimbursement check or direct deposit for paid claims. The RA will
include claim amounts that have been processed and a total of all paid claims.

Claims previously paid incorrectly may be adjusted or voided. Voids will appear as credits; adjustments
will appear as two transactions, debit and credit.

Adjustments/voids must be initiated by the provider since the provider can only correct errors after the
claim has been paid and appears on the RA. It is the responsibility of the provider to make corrections
when errors are made.

The following examples show the importance of adjusting or voiding a previously adjudicated claim on
which errors have occurred:

e The provider treated John Smith, but inadvertently coded a Recipient Identification Number of
Jane Smith who may or may not be the provider’s patient. The provider will need to void the
claim for Jane Smith and submit an original claim for John Smith giving the correct identification
number.

e  On the original claim the provider entered the incorrect charge for an accommodation. The
provider will need to adjust (correct) the claim in order to obtain the correct reimbursement.
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e The provider submits a claim in which an incorrect procedure code was used. In this case, the
code was for removal of an appendix. This was not the procedure performed but the claim was
paid according to the procedure listed. The provider will need to adjust (correct) this claim via an
adjustment and enter the correct code for the procedure performed. This is an important step
because should the patient ever require an appendectomy, that claim would otherwise be denied
because the record reflects that the appendix had previously been removed.

The provider will be paid by check or direct deposit for all paid claims in accordance with current
guidelines. Payments to providers may be increased or decreased by DHCF to accommodate previous
overpayments, underpayments or an audit.

1.5.2 Denied
Claims that do not meet DC Medicaid edit requirements will not be paid. All denied claims are listed on
the RA in alphabetical order by recipient last name. Denial reasons are listed on the RA as well. Listed
below are some examples of denial reasons:

e Recipient not eligible on date of service

e Provider not eligible on date of service

e Duplicate claim

e (Claims submitted more than six months from date of service (timely filing)

1.5.3 Suspended

Claims that do not meet the edit requirements cannot be paid until discrepancies have been resolved. In
order to verify that the claim is in error, the MMIS assigns a status of “Suspend” which will outline the
problem to resolve the issue. Claims will suspend for a variety of reasons; however, the most common
reasons for claims to suspend are due to recipient eligibility, provider eligibility or the claim must be
manually priced. Claims that suspend should not be re-submitted. If a second claim is submitted while
the initial claim is in a suspended status, both claims will suspend. Please allow the suspended claim to
be processed and to be reported on the RA as paid or denied before additional action is taken.

MMIS and DHCEF resolve all pended claims. The RA will only state that the claim is suspended and will
not give a reason.

1.6 Timely Filing

All services to be reimbursed must be billed on the appropriate form, signed, and submitted to MMIS or
in the case of presumptive eligibility, DHCF. All hard copy claims must be mailed to their respective
P.O. Box, unless otherwise instructed.

The Department of Health Care Finance (DHCF) received approval from the Department of Health &
Human Services Center for Medicare and Medicaid Services (CMS) to amend the Medicaid State Plan
regarding timely filing of Medicaid claims. Effective October 1, 2012, the timely filing period for
Medicaid claims is 365 days from date of service.

Secondary and tertiary Medicaid claims submitted for payment must be submitted within 180 days from
the payment date from Medicare or the third-party payer. The Explanation of Benefits (EOB) statement
must be attached to the claim.
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For claims submitted on or after October 1, 2012, DHCF will not pay any claim with a date of service that
is greater than three hundred and sixty-five (365) days prior to the date of submission. All claims for
services submitted after 365 days from the date of service will not be eligible for payment. In addition, the
amendment outlines the following exceptions to the 365-day timely filing requirement:

e When a claim is filed for a service that has been provided to a beneficiary whose eligibility has
been determined retroactively, the timely filing period begins on the date of the eligibility
determination.

e  Where an initial claim is submitted within the timely filing period but is denied and resubmitted
subsequent to the end of the timely filing period, the resubmitted claim shall be considered timely
filed provided it is received within 365 days of the denial of the initial claim.

e [fa claim for payment under Medicare has been filed in a timely manner, DHCF may pay a
Medicaid claim relating to the same services within 180 days of a Medicare payment.

This amendment to the State Plan applies to all DC Medicaid public, private and out of state providers
who submit claims to DHCF.

To avoid denial, all hard copy and electronically submitted claims must be received within 365 days of
the date of service.

1.7 Inquiries

When making written and telephone inquiries related to RA status, providers must provide MMIS with
the date of the RA and the TCN for the claim in question. All written inquiries should be mailed to the
Provider Inquiry P.O. Box listed in Appendix A.

2 BILLING INFORMATION

This section provides general billing information for use by providers when submitting claims.

2.1 Billing Procedures
Providers must supply their own standard claim form for the services provided or bill electronically.
The following claim form is approved for filing claims utilizing the national standards for claim
completion for goods or services provided to Medicaid beneficiaries for My GPS Service:

o (CMS-1500

2.1.1 Form Availability

Original red CMS1500 and UB04 claim forms may be obtained from office supply stores (i.e., Staples,
Office Depot, etc.) and Government Printing Office. The ADA Dental claim form must be obtained from
the American Dental Association.

2.1.2 Procedure and Diagnosis Code Sources

The procedure coding system recognized by the Medicaid Program is the Health Care Financing
Administration’s (HCFA) Common Procedural Coding System (HCPCS) as adopted by DHCF. The
HCPCS consists of current year CPT-4 codes and HCFA codes.

79




(%

Diagnosis numerical coding is required based on the International Classification of Diseases, Tenth
Revision, Modification (ICD-10-CM). Refer to Appendix A for address and contact information.

2.2 Electronic Billing
DC Medicaid encourages transmission of claims electronically. Currently, DC Medicaid receives claims
in the following media types:

e Web Portal

e EDI

e WINASAP

The Medicaid Management Information System has implemented a Web Portal to provide tools and
resources to help healthcare providers conduct their business electronically. Electronic claim submission
provides for timely submission and processing of claims. It also reduces the rate of pended and denied
claims.

Providers who are interested in receiving electronic billing instructions should indicate this interest on
their EDI Enrollment application. Procedures specific to electronic billing are sent to providers approved
to submit claims in this manner. The EDI X12N companion guides are available for download on the
Web Portal. If you are already enrolled in the program and would like information on electronic claims
billing, please contact MMIS directly.

23 Resubmission of Denied Claims

If a claim has been denied due to reasons other than violations of good medical practice or Medicaid
regulations, the claim may be resubmitted. An original claim must be submitted; copies will not be
accepted. Only claims, which have appeared on your remittance advice as, denied, can be resubmitted.
Claims that are still in a Pend status cannot be resubmitted until they have been denied. Resubmission of a
pended claim will result in claims denying for duplicate.

Telephone and/or written claim inquiries regarding non-payment of claims should be made after 45 days
from the date the claims were initially submitted to DC Medicaid. Please be certain that the claim in
question has not appeared on any subsequent remittance advice before making an inquiry.

Instructions for resubmitting a denied claim are as follows:

e (Claims must be received within 365 days after the date of service. Claims must be resubmitted
within 365 days of the RA date on which the claim denied for any reason(s) other than timely
filing.

o Complete a new red claim form. A copy of the original claim form will be accepted provided that
it is clear, legible and has been resigned (a copied or stamped signature will not be accepted).

e Correct any errors that caused the original claim to be denied.

e Do not write anything on the claim except what is requested. Any additional information should
be submitted in writing and attached to the claim.
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documentation necessary to have the claim paid (e.g., consent form, isolation form). If more than
one resubmitted claim appears on a page of the remittance, a copy of that page should be attached
to each claim being submitted.

e Attach a copy of the Remittance Advice on which the denied claim appears and any other

e Forward all resubmitted claims to the appropriate P.O. Box listed in Appendix.

If you have any questions regarding these procedures, contact Customer Support at (866) 752-9233
(outside DC metro area) or (202) 906-8319 (inside DC metro area).

2.4 Claim Appeals

A Medicaid claim may be denied for several reasons. It could be due to services not being covered under
the plan or the provider submitting a claim for a much higher amount than what Medicaid pays for the
service. Providers may appeal any decision made by Medicaid, if you believe your claim was
inappropriately denied. Requests for claim appeals should be sent to the address indicated in Appendix.

3. REIMBURSEMENTS
Reimbursement for services furnished by a My GPS provider shall be determined in accordance with the
methodology set forth under Chapter 102 of Title 29 of the DCMR.

The following HCPCS codes and modifiers should be billed for services rendered to a My Health GPS
beneficiary.

HH2
HCPCS code and Description Acuity 1 Acuity 2
Case Management Case Management
Ul- Comprehensive care management post hospitalization and T2022 - U1 T2023 - U1
significant events
U2 - Care coordination T2022 - U2 T2023 - U2
U3 - Health promotion T2022 -U3 T2023 - U3
U4 - Comprehensive transitional care/follow-up T2022 — U4 T2023 — U4
US - Patient & family support T2022 —US T2023 —US
U6 - Referral to community & social support services T2022 — U6 T2023 — U6
U8- New and Annual Care Plan development T2022- U8 T2023- U8
GT- Telemedicine (only applicable when telemedicine is in use)

Each encounter with the beneficiary must be either billed or reported monthly to DHCF.
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The first claim billed each quarter will be adjudicated as PMPQ, subsequent claims will receive a denied
status with a PMPQ exception code. DHCF may request for Providers to submit monthly reports as an
alternative to the electronic encounters.

Providers must bill using applicable NPI and taxonomy from the approval letter. The assigned NPI and
taxonomy will also be the rendering provider on the claim. This is a change for the physician groups.

3.1 Payment Inquiries

Providers may inquire regarding payment of claims. Inquiries must include the TCN, the RA payment
date, the provider’s DC Medicaid identification number or NPI as it appears on the provider’s RA.
Providers should address payment inquiries to the address listed in the Appendix. Telephone inquiries
will be directed to MMIS at the number listed in the Appendix.

3.2 Telemedicine Services

Effective June 23, 2016 (for services rendered on or after that date), the District of Columbia Medical
Assistance Program ("the Program") will reimburse eligible providers for eligible healthcare services
rendered to Program participants via telemedicine in the District of Columbia. The Program will
implement this telemedicine service for both providers and participants in the fee-for-service program.
Providers must be enrolled in the Program and licensed, by the applicable Board, to practice in the
jurisdiction where services are rendered. For services rendered outside of the District, providers shall
meet any licensure requirements of the jurisdiction where he/she is physically located and the jurisdiction
where the patient is physically located.

3.2.1 Telehealth

Under the My Health GPS program, approved My Health GPS providers may deliver My Health GPS
services remotely. Subsequent to the initial needs’ assessment, which must be conducted in-person, the
My Health GPS program will reimburse for service delivery via audio/video/telephonic connection. These
remote options (audio/video/telephonic) must include GT as a secondary modifier.

3.3 Remittance Advice

The remittance advice is a computer-generated document that displays the status of all claims submitted
to the fiscal agent, along with a detailed explanation of adjudicated claims. This document is designed to
permit accurate reconciliation of claim submissions. The remittance advice, which is available weekly,
can be received electronically through the Web Portal.

e Mailer Page

e Header Page

e Provider Messages

e (Claim Detail Report will include the following when applicable:
e Paid/Denied Claims

e Suspended Claims

e Provider Adjustments/Legends
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Figure 2: Remittance Advice Mailer Page

MEDICATD MANAGEMENT INFORMATICH ST3TEM
RENITTANCE JDVICE

[1]
PLEASE ZEND INQUIRIES TO: DISTRICT OF COLUMEIA DEPARTHENT OF HEALTH CARE FINUNCE (DHCF)
5AC3% PROVIDER BELATIONS
F.00 BOE 34761
WASHINGON,DC 20043-4761
TELEFHE: {202) 906-8319 CR (B66) 732-9213
WEB PORTAL: HTTP:/ /W, DC-NEDICAID, CON

PEYSICIAN PRACTICNER, 1D [ 2]
.0, BOZ 812300

visEIvGTOn, ¢, 20017 | 3]

1022800000844 AARE4E4RAAHESHRE DISTRICT OF COLTMBIA DEPARTIENT OF HEALTH CARE FINANCE (DECF) H4AEESCSSISUAESRERRRIGE:

440

Table 1: Remittance Advice Mailer Page Table

(%

FIELD NAME iield DESCRIPTION

PLEASE SEND 1 Fiscal Agent Services Name/Address/City/State/Zip, contact
INQUIRES TO phone number and the Web Portal address.

PROVIDER NAME 2 The name of the provider receiving the remittance advice
PROVIDER ADDRESS 1 | 3 Provider remit mailing address first address line
PROVIDER ADDRESS 2 | 3 Provider remit mailing address second address line
PROVIDER CITY 3 Provider Remit Mailing address city

PROVIDER STATE 3 Provider Remit Mailing address state

PROVIDER ZIP 3 Provider Remit Mailing address zip code
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Figure 3: Remittance Advice Header Page

102551100000 wswenwanannusnsnass DISTRICT OF COLUMBIA DEPARTHENT CF HEALTH CARE FININCE (DHCF) wrwsswsswsswswsssassPIGE; 441
HEDICATD MANAGEMENT INFORMATICH SYSTEN
RENITTANCE IDVICE

PAY TO PROVIDER NUMBER: 022800000 [1]
PHYSICIAN PRACTICICNER, N.D [2]
P.0, BOY 812300
VASHINGTON, IC, 20017 [3]

(FCR CHANGE OF ADDRESS, DOWNLOAD FORN FROM WEE PORTAL)
PLEASE SEND INQUIRIES TO: DISTRICT OF COLUMEIA - DHCF
AC3 STATE HEALTCHARE-FROVIDER RELATICNS

[4] P.0. BOX 34761
WASHINGTON, DC 20043-4761
TELEFHONE : (20Z) 906-8315 OR (B66) 732-9233
WEE PORTAL: HTTP://DC-MEDICAID.CON
PAYMENT ACCOMPANIES REMITTANCE
TOTAL AS30CIATED PAYMENT: $177.31 [4] PAYHENT DATE: 08/03/2009 [6]
PAID TO FROVIDER TAX ID: 123456789 [711
FOR CLAINS PAID THROUGH: 08/03/2009  [B]

PHYZICIAN PRACTICIONER, M.D
P.0. BOX 812300
VESHINGTCH, DC, 20017

Table 2: Remittance Advice Header Page Table

FIELD NAME Field# | DESCRIPTION
The number of the provider or group who is to receive
PAY TO PROVIDER | payment. The pay to provider is not necessarily the same as
NUMBER the provider who performed the service. This provider
number also appears in the very top left of the header page.
PROVIDER NAME 2 The name of the provider receiving the remittance advice
PROVIDER ADDRESS 1 | 3 Provider remit mailing address first address line
PROVIDER ADDRESS 2 | 3 Provider remit mailing address second address line
PROVIDER CITY 3 Provider Remit Mailing address city
PROVIDER STATE 3 Provider Remit Mailing address state
PROVIDER ZIP 3 Provider Remit Mailing address zip code
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FIELD NAME Field# | DESCRIPTION

PLEASE SEND 4 Fiscal Agent Services Name/Address/City/State/Zip, contact
INQUIRES TO phone number and the Web Portal address.

TOTAL ASSOCIATED

PAYMENT 5 Total amount of the cycle check/EFT

PAYMENT DATE 6 This is the payment date of the check /EFT

PAID TO PROVIDER 7 The federal tax ID of the provider or group who is to receive
TAX ID payment.

FOR CLAIMS PAID

THROUGH 8 Cycle Run Date

Provider Messages

The third page of the RA, as shown below, is used to display messages from DHCF and the FA to

Medicaid providers. This page is used to address changes in billing procedures or program coverage. Not
all RAs will contain a message. Any information listed here will be valuable in facilitating the filing of

claims to Medicaid and to provide information on the Medicaid program.

Page Header Information

The Remittance Advice will consist of three different sections: Paid/Denied Claims, Suspended Claims,

and, Provider Adjustments/Legends Page. The Page Header information will be similar throughout the
Remittance Advice; however, the last line in the top middle section of the RA header will indicate the

specific section of the RA. The similar fields are as follows:
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Figure 4: Remittance Advice Provider Messages

DATE: oyo3/03 [1]  DISTRICT OF COLIMBIL DEPARTYENT OF BEALTH CIRE FINANCE [DECT) pick: ooooonds [ D]
BOVIDER 0: 022222222 | 2] NEDICATD MANAGENENT TNFORMATION SYTEN et pick: coomnsez [6]
RAITTINCE: 0036 | 3] RENITTANCE ADVICE R SE0: cooonnss [ /]
wr e sononn [ 4] PROVTDER ME35AGES

T T T T T T T T T T T T e R ST e v T e e eanss

This iz & test message.
A T T T T T T T T T T T T T T T TR N AR A TR AR TNy

Table 3: Remittance Advice Provider Messages Table
FIELD NAME Field # | DESCRIPTION

DATE 1 This is the process date used for reporting purposes

The number of the provider or group who is to receive payment. The
PROVIDER NO 2 pay to provider is not necessarily the same as the provider who
performed the service.

The remittance advice number uniquely identifies the remittance

REMITTANCE 3 Advice prepared for this provider for a given payment cycle.
NPI NUMBER 4 The pay to provider’s National Provider Identifier (NPI)
PAGE 5 Page number within each provider’s report

RPT PAGE 6 Page number across all provider’s reports

REMIT SEQ 7 Sequential number produced for this RA cycle

Claim Detail Report - Paid/Denied Claims

Paid claims are line items passing final adjudication. Claims may be paid as submitted or at reduced
amounts according to the Medicaid program’s reimbursement methodology. Reduced payments will be
noted on the RA with the corresponding edit code for explanation.

Denied claims represent those services that are unacceptable for payment. Denials may occur if the fiscal
agent cannot validate claim information, if the billed service is not a program benefit, or if a line item
fails the edit/audit process. Denied claims may be reconsidered for payment if a health care provider
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submits corrected or additional claim information. Services denied on the RA appear on one line. A
service may be reconsidered for payment if errors were made in submitting or processing the original

claim.

Figure 5: Remittance Advice Paid Claims

FIELD NAME

DESCRIPTION

RECIPIENT NAME 1 Patient name

MEDICAID ID 2 Medicaid’s recipient ID for this patient

TCN 3 Transaction control number uniquely identifies the claim

PAT ACCT NUM 4 Patle-nt account number as indicated on the claim by the
provider
The submitting provider’s medical record number as

MED REC NO 5 reﬂ?rencmg. this 'c1a.1m. Th1§ number 1§ printed on the RA to
assist providers in identifying the patient for whom the
service was rendered.

DATES OF SERV 6 First and last dates of service for this claim
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FIELD NAME

DESCRIPTION

Type of bill. Depending on the type of claim submitted,

TOB 7 the code will either be the facility type code or place of
service code.

SVC PVDR 8 Servicing provider ID

SVC PVDR NAME 9 Servicing provider name

SUBMITTED AMT 10 Total charges submitted for this TCN

FEE REDUCTION AMT 1 The difference between the submitted amount and the paid
amount

PAT RESP AMT 12 Amount payable by patient
Total amount paid on this TCN. (For balancing, this

TOT PAID AMT 13 should equal Spubmitted Charges 1(\/Iinus Adjusti’lents.)

STATUS 14 Claim Status (Paid — Denied — Suspended)

LINE 15 The line-item number on the claim

PROC 16 The line-item procedure code if applicable.

TYPE/DESC 17 The type of code listed in the procedure code (PROC)
field.

M1, M2, M3, M4 18 The procedure code modifiers.

REVCD 19 The line-item revenue code if applicable.

THCD 20 The tooth code if applicable.

SVC PROV 21 The line-item servicing provider ID
The line-item control number submitted in the 837 which

PROV CONTROL NO 22 is utilized by the provider for tracking purposes. (REF02
qualifier 6R in 835)

DATES OF SERV 23 First and last dates of service for this line item

LINE UNITS 24 Number of units

LN SUBM AMOUNT 25 The line item submitted amount.
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FIELD NAME DESCRIPTION
The difference between the submitted amount and the paid
FEE REDUCTION AMT 26 P
amount
LN PAID AMOUNT 27 Amount paid for this line item
LN STATUS 28 The line-item status
Figure 6: Remittance Advice Adjustments
TATE SLALINL DETRIC T OF COLUMELL DEP ARTHENT OF HEALTH C ARE FINAHCE [DHCF) FREE:
FROUIDER NO: SR@ddaag FBT PACE: ¥
FOAITTANRCE FENMITTARCE AINICE FIMIT 3L
B BNEm ABTUSTMET 3 LINETIEM CLAINS
e L EEEE s L EE L eSS 11118 TR 81111 R S8S L SSaaaa RS R 3330
PATES OF ITEANEE TOR 3WE FAIR W IR BNE JURITIED ANT  TEE BEDUCTION AT FAT BEIF MAT  TOT FAID AR STATR
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Table 5: Remittance Advice Adjustments Table

Field Name Description
RECIPIENT NAME Patient name
MEDICAID ID Medicaid’s recipient ID for this patient
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Field Name Description

TCN Transaction Control Number that uniquely identifies the claim
PAT ACCT NUM Patient Account number
MED REC NO The submitting provider’s medical record number as referencing

this claim

DATES OF SERV

First and last dates of service for this claim

TOB Type of bill

SVC PVDR Servicing provider ID

SVC PVDR NAME Servicing provider name

SUBMITTED AMT Total changes submitted for this TCN

FEE REDUCTION AMT The difference between the submitted amount and the paid amount
PAT RESP AMT Amount payable by patient

STATUS Claim Status (Paid — Denied — Suspended)

LINE The line-item number on the claim

PROC The line-item procedure code if applicable.

TYPE/DESC The type of code listed in the PROC field.

M1, M2, M3, M4

The procedure code modifiers.

REVCD The line-item revenue code if applicable.

THCD The tooth code if applicable.

SVC PROV The line-item Servicing provider ID

PROV CONTROL NO The line-item control number submitted in the 837 which is utilized

by the provider for tracking purposes. (REF02 qualifier 6R in 835)

DATES OF SERV

First and last dates of service for this line item

LINE UNITS

Number of units

LN SUBM AMOUNT

The line item submitted amount.
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Field Name Description

FEE REDUCTION AMT The difference between the submitted amount and the paid amount
LN PAID AMOUNT Amount paid for this line item
LN STATUS The line-item status

REF : ORIGINAL TCN

The TCN that is being adjusted.

BENEFITS CODES (EOB)

DRG CODE DRG Code. (Not currently used).
DRG WEIGHT DRG Weight. (Not currently used).
EXCEPTION CODES The line-item exception codes
EXPLANATION OF

The line-item EOB codes

Figure 7: Remittance Advice Suspended Claims

FECIPIENT 3AMPLE

1 04/10/09-04/12/09 019993993

709933933 09163800030000077
04/10/09-04/12/09 07/01/09 111 019333933 CAPITOL I.C. NURSING CENTER 0. 0000 500,00 PEND
EXCEPTION CODES: 0182 0303 0313 0381 1334 5209 5302

2 04/10/09-04/12/09 019399993 X0072
--- END OF PENDED CLAIMS FOR PROVIDER 018999939 ---

B T T T T T T T T T T T T T T T ST NI T S oe T ReAnTLaLees

DATE: 090704 DISTRIC'fI OF COLUMETA DEPARTMENT OF HEALTH CARE FINANCE (DHCF) PAGE: 00000004
FROVIDER HO: 019933993 MEDICAID MANAGEMENT INFORMATION SYSTEM RFT PAGE: 000001781
REMTTTANCE: 00441451 FENITTANCE ADVICE REMIT 3EQ: (00000168
NPT NUMGER: X1999993395 JUSPENDED  CLAINS INFATIENT

FECTPIENT NAME MEDICAID ID TCN PAT ACCT HO MED REC N0

DATES OF SERY STRT DT TOB AWC PYDR 3VC PRV NAME DRG CODE DRG WEIGHT ~ TOTAL SUBMITTED STATUS

LN DATES OF SERVICE 3VC FVDR PROC TYRE/DEAC Ml M2 M3 N4 BEWCD  THCD MITS AUBHITTED

NU/NUBC TESZ COTE ozl Z.00 500.00
HC/HCPCS/CPT COIE 068 4,00 400.00

Table 6: Remittance Advice Suspended Claims Table

FIELD NAME DESCRIPTION

RECIPIENT NAME

Patient name

MEDICAID ID

Medicaid’s recipient ID for this patient
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FIELD NAME DESCRIPTION

TCN Transaction Control Number that uniquely identifies the claim

PAT ACCT NO Patient account number as indicated on the claim by the provider

The submitting provider’s medical record number as referencing

MED REC NO

this claim

DATES OF SERV

First and last dates of service for this claim

STATUS DT Date the claim was suspended (generally the cycle date)
TOB Type of bill

SVC PVDR Servicing provider ID

SVC PVDR NAME Servicing provider name.

DRG CODE DRG Code. (Not currently used).

DRG WEIGHT DRG Weight. (Not currently used).

TOTAL SUBMITTED

Total charges submitted for this TCN

STATUS

The overall claim status.

LN

The line item number on the claim

DATES OF SERVICE

First and last dates of service for this line item

SVC PVDR The line item servicing provider ID
PROC The line item procedure code if applicable
TYPE/DESC The type of code listed in the procedure code (PROC) field

M1, M2, M3, M4

The procedure code modifiers.

REVCD The line item revenue code if applicable.

THCD The tooth code if applicable.

UNITS Number of units

SUBMITTED The line item submitted amount.

EXCEPTION CODES The exception codes that are posted to the header level or the

line item.
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Figure 8: Remittance Advice Provider Totals/Legend

DATE: 08/07/09 DISTRICT OF (OLVMEIL DEPARTMENT OF HEALTH CARE FININCE (DHCF) PAGE: (0000005
PROVIDER NO: 02700000 MEDICAID MANAGEMENT INFORMATICN 3YSTEN RPT PAGE: 000000680
REMITTANCE: 00441326 REMITTANCE ADVICE REMIT 3EgQ: 00Q00077
NPI NUMBER: 18000757148 PROVIDER TOTALS/LEGEND
CLAIN TOTALS STAT ---COMNT--- --3UBMITTED AMT--- ---—-- PAID ANT--—-
ORIGINAL PAID 0 0.00 0.00
CREDIT ADJUSTMENTS 1 41.00- 5.00-
DEBIT ADJUSTHENTS 1 41.00 5.00
VOID3 0 0.00 0.00
APPROVED SUBTOTAL 0.00 0.00
SUSPENDED 0 0.00
DENIED 0 0.00
CLAIN PROCESSED TOTAL 0.00 0.00
PROVIDER. FINANCIALS 0.00
PAYMENT TOTAL 0.00
OUTSTANDING CREDIT BALANCE &3 OF 09/07/2009 0.00
TOTAL HISTORY OMLY FINANICAL TRANSACTIONS COUNT: 0 0.00
TOTAL HISTORY OMLY CLAIMG COUNT: 0 0.00

ADJUSTMENT 3UBTOTALS -FIR3T QUARTER--- -3ECOND QUARTER-- --THIRD QUARTER-- -FOURTH CUARTER--
CREDIT ADJUSTMENTS 09 0.00 0.00 5.00- 0.o0
DEEIT ADJUSTMENTS 09 0.00 0.00 5.00 0.00
ONOTE: FOR RENITTANCE ADVICES OVER 100 PAGES, CNLY THE FIRST PAGE AND THE PROWIDER TOTALS FAGE WILL BE MAILED. PLEASE CCNTACT
[202) 906-8319 OR (Be6) 752-9233 TO REQUEST A COPY OF THE ENTIRE REMITTMNCE ADVICE IN 4 CD.
(0--- END OF REMITTMNCE FOR PROWIDER 027332900 ---

Table 7: Remittance Advice Provider Totals/Legend Table

FIELD NAME DESCRIPTION

CLAIM TOTALS Totals for all categories of the RA.
STATUS The claim status header within claim totals
COUNT The total claim count specific to the category
SUBMITTED AMT The total amount submitted by the provider
PAID AMT The total paid amount.

ORIGINAL PAID New claims submitted for this cycle
CREDIT ADJUSTMENTS The total amount of credit adjustments
DEBIT ADJUSTMENTS The total amount of debit adjustments
VOIDS Total number of voided claims
APPROVED SUBTOTAL Subtotal of approved claims
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FIELD NAME DESCRIPTION

SUSPENDED Total number of suspended claims and charges
DENIED Total number of denied claims and charges
CLAIM PROCESSED TOTAL Total of submitted and paid amounts
PROVIDER FINANCIALS

PAYMENT TOTAL Total provider payment
EKEEL%IETIS\I(SFCREDIT The outstanding credit balances.

TOTAL HISTORY ONLY

FINANCIAL TRANSACTIONS

TOTAL HISTORY ONLY CLAIMS

ADJUSTMENT SUBTOTALS

CREDIT ADJUSTMENTS

DEBIT ADJUSTMENTS

FIRST QUARTER The total amount of .adjustments and/or voids for the first
quarter (Jan — Mar) in the calendar year.

SECOND QUARTER The total amount of ad]ustménts and/or voids for the
second quarter (Apr — June) in the calendar year.

THIRD QUARTER The total amount of a.d]ustments and/or voids for the third
quarter (July — Sept) in the calendar year.

FOURTH QUARTER The total amount of .ad]ustments and/or voids for the fourth
quarter (Oct — Dec) in the calendar year.

EXCEPTION LEGEND Full description of any exception codes (denial reason

codes) listed on this RA

EOB CODE LEGEND

Full description of any explanation of benefit codes listed
on this RA
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3.3.1 Instructions for Submitting Adjustments and Voids of Claims

An Adjustment/Void claim is submitted when the original paid claim was filed or adjudicated incorrectly.
Denied claims cannot be adjusted. All adjustment claims must be filed within 365 days of the date of
payment.

Adjustments and voids can be submitted by paper or electronically using the Web Portal, WINASAP or
third-party software. Refer to the Web Portal Claims Submission Reference Manual or the WINASAP
Provider Training Manual for submitting adjustment and voids electronically.

To indicate an adjustment or voided claim, the following information must be recorded in the top right-
hand corner of the claim form:

Code Definition
A, Adjustment
-or-
Y “oid
-and-

TCH  17-digit Transaction Control Mumber

Using the claim form, the provider must indicate whether the claim is being adjusted by writing the letter
“A” in the top left-hand corner of the form. If the claim is being voided, the provider must indicate such
by writing the letter “V” in the top left-hand corner of the form. The 17-digit TCN of the current paid
claim is to be included at the top right-hand corner of both adjustments and voided claim forms.

Note: All adjustments and voids submitted on a CMS-1500 must contain an original signature. Signature
stamps and/or typed names are not acceptable.

3.3.2 Post NPI Adjustments and Voids

When submitting an adjustment for a previously paid claim that processed under your Medicaid provider
ID, you must submit your adjusted claim in the same manner.

Use the CMS1500 (version 08/05) form

Indicate the letter “A” for adjustment, the Transaction Control Number of the current paid claim followed
by the appropriate adjustment reason code. Refer below for proper placement of the TCN and adjustment
code.

e CMSI1500 form: Enter the TCN and adjustment code in the top left corner.
e UBO04: Enter the TCN and adjustment code in the Remarks field locator 80.
e If completing the CMS1500, enter the billing provider’s Medicaid provider ID in field 33B.
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When submitting an adjustment for a previously paid claim that processed under your NPI, you must
submit your adjusted claim in the same manner.

e Use the CMS1500 (version 08/05).

e Indicate the letter “A” for adjustment, the Transaction Control Number of the current paid claim
followed by the appropriate adjustment reason code. Refer below for proper placement of the
TCN and adjustment code.

e (CMSI1500: Enter the TCN and adjustment code in the top left corner.

o If completing the CMS1500, enter the billing address including the +4 zip code of the pay-to-
provider in field 33; in field 33A enter the pay-to-provider’s NPI, and the pay-to-provider’s
taxonomy code in field 33B.

When submitting a void for a previously paid claim that processed under your Medicaid provider ID, you
must submit your voided claim in the same manner.

e Use the CMS1500 form.

e Indicate the letter “V” for void, the Transaction Control Number of the current paid claim
followed by the appropriate adjustment reason code. Refer to the list below for the correct
placement of the TCN and adjustment code.

e (CMSI1500 and Dental: Enter the TCN and adjustment code in the top left corner.

e If completing the CMS1500, enter the billing provider’s Medicaid provider ID in field 33B.

When submitting a void for a previously paid claim that processed under your NPI number, you must
submit your adjusted claim in the same manner.

Use the CMS1500 claim form.

o Indicate the letter “V” for void, the Transaction Control Number of the current paid claim
followed by the appropriate adjustment reason code. Refer to the list below for the correct
placement of the TCN and adjustment code.

e CMSI1500L: Enter the TCN and adjustment code in the top left corner.

e UBO04: Enter the TCN and adjustment code in the Remarks field locator 80.

e If completing the CMS1500, enter the billing address including the +4 zip code of the pay-to-
provider in field 33, enter the pay-to-provider’s NPI in field 33A and taxonomy code in field 33B.
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Table 8: Adjustment/Void Codes

011

RETRO RATE CHG / NO CUTBACK

014

PROV CLAIM FILING CORRECTION

019

POS PROV FILE CORR/LEGAL SETT

022

FISCAL AGENT CLM PROCESS ERROR

068

PROVIDER REFUND/CLM
OVERPAYMNT

069

PROV RFND/OVERPAY FISC ERROR

070

PROV REFUND FOR HEALTH INSUR

071

PROV REFUND FOR CASUALTY INS

081

PROV CLAIM CORR/CLM FILED ERR

082

CLM VOID/FISC AGENT PROC ERROR

083

CLM VD/PD IN ERROR/RCP INCORRE

084

CLM VD/PD ERROR/PROV FIL INCOR

085

CLM VD/PD ERROR/INCORRECT PROV

086

CLAIM VOID MEDICARE RECOVERY

088

REFUND - PROVIDER ERROR

089

REFUND- FISCAL AGENT ERROR

090

PROV RTRN CHK/PD FOR INC BENE

099

PROV RETURN CHK/ INCORR PROV

101

VOID PAYMENT TO PIP HOSPITAL

102

ACCOMMODATION CHARGE
CORRECT

103

PATIENT PAYMENT AMT CHANGED

104

PROCEDURE SERVICE DATES FIX

105

CORRECTING DIAGNOSIS CODE
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106

CORRECTING CHARGES

107

UNIT VISIT STUDIES PRCD FIX

108

RECONSIDERATION OF ALLOWANCE

109

FIX ADMIT REFER PRESC PROVIDER

110

CORRECTING TOOTH CODE

111

CORRECTING SITE CODE

112

CORRECT TRANSPORTATION DATA

113

INPATIENT DRG

114

ADJUSTING PATIENT LEVEL CARE

115

RECOVERY BASED ON PRO REVIEW

116

ADJUSTED FOR RECP BEDHOLD DAYS

117

MANUAL CAPITATION VOID CLAIMS

118

REPROCESSED CLAIMS

119

AUTO RECOUPMENT SYSTEM ERROR

120

AUTO RECOUPMENT SYSTEM CHANG

121

PCG SERVICES

132

CLM VD/PROV SELF-IDENT FRAUD

300

BENEFICIARY DECEASED
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ADDRESS AND TELEPHONE NUMBER DIRECTORY

Always check the Department of Healthcare Finance’s Website for updates

Appeal Notification

Department of Health Care Finance
One Judiciary Square

441 4th Street NW Suite 1000S
Washington, DC 20001

Attention: Appeal Unit

Claims Appeal — Claims Past Timely Filing

MMIS

District Medicaid Claims Processing Fiscal Agent

P.O. Box 34734
Washington, DC 20043
Attention: Timely Filing Claims Appeal

Claim Status Information/Claims Payment

Information
MMIS

District Medicaid Claims Processing Fiscal Agent

P.O. Box 34734
Washington, DC 20043
Attention: Provider Inquiry Unit

Telephone Numbers:
(866) 752-9233 (outside DC metro area)
(202) 906-8319 (inside DC metro area)

Claim Submission Information - Mail
For CMS-1500s:

MMIS

District Medicaid Claims Processing
P. O. Box 34768

Washington, DC 20043

For Adjustments and Voids:

MMIS

District Medicaid Claims Processing
P. O. Box 33458

Washington, DC 20033

Telephone Inquiries

MMIS Provider Inquiry Unit

(866) 752-9233 (outside DC metro area)
(202) 906-8319 (inside DC metro area)

99

CPT-4 Coding Information
American Medical Association
100 Enterprise Place

P.O. Box 7046

Dover, Delaware 19903-7046

Electronic Claims Submission/Electronic RA
Information
EDI (Electronic Data Interchange) — (866) 775-8563

Eligibility Determination Information

Economic Security Administration - (202) 724-5506
Inquiry Recertifications - (202) 727-5355

Fax Request - (202) 724-2041

Eligibility Verification
Interactive Voice Response System (IVR) (see
Appendix B)-(202) 906-8319

Fraud Hotline-(877) 632-2873

General Program Information
Department of Health Care Finance
One Judiciary Square

441 4th Street NW Suite 1000S
Washington, DC 20001

Telephone Number - (202) 698-2000
www.dc-medicaid.com

ICD-10-CM Orders
MEDICODE

5225 Post Way

Suite 500

Salt Lake City, Utah 84116
Telephone — (800) 999-4600

DC Medicaid Pharmacy Benefits Management
Technical Call Center: (800) 272-9679

Clinical Call Center (Prior Authorizations): (800)
273-4962

PBM Fax Number: (866) 535-7622
http://www.dc-pbm.com



http://www.dc-medicaid.com/

Medicaid Payment Schedule Information

MMIS, Inc.

Provider Inquiry Unit

P.O. Box 34743

Washington, DC 200043

Telephone Numbers

(866) 752-9233 (outside the District of Columbia)
(202) 906-8319 (inside the District of Columbia)

Pharmacy Consultant

Department of Health Care Finance
One Judiciary Square

441 4th Street NW Suite 1000S
Washington, DC 20001

Telephone Numbers

(202) 442-9078 or (202) 442-9076

100

(%

Prior Authorization Form Submission
Qualis Health

Prior Authorization Unit: (800) 251-8890
Fax number: (800) 731-2314

Email: providerportalhelp@qualishealth.org

Provider Enrollment Information
MAXIMUS

Provider Enrollment Unit

P.O. Box 34086

Washington, DC 20043-9997

Telephone Number
(866) 218-9700
www.dcpdms.com

Transportation Broker

Medicaid Transportation Management, Inc. (MTM)
Telephone Number - (888) 561-8747
www.mtm-inc.net
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IVR INSTRUCTIONS

The Bureau of Eligibility Determination, Economic Security Administration (ESA) determines eligibility
for the DC Medicaid Program.

Providers should verify the beneficiary’s name and identification number, effective dates of eligibility,
services restricted to specified providers, and whether other insurance is on file (commonly referred to as
third party liability) before rendering services.

Beneficiary eligibility may be verified by calling the Interactive Voice Response System (IVR) using a
touch-tone telephone and entering the beneficiary identification number found on the beneficiary’s
Medical Assistance ID card. The IVR is available 24 hours a day, seven days a week with unlimited
number inquiries being performed per call. The IVR may be used up to 30 minutes per call. Providers
should also have their DC Medicaid provider number or NPI number ready.

To access the District of Columbia Government Medicaid IVR, dial (202) 906-8319 (inside DC Metro
area) or (866) 752-9233 (outside DC Metro area) from your touch-tone phone. Select one of the
following options listed below and follow the prompts. The system will prompt you to enter your nine-
digit Medicaid provider number or 10-digit National Provider Identifier (NPI) followed by the pound (#)
key.

e Press 1 - To verify beneficiary eligibility and claims status.

e Press 2 - If you are a new provider and would like to enroll or if you are changing your provider
number.

e Press 3 - For EDI Technical Support Services

e Press 4 - For all other questions

Once you have concluded your inquiries, record the confirmation number provided at the end of the call.
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Issue
Assessment

Attribution
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APPENDIX M:
FREQUENTLY ASKED QUESTIONS

Question

How should we treat recently collected
clinical data, such as screens that we may
have recorded in the chart from a recent
visit? Is there a lookback period that we
are permitted to use?

How often does an assessment have to be
done?

Can I request a beneficiary go from a
higher acuity to a lower acuity as well?

Once [ obtain consent from a beneficiary,
are they enrolled?

How will new patients be eligible for
attribution?

What will happen if a patient of ours does
not appear on our attribution list, but is our
patient and meets the eligibility

criteria?

What happens if a beneficiary wants to
move to another My Health GPS provider?

Can a beneficiary choose a provider —
“self-assign” — if they have changed
providers after attribution?

Is there still a pre-enrollment status?

102

Response

Overall, we don’t want to ask you to duplicate
assessments. DHCF expects that you adhere to the
clinical standards and guidance for the particular
assessment

The Biopsychosocial Assessment is done on enrollment
and annually. Additional assessments during the year are
completed depending on the needs and status of the
beneficiary.

Yes, follow the acuity redetermination process.

No, a beneficiary is not enrolled until they have been
consented, a service is provided, and that service is billed
and paid.

After the initial attribution, there is one annual
attribution. If a beneficiary does not have a prior
relationship with a HH provider, the beneficiary will be
assigned based on geography and/or provider capacity.

If a beneficiary meets criteria between reviews the
beneficiary or provider may submit a referral request to
DHCEF by following the process outlined in the manual.

Beneficiaries have freedom of choice and can switch
providers. The provider change form should be
completed by the current MHGPS provider and the
receiving provider. Once the completed form is received
by DHCF, the provider change will be completed. All
parties will be notified.

Yes, the beneficiary can always switch providers using
the Provider Change form.

No. That status was interim during the launch of the
program to identify/forecast the potential enrollment
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Issue

Billing

Care Plan
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FREQUENTLY ASKED QUESTIONS

Question

If a provider is submitting a MyHealthGPS
claim for an MCO beneficiary and

delivers a medical service on the same day,
does the provider send one claim to the
MCO and one claim to DHCF?

How often can I be paid for the care plan
enhanced payment ?

Do I have to bill for every MHGPS service
I provide?

Do I use the U8 for a post hospitalization
update of the care plan during the year?

What do the denials mean when I submit
for all MHGPS services?

If an eligible beneficiary is hospitalized,
can an MHGPS assessment/care plan with
a signed consent be completed and a U8
Modifier used to bill during this
enrollment

Many our MHGPS patients are already in
the care of nurse care manager.Would it be
acceptable to continue a care plan in
person as opposed to starting a new one?

Can anyone on the approved care team
initiate the new care plan or does it have to
be an RN care manager?

Is the care plan good for 11 or 12 months?
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Response

numbers. Beneficiaries are now either enrolled or not
enrolled.

Yes, these are separate services and programs

Every 12 months

No, Providers only receive per member per quarter
reimbursement.

No. The Ul should be used for routine care plan updates
and the U8 is reserved for the initial and annual care
planning process.

Denials for this program will fall under to categories:
1) The provider has already been reimbursed for the
quarter

2) Errors and issues were identified with the submitted
claim

No, if the beneficiary is hospitalized. The MHGPS team
may coordinate with the beneficiary and the hospital to
visit prior to their hospital discharge. The MHGPS
assessment and care plan can be done only after the
person is discharged.

The new provider can benefit from the existing
information but will still need to meet the established
care plan requirements for a new beneficiary. The
information should be incorporated into the care plan.

Per the SPA, "Many activities of this HH component may
be provided by any HH team member but are driven by
protocols and guidelines developed by the Nurse Care
Manager or comparable health care professional." All
team members would work within the scope of their
license and practice.

The care plan is good for 12 months therefore, if an initial

was done in May the new care plan should be completed
within the quarter of the 12-month period.
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Issue

Consent

MCOs

NCQA

Outreach

Staffing
Model

Telehealth

(%

FREQUENTLY ASKED QUESTIONS

Question

How should care plans be charted for
MHGPS? Will it be acceptable to DCHF to
have elements of the care plan "living" in
different places in the EMR (or an add-on
care planning module that may be
purchased) or does DCHF wish to have all
the elements in a stand-alone "document"?

My Health GPS has been described as an
opt-out program. Why is consent required?

Are providers paid differently, if the
beneficiary is FFS or MCO?

What is the required timeline for receiving
NCQA Level 2 PCMH recognition?

What is deemed eligible activities for
outreach activities required in the first two
quarters of assignment?

What is the best way to propose an
alternative staffing model?

How can telemedicine be used in the My
Health GPS program?

Is there a difference between “in-person”
and “face-to-face™?
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Response

The care plan will need to be in one place since provider
is required to provide a copy to the beneficiary. The
assessment(s) will need to be documented and DHCF will
need to see that all required assessment fields were
conducted, but the assessment information can live
elsewhere in the EHR.

CMS requires consent

DHCEF pays the same rate directly to My Health GPS
providers for all My Health GPS beneficiaries.

My Health GPS providers must achieve Level 2
recognition, or future NCQA PCMH equivalent level
recognition, within 12 months of the date of submission
of the My Health GPS application.

Active and progressive attempts at beneficiary
engagement, including direct communication (i.e. face to
face, mail, email, telephone). The provider must
document: (a) The date and time of the activity; (b)
Identify team member who performed the activity; (c)
Note the setting; and (d) Note further action required for
the beneficiary's well-being.

DHCEF suggests reaching out to informally to discuss the
alternative staffing model. Key principles we will look
for with the alternative proposal are: Is the alternative
clinically equivalent (including level of FTE effort) to the
pre-approved team; is the alternative actuarially
equivalent to the pre-approved team; and how does the
alternative fit into the entity's workflow.

Providers may deliver My Health GPS services remotely
and use telemedicine.

Yes, in-person indicates that the provider and beneficiary
are in the same physical location. Face-to-face does not
require the provider and beneficiary to be in the same
physical location.
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FREQUENTLY ASKED QUESTIONS

Issue Question Response

Does DHCEF require a synchronous
discussion between patient and GPS team
member (e.g. substantive messages, with

Yes, if you document the substantive exchange and that
the My Health GPS service was completed (and, of

3 instructions for the patient or an update for course, a care plan has been developed).
the patient)?

4 How do I indicate that I used telehealth The GT modifier should be added as a second modifier to
with my MHGPS service? the claim/service.
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