KanCare Provider External Implementation Workgroup 

Meeting Minutes
8-30-12 
Division of Children and Families Learning Center, Room B
9:00 a.m. – 12:00 p.m.
Attendees:
	Name
	Affiliation
	In person or by phone

	DeDe Behrens


	Dentist, Ismile KCK
	

	Kim Brown


	Vice Chair, KDADS
	X

	Kent Cerneka


	Sunflower State Health Plan
	X

	Dennis Cooley


	Pediatrician
	X

	Ruth Cornwall


	Kansas Medical Society
	X

	Jerry Delashaw


	PMMA
	X

	Jim DeCoursey


	KDADS
	X

	Sandra Dixon


	KAAP/DCCCA
	X

	Paul Endacott


	Chair, KDHE
	X

	Steve Hatlestad


	Americare
	

	Jennie Henault


	Lawrence Douglas County Health Department
	X

	Laura Hopkins


	Amerigroup
	X

	Jim Johnston


	HCA Health Systems
	X

	Christine Jones


	United Healthcare
	X

	Mike Larkin


	Kansas Pharmacists Assoc.
	X

	Jim Leiker


	Alliance for Kansans with Developmental Disabilities
	X

	Mike Malone


	Kansas Optometric Association
	X

	Cissy McKinzie


	Minutes, KDADS
	X

	David Mohr


	Via Christi Health
	X

	Michelle Morgan


	NW KS Area Agency on Aging
	X

	Mike Quintero

	University of Kansas Hospital
	X

	Dulcinea Rakestraw


	Preferred Family Healthcare
	X

	Sharon Spratt


	Cottonwood, Inc.
	X

	Barbara Timberlake


	KU Physicians
	X

	Deone Wilson


	RCIL
	X

	Dwight Young

	The Center for Counseling & Consultation
	X


I. Introductions:
Paul Endacott and Kim Brown welcomed the Workgroup members.  Where to park, restroom and break room locations at the Learning Center were discussed.
II. Health Home Presentation – Becky Ross   

Becky Ross, Medicaid Initiatives Coordinator with Kansas Department of Health and Environment, was a guest presenter at this meeting to present on Health Homes per the providers’ request from this group’s last meeting.  Becky’s slide presentation on Medicaid Health Homes is embedded below:

[image: image1.emf]MEDICAID HEALTH  HOMES 8.30.12 Handout.pptx


III. MCO Presentations
Each of the Health Plans provided presentations to the group including topics such as claims, timely filing, prior authorizations, appeals, and customer service.  All presentations are on the KanCare website at:  http://www.kancare.ks.gov/mco_workgroup.htm  under “Managed Care Organization Presentations”

a. Sunflower

Several Sunflower staff presented to the group in person and by phone. 

b. United

Christine Jones provided United’s presentation to the members.

c. Amerigroup

Laura Hopkins provided Amerigroup’s presentation to the members.
IV. Credentialing & Contracting Update
Several documents and KanCare information were provided and discussed with the group:  

· The standardized 8-3-12 final and approved KS Facility/Provider – Initial and Re-credentialing Application was distributed to the group.  This credentialing application is for Home and Community Based Services (HCBS), Hospital, and  Nursing Facility providers:

[image: image2.emf]20120911100201963 .pdf


· The Behavioral Health Facility/Agency Credentialing Application for Behavioral Health facilities was also distributed:


[image: image3.emf]20120911100258655 .pdf


· Individual practitioners will continue the CAQH process.

· A new KanCare website is being released (8/31/12) with a lot of helpful information for providers.  The link is:  http://www.kancare.ks.gov/
· Handouts were also distributed to the providers on Health Plan Subcontractors and contact information, along with the State of Kansas Fair Hearing Process.

Health Plan Subcontractor table of services by MCO:  

[image: image4.emf]20120911103021843 .pdf


MCO Subcontractor Service Contact information:


[image: image5.emf]20120911103009116 .pdf


· State of Kansas Fair Hearing Process:


[image: image6.emf]20120911103202233 .pdf


V. Quality Measures Update
This topic area will be addressed in later meetings.  It was discussed that four State agencies including Juvenile Justice are looking at data all together.  The Quality package will not be finalized by January 1st, but will not need to be complete by go-live as Quality measures for the first year will be primarily baseline data like HEDIS.  
VI. KanCare Educational Tour Dates
The State provided a handout of upcoming KanCare Educational Tour Round 2 information.  This document is embedded below:

  
[image: image7.emf]20120911102941172 .pdf


VII. Provider Input
A couple of questions raised included the DD waiver contracts and Amerigroup buy-out by Wellpoint.  
It was discussed that there is no need to complete contracts for the DD waiver at this time unless the provider is providing services other than waiver services or is involved in the pilot.  The State is currently pulling all prior authorizations to get background data pull.   
Regarding the question on Amerigroup being bought out by Wellpoint, Amerigroup responded that Wellpoint will be moving their business processes under Amerigroup to gain experience with the public sector business.   

Next meeting:  
 September 20, 2012
 9 a.m. – 12:00 p.m.
 DCF Learning Center, Room B
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Behavioral Health Facility/Agency — Credentialing Application

ATTACHMENTS NEEDED please include with your completed application the following items
for each location.

W-9 Form completed, signed and dated

Copy of current State License/State approval (as applicable)

Copy of Medicare/Medicaid Participation Certification (as applicable)

Copy of Certifications and/or Accreditation Certificates (e.g. Medicare, etc.)
Copy of Declaration Sheet and/or Certificate of Insurance

Ooooon

O For facilities/programs with an acute inpatient component:
Professional/general liability $1,000,000/$3,000,000 minimum coverage

O For facilities/programs without an acute inpatient component:
Professional liabitity $1,000,000/$3,000,000 minimum coverage
Comprehensive general fiability $1,000,000/$3,000,000 minimum coverage

Piease note:
O Al applications must complete all questions (uniess ctherwise noted)
0 Please check the N/A box if not applicable
O Applications that do not include all requested documents and responses to questtons will not be able
- t0-be- processed.-- :
O Please return all documents via the method below
= Sunflower: Patricia Hill, Manager, Provider Data Mgmt, 7700 Forsyth Boulevard, St. Louis, MO 63105
v UnitedHealthcare/Optum: Please return this application along with your contract to the address provided
on your cover letter or directly to your assigned UnitedHealthcare/Optum Contractor.
= Amerigroup:
o If FedEx / UPS: Amerigroup, ATTN: Angela Pimentel, 1801 Sara Drive, Ste. H, Chesapeake, VA 23320
o If regular mail: Amerigroup, ATTN: Angela Pimentel, PO Box 62509, Virginia Beach, VA 23466

1. Facility / Provider Name & Address:
Legal
Name:
DBA
Name:
Corporate Name
(if different):

Identify what hest describes the organization {check}

MH | SA NH | SA
Freestanding Day Treatment Detox
Freestanding IOP Psychiatric Residential Treatment Facility
General Hospital Outpatient Clinic
Federally Qualified Heath Center Rural Health Center
Psychiatric Hospital Peer Support
Methadone Maintenance Tribe/Tribal Organization/Urban Indian Organization
Community Mental Health Center Residential Treatment Center






2. Services Provided:

Indwldtja_l E:ouhéeling

Group Counseling

Intensive Qutpatient

Partial Hospitalization

Reintegration

Intermediate

Acute detoxification

Assessment/Referral

Medicaid Case Management

Peer Support

Crisis Intervention

Evaluation and Assessment

Testing

individual Therapy

Family Therapy

Group Therapy

Medication Management

Medication Administration

Case Consultation

Community Psychiatric Support and Treatment

Psychosocial Rehabilitation

Peer Support

Crisis Intervention






Targeted Case Management for the SPMI/SED populations

Evaluation and Assessment

Inpatient

Emergency Room Services

Intensive Qutpatient

Partial Hospitalization

Parent Suppoert and Training

Short Term Respite Care

Professional Rescurce Family Care

Independent Living/Skill Building

Wrap arcund Facllitation

i-Attendant-Care.-- -
Federal Tax ID Number: Is this Tax ID used for all locations? [_| Yes [] No
NPI Is this for all locations? ] Yes [J No
Taxonomy Is this NPT used for all locations? [] Yes [ No

*If No, please list on a separate sheet of paper all numbers and the Legal Name for each

Primary Address:

City County

FANDICAP ACCESSIBLE Oyes O vo OO w4
State Zip ADA Compliant O ves O ~vo O w4
Phone  ( ) - Ext: Fax:  ( ) -

Office Hours [ ] Open 24 hours - or complete hours of operations below

MON TUES WED THU FRI SAT SUN

What are your after hour arrangements?

Credentialing Contact / Office Manager
Phone ( ) - Ext: Fax: ( ) -

E-Mall Address:






Billing Address: Same as Primary (] Yes L] No Ifsame as primary, do not complete this section

Address

City State ' Zip

Phone ( ) - Ext. Fac | ) -

Mailing Address: Same as Primary (] Yes (] No  Ifsame as primary, do not complete this section
Address

City State Zip

Phone ( ) - Ext; Fax: ) -

CORPORATE/SYSTEM OWNER (as provided on W-9): [ N/A

Name:
DBA
Name:

Address:

City State Zip

Phone ( ) - Ext. Fax: ( ) -

4, ADDITIOMAL PRACTICE / OFFICE LOCATIONS? 7] Yes (3 No If yes, lease list other practice/office
addresses.

If additional space is needed, please attach a separate page.

STREET

g7 iy
pen 24 hours - or complete hrs of operations below
PHONE A MCN | TUES | WED THU FRI SAT SUN

HANDICAP ACCESSIBLE Ovyes [ vo[d w4
ADA COMPLIANT Ovyes (O voC nA

= z Fica Hou =
il PRI R e
{1 Open 24 hours - or complete hours of aperations below

PHONE FAX MON TUES WED THU FRI SAT SUN
HANDICAP ACCESSIBLE Ores O vod na
ADA COMPLIANT Ovyes O vod M

What are your after heur arrangements?






Ly

] bpen 24 hours - or completé hours of operations below

6. LICENSURE/CERTIFICATIONS

Medicare Certified:

Medicare Numbers:

Medicaid Certified:

FHONE FAX MORN [TUES WED THU FRI SAT SUN
HANDICAP ACCFSSIBLE Oyes O w0 wa
. ADA COMPLIANT Oves O v wa
“ What are your afier hour arrangements?
5. SERVICE COUNTIES Check all counties you will be providing the above checked services
**If you provide different services in different counties, please attach explanation
(] Allen [ Coffey [dGeary [ Johnson ] Miami 1 Pratt [] Sherman
[ Anderson ] Comanche [ Gove L] Kearny "] Mitchell ([l Rawlins [ Smith
[] Atchison (] Cowley (] Graham [ Kingman [ Mortgomery  [_] Reno [L] Stafford
[] Barber U Crawford [ Grant [ Kiowa (] Motris [ ] Republic [] Stanton
i | Barton (] Decatur [ ] Gray (] Labette ] Morton [] Rice [7] stevens
[ 1 Bourbon [ Dickinson  [] Greeley (] Lane (] Nemaha [ Riley {1 sumner
(] Brown L] boniphan [ Greenwood ~ [] Leavenworth [] Neosho [JRooks ] Thomas
L] Butler [] Douglas [ Hamilton (] Lincoln [] Ness [} Rush ] Trego
U chase [ Edwards [ Harper L] Linn ... Norton . .. Russell.... [ wabaunsee........
(] Chautauqua {] Elk [ ] Harvey [ Logan ] Osage [ saline [ wallace
L] Cherokee  [] Ellis [ Haskell ] Lyon [ 1 Oshorne ] Scott [] washington
L] Cheyenne [ Ellsworth [] Hodgeman [ ] Marion ] Ottawa [ Sedgwick [] wichita
(] Clark (] Finney (] Jackson 7] Marshall (] Pawnee U Seward  [] Wilson
[ Clay [ ] Ford (] Jefferson [ 1 McPherson [ Phillips (] Shawnee [] Woodson
(J Cloud (I Franklin -~ [ Jewell (] Meade [ pottawatomie [] Sheridan [] Wyandotte

LIYES [ NO (If YES, attach a copy CMS letter indicating Medicare # & effective date)

Medicaid Numbers:

(Jyes []NoO (If YES, attach a copy State letter indicating Medicaid # & effective date)






Name of Corporate
Entity on Declaration
Sheet and/or Certificate

of Insurance:

P jE s

£ it g2 it
the license to do business in any applicable jurisdi
renewed? []YES [ NO

2. Has the business been denied participation, suspended from ar denied renewal from Medicare or Medicaid?
[Jyes (ONO

3. Has the business ever had its professional liability coverage cancelled but not renewed? C1YEs [INO

4. Has the business been denied accreditation by its selected accrediting body (e.g. JCAHO), or had Its accreditation status
reduced, suspended, revoked or in any way revised by the accrediting body? C1yes TINO [NA

5. During the past five years, has the business entered into a settlerent disposition of $100,000 or more for any
malpractice claim? [] YES [ NO

&. Are there any malpractice claims pending against the business? [1yes LINO

8. Accreditation Status

[JicaHo; [JAcAa [dasaHc [JHFaP [ AcHc [OJcHap Obnv [0 coa [ CAH 1 DNV

TIC

[CJCARF

[ Other:

Has provider had an on-site survey by CMS or State agency? L] Yes [] No Date of last State survey: / /
If no, successful completion of a health plan onsite visit will be required to complete credentialing. You will be contacted
by the Health Plan to schedule the visit.

Non accredited providers must provide a copy of their most recent government agency survey (may not be older than
36 months) along with your Corrective Action Plan (if deficiencies were cited), OR attach letter from government
agency stating Facility is in substantial compliance with most recent survey standards. Facilities who don't meet the
requirements above require an onsite visit before network status may be granted. Failure to provide documentation
or complete the onsite survey may delay your ability to become a participating provider.






Component Attestation/Consent & Release Form

[ ] Decline Sunflower State Health Plan

I hereby understand that as a prospective/current Sunflower State Health Plan provider, I am solely responsible for
ensuring that any licensed practitioners under my employment or working in association with my clinical practice are fully
qualified and have ail necessary licenses required by all relevant laws to legaily perform the assigned functions within my
practice. Further, I agree that each such individual must be fully presented to Sunflower State Health Plan Credentials
Committee for their review and approval, and, absent such affirmative approval, Sunflower State Health Plan members
assigned to my care may not be treated or assisted by such individuals under my employment or associated to my practice
without prior approval from Sunflower State Health Plan. Further, from time to time, such ficensed practitioners may
change, as my practice associates. In all such cases, I accept responsibility for notifying Sunflower State Health Plan in a
timely manner about these new arrangements and will be responsible for fully cooperating in the submission of completed
application forms-and providing any other information as may be required to satisfy Sunflower State Health Plan
credentials/re-credentials requirements for all such Individuals assodiated with my practice.

By applying for participation to the Plan, I hereby fully understand that the information submitted in this application shail be
held confidential by the Plan and provided only to individuais connected with the Plan on a need to know basis.
Notwithstanding the foregoing, I agree to the following:

¥ Participation in the credentialing review functions of the Plan.

¥ Authorize the Plan and its representatives to consult with prior or current associates and others who may have
information bearing on our professional competence, character, health status, ethical qualifications, ability to
work cooperatively with others and other qualifications needed for verification of credentials. This includes such
primary scurce verifications as accreditation bodies, professional liability carriers, State and Federal agencies or
any other verification entities required by the Plan’s accrediting bodies, CMS, DOM, or other State or Federal
regulatory agencies.

¥ Consent to an inspection by the Plan and its representatives of all documents that may be material to an
evaluation of qualifications and competence. This is applicable if the applicant is not accredited by a nationally
recognized accrediting body.

¥ Consent to the release of such information for credentialing purposes.

v Release from liability all representatives of the Plan for their acts performed and statements made, in goed faith
and without malice, in connection with evaluating the application, credentials and qualification for determination
of credentialing status.

¥ Acknowledge that I, the Applicant, have the burden of producing adequate information for a proper evaluation of
our professional, ethical and other qualifications for credentialing purpose and for resolving any doubts about
such qualifications.

v Acknowledge that any material misstaternert in, or omissions from, this application constitute cause for denial of
credentialing status or cause for summary for revocation or suspension of privileges and/or dismissal from the
participating network,

STATEMENT OF APPLICATION/AUTHORIZATION FOR RELEASE OF INFORMATION
In order to evaluate this application for participation in and/or continued participation in the Plan, the Facility hereby gives
permissian to the Plan to request from other entities information regarding the Facility’s credentials and qualifications. This
includes consent to contact the Facility's accreditation agencies, State Reguiatory and Licensing Departments, professional
liability and workers compensation insurance carriers, The Facility understands that the Plan will use this information in a
confidential manner on its own behalf and, if applicable, as an agent for one of its affiliated networks in connection with the
administration of the Plan.

The Facility certifies that the information provided and the answers to the questions on this application are accurate and
compiete. While this application is being evaluated, and if this Facility/Subcontractor is selected or retained, after such
selection or retention, the Facility agrees to inform the Plan in writing within 15 days of any changes in the information
provided and the answers to questions on the application as a result of developments subsequent to the execution of this
application. ‘

The Facility agrees that submission of this application does not constitute selection or retention by the Plan on its awn
behalf or, if applicable, as an agent for one of its affiliated Plans and if the Facility is initially applying for participation,
grants this Facility no rights or privileges in any Plan programs or any program or ane of its affiliated Plans until such time
as this Facility receives notice of selection.

All information submitted in this application is true and complete to the best of my/our knowledge and belief. A photo copy
of this original constitutes our written authorization and requests to release any and all documentation relevant to this
application. Said photo copy shall have the same force and effect as the signed original.

7





e ani

{1 Decline UnitedHealthcare/Optum

ANY ALTERATION OR FAILURE TO SIGN AND DATE THIS FORM WILL RESULT IN THE DELAY OF PROCESSING THIS
APPLICATION '

By signing below, I attest that I am the duly authorized representative of the Component, that all information on the
Application pertains to the avae-named Component, and that such information is current, complete and cotrect.

All information provided in this or in connection with this application is compiete and accurate to the best of my knowledge,
and I shall immediately notify Amerigroup of any changes thereto. I understand that this application does not entitle me to
participation in Amerigroup. By applying for appointrnent as an Amerigroup Participating Provider, I authorize the Plan, its
“medical director and appropriate representatives to consult with administrators and members of other institutions where I
have been assaciated, including past and present malpractice carriers who may have information bearing on my
professional competence, character and ethical qualifications. I hereby further consent to the inspection by Amerigroup, its
medical director and appropriate representatives of all records and documents, excluding medical records of non-members
of Amerigroup’s Plans, that may be material to an evaluation of any professional qualifications and competence to carry out
the requested duties, as well as my moral and ethical qualifications for Participating Provider status with Amerigroup. 1
consent and agree that Amerigroup will compilete a criminal history background check to determine if I or any
Subcontracted Providers have any history of felony convictions, including adjudication withheld on a felony, plea or nolo
contendere to a felony or entry into a pretrial for a felony. I agree to obtain any consents or approvals required for my
Subcontracted Providers to undergo such background checks. I hereby release Amerigroup and its representatives from
liablity for their acts performed in good faith and without malice in connection with evaluating my application, credentials
and qualifications. I hereby release any individuals and organizations from any liability that provide information to
Amerigroup or its staff in good faith and without malice concerning my professional competence, ethics, character, and
other qualifications, and I hereby consent to the release of such information. By executing this application, I confirm that I
am bound by the terms of the Ancillary Agreement between me or my group and Amerigroup, as such terms may be
applicable to me. ’

I understand that as an applicant for participation in Amerigroup, I have the right to review information obtained from
primary verification sources during the credentialing process. I further understand that upon notification from Amerigroup,
I have the right to explain any information obtained that may vary substantially from that provided by me and correct any
erroneous information submitted by another party. This shall be accomplished by my submission of a written explanation
or by appearance before the Credentialing Committee, if they so request. I further understand that I may appeal the
Committee’s decision either in writing or by appearance before the Credentialing Committee, if they so request.

Business Name:
Authorized Representative Name
(Print or Type)

Title:

Signature:

Date:





Non-Program Based Agen'cy' bété.

Please fill in the following information: Expertise, Language(s), Ethnicity(ies), and Population Treated for Primary Practice Address

Practice Address # 1 (Primary)

City

State

Zip

| Provider Name

Check if
Applicable

Special Interest

Schizophrenia and Schizoaffective

Bipolar Disorders

Depressive Disorders

Anxiety Disorders

PTSD

ADHS

Personality Disorders

Please write in any additional certifications in
evidence based practices

Provider Name

Check if
Applicable

Special Interest

Schizophrenia and Schizoaffective

Bipolar Disorders

Depressive Disorders

Anxiety Disorders

PTSD

ADHS

Personality Disorders

Please write in any additional certifications in

evidence based practices

Provider Name

Check if
Applicable

Special Interest

Schizophrenia and Schizoaffective

Bipclar Disorders

Depressive Disorders

Anxiety Disorders

PTSD

ADHS

Personality Disorders

Please write in any additional certifications in
evidence based practices

language(s) spoken by clinicians within Agency (write in):

Ethnicity(ies} of dinicians (write in):

Gender(s): Male J:] Femaie E

Age Range Served

Geriatric (65 yrs or more) [ Yes
Adult (18 - 64 years) [ Yes
Adolescent (13 - 17 years) ] Yes
Child (12 yrs or less) ] Yes

] Ne
d No
] No
L] No

Indicate any additional services that you provide (other
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_1411552737.pdf
Division of Health Care Finance
Landon State Office Buiiding

900 SW Jackson Street, Room S900-N

Topeka, KS 66612

Phone: 785-296-3981
Fax: 785-296-4813
www kdheks.gov/hof/

Robert Moser, MD, Secretary

Services

HCBS waivers, except SED
Waiver

Vision

Dental

High Tech Imaging

Pharmacy

Transportationi

Behavioral Health & SED
Waiver

Pharmacy
Transportation
Dental

Vision

Pharmacy
Behavior Health
Dental

Vision
Transportation

Department of Health & Environment Sam Browsbac k, Govemnor

Managed Care Organizations

Telephone #

877-644-4623

800-531-2818
855-873-1283
800-788-4005
800-460-8988

L

800-989-1655

366-488-4708
720-771-6740
855-812-9206
800-508-6965

Subcontractors

Sunflower

Website

www sunflowerstatehealth.com

www.oplticare.com
www.dentaquesteov.com
www.niahealthcare.com
WWW.1sscript.com
AW TG feE
wWww.cenpatico.com

Amerigroup

United Healthcare of the Midwest

800-613-3591
314-592-3743
262-285-3059
916-858-5339
800-243-5560

www.providerrelationsrequests(@vsp.com
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KanCare Educational Tour — Round 2 — Sept. 24-26
Teleconference Offered Sept. 27

MEETING TIMES FOR:

Providers - 1:00-3:00 p.m.
Consumers - 6:00-8:00 p.m.
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KS Facility/Provider - Initial and Re-credentialing Application

ATTACHMENTS NEEDED please include with your completed application the following items
for each location.
W-9 Form completed, signed and dated
Copy of current State License/Approval (as applicable)
Copy of Medicare/Medicaid Participation Certification {(as applicable)
Copy of Certifications and/or Accreditation Certificates (e.g. TIC, Medicare, etc.)
Copy of CLIA certification (as applicable)
Copy of Declaration Sheet and/or Certificate of Insurance
o For HCBS Providers who are not providing medical or behavioral health services General
Liability Insurance Policies
o All other provider types: BOTH Current Professional Malpractice and Comprehensive
General Liability Insurance Policies

OOooo0oOono

Piease note:

¥ Al applications must complete all questions (unless otherwise noted)

¥v" Please check the N/A box if not applicabie

v Applications that do not include all requested documents and responses to questions will not be
able to be processed.

¥v" Please return all documents via the method below:
=  Sunflower: Patricia Hiil, Manager, Provider Data Mgmt, 7700 Forsyth Boulevard, St. Louls, MO 63105
= UnitedHealthecare: Please return this application along with your contract to the address provided on

your cover letter or directly to your assigned UnitedHealthcare Contractor.

= Amerigroup:

o~ If FedEx / UPS: Ameridroup, ATTN: Angela Pimentel, 1801 Sara Drive, Ste. H, Chesapeake, VA'23320

o If regular mail: Amerigroup, ATTN: Angela Pimentel, PO Box 62509, Virginia Beach, VA 23466

1. Facility / Provider Name & Address:
Legal
Name:
DBA
Name:
Corperate Name
(if different):

Type of Compenent (As listed on License or Accreditation):

] Ambulatory Surgical Center [ Skilled Nursing Fadility ] Diagnostic Imaging Center  [] Rehabilitation Facility

] Home Health Agency U] Hospice 1 Hospital [ Laboratory
(] FQHC ] RHC [ Renal Dialysis Center ] HCBS
[l other
Federal Tax ID Number: 15 this Tax ID used for all fecations? (] Yes 1 No

*If No, please list on a separate sheet of paper all Tax ID numbers and the Legal Name for each

Primary Address:
City County

HANDICAP ACCESSIBLE [ yes O wvo [ M4
State Zp ADA Comptiant [J ves [0 vo O M4
Phone ( ) - Ext: Fax:  ( } -

Office Hours [ | Open 24 hours - or complete hours of operations below : _
MON TUES WED THU FRIL ~ SAT SUN

8 3 12 K8 Final Approved Joint Credentialing Application
Page 1 0f' 8






Credentialing Contact / Office Manager

Phone ( ) . - Ext:

Fax:  (

E-Mail Address:

Billing Address: Same as Primary ] Yes (] No Ifsame as primary, do not complete this section
Address

City State Zip

Phone  ( ) - Ext: Fax: ( ) -

Mailing Address:

Address

Same as Primary [] Yes (] No

If same as primary, do not complete this section

City

State Zip

) - Ext:

Phone (

Fax:

NS

2. CORPORATE/SYSTEM OWNER (as provided on W-9): (] N/A

Name;

DBA
Name;

Address:

City

Phone ( ) - Ext:

State Zip

) -

Fax: (

3. ADDITIONAL PRACTICE / OFFICE LOCATIONS? [] Yes [] No If yes, lease list other practlceloff' ice addresses.
If additional space is needed, please attach a separate page.

STREET

Ty CQ&’!%’?”Y 51 o
|:l Open 24 hours - or complete hours of operations beiow a
| FPHONE FAY MON TUES WED THU FRI SAT SUN
HANDICAP ACCESSIBLE Oyves O M0 w4
A ADA COMPLIANT Oves O yvoO MA
STREFYT
CITY CG&?V?’}’ 57 2EF
[:I Open 24 hours - or complete hours of operations be!ow
FHOME FAX MON TUES WED THU FRI SAT SUN
Lt HANDICAP ACCESSIBLE Clyes O vod nA
5 ADA COMPLIANT Ores O Mo VA

$3 12 KS Final Approved Joint Credentialing Application
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4,

STREET

LIy

COUNTY

[_]1 Open 24 hours - ar i:ohﬁplete

PHOME FAX
HANDICAP ACCESSIBLE
ADA COMPLIANT

Oyes 0 vod vA
Cyes O mvold wA

MON [TUES |WED THU SUN

QUESTIONS #4 & #5 APPLY TO HCBS PROVIDERS ONLY

FOR HCBS PROVIDERS: SERVICES Check the services you provide

AUTISM WAIVER

[J AUS50 AUTISM SPECIALIST _
(] AUS54 FAM ADJUSTMENT COUNSELING
[J AU173 INTERPERSONAL COMM.THERAPY

(7] AU551 INTENSIVE INDIVIDUAL SUPPORTS
(] AUS53 PARENT SUPPORT
] AUS52 RESPITE CARE

FRAIL ELDERLY (FE) WAIVER

(3 FE410 ADULT DAY CARE
[l FE441 ASSISTIVE TECHNOLOGY

(] FES10 ATTENDANT CARE SERVICE = PROVIDER

DIRECTED LEVEL I

[ FES11 ATTENDANT CARE SERVICE ~ PROVIDER

DIRECTED LEVELII /11T~

] FE518 COMPREHENSIVE SUPPORT —
PROVIDER-DIRECTED

[ FES30 FINANCIAL MGMT SERVICE (FMS)
[] FES31 HOME TELEHEALTH-INSTALL/TRAIN
[ FES32 HOME TELEHEALTH-MONTHLY

(3 FE509 MEDICATION REMINDER
[0 FES15 NURSING EVALUATION VISIT
["] FE252 PERS - INSTALL
[] FE253 PERS ~ RENTAL
[[1-FE237 TARGETED CASE MANAGEMENT -
] FES14 WELLNESS MONITORING
SELF DIRECTED SERVICES
(] FES11 ATTENDANT CARE
(] FE518 COMPREHENSIVE SUPPORT
(] Fe513 SLEEP CYCLE SUPPORT

PHYSICAL DISABILITY (PD) WAIVER
] PD500 ASSISTIVE SERVICES
(] PD530 FINANCIAL MGMT SERVICE (FMS)
[] PD535 HOME-DELIVERED MEALS (HDM)
(] PD509 MEDICATION REMINDER SVC
[ PD367 PERS SYSTEM / INSTALL/MONTHLY
(] PDPSA PERSONAL SVC-AGENCY DIRECTED

(] PDSCS SLEEP CYCLE SUPPORT (SCS)
(] PD237 TARGETED CASE MANAGEMENT
SELF DIRECTED SERVICES

(7] PDPSS PERSONAL SERVICES

[] PDSCS SLEEP CYCLE SUPPORT

TECHNOLOGY ASSISTED (TA) WAIVER

] TA530 FINANCIAL MGMT SERVICE (FMS)

(] TA560 HEALTH MAINT. MONITORING

(] TA559 HOME MODIFICATION

(] TA555 INDEPENDENT CASE MANAGEMENT
[ 7A562 INTERMITTENT INTENSIVE MED CARE

[] TAS57 LONG-TERM COMMUNITY CARE ATTENDANT-
AGENCY DIRECTED

U] Tas56 SPECIALIZED MEDICAL CARE/RESPITE

SELF DIRECTED SERVICES
(7] TA558 LONG-TERM COMMUNITY CARE ATTENDANT

TRAUMATIC BRAIN INJURY (TBI) WAIVER

[[] TB503 ASSISTIVE SVCS (Contractors or DME)
(1 TB177 BEHAVIOR THERAPY

(] 'tB178 COGNITIVE THERAPY

[ 8520 FINANCIAL MGMT SERVICE (FMS)

(1 TB536 HOME-DELIVERED MEALS

[ TB509 MEDICATION REMINDER SERVICES
(] 18171 OCCUPATIONAL THERAPY

1 TB268 PERS SYSTEM / INSTALL / MONTHLY

& 3 12 KS Final Approved Joint Credentialing Application

[ TB363 PERSONAL SVCS— AGENCY DIRECTED

[ TB170 PHYSICAL THERAPY

[} TB366 SLEEP CYCLE SUPPORT (SCS)

[ TB173 SPEECH/LANGUAGE THERAPY

(] TB540 TRANSITIONAL LIVING SKILLS

SELF DIRECTED SERVICES '
(1 TB366 SLEEP CYCLE SUPPORT

(1 T8363 PERSONAL SERVICES
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5. FOR HCBS PROVIDERS - SERVICE COUNTIES Check alf counties you will be providing the above checked services
*XIf you provide different services in different counties, please attach explanation,

[ Allen ] Coffey [ Geary 3 Johnson ] Miami 1 Pratt (1 Sherman
[ Anderson  [[] Comanche [] Gove [ Kearny (] Mitchell [ rawlins  [] Smith

[] Atchison (] Cowley [ Graham [ Kingman (] Mortgomery [ Reno [ Stafford

[_] Barber (1 Crawford  [] Grant Cikiowa - [ Morris (1 Republic [ Stanton

[} Barton ( Decatur  [] Gray [ Labette (] Morton [ Rice ] stevens

(1 Bourben {7 Dickinson [ Greeley (1 Lane ] Nemaha (1 Riley [ sumner

(1 Brown ] Doniphan  [] Greenwoed ] Leavenworth [ Neosho O rRooks  [] Thomas
[} Butler [ bouglas ] Hamilton ] Lincoln [ Ness ] Rush [] Trego

[ Chase (] Edwards L] Harper (] Linn [ Norton O Russell  [] wabaunsee
[J Chautauqua [] ETk ] Harvey (] Logan [} Osage [1saline  [] wallace

[ Cherokee [ Eliis L] Haskeli [ Lyon [} Oshorne ] Scott [] Washington
[l cheyenne [ Elisworth  [] Hodgeman  [] Marion [] Cttawa (] Sedgwick [] wichita

[ Clark [} Finney [] Jacksen (] Marshall [] Pawnae [l Seward [ Wilson

(] Clay ] Ford [[] Jefferson T McPherson [ Phillips [] shawnee [ Woodson
] Cloud [[] Frankin [ Jewell 1 Meade [ pottawatomie [] Sheridan ] Wyandotte

6. LICENSURE/CERTIFICATIONS
Medicare Certified: [ ] YES [_] NO (If YES, attach a copy CMS letter indicating Medicare # & effective date)
Medicare Numbers.:

Medicaid Certified: [ YES { | NO (If YES, attach a copy State letter indicating Medicaid # & effective date)

b

ovic 8 o)

Name of Corporate Entity cn
Declaration Sheet and/for
Certificate of Insurance:

8 3 12 KS Final Approved Joint Credentialing Application
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1. Has the license to do business in any applicable jurisdiction ever been denied, restricted, suspended, reduced or not
renewed? [ YES [ NO

2. Has the busiress been denied participation, suspended from or denied renewal from Medicare or Medicaid?[_] YES [] NO

3. Has business ever had its professional liability coverage cancefled but not renewed? [ YES [ ] NO

4. Has the business been denied accreditation by its selected accrediting body (e.q. TIC), or had its accreditation status
reduced, suspended, revoked or in any way revised by the accrediting body? YES [LINO [N/A

A. ,
Llaasm [ 1aaamc [Jaaaask [Jaec [ JacHc [Jack [Jaca [Jaspa  [[]BOCIntl.
[(lcasc [} cacH [Jcap {lcarr [Jccac [Jewap [Jcoa [ Jcola. [ ] corr
Clonv [JHeu  [] wrap [J Haaa []ac [Inasp [JnBAcs (e [

|:| Other:

("] NOT ACCREDITED {complete section B below)

Date of initial accreditation: / / Date of next survey

Date of last survey: / /

B.
Has provider had an on-site survey by CMS or State agency? |:| Yes |_—__| No Date of last State survey: / /

If no, successfui completion of a health plan onsite visit will be required to complete credentialing. You will be contacted
by the Health Plan to schedule the visit.

Non accredited providers must provide a copy of their most recent gevernment agency survey {(may not be older than
36 months) along with your Corrective Action Plan (if deficiencies were cited), OR attach letter from government
agency stating Facility is in substantial compliance with most recent survey standards. Facilities who don’t meet the
requirements above require an onsite visit before network status may be granted. Failure to provide documentation
or complete the onsite survey may delay your ability to become a participating provider,

8 3 12 XS Finai Approved Joint Credentialing Application
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Component Attestation/Consent & Release Form

] Decline Sunflower State Health Plan

I hereby understand that as a prospective/current Sunflower State Heafth Plan provider, I am solely responsible for
ensuring that any licensed practitioners under my employment or working in association with my clinical practice are fully
qualified and have all necessary licenses required by all relevant laws to legally perform the assigned functions within my
practice. Further, T agree that each such individual must be fully presented to Sunflower State Health Plan Credentials
Committee for their review and approval, and, absent such affirmative approval, Sunflower State Health Plan members
assigned to my care may not be treated or assisted by such individuals under my employment or associated o my practice
without prior approval from Sunflower State Health Plan. Further, from time to time, such licensed practitioners may
change, as my practice associates. In all such cases, I accept responsibility for notifying Sunflower State Health Plan in a
timely manner about these new arrangements and will be responsible for fully cooperating in the submission of completed
application forms and providing any other information as may be required to satisfy Sunflower State Health Plan '
credentials/re-credentials requirements for all such individuals assodated with my practice.

By applying for participation to the Plan, I hereby fully understand that the information submitted in this application shall be
held confidential by the Plan and provided enly to individuals connected with the Plan on a need to know basis.
Notwithstanding the foregoing, I agree to the following:

¥ Participation in the credentialing review functions of the Plan.

¥ Authorize the Plan and its representatives to consult with prior or current associates and others who may have
information bearing on our professional competence, character, health status, ethical qualifications, ability to
work cooperatively with others and other qualifications needad for verification of credentials. This indudes such
primary source verifications as accreditation bodies, professional liability carriers, State and Federal agencies or
any other verification entities required by the Plan’s accrediting bodies, CMS, DOM, or other State or Federal
regulatory agencies.

¥ Consent to an inspection by the Plan and its representatives of all documents that may be material to an

evaluation of qualifications and competence. This is applicable if the applicant is not accredited by a nationally

recognized accrediting body.

Consent to the release of such information for credentialing purposes.

Release from liability all representatives of the Plan for their acts performed and statements made, in good faith

and without malice, in connecticn with evaluating the application, credentials and qualification for determination

of credentialing status.

v Acknowledge that I, the Applicant, have the burden of producing adequate information for a proper evaluation of
our professional, ethical and other qualifications for credentialing purpose and for resolving any doubts about
such qualifications.

v Acknowledge that any material misstatement in, or omissions from, this application constitute cause for denial of
credentialing status or cause for summary for revocation or suspension of privileges and/or dismissal from the
participating network.

T

STATEMENT OF APPLICATION/AUTHORIZATION FOR RELEASE OF INFORMATION
In order to evaluate this application for participation in and/or continued participation in the Plan, the Facility hereby gives
permission to the Plan to request from other entities information regarding the Facility’s credentials and qualifications. This
includes consent to contact the Facility’s accreditation agencies, State Regulatory and Licensing Departments, professional
liability and workers compensation insurance carriers. The Facility understands that the Plan will use this information in a
confidential manner on its own behalf and, if applicable, as an agent for one of its affiliated networks In connection with the
administration of the Plan. '

The Facility certifies that the information provided and the answers to the questions on this application are accurate and
complete. While this application is being evaluated, and if this Facility/Subcontractor is selected or retained, after such
selection or retention, the Facility agrees to inform the Plan in writing within 15 days of any changes in the information
provided and the answers to questions on the application as a resuit of developments subsequent to the execution of this
application.

The Facility agrees that submission of this application does not constitute selection or retention by the Plan on its own
behalf or, If applicable, as an agent for one of its affiliated Plans and if the Facility is initially applying for participation,
grants this Facility no rights or privileges in any Plan programs or any program or one of its affiliated Plans until such time
as this Facility receives notice of selection.

All information submitted in this application is true and complete to the best of my/dur knowledge and belief, A photo copy
of this original constitutes our written authorization and requests to release any and all documentation relevant to this
application. Said photo copy shall have the same force and effect as the signed original. U
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[] Decline UnitedHealthcare

ANY ALTERATEION OR FAILURE TO SIGN AND DATE THIS FORM WILL RESULT IN THE DELAY OF PROCESSING THIS
APPLICATION

By signing below, I attest that I am the duly authorized representative of the Component, that all information on the
Application pertains to the above-named Component, and that such information is current, complete and correct.

Your signature is required to complete this application. Stamped signatures are NOT acceptable.

[] Decline Amerigroup

All information provided in this or in connection with this application is complete and accurate to the best of my knowledge,
and I shall immediately notify Amerigroup of any changes thereto. I understand that this application does nat entitle me to
participation in Amerigroup. By applying for appointment as an Amerigroup Participating Provider, T authorize the Plan, its
medical director and appropriate representatives to consult with administrators and members of other institutions where 1
have been associated, including past and present maipractice carriers who may have information bearing on my
professional competence, character and ethical qualifications. I hereby further consent to the inspection by Amerigroup, its
medical director and appropriate representatives of all records and documents, excluding medical records of non-members
of Amerigroup’s Plans, that may be material to an evaluation of any professional qualifications and competence to carry out
the requested duties, as well as my moral and ethical qualifications for Participating Provider status with Amerigroup. I
consent and agree that Amerigroup will complete a criminal history background check to determine if I or any
Subcontracted Providers have any history of felony convictions, including adjudication withheld on a felony, plea or nolo
contendere to a felony or entry into a pretrial for a felony. I agree to obtain any consents cr approvals required for my
Subcontracted Providers to undergo such background checks. I hereby release Amerigroup and its representatives from
liability. for- their.acts performed. in-good fatth-and without malice in- connection-with-evaluating-my-application; credentials
and qualifications. I hereby release any individuals and organizations from any liability that provide information to
Armerigroup or its staff in good faith and without malice concerning my professional competence, ethics, character, and
other qualifications, and I hereby consent to the release of such information. By executing this appiication, I confirm that I
arm bound by the terms of the Ancillary Agreement between me or my group and Amerigroup, as such terms may be
applicable to me. .

I understand that as an applicant for participation in Amerigroup, I have the right to review information obtained from
primary verification sources during the credentialing process. I further understand that upon notification from Amerigroup,
I have the right to explain any information obtained that may vary substantialty from that provided by me and correct any
erroneous information submitted by another party. This shall be accomplished by my submission of a written explanation
or by appearance before the Credentialing Committee, if they so request. I further understand that I may appeal the

Committee’s decision either in writing or by appearance before the Credentialing Committee, if they so request.

Business Name:

Authorized Representative Name
{Print or Type)

Titie:

Signature:

Date:

8 3 12 KS Final Approved Joint Credentialing Application
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NPI Information as applicable:

NPL .
NPT Organization [ Taxonomy Level Issue If NPI Cancelled, please
Mumber | Sub-Part Name Address Code Information Date explain

83 12 KS Final Approved Joint Credentialing Application

Page 8 of 8







_1411552738.pdf
STATE OF KANSAS FAIR HEARING PROCESS

For services rendered on and after January 1, 2013, providers who have experienced an
adverse action and wish to appeal the decision, must appeal the decision through the MCO
defined process. Each MCO may have a different process which would be defined in each
MCOs’ provider manual.

If the provider does not reach a satisfactory resolution with the MCQ, the provider is then able to
follow the State Fair Hearing process as defined below in Kansas Administrative Regulations:

A Fair Hearing (FH} occurs whenever the Kansas Medical Assistance Program (KMAP), through
the Kansas Department of Health and Environment- Division of Health Care Finance (KDHE or
agency), or one of its contractors, takes an adverse action against a member with which the
member disagrees. A Fair Hearing is a formal proceeding before an impartial Hearing Officer,
also known as a Presiding Officer, who will listen to the facts of the case, and issue a decision
based upon the facts and the law.,

Pursuant to K.A.R. 30-7-65(b), the agency must provide notice when it “intends to take an action
to discontinue, terminate, suspend, or reduce assistance . . ..” The notice is to “adequate,”
which K.A.R. 30-7-65(a)(1} defines as “a written notice that includes a statement of what action
the agency intends to take, the specific policies supporting the action, an explanation of the
individual’s right to request a fair hearing, and the circumstances under which assistance is

~ gontinued if a hearing s requasted”

By statute, a request for a Fair Hearing must be submitted within thirty (30) days of the date of
KMAP’s or the MCOs’ decision unless the notice was mailed to the recipient. If KMAP or the
MCOs’ decision was mailed to the provider or the beneficiary, Kansas statute allows for an
additional three days to request a hearing. In those cases, the potential appellant would have
thirty-three (33) days from the date of the decision o request a Fair Hearing.

The Fair Hearing (FH) manager oversees the FH process from receipt of notice that a FH has
been requested until receipt of notice that the case has been closed. The FH manager and the
MCO will represent the agency at the hearing if the appellant is not represented by an attorney.

The FH process begins when the Office of Administrative Hearings (OAH) receives notice from
a provider, a beneficiary, or from one of their representatives, that the provider or the beneficiary
disagrees with a decision made by the agency or MCO. Once QAH receives the request for a
FH, it assigns a docket number to the case. The docket number is a combination of nine
numbers and letters, which provides the following information: (1) the state fiscal year the
hearing is requested; (2) whether the appellant is a provider or a beneficiary; (3) a unique
number; and {4) the class of case the denial involves.

The State Fiscal Year (SFY) runs from July 1% to June 30"™. The current SFY is 2013.
Therefore, the docket number on the Acknowledgement and Order will begin with a 13 until
June 30, 2013. Beginning July 1, 2014, the docket number will begin with 14 to signify SFY
2014,

The next segment of the docket number will provide the information regarding who filed the
request for a FH. If a provider filed the appeal, then the docket will have a P init, i.e., 13P. Ifa
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beneficiary, or a representative of a beneficiary, filed the appeal, then the docket number will
have an M in it, i.e., 13M. ‘

The next four digits of the docket number reflect the unique number that is specific to the
appeal. It represents the number of appeals that OAH has received in its office since the start
of the SFY. For example, 13M0093 shows that the appeal is the ninety-third beneficiary appeal
received since the start of SFY 2013. Likewise, 13P0093 shows that the appeal is the ninety-
third provider appeal received since the start of SFY 2013.

The last part of the docket number assigned to a case represents the class to which the case
has been assigned. A docket number with HW is an appeal from a person who was denied
KanCare eligibility. A docket number with an MA at the end shows that the appeal involves the
SOBRA program. A docket number with an MR at the end is a case that involves a medical
reimbursement case. These cases may mean that a request for payment on a claim has been
denied or that a request for a prior authorization (PA) for services was denied. A docket number
with an MS at the end represents a miscellaneous case. These cases involve issues that do not
seem to fit in any other class of case. [A docket number with PM at the end is an appeal
involving a person who was denied Presumptive Medical Disability benefits.] A PM SFH will not
be filed against an MCO. A docket number with a UM at the end is a utilization management
appeal. These appeals result from a SURS audit or from a hospital review performed by the
Kansas Foundation for Medical Care (KFMC). These cases will not be seen

KDHE's Fair Hearing Manager and the MCO will represent the agency at hearing when the
appeals involve the following classes: MA, MR, MS, and UM. KDHE’s Presumptive Medical
Disability unit represents the agency at hearings involving PM cases, and the KanCare Eligibility
Clearinghouse represents the agency at hearings involving HW cases. Docket numbers that
have a class not listed above generally involve other state agencies.

After issuing a docket number, OAH then issues an Acknowledgment and Order to KDHE and
to the appellant. The Acknowledgement and Order acknowledges that a Fair Hearing has been
requested, and it orders KDHE — the MCO to provide two copies of an Agency Summary to
OAH within fifteen (15) days of the appellant’s request for a hearing.

When KDHE receives the Acknowledgement and Order from CAH, it begins researching the
case. Fair Hearings Analysts at the MCO review the case to determine (1) whether the appeal
was timely filed; and (2) whether there is an adverse action that can be resoived. If the appeal
was not filed at OAH within the 33 days from the date of notice, then the FH analyst submits a
request to OAH to dismiss the case based on lack of timely filing. If the appeal was timely filed,
then the FH analyst reviews whether the adverse action taken against the provider or the
beneficiary can be resolved. KDHE has the authority to overturn the MCOs’ decision thereby
stating the SFH is mute. KDHE will request a dismissal of the SFH with the OAH.

After determining that an appeal was timely filed with OAH, the MCO FH analyst reviews the
case to determine whether there has been an adverse action, and if so, whether the dispute
between the parties can be resolved. If the MCO has not taken an adverse action against the
appellant, then the SFH manager requests the OAH dismiss the case. If the request for FH
was filed within 33 days of the date on the notice and if an adverse action that cannot be
resolved has been taken against the appellant, then the MCO FH analyst will prepare the
Agency Summary.
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The Agency Summary provides a summary of the MCO’s actions that have occurred in the
case. K.AR. 30-7-75 states the information that must be provided in the Agency Summary.
Essentially, the Agency Summary states the appellant’'s basis for the appeal, and provides an
explanation for the MCO’s decision. The Agency Summary provides a chronological outline of
the events that have taken place; starting with the date of service and ending with the request
for Fair Hearing and the State FH Program Manager’s review of the case. The Agency
Summary sets out the case so the Presiding Officer and the appellant know the MCO and
agency’s position. Additionally, the Agency Summary contains attachments of (1) all the
correspondence between the agency and the appellant; (2) all relevant medical records; and (3)
all applicable statutes, regulations; and policies.

Once the Agency Summary is submitted to OAH, the Presiding Officer assigned to the case will
set the case for either a pre-hearing conference or for a hearing and will send a copy of the
Agency Summary to the appellant at that time. If the case has been set for a pre-hearing
conference, then the agency and the appellant are both asked to complete and submit a pre-
hearing questionnaire a week before the pre-hearing conference. The pre-hearing
questionnaire helps to identify: (1) the basis of the appeal; (2) the theory of each party’s case;
(3) all potential legal and factual issues; (4) whether there will be additional evidence presented:
and (5) whether any discovery will be requested.

The pre-hearing conference is an informal conference that involves the Presiding Officer, the
appellant and/or the appellant’s representative, the FH manager and the MCO. The agency’s

the agency will be represented by an attorney in KDHE’s Legal Department. Any issues raised
in the pre-hearing questionnaire are discussed between the parties and the Presiding Officer,
and a date for the Fair Hearing is set. The Presiding Officer will issue a Pre-Hearing Order and
Notice of Hearing to provide both parties notice of any deadlines that need to be met prior to
hearing as well as official notice of the date of hearing.

The Fair Hearing is a formal process that functions similar to a trial format. Both the appellant
and the agency/MCQO each have the opportunity to make an opening argument before the
Presiding Officer. The FH manager presents the State’s position first. Although the
agency/MCO presents its side of the case first, it is still the Appellant’s burden to show the
agency/MCO was wrong in making its decision. The agency’s withesses testify under oath, and
are subject to cross-examination by the appellant or the appellant’s representative. (The
appellant may be represented, at its own expense, by an attorney or, if permitted by law, other
representative.) Once the agency/MCO presents its case, the appellant then presents its side
of the case with the agency/MCO having the opportunity to cross-examine the appellant’s
witnesses. Any rebuttal testimony is presented, and, each party has the opportunity to make a
closing argument. Once each party has made its closing argument, the Presiding Officer will
close the record and will inform the parties that a written decision will be issued within thirty (30)
days from the date of the hearing.

When the written decision is issued, if either party disagrees with the Presiding Officer's findings
and conclusion, then within fifteen (15) days from the date of the order, it may request the
KDHE State Appeals Committee (SAC) review the Presiding Officer’s decision. If neither party
requests that the KDHE SAC review the Initial Order, then the order becomes final thirty (30)
days from the date of the order. However, if the KDHE SAC reviews the appeal, the Initial
Order and issues a Final Order, a party has the option of appealing the decision to District
Court. Should a party seek judicial review, then, pursuant to K.S.A. 77-613(b), the request for
judicial review must be filed within 30 days from the date of the Final Order.
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KANCARE HEALTH PLANS’ SUBCONTRACTORS

Pharmacy Benefits Manager (PBM) CVS Caremark US Script OptumRX
Amerigroup will not use a Optum Behavioral Health
behavioral health (also known as United
Behavioral Health subcontractor Cenpatico Behavioral Health)
Dental Services Scion Dental DentaQuest Scion Dental
Vision Services Qccular Benefits Opticare VSP

Non-emergency Medical Transportation (NEMT)

Access2Care

Medical Transportation

Logisticare

Management (MTM)







MEDICAID HEALTH HOMES
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Outline

What is a health home?

Who is eligible for a health home?

What services are provided?

Who can provide a health home?

What are the federal expectations?

What must states do to participate?

How will Kansas implement health homes?
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What is a Health Home?

Various definitions

Definition in ACA is the formal one, used by CMS

How is it different from a medical home?
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NCQA Definition of Patient-Centered Medical Home

 "a model for care provided by physician practices aimed at strengthening the physician-patient relationship by replacing episodic care based on illnesses and patient complaints with coordinated care and a long-term healing relationship.”
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AAFP PCMH Diagram
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Kansas Definition of Medical Home



“a health care delivery model in which a patient establishes an ongoing relationship with a physician or other personal care provider in a physician-directed team, to provide comprehensive, accessible and continuous evidence-based primary and preventive care, and to coordinate the patient’s health care needs across the health care system in order to improve quality and health outcomes in a cost effective manner.”
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Who is Eligible for a Health Home?

Someone eligible for Medicaid who has at least:

Two chronic conditions; or

One chronic condition and is at risk for a second; or

One serious and persistent mental health condition
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What Services Does a Health Home Provide?

Comprehensive care management

Care coordination and health promotion

Comprehensive transitional care, including appropriate follow-up, from inpatient to other settings
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What Services Does a Health Home Provide?  

Patient and family support (including authorized representative)

Referral to community and social support services, if relevant

Use of HIT to link services
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Who Can Provide a Health Home?

A designated provider: May be a physician, clinical/group practice, rural health clinic, community health center, community mental health center, home health agency, pediatrician, OB/GYN, other.
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Who Can Provide a Health Home?  

A team of health professionals: May include physician, nurse care coordinator, nutritionist, social worker, behavioral health professional, and can be free standing, virtual, hospital‐based, community mental health centers, etc.
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Who Can Provide a Health Home?

A health team: Must include medical specialists, nurses, pharmacists, nutritionists, dieticians, social workers, behavioral health providers, chiropractics, licensed complementary and alternative medicine practitioners and physicians’ assistants
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What are the Federal Expectations for Health Homes?

General expectations include:

Lower rates of ER use

Reduction in hospital admissions and readmissions

Less reliance on long-term care facilities

Improved care and outcomes

Reduction in health care costs
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What are Federal Expectations for Health Homes?  

Coordination and consultation with:

SAMHSA

Stakeholders

Tribal nations
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What are Federal Expectations for Health Homes?  

Monitoring requirements include:

Tracking avoidable re-admissions

Calculating cost savings

Monitoring use of HIT to improve services delivery and coordination
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What Must States Do to Receive Enhanced  Federal Funding?

Planning money available to states to develop SPAs

$500,000 maximum available, but can be matched with SGF at the pre-ARRA service match rate

Letter of Request required to obtain planning money
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What Must States Do to Receive Enhanced  Federal Funding? 

There is an increased federal matching percentage for the health home services of 90 percent for the first eight fiscal quarters that a State plan amendment is in effect.
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How Will Kansas Implement Health Homes?

KanCare requirements broadly spelled out in RFP and Attachment I

Asked MCO bidders to submit a plan with their proposals

KDHE and KDADS staff a joint project team
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KanCare Health Home Model
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Some Next Steps

Interagency project team

Technical assistance from CMS through the Integrated Care Resource Center (ICRC)

Build  planning and implementation timeline

		>  Letter of Request sent  August 14

		> Concept paper also sent in August
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Questions?
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