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PURPOSE

This Health Home Manual is intended as a reference document for Oklahoma Department of Mental
Health and Substance Abuse certified providers with contracts for SoonerCare reimbursed Health
Home Services. It contains requirements for provision, reimbursement and reporting of Health Home
services, and is intended to complement existing policy. Although every effort is made to keep this
Manual up-to-date, the information provided is subject to change.

POLICY

SoonerCare policy on Health Home programs can be located at:
http://www.okhca.org/xPolicy.aspx?id=734 under Chapter 30, SubChapter 5, Part 22.

ODMHSAS policy on Health Home programs can be located at:
http://ok.gov/odmhsas/ under Find it at ODMHSAS, ODMHSAS Rules, Administrative Rules That Are
Currently In Effect, in Chapter 17 and Chapter 27.

Ok | a h ocoreeiiit State Plan Amendment (SPA) approved February 10, 2015 (effective January 1,
2015) for individuals under age 18 with serious emotional disturbance (#14-0011) and for individuals
age 18 and older with a serious mental illness (#14-0012), can be located at:
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-
Homes-Technical-Assistance/Approved-Health-Home-State-Plan-Amendments.html

SERVICE QUESTIONS- WHO TO CONTACT

For service questions please call Malissa McEntire, Manager of Integrated Care, (405) 522-4148.
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HEALTH HOME MANUAL REVISIONS

December 16, 2015
T Restructured Manual to have separate sections
Homes, and did some clean up and clarification
1 Under the Adult Health Homes section of the Manual:
o Under Adult Health Home Teams:
1 Revised Behavioral Health Case Manager (BHCM) requirements under Moderate
Intensity to include both BHCM | and Il
o Under Adult Levels of Care Coordination:
1 Revised language used in the Services Requirements for both Moderate Intensity
and High Intensity
1 Revised Moderate intensity to include Level 4
1 Revised Medical Necessity Criteria for High Intensity
0 Under Adult Health Home Services:
1 Revised Staff Requirement for HH Outreach and Engagement
1 Revised definition for Health Home Initial Assessment and Plan Development
(Non-PACT)
1 Revised definition for Health Home Initial Screen, Assessment and Plan
Development (PACT)
1 Deleted Telemedicine Originating Site Fee under Health Home Initial
Assessment and Plan Development (Non-PACT)
1 Inthe Health Home Core Services Note, clarified the language re: service
requirements and revised Staff Requirements
0 Under Adult Health Home Core Reporting Services:
1 Revised the note
1 Under Comprehensive Care Management:
1 Under Qualified Professionals added BHCM |
1 Revised Non-PACT tables to include BHCM | where applicable, and
added reporting code for BHCM | for Targeted Case Management
Services
1 Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation
1 Added Provider Transportation/Driving as a reporting function
1 Revised the note for Wellness Resource Skills Development
1 Under Care Coordination:
¢ Under Qualified Professionals added BHCM |
1 Revised tables to include BHCM | where applicable, and added reporting
code for BHCM | for Targeted Case Management Services
1 Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation
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1 Under reporting table added additional eligible team members for the
service functions reported under the Medication Reminder code
1 Added Provider Transportation/Driving and Participating in an
Appointment as reporting functions
1 Under Health Promotion:
A Revised Note
A Added Health Risk Appraisal (HRA) as a service function, so it will be
allowed to be reported under Comprehensive Care Management and Health
Promotion- as it is function relatable to both HH Core Service
A Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation
A Added service functions that are reported under the Clinical Time i Non Face
to Face code, so it will be allowed to be reported under Comprehensive Care
Management and Health Promotion- as it is function relatable to both HH
Core Service
A Added service function that is reported under Wellness Resource Skills
Development code under Care Coordination to the services functions
reported under Wellness Resource Skills Development code under Health
Promotion, so it will be allowed for in both sections
1 Added Provider Transportation/Driving and Participating in an Appointment as
reporting functions
A Added service functions that are reported under Case Management
(outpatient in an inpatient setting) code, so it will be allowed to be reported
under either Comprehensive Transitional Care or Health Promotion- as it is
function relatable to both HH Core Service
A Added service functions that are reported under Targeted Case Management
code, so it will be allowed to be reported under either Referral to Community
and Social Support Services or Health Promotion- as it is function relatable to
both HH Core Service
A Added medication reminder services functions, so it will be allowed to be
reported under either Care Coordination or Health Promotion
1 Under Comprehensive Transitional Care:
1 Under Qualified Professionals added BHCM |
1 Revised tables to include BHCM | where applicable, and added reporting
code for BHCM I and revised service function language for Case
Management (outpatient in an inpatient setting)
1 Under Individual and Family Support Services:
1 Under Qualified Professionals added BHCM |
1 Revised tables to include BHCM | where applicable
1 Revised list of team members who can provide the HH functions that are
reported under the exiting Family and Training Support code to include BHCM
| and Il, so that these services can also be provided for adults
1 Under Referral to Community and Social Support Services:
¢ Under Qualified Professionals added BHCM |
1 Revised tables to include BHCM | where applicable, and added reporting
code for BHCM | for Targeted Case Management Services
0 Added a new section called 2016 Service Functions by Health Home Team Member
T Under the Childrends Health Homes section of
o UnderChil drends Health Home Teams:
1 Removed note in Care Coordinator definition
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Client Eligibility and Enrollment

Revised Notes

er Chleveld of EaredCoordination:

Revised Medical Necessity Criteria for High Intensity

Revised Service Requirements for Moderate Intensity

Clarified language in Notes section

er ChHehlth Hoena $esvices:

Revised Staff Requirements under HH Outreach and Engagement
Deleted Telemedicine Originating Site Fee under Health Home Initial
Assessment and Plan Development

In the Health Home Core Services Note, clarified the language re: service
requirements and revised State Requirements

er ChHehltd Hoee Gose Reporting Services:

Revised the note

Under Comprehensive Care Management:

1 Revised Notes

1 Clarified that for functional assessment, the 6 hours of non-face-to-face
time for report preparation is allowed per Prior Authorization (PA) period
when provided in conjunction with needed assessment

1 Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation

1 Added Provider Transportation/Driving as a reporting function

1 Revised the note for Wellness Resource Skills Development

Under Care Coordination:

1 Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation

1 Under reporting table added additional eligible team members for the
service functions reported under the Medication Reminder code

1 Added Provider Transportation/Driving and Participating in an
Appointment as reporting functions

Under Health Promotion:

A Revised Note

A Added Health Risk Appraisal (HRA) as a service function, so it will be
allowed to be reported under Comprehensive Care Management and Health

Promotion- as it is function relatable to both HH Core Service

A Added Intra-agency Consultation as a reporting function for team member
collaborative efforts on Integrated Care Plan development/update and
implementation

A Added service functions that are reported under the Clinical Time i Non Face
to Face code, so it will be allowed to be reported under Comprehensive Care

Management and Health Promotion- as it is function relatable to both HH

Core Service

A Added service function that is reported under Wellness Resource Skills

Development code under Care Coordination to the services functions

reported under Wellness Resource Skills Development code under Health

Promotion, so it will be allowed for in both sections

1 Added Provider Transportation/Driving and Participating in an Appointment as
reporting functions
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A Added service functions that are reported under Transition SOC Wraparound
Case Management code, so it will be allowed to be reported under either
Comprehensive Transitional Care or Health Promotion- as it is function
relatable to both HH Core Service
A Added service functions that are reported under Transitional Case
Management code, so it will be allowed to be reported under either
Comprehensive Transitional Care or Health Promotion- as it is function
relatable to both HH Core Service
A Added service functions that are reported under Targeted Case Management
code, so it will be allowed to be reported under either Referral to Community
and Social Support Services or Health Promotion- as it is function relatable to
both HH Core Service
A Added medication reminder services functions, so it will be allowed to be
reported under either Care Coordination or Health Promotion
1 Under Comprehensive Transitional Care:
1 Revised language in Transitional CM and Transitional SOC Wraparound CM
service functions
1 Under Individual and Family Support Services:
1 Added HRA as a function under Wellness Resource Skills Development
0 Added a new section called 2016 Service Functions by Health Home Team Member
1 Under the Health Home Prior Authorization Section of the Manual:
0 Revised/clarified prior authorization process
1 Under Health Home Rate Sheet section of the Manual
o Deleted Telemedicine Originating Site Fee
1 Under the Health Home Quality Measures section of the Manual:
0 Under Improved Coordination of Care:
1 Revised language for the Denominator under Follow-up After Hospitalization for
Mental lliness
1 Under the Health Home Frequently Asked Questions (FAQs) section of the Manual:
o Added new question(s)/answer(s) under Eligibility
Added new gquestion(s)/answer(s) under HH Team Composition
Revised answer(s) under Outreach & Engagement
Revised answer under General Billing
Added new gquestion(s)/answer(s) under Service Reporting
Revised answer(s) under Service Requirements

© 0O O0O0Oo

February 5, 2016

1 Replaced the reporting codes for HH functions attached to Intra-agency Clinical Consultation
and System Support- from 99368 to G9007
1 Replaced the reporting code for the HH function attached to Comprehensive Assessment-
from T1001 HE to S5190
1 Under the Adult Health Homes Section of the Manual:
0 Under Adult Levels of Care Coordination:
A Deleted minimum requirement language for both Moderate and High Intensity
T Under the Childrendéds Health Homes Section of
o Under Childrenés Level of Care Coordinatio
A Deleted minimum requirement language for both Moderate and High Intensity
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T Under both Adult and Childrendés Health Home C
0 Revised language regarding service reporting for 15 minute increments
1 Under Health Home Frequently Asked Questions (FAQS):
0 Revised bullet point under General Billing
o Deleted Service Requirements
o Clarified language regarding service reporting for 15 minute increments
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INTRODUCTION

Health Homes are to promote enhanced integration and coordination of primary, acute, behavioral
health, and long-term services and supports for persons across the lifespan with chronic illness,
including adults with serious mental illness (SMI) and children with Serious Emotional Disturbance
(SED). Care is delivered using an integrated team that will comprehensively address physical, mental
health and substance use disorder treatment needs; with a goal to ensure access to appropriate
services, improve health outcomes, reduce preventable hospitalizations and emergency room Vvisits,
promote the use of Health Information Technology (HIT), and avoid unnecessary care. There are
specialized teams for adults with SMI, and for children with SED.
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ADULT HEALTH HOME TEAMS

Health Homes deliver services through a multidisciplinary team of physical and behavioral health care
professionals. The eligible team members for service reporting are listed below for each level of Adult
Health Home care coordination. Health Homes are responsible for ensuring that all team members
work within their scope of practice.

ADULTS (SMI) i Moderate Intensity

Health Home Directori An individual who meets or exceeds the following qualifications:
l) Possesses a Bachel orés degree from an acecr
experience in health/behavioral health administration;
2) Possesses a Master 6s de gersityein healtoomso@ahseracerelated
field;
3) Licensed as a Registered Nurse with the Oklahoma Board of Nursing; or
4) Licensed as a Physician or Nurse Practitioner.

Nurse Care Manager i A Registered Nurse (RN) or a Licensed Practical Nurse (LPN). Work must be
performed within the individual s scope of pr

Consulting PCP i A Physician, Physician Assistant (PA) or Advanced Practice Registered Nurse
(APRN) that is embedded, or a partnership with multiple Patient-Centered Medical Homes (PCMHSs),
an FQHC or I/T/U (Indian Health Service, Tribally operated facility/program, and Urban Indian clinic)
facility.

Psychiatric Consultant i A Board Certified/Eligible Psychiatrist, Physician Assistant (PA) or APRN
with a psychiatric specialty.

Certified Behavioral Health Case Manager i A team member that has been certified by ODMHSAS
as a Behavioral Health Case Manager | or Il.

*Under Adult Moderate Intensity Level of Care
exceed 125. This is a maximum, it is anticipated that a smaller caseload is likely to be more
effective. Health Homess houl d eval uate caseload #6s and t|

Wellness Coach i A team member that has 1) either been certified by ODMHSAS as a Peer
Recovery Support Specialist (PRSS) or has a high school diploma or equivalent; and 2) has
completed ODMHSAS designated Wellness training.

Hospital Liaison/Health Home Specialist i A team member that has been certified by ODMHSAS as
a Behavioral Health Case Manager | or Il, and complete trainings as required by ODMHSAS.
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ADULTS (SMI) T High Intensity (including PACT)

Health Home Director i An individual who meets or exceeds the following qualifications:
l) Possesses a Bachel or 6s dm=mvwgrsitg @d has at feastawo years ofr
experience in health/behavioral health administration;
2) Possesses a Masterds degree from an accred
field;
3) Be licensed as a Registered Nurse with the Oklahoma Board of Nursing; or
4) Be licensed as a Physician or be licensed as a Nurse Practitioner.

Nurse Care Manager i A Registered Nurse (RN) or a Licensed Practical Nurse (LPN). Work must be
performed within the individual s scope of pr

Consulting PCP i A Physician, Physician Assistant (PA) or Advanced Practice Registered Nurse
(APRN) that is embedded, or a partnership with multiple Patient-Centered Medical Homes (PCMHSs),
an FQHC or I/T/U (Indian Health Service, Tribally operated facility/program, and Urban Indian clinic)
facility.

Psychiatric Consultant i A Board Certified/Eligible Psychiatrist, Physician Assistant (PA) or APRN
with a psychiatric specialty.

Certified Behavioral Health Case Manager i A team member that has been certified by ODMHSAS
as a Behavioral Health Case Manager II.

*Under Adult High I ntensity Level of Care Coo

Wellness Coach 7 A team member that has 1) either been certified by ODMHSAS as a Peer
Recovery Support Specialist (PRSS) or has a high school diploma or equivalent; and 2) has
completed ODMHSAS designated Wellness training.

Hospital Liaison/Health Home Specialist i A team member that has been certified by ODMHSAS as
a Behavioral Health Case Manager | or Il, and complete trainings as required by ODMHSAS.

Licensed Behavioral Health Professional (LBHP) [FOR PACT ONLY] i A team member who meets
requirements as a Licensed Behavioral Health Professional (LBHP) listed in OAC: 317:30-5-240.3.
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CLIENT ELIGIBILITY AND ENROLLMENT

Individuals who are eligible for SoonerCare, and who meet eligibility criteria for Health Homes (see
the Adult Levelsof Care Coordination within t-hne aadt
participate in a Health Home. Individuals may choose to participate in any Health Home (HH).

The HH must obtain informed consent specific to enrollment in the HH. The consent must 1) be
specific to the extent that it permits the HH team members to share information relevant to the
delivery of HH services (a form example can be located in the Health Home Documents section of
this Manual), and 2) be obtained within a process that educates individuals, and ensures
under standing, regarding their right -dwt oc hofo
service. For new HH clients, the consent does not have to be signed immediately to begin receiving
HH services. Clients may not be immediately comfortable with signing the consent, so this is to allow
some extra time to get the consent signed. If a client continues to refuse to sign the consent form,
and that is not anticipated to change, the HH will need to dis-enroll the client as HHs require
coordination between providers.

Additional guidance regarding the enrollment process will be provided in other sections of this
Manual. The outreach and engagement services and initial assessment and plan development
services (and related billing) that occur prior to HH enrollment can be found in the Health Home
Services section of this Manual. Health Home enrollment/prior authorization can be found in the
Health Home Prior Authorization section of this Manual. The Level of Care Coordination that an
individual should be enrolled in will be based on screening/assessment, and identification/prediction
of client risk levels relating to health care needs, services, and coordination. The eligibility for those
Levels of Care Coordination can be found under the Adult Levels of Care Coordination within this
section of the Manual.

Note: An individual may be enrolled in both a Health Home and a Patient Centered Medical Home
(PCMH) however roles and responsibilities must be clearly identified in order to avoid
duplication. Individuals may not be enrolled in Health Home and currently be enrolled in other
programs like: Intellectual or Developmental Disability Targeted Case Management (I/DD-
TCM); Advantage Waiver TCM; and SoonerCare Health Management Program (HMP).
Individuals are given the choice as to which care management/care coordination services
would best meet their needs. Duplication of services is not allowed.
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ADULT LEVELS OF CARE COORDINATION

Adult Health Home services are provided to individuals with a Serious Mental lliness (SMI), age 18 &
older. Services are provided under the following levels of care coordination:

Moderate Intensityi

Medical Necessity Criteria:

Individual Client Assessment Record (CAR) scores meet criteria for Prevention & Recovery
Maintenance Level (PRM), Level 1, Level 2, Level 3, or Level 4.

Service Requirements-

Up to 500 clients on the team caseload.

High Intensity -

Medical Necessity Criteria:

Individual Client Assessment Record (CAR) scores meet criteria for Level 4, and the score for CAR
Domain 4 (Medical/Physical) is 30 or above.

A history of multiple (a minimum of two) psychiatric hospitalizations and/or admissions to community-
based structured crisis care over the past 24 months;

and

At least three of the following:

1 Persistent or recurrent severe affective, psychotic or suicidal symptoms;

1 Coexisting substance use disorder greater than six months;

1 High risk of or criminal justice involvement over the past 24 months which may include
frequent contact with law enforcement personnel, incarcerations, parole or probation;
Homeless, imminent risk of being homeless or residing in substandard or unsafe housing;
Residing in supported housing but clinically assessed to be able to live in a more independent
living situation if intensive services are provided, or requiring supported housing if more
intensive services are not available;

1 Inability to participate in traditional office-based services or evidence that they require a more
assertive and frequent non-office based service in order to meet their other clinical needs; or

1 Inability to consistently perform the range of practical daily living tasks required for basic adult
functioning in the community.

= =4

For PACT, individuals must meet the PACT Admission criteria outlined in OAC 450:55-3-2.

Service Requirements-

Up to 100 clients on the team caseload.

NOTES:

1 For individuals with Developmental Disabilities, the Health Home will refer to and coordinate
with the approved Developmental Disabilities case management entity for these services.
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1 The total team caseload can be distributed across all HH team members in a manner that is
determined by the HH. This is to allow for optimal flexibility is meeting service needs. The only
restrictions are caseload limits for specific team members (refer to the Health Home Teams
section of this Manual).

1 In order to meet Medical Necessity Criteria for continued stay in Health Home, the following
must be also be present at 6 month service plan update: 1) The clinical condition(s) continues
to warrant HH services in order to coordinate care to prevent the onset of disease or to treat a
disease and prevent onset of serious complications, OR 2) Progress toward Integrated Care
Plan (ICP) identified goals is evident and has been documented based on the objectives
defined for each goal, but the goals have not yet been substantially achieved despite sound
clinical practice consistent with the chronic care model, OR 3) Progress has not been made,
and the multidisciplinary team has identified and implemented changes/revisions to the ICP to
support the goals of the client/family.
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ADULT HEALTH HOME SERVICES

Billable Health Home services for adults are as follows:

Health Home Outreach and Engagement

Through outreach and engagement the client is informed about: Health Home enrollment; the benefits
of Health Home enroliment to the client (including potential benefits); privacy; and selecting a PCP. A
Health Home may provide outreach and engagement service to a client attributed to, but not yet
enrolled in, Health Home. In order to be eligible to receive this service, clients must be age 18 or
older and already designated as having a Serious Mental lliness (SMI), or they must be referred for
Health Home services by a hospital, crisis or residential facility.

Note: A Prior Authorization is not required. The reimbursement for outreach and engagement is
limited to once per month and is not reimbursable in the same month that the Health Home receives
reimbursement for Health Home Bundled Services. Only 3 months of billing are allowed per year (a
rolling year), and must be billed using a unique Client ID. If Health Home Outreach and Engagement
is initiated through a referral from a hospital, crisis or residential facility, the referral must be
documented in the client record.

Staff Requirement: [HH] Any Agency Staff Member

Billing Code Rate/Unit
G9001 $53.98 / Per Month

Health Home Initial Assessment and Plan Development (Non-PACT)
An Agency LBHP with knowledge of Health Home programs will complete the Initial Health Home
assessment and plan. The initial Health Home plan will be utilized for the provision of HH services
during the clientés initial 30 days ve assedsthemt amtiH p
integrated care plan are completed. Initial assessment and initial plan development should be
provided and billed for as follows:

1 If a new client to the agency, the LBHP will complete a BH Assessment (NON-MD)- Moderate

Complexity if a minimum of 2 hours or more, or Low Complexity if a minimum of 1 %2 hours.
They will also complete a Behavioral Health Service Plan Development Moderate Complexity.
This should be billed for under a PG038 (prior to admission to HH).

1 If an existing client to the agency who has already had an outpatient comprehensive
assessment and has an existing outpatient service plan (or someone who is returning to the
agency after a break less than a year and is not eligible for a PG038 or a new comprehensive
outpatient assessment/plan), the LBHP will complete the BH Service Plan Development Low
Complexity which includes meeting with client to complete an updated CAR (updated
biopsycosocial) and to complete an updated service plan that will serve as the initial HH

plan. This s houl d be billed under t (prortcadmissionttodHs). e x i
ADULT Billing Code Rate/Unit
BH Assessment HO0031 HE/HF/HV/HH TF $79.03/
(Non-MD) Low Event
Complexity Telemedicine | HO031 HE/HF/HV/HH TF GT $79.03/
(Minimum of 1 ¥ Hours) Event

HH Manual 25-2016 Pagel5



BH Assessment HO031 HE/HF/HV/HH $105.38/
(Non-MD) Event
Moderate Telemedicine | HO031 HE/HF/HV/HH GT $105.38/
Complexity Event
(Minimum of 2 Hours)
BH Service Plan H0032 HE/HF/HV/HH TF $54.42 /
Development Low Event
Complexity Telemedicine | HO032 HE/HF/HV/HH TF GT $54.42 /
Event
BH Service Plan H0032 HE/HF/HV/HH $87.07/
Development Event
Moderate Telemedicine | HO032 HE/HF/HV/HH GT $87.07 /
Complexity Event

Health Home Initial Screening, Assessment and Plan Development (PACT)

A screening of each potenti al HH ¢ Ani Agenty ABHP svighr v i

knowledge of Health Home programs will complete the Initial Health Home assessment and plan. The
initial Health Home plan will be utilized fort he provi si on of HH servi
days in the HH program, until the HH comprehensive assessment and integrated care plan are
completed. Initial screening, assessment and initial plan development should be provided and billed
for as follows:

1 An integrated screening of each potential HH client, whether new to the agency or an existing
client, will be completed to determine clinical eligibility for HH services. This should be billed for
under a PG038 (prior to admission to HH).

1 If a new client to the agency, upon determination of appropriate admission, the LBHP will
complete an initial assessment and treatment plan in accordance with the standard in OAC
450:55-5-4. This should be billed for under a PG038 (prior to admission to HH).

1 If an existing client to the agency who has already had an outpatient comprehensive
assessment and has an existing outpatient service plan (or someone who is returning to the
agency after a break less than a year and is not eligible for a PG038 or a new comprehensive
assessment/plan), the LBHP will complete an updated assessment and an updated service
plan that will serve as the initial HH plan. Thi s shoul d be bill ed
outpatient PA (prior to admission to HH).

ADULT Billing Code Rate/Unit

Screening T1023 HE/HF/HH/HV $55.80 /
Event

ACT,F2F (Assessment & Plan) HO0039 HE/HF/HH/HV $32.11/15
minutes

Health Home Core Services

Health Home (HH) services are covered for adults with Serious Mental Iliness (SMI) who are enrolled
in the HH program. Eligible core services are as follows: Comprehensive Care Management, Care
Coordination, Health Promotion, Comprehensive Transitional Care Services, Individual Family
Support Services, and Referral to Community and Social Support Services. The goal of HH core
services is to ensure access to appropriate services, improve health outcomes, reduce preventable
hospitalizations and emergency room visits, promote use of Health Information Technology (HIT) and
avoid unnecessary care.
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Note: Prior Authorization is required (see the Prior Authorization Section of the Manual). All core HH
services are billed using the AG0 codes 1|isted
These codes are Per Member, Per Month (PMPM) codes and are inclusive of all the core HH
services provided to the client during one month. In order to bill for the month, the service
requirements must be met (refer to the HH Levels of Care Coordination section of this Manual).
Although the i GO  cfordhe monthly service can be billed under any HH team member (see Staff
Requirement below), the individual service functions provided throughout the month must be provided
by team members meeting the staff requirements listed inthe iHeal t h Home ( HH)
Reportingo section of t hi s Manual . A progress note is not
Progress notes are required when providing the individual service functions that are reported under
AiHeal th Home (HH) Core Services Reporting.o

Limitations: The following services will not be reimbursed separately for individuals enrolled in a
Health Home:

0 Targeted case management (T1016 and T1017);
Service plan development, moderate and low complexity (H0032);
Medication training and support (H0034);
Behavioral health prevention education (H0025);
PACT medication management and support and coordination linkage (HO039)*;
Medication reminder (S5185);
Medication administration (T1502); and
Outreach and engagement (T0123).
Adults for whom case management services are available through Home and Community Based
Waiver (i.e. ADvantage, Living Choice, In Home Support, etc.) staff are not eligible for concurrent
Health Home services.

O O0OO0OO0OO0OO0OO0o

*For clients that are PACT and in a Health Home, the teams can bill HO036 for those direct services
that are not covered in the Health Home Core Services.

Staff Requirement: [HH] Any eligible Health Home team member listed under Adult Levels of
Service Provider in this Manual

Billing Code Rate/Unit

Urban | Adult | Moderate G9002 $127.35/ Per Month
Intensity
(PRM, or
Levels 1-3)
High Intensity | G9005 $453.96 / Per Month
(Level 4)
Rural | Adult | Moderate G9002TN $146.76 / Per Month
Intensity
(PRM, or
Levels 1-3)
High Intensity | G9005 $453.96 / Per Month
(Level 4)
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ADULT HEALTH HOME CORE SERVICE REPORTING

Health Homes are required to report the service
Serviceso. Guidelines for reporting are as follo

NOTE: Providers will report all eligible service functions provided under the Health Home Core
Services billing code per client, per month. These eligible service functions will be reported in MMIS.
To do this reporting electronically (rather than manually), specific HH service functions were assigned
an existing code in the system. Although the existing code/service title may be similar in function to
the HH service function, they are not intended to be exact. For reporting, providers will need to follow
the HH service functions, including staff requirements, as outlined below. Progress notes should be
written for each of the service functions provided.

On reporting tables in this section, i f the note
counted in 15 minute increments as follows: if the documented service is 15 minutes or less (which

does not follow the 8 minute rule), it will count as one 15 minute unit, and if the service is more than

22 minutes but less than 38 minutes, it will count as two 15 minute units (the second unit of service,

and any subsequent units, follow the 8 minute rule).

Comprehensive Care Management

Comprehensive care management services consist of developing a Comprehensive Care Plan to
address the needs of the whole person and involves the active participation of HH team members,
the client, family and caregivers.

Comprehensive care management services include the following, but are not limited to:

1 Identifying high-risk clients and utilizing client information to determine level of participation in
care management services:

1 Assessing preliminary service needs, participating in comprehensive person-centered
development of an integrated care plan, responsible for member physical and behavioral
health goals, preferences and optimal clinical outcomes.

1 Developing treatment guidelines that establish clinical pathways for health teams to follow
across risk levels or health conditions.

1 Monitoring individual and population health status and service use to determine adherence to
or variance from best practice guidelines.

1 Developing and disseminating reports that indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery and cost.

NOTES (Regarding specific service functions in the Comprehensive Care Management tables
below):

For documentation of Non-Face to Face services: record date and amount of time spent providing
non-face to face services (preferably start/stop times), a brief description of the services provided,
and team member providing the service and their credentials.

The Health Risk Appraisal (HRA) is a preliminary screening that, together with a Health Risk
Assessment, helps determine acuity of needs. The HRA may be furnished through an interactive
telephonic or web-based program or community encounter with a team member. For _all New HH
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adult enrollees, a HRA must be completed before or as a part of a Health Risk Assessment/physical
exam within 2 weeks of Health Home enrollment. For established (grandfathered) clients, available
data should be accessed (SoonerCare provider portal, OKDHS Child Portal, EHR, PCP data) and
reviewed for critical health needs, and the HRA must be completed no later than the next care plan
update.

The Comprehensive Assessment (CA):

The extended psychosocial assessment includes all components of the initial assessment
(conducted prior to enrollment in HH), and is intended to provide additional assessment time
for a client with complex needs in order to allow for a complete and meaningful assessment.
The information gathering may be collected with or without client present.

The nursing assessment of medical, dental and other health needs includes completion of a
Health Risk Assessment, which must be completed within 30 days of new enroliment, or
referral may also be made to a primary care provider for physical examination, to be completed
by the time of the first patient- centered plan revision (within three months). Information may be
gat hered from the <clientds primary health
consent. A nursing assessment must be conducted by a Registered Nurse, per Oklahoma
Board of Nursing. Patient Assessment Guidelines can be located at:
https://www.ok.gov/nursing/ptassessal.pdf

For other assessments, refer when medically necessary; use appropriate CPT codes if
applicable.

Individuals enrolled in PACT teams must follow PACT rules for comprehensive assessment
found at OAC 450: 450-55-5-5.

For Review of Integrated Care Plani: A r evi sed active plan must i
initial evaluation and comprehensive assessments and updates, the progress toward goals specified
in the written care plan, and changes, as applicable, in goals.

Provider Transportation/Driving 7 The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS- Comprehensive care management services are provided by the

following professionals and paraprofessionals:

T

)l
)l
)l
)l

Nurse Care Manager (RN or LPN);

Certified Behavioral Health Case Manager II;
Certified Behavioral Health Case Manager I;
Psychiatric Consultant; and

Primary Care Practitioner PCP.
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https://www.ok.gov/nursing/ptassessgl.pdf

Comprehensive Care Management (Non-PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time 1 T2022 HE Developing treatment guidelines that establish clinical Count at least 15 PCP, or Nurse Care
Non Face to pathways for health teams to follow across risk levels minutes of clinical | Manager (RN or LPN)
Face or health conditions. [Non-Face to Face] staff time per

Monitoring individual and population health status and | calendar month.
service use to determine adherence to or variance from
best practice guidelines [Non-Face to Face] Monitoring EHR
Developing and disseminating reports that indicate and scanning for
progress toward meeting outcomes for client gaps in care would
satisfaction, health status, service delivery and cost count toward the
[Non-Face to Face] minimum
requirement for a
client with an
open, active
integrated care
plan.
Monitoring the clientds c (Countatleastl15 PCP, or Nurse Care
social). Must be part of the integrated care plan. [Non- | minutes of clinical | Manager (RN or
Face to Face] staff time per LPN), or Psychiatric
Performing medication reconciliation and overseeing calendar month Consultant
t he c | i-managénsentsfenkdications [Non-Face
to Face]
Psychiatric Consultation. Must be part of the integrated
care plan. [Non-Face to Face]
PCP consultation on best practice protocol. Must be
part of the integrated care plan. [Non-Face to Face]
Initially reviewing client records and client history and Count at least 15 Nurse Care Manager
reviewing and signing off on health assessments. Must | minutes of clinical | (RN or LPN)
be part of the integrated care plan. [Non-Face to Face] | staff time per
Consultation with team about identified health calendar month
conditions of their clients. Must be part of the integrated
care plan. [Non-Face to Face]
Wellness T1012 HE/HF Completion of the Health Risk Appraisal (HRA)- Count each 15 PCP, Nurse Care
Resource Skills Wellness plan development; A systematic approach to | minutes Manager (RN or
Development collecting information from individuals that identifies risk LPN), or BHCM II, or
factors, provides individualized feedback, and links the BHCM |
person with at least one intervention to promote health,
sustain function and/or prevent disease [Non-Face to
Face]
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Comprehensive Care Management (Non-PACT)

Service Title Code

Modifiers

HH Service Functions

Notes

Team Member

PCP or
Pych.
Consult

Targeted Case T1017

Management-

HE/HF/ | HO
HH / HV

Nurse T1017
Care
Magr,
BHCM
I

HE/HF/ | HN
HH / HV

Comprehensive Assessment: Extended
Psychosocial including an extended assessment
of education and/or employment, social
development and functioning, activities of daily
living, and family structure and relationships.
Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated
active care plan for each enrolled client that
reflects input of the team (including the
involvement of the consulting primary care
physician or APRN in managing the medical
component of the plan), and others the client
chooses to involve.

Review of Integrated Care Plan (Adult)i
Coordination of the Adult Health Home teams
review, revision and documentation of the
integrated care planasfrequent | y as
condition requires, but no less frequently than
every (6) six months.

(Adult) Completion of the Post Traumatic Stress
Disorder Checklist (PCL) short screen, and the
full PCL assessment if the screen is positive.

t

Count each 15
minutes

PCP, Psychiatric
Consultant, Nurse
Care Manager (RN or
LPN), or BHCM Il

Comprehensive S5190

Assessment

Comprehensive Nursing Assessment: Medical
dental and other health needs for adults (may
include some reconciliation with biometrics
obtained by the provider like blood lipids and
glucose, blood pressure, etc.).

Count each 15
minutes

RN Nurse Care
Manager

Intra-Agency Clinical G9007

Consultation

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
BHCM I, or BHCM I,
or Psychiatric
Consultant, or PCP
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Comprehensive Care Management (Non-PACT)

Service Title Code

Modifiers

HH Service Functions

Notes

Team Member

Provider Transportation/Driving

A0160

1 Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1 Time spent driving to do a home visit when the
client is not home.

Up to one hour
of travel per
month per client
will be allowed
to count towards
the minimum
monthly service
requirement

PCP, or Psychiatric
Consultant, or Nurse
Care Manager (RN or
LPN), or BHCM II, or
BHCM |
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Comprehensive Care Management (PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time 1 T2022 HE Developing treatment guidelines that establish clinical Count at least 15 PCP, or Nurse Care
Non Face to pathways for health teams to follow across risk levels minutes of clinical | Manager (RN or LPN)
Face or health conditions. [Non-Face to Face] staff time per

Monitoring individual and population health status and | calendar month

service use to determine adherence to or variance from

best practice guidelines [Non-Face to Face]

Developing and disseminating reports that indicate

progress toward meeting outcomes for client

satisfaction, health status, service delivery and cost

[Non-Face to Face]

Monitoring the clientos c (Countatleastl5 PCP, or Nurse Care

social). Must be part of the integrated care plan. [Non- | minutes of clinical | Manager (RN or

Face to Face] staff time per LPN), or Psychiatric

Performing medication reconciliation and overseeing calendar month Consultant

t he c | i-managénsentsfenkdications [Non-Face

to Face]

Psychiatric Consultation. Must be part of the integrated

care plan. [Non-Face to Face]

PCP consultation on best practice protocol. Must be

part of the integrated care plan. [Non-Face to Face]

Initially reviewing client records and client history and Count at least 15 Nurse Care Manager

reviewing and signing off on health assessments. Must | minutes of clinical | (RN or LPN)

be part of the integrated care plan. [Non-Face to Face] | staff time per

Consultation with team about identified health calendar month

conditions of their clients. Must be part of the integrated

care plan. [Non-Face to Face]
Wellness T1012 HE/HF Completion of the Health Risk Appraisal (HRA)- Count each 15 PCP, Nurse Care
Resource Skills Wellness plan development; A systematic approach to | minutes Manager (RN or
Development collecting information from individuals that identifies risk LPN), or BHCM Il

factors, provides individualized feedback, and links the

person with at least one intervention to promote health,

sustain function and/or prevent disease [Non-Face to

Face]
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Comprehensive Care Management (PACT)

Service Title

Code

Modifiers HH Service Functions

Notes

Team Member

Provider
Transportation/Driving

A0160

1 Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1 Time spent driving to do a home visit when the
client is not home.

Up to one hour
of travel per
month per client
will be allowed
to count towards
the minimum
monthly service
requirement

PCP, or Psychiatric
Consultant, or Nurse
Care Manager (RN or
LPN), or BHCM lI

PACT for Health Home

Client 7 Bundled Services

HO039

HE 1 Comprehensive Assessment: Extended
Psychosocial including an extended assessment
of education and/or employment, social
development and functioning, activities of daily
living, and family structure and relationships.

1 Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated active
care plan for each enrolled client that reflects input
of the team (including the involvement of the
consulting primary care physician or APRN in
managing the medical component of the plan),
and others the client chooses to involve.

1 Review of Integrated Care Plan (Adult)i
Coordination of the Adult Health Home teams
review, revision and documentation of the
integrated care plan as frequently as the clienté s
condition requires, but no less frequently than
every (6) six months.

Count each 15
minutes

PCP, Nurse Care
Manager (RN or
LPN), BHCM Il or
Psychiatric
Consultant

1 Comprehensive Nursing Assessment: Medical
dental and other health needs for adults (may
include some reconciliation with biometrics
obtained by the provider like blood lipids and
glucose, blood pressure, etc.).

Count each 15
minutes

RN Nurse Care
Manager

Intra-Agency Clinical
Consultation

G9007

1 Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
BHCM II, or
Psychiatric
Consultant, or PCP
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Care Coordination

Care coordination is the implementation of the integrated care plan with the active client involvement
through appropriate linkages, referrals, coordination and follow-up to needed services and supports.

Care coordination services include the following, but are not limited to:
1 Care coordination for primary health care, specialty health care and transitional care from
emergency departments, hospitals and Psychiatric Residential Treatment Facilities (PRFTS);

1 Ensuring integration and compatibility of mental health and physical health activities;

1 Providing on-going service coordination and link clients to resources;

T Tracking completion of mental and physical

1 Coordinating with all team members to ensure all objectives of the integrated care plan are
progressing;

1 Appointment scheduling;

1 Conducting referrals and follow-up monitoring;

1 Participating in hospital discharge processes; and

1 Communicating with other providers and clients/family.

NOTES (Regarding specific service functions in the Care Coordination tables below):

For documentation of Non-Face to Face services: record date and amount of time spent providing
non-face to face services (preferably start/stop times), a brief description of the services provided,
and team member providing the service and their credentials.

Targeted Case Management:

1 Services can be face to face and non-face to face. Non-face to face contacts, such as written
communication and telephone calls are not to become the predominant means of providing
comprehensive care management/care coordination services.

1 Telephone calls with family members, probation officers, etc. regarding a client are counted.
When voice messages are used, the Case Manger must have sufficient documentation
justifying a care coordination service was actually provided. Leaving a name and number
asking for a return call is not sufficient to count this activity,

1 Written communication (including e-mail) and leaving voice messages may be documented as
non-face to face functions. Written communication must be about a specific individual and
must be documented in the case record with a paper copy of either a mailed letter or e-mail.

Participating in an Appointment i Count all time spent in direct contract with the client/family and or
other parties involved in implementing the care plan.

Provider Transportation/Driving © The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS - Care coordination services are provided by the following
professionals and paraprofessionals:
1 Nurse Care Manager (RN or LPN);
Certified Behavioral Health Case Manager II;
Certified Behavioral Health Case Manager |
Hospital Liaison/HH Specialist;
Health Home Director.

il
il
il
)l
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Care Coordination (Non-PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time i Non T2022 | HE 1 Communicating and coordinating care with external | Count each 15 Nurse Care Manager
Face to Face health care providers (pharmacies, PCPs, FQHCs, | minutes (Rn or LPN), or

home health agencies, etc.) and other community Hospital Liaison/HH
service providers utilized by the client. [Non-Face Specialist, BHCM I,
to Face] or BHCM Il or Health
1 Provide education and address questions from Home Director
patient, family, guardian, and/or caregiver. [Non-
Face to Face]
Targeted Case T1017 | HE/HF/ | HN 1 Ensuring that every enrollee is aligned with or Count each 15 Nurse Care Manager
Management HH/HY linked with a PCP available through the HH, with in | minutes (RN or LPN)
the first 3 months of enrollment in HH. [Non-Face to
Face]
9 Consulting with other te€g
health status. [Non-Face to Face]
Medication Reminder S5185 | HE/HF/ f Providing a telephone prompt for each client that | Count each 15 | Nurse Care Manager
HH/HV has at least one or more billable face-to-face minutes (RN or LPN), BHCM I, or
services. BHCM I, or Hospital
9 Delivery of medication. Liaison/HH Specialist
Wellness Resource T1012 | HEHF 1 The process of providing direction and Count each 15 | Nurse Care Manager
Skills Development coordinating support activities that promote good | minutes (RN or LPN), or BHCM
physical health. I, or BHCM I, or
Hospital Liaison/HH
Specialist
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Care Coordination (Non-PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Targeted Case Nurse T1017 | HE/ | HN 1 Referral, linkage and advocacy to assist with the | Count each 15 | Nurse Care Manager
Management Care :E’/ implementation of the integrated care plan, minutes (RN or LPN), or BHCM

Mar, HV including appointment scheduling and arranging II, or BHCM I, Hospital
BHCM I transportation. Liaison/HH Specialist
1 Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
BHCM . | T1017 | HE/ | AM scheduled physician/medication, therapy,
Hospital HF / rehapllltat|on, or other supportive service
Liaison / :\H,/ appointments. . . . .
HH 1 Follow-up activities with the cl!ent to identify any
Specialist new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.
1 Crisis diversion- connecting with the resources
needed to avert a clinical crisis.
1 Ensuring integration and compatibility of mental
health and physical health activities.
1 Tracking completion of mental and physical
health goals in client
1 Participating in hospital discharge processes.
Intra-Agency Clinical | G9007 1 A formal and structured process of interaction Count each 15 | Nurse Care Manager
Consultation among staff from the same agency for the minutes (RN or LPN), or BHCM lI
purpose of discussion and problem-solving or BHCM |, or Hospital
regarding effective utilization of treatment Liaison/HH Specialist, or
modalities and supports in clinical service Health Home Director
provision.
Participating in an T2001 HE Sitting in an appointment with a doctor/provider Count each 15 | Nurse Care Manager
Appointment with the client while receiving treatment to assist minutes (RN or LPN), or BHCM
the client in advocating for their needs or to assist Il, or BHCM I, or
in coordination of care. Hospital Liaison/HH
Specialist
Provider A0160 Time spent driving to do a home visit when the Up to one hour | Nurse Care Manager
Transportation/ client is not home. of travel per (RN or LPN), or BHCM
Driving Travel time to and from meetings for the purpose month per Il, or BHCM I, Hospital
of development or implementation of the individual | client will be Liaison/HH Specialist
care plan. allowed to

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

count towards
the minimum
monthly service
requirement
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Care Coordination (PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time i Non T2022 | HE . Communicating and coordinating care with external | Count each 15 Nurse Care Manager
Face to Face health care providers (pharmacies, PCPs, FQHCs, | minutes (RN or LPN), or

home health agencies, etc.) and other community BHCM II, or Hospital

service providers utilized by the client. [Non-Face Liaison/HH

to Face] Specialist, or Health
1 Provide education and address questions from Home Director

patient, family, guardian, and/or caregiver. [Non-

Face to Face]

Targeted Case T1016 | HE 1 Ensuring that every enrollee is aligned with or Count each 15 Nurse Care Manager

Management linked with a PCP available through the HH, with in | minutes (RN or LPN)
the first 3 months of enrollment in HH. [Non-Face to
Face]

1T Consulting with other teg
health status. [Non-Face to Face]

Medication Reminder S5185 | HE 1 Providing a telephone prompt for each client that Count each 15 Nurse Care Manager
has at least one or more billable face-to-face minutes (RN or LPN), or
services. BHCM II, or Hospital

1 Delivery of medication. Liaison/HH Specialist

Wellness Resource T1012 | HE 1 The process of providing direction and coordinating | Count each 15 Nurse Care Manager

Skills Development

support activities that promote good physical
health.

minutes

(RN or LPN), or
BHCM II, or Hospital
Liaison/HH Specialist
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Care Coordination (PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Targeted Case
Management

T1016

HE

Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including appointment scheduling and arranging
transportation.

Monitoring and follow-up activities with treatment or
service providers (including intra-agency) for the
purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

Ensuring integration and compatibility of mental
health and physical health activities.

Tracking completion of mental and physical health
goal s i mtegrated eare pldns
Participating in hospital discharge processes.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or

BHCM II, or Hospital
Liaison/HH Specialist

Intra-Agency Clinical
Consultation

G9007

A formal and structured process of interaction
among staff from the same agency for the purpose
of discussion and problem-solving regarding
effective utilization of treatment modalities and
supports in clinical service provision.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
BHCM II, or Hospital
Liaison/HH
Specialist, or Health
Home Director

Participating in an
Appointment

T2001

HE

Sitting in an appointment with a doctor/provider with
the client while receiving treatment to assist the
client in advocating for their needs or to assist in
coordination of care.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or

BHCM I, or Hospital
Liaison/HH Specialist
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Care Coordination (PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Provider Transportation/Driving

A0160

Time spent driving to do a home visit when the
client is not home.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

Up to one hour
of travel per
month per client
will be allowed
to count towards
the minimum
monthly service
requirement

Nurse Care Manager
(RN or LPN), or

BHCM II, or Hospital
Liaison/HH Specialist
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Health Promotion
Healthpr omoti on consists of providing health educat

Health promotion will minimally consist of the following, but is not limited to:
f Providing health education specific to client
1 Developing self-management plans with the client;
1 Providing support for improving social networks and providing health promoting lifestyle
interventions including:
0 Substance use prevention
Smoking prevention and cessation
Obesity reduction and prevention
Nutritional counseling
Increasing physical activity

o O 0O

NOTES (Regarding specific service functions in the Health Promotion tables below):

Oral/lnjection Medication Administration: Can include time for observation.

Participating in an Appointment i Count all time spent in direct contract with the client/family and or
other parties involved in implementing the care plan.

Provider Transportation/Driving 7 The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

The Health Risk Appraisal (HRA) is a preliminary screening that, together with a Health Risk
Assessment, helps determine acuity of needs. The HRA may be furnished through an interactive
telephonic or web-based program or community encounter with a team member. For all New HH
adult enrollees, a HRA must be completed before or as a part of a Health Risk Assessment/physical
exam within 2 weeks of Health Home enrollment. For established (grandfathered) clients, available
data should be accessed (SoonerCare provider portal, OKDHS Child Portal, EHR, PCP data) and
reviewed for critical health needs, and the HRA must be completed no later than the next care plan
update.

QUALIFIED PROFESSIONALS - Health promotion services are provided by the following
professionals and paraprofessionals:

1 Nurse Care Manager (RN or LPN);

1 Primary Care Practitioner PCP;

1 Wellness Coach; and

1 Hospital Liaison/HH Specialist.
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Health Promotion (Non-PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Wellness T1012 | HEHF The process of providing direction and coordinating | Count each 15 PCP, Nurse Care
Resource support activities that promote good physical minutes Manager (RN or
Skills health. LPN), Wellness
Development Coach, or Hospital

Education and support focusing on areas such as Liaison/HH Specialist
nutrition, exercise, tobacco cessation, support with
Tobacco | T1012 | HEMHF | SE averting or managing physical health concerns like
Cessation heart disease, diabetes, and cholesterol, and
support regarding the effects medications have on
physical health. Services can include support
groups, and individual physical wellness plan
development, implementation assistance and
support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from individuals
that identifies risk factors, provides individualized
feedback, and links the person with at least one
intervention to promote health, sustain function
and/or prevent disease [Non-Face to Face]
Intra-Agency Clinical G9007 A formal and structured process of interaction Count each 15 PCP, Nurse Care
Consultation among staff from the same agency for the purpose | minutes Manager (RN or
of discussion and problem-solving regarding LPN), or Wellness
effective utilization of treatment modalities and Coach, or Hospital
supports in clinical service provision. Liaison/HH Specialist
Clinical Time i Non T2022 | HE Communicating and coordinating care with external | Count each 15 Nurse Care Manager
Face to Face health care providers (pharmacies, PCPs, FQHCs, | minutes (Rn or LPN), or
home health agencies, etc.) and other community Hospital Liaison/HH
service providers utilized by the client. [Non-Face Specialist, or
to Face] Wellness Coach
Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]
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Health Promotion (Non-PACT)

Service Title Code | Modifiers HH Service Functions Notes Team Member
Participating in an Appointment T2001 |HE f Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or
the client in advocating for their needs or to assist Wellness Coach, or
in coordination of care. Hospital Liaison/HH
Specialist
Provider Transportation/Driving A0160 1 Time spent driving to do a home visit when the Up to one hour PCP, or Nurse Care
client is not home. of travel per Manager (RN or
1 Travel time to and from meetings for the purpose month per client | LPN), or Wellness
of development or implementation of the individual | will be allowed Coach, or Hospital
care plan. to count towards | Liaison/HH Specialist
f Time spent waiting for a client during an the minimum
appointment or escorting a member to an monthly service
appointment. requirement
Case Nurse T1017 | HE HN HK 1 Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Management | Ca€Mar needed for successful discharge planning and minutes (RN or LPN), or
(Outpatientin ["wellness | T1017 | HE HM HK transition from an inpatient facility for adults age Wellness Coach, or
an inpatient Coach, 22 and older. Hospital Liaison/HH
setting) Hospital Specialist
Liaison /
HH
Specialist
Targeted Nurse Care Mgr T1017 | HE/ HN 1 Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
Case :El, obtaining and maintaining needed resources, minutes (RN or LPN), or
Management HY services and supports; including arranging for Wellness Coach, or
non-emergency transportation. Hospital Liaison/HH
Specialist
Wellness Coach, | T1017 | HE/ HM
Hospital Liaison / :E//
HH Specialist HY
Medication Reminder S§5185 | HE f Providing a telephone prompt for each client that | Count each 15 Nurse Care Manager
has at least one or more billable face-to-face minutes (RN or LPN), PCP, or
services. Wellness Coach, or
f Delivery of medication. Hospital Liaison/HH
Specialist
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Health Promotion (PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Wellness T1012 | HE The process of providing direction and coordinating | Count each 15 PCP, Nurse Care
Resource support activities that promote good physical minutes Manager (RN or
Skills health. LPN), Wellness
Development Coach, or Hospital

Education and support focusing on areas such as Liaison/HH Specialist
nutrition, exercise, tobacco cessation, support with
Tobacco | T1012 | HE SE averting or managing physical health concerns like
Cessation heart disease, diabetes, and cholesterol, and
support regarding the effects medications have on
physical health. Services can include support
groups, and individual physical wellness plan
development, implementation assistance and
support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from individuals
that identifies risk factors, provides individualized
feedback, and links the person with at least one
intervention to promote health, sustain function
and/or prevent disease [Non-Face to Face]
Intra-Agency Clinical G9007 A formal and structured process of interaction Count each 15 PCP, Nurse Care
Consultation among staff from the same agency for the purpose | minutes Manager (RN or
of discussion and problem-solving regarding LPN), or Wellness
effective utilization of treatment modalities and Coach, or Hospital
supports in clinical service provision. Liaison/HH Specialist
Clinical Time T Non T2022 | HE Communicating and coordinating care with external | Count each 15 Nurse Care Manager

Face to Face

health care providers (pharmacies, PCPs, FQHCs,
home health agencies, etc.) and other community
service providers utilized by the client. [Non-Face
to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

minutes

(Rn or LPN), or
Hospital Liaison/HH
Specialist, or
Wellness Coach
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Health Promotion (PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Participating in an Appointment | T2001 | HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or
the client in advocating for their needs or to assist Wellness Coach, or
in coordination of care. Hospital Liaison/HH
Specialist
Provider Transportation/Driving | A0160 Time spent driving to do a home visit when the Up to one hour PCP, or Nurse Care
client is not home. of travel per Manager (RN or
Travel time to and from meetings for the purpose month per client | LPN), or Wellness
of development or implementation of the individual | will be allowed Coach, or Hospital
care plan. to count towards | Liaison/HH Specialist
Time spent waiting for a client during an the minimum
appointment or escorting a member to an monthly service
appointment. requirement
Case Nurse Care Mgr T1017 | HE | HN | HK Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Management needed for successful discharge planning and minutes (RN or LPN), or
(Outpatient in ["Weliness Coach, T1017 | HE | HM | HK transition from an inpatient facility for adults age Wellness Coach, or
an inpatient Hospital Liaison / 22 and older. Hospital Liaison/HH
setting) HH Specialist Specialist
Targeted Nurse Care T1017 | HE/HF/ | HN Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
Case Mgr HH / RV obtaining and maintaining needed resources, minutes (RN or LPN), or
Management services and supports; including arranging for Wellness Coach, or
non-emergency transportation. Hospital Liaison/HH
Specialist
Wellness T1017 | HE/HF/ | HM
Coach, HH / HV
Hospital
Liaison / HH
Specialist
Medication Reminder S5185 | HE Providing a telephone prompt for each client that | Count each 15 Nurse Care Manager

has at least one or more billable face-to-face
services.
Delivery of medication.

minutes

(RN or LPN), PCP, or
Wellness Coach, or
Hospital Liaison/HH
Specialist
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Comprehensive Transitional Care

Care coordination services for comprehensive transitional care are designed to streamline plans of
care, reduce hospital admissions and interrupt patterns of frequent hospital emergency room use.

In conducting comprehensive transitional care, the Nurse Care Manager and the Behavioral Health
Case Manager will work as co-leads. Their duties include, but are not limited to the following:

1 Developing contracts or Memorandums of Understanding (MOUs) with regional hospitals or
system(s) to ensure a formalized structure for transitional care planning, to include
communication of inpatient admissions and discharges of Health Home clients;

1 Maintaining a mutual awareness and collaboration to identify individuals seeking emergency
department services that may benefit from connection with a Health Home site; and

1 Motivate hospital staff to notify the Health Home staff of such opportunities.

Care management services must be provided for the purposes of discharge planning and must be
translated into the patient care manage me nt pl an. The care manager
pl an and coordinate with all of the clientds pro
to ensure a safe and timely discharge. The client should be actively engaged during the discharge
planning process, and care managers should follow up with clients within two (2) business days post-
discharge via a home visit, phone call or on-site appointment.

NOTES (Regarding specific service functions in the Comprehensive Transitional Care tables below):

Transitional Case Management i Payment will continue if adult enrollee has been admitted to URC,
crisis center, residential or community Inpatient setting less than 17 beds, or Inpatient Med/Surgical
Hospital. Payment will not be made for individuals ages 22-64 in IMD or for inmates.

QUALIFIED PROFESSIONALS - Comprehensive transitional care services are provided by the
following professionals and paraprofessionals:

1 Nurse Care Manager (RN or LPN);

1 Certified Behavioral Health Case Manager IlI; and

1 Certified Behavioral Health Case Manager |I.
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Comprehensive Transitional Care (Non-PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

System Support

G9007

Developing contracts or Memorandums  of
Understanding (MOUs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include communication
of inpatient admissions and discharges of Health
Home clients;

Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

Motivate hospital staff to notify the Health Home
staff of such opportunities.

Is not counted
as one of the
minimum HH
billable activities

Nurse Care Manager
(RN or LPN), or
BHCM I

Case

Nurse

Management | Care
(Outpatientin | Mgr/

an inpatient BHCM I
setting) BHCM |

T1017

HE

HN

HK

T1017

HE

HM

HK

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for adults age 22
and older.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
BHCM II, or BHCM |
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Comprehensive Transitional Care (PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

System Support

G9007

1 Developing contracts or Memorandums of
Understanding (MOUs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include communication
of inpatient admissions and discharges of Health
Home clients;

1 Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

1 Motivate hospital staff to notify the Health Home
staff of such opportunities.

Is not counted
as one of the
minimum HH
billable activities

Nurse Care Manager
(RN or LPN), or
BHCM I

Case Management
(Outpatient in an
inpatient setting)

T1017

HE

HN

HK

1 Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for adults age 22
and older.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
BHCM II
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Individual and Family Support Services

Individual and family support services assist individuals in accessing services that will reduce barriers
and improve health outcomes, with a primary focus on increasing health literacy, the ability of the
client to self-manage their care and facilitate participation in the ongoing revision of their integrated
care plan.

Individual and family support services include, but are not limited to:

T

T
T
T
T

Teaching individuals and families self-advocacy skills;

Providing peer support groups;

Modeling and teaching how to access community resources;

Assisting with obtaining and adhering to medications and other prescribed treatments; and
Identifying resources to support the client in attaining their highest level of health and
functioning in their families and in the community, including transportation to medically
necessary services.

QUALIFIED PROFESSIONALS - Individual and family support services are provided by the following

professionals and paraprofessionals:

)l
)l
)l
)l

Nurse Care Manager (RN or LPN);

Certified Behavioral Health Case Manager II;
Certified Behavioral Health Case Manager I; and
Wellness Coach.
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Individual and Family Support Services (Non-PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Wellness
Resource
Skills
Development

T1012

HE/HF

Tobacco
Cessation

T1012

HE/HF SE

Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support with
averting or managing physical health concerns like
heart disease, diabetes, and cholesterol, and
support regarding the effects medications have on
physical health. Services can include support
groups, and individual physical wellness plan
development, implementation assistance and
support.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
Wellness Coach, or
BHCM I, or BHCM |

Family Training and
Support

T1027

HE / HF /
HH / HV

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of skills
learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of knowledge
and skills necessary to understand and address
specific needs in relation to illness and treatment;
including understanding crisis plans and plan of
care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

Count each 15
minutes

Nurse Care Manager
(RN or LPN),
Wellness Coach, or
BHCM II, or BHCM |

Medication Training and
Support

HO0034

HE /HF /
HH / HV

= —a

Supportive therapy; Interviews with clients to
discuss health concerns and wellness and
treatment goals.

Provide education about medications.

Individual care by Nurse Care Manager for clients
on their caseload; including monitoring medication
compliance and side effects.

Count each 15
minutes

RN Nurse Care
Manager

HH Manual 2-5-2016

Page 40




Individual and Family Support Services (Non-PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Oral/Injection Medication
Administration

T1502

HE

1

Oral/Injection Medication Administration

Count each 15
minutes

Nurse Care Manager
(RN or LPN)
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Individual and Family Support Services (PACT)

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Wellness
Resource
Skills
Development

T1012

HE

Tobacco
Cessation

T1012

HE

SE

Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support with
averting or managing physical health concerns like
heart disease, diabetes, and cholesterol, and
support regarding the effects medications have on
physical health. Services can include support
groups, and individual physical wellness plan
development, implementation assistance and
support.

Count each 15
minutes

Nurse Care Manager
(RN or LPN), or
Wellness Coach, or
BHCM I

Medication Training and
Support

HO0034

HE

= —a

Provide education about medications.
Monitoring medication compliance and side effects.

Count each 15
minutes

RN Nurse Care
Manager

PACT for Health Home
Client 7 Bundled
Services

HO0039

HE

= —a —a

Order medication from pharmacy (not payment to
the pharmacy)

Provide preventative health education

Schedule maintenance visits

Provide reproductive counseling and sex education

Count each 15
minutes

RN Nurse Care
Manager

Oral/lnjection Medication
Administration, RN

T1502

HE

Oral/lnjection Medication Administration

Count each 15
minutes

RN Nurse Care
Manager

Family Training and
Support

T1027

HE /HF /
HH / HV

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of skills
learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of knowledge
and skills necessary to understand and address
specific needs in relation to illness and treatment;
including understanding crisis plans and plan of
care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

Count each 15
minutes

Nurse Care Manager
(RN or LPN),
Wellness Coach, or
BHCM I
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Referral to Community and Social Support Services
Provide clients with referrals to community and social support services in the community.

Providing assistance for clients to obtain and maintain eligibility for the following services as
applicable, including but not limited to:

Healthcare;

Disability benefits;

Housing;

Transportation;

Personal needs; and

Legal services.

E R

NOTES (Regarding specific service functions in the Referral to Community and Social Support
Services tables below):

Arranging Non-Emergency Transportation T Transportation for a HH enrollee is not included in the
rate. SoonerCare contracts with a broker to ensure Non-Emergency Medical Transportation (NMT)
and may be available for HH enrollees. Not all SoonerCare members are eligible for SoonerRide (See
OAC 317:30-5-327) and not all covered services are eligible. In order to avoid overlap and possible
duplication with transportation programs under other federal authorities, SoonerCare does not
contract for NET for covered services to schools, day programs and group skills training programs.
The service site or a community organization often provides or funds transportation to these activities.
The HH should work with the client/family to determine the program that best fits their needs.

It is important to note that SoonerRide NET services must be scheduled with the transportation
broker, and that transportation is provided by SoonerRide when medically necessary in connection
with examination and treatment to the nearest appropriate facility.

Participating in an Appointment i Count all time spent in direct contract with the client/family and or
other parties involved in implementing the care plan.

Provider Transportation/Driving © The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS- Referral to community and social support services are provided by
the following professionals and paraprofessionals:

1 Nurse Care Manager (RN or LPN);

1 Certified Behavioral Health Case Manager II; and

1 Certified Behavioral Health Case Manager |I.
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Referral to Community and Social Support Services (Non-PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member
Targeted Nurse Care T1017 | HE/HF/ | HN Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
Case Mgr / BHCM lI HH/ RV obtaining and maintaining needed resources, minutes (RN or LPN), or
Management services and supports; including arranging for BHCM II, or BHCM |
non-emergency transportation.
BHCM | T1017 | HE/HF/ | HM
HH / HV

Participating in an Appointment | T2001 | HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or
the client in advocating for their needs or to assist BHCM II, or BHCM |
in coordination of care.

Provider Transportation/Driving | A0160 Time spent driving to do a home visit when the Up to one hour Nurse Care Manager
client is not home. of travel per (RN or LPN), or
Travel time to and from meetings for the purpose month per client | BHCM II, or BHCM |
of development or implementation of the individual | will be allowed
care plan. to count towards
Time spent waiting for a client during an the minimum
appointment or escorting a member to an monthly service
appointment. requirement
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Referral to Community and Social Support Services (PACT)

Service Title Code Modifiers HH Service Functions Notes Team Member

Targeted Case Management T1016 | HE Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
obtaining and maintaining needed resources, minutes (RN or LPN), or
services and supports; including arranging for BHCM I
non-emergency transportation.

Participating in an Appointment | T2001 | HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or
the client in advocating for their needs or to assist BHCM I
in coordination of care.

Provider Transportation/Driving | A0160 Time spent driving to do a home visit when the Up to one hour Nurse Care Manager
client is not home. of travel per (RN or LPN), or
Travel time to and from meetings for the purpose month per client | BHCM Il
of development or implementation of the individual | will be allowed
care plan. to count towards
Time spent waiting for a client during an the minimum
appointment or escorting a member to an monthly service
appointment. requirement
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Nurse Care Manager: RN and LPN

T2022 HE

1l

Developing treatment guidelines that establish
clinical pathways for health teams to follow
across risk levels or health conditions. [Non-Face
to Face]

Monitoring individual and population health status
and service use to determine adherence to or
variance from best practice guidelines [Non-Face
to Face]

Developing and disseminating reports that
indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery
and cost [Non-Face to Face]

Moni toring the clientos
mental, social). Must be part of the integrated
care plan. [Non-Face to Face]

Performing medication reconciliation and
overseeing t-menagerhent®int 6 s
medications [Non-Face to Face]

Initially reviewing client records and client history
and reviewing and signing off on health
assessments. Must be part of the integrated care
plan. [Non-Face to Face]

Consultation with team about identified health
conditions of their clients. Must be part of the
integrated care plan. [Non-Face to Face]
Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)i Cont 6 d

il

Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

The process of providing direction and
coordinating support activities that promote good
physical health.

S5185 HE/HF/HH/HV

Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.

Delivery of medication.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

HO0039 HE (PACT) i RN Only

S51907 RN Only

1  Comprehensive Nursing Assessment: Medical
dental and other health needs for adults (may
include some reconciliation with biometrics
obtained by the provider like blood lipids and
glucose, blood pressure, etc.).

T1502 HE
9 Oral/lnjection Medication Administration
T2001 HE
9  Sitting in an appointment with a doctor/provider

with the client while receiving treatment to assist
the client in advocating for their needs or to
assist in coordination of care.
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Nurse Care Manager: RNand LPN 1 Cont 6d

T1017 HE, HN, HK

1

G9007

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for adults age
22 and older.

Developing contracts or Memorandums of
Understanding (MOUSs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include
communication of inpatient admissions and
discharges of Health Home clients;

Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

Motivate hospital staff to notify the Health Home
staff of such opportunities.

T1027 HE/HF/HH/HV

|l

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

H0034 HE/HF/HH/HV- (RN Only)

1

= _a

Supportive therapy; Interviews with clients to
discuss health concerns and wellness and
treatment goals.

Provide education about medications.

Individual care by Nurse Care Manager for clients
on their caseload; including monitoring
medication compliance and side effects.
Provide education about medications (PACT
Only)

Monitor medication compliance and side effects
(PACT Only)

H0039 HE- PACT (RN Only)

= —a —a

Order medication from pharmacy (not payment to
the pharmacy)

Provide preventative health education

Schedule maintenance visits

Provide reproductive counseling and sex
education

HO0039 HE (PACT)

T1017 HE/HF/HH/HV, HN

1

Comprehensive Assessment: Extended
Psychosocial including an extended assessment
of education and/or employment, social
development and functioning, activities of daily
living, and family structure and relationships.
Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated active
care plan for each enrolled client that reflects
input of the team (including the involvement of
the consulting primary care physician or APRN in
managing the medical component of the plan),
and others the client chooses to involve.
Review of Integrated Care Plan (Adult)i
Coordination of the Adult Health Home teams
review, revision and documentation of the
integrated care plan
condition requires, but no less frequently than
every (6) six months.

as

T1016 HE (PACT)

T1017 HE/HF/HH/HV, HN

1

Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

Ensuring integration and compatibility of mental
health and physical health activities.

Tracking completion of mental and physical
healthgoalsinc | i ent 6s i
Participating in hospital discharge processes.
(Adult) Completion of the Post Traumatic Stress
Disorder Checklist (PCL) short screen, and the
full PCL assessment if the screen is positive.
Ensuring that every enrollee is aligned with or
linked with a PCP available through the HH, with
in the first 3 months of enrollment in HH. [Non-
Face to Face]
Consul t

i with other
clientds

ng

ntegr a

t

h e a-Facento Fadela t u s .
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Consulting PCP

T2022 HE

1  Developing treatment guidelines that establish
clinical pathways for health teams to follow
across risk levels or health conditions. [Non-Face
to Face]

1 Monitoring individual and population health
status and service use to determine adherence
to or variance from best practice guidelines [Non-
Face to Face]

1 Developing and disseminating reports that
indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery
and cost [Non-Face to Face]

T Monitoring the clientos
mental, social). Must be part of the integrated
care plan. [Non-Face to Face]

1 Performing medication reconciliation and
over seeing t-nanagemment®int 6 s
medications [Non-Face to Face]

1 Psychiatric Consultation. Must be part of the
integrated care plan. [Non-Face to Face]

1  PCP consultation on best practice protocol. Must
be part of the integrated care plan. [Non-Face to
Face]

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)

1  The process of providing direction and
coordinating support activities that promote good
physical health.

1  Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

1 Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

G9007
1  Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

H0039 HE (PACT)
T1017 HE/HF/HH/HV, HO

1 Comprehensive Assessment: Extended
Psychosocial including an extended assessment
of education and/or employment, social
development and functioning, activities of daily
living, and family structure and relationships.

1 Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated active
care plan for each enrolled client that reflects
input of the team (including the involvement of the
consulting primary care physician or APRN in
managing the medical component of the plan),
and others the client chooses to involve.

1 Review of Integrated Care Plan (Adult)i
Coordination of the Adult Health Home teams
review, revision and documentation of the
integrated care plan as frequentlyast h e
condition requires, but no less frequently than
every (6) six months.

1  (Adult) Completion of the Post Traumatic Stress
Disorder Checklist (PCL) short screen, and the
full PCL assessment if the screen is positive.

cl

A0160

1  Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1  Time spent driving to do a home visit when the
client is not home.

1 Time spent waiting for a client during an
appointment or escorting a member to an
appointment

S5185 HE/HF/HH/HV

1 Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.

1 Delivery of medication.
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Psychiatric Consultant

T2022 HE

T Monitoring the clientos
social). Must be part of the integrated care plan.
[Non-Face to Face]

1  Performing medication reconciliation and
overseeing t-menagement®nt 6s
medications [Non-Face to Face]

1 Psychiatric Consultation. Must be part of the
integrated care plan. [Non-Face to Face]

1 PCP consultation on best practice protocol. Must

be part of the integrated care plan. [Non-Face to
Face]

H0039 HE (PACT)

T1017 HE/HF/HH/HV, HO

1

Comprehensive Assessment: Extended
Psychosocial including an extended assessment
of education and/or employment, social
development and functioning, activities of daily
living, and family structure and relationships.
Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated active
care plan for each enrolled client that reflects
input of the team (including the involvement of the
consulting primary care physician or APRN in
managing the medical component of the plan),
and others the client chooses to involve.

Review of Integrated Care Plan (Adult)i
Coordination of the Adult Health Home teams
review, revision and documentation of the
integrated care plan as
condition requires, but no less frequently than
every (6) six months.

(Adult) Completion of the Post Traumatic Stress
Disorder Checklist (PCL) short screen, and the full
PCL assessment if the screen is positive.

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.
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Certified Behavioral Health Case Manager: | and Il - (Only CM Il for PACT)

HO0039 HE (PACT)

T1017 HE/HF/HH/HV, HN (CM Il Only)

1

Comprehensive Assessment: Extended Psychosocial
including an extended assessment of education
and/or employment, social development and
functioning, activities of daily living, and family
structure and relationships.

Development of Integrated Care Plan (Adult)-
Coordination of the Adult Health Home teams
development of a client directed, integrated active
care plan for each enrolled client that reflects input of
the team (including the involvement of the consulting
primary care physician or APRN in managing the
medical component of the plan), and others the client
chooses to involve.

Review of Integrated Care Plan (Adult)i Coordination
of the Adult Health Home teams review, revision and
documentation of the integrated care plan as
frequent | y eosditionheguires) butean t 6
less frequently than every (6) six months.

(Adult) Completion of the Post Traumatic Stress
Disorder Checklist (PCL) short screen, and the full
PCL assessment if the screen is positive.

T1016 HE (PACT)

T1017 HE/HF/HH/HV, HN (CM II)

T1017 HE/HF/HH/HV, HM (CM 1)

1

Referral, linkage and advocacy to assist with the
implementation of the integrated care plan, including
assistance with obtaining and maintaining needed
resources, services and supports; appointment
scheduling and arranging for non-emergency
transportation.

Monitoring and follow-up activities with treatment or
service providers (including intra-agency) for the
purposes of monitoring client attendance of scheduled
physician/medication, therapy, rehabilitation, or other
supportive service appointments.

Follow-up activities with the client to identify any new
resource needs or to assist with implementation of the
integrated care plan, including making appointment
reminders.

Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

T1016 HE (PACT)
T1017 HE/HF/HH/HV, HN (CM II)
T1017 HE/HF/HH/HV. HM (CM1)T Cont 6 d

1 Ensuring integration and compatibility of mental
health and physical health activities.

1  Tracking completion of mental and physical
heathgoal s in clientoés i

i  Participating in hospital discharge processes.

G9007
1  Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

A0160

9  Travel time to and from meetings for the purpose
of development or implementation of the
individual care plan.

9  Time spent driving to do a home visit when the
client is not home.

1 Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by
the client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver.
[Non-Face to Face]

S5185 HE/HF/HH/HV
1  Providing a telephone prompt for each client
that has at least one or more billable face-to-
face services.
1 Delivery of medication.

T1017 HE, HN, HK (CM 1)
T1017 HE, HN, HK (CM I)

1  Provide referral, linkage and advocacy
services needed for successful discharge
planning and transition from an inpatient
facility for adults age 22 and older.

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)

1 Education and support focusing on areas
such as nutrition, exercise, tobacco cessation,
support with averting or managing physical
health concerns like heart disease, diabetes,
and cholesterol, and support regarding the
effects medications have on physical health.
Services can include support groups, and
individual physical wellness plan
development, implementation assistance and
support.

1 Completion of the Health Risk Appraisal
(HRA)- Wellness plan development; A
systematic approach to collecting information
from individuals that identifies risk factors,
provides individualized feedback, and links
the person with at least one intervention to
promote health, sustain function and/or
prevent disease [Non-Face to Face]

1  The process of providing direction and
coordinating support activities that promote
good physical health.

T2001 HE
9 Sitting in an appointment with a
doctor/provider with the client while receiving
treatment to assist the client in advocating for
their needs or to assist in coordination of care.
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Certified Behavioral Health Case Manager: land 117 (Only CM Il for PACT) -Cont 6 d

T1027 HE/HF/HH/HV

1

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of knowledge
and skills necessary to understand and address
specific needs in relation to iliness and treatment;
including understanding crisis plans and plan of
care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

G9007 (CM 11 Only)

1 Developing contracts or Memorandums of

Understanding (MOUs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include communication
of inpatient admissions and discharges of Health
Home clients;

Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

Motivate hospital staff to notify the Health Home
staff of such opportunities.
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Wellness Coach

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)

1 Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

1 The process of providing direction and
coordinating support activities that promote good
physical health.

1 Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

1 Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

T1017 HE, HM, HK

91 Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for adults age
22 and older.

A0160

1 Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1  Time spent driving to do a home visit when the
client is not home.

1  Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T2001 HE
9 Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

T1017 HE/HF/HH/HV, HM

1 Referral, linkage and advocacy to assist with
obtaining and maintaining needed resources,
services and supports; including arranging for non-
emergency transportation.

T1027 HE/HF/HH/HV

9 Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.

1 Increase client/family ability to provide a safe and
supportive environment in the home and
community.

9 Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

1 Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.

9  Training on medications or diagnoses, and
interpreting choice offered by service providers.

S5185 HE/HF/HH/HV
1  Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1 Delivery of medication.
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Hospital Liaison/Health Home Specialist

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

S5185 HE/HF/HH/HV
1 Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1  Delivery of medication.

T1016 HE (PACT)
T1017HE/HF/HH/HV, HM

1 Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

1  Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

1  Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

9  Cirisis diversion- connecting with the resources
needed to avert a clinical crisis.

1  Ensuring integration and compatibility of mental
health and physical health activities.

1  Tracking completion of mental and physical
health goals in clientd

1 Participating in hospital discharge processes.

T2001 HE
1  Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

A0160

1  Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1 Time spent driving to do a home visit when the
client is not home.

1  Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)

1 Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

1  The process of providing direction and
coordinating support activities that promote good
physical health.

1  Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

T1017 HE, HM, HK

1  Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for adults age
22 and older

T1017 HE/HF/HH/HV, HM

1 Referral, linkage and advocacy to assist with
obtaining and maintaining needed resources,
services and supports; including arranging for
non-emergency transportation.

G9007
1  Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.
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Health Home Director

12022 HE

1

G9007

Communicating and coordinating care with
external health care providers (pharmacies, PCPs,
FQHCs, home health agencies, etc.) and other
community service providers utilized by the client.
[Non-Face to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.
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CHI L DREIRALSH HOME TEAM

Health Homes deliver services through a multidisciplinary team of physical and behavioral health care
professionals. The eligible team members for service reporting are listed below, and are for both
levels of care coordination for children (Moderate and High Intensity). Health Homes are responsible
for ensuring that all team members work within their scope of practice.

Health Home Directori An i ndi vi dual wh o p degreeecirstiediald ohsocdikoc
human sciences from an accredited university
social service field and has a minimum of one year experience in an administrative position.

Nurse Care Manager i A Registered Nurse (RN) or a Licensed Practical Nurse (LPN). Work must
be performed within the individual s scope of

Consulting PCP 1 A Physician, Physician Assistant (PA) or Advanced Practice Registered Nurse
(APRN) that is embedded, or a partnership with multiple Patient-Centered Medical Homes
(PCMHSs), an FQHC or I/T/U (Indian Health Service, Tribally operated facility/program, and Urban
Indian clinic) facility.

Psychiatric Consultant i A Board Certified/Eligible Psychiatrist, Physician Assistant (PA) or APRN
with a psychiatric specialty.

Care Coordinator i An individual who meet the requirements for a Wraparound Facilitator Case
Manager. A Wraparound Facilitator Case Manager is an LBHP, CADC, or Certified Behavioral
Health Case Manager Il and has the following:
(1) Successful completion of the ODMHSAS training for wraparound facilitation within six
months of employment; and
(2) Participate in ongoing coaching provided by ODMHSAS and employing agency; and
(3) Successfully complete wraparound credentialing process within nine months of beginning
process; and
(4) Direct supervision or immediate access and a minimum of one hour weekly clinical
consultation with a Qualified Mental Health Professional, as required by ODMHSAS.

Family Support Provider i An individual that meets the following requirements:
(1) Have a high school diploma or equivalent;
(2) be 21 years of age and have successful experience as a family member of a child or youth
with serious emotional disturbance, or a minimum of 2 years of experience working with
children with serious emotional disturbance or be equivalently qualified by education in the
human services field or a combination of work experience and education with one year of
education substituting for one year of experience (preference is given to parents or care givers
of child with SED);
(3) successful completion of ODMHSAS Family Support Training; and
(4) pass background checks.

Youth/Peer Support Specialist i An individual that has been certified by ODMHSAS as a Peer
Recovery Support Specialist (PRSS).

Chi | dldeelth Blame Specialist i An individual certified by ODMHSAS as a Behavioral Health
Case Manger | or Il, and has completed trainings as required by ODMHSAS including but not
limited to Behavioral Health Aide and Well Power.
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CLIENT ELIGIBILITY AND ENROLLMENT

Individuals who are eligible for SoonerCare, and who meet eligibility criteria for Health Homes (see

the Childr e n 6 s of @aveeQoordination within this section of the Manual) , may nido patn

voluntarily participate in a Health Home. Individuals may choose to participate in any Health Home
(HH).

The HH must obtain informed consent specific to enroliment in the HH. The consent must 1) be
specific to the extent that it permits the HH team members to share information relevant to the
delivery of HH services (a form example can be located in the Health Home Documents section of
this Manual), and 2) be obtained within a process that educates individuals, and ensures
understanding, regarding their right -botachobse
service. For new HH clients, the consent does not have to be signed immediately to begin receiving

HH services. Clients may not be immediately comfortable with signing the consent, so this is to allow
some extra time to get the consent signed. If a client continues to refuse to sign the consent form,
and that is not anticipated to change, the HH will need to dis-enroll the client as HHs require
coordination between providers.

Additional guidance regarding the enroliment process will be provided in other sections of this

Manual. The outreach and engagement services and initial assessment and plan development

services (and related billing) that occur prior to HH enrollment can be found in the Health Home

Services section of this Manual. Health Home enrollment/prior authorization can be found in the

Health Home Prior Authorization section of this Manual. The Level of Care Coordination that an

individual should be enrolled in will be based on screening/assessment, and identification/prediction

of client risk levels relating to health care needs, services, and coordination. The eligibility for those

Levels of Care Coordination can be found wunder
section of the Manual.

Note:

1 An individual may be enrolled in both a Health Home and a Patient Centered Medical Home
(PCMH) however roles and responsibilities must be clearly identified in order to avoid
duplication. Individuals may not be enrolled in Health Home and currently be enrolled in other
programs like: Intellectual or Developmental Disability Targeted Case Management (I/DD-
TCM); Advantage Waiver TCM; SoonerCare Health Management Program (HMP); Child
Welfare- TCM; or Juvenile Justice TCM. Individuals are given the choice as to which care
management/care coordination services would best meet their needs. Duplication of services
is not allowed.

1 All children enrolled in Health Home must also be added to the YIS system.
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CHI LDRENOGS L EVEICOORDINAT@ANR E

Childrends Health Home ser vi ces Emdtienal pPistiwbancel(8ED), t o
ages 0-18. Transition to adult can be served up to age 21. Services are provided under the following
levels of care coordination:

Moderate Intensity (Service Coordination)i

Medical Necessity Criteria:

Individual Client Assessment Record (CAR) scores meet criteria for Level 3.

Service Requirements:

Up to 30 clients on the team.

High Intensity (Wraparound)i

Medical Necessity Criteria:
Individual Client Assessment Record (CAR) scores meet criteria for Level 4;

A caregiver rated Ohio Scale shows critical impairment (score of 25 and above on the Problems
Subscale or a score of 44 and below on the Functioning Subscales;
and
At least one of the following conditions:
1 Psychiatric hospitalization within the past 3 months;
1 Multiple psychiatric hospitalizations, ED use and/or crisis center admissions (at least two);
1 Intensive array of services are in place, including (at a minimum): case management, therapy,
and medication management;
1 Chronic physical health condition, such as diabetes, asthma or other chronic physical health
condition;
1 Child was in the custody of OKDHS or OJA, or had been in and out of court multiple times,
within the past six months; or
1 At high risk of out of home/out of community placement as indicated by an attestation signed
by a LBHP (form provided by the State). The attestation will include narrative explaining the
changes and challenges in function and the circumstances surrounding imminent out of
home/community placement and an updated psychosocial assessment with support CAR
scores.

Service Requirements:

Up to 10 clients on the team.

NOTES:

1 For individuals with Developmental Disabilities, the Health Home will refer to and coordinate
with the approved Developmental Disabilities case management entity for these services.

1 Care Coordinators are not the only HH team member who can carry a caseload. The total
number being served by the HH team can be assigned to HH team member caseloads in a

HH Manual 25-2016 Page59



manner that is determined by the HH. This is to allow for optimal flexibility in meeting service
needs. The only restrictions are caseload limits for specific team members (refer to the Health
Home Teams section of this Manual).

1 In order to meet Medical Necessity Criteria for continued stay in Health Home, the following
must be also be present at the time of 6 month service plan update: 1) The clinical condition(s)
continues to warrant HH services in order to coordinate care to prevent the onset of disease or
to treat a disease and prevent onset of serious complications, OR 2) Progress toward
Integrated Care Plan (ICP) identified goals is evident and has been documented based on the
objectives defined for each goal, but the goals have not yet been substantially achieved
despite sound clinical practice consistent with the chronic care model, OR 3) Progress has not
been made, and the multidisciplinary team has identified and implemented changes/revisions
to the ICP to support the goals of the client/family.
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CHI L DREIRALYH HOME SERVICES

Billable Health Home services for children are as follows:

Health Home Outreach and Engagement

Through outreach and engagement the client is informed about: Health Home enrollment; the benefits
of Health Home enroliment to the client (including potential benefits); privacy; and selecting a PCP. A
Health Home may provide outreach and engagement services to a client attributed to, but not yet
enrolled in, Health Home. In order to be eligible to receive this service, clients must be ages 0-18 (or
up to age 21 if transition youth), and already designated as having a Serious Emotional Disturbance
(SED) and a CAR level 3 or 4, or they must be referred for Health Home services by a hospital, crisis
or residential facility.

Note: A Prior Authorization is not required. The reimbursement for outreach and engagement is
limited to once per month and is not reimbursable in the same month that the Health Home receives
reimbursement for Health Home Bundled Services. Only 3 months of billing are allowed per year (a
rolling year), and must be billed using a unique Client ID. If Health Home Outreach and Engagement
is initiated through a referral from a hospital, crisis or residential facility, the referral must be
documented in the client record.

Staff Requirement: [HH] Any Agency Staff Member

Billing Code Rate/Unit
G9001 $53.98 / Per Month

Health Home Initial Assessment and Plan Development

Health Homes will have LBHP FTE(s) associated with the HH teams. These LBHPs will have training

and understanding of how to frame initial assessment and initial plan development in a way that
adequately identifies client needs and the treatment objectives that can best be addressed in the HH
program. This initial Health Home plan will be utilized for the provision of HH services during the
clientds initial 30 days in the HH p mtoagd istegratedu n t
care plan are completed. Initial assessment and initial plan development should be provided and
billed for as follows:

1 If a new client to the agency, the LBHP associated with HH will complete a BH Assessment
(NON-MD)- Moderate Complexity if a minimum of 2 hours or more, or Low Complexity if a
minimum of 1 ¥ hours. They will also complete a Behavioral Health Service Plan Development
Moderate Complexity. This should be billed for under a PG038 (prior to admission to HH).

1 If an existing client to the agency who has already had an outpatient comprehensive
assessment and has an existing outpatient service plan (or someone who is returning to the
agency after a break less than a year and is not eligible for a PG038 or a new comprehensive
outpatient assessment/plan), the LBHP associated with HH will complete the BH Service Plan
Development Low Complexity which includes meeting with client to complete an updated CAR
(updated biopsycosocial) and to complete an updated service plan that will serve as the initial
HHplan. Thi s should be billed under (pribréoadnissienmot 6 s

HH).
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CHILDREN Billing Code Rate/Unit
BH Assessment HO031 HE/HF/HV/HH TF $82.98/
(Non-MD) Low Event
Complexity Telemedicine | HO031 HE/HF/HV/HH TF GT $82.98 /
(Minimum of 1 % Hours) Event
BH Assessment HO0031 HE/HF/HV/HH $110.64 /
(Non-MD) Event
Moderate Telemedicine | HO031 HE/HF/HV/HH GT $110.64/
Complexity Event
(Minimum of 2 Hours)
BH Service Plan H0032 HE/HF/HV/HH TF $57.16/
Development Low Event
Complexity Telemedicine | HO032 HE/HF/HV/HH TF GT $57.16/
Event
BH Service Plan H0032 HE/HF/HV/HH $91.44/
Development Event
Moderate Telemedicine | HO032 HE/HF/HV/HH GT $91.44 /
Complexity Event

Health Home Core Services

Health Home (HH) services are covered for children with Serious Emotional Disturbance (SED) who
are enrolled in the HH program. Eligible core services are as follows: Comprehensive Care
Management, Care Coordination, Health Promotion, Comprehensive Transitional Care Services,
Individual Family Support Services, and Referral to Community and Social Support Services. The
goal of HH core services is to ensure access to appropriate services, improve health outcomes,
reduce preventable hospitalizations and emergency room visits, promote use of Health Information
Technology (HIT) and avoid unnecessary care.

Note: Prior Authorization is required (see the Prior Authorization Section of the Manual). All core HH
services are billed usi ngndmistbe hilEdusicgadirige CliensID.e d
These codes are Per Member, Per Month (PMPM) codes and are inclusive of all the core HH
services provided to the client during one month. In order to bill for the month, the service
requirements must be met (refer to the HH Levels of Care Coordination section of this Manual).
Although the A Go  cfordhe monthly service can be billed under any HH team member (see Staff
Requirement below), the individual service functions provided throughout the month must be provided

by team members meeting the staff requirements listed inthe AHeal t h Home ( HH) (
Re p o r tseactiog of this Manual. A progress note is not require:
Progress notes are required when providing the individual service functions that are reported under
AHeal th Home (HH) Core Services Reporting.o

Limitations: The following services will not be reimbursed separately for individuals enrolled in a
Health Home:
o0 Targeted case management (T1016 and T1017);
0 Service plan development, moderate and low complexity (H0032);
0 Medication training and support (H0034);
o Peer recovery support (H2015); and
o Family training and support (T1027).
Children/families for whom case management services are available through OKDHS/OJA or
Home and Community Based Waiver (i.e. DDSD, ICF/ID, etc.) staff are not eligible for
concurrent Health Home services.
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Staff Requirement: [HH] Any el i gi bl e Health Home team member
Service Provider in this Manual

Billing Code Rate/Unit

Urban | Child | Moderate G9009 $297.08 / Per Month
Intensity
(Level 3)
High Intensity | G9010 $864.82 / Per Month
(Level 4)

Rural | Child | Moderate G9009TN $345.34 / Per Month
Intensity
(Level 3)
High Intensity | G9010TN $1,009.60 / Per Month
(Level 4)
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CHI LDRENGS HEALTH HOME CORE SERVIC

Health Homes are required to report the service functions provided/billed under fHealth Home Core
Servicesa Guidelines for reporting are as follows:

NOTE: Providers will report all eligible service functions provided under the Health Home Core
Services billing code per client, per month. These eligible service functions will be reported in MMIS.
To do this reporting electronically (rather than manually), specific HH service functions were assigned
an existing code in the system. Although the existing code/service title may be similar in function to
the HH service function, they are not intended to be exact. For reporting, providers will need to follow
the HH service functions, including staff requirements, as outlined below. Progress notes should be
written for each of the service functions provided.

On reporting tables in this section, i f the n
counted in 15 minute increments as follows: if the documented service is 15 minutes or less (which
does not follow the 8 minute rule), it will count as one 15 minute unit, and if the service is more than
22 minutes but less than 38 minutes, it will count as two 15 minute units (the second unit of service,
and any subsequent units, follow the 8 minute rule).

Comprehensive Care Management

Comprehensive care management services consist of developing a Comprehensive Care Plan to
address the needs of the whole person and involves the active participation of HH team members,
the client, family and caregivers.

Comprehensive care management services include the following, but are not limited to:

1 Identifying high-risk clients and utilizing client information to determine level of participation in
care management services:

1 Assessing preliminary service needs, participating in comprehensive person-centered
development of an integrated care plan, responsible for member physical and behavioral
health goals, preferences and optimal clinical outcomes.

1 Developing treatment guidelines that establish clinical pathways for health teams to follow
across risk levels or health conditions.

1 Monitoring individual and population health status and service use to determine adherence to
or variance from best practice guidelines.

1 Developing and disseminating reports that indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery and cost.

NOTES (Regarding specific service functions in the Comprehensive Care Management tables
below):

For documentation of Non-Face to Face services: record date and amount of time spent providing
non-face to face services (preferably start/stop times), a brief description of the services provided,
and team member providing the service and their credentials.

The Health Risk Appraisal (HRA) is a preliminary screening that, together with a Health Risk
Assessment, helps determine acuity of needs. The HRA may be furnished through an interactive
telephonic or web-based program or community encounter with a team member. For children, a HRA
should be completed if the Health Risk Checklist identifies red flags. For established (grandfathered)
clients, available data should be accessed (SoonerCare provider portal, OKDHS Child Portal, EHR,
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PCP data) and reviewed for critical health needs, and the HRA must be completed no later than the
next care plan update.

The Comprehensive Assessment (CA):

The extended psychosocial assessment includes all components of the initial assessment
(conducted prior to enrollment in HH), and is intended to provide additional assessment time
for a client with complex needs in order to allow for a complete and meaningful assessment.
The information gathering may be collected with or without client present.

The nursing assessment of medical, dental and other health needs includes completion of a
Health Risk Assessment, which must be completed within 30 days of new enrollment, or
referral may also be made to a primary care provider for physical examination, to be completed
by the time of the first patient- centered plan revision (within six months). Information may be
gat hered from the clientdos primary health
consent. A nursing assessment must be conducted by a Registered Nurse, per Oklahoma
Board of Nursing. Patient Assessment Guidelines can be located at:
https://www.ok.gov/nursing/ptassessgl.pdf

Under Early Periodic Screening Diagnostic and Treatment (EPSDT) Screening, and Dental
Assessment, children should receive their EPSDT visits as indicated on the periodicity
schedule which can be located at:
http://www.okhca.org/providers.aspx?id=588&menu=74&parts=7581 7583

The functional assessment is required for all enrolled children. It can include SOC specific
assessment in relation to strengths, needs and cultural discovery; crisis plan; and safety plan,
and can include up to 6 hours of non-face-to-face time for report preparation. The 6 hours of
non-face-to-face time for report preparation is allowed per Prior Authorization (PA) period in
conjunction with needed assessment.

For other assessments, refer when medically necessary; use appropriate CPT codes if
applicable.

For Review of Integrated Care Plani:A r evi sed active plan must i
initial evaluation and comprehensive assessments and updates, the progress toward goals specified
in the written care plan, and changes, as applicable, in goals.

Provider Transportation/Driving 7 The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS- Comprehensive care management services are provided by the

following professionals and paraprofessionals:
1 Nurse Care Manager (RN or LPN);
1 Care Coordinator;
1 Psychiatric Consultant; and
1 Primary Care Practitioner PCP.
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Comprehensive Care Management

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time 1 T2022 HE Developing treatment guidelines that establish clinical Count at least 15 PCP, or Nurse Care
Non Face to pathways for health teams to follow across risk levels minutes of clinical | Manager (RN or LPN)
Face or health conditions. [Non-Face to Face] staff time per

Monitoring individual and population health status and | calendar month.
service use to determine adherence to or variance from
best practice guidelines [Non-Face to Face] Monitoring EHR
Developing and disseminating reports that indicate and scanning for
progress toward meeting outcomes for client gaps in care would
satisfaction, health status, service delivery and cost count toward the
[Non-Face to Face] minimum
requirement for a
client with an
open, active
integrated care
plan.
Monitoring the clientds c (Countatleastl15 PCP, or Nurse Care
social). Must be part of the integrated care plan. [Non- | minutes of clinical | Manager (RN or
Face to Face] staff time per LPN), or Psychiatric
Performing medication reconciliation and overseeing calendar month Consultant
t he c | i-managénsentsfenkdications [Non-Face
to Face]
Psychiatric Consultation. Must be part of the integrated
care plan. [Non-Face to Face]
PCP consultation on best practice protocol. Must be
part of the integrated care plan. [Non-Face to Face]
Initially reviewing client records and client history and Count at least 15 Nurse Care Manager
reviewing and signing off on health assessments. Must | minutes of clinical | (RN or LPN)
be part of the integrated care plan. [Non-Face to Face] | staff time per
Consultation with team about identified health calendar month
conditions of their clients. Must be part of the integrated
care plan. [Non-Face to Face]
Wellness T1012 HE/HF Completion of the Health Risk Appraisal (HRA)- Count each 15 PCP, Nurse Care
Resource Skills Wellness plan development; A systematic approach to | minutes Manager (RN or
Development collecting information from individuals that identifies risk LPN), or Care
factors, provides individualized feedback, and links the Coordinator
person with at least one intervention to promote health, (Wraparound
sustain function and/or prevent disease [Non-Face to Facilitator Case
Face] Manager)
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Comprehensive Care Management

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Evaluation and $9482 | HE TF 1 Time spent preparing specialty assessment Up to 6 hours of | Care Coordinator
Assessment reports (ex: SNCD, Ohio Scales) [Non-Face to non- face to face | (Wraparound
children/specialty settings Face] time is allowed Facilitator Case
-S0OC for report Manager)

preparation.
This is allowed
per Prior

Authorization
(PA) period in
conjunction with

needed
assessment.
SOC Wraparound Case T1016 | HE/HF/ | HN 1 Comprehensive Assessment: Child Functional Count each 15 Care Coordinator
Management HH /HV Assessment including strengths and needs minutes (Wraparound
assessment, Ohio Scales Rating, and Facilitator Case
assembling a Wraparound team. Manager)

1 Development of Integrated Care Plan (Child)-
Coordination of the Child Health Home teams
development of a client directed, integrated
active care plan for each enrolled client that
reflects input of the team (including the
involvement of the consulting primary care
physician or APRN in managing the medical
component of the plan), and others the client
chooses to involve.

1 Review of Integrated Care Plan (Child)i
Coordination of the Chi
teams review, revision and documentation of the
integrated care plan as
condition requires, but no less frequently than
every (6) six months.

1 (Child) Completion of the Child and Adolescent
Trauma Screen (CATS), and if the screen is
positive refer to an LBHP to administer the CATS
assessment.
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Comprehensive Care Management

Service Title Code Modifiers HH Service Functions Notes Team Member
Comprehensive S5190 Comprehensive Nursing Assessment: Medical Count each 15 RN Nurse Care
Assessment dental and other health needs (may include minutes Manager

some reconciliation with biometrics obtained by
the provider like blood lipids and glucose, blood
pressure, etc.).
Comprehensive Assessment: Health Screening PCP
and Assessment for Children 1 Early Periodic
Screening Diagnostic and Treatment (EPSDT)
Screening, and Dental Assessment
Intra-Agency Clinical G9007 A formal and structured process of interaction Count each 15 Nurse Care Manager
Consultation among staff from the same agency for the minutes (RN or LPN), or Care
purpose of discussion and problem-solving Coordinator
regarding effective utilization of treatment (Wraparound
modalities and supports in clinical service Facilitator Case
provision. Manager), or
Psychiatric
Consultant, or PCP
Provider A0160 Travel time to and from meetings for the purpose Up to one hour PCP, or Psychiatric
Transportation/Driving of development or implementation of the individual | of travel per Consultant, or Nurse

care plan.
Time spent driving to do a home visit when the
client is not home.

month per client
will be allowed
to count towards
the minimum
monthly service
requirement

Care Manager (RN or
LPN), or Care
Coordinator
(Wraparound
Facilitator Case
Manager)
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Care Coordination

Care coordination is the implementation of the integrated care plan with the active client involvement
through appropriate linkages, referrals, coordination and follow-up to needed services and supports.

Care coordination services include the following, but are not limited to:
1 Care coordination for primary health care, specialty health care and transitional care from
emergency departments, hospitals and Psychiatric Residential Treatment Facilities (PRFTS);

1 Ensuring integration and compatibility of mental health and physical health activities;

1 Providing on-going service coordination and link clients to resources;

1 Tracking completion of mental and physical health goals in clientd stegrated care plan;

1 Coordinating with all team members to ensure all objectives of the integrated care plan are
progressing;

1 Appointment scheduling;

1 Conducting referrals and follow-up monitoring;

1 Participating in hospital discharge processes; and

1 Communicating with other providers and clients/family.

Health Homes serving children will place particular emphasis on coordination with school officials and
care providers, primary care providers, and relevant agencies such as Social Services. Care
Coordination will also include tracking of EPSDT needs, well-child check schedules, and dental
screening, with appropriate follow-up.

NOTES (Regarding specific service functions in the Care Coordination tables below):

For documentation of Non-Face to Face services: record date and amount of time spent providing
non-face to face services (preferably start/stop times), a brief description of the services provided,
and team member providing the service and their credentials.

SOC Wraparound Case Management:

1 Services can be face to face and non-face to face. Non-face to face contacts, such as written
communication and telephone calls are not to become the predominant means of providing
comprehensive care management/care coordination services.

1 Telephone calls with family members, probation officers, etc. regarding a client are counted.
When voice messages are used, the Case Manger must have sufficient documentation
justifying a care coordination service was actually provided. Leaving a name and number
asking for a return call is not sufficient to count this activity,

1 Written communication (including e-mail) and leaving voice messages may be documented as
non-face to face functions. Written communication must be about a specific individual and
must be documented in the case record with a paper copy of either a mailed letter or e-mail.

Participating in an Appointment i Count all time spent in direct contract with the client/family and or
other parties involved in implementing the care plan.

Provider Transportation/Driving © The provider should maintain adequate documentation to

demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS - Care coordination services are provided by the following
professionals and paraprofessionals:
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Nurse Care Manager (RN or LPN);
Care Coordinator;

Family Support Provider;
Youth/Peer Support Specialist; and
Health Home Director.

= =4 =4 -4 -9
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Care Coordination

Service Title Code Modifiers HH Service Functions Notes Team Member
Clinical Time T Non T2022 | HE Communicating and coordinating care with external | Count each 15 Nurse Care Manager
Face to Face health care providers (pharmacies, PCPs, FQHCs, | minutes (RN or LPN), or Care

home health agencies, etc.) and other community Coordinator
service providers utilized by the client. [Non-Face (Wraparound
to Face] Facilitator Case
Provide education and address questions from Manager), Family
patient, family, guardian, and/or caregiver. [Non- Support Provider, or
Face to Face] Youth Peer Support
Specialist, or Health
Home Director
SOC Wraparound Case | T1016 | HE/HF/ | HN Participating in the creation and update of the Count each 15 Nurse Care Manager
Management HH /HV Health Passport for every enrolled DHS custody minutes (RN or LPN), or Care
child. [Non-Face to Face] Coordinator
Ensuring receipt of all recommended EPSDT (Wraparound
screens. [Non-Face to Face] Facilitator Case
Ensuring that every enrollee is aligned with or Manager)
linked with a PCP available through the HH, with in
the first 3 months of enroliment in HH. [Non-Face
to Face]
Consulting with other tg
health status. [Non-Face to Face]
Medication Reminder S5185 | HE/HF/ Providing a telephone prompt for each client that Count each 15 Nurse Care Manager
HH/HV has at least one or more billable face-to-face minutes (RN or LPN), or Care
services. Coordinator
Delivery of medication. (Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist
Wellness Resource T1012 | HE/HF The process of providing direction and coordinating | Count each 15 Nurse Care Manager
Skills Development support activities that promote good physical minutes (RN or LPN), or Care
health. Coordinator
(Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist
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Care Coordination

Service Title Code Modifiers HH Service Functions Notes Team Member
SOC Wraparound T1016 HE/HF/ | HN 1 Referral, linkage and advocacy to assist with the Count each 15 Nurse Care Manager
Case Management HH/HY implementation of the integrated care plan, minutes (RN or LPN), or Care

including appointment scheduling and arranging Coordinator
transportation. (Wraparound

1 Monitoring and follow-up activities with treatment or Facilitator Case
service providers (including intra-agency) for the Manager) or Family
purposes of monitoring client attendance of Support Provider or
scheduled physician/medication, therapy, Youth/Peer Support
rehabilitation, or other supportive service Specialist
appointments.

1 Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

1 Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

1 Ensuring integration and compatibility of mental
health and physical health activities.

1  Tracking completion of mental and physical health
goals in clientés integr

1 Participating in hospital discharge processes.

Intra-Agency Clinical | G9007 1 A formal and structured process of interaction Count each 15 Nurse Care Manager

Consultation

among staff from the same agency for the purpose
of discussion and problem-solving regarding
effective utilization of treatment modalities and
supports in clinical service provision.

minutes

(RN or LPN), or Care
Coordinator
(Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist, or Health
Home Director

HH Manual 25-2016

Page72




Care Coordination

Service Title Code Modifiers HH Service Functions Notes Team Member
Participating in an Appointment | T2001 | HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or Care
the client in advocating for their needs or to assist Coordinator
in coordination of care. (Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist
Provider Transportation/Driving | A0160 Time spent driving to do a home visit when the Up to one hour Nurse Care Manager

client is not home.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

of travel per
month per client
will be allowed
to count towards
the minimum
monthly service
requirement

(RN or LPN), or Care
Coordinator
(Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist
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Health Promotion
Health promotion consists of providing health education specificto theclient s chr oni ¢ condi ti on.

Health promotion will minimally consist of the following, but is not limited to:
1 Providing health education specifictoclient s condi ti on;
1 Developing self-management plans with the client;
1 Providing support for improving social networks and providing health promoting lifestyle interventions including:
0 Substance use prevention
Smoking prevention and cessation
Obesity reduction and prevention
Nutritional counseling
Increasing physical activity

© O 0O

NOTES (Regarding specific service functions in the Health Promotion tables below):

Oral/lnjection Medication Administration: Can include time for observation.

Participating in an Appointment T Count all time spent in direct contract with the client/family and or other parties involved in
implementing the care plan.

Provider Transportation/Driving T The provider should maintain adequate documentation to demonstrate the cost of travel (mileage
logs).

The Health Risk Appraisal (HRA) is a preliminary screening that, together with a Health Risk Assessment, helps determine acuity of
needs. The HRA may be furnished through an interactive telephonic or web-based program or community encounter with a team
member. For children, a HRA should be completed if the Health Risk Checklist identifies red flags. For established (grandfathered)
clients, available data should be accessed (SoonerCare provider portal, OKDHS Child Portal, EHR, PCP data) and reviewed for critical
health needs, and the HRA must be completed no later than the next care plan update.

QUALIFIED PROFESSIONALS - Health promotion services are provided by the following professionals and paraprofessionals:
1 Nurse Care Manager (RN or LPN);
1 Primary Care Practitioner PCP; and
T Childrends Health Home Specialist.
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Health Promotion

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Wellness
Resource
Skills
Development

T1012

HE/HF

Tobacco
Cessation

T1012

HE/HF

SE

The process of providing direction and coordinating
support activities that promote good physical
health.

Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support with
averting or managing physical health concerns like
heart disease, diabetes, and cholesterol, and
support regarding the effects medications have on
physical health. Services can include support
groups, and individual physical wellness plan
development, implementation assistance and
support.

Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from individuals
that identifies risk factors, provides individualized
feedback, and links the person with at least one
intervention to promote health, sustain function
and/or prevent disease [Non-Face to Face]

Count each 15
minutes

PCP, Nurse Care
Manager (RN or
LPN), or Chi
Health Home
Specialist

Intra-Agency Clinical
Consultation

G9007

A formal and structured process of interaction
among staff from the same agency for the purpose
of discussion and problem-solving regarding
effective utilization of treatment modalities and
supports in clinical service provision.

Count each 15
minutes

PCP, Nurse Care
Manager (RN or

LPN) , or Chi
Health Home
Specialist

Clinical Time 7 Non
Face to Face

T2022

HE

Communicating and coordinating care with external
health care providers (pharmacies, PCPs, FQHCs,
home health agencies, etc.) and other community
service providers utilized by the client. [Non-Face
to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

Count each 15
minutes

Nurse Care Manager
(Rn or LPN), or
Childrenods
Home Specialist
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Health Promotion

Service Title Code | Modifiers HH Service Functions Notes Team Member
Participating in an Appointment T2001 |HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or
the client in advocating for their needs or to assist Childrenods
in coordination of care. Home Specialist
Provider Transportation/Driving A0160 Time spent driving to do a home visit when the Up to one hour PCP, or Nurse Care
client is not home. of travel per Manager (RN or
Travel time to and from meetings for the purpose month perclient |[LPN) , or C
of development or implementation of the individual | will be allowed Health Home
care plan. to count towards | Specialist
Time spent waiting for a client during an the minimum
appointment or escorting a member to an monthly service
appointment. requirement
Transitional Nurse T1017 | HE/HF/ | HN TG Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Case Care Mgr HH/HY needed for successful discharge planning and minutes (RN or LPN), or
Management transition from an inpatient facility (for Intensive Chil dr althds
: Care Coordination children ages 0-21). Home Specialist
Chi | dr| T1017 | HE/HF/ | HM TG
HH HH / HV
Specialist
Transitional SOC T1016 | HE/HF/ | HN TG Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
WraparoundCase HH/HY needed for successful discharge planning and minutes (RN or LPN), or
Management transition from an inpatient facility (for Wraparound Childrenods
children ages 0-21). Home Specialist
Case Nurse T1017 | HE HN HK Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Management | Car€Mar needed for successful discharge planning and minutes (RN or LPN), or
(Outpatientin [Chi I dr| T1017 | HE HM HK transition from an inpatient facility for clients age Childrenos
an inpatient HH 21 and under if they are in an IMD. Home Specialist
setting) Specialist
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Health Promotion

Service Title Code | Modifiers HH Service Functions Notes Team Member
Targeted Nurse Care Mgr T1016 | HE/ HN Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
Case EE’/ obtaining and maintaining needed resources, minutes (RN or LPN), or
Management HV services and supports; including arranging for Childrenods

non-emergency transportation. Home Specialist
Chil dr en @ T1016 :E// HM
Home Specialist HH /
HV
Medication Reminder S5185 | HE/HF/ Providing a telephone prompt for each client that | Count each 15 PCP, Nurse Care
HH /7 HV has at least one or more billable face-to-face minutes Manager (RN or
services. LPN) , or Chi
Delivery of medication. Health Home
Specialist
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Comprehensive Transitional Care

Care coordination services for comprehensive transitional care are designed to streamline plans of
care, reduce hospital admissions and interrupt patterns of frequent hospital emergency room use.

In conducting comprehensive transitional care, the Nurse Care Manager and the Behavioral Health
Case Manager will work as co-leads. Their duties include, but are not limited to the following:

1 Developing contracts or Memorandums of Understanding (MOUs) with regional hospitals or
system(s) to ensure a formalized structure for transitional care planning, to include
communication of inpatient admissions and discharges of Health Home clients;

1 Maintaining a mutual awareness and collaboration to identify individuals seeking emergency
department services that may benefit from connection with a Health Home site; and

1 Motivate hospital staff to notify the Health Home staff of such opportunities.

Care management services must be provided for the purposes of discharge planning and must be
translated into the patient care management pl a
pl an and coordinate with al |l thtallindeded setvices ard iroptacep r o
to ensure a safe and timely discharge. The client should be actively engaged during the discharge
planning process, and care managers should follow up with clients within two (2) business days post-
discharge via a home visit, phone call or on-site appointment.

NOTES (Regarding specific service functions in the Comprehensive Transitional Care tables below):

Transitional Case Management i Payment will continue if child enrollee has been admitted to URC,
crisis center, residential or community Inpatient setting less than 17 beds, or Inpatient Med/Surgical
Hospital. Payment will be made for children in IMD.

QUALIFIED PROFESSIONALS - Comprehensive transitional care services are provided by the
following professionals and paraprofessionals:

1 Nurse Care Manager (RN or LPN);

1 Care Coordinator;

1 Family Support Provider; and

1 Youth/Peer Support Specialist.
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Comprehensive Transitional Care

Service Title Code Modifiers HH Service Functions Notes Team Member
System Support G9007 1 Developing contracts or Memorandums of | Is not counted Nurse Care Manager
Understanding (MOUs) with regional hospitals or | as one of the (RN or LPN), or Care
system(s) to ensure a formalized structure for | minimum HH Coordinator
transitional care planning, to include communication | billable activities | (Wraparound
of inpatient admissions and discharges of Health Facilitator Case
Home clients; Manager)
1 Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and
1 Motivate hospital staff to notify the Health Home
staff of such opportunities.
Transitional Nurse T1017 | HE/ HN | TG 1 Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Case Care :E"/ needed for successful discharge planning and minutes (RN or LPN), or Care
Management | Mgr/CC HY transition from an inpatient facility (for Intensive Coordinator
Care Coordination children ages 0-21). (Wraparound
FSP/ T1017 | HE/ 1 HM |} TG Facilitator Case
Yth/Peer :E// Manager) or Family
Support HV Support Provider or
Specialist Youth/Peer Support
Specialist
Transitional SOC T1016 | HE/ HN | TG 1 Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
WraparoundCase EE’/ needed for successful discharge planning and minutes (RN or LPN), or Care
Management HY transition from an inpatient facility (for Wraparound Coordinator
children ages 0-21). (Wraparound
Facilitator Case
Manager) or Family
Support Provider or
Youth/Peer Support
Specialist
Case Nurse T1017 | HE HN | HK 1 Provide referral, linkage and advocacy services Count each 15 Nurse Care Manager
Management | Care Mgr needed for successful discharge planning and minutes (RN or LPN), or Care
(Outpatientin | /CC transition from an inpatient facility for clients age 21 Coordinator
an inpatient FSP/ T1017 | HE HM | HK and under if they are in an IMD. (Wraparound
setting) Yth/Peer Facilitator Case
Support Manager) or Family
Specialist Support Provider or
Youth/Peer Support
Specialist
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Individual and Family Support Services

Individual and family support services assist individuals in accessing services that will reduce barriers
and improve health outcomes, with a primary focus on increasing health literacy, the ability of the
client to self-manage their care and facilitate participation in the ongoing revision of their integrated
care plan.

Individual and family support services include, but are not limited to:

T

T
T
T
T

Teaching individuals and families self-advocacy skills;

Providing peer support groups;

Modeling and teaching how to access community resources;

Assisting with obtaining and adhering to medications and other prescribed treatments; and
Identifying resources to support the client in attaining their highest level of health and
functioning in their families and in the community, including transportation to medically
necessary services.

QUALIFIED PROFESSIONALS - Individual and family support services are provided by the following

professionals and paraprofessionals:

T

)l
)l
)l
)l

Nurse Care Manager (RN or LPN);

Care Coordinator;

Family Support Provider;

Youth/Peer Support Specialist; and

Chil drends Health Home Specialist.
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Individual and Family Support Services

Service Title Code Modifiers HH Service Functions Notes Team Member
Wellness T1012 | HE/HF 1 Education and support focusing on areas such as Count each 15 Nurse Care Manager
Resource nutrition, exercise, tobacco cessation, support with | minutes (RN or LPN), or
Skills averting or managing physical health concerns like Childrenods
Development heart disease, diabetes, and cholesterol, and Home Specialist, or

support regarding the effects medications have on Care Coordinator
physical health. Services can include support (Wraparound
Tobacco | T1012 | HE/HF SE groups, and individual physical wellness plan Facilitator Case
Cessation development, implementation assistance and Manager) or Family
support. Support Provider or
1 Completion of the Health Risk Appraisal (HRA)- Youth/Peer Support
Wellness plan development; A systematic Specialist
approach to collecting information from individuals
that identifies risk factors, provides individualized
feedback, and links the person with at least one
intervention to promote health, sustain function
and/or prevent disease [Non-Face to Face]
Family Training and T1027 | HE/HF/ 1 Provide training and support necessary to ensure Count each 15 Nurse Care Manager
Support HH/7HYV active participation of the client/family in the minutes (RN or LPN), or
treatment planning process and with the ongoing Childrenods
implementation, support and reinforcement of skills Home Specialist, or
learned throughout the treatment process. Care Coordinator
1 Increase client/family ability to provide a safe and (Wraparound
supportive environment in the home and Facilitator Case
community. Manager), or Family
1 Assist client/family in the acquisition of knowledge Support Provider, or
and skills necessary to understand and address Youth Peer Support
specific needs in relation to illness and treatment; Specialist
including understanding crisis plans and plan of
care process.
1 Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
1 Training on medications or diagnoses, and
interpreting choice offered by service providers.
Medication Training and | H0034 | HE/HF/ 1  Supportive therapy; Interviews with clients to Count each 15 RN Nurse Care
Support HH 7RV discuss health concerns and wellness and minutes Manager
treatment goals.
1 Provide education about medications.
1 Individual care by Nurse Care Manager for clients
on their caseload; including monitoring medication
compliance and side effects.
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Individual and Family Support Services

Service Title

Code

Modifiers

HH Service Functions

Notes

Team Member

Oral/Injection Medication
Administration

T1502

HE

1 Oral/lnjection Medication Administration

Count each 15
minutes

Nurse Care Manager
(RN or LPN)
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Referral to Community and Social Support Services
Provide clients with referrals to community and social support services in the community.

Providing assistance for clients to obtain and maintain eligibility for the following services as
applicable, including but not limited to:

Healthcare;

Disability benefits;

Housing;

Transportation;

Personal needs; and

Legal services.

E R

NOTES (Regarding specific service functions in the Referral to Community and Social Support
Services tables below):

Arranging Non-Emergency Transportation T Transportation for a HH enrollee is not included in the
rate. SoonerCare contracts with a broker to ensure Non-Emergency Medical Transportation (NMT)
and may be available for HH enrollees. Not all SoonerCare members are eligible for SoonerRide (See
OAC 317:30-5-327) and not all covered services are eligible. In order to avoid overlap and possible
duplication with transportation programs under other federal authorities, SoonerCare does not
contract for NET for covered services to schools, day programs and group skills training programs.
The service site or a community organization often provides or funds transportation to these activities.
The HH should work with the client/family to determine the program that best fits their needs.

It is important to note that SoonerRide NET services must be scheduled with the transportation
broker, and that transportation is provided by SoonerRide when medically necessary in connection
with examination and treatment to the nearest appropriate facility.

Participating in an Appointment i Count all time spent in direct contract with the client/family and or
other parties involved in implementing the care plan.

Provider Transportation/Driving © The provider should maintain adequate documentation to
demonstrate the cost of travel (mileage logs).

QUALIFIED PROFESSIONALS- Referral to community and social support services are provided by
the following professionals and paraprofessionals:

1 Nurse Care Manager (RN or LPN);

1 Care Coordinator;

1 Family Support Provider; and

1 Youth/Peer Support Specialist.
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Referral to Community and Social Support Services

Service Title Code Modifiers HH Service Functions Notes Team Member
Targeted Nurse Care T1016 | HE/HF/ | HN Referral, linkage and advocacy to assist with Count each 15 Nurse Care Manager
Case Mgr / Care HH/ RV obtaining and maintaining needed resources, minutes (RN or LPN), or Care
Management | Coordniator services and supports; including arranging for Coordinator

non-emergency transportation. (Wraparound
Facilitator Case
Manager), or Family
FSP/ T1016 | HE/HF/ | HM Support Provider, or
Yth/Peer HH /HV Youth/Peer Support
Support Specialist
Specialist
Participating in an Appointment | T2001 | HE Sitting in an appointment with a doctor/provider Count each 15 Nurse Care Manager
with the client while receiving treatment to assist minutes (RN or LPN), or Care
the client in advocating for their needs or to assist Coordinator
in coordination of care. (Wraparound
Facilitator Case
Manager), or Family
Support Provider, or
Youth/Peer Support
Specialist
Provider Transportation/Driving | A0160 Time spent driving to do a home visit when the Up to one hour Nurse Care Manager
client is not home. of travel per (RN or LPN), or Care
Travel time to and from meetings for the purpose month per client | Coordinator
of development or implementation of the individual | will be allowed (Wraparound
care plan. to count towards | Facilitator Case
Time spent waiting for a client during an the minimum Manager), Family
appointment or escorting a member to an monthly service | Support Provider, or
appointment. requirement Youth/Peer Support
Specialist
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FY 2016 SERVICE FUNCTIONSY HEALTH HOME TEAM MEMBER
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Nurse Care Manager: RN and LPN

T2022 HE

1l

Developing treatment guidelines that establish
clinical pathways for health teams to follow
across risk levels or health conditions. [Non-Face
to Face]

Monitoring individual and population health status
and service use to determine adherence to or
variance from best practice guidelines [Non-Face
to Face]

Developing and disseminating reports that
indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery
and cost [Non-Face to Face]

Moni toring the clientos
mental, social). Must be part of the integrated
care plan. [Non-Face to Face]

Performing medication reconciliation and
overseeing t-menagermhent®int 6s
medications [Non-Face to Face]

Initially reviewing client records and client history
and reviewing and signing off on health
assessments. Must be part of the integrated care
plan. [Non-Face to Face]

Consultation with team about identified health
conditions of their clients. Must be part of the
integrated care plan. [Non-Face to Face]
Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

T1012 HE/HFE
T1012 HE/HF, SE (Tobacco Cessation)

1  Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

1  Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

1 The process of providing direction and
coordinating support activities that promote good
physical health.

S$5185 HE/HF/HH/HV
1  Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1  Delivery of medication.

A0160

1  Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1  Time spent driving to do a home visit when the
client is not home.

1 Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T1016 HE/HF/HH/HV, HN

il

Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

Ensuring integration and compatibility of mental
health and physical health activities.

Tracking completion of mental and physical
health goals in clientd
Participating in hospital discharge processes.

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.
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Nurse Care Manager: RNand LPN 1 Cont 6d

T1017 HE/HF/HH/HV, HN, TG

1l

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for Intensive
Care Coordination children ages 0-21).

T1016 HE/HF/HH/HV, HN, TG

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for
Wraparound children ages 0-21).

T1017 HE, HN, HK

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for clients age
21 and under if they are in an IMD.

Developing contracts or Memorandums of
Understanding (MOUSs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include
communication of inpatient admissions and
discharges of Health Home clients;

Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

Motivate hospital staff to notify the Health Home
staff of such opportunities.

11027 HE/HF/HH/HV

il

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

HO0034 HE/HF/HH/HV- (RN Only)

1

== _a

Supportive therapy; Interviews with clients to
discuss health concerns and wellness and
treatment goals.

Provide education about medications.

Individual care by Nurse Care Manager for clients
on their caseload; including monitoring
medication compliance and side effects.

T1502 HE

1

Oral/Injection Medication Administration

T2001 HE

1

Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

11016 HE/HF/HH/HV, HN

il

Participating in the creation and update of the
Health Passport for every enrolled DHS custody
child. [Non-Face to Face]

Ensuring receipt of all recommended EPSDT
screens. [Non-Face to Face]

Ensuring that every enrollee is aligned with or
linked with a PCP available through the HH, with
in the first 3 months of enrollment in HH. [Non-
Face to Face]
Consul t

ing with other t
clientods

h e a-Facehto Fadep t u s .

S5190- (RN Only)

1

Comprehensive Nursing Assessment:
Medical dental and other health needs (may
include some reconciliation with biometrics
obtained by the provider like blood lipids and
glucose, blood pressure, etc.).
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Consulting PCP

T2022 HE

1l

Developing treatment guidelines that establish
clinical pathways for health teams to follow
across risk levels or health conditions. [Non-Face
to Face]

Monitoring individual and population health status
and service use to determine adherence to or
variance from best practice guidelines [Non-Face
to Face]

Developing and disseminating reports that
indicate progress toward meeting outcomes for
client satisfaction, health status, service delivery
and cost [Non-Face to Face]

Moni toring the clienttéls
social). Must be part of the integrated care plan.
[Non-Face to Face]

Performing medication reconciliation and
overseeing t-menagermhent®int 6s
medications [Non-Face to Face]

PCP consultation on best practice protocol. Must
be part of the integrated care plan. [Non-Face to
Face]

T1012 HE/HF

T1012 HE/HF, SE (Tobacco Cessation)

|l

The process of providing direction and
coordinating support activities that promote good
physical health.

Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person with
at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

G9007

A0160

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

Travel time to and from meetings for the purpose of
development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

T1001 HE

1

Comprehensive Assessment: Health Screening
and Assessment for Children i Early Periodic
Screening Diagnostic and Treatment (EPSDT)
Screening, and Dental Assessment

S5185 HE/HF/HH/HV

f

Providing a telephone prompt for each client
that has at least one or more billable face-to-
face services.

Delivery of medication.
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Psychiatric Consultant

T2022 HE

T Monitoring the clientos
social). Must be part of the integrated care plan.
[Non-Face to Face]

1  Performing medication reconciliation and
overseeing t-menagement®nt 6s
medications [Non-Face to Face]

1 Psychiatric Consultation. Must be part of the
integrated care plan. [Non-Face to Face]

G9007
1 Aformal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

A0160
1 Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.
1  Time spent driving to do a home visit when the
client is not home.
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Care Coordinator (CC)

S9482 HE, TF
1 Time spent preparing specialty assessment
reports (ex: SNCD, Ohio Scales) [Non-Face to
Face, Child Teams Only]

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

T1016 HE/HF/HH/HV, HN

1 Comprehensive Assessment: Child Functional
Assessment including strengths and needs
assessment, Ohio Scales Rating, and
assembling a Wraparound team.

1 Development of Integrated Care Plan (Child)-
Coordination of the Child Health Home teams
development of a client directed, integrated
active care plan for each enrolled client that
reflects input of the team (including the
involvement of the consulting primary care
physician or APRN in managing the medical
component of the plan), and others the client
chooses to involve.

1 Review of Integrated Care Plan (Child)i
Coordination of the Chi
teams review, revision and documentation of the
integrated care plan as
condition requires, but no less frequently than
every (6) six months.

1 (Child) Completion of the Child and Adolescent
Trauma Screen (CATS), and if the screen is
positive refer to an LBHP to administer the CATS
assessment.

11016 HE/HF/HH/HV, HNTi Cont 6 d

1

= =

A0160

Participating in the creation and update of the
Health Passport for every enrolled DHS custody
child. [Non-Face to Face]

Ensuring receipt of all recommended EPSDT
screens. [Non-Face to Face]

Ensuring that every enrollee is aligned with or
linked with a PCP available through the HH, with
in the first 3 months of enrolliment in HH. [Non-
Face to Face]

Consulting with other t
clientds heaFacchtoFatelpt us .
Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

Ensuring integration and compatibility of mental
health and physical health activities.

Tracking completion of mental and physical
health goals in clientd
Participating in hospital discharge processes.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

S5185 HE/HF/HH/HV
1  Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1 Delivery of medication.

T2001 HE
9  Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

A0160

1  Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

1  Time spent driving to do a home visit when the
client is not home.

9  Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

G9007

1 Developing contracts or Memorandums of
Understanding (MOUSs) with regional hospitals or
system(s) to ensure a formalized structure for
transitional care planning, to include
communication of inpatient admissions and
discharges of Health Home clients;

1 Maintaining a mutual awareness and collaboration
to identify individuals seeking emergency
department services that may benefit from
connection with a Health Home site; and

1 Motivate hospital staff to notify the Health Home
staff of such opportunities.

T1017 HE, HN, HK

1 Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for clients age
21 and under if they are in an IMD.
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Care Coordinator (CC)i Cont 6 d

T1027 HE/HF/HH/HV

1

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of knowledge
and skills necessary to understand and address
specific needs in relation to iliness and treatment;
including understanding crisis plans and plan of
care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

T1012 HE/HE
T1012 HE/HF, SE (Tobacco Cessation)

1

Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from individuals
that identifies risk factors, provides individualized
feedback, and links the person with at least one
intervention to promote health, sustain function
and/or prevent disease [Non-Face to Face]

The process of providing direction and
coordinating support activities that promote good
physical health.

Education and support focusing on areas such as
nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

G9007

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

T1017 HE/HF/HH/HV, HN, TG

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for Intensive
Care Coordination children ages 0-21).

T1016 HE/HF/HH/HV, HN, TG

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for
Wraparound children ages 0-21).
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Family Support Provider

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

S5185 HE/HF/HH/HV
1 Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1  Delivery of medication.

T1016 HE/HF/HH/HN, HN

1 Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

1  Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

1  Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

1  Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

1 Ensuring integration and compatibility of mental
health and physical health activities.

1  Tracking completion of mental and physical

health goals in clientd
Participating in hospital discharge processes.

T2001 HE

1

A0160

Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T1017 HE, HM, HK

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for clients age
21 and under if they are in an IMD.

T1012 HE/HE
T1012 HE/HF, SE (Tobacco Cessation)

il

The process of providing direction and
coordinating support activities that promote good
physical health.

Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

T1027 HE/HF/HH/HV

1

G9007

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

T1017 HE/HF/HH/HV, HM, TG

il

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for Intensive
Care Coordination children ages 0-21).

T1016 HE/HF/HH/HV, HN, TG

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for
Wraparound children ages 0-21).
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Youth/Peer Support Specialist

T2022 HE

1 Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

1 Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

S5185 HE/HF/HH/HV
1 Providing a telephone prompt for each client that
has at least one or more billable face-to-face
services.
1  Delivery of medication.

T1016 HE/HF/HH/HN, HN

1 Referral, linkage and advocacy to assist with the
implementation of the integrated care plan,
including assistance with obtaining and
maintaining needed resources, services and
supports; appointment scheduling and arranging
for non-emergency transportation.

1  Monitoring and follow-up activities with treatment
or service providers (including intra-agency) for
the purposes of monitoring client attendance of
scheduled physician/medication, therapy,
rehabilitation, or other supportive service
appointments.

1  Follow-up activities with the client to identify any
new resource needs or to assist with
implementation of the integrated care plan,
including making appointment reminders.

1  Crisis diversion- connecting with the resources
needed to avert a clinical crisis.

1  Ensuring integration and compatibility of mental
health and physical health activities.

1  Tracking completion of mental and physical
health goals in clientd

1 Participating in hospital discharge processes.

T2001 HE

1

A0160

Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T1017 HE, HM, HK

1

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for clients age
21 and under if they are in an IMD.

T1012 HE/HE
T1012 HE/HF, SE (Tobacco Cessation)

il

The process of providing direction and
coordinating support activities that promote good
physical health.

Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.
Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

T1027 HE/HF/HH/HV

1

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

T1017 HE/HF/HH/HV, HM, TG

il

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for Intensive
Care Coordination children ages 0-21).

T1016 HE/HF/HH/HV, HN, TG

|l

G9007

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for
Wraparound children ages 0-21).

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.
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Chi |l

drendés Heal th

Ho me

Speciali st

T1012 HE/HF
T1012 HE/HF, SE (Tobacco Cessation)

1

Completion of the Health Risk Appraisal (HRA)-
Wellness plan development; A systematic
approach to collecting information from
individuals that identifies risk factors, provides
individualized feedback, and links the person
with at least one intervention to promote health,
sustain function and/or prevent disease [Non-
Face to Face]

The process of providing direction and
coordinating support activities that promote good
physical health.

Education and support focusing on areas such
as nutrition, exercise, tobacco cessation, support
with averting or managing physical health
concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects
medications have on physical health. Services
can include support groups, and individual
physical wellness plan development,
implementation assistance and support.

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.

11016 HE/HE/HH/HV, HN, TG

T

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for
Wraparound children ages 0-21).

A0160

1

Travel time to and from meetings for the purpose
of development or implementation of the individual
care plan.

Time spent driving to do a home visit when the
client is not home.

Time spent waiting for a client during an
appointment or escorting a member to an
appointment.

T2001 HE

il

Sitting in an appointment with a doctor/provider
with the client while receiving treatment to assist
the client in advocating for their needs or to assist
in coordination of care.

12022 HE

1

Communicating and coordinating care with
external health care providers (pharmacies,
PCPs, FQHCs, home health agencies, etc.) and
other community service providers utilized by the
client. [Non-Face to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

T1017 HE/HE/HH/HV, HM, TG

il

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility (for Intensive
Care Coordination children ages 0-21).

T1017 HE, HM, HK

il

Provide referral, linkage and advocacy services
needed for successful discharge planning and
transition from an inpatient facility for clients age
21 and under if they are in an IMD.

T1016 HE/HF/HH/HV, HM

Referral, linkage and advocacy to assist with

obtaining and maintaining needed resources,
services and supports; including arranging for
non-emergency transportation.

T1027 HE/HF/HH/HV

1

Provide training and support necessary to ensure
active participation of the client/family in the
treatment planning process and with the ongoing
implementation, support and reinforcement of
skills learned throughout the treatment process.
Increase client/family ability to provide a safe and
supportive environment in the home and
community.

Assist client/family in the acquisition of
knowledge and skills necessary to understand
and address specific needs in relation to illness
and treatment; including understanding crisis
plans and plan of care process.

Development and enhancement of specific
problem-solving skills, coping mechanisms, and
strategies for symptom/behavior management.
Training on medications or diagnoses, and
interpreting choice offered by service providers.

S5185 HE/HF/HH/HV

f

Providing a telephone prompt for each client
that has at least one or more billable face-
to-face services.

Delivery of medication.
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Health Home Director

12022 HE

1

G9007

Communicating and coordinating care with
external health care providers (pharmacies, PCPs,
FQHCs, home health agencies, etc.) and other
community service providers utilized by the client.
[Non-Face to Face]

Provide education and address questions from
patient, family, guardian, and/or caregiver. [Non-
Face to Face]

A formal and structured process of interaction
among staff from the same agency for the
purpose of discussion and problem-solving
regarding effective utilization of treatment
modalities and supports in clinical service
provision.
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HEALTH RISK
APPRAISAL VS ASSESSMENT
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Health Risk Appraisal

Health Risk Assessment

E

Brief Screening

May be completed by a variety of
designated HH team members

May be self-administered or done
electronically

All HH clients must receive within 2 weeks
for new enrollees; for grandfathered clients
no later than next care plan update
Identifies areas for health and wellness
goals

Identifies risk factors; provides
individualized feedback

Links client with at least one intervention to
promote health

= =4 =

Full Assessment

Must be completed by an RN or APRN
Only completed if warranted by appraisal
(any Aflago on the a
a full assessment)

If warranted, assessment must be
completed within 30 days of new enrollee;
for grandfathered clients no later than the
next care plan update. May be referred to
PCP for assessment within 3 months
Identifies medical needs and medical
follow up
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CLIENT ASSESSMENT
RECORD (CAR)
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GENERAL INFORMATION

The purpose of the Client Assessment Record (CAR) is to give clinicians a tool to evaluate the
functioning level of their customers.

The clinician must have knowledge of the customerd s behavi or and adjust
based on the assessment, and other information. The knowledge must be gained through direct
contact (face-to-face interview). It can also include a systematic review of the ¢ u s t o rfiuactiodisg
with individuals who have observed and are acquainted with the customer. For Health Home, the
Case Manager or Care Coordinator can _meet with the customer/client face-to-face to collect
information for the CAR, but an LBHP or Licensure Candidate must score the CAR. The LBHP or
Licensure Candidate is expected to meet face-to-face with the customer/client if there are clinical red
flags reflected in the information collected, or further clinical assessment is necessary to determine an
accurate score.

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

me

The cliniciands r at i nlgpsed on asessment idfarmadan:rl) the éregdescy of o

the behavior (How often does the behavior occur?); 2) the intensity of the behavior (How severe is the
behavior?); 3) duration of the behavior (How long does the behavior last?); and 4) the impact the

symptoms/behaviors have on daily functioning, to establish the severity of the customer6 s cur r

condition.

Only current information is to be rated, not historical information.

CAR DOMAIN DEFINITIONS

1. FEELI NG/ MOOD/ AFFECT: Measures the extent t
moderated or out of control.

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

3. SUBSTANCE USE: Measures the extent to whi
natural substances is controlled and adaptive for general well-being and functioning. Although
alcohol and illegal drugs are obvious substances of concern, any substance can be subjected
to maladaptive use or abuse, especially if compounded by special medical or social situations.

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

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

6. INTERPERSONAL: Measures the adequacy with which the person is able to establish and
maintain interpersonal relationships. Relationships involving persons other than family
members should be compared to similar relationships by others of the same age, gender,
culture, and life circumstances.
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7. ROLE PERFORMANCE: Measures the effectiveness with which the person manages the role
most relevant to his or her contribution to society. The choice of whether job, school, or home
management (or some combination) is most relevant for the person being rated depends on
t hat personés age, gender, culture and | ife ¢
physically, the client would be scored relative to others with the same disability and in the
same situation. Whichever role is chosen as most relevant, the scale is used to indicate the
effectiveness of functioning within the role at the present time.

8. SOCIO-LEGAL: Measures the extent and ease with which the person is able to maintain
conduct within the limits prescribed by societal rules and social mores. It may be helpful to
consider this scale as a continuum extending from pro-social to anti-social functioning.
***QOther Behavioral Non-Chemical Addictions would be rated here: gambling, internet,
pornography, sexual, etc.

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

LEVEL OF FUNCTIONING RATING SCALE

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

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

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

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

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

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

17 9 (ABOVE AVERAGE): Anxi et vy, depression, or di sturbance
emotional life is characterized by appropriate cheer and optimism given a realistic assessment of his/her
situation. Emotional control is flexible, with both positive and negative feelings clearly recognized and viewed as
within his/her control. Reactions to stressful situations are clearly adaptive and time limited.

10 7 19 (AVERAGE): No disruption of daily life due to anxiety, depression or disturbance of mood. Emotional
control shows consistency and flexibility. A variety of feelings and moods occur, but generally the person is
comfortable, with some degree of pleasant or warm affect. When strong or persistent emotions occur, the object
and approximate causes are readily identified.

ADULT: Able to cope, either alone or with the help of others, with stressful situations. Not overwhelmed when
circumstances seem to go against him/her. Doesn &dtvell on worries; tries to work out problems. Frustration,
anger, guilt, loneliness, and boredom are usually transient in nature and resolve quickly. Considers self a worthy
person.

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

20 7 29 (Mild to Moderate): Occasional disruption due to intense feelings. Emotional life is occasionally
characterized by volatile moods or persistent intense feelings that tend not to respond to changes in situations.
Activity levels may occasionally be inappropriate or there may be disturbance in sleep patterns.

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

of

CHILD: Frustrati on, anger, |l onel inesso, and boredom per s

depressed and/or anxious MOST OF THE TIME.
307 39 (Moderate to Severe): Occasional major (severe) or frequent moderate disruptions of daily life due to

emotional state. Uncontrolled emotions are clearly

does not feel capable of exerting consistent an effective control on own emotional life.

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

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

d

40 7 49 (Incapacitating): Severe disruption or incapacitation by feelings of distress. Unabl e t o cont
emotions, which affects all of t h eackpoé emmtmmalécentrob rerfulexsy i o r

communication difficult even if the person is intellectually intact.

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

CHILD: Emotional responses are highly inappropriate most of the time. Reactions display extreme guilt and
anger that is incapacitating.

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

Scoring Tips:
1 When determining if a person scores in the 40-49 range, remember that symptoms must be at a level that
is AincapacAtgbobdgguide for this is #fAUnablaeéoftheo

personds behavior. @&and communicati on

HH Manual 25-2016 Pagel0Ol

c

(



THINKING/MENTAL PROCESS

This domain refers to the personbés intellectual func
functioning level in either one, please rate the more severe of the two.

17 9 (ABOVE AVERAGE): Superior intellectual capacity and functioning. Thinking seems consistently clear,
well organized, rational and realistic. The person may indulge in irrational or unrealistic thinking, or fantasy,
but is always able to identify it as such, clearly distinguishing it from more rational realistic thought.

107 19 (AVERAGE): No evidence of disruption of daily life due to thought and thinking difficulties. Person
has at least average intellectual capacity. Thinking is generally accurate and realistic. Judgment is
characteristically adequate. Thinking is rarely distorted by beliefs with no objective basis.

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

CHILD: Intellectual capacity and logical thinking are developed appropriately for age.

20 7 29 (Mild to Moderate): Occasional disruption of daily life due to impaired thought and thinking
processes. I ntell ectual capacity slightly bel ow
occasionally distorted by defensive, emotional factors and other personal features. Poor judgment may occur
often, but is not characteristic of the person. Communications may involve misunderstandings due to mild
thought disorders. Includes specific impairments of learning or attention and the ability to generalize from
acquired knowledge.

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

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

30 7 39 (Moderate to Severe): Frequent or consistent interference with daily life due to impaired thinking.
Mild to moderate mental retardation and/or frequent distortion of thinking due to emotional and/or other
personal factors may occur Frequent substitution of fantasy for reality, isolated delusions, or infrequent
hallucinations may be present. Poor judgment is characteristic at this level.

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

CHILD: Mild to moderate retardation. May be preoccupied by unusual thoughts of attachments.

4071 49 (Incapacitating): Incapacitated due to impaired thought and thinking processes. Severe to profound
mental retardation and/or extreme disruption or absence of rational thinking may exist. Delusions or frequent
hallucination that the person cannot distinguish from reality may occur. Communication is extremely difficult
ADULT: Unable to function independently. Severely disoriented most of the time. Significant loss of memory.
CHILD: Severely disoriented most of the time. Loss of memory. If speech is present, it may manifest itself in
peculiar patterns.

50 (EXTREME): Profound retardation, comatose, or vegetative. No process that would ordinarily be
considered Athinkingo can be detected, although per
virtually impossible. Extreme catatonia.

NOTE: A score of 40 or more in this domain must include a statement indication the customer6 s abil i

participate in treatment planning and benefit from the OP services requested.

Scoring Tips:
When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
that is Aincapacitatingo. A good guide for this

HH Manual 25-2016 Pagel02

1

a



SUBSTANCE USE

17 9 (ABOVE AVERAGE): All substances are used adaptively with good control. Substances known to be
harmful are used sparingly, if at all.

107 19 (AVERAGE): No impairment of functioning due to substance use. Substance use is controlled so that

it is not apparentl y d edllfunctioringtoravell-beirg. Subsanceseigedandhaeunto v e |
ofuse are within commonly accepted range of the pers
situations where such indulges have no serious consequences.

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

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

2071 29 (Mild to Moderate): Occasional or mild difficulties in functioning due to substance use. Weak control
with respect to one or more substances. May depend on maladaptive substance use to escape stress or avoid
direct resolution of problems, occasionally resulting in increased impairment and/or financial problems.
ADULT: Occasional apathy and/or hostility due to substance use. Occasional difficulty at work due to
hangover or using on the job.

CHILD: Occasional incidence of experimentation with alcohol, drugs or other substance with potential adverse
effects.

301 39 (Moderate to Severe): Frequent difficulties in functioning due to substance use. Has little control over
substance use. Lifestyle revolves around acquisition and abuse of one or more substances. Has difficulty on
the job, at home and /or in other situations.

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

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

407 49 (Incapacitating): Disabled or incapacitated due to substance use. Substance abuse dominates the
personds | ife to the al most Setioostnmeedical and/orlsacialicansequentes aré¢ h e r
accepted as necessary inconveniences. Control is absent, except as necessary to avoid detection of an illegal
substance.

ADULT: Major focus on obtaining desired substance. Other functions ignored. Unable to hold job due to use

of alcohol, drugs or other substances

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

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

NOTE: The use of substances by family members is recorod
to operate as a functional unit.
Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
that is fAincapacitatingo. A good guide for this
al most total exclusion of other aspectso.

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

17 9 (ABOVE AVERAGE): Consistently enjoys excellent health. Infrequent minor ills cause little discomfort,
and are marked by rapid recovery. Physical injury is rare and healing is rapid. Not ill or injured at this time of
rating and in good physical condition.

107 19 (AVERAGE): No physical problems that interfere with daily life. Generally good health without undue
distress or disruption due to common ailments and minor injuries. Any chronic medical/physical condition is
sufficiently controlled or compensated for as to cause no more discomfort or inconvenience than is typical for
the age. No life-threatening conditions are present.

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

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

20 7 29 (Mild to Moderate): Occasional or mild physical problems that interfere with daily living. Physical
condition worse than what is typical of age, sex, and culture and life circumstances; manifested by mild chronic
disability, illness or injury, or common illness more frequent than most. Includes most persons without specific
disability, but frequent undiagnosed physical complaints. Disorders in this range could become life threatening
only with protracted lack of care.

ADULT: Controlled allergies. Needs glasses, hearing aid, or other prostheses, but can function without them.
Needs medication on a regular basis to control chronic medical problem.

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

307 39 (Moderate to Severe): Frequent and/or chronic problems with health. Person suffers from serious
injury, illness or other physical condition that definitely limits physical functioning (though it may not impair
psychological functioning or productivity in appropriately selected roles). Includes conditions that would be life
threatening without appropriate daily care. Cases requiring hospitalization or daily nursing care should be
rated 30 or above, but many less critical cases may be in this range also.

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

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

40 1 49 (Incapacitating): Incapacitated due to medical/physical health. The person is physically
incapacitated by injury, illness, or other physical co9ndition. Condition may be temporary, permanent or
progressive, but all cases in this range require at least regular nursing-type care.

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

CHILD: Medical/physical problems are irreversible and incapacitating.

50 (EXTREME): Ciritical medical/physical condition requiring constant professional attention to maintain life.
Include all persons in a general hospital intensive care unit.

NOTE: Include how the medical condition limits the customerd s -tb-alay function for score of 20 and above.

Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level that is

i ncapacitatingo. A good guide for this is fibpe abtlteod:

1 When determining if a person scored in the 30-39 range, please note that just having Diabetes, Asthma, etc. does
not automatically equat e a score in this range.
functioningo.
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FAMILY

17 9 (ABOVE AVERAGE): Family unit functions cohesively with strong mutual support for its members.
Individual differences are valued.

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

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

ADULT: Primary relationships are good with normal amount of difficulties. Feels good with family relationships
and secure in parent role. Destructive behavior among family members is rare.

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

2071 29 (Mild to Moderate): Relationships within the family are mildly unsatisfactory. May include evidence of
occasional violence among family members. Family disruption is evident. Significant friction and turmoil
evidenced, on some consistent basis, which is not easily resolved.

ADULT: Family difficulties such that client occasionally thinks of leaving. Some strife with children.

CHILD: Problems with parents or other family members are persistent, leading to generally unsatisfactory
family life. Evidence of recurring conflict or even violence involving adults and children.

3071 39 (Moderate to Severe): Occasional major or frequent minor disruption of family relationships. Family
does not function as a unit. Frequent turbulence and occasional violence involving adults and children.
ADULT: Turbulent primary relationship or especially disturbing break-up. Adult rage and/or violence directed
toward each other or children.

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

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

ADULT: Not capable of forming primary relationships. Unable to function in parenting role. Abusive or

abused.
CHILD: Isolated. Lacking family support. Abused or neglected.

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

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

Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
t hat is Aincapacitatingo. A good guide for
negectedo for children.

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

17 9 (ABOVE AVERAGE): Relationships are smooth and mutually satisfying. Conflicts that develop are
easily resolved. Person is able to choose among response styles to capably fit into a variety of relationships.
Social skills are highly developed.

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

CHILD: Social skills highly developed for age.

1071 19 (AVERAGE): Interpersonal relationships are mostly fruitful and mutually satisfying. Major conflicts are
rare or resolved without great difficulty. The person appears to be held in esteem within his or her culture.
ADULT: Good relationship with friends. Forms good working relationships with co-worker.

CHILD: Clientis able to relate well to peers or adults without persistent difficulty.

20 1 29 (Mild to Moderate): Occasional or mild disruption of relationships with others. Relationships are
mildly unsatisfactory although generally adequate. May appear lonely or alienated although general
functioning is mostly appropriate.

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

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

3071 39 (Moderate to Severe): Occasional major or frequent disruption of interpersonal relationships. May be
actively disliked or virtually unknown by many with whom there is daily contact. Relationships are usually
fraught with difficulty.

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

CHILD: Unable to attract friendships. Persistent quarreling or social withdrawal. Has not developed age
social skills.

40 7 49 (Incapacitating): Serious disruption of interpersonal relationships or incapacitation of ability to form
relationships. No close relationships; few, if any, casual associations which are satisfying.

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

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

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

NOTE: Relationships with family members are reported in domain #5.

Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
that is fAincapacitatingo. A good guide for this
f Thisdomain scores only the personds ability to mak

system- not the type of people they choose to have relationships with. If they are maintaining
relationships with people who are getting them into trouble/putting them at risk, this may be a
consideration for poor judgment when scoring in domain #2.
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ROLE PERFORMANCE

17 9 (ABOVE AVERAGE): The relevant role is managed in a superior manner. All tasks are done effectively
at or before the time expected. The efficiency of function is such that most of the tasks appear easier than for
others of the same age, sex, culture, and role choice.

10 7 19 (AVERAGE): Reasonably comfortable and competent in relevant roles. The necessary tasks are
accomplished adequately and usually within the expected time. There are occasional problems, but these are
resolved and satisfaction is derived from the chosen role.

ADULT: Holds a job for several years, without major difficulty. Student maintains acceptable grades with
minimum of difficulty. Shares responsibility in childcare. Home chores accomplished.

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

20 7 29 (Mild to Moderate): Occasional or mild disruption of role performance. Dysfunction may take the
form of chronic, mild overall inadequacy or sporadic failures of a more dramatic sort. In any case, performance
often falls short of expectation because of lack of ability or appropriate motivation.

ADULT: Unstable work history. Home chores frequently left undone; bills paid late.

CHILD: Poor grades in school. Frequent absences. Occasional disruptive behavior at school.

3071 39 (Moderate to Severe): Occasional major or frequent disruption of role performance. Contribution in
the most relevant role is clearly marginal. Client seldom meets usual expectations and there is a high
frequency of significant consequences, i.e. firing, suspension.

ADULT: Frequently in trouble at work, or frequently fired. Home chores ignored; some bills defaulted.

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

40 T 49 (Incapacitating): Severe disruption of role performance due to serious incapacity or absent
motivation. Attempts, if any, at productive functioning are ineffective and marked by clear failure.
ADULT: Client not employable. Is unable to comply with rules and regulations or fulfil ANY of the

expectations of the clientds current |life circumst anct
CHILD: Expelled from school. Constantly disruptive and unable to function in school.

50 (EXTREME): Productive functioning of any kind is not only absent, but also inconceivable at the time of
rating.

NOTE: Identify and assess only the customer6 s pr i mary r ol e. Family rolle wo
residing in an RCF, RCF resident would be considered the primary role. Score functioning relative to others in
the same life circumstance.

Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
t hat i s Ai ndapaoowidt aguinge . f or this is nNAttempt s,
ineffective and marked by clear failurebo.
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SOCIO-LEGAL

17 9 (ABOVE AVERAGE): Al most <conforms to rules and | aws with ¢
ilertd of the | aw. Any rate deviations from rules or

107 19 (AVERAGE): No disruption of socio-legal functioning problems. Basically a law-abiding person. Not
deliberately dishonest, conforms to most standards of relevant culture. Occasional breaking or bending of
rules with no harm to others.

ADULT: No encounters with the law, other than minor traffic violations.

CHILD: Generally conforms to rules. Misbehavior is non-repetitive, exploratory or mischievous.

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

ADULT: Many traffic tickets. Creates hazard to others through disregard of normal safety practices.

CHILD: Disregards rules. May cheat or deceive for own gain

3071 39 (Moderate to Severe): Occasional major or frequent disruption of socio-legal functioning. Conforms
to rules only when more convenient or profitable than violation. Personal gain outweighs concern for others
leading to frequent and/or serious violation of laws and other codes. May be seen as dangerous as well as
unreliable.

ADULT: Frequent contacts with the law, on probation, or paroled after being incarcerated for a felony.
Criminal involvement. Disregard for safety of others.

CHILD: Unable to consider rights of others at age appropriate level. Shows little concern for consequences of
actions. Frequent contact with the law. Delinquent type behaviors.

40 7 49 (Incapacitating): Serious disruption of socio-legal functioning. Actions are out of control without
regard for rules and law. Seriously disruptive to society and/or pervasively dangerous to the safety of others.
ADULT: In confinement or imminent risk of confinement due to illegal activities. Imminent danger to others or
property.

CHILD: In confinement or imminent risk of confinement due to delinquent acts.

50 (EXTREME): Total uncontrolled or antisocial behavior. Socially destructive and personally dangerous to
almost all unguarded persons.

NOTE: Since danger to others is a clear component of scores of 30 and over, a clear statement as to the

customer6 s danger to others must be included in the requ
Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
that is fAincapacitatingo. A good guide for this

illegal activities/ delinquent acts.
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SELF CARE/BASIC NEEDS

17 9 (ABOVE AVERAGE): Due t o the fundament al nature of this r
rated only where needs can be adequately and independently obtained in spite of some serious obstacle such
as extreme age, serious physical handicap, severe poverty or social ostracism.

107 19 (AVERAGE): Customer is able to care for self and obtain or arrange for adequate meeting of all basic
needs without undue effort.

ADULT: Able to obtain or arrange for adequate housing, food, clothing and money without significant difficulty.
Has arranged dependable transportation.

CHILD: Able to care for self as well as most children of same age and developmental level.

207 29 (Mild to Moderate): Occasional or mild disruption of ability to obtain or arrange for adequate basic
needs. Disruption is not life threatening, even if continued indefinitely. Needs can be adequately met only with
partial dependence on illegitimate means, such as stealing, begging, coercion or fraudulent manipulation.
ADULT: Occasional assistance required in order to obtain housing, food and/or clothing. Frequently has
difficulty securing own transportation. Frequently short of funds.

CHILD: More dependent upon family or others for self care than would be developmentally appropriate for
age.

301 39 (Moderate to Severe): Occasional major or frequent disruption of ability to obtain or arrange for at
least some basic needs. Include denial of need for assistance or support, meeting needs wholly through
illegitimate means. Unable to maintain hygiene, diet, clothing and/or prepare food.

ADULT: Considerable assistance required in order to obtain housing, food and/or clothing. Consistent difficulty
in arranging for adequate finances. Usually depends on others for transportation. May need assistance in
caring for self.

CHILD: Ability to care for self considerably below age and developmental expectation.

40 1 49 (Incapacitating): Severe disruption of ability to independently meet or arrange for the majority of
basic needs by legitimate or illegitimate means. Unable to care for self in a safe and sanitary manner.

ADULT: Housing, food and/or clothing must be provided or arranged for by others. Incapable of obtaining any
means of financial support. Totally dependent on others for transportation.

CHILD: Cannot care for self. Extremely dependent for age and developmental level.

50 (EXTREME): Person totally unable to meet or arrange for any basic needs. Would soon die without
complete supportive care.

NOTE: When rating a child in this domain, rate on chi |l dés functioning only,
parentds provisions for basic needs. The devel opment
Scoring Tips:
1 When determining if a person scored in the 40-49 range, remember that symptoms must be at a level
that 1is Aincapacitatingo. A good guide for this
arrangef or the majority of basic needs by | egitimate
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CAR LEVELS

PREVENTION AND RECOVERY
MAINTENANCE

CAR Scores must be listed

LEVEL ONE

CAR Scores (a minimum of the following):

a. 20-29in 4 domains (Domains 1-9); or

b. 30-39in 2 domains (Domains 1-9); or
20-29 in 3 domains and 30-39 in 1 or more domains (Domains 1-9).

LEVEL TWO

CAR Scores (a minimum of the following):
a. 30-39in 3 domains (Domains 1-9); or
40-49 in 1 domain (Domains 1-9).

LEVEL THREE

CAR Scores (a minimum of the following):

a. 30-39in 4 domains with 2 domains being in 1, 6, 7, or 9 (Domains 1-9); or

b. 40-49 in 2 domains with 1 domainin 1, 6, 7, or 9 (Domains 1-9); or
30-39in2domainsand40-49 in 1 domain with either the 4
6,7,0r9

LEVEL FOUR

CAR Scores (a minimum of the following):
Adult-

a. 40in 4 domains, with 1 being 1, 6, 7, or 9
Child-

a. 40in 3 domains, with 1 beingin 1, 6, 7, or 9

CAR TRAINING AND TECHNICAL ASSISTANCE

Web-based Client Assessment Record (CAR) training can be located at http://ok.gov/odmhsas/ under
AQui ck Linkso. Cl-LeRronhngOMMHBGEASOE and foll ow th
Access Control or create a new Access Control account. Once signed in, you will have access to the
CAR training. There are two (2) separate trainin
Modul e 10 which i s completed first, and then 7
completed the quiz for the IdWAWRI bE abiepolpent duteartraining r a i
certificate. The training is approved for one (1) CEU.

If you have questions about administering and/or scoring the CAR, please contact Jacki Millspaugh at
[millspaugh@odmhsas.org or (405) 522-3863.
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HEALTH HOME
PRIOR AUTHORIZATION
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Current Agency Client- If the client to be enrolled in the HH program is already receiving outpatient
behavioral health services at the agency, HH services can be authorized in one of two ways:
1 By revising the CDC of the current prior authorization (PA) to add HH under Secondary
Referral (60 7 Moderate, 61 1 High Intensity).
1 By submitting a new PA request for outpatient services and including HH under Secondary
Referral (60 7 Moderate, 61 1 High Intensity).

New Client- If the client to be enrolled in the HH program is new to the agency, HH services can be
authorized as follows:
1 By submitting a PA request for outpatient services and including HH under Secondary Referral
(6017 Moderate, 611 High Intensity).

Things to Note-

A If a client is enrolled in HH, any future authorizations to continue services will require
one of the following listed under Secondary Referral: for continued HH a 60 i Moderate
or 61 - High Intensity; to discontinue HH and continue with a standard outpatient
authorization a 62 1 Opt Out. The exception to that is for instant authorizations and the
PGO033- they will not require the HH Secondary Referral.

A Clients under the age of 21 that are enrolled using referral code 60 or 61 will be placed

in the Childrends HH if <criteria has been
_ HH, use the referral code 63 (Moderate for adults 18-20) or 64 (High for adults 18-20).
A lt i's t he pr obiltyi tadensuii shat the slipnb mests all Medical Necessity

Criteria for any HH level they request.

SMI must be checked on the CDC for adults, and SED must be checked for children.

When the HH PA is acquired, a standard outpatient PA is also issued for the Level of

Care identified. They are two separate PAs with two separate financial caps. Some

services can be provided under the standard outpatient PA; in conjunction with services

provided under the HH PA (see Limitations above for excluded services).

A Collaborating with Other Agencies: As there is a standard outpatient PA, in addition to
the HH PA, collaboration with another agency regarding that outpatient PA can occur-
only the financial cap for the outpatient PA would be shared. If a HH provider wants to
collaborate with another agency on the provision of HH Core Services, the HH provider
would be responsible for payment to the collaborating agency for HH services.

A If once an HH PA is acquired and the client loses TXIX, the system will deny the
monthly HH Core Services code/rate. However, any service functions submitted
(intended for HH reporting) will waterfall to ODMHSAS for payment under the outpatient
service PA for providers with ODMHSAS contracts (it will not waterfall for agencies
without ODMHSAS contracts). Since the HH reporting codes may be matched with HH
service functions that are not in line with that codes allowed usage under standard
outpatient rules, providers will need to watch TXIX eligibility closely.

A A HH PA can be ended in one of two ways:

o Through the entry of a formal discharge; or
o Through revising the CDC for the existing PA, changing the Secondary Referral
to 621 Opt Out.

A If a client is transitioning from one HH program, to a HH program at another agency, the
initial HH agency would need to end their HH PA by revising the CDC Secondary
Referral to 62 i Opt Out. The New HH agency will not be able to admit/enroll until this
occurs.

> >
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HEALTH HOME
RATE SHEET
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PRIOR TO HH ENROLLMENT

HEALTH HOME OUTREACH AND ENGAGEMENT

Health Home Outreach & Engagement G9001 $53.98 / Per
Month
HEALTH HOME INITIAL ASSESSMENT AND PLAN DEVELOPMENT (NON-PACT)
Adult
BH Assessment (Non- H0031 HE/HF/HV/HH, TF $79.03 / Per
MD) Low Complexity Event
(Minimum of 1 %2 Hours) Telemedicine HO0031 HE/HF/HV/HH, TF, GT | $79.03 / Per
Event
BH Assessment (Non- HO0031 HE/HF/HV/HH $105.38 / Per
MD) Moderate Event
Complexity Telemedicine HO0031 HE/HF/HV/HH, GT $105.38 / Per
(Minimum of 2 Hours) Event
BH Service Plan H0032 HE/HF/HV/HH, TF $54.42 | Per
Development Low Event
Complexity Telemedicine H0032 HE/HF/HV/HH, TF, GT | $54.42 / Per
Event
BH Service Plan H0032 HE/HF/HV/HH $87.07 / Per
Development Moderate Event
Complexity Telemedicine H0032 HE/HF/HV/HH, GT $87.07 / Per
Event
Child
BH Assessment (Non- HO0031 HE/HF/HV/HH, TF $82.98 / Per
MD) Low Complexity Event
(Minimum of 1 %2 Hours) Telemedicine HO0031 HE/HF/HV/HH, TF, GT | $82.98 / Per
Event

BH Assessment (Non-
MD) Moderate
Complexity

(Minimum of 2 Hours)

HO0031 HE/HF/HV/HH

$110.64 / Per
Event

Telemedicine

HO0031 HE/HF/HV/HH, GT

$110.64 / Per
Event

BH Service Plan H0032 HE/HF/HV/HH, TF $57.16 / Per

Development Low Event

Complexity Telemedicine H0032 HE/HF/HV/HH, TF, GT | $57.16 / Per
Event

BH Service Plan H0032 HE/HF/HV/HH $91.44 | Per

Development Moderate Event

Complexity Telemedicine H0032 HE/HF/HV/HH, GT $91.44 | Per
Event

HEALTH HOME INITIAL SCREENING, ASSESSMENT AND PLAN DEVELOPMENT (PACT)

Screening T1023 HE/HF/HV/HH $55.80 / Per
Event

ACT, F2F (Assessment & Plan) H0039 HE/HF/HV/HH $32.11/15
minutes
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AFTER HH ENROLLMENT

HEALTH HOME CORE SERVICES

Adult
Urban Moderate Intensity G9002 $127.35/ Per
(PRM, or Levels 1-3) Month
High Intensity G9005 $453.96 / Per
(Level 4) Month
Rural Moderate Intensity G9002TN $146.76 / Per
(PRM, or Levels 1-3) Month
High Intensity G9005 $453.96 / Per
(Level 4) Month
Child
Urban Moderate Intensity G9009 $297.08 / Per
(Level 3) Month
High Intensity G9010 $864.82 / Per
(Level 4) Month
Rural Moderate Intensity G9009TN $345.34 / Per
(Level 3) Month
High Intensity G9010TN $1,009.60 / Per
(Level 4) Month
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HEALTH HOME
QUALITY MEASURES
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IMPROVED HEALTH OUTCOMES

Domain Measures SEJ)S:ie Specifications Populations HIT Utilization
Clinical Ambulatory Care i Claims | Numerator: Total number of acute care Behavior Claims Data
Outcomes Sensitive Condition hospitalizations for ambulatory care sensitive Health/Substance

Admission conditions under age 75 years Abuse/Chronic
Care
Denominator: Total mid-year population under
age 75
Clinical Plan 1 All Cause Claims | Numerator: Count the number of Index Hospital Behavior Claims Data
Outcomes Readmission Stays with a readmission within 30 days for each | Health/Substance
age, gender, and total combination Abuse/Chronic
Care
Denominator: Count the number of index Hospital
Stays for each age, gender, and total
combination
Clinical Percentage of Claims | Numerator: Clients from the denominator who Behavior Claims Data
Outcomes clients who were were prescribed lipid lowering therapy Health/Substance
prescribed lipid- Abuse/Chronic
lowering therapy. Denominator: All clients with coronary artery Care
disease (CAD)
Clinical Percent of Claims | Numerator: Number of unique outpatients with a | Behavior Claims Data
Outcomes outpatients with a diagnosis of hypertension (uncomplicated) on Health/Substance
diagnosis of antihypertensive multi-drug therapy with an active | Abuse/Chronic
hypertension prescription for a thiazide diuretic Care

(uncomplicated) on
antihypertensive
multi-drug therapy
where the regimen
includes a thiazide
diuretic.

Denominator: Number of unique outpatients with
a diagnosis of hypertension (uncomplicated) on
antihypertensive multi-drug therapy
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Data

Domain Measures Source Specifications Populations HIT Utilization
Clinical The percentage of Claims | Numerator: Number of clients with improved Behavior Youth
Outcomes youth who show functioning on Ohio Scales Health/Substance | Information

improvement in Abuse/Chronic System (YI1S)
functioning Denominator: Number of clients less than 18 Care
years of age
Clinical Percent of youth Claims | Numerator: Number of clients with a reduction in | Behavior Youth
Outcomes with a reduction in arrests on Ohio Scales Health/Substance | Information
self harm attempts Abuse/Chronic System (YI1S)
Denominator: Number of clients less than 18 Care
years of age
Percent of youth Claims | Numerator: Number of clients with a reduction in | Behavior Youth
with a reduction in self harm attempts on Ohio Scales Health/Substance | Information
Clinical arrests Abuse/Chronic System (YI1S)
Outcomes Denominator: Number of clients less than 18 Care
years of age
Clinical Percent of youth Claims | Numerator: Number of clients with a reduction in | Behavior Youth
Outcomes with reduction in contacts with law enforcement on Ohio Scales Health/Substance | Information
contacts with law Abuse/Chronic System (YIS)
enforcement Denominator: Number of clients less than 18 Care
years of age
Percent of youth Claims | Numerator: Number of clients with a reduction in | Behavior Youth
with a reduction in days absent from school on Ohio Scales Health/Substance | Information
Clinical days absent from Abuse/Chronic System (YI1S)
Outcomes school Denominator: Number of clients less than 18 Care
years of age
Clinical Percent of youth Claims | Numerator: Number of clients with a reduction in | Behavior Youth
Outcomes with a reduction in days suspended from school on Ohio Scales Health/Substance | Information
days suspended Abuse/Chronic System (YIS)
from school Care

Denominator: Number of clients less than 18
years of age
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IMPROVED PREVENTIVE CARE

Domain Measures SEJ)S:ie Specifications Populations HIT Utilization
Quiality of Adult BMI EMRs Numerator: Body mass index documented during | Behavior EMR
Care Assessment the measurement year or the year prior to the Health/Substance
measurement year Abuse/Chronic
Care
Denominator: Clients 18-74 years of age who
had an outpatient visit
Quiality of Percent of children EMRs Numerator: Children in the denominator Behavior EMR
Care and adolescents population who had evidence of Body Mass Health/Substance
with a documented Index (BMI) documentation during the Abuse/Chronic
weight assessment measurement year Care
(BMI)
Denominator: Children 3-17 years of age who
had an outpatient visit with a PCP or OB-GYN
during the measurement year; Continuous
enrollment- the measurement year
Quiality of Percentage of Claims | Numerator: Total number of clients from the Behavior Claims Data
Care clients age 18 years denominator who have follow-up documentation | Health/Substance
or older screened Abuse/Chronic
for clinical Denominator: All clients 18 years or older Care
depression using a screened for clinical depression using a
standardized tool standardized tool
AND follow-up
documented
Quiality of Percentage of Claims | Numerator: Women with evidence of a Behavior Claims Data
Care women 50 to 69 mammography performed in the past two years Health/Substance
years of age Abuse/Chronic
screened in the past Denominator: Women age 50 to 69 at the time of | Care

two years for breast
cancer

the qualifying visit
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Data

Domain Measures Source Specifications Populations HIT Utilization
Quality of Percent of women Claims | Numerator: Women age 24 to 64 screened for Behavior Claims Data
Care age 21 to 64 cervical cancer in the past three years Health/Substance

screened for Abuse/Chronic
cervical cancer in Denominator: Woman age 24 to 64 at the time of | Care
the past three years the qualifying visit

IMPROVED COORDINATION OF CARE

Domain Measures Sgﬁiie Specifications Populations HIT Utilization
Quiality of Care Transition i EMR Numerator: Clients for whom a transition record Behavior EMR
Care Transition Record Docum- | was transmitted to the facility or primary physician | Health/Substance

Transmitted to entation | or other healthcare professional designated for Abuse/Chronic
Healthcare follow-up care within 24 hours of discharge Care
Professional
Denominator: All clients, regardless of age,
discharged from an inpatient facility (e.g., hospital
inpatient or observation, skilled nursing facility, or
rehabilitation facility) to home/self-care or any
other site of care
Quiality of Follow-up After Claims | Numerator: An outpatient visit, intensive Behavior Claims Data
Care Hospitalization for outpatient encounter, or partial hospitalization Health/Substance
Mental lliness (refer to Table FUH-C in the original measure Abuse/Chronic
documentation, for codes to identify visits) with a | Care

mental health practitioner within 7 days after
discharge. Include outpatient visits, intensive
outpatient encounters or partial hospitalizations
that occur on the date of discharge.

Denominator: Clients 6 years of age and older
discharged from an acute inpatient setting
(including acute care psychiatric facilities) with a
principal mental health diagnosis on or between
January 1 and December of the measurement
year. This measure does not include discharge
due to death.
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Domain

Measures

Data
Source

Specifications

Populations

HIT Utilization

Quality of
Care

Initiation of
Engagement of
Alcohol and Other
Drug Dependence
Treatment

Claims

Numerator: Initiation of Alcohol and other Drug
(AOD) Dependence Treatment: Clients with
initiation of AOD treatment through an inpatient
admission, outpatient visit, intensive outpatient
encounter, or partial hospitalization with 14 days
of diagnosis

Numerator: Engagement of Alcohol and other
Drug (AOD) Treatment: Initiation of AOD
treatment and two or more inpatient admissions,
outpatient visits, intensive outpatient encounters
or partial hospitalizations with any AOD diagnosis
within 30 days after the date of the initiation
encounter (inclusive). Multiple engagement visits
may occur on the same day, but they must be
with different providers in order to be counted.

Denominator: Clients 13 years of age and older
as of December 31 of the measurement year with
a new episode of alcohol or other drug (AOD)
during the intake period, reported in two age
stratifications (13-17 years, 18+ years) and a
total rate. The total rate is the sum of the two
numerators divided by the sum of the two
denominators.

Behavior
Health/Substance
Abuse/Chronic
Care

Claims Data

Quiality of
Care

The percentage of
plans of care that
meet Wraparound
Fidelity Index
parameters

National
Wrap-
around
Initiative
Wrap-
around
Fidelity
Index

Numerator: The number of plans of care that
meet WFI parameters

Denominator: All HH comprehensive care plans
for children with SED with the most complex
needs

Behavior
Health/Substance
Abuse/Chronic
Care

Information
System (YIS)
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HEALTH HOME
FREQUENTLY ASKED
QUESTIONS

(FAQs)
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CAR

1 Can a Care Coordinator/Case Manager do the CAR scores? For Health Home, the Case
Manager or Care Coordinator can _meet with the customer/client face-to-face to collect
information for the CAR, but an LBHP or Licensure Candidate must score the CAR. The LBHP
or Licensure Candidate is expected to meet face-to-face with the customer/client if there are
clinical red flags reflected in the information collected, or further clinical assessment is
necessary to determine an accurate score.

Eligibility

1 After July 1, 2015 will non-Medicaid children be eligible for HH bundled services? For
example, would a family with private insurance be eligible? They would be eligible, but it is
unlikely that private insurance will pay.

1 Are adults with a secondary insurance of Medicaid eligible for HH services? Yes they are
eligible, but according to Third Party Liability rules, providers must submit the claim to private
insurance first and receive a denial before Medicaid will pay.

1 As individuals lose and regain Medicaid eligibility, will they be re-enrolled in the same
health home? As long as there is an active PA, the client will remain in the HH.

1 Many children have dual eligibility, with Medicaid being secondary. Are they eligible for
HH? Yes.

1 Will dual Medicaid and Medicare adults be enrolled? Yes.

1 Will a provider have to offer HH with no Medicaid funding? No, although it would be a
good thing if the HH had an alternative way to fund those services.

General Billing

1 If aclientis receiving Fee For Service (FFS) and then on the last day of the month they
enroll in HH, and the G code is billed, will the FFS payments for that month be
recouped? No, the G code goes along with the HH PA.

1 How many of the bundled services do we have to provide before we can bill the child G
code for kids? Pursuant to OAC 317:30-5-251, The G code can be billed after one bundled
service is provided. To ensure that the clients are receiving the appropriate level and intensity
of care coordination, the Health Home should have data reporting mechanisms in place to

track the amount of care coordination activit

clients.

General Prior Authorization (PA)

T I'f a client gets one ddéeyenked tofbeinldddifteneritlevek, dowe d e ¢

do a PA change request? Request a new PA
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1 |If two providers are both seeing a Medicaid client in the same service area, and they are
both HHs, which provider gets to enroll theclient? The cl i ent wi | | be
lists, but the client will have the choice of where to enroll.

1 If aHH client needs to be transferred to a crisis unit, and that crisis unit is a program of
the same provider who has the HH, does the client have to be opted out of the HH
program? The system current allows HH members to go into a crisis unit without interrupting
the HH segments. To do this, a provider submits a Level of Care change requesting the crisis
level of care, and does NOT put a secondary referral of HH (otherwise the system thinks you
are trying to add the HH payment to the crisis PA). The system will keep the outpatient PA with
the HH open, and create a crisis PA. The same works for all other DH authorizations and the
PG033, PG051 and the PG059. When submitting anyone of these authorizations you can just
leave the secondary referral blank and it will keep the HH eligibility open.

HH Reports

1 Are there PICIS reports for HH? Yes, in PICIS you will go to Reports and then Health Home
Reports. Examples of reports available: Eligible Locations; Managing HH Eligibility Locations;
Health Home Shadow Billing Extract; Active Health Home Customers; and Open Customers
Eligible for Health Homes.

HH Team Composition

1 Do we need to formally change all of our staff titles to the designated HH titles? No,
there is no need to change job titles.

1 Under Adult Health Home Teams, the definition for Hospital Liaison/Health Home

Specialistr ef er s Acompl ete trainings as required

this refer to? Trainings in development. ODMHSAS will notify HH providers of upcoming
trainings.

on

T Under Chil drenos Heal t h Ho me Teams, can t he

existing PRSS? Yes, it can be an existing PRSS. It tends to work better if the existing PRSS
is a younger adult. Will there be any PRSS trainings available that are specific to working
with youth in a peer capacity? Yes, training is currently being developed.

Hospitalization

1 If a current HH client is hospitalized, can HH services and billing continue? Yes, if the
client is not inpatient for the entire month and other services such as care transition occur
while the client is in the hospital.

Integrated Care Plan

1 Does the PCP consultant have to sign every treatment plan? No. Behavioral health staff
and the PCP should work off of a single treatment plan, interact reqularly, and have an
integrated medical record. A sign off to every treatment plan may be difficult if the PCP is not
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co-located. The CM/Care Coordinator coordinate the development (and review/revision), and
typically sign off on the Integrated Care Plan as the team lead. Therefore in either HH model,
team findings must be communicated in the integrated care plan. The PCP should sign and/or
be actively involved in the integrated care plan that involves psychotropic drugs through the
EHR. There must be an easy and efficient way to report back to the physician about several
factors: that the client was seen, the diagnosis, the integrated care plan and any other
pertinent _information. When treatment has been completed, or the client has terminated
prematurely, communication also needs to be made with the physician through a convenient
method.

Nurse Care Manager

1 Does the Nurse Care Manager have to be an RN? A Nurse Care Manager can be an LPN,
but they cannot do everything that a RN can do in a HH, under state law. The HH may have a
mix of moderate to high risk clients that may require the skill level of an RN. If a HH is using an
LPN, they may also have to make arrangements for an RN to do various functions.

1 Will the nurses that are a part of the HH be required to attend Wrap 101 trainings? No,
but it is highly recommended.

Ohio Scales

1 What type of permission do HH providers need for the Ohio Scales? There is a nominal
charge to use Ohio Scales. The ODMHSAS pays that fee for statewide usage in our Systems
of Care, so individual agencies will not have to pay in order to use.

Outreach & Engagement

1 If we are discussing HH and conducting outreach and engagement in a case
management or therapy session, can we bill the HH outreach and engagement code
(G9001) for the time we spent in session on it? In traditional outpatient services, case
management that is provided during a therapy session is included as a part of the therapy
session and is not billed separately. So, if during the course of a therapy session, the therapist
mentions HH, that time would be included as a part of the therapy session and would not be
billed separately under G9001. It would work the same way for a case management session. If
scheduled for a reqular CM session to assist
plan and HH is mentioned during that session, it would be billed as a part of the general CM
session, and would not be billed separately under G9001. In order to bill G9001, the HH
outreach and engagement would need to be a separate, distinct event.

1 Can we bill outreach and engagement for someone who likely meets criteria for HH, but
iS not yet an active client of our agency? Yes, as long as they meet the following criteria:
Adults: Individuals must be age 18 or older and already designated as having a Serious Mental
lllness (SMI), or they must be referred for Health Home services by a hospital, crisis or
residential facility. Children: Individuals must be ages 0-18 (or up to age 21 if transition youth),
and already designated as having a Serious Emotional Disturbance (SED) and a CAR level 3
or 4, or they must be referred for Health Home services by a hospital, crisis or residential

facility.
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1 Can HH outreach and engagement be billed the same day as another service such as
therapy or medication clinic? Yes

1 Can outreach and engagement include attempting to locate someone, for example,
driving to their home and they donoét answer
talking to their family in attempts to locate them or leaving them a voice-mail? Yes

PACT

1 Does a HH have to complete the 6 assessments as listed in 450:17-5-151? Would one
bio-psychosocial assessment suffice for this requirement, if all areas are addressed and
there is only one narrative assessment at the end? PACT programs must still adhere to
Chapter 55 standards. HH High Intensity outside of PACT does not have to do these. Yes, one
assessment that covers all areas would suffice.

1 If aclientis PACT and in a Health Home, can they bill the HO036 code for those direct
servicesthataren 6t covered in theYeslH Core Services?

1 Will PACT clients meet criteria for HH High Intensity, regardless of CAR scores? Yes

1 If a PACT client opts out of HH, do they remain at the current PACT HO039 rate? Yes

1 If a client is already enrolled in a HH and a provider receives a referral on them for
PACT, will that provider be able to utilize the Outreach and Engagement code while
going through the PACT screening process with them? No.

PHQ-9

1 In regards to the PHQ-9 , how often woul d we compl et e

involvement in HH? For agencies currently contracted to provide PHQ-9, please continue to

use current protocol. For agencies that are not currently providing PHQ-9, you will want to
access training/additional information.

Service Reporting

1 For HH clients, is it okay to report Case Management/Care Coordination (T1016, T1017)
for less than the standard 8 minutes? Yes

1 Can Care Coordination be reported by multiple staff at the same time, on the same
client? If we have multiple staff who are meeting to consult about a client, can each of
the participating staff report their time? Yes

1 Under Comprehensive Care Management the Wellness Coach is not eligible to provide
and report on Wellness Resource Skills Development. Was this an oversight? A
Wellness Coach is not currently listed an eligible professional in Rule/SPA for Comprehensive
Care Management, however, the same Wellness Resource Skills Development service
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functions that are listed under Comprehensive Care Management can also be provided under
Health Promotion, for which a Wellness Coach is identified as an eligible professional.

1 Can all team members that are listed on the HH Core Services reporting tables as an
eligible team member for HH service functions that are being reported under the code
for Targeted Case Management, provide and report the service even if they do not have
BHCM certification? Yes. Just a reminder that under HH the service functions listed are HH
specific functions, we only report them under existing CM codes for ease of reporting. It is not
expected that all team members will have BHCM certification. Also, not all service functions
that are reportable under the CM codes are functions that are appropriate for a Certified BHCM
to complete- they function may be medical in nature and require a Nurse Care Managetr.

1 Under Comprehensive Care Management, why is the Nurse Care Manager (RN or LPN)
the only eligible team member to review client records and history? Shoul dnodt
team members be able to do this? The reason that the Nurse Care Manager (RN or LPN) is
the only team member listed as eligible to provide this service function, is that the service
function of initial review of records and client history is specifically related to the Nurse Care
Manager being brought up to speed on the client and then reviewing and signing off on health
assessments.

1 There are many HH service functions that seem like all HH team members should be
eligible to do. Why are they not all included? The team members/professionals who are
eligible to provide services under each HH Core Service area are limited by what is currently
allowed for in Rule/SPA. There are proposed Rule/SPA changes, however, those will likely not
be effective until next Fiscal Year. In the meanwhile we have tried to incorporate existing
service functions in a variety of HH Core Service areas, as applicable to the service functions,
in an effort to include more eligible team members/professionals.

T I'n the Notes column of the reporting tables
minuteso is frequentl y n o tTeedservicv$hautd bedcoumted int1b i s
minute increments as follows: if the documented service is 15 minutes or less (which does not
follow the 8 minute rule), it will count as one 15 minute unit, and if the service is more than 22
minutes but less than 38 minutes, it will count as two 15 minute units (the second unit of
service, and any subsequent units, follow the 8 minute rule).

1 Under Comprehensive Transitional Care, please explain the purpose of the service
functions listed for reporting under System Support (99368), and what client ID should
be used to report them? These functions are to allow for documentation and capturing the
time providers spend establishing relationships with outside providers. These functions should
be reported with a generic Customer ID (999999992).

Wellness Coach

T Are well ness coaches required to attend both
training or just the AWellness Coacho trainin
We are transitioning into an official AWell ne
are not in place yet, but those who have just gone through i We | | Power o trair

required to immediately retake the new training. As you hire new staff, please send them
through the Wellness Coach training.
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YIS System

1 What do we need to do in the YIS system for kids going from Wrap to Services
Coordination? No need to discharge- that are within the same HH; still do Ohio Scales on the
same schedule.
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HEALTH HOME
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OKLAHOMA DEPARTMENT OF MENTAL HEALTH

AND SUBSTANCE ABUSE SERVICES

Adult Service

SERVICE AREA 10
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February 2014

K:\Systemwide Projects\Maps\MH Maps FY14 Service Areas.pptx

FdayeLlsy



HH Manual 25-2016 Pagel3l






