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Section VI.A. is modified to add right of Members with disabilities, Special Health Care Needs, Chronic or Complex conditions to designate a specialist as their PCP.
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Applicability of Chapter 3.14

[image: image1.png]This chapter applies to Managed Care Organizations (MCOs) participating in the STAR Health Program, (formerly referred to as the Comprehensive Healthcare Program for Foster Care).     

MCOs participating in STAR Health may either add provisions relating to STAR Health to the Medicaid Managed Care Provider Manual, or create a separate Provider Manual for STAR Health.  An MCO that adds STAR Health provisions to the Medicaid Managed Care Provider Manual must: (i) clearly indicate STAR Health specific requirements through the extensive use of headings in an integrated Provider Manual; or (ii) include all STAR Health specific requirements in a separate stand alone section.

	Required Element
	Page Number

	The following items must be included in the Provider Manual, but not necessarily in this order (unless specified).
	

	This table is to be completed and attached the Provider Manual when submitted for approval. Include the page number of the location for each required critical element.
	

	I.   FRONT COVER
	

	The front cover must include, at a minimum: 
	

	· MCO name
	     

	· MCO logo
	     

	· Program name (STAR Health) 
	     

	· Service Area
	     

	· The words “PROVIDER MANUAL”
	     

	· Provider services number
	     

	· Date of current publication
	     

	· Website address
	     


	II.   TABLE OF CONTENTS
	     

	The Provider Manual must include a Table of Contents.
	     

	III.   INTRODUCTION
	     

	· Background
	     

	· Quick reference phone list
	     

	· Objectives of Program
	     

	· Role of Primary Care Provider (or “Medical Home”)
	     

	· Role of specialty care Provider
	     

	· Role of Pharmacy
	     

	· Role of Main Dental Home (MCO will use HHSC’s provided language – Attachment A.)
	     

	· Network limitations (i.e. Primary Care Providers, Specialists, OB/GYN)
	     

	IV.   COVERED SERVICES
	     

	A. Texas Health Steps Services  
	     

	Refer provider to the Texas Medicaid Provider Procedures Manual (TMPPM) for information regarding Texas Health Steps.
	     

	B. Medicaid Managed Care Covered Services 
	     

	STAR Health benefits are governed by the MCO’s contract with the Health and Human Services Commission (HHSC), and include: medical, dental, vision, behavioral health, and pharmacy services.  The MCO must provide a benefit package to STAR Health Members that includes Fee-for-Service (FFS) services currently covered under the Medicaid program, and complies with other requirements of its contract with HHSC.   Please refer to the current TMPPM for listing of limitations and exclusions.

At a minimum, the participating MCO must include specific information                         pertaining to Attention Deficit Hyperactivity Disorder (ADHD) Covered Services for children including reimbursement for ADHD and availability of follow-up care for children who have been prescribed ADHD medications. 
	     

	· Definition of Personal Care Services (PCS) 
	     

	· Procedures required for the Physician Statement of Need (PSON) form
	     

	· Definition of Community First Choice (CFC) services
	     

	C. Service Management and Service Coordination Services 
	     

	MCOs must include an explanation/description of Service Management and Service Coordination, including the following: services.
	     

	· The role of the Service Manager and Service Coordinator
	     

	· The role of Network Providers in Service Management and Service Coordination
	     

	· Service Management services
	     

	· Service Coordination services
	     

	· Discharge planning
	     

	· Transition planning
	     

	· Information on treatment planning and the Healthcare Service Plan
	     

	· Member access to Service Management and Service Coordination
	     

	D. Coordination with Non-Medicaid Managed Care Covered Services (Non-Capitated Services)
	     

	MCO must include the following references to the TMPPM
	     

	· Texas Health Steps dental (including orthodontia)
	     

	· Texas Health Steps environmental lead investigation (ELI)
	     

	· Early Childhood Intervention (ECI) targeted case management 
	     

	· ECI Specialized Skills Training
	     

	· Case Management for Children and Pregnant Women (CPW)
	     

	· Texas School Health and Related Services (SHARS)
	     

	· Department of Assistive and Rehabilitative Services (DARS) Blind Children’s Vocational Discovery and Development Program
	     

	· Tuberculosis services provided by Department of State Health Services (DSHS)-approved providers (directly observed therapy and contact investigation)
	     

	· HHSC’s Non-emergency Medical Transportation (NEMT) Program
	     

	· Summary of NEMT services and phone numbers for NEMT, including numbers for the Full Risk Brokers (FRBs) and Medical Transportation Organizations (MTOs)
	     

	· FRB and MTO-specific service areas
	     

	· Department of Aging and Disability Services (DADS) hospice services
	     

	· Admissions to inpatient mental health facilities as a condition of probation
	     

	E. Behavioral Health and Substance Abuse and Dependency Treatment
	     

	· Definition of behavioral health
	     

	· Definition of substance abuse and dependency
	     

	· List behavioral health and substance abuse Covered Services 
	     

	· MCO responsible for authorized inpatient Hospital services 
	     

	· Procedures for authorization of continued stay for placement purposes
	     

	· Description of Evidence-based and promising Practices and available training and certification opportunities for Network Providers, including: 
	     

	· Trauma Focused-Cognitive Behavioral Therapy (TF-CBT)
	     

	· Trauma Informed Care (TIC)
	     

	· Parent-Child Interaction Therapy (PCIT)
	     

	· Trust Based Relational Intervention (TBRI)
	     

	· Child Parent Psychotherapy (CPP)
	     

	· Primary Care Provider requirements for behavioral health
	     

	· Primary Care Provider may provide behavioral health services within the scope of its practice
	     

	· Behavioral Health Services:
	     

	· Member access to behavioral health services
	     

	· Attention Deficit Hyperactivity Disorder (ADHD)
	     

	· Intellectual and Developmental Disability (IDD)
	     

	· Members can self-refer to any Network behavioral health Provider
	     

	· Primary Care Provider referral
	     

	· Coordination between behavioral health and physical health services
	     

	· Medical records documentation and referral information (required to document using the most current Diagnostic and Statistical Manual of Mental Disorders (DSM) multi-axial classifications)
	     

	· Consent for disclosure of information
	     

	· Court-Ordered Commitments 
	     

	· Coordination with the Local Mental Health Authority (LMHA) and state psychiatric facilities
	     

	· Assessment and screening instruments for behavioral health and substance abuse available for Behavioral Health Provider and Primary Care Provider use
	     

	· Focus studies 
	     

	· Utilization management reporting requirements (specify by individual mental health service type)
	     

	· Procedures for follow-up on missed appointments
	     

	· Member discharged from inpatient psychiatric facilities need to have follow-up within 7 days from the date of discharge
	     

	· Behavioral health Value-Added Services, if any.
	     

	· Mental Health Rehabilitative (MHR) Services and Targeted Case Management (TCM)
	     

	· Definition of severe and persistent mental illness (SPMI)
	     

	· Definition of severe emotional disturbance (SED)
	     

	· Member access to and benefits of MHR Services and TCM
	     

	· Provider Requirements
	     

	· Training and certification to administer Adult Needs and Strengths Assessment (ANSA) and Child and Adolescent Needs and Strengths (CANS) assessment tools
	     

	· Department of State Health Services Resiliency and Recovery Utilization Management Guidelines (RRUMG)
	     

	· Attestation from Provider entity to MCO that organization has the ability to provide, either directly or through sub-contract, the Members with the full array of MHR and TCM services as outlined in the RRUMG
	     

	· HHSC-established qualification and supervisory protocols
	     

	F.  Early Childhood Intervention (ECI) 
	     

	· Define ECI.
	     

	· Required identification and referral to ECI if a developmental delay or disability are suspected, or other ECI criteria are met.
	     

	· Members can self-refer to any Network ECI Provider.
	     

	G. Health Passport 
	     

	· Description of the Health Passport and its mobile application and how to access them.
	     

	· Contractual requirements of Network Providers related to the Health Passport.
	     

	V. QUALITY MANAGEMENT 
	     

	· Include practice guidelines
	     

	· Focus studies
	     

	· Utilization management reporting requirements
	     

	VI.  PROVIDER RESPONSIBILITIES
	     

	A. General Responsibilities
	     

	· Primary Care Provider (Medical Home) responsibilities.
	     

	· To either be enrolled as a Texas Health Steps provider or refer Members due for a Texas Health checkup to a Texas Health provider.
	     

	· Availability and accessibility.
	     

	· 24 hour availability.
	     

	· Providers’ responsibility to inform both the MCO and HHSC’s administrative services contractor of any changes to the Provider’s address, telephone number, group affiliation, etc.
	     

	· Plan termination.
	     

	· Member’s right to designate an OB/GYN as their Primary Care Provider.  
	     

	· For Members with disabilities, special healthcare needs, Chronic or Complex conditions, the right to designate a specialist as their Primary Care Provider as long as the specialist agrees.
	     

	· Member’s right to select and have access to, without a Primary Care Provider referral, an in-Network ophthalmologist or therapeutic optometrist to provide eye Healthcare Services, other than surgery.
	     

	· Member’s right to obtain medication from any Network Pharmacy
	     

	· Member information on advance directive.
	     

	· Referral to specialists and health related services (documentation of coordination of referrals and services provided between Primary Care Provider and specialist).
	     

	· Primary Care Provider may provide behavioral health related services within the scope of its practice.
	     

	· Referral to Network facilities and contractors.
	     

	· Access to second opinion.
	     

	· Specialty care Provider responsibilities (must include availability and accessibility standards).
	     

	· Verify Member eligibility and/or authorizations for service.
	     

	· Continuity of Care related to: 
	     

	· Pregnant woman information.
	     

	· Member moves out of state.
	     

	· Pre-existing condition not imposed.
	     

	· Information about standards that medical records must reflect all aspects of patient care, including ancillary services.  The use of electronic medical records must conform to the requirements of the Health Insurance Portability and Accountability Act (HIPAA) and other federal and state laws.
	     

	· Justification to MCO regarding Out-of-Network referrals - including partners not contracted with MCO.
	     

	· Primary Care Provider must timely respond to requests for assessments for residential placement purposes (MCO will use HHSC’s provided language – Attachment B).
	     

	· Required to inform Members on how to report Abuse, Neglect, and Exploitation as defined in Attachment A of the Contract (MCO will use HHSC's provided language – Attachment C). 
	     

	· Required to train staff on how to recognize and report Abuse, Neglect, and Exploitation as defined in Attachment A of the Contract  (MCOs will use HHSC's provided language – Attachment C).
	     

	B. Pharmacy Provider Responsibilities
	     

	· Adhere to the Vendor Drug Program (VDP) Formulary 
	     

	· Adhere to the Preferred Drug List (PDL)
	     

	· Perform prospective and retrospective drug utilization review (DUR)
	     

	· Coordinate with the prescribing physician
	     

	· Ensure members receive all medications for which they are eligible
	     

	C. Coordination With Texas Department of Family and Protective Services (DFPS) 
	     

	· Provider must coordinate with DFPS and foster parents for the care of a child who is receiving services from or has been placed in the conservatorship of DFPS and must respond to requests from DFPS, including:
	     

	· Providing medical records
	     

	· Testifying in court for child protection litigation
	     

	· DFPS policy related to medical consenter and the release of confidential information
	     

	· Recognition of abuse and neglect, and appropriate referral to DFPS
	     

	D.  Routine, Urgent and Emergency Services
	     

	· Definitions
	     

	· Requirements for scheduling appointments
	     

	· All new enrolled Members’ Texas Health Steps visits within 30 days of enrollment
	     

	· Dental exam within 60 days of enrollment for Members age 6 months and above
	     

	· Emergency Services upon Member presentation at the service delivery site.
	     

	· Urgent care, including urgent specialty and behavioral health care, within 24 hours.
	     

	· Routine primary care and behavioral health appointments within 14 days unless requested earlier by DFPS
	     

	· Non-urgent specialty care within 60 days of authorization.
	     

	· Prenatal care within 14 days, or for high risk pregnancies and new Members in their third trimester, within 5 days if non-urgent.
	     

	· Emergency prescription supply (MCO will use HHSC’s provided language – Attachment D)
	     

	· Emergency transportation (explanation)
	     

	· Non-emergency transportation 
	     

	· Non-emergency Medical Transportation (NEMT) Program (explanation)
	     

	· Transportation Value-Added Services, if any
	     

	· Emergency Dental Services (MCO will use HHSC’s provided language – Attachment E)
	     

	· Non-emergency Dental Services (MCO will use HHSC’s provided language – Attachment F)
	     

	· Durable Medical Equipment (DME) (MCO will use HHSC’s provided language – Attachment G)
	     

	· Case by Case Added Services and supports for Members with Primary Medical Needs (explanation)
	     

	E.  Prior Authorization
	     

	· Explain prior authorization process
	     

	· How to request peer-to-peer review
	     

	· How to identify services and codes that require prior authorization
	     

	· Explain meaning of “PA Not Required” on returned PA request form
	     

	· “PA Not Required” does not mean that service is approved.
	     

	· Submitting PA Options
	     

	· Portal
	     

	· Fax
	     

	· Out of Network Provider PA Requirements
	     

	VII. MEDICAID MANAGED CARE PROVIDER COMPLAINT/APPEAL PROCESS 
	     

	· Provider Complaints process to MCO
	     

	· How to submit complaints online
	     

	· How to submit complaints via fax or paper
	     

	· Documentation
	     

	· Retention of fax cover pages
	     

	· Retention of emails to and from MCO
	     

	· Maintain log of telephone communication
	     

	· Provider Appeals process to MCO  
	     

	· Provider Portal
	     


	· How to submit appeals via fax or paper
	     

	· Documentation
	     

	· Retention of fax cover pages
	     

	· Retention of emails to and from MCO
	     

	· Maintain log of telephone communication
	     

	· Provider Complaint process to HHSC
	     

	VIII. MEDICAID MANAGED CARE MEMBER COMPLAINT/APPEAL PROCESS 
	     

	A. Member Complaint Process
	     

	· The Member’s right to file Complaints to MCO and HHSC
	     

	· The requirements and timeframes for filing a Complaint
	     

	· The availability of assistance in the filing process
	     

	· The toll-free numbers that the Member can use to file a Complaint
	     

	B. Member Appeal Process
	     

	· What can I do if the MCO denies or limits my Member’s request for a Covered Service? 
	     

	· How will I find out if services are denied?
	     

	· Timeframes for the Appeals process – including option to extend up to 14 calendar days if Member requests an extension; or the MCO shows that there is a need for additional information and how the delay is in the Member’s interest.  If MCO needs to extend, Member must receive written notice of the reason for delay.
	     

	· When does Member have the right to request an Appeal – include option for the request of an Appeal for denial of payment for services or medication in whole or in part.
	     

	· Include notification to Member that in order to ensure continuity of current authorized services, the Member must file the Appeal on or before the later of: 10 days following the MCO’s mailing of the notice of the Action, or the intended effective date of the proposed Action. 
	     

	· Every oral Appeal received must be confirmed by a written, signed Appeal by the Member or his or her representative, unless an Expedited Appeal is requested.
	     

	· Can someone from (insert MCO name) help me file an Appeal? 
	     

	· Member’s option to request a State Fair Hearing at any time during or after the MCO’s Appeals process.
	     

	C. Member Expedited MCO Appeal
	     

	· How to request an Expedited Appeal (must be accepted orally or in writing).
	     

	· Timeframes.
	     

	· What happens if the MCO denies the request for an Expedited Appeal?
	     

	· Who can help me file an Expedited Appeal?
	     

	D.  Member request for State Fair Hearing (MCO will use HHSC’s provided language – Attachment H)
	     

	IX.      MEDICAID MANAGED CARE MEMBER ELIGIBILITY AND ADDED BENEFITS 
	     

	A.  Eligibility
	     

	Determination by HHSC.
	     

	B. Verifying Eligibility
	     

	·  Your Texas Benefits Medicaid Card
	     

	· DFPS (Person) ID (Form 2085-B)
	     

	· Temporary ID (Form 1027-A)
	     

	· MCO ID card
	     

	· Call MCO
	     

	· Provider Portal
	     

	· Electronic eligibility verification (e.g., NCPDP E1 Transaction for Pharmacies only)
	     

	C. Benefits
	     

	· Spell of illness limitation does not apply for STAR Health Members.
	     

	· Value-Added Services.
	     

	X.       MEMBER RIGHTS AND RESPONSIBILITES
	     

	A. Medicaid Managed Care Member Rights and Responsibilities (HHSC’s provided language- Attachment I).
	     

	B. Member’s Right to Designate an OB/GYN (HHSC’s provided language – Attachment J) 
	     

	C. Fraud Reporting (HHSC’s provided language – Attachment L).
	     

	XI.    MEDICAID MANAGED CARE ENCOUNTER DATA, BILLING AND CLAIMS ADMINISTRATION
	     

	· Where to send claims/Encounter Data
	     

	· Provider Portal Functionality
	     

	· Online and batch claims processing
	     

	· Form/Format to use
	     

	· What services are included in the monthly capitation (include note to call MCO for information or questions)
	     

	· Emergency services claims
	     

	· No co-payments for STAR Health Members
	     

	· Billing Members 
	     

	· Member acknowledgment statement (explanation of use)
	     

	· Private pay form agreement (provide sample and explanation of use)
	     

	· Time limit for submission of claims/Encounter Data/claims Appeals
	     

	· Claims payment:
	     

	· 30-day Clean Claim payment for professional and institutional claim submission
	     

	· 18-day Clean Claim payment for electronic Pharmacy claim submission
	     

	· 21-day Clean Claim payment for non-electronic Pharmacy Claims submission
	     

	· Claim submission requirement (within 95 days)
	     

	· Approved claim forms
	     

	· Allowable billing methods (e.g. electronic billing)
	     

	· Special billing (newborns, Value-Added Services, SSI, compounded medications, etc.)
	     

	· Claims questions/Appeals. (see Section VII - included in the complaint and appeals processes)
	     

	· How to find a list of covered drugs 
	     

	· How to find a list of preferred drugs (i.e. Vendor Drug Program (VDP) Preferred Drug List (PDL)) 
	     

	· Process for requesting a prior authorization (PA)
	     

	· Provider Portal
	     

	· Continuity of Care and Out Of Network Provider Requirements
	     

	XII.   MEDICAID MANAGED CARE MEMBER ENROLLMENT AND DISENROLLMENT FROM MCO 
	     

	A. Enrollment
	     

	· Newborn process. 
	     

	B. Disenrollment
	     

	· Inform the Provider that he or she cannot take retaliatory action against a Member.
	     

	XIII.     MEDICAID MANAGED CARE SPECIAL ACCESS REQUIREMENTS
	     

	· General transportation and ambulance/wheelchair van.
	     

	· Interpreter/translation services.
	     

	· MCO/Provider coordination.
	     

	· Reading/grade level consideration,
	     

	· Cultural sensitivity.
	     

	· The MCO must have a mechanism in place to allow Members with Special Health Care Needs to have direct access to a specialist as appropriate for the Member’s condition and identified needs, such as a standing referral to a specialty physician. 
	     




REQUIRED LANGUAGE


ATTACHMENT A


Members may choose their Main Dental Homes. Dental plans will assign each Member to a Main Dental Home if he/she does not timely choose one. Whether chosen or assigned, each Member who is 6 months or older must have a designated Main Dental Home.

Role of Main Dental Home 

A Main Dental Home serves as the Member’s main dentist for all aspects of oral health care. The Main Dental Home has an ongoing relationship with that Member, to provide comprehensive, continuously accessible, coordinated, and family-centered care. The Main Dental Home provider also makes referrals to dental specialists when appropriate. Federally Qualified Health Centers and individuals who are general dentists and pediatric dentists can serve as Main Dental Homes.
REQUIRED LANGUAGE

ATTACHMENT B

Residential Placement for Children 

DFPS often requires medical and/or behavioral health assessments for children in foster care in order to determine an appropriate residential placement for the child.  These assessments must be provided within required timeframes to minimize the disruption children in foster care experience when placed in an inappropriate residential setting.  [Name of MCO] is contractually required to assist DFPS with scheduling appointments for these assessments within either three (3) or five (5) days of request, depending on the severity of the child’s needs.  Providers must assist [Name of MCO] by prioritizing the scheduling of these appointments so that required timeframes are met.  Providers must also coordinate with [Name of MCO] to provide the results of the assessments, including diagnosis and recommendations, to DFPS within two (2) business days. 

REQUIRED LANGUAGE


ATTACHMENT C 

	


ABUSE, NEGLECT, AND EXPLOITATION (ANE)
Report suspected Abuse, Neglect, and Exploitation:
MCOs and providers must report any allegation or suspicion of ANE that occurs within the delivery of long-term services and supports to the appropriate entity. The managed care contracts include MCO and provider responsibilities related to identification and reporting of ANE. Additional state laws related to MCO and provider requirements continue to apply. 

Report to the Department of Aging and Disability Services (DADS) if the victim is an adult or child who resides in or receives services from:

· Nursing facilities;

· Assisted living facilities;

· Home and Community Support Services Agencies (HCSSA) – providers are required to report allegations of ANE to both DFPS and DADS;
· Adult day care centers; or
· Licensed adult foster care providers. 

Contact DADS at 1-800-647-7418

Report to the Department of Family and Protective Services (DFPS) if the victim is one of the following:
· An adult who is elderly or has a disability, receiving services from:

· Home and Community Support Services Agencies (HCSSAs) – also required to report any HCSSA allegation to DADS

· Unlicensed adult foster care provider with three or fewer beds

· An adult with a disability or child residing in or receiving services from one of the following providers or their contractors:

· Local intellectual and developmental disability authority (LIDDA), local mental health authority (LMHAs), community center, or  mental health facility operated by the Department of State Health Services
· a person who contracts with a Medicaid managed care organization to provide behavioral health services;

· a managed care organization;

· an officer, employee, agent, contractor, or subcontractor of a person or entity listed above; and

· An adult with a disability receiving services through the Consumer Directed Services option

Contact DFPS at 1-800-252-5400 or, in non-emergency situations, online at www.txabusehotline.org 

Report to Local Law Enforcement:

· If a provider is unable to identify state agency jurisdiction but an instance of ANE appears to have occurred, report to a local law enforcement agency and DFPS.

Failure to Report or False Reporting:

· It is a criminal offense if a person fails to report suspected ANE of a person to DFPS, DADS, or a law enforcement agency (See: Texas Human Resources Code, Section 48.052; Texas Health & Safety Code, Section 260A.012; and Texas Family Code, Section 261.109).

· It is a criminal offense to knowingly or intentionally report false information to DFPS, DADS, or a law enforcement agency regarding ANE (See: Texas Human Resources Code, Sec. 48.052; Texas Health & Safety Code, Section 260A.013; and Texas Family Code, Section 261.107).

· Everyone has an obligation to report suspected ANE against a child, an adult that is elderly, or an adult with a disability to DFPS. This includes ANE committed by a family member, DFPS licensed foster parent or accredited child placing agency foster home,  DFPS licensed general residential operation, or at a childcare center.

REQUIRED LANGUAGE


ATTACHMENT D

Emergency Prescription Supply

A 72-hour emergency supply of a prescribed drug should be provided when a medication is needed without delay and prior authorization (PA) is not available. This applies to non-preferred drugs on the Preferred Drug List and any drug that is affected by a clinical or prior authorization (PA) edit and would need prescriber prior approval.

The 72-hour emergency supply should be dispensed any time a PA is not available and a prescription must be filled for any medication on the Vendor Drug Program formulary or medical condition. If the prescribing provider cannot be reached or is unable to request a PA, the pharmacy should submit an emergency 72-hour prescription. 

A pharmacy can dispense a product that is packaged in a dosage form that is fixed and unbreakable, e.g., an albuterol inhaler, as a 72-hour emergency supply.  

To be reimbursed for a 72 hr emergency supply of a prescription claim, a pharmacy should submit the following information: [MCO inserts claim submission process here].

Call [insert the appropriate MCO provider hotline number] for more information about the 72 emergency prescription supply policy.
REQUIRED LANGUAGE


ATTACHMENT E
	


EMERGENCY DENTAL SERVICES

Medicaid Emergency Dental Services:

(Insert MCO’s name) is responsible for emergency dental services provided to Medicaid Members in a hospital or ambulatory surgical center setting.  We will pay for hospital, physician, and related medical services (e.g., anesthesia and drugs) for:

· treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts; and

· treatment of oral abscess of tooth or gum origin. 

REQUIRED LANGUAGE


ATTACHMENT F
	


NON-EMERGENCY DENTAL SERVICES

Medicaid Non-emergency Dental Services: 

(Insert MCO’s name) is not responsible for paying for routine dental services provided to Medicaid Members. These services are paid through Dental Managed Care Organizations. 

(Insert MCO’s name) is responsible for paying for treatment and devices for craniofacial anomalies, and  of Oral Evaluation and Fluoride Varnish Benefits (OEFV) provided as part of a Texas Health Steps medical checkup for Members aged 6 through 35 months. 

[MCO must explain in detail OEFV billing guidelines and documentation criteria]. 

OEFV benefit includes (during a visit) intermediate oral evaluation, fluoride varnish application, dental anticipatory guidance, and assistance with a Main Dental Home choice.

· OEFV is billed by Texas Health Steps providers on the same day as the Texas Health Steps medical checkup. 

· OEFV must be billed concurrently with a Texas Health Steps medical checkup utilizing CPT code 99429 with U5 modifier.

· Documentation must include all components of the OEFV.  [MCO may describe components].  
· Texas Health Steps providers must assist Members with establishing a Main Dental Home (see Attachment A) and document Member’s Main Dental Home choice in the Members’ file. 

REQUIRED LANGUAGE

ATTACHMENT G
	


Durable Medical Equipment
[Insert MCO name] reimburses for covered durable medical equipment (DME) and products commonly found in a pharmacy.  For all qualified members, this includes medically necessary: nebulizers, ostomy supplies or bed pans, and other supplies and equipment. For children (birth through age 20), [insert MCO name] also reimburses for items typically covered under the Texas Health Steps Program, such as  prescribed over-the-counter drugs, diapers, disposable or expendable medical supplies, and some nutritional products.
To be reimbursed for DME or other products normally found in a pharmacy for children (birth through age 20), a pharmacy must [describe the MCO’s enrollment process and claims submission process].

Call [insert the appropriate MCO provider hotline number] for information about DME and other covered products commonly found in a pharmacy for children (birth through age 20).

Note: The MCO may elaborate on the scope of DME/other products for children (birth through age 20) provided by the MCO.  The above language must be included at a minimum.

REQUIRED LANGUAGE


ATTACHMENT H
	


STATE FAIR HEARING INFORMATION  

· Can a Member ask for a State Fair Hearing?

If a Member, as a member of the health plan, disagree with the health plan’s decision, a Member has the right to ask for a fair hearing.  The Member may name someone to represent him or her by writing a letter to the health plan telling them the name of the person the Member wants to represent him or her.  A provider may be the Member’s representative. The Member or the Member’s representative must ask for the fair hearing within 90 days of the date on the health plan’s letter that tells of the decision being challenged.  If the Member does not ask for the fair hearing within 90 days, the Member may lose his or her right to a fair hearing.  To ask for a fair hearing, the Member or the Member’s representative should either send a letter to the health plan at (address for health plan) or call (number for health plan).

If the Member asks for a fair hearing within 10 days from the time the Member gets the hearing notice from the health plan, the Member has the right to keep getting any service the health plan denied, at least until the final hearing decision is made.  If the Member does not request a fair hearing within 10 days from the time the Member gets the hearing notice, the service the health plan denied will be stopped. 

If the Member asks for a fair hearing, the Member will get a packet of information letting the Member know the date, time and location of the hearing.  Most fair hearings are held by telephone. At that time, the Member or the Member’s representative can tell why the Member needs the service the health plan denied.
HHSC will give the Member a final decision within 90 days from the date the Member asked for the hearing.
REQUIRED LANGUAGE


ATTACHMENT I  
MEMBER RIGHTS AND RESPONSIBILITES

MEMBER RIGHTS:

1. You have the right to respect, dignity, privacy, confidentiality and nondiscrimination. That includes the right to:

a. Be treated fairly and with respect.

b. Know that your medical records and discussions with your providers will be kept private and confidential.

2. You have the right to a reasonable opportunity to choose a primary care provider. This is the doctor or healthcare provider you will see most of the time and who will coordinate your care. You have the right to change to another provider in a reasonably easy manner. That includes the right to be told how to choose and change your primary care provider.

3. You have the right to ask questions and get answers about anything you don’t understand. That includes the right to:

a. Have your provider explain your healthcare needs to you and talk to you about the different ways your healthcare problems can be treated. 

b. Be told why care or services were denied and not given.

4. You have the right to agree to or refuse treatment and actively participate in treatment decisions. That includes the right to:

a. Work as part of a team with your provider in deciding what healthcare is best for you. 

b. Say yes or no to the care recommended by your provider.

5.  You have the right to use each available complaint and appeal process through the STAR Health health plan and through Medicaid, and get a timely response to complaints, appeals and fair hearings. That includes the right to:

a. Make a complaint to the STAR Health health plan or to the state Medicaid program about your healthcare, your provider or the STAR Health health plan.

b. Get a timely answer to your complaint. 

c. Use the HHSC claims administrator’s and STAR Health health plan’s appeal process and be told how to use it. 

d. Ask for a fair hearing from the state Medicaid program and get information about how that process works.

6. You have the right to timely access to care that does not have any communication or physical access barriers. That includes the right to: 

a. Have telephone access to a medical professional 24 hours a day, 7 days a week to get any emergency or urgent care you need.

b. Get medical care in a timely manner. 

c. Be able to get in and out of a healthcare provider’s office.  This includes barrier free access for people with disabilities or other conditions that limit mobility, in accordance with the Americans with Disabilities Act. 

d. Have interpreters, if needed, during appointments with your providers and when talking to your health plan. Interpreters include people who can speak in your native language, help someone with a disability, or help you understand the information.

e. Be given information you can understand about your health plan rules, including the healthcare services you can get and how to get them.

7. You have the right to not be restrained or secluded when it is for someone else’s convenience, or is meant to force you to do something you don’t want to do, or is to punish you.

8. You have a right to know that doctors, hospitals, and others who care for your child can advise you about your child’s health status, medical care, and treatment.  Your health plan cannot prevent them from giving you this information, even if the care or treatment is not a covered service. 

9. You have a right to know that you are not responsible for paying for covered services provided to your child.  Doctors, hospitals, and others cannot require you to pay copayments or any other amounts for covered services.
MEMBER RESPONSIBILITIES:
1. You must learn and understand each right you have under the Medicaid program. That includes the responsibility to:

a. Learn and understand your rights under the Medicaid program.

b. Ask questions if you don’t understand your rights.

2. You must abide by the STAR Health health plan‘s policies and procedures and Medicaid policies and procedures. That includes the responsibility to:

a. Learn and follow the STAR Health health plan’s rules and Medicaid rules. 

b. Choose a primary care provider quickly.

c. Make any changes to your primary care provider in the ways established by Medicaid and by the STAR Health health plan. 

d. Keep your scheduled appointments. 

e. Cancel appointments in advance when you can’t keep them. 

f. Always contact your primary care provider first for your non-emergency medical needs.

g. Be sure you have approval from your primary care provider before going to a specialist.

h. Understand when you should and shouldn’t go to the emergency room.

3. You must share information about your health with your primary care provider and learn about service and treatment options. That includes the responsibility to:

a. Tell your primary care provider about your health.

b. Talk to your providers about your healthcare needs and ask questions about the different ways your healthcare problems can be treated.

c. Help your providers get your medical records.

4. You must be involved in decisions relating to service and treatment options, make personal choices, and take action to keep yourself healthy. That includes the responsibility to: 

a. Work as a team with your provider in deciding what healthcare is best for you.

b. Understand how the things you do can affect your health.

c. Do the best you can to stay healthy.

d. Treat providers and staff with respect.

e. Talk to your provider about all of your medications.

If you think you have been treated unfairly or discriminated against, call the U.S. Department of Health and Human Services toll-free at 1-800-368-1019.   You also can view information concerning the HHS Office of Civil Rights online at www.hhs.gov/ocr
REQUIRED LANGUAGE


ATTACHMENT J
	


OB/GYN:

Option 1:  MCO DOES NOT LIMIT TO NETWORK

(Name of MCO) allows the Member to pick any OB/GYN, whether that doctor is in the same network as the Member’s Primary Care Provider or not.

ATTENTION FEMALE MEMBERS

Members have the right to pick an OB/GYN without a referral from their Primary Care Provider.  An OB/GYN can give the Member:

· One well-woman checkup each year

· Care related to pregnancy

· Care for any female medical condition
· Referral to specialist doctor within the network

Option 2: MCO LIMITS TO NETWORK

(Name of MCO) allows the Member to pick an OB/GYN but this doctor must be in the same network as the Member’s Primary Care Provider.
ATTENTION FEMALE MEMBERS

Members have the right to pick an OB/GYN without a referral from their Primary Care Provider.  An OB/GYN can give the Member:
· One well-woman checkup each year

· Care related to pregnancy

· Care for any female medical condition
· Referral to specialist doctor within the network
REQUIRED LANGUAGE


ATTACHMENT K 

	


REPORTING WASTE, ABUSE OR FRAUD BY A PROVIDER OR PERSON WHO RECEIVES BENEFITS
Do you want to report Waste, Abuse, or Fraud?

Let us know if you think a doctor, dentist, pharmacist at a drug store, other healthcare providers, or a person getting benefits is doing something wrong. Doing something wrong could be waste, abuse or fraud, which is against the law. For example, tell us if you think someone is:

· Getting paid for services that weren’t given or necessary.

· Not telling the truth about a medical condition to get medical treatment.

· Letting someone else use their Medicaid ID.

· Using someone else’s Medicaid ID.

To report waste, abuse, or fraud, choose one of the following:

· Call the OIG Hotline at 1-800-436-6184;

· Visit https://oig.hhsc.state.tx.us/ Under the box labeled “I WANT TO” click “Report Waste, Abuse, and Fraud” to complete the online form; or
· You can report directly to your health plan:

· [MCO’s name]

· [MCO’s office/director address]

· [MCO’s toll free phone number]
To report waste, abuse or fraud, gather as much information as possible.  

· When reporting about a provider (a doctor, dentist, counselor, etc.) include: 

· Name, address, and phone number of provider

· Name and address of the facility (hospital, nursing home, home health agency, etc.)

· Medicaid number of the provider and facility, if you have it 

· Type of provider (doctor, dentist, therapist, pharmacist, etc.)

· Names and phone numbers of other witnesses who can help in the investigation

· Dates of events 
· Summary of what happened

· When reporting about someone who gets benefits, include: 

· The person’s name

· The person’s date of birth, Social Security number, or case number if you have it 

· The city where the person lives 
· Specific details about the waste, abuse or fraud
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