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Outpatient Substance Abuse Services Prior Authorization
Process Overview

APS Healthcare in collaboration with DHHS Office of Substance Abuse will implement a
system of prior authorization for all admissions to Section 65 Substance Abuse
Outpatient Therapy Services. This change is being made to reduce administrative
burden and to allow for more effective utilization management of these services.

1. This system will be operational 9/1/09 for all new admissions.

2. Providers will be required to complete a Prior Authorization request for service
within the APS Care Connection System within 5 calendar days of starting
services with a member. The Prior Authorization requests must include
eligibility criteria in the form of Demographics, Preliminary Diagnosis and
completion of ASAM PPC2R Level of Care Dimensions.

3. Prior Authorization approvals will be authorized for the full 30 weeks of units
within a 40 week timeframe (360 units for 280 days). If the client is in need of
additional service beyond the Outpatient regulation, a Continued Stay Review
will be required to be submitted and approved by APS.

4. The following Substance Abuse Service codes will be required to obtain a prior
authorization from APS Healthcare in order to bill MaineCare for Substance
Abuse Outpatient Services.

Sub Abuse Outpatient Therapy-Substance Abuse Agency H0004

SA OP Therapy Sub Abuse Agency Non-Masters LADC H0004

SA OP Therapy Sub Abuse Agency CADC H0004

Sub Abuse Outpatient Group Therapy-Substance Abuse Agency H0004 HQ

SA OP Group Therapy Sub Abuse Agency Non-Masters LADC H0004 HQ

SA OP Group Therapy Sub Abuse Agency CADC H0004 HQ

V 9-1-09 3
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Instructions for Entering an Outpatient Substance Abuse Prior Authorization

Request in APS CareConnection®

Choose the “Reviewer” tab. On the blue bar, select the “New Request” option.
Enter the member’s MaineCare ID number (Member ID) and one other
identifying piece of information. Select “Verify”. If member does not have a
current MaineCare ID number, enter “0” in the Member ID box.

Confirm member eligibility on the resulting screen, and choose “Add New
Request”. If member did not have a MaineCare ID number, select “Add New
Member”.

A new review will be automatically started. Please note the APS Case ID in the
upper left. Fill out member information if not already filled out. Choose “Save
and Continue” to move to the following sections that are required for Outpatient
Substance Abuse Prior Authorization requests.

Guardian Information:

If applicable, please fill out all fields. Save and Continue when complete.

Guardian Information

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

<< Previous

Save & Continue

— Guardian Information

Guardian [ -Select One—-

Type/Organization

Guardian First . R .

Symptoms/Behaviors Names | Guardian Middle Intial: [
Peystic Medeatons A — e E—
Clinical Indicators )

- Relationship to
Treatment and Service e , L--Select One-- v
e Guardion Address ] Guardian ciy s [
Treatment Plan )
Additional Reparting Data Guardian State : [--Select One-- ¥ Zip Code

Additional

Transition Discharge Plan

Additional Info

Submit To &PS

V 9-1-09
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6. Administrative Page:
Select “Prior Authorization” for the Authorization Type.
Enter in the start date for current authorization.
Select “Substance Abuse” for the Review Type and “Outpatient Substance
Abuse” for the Category of Service.
Save and Continue when complete.

uardian Information

Administrative

equesting Agency

lultiaxial Assessment

Save & Continue

<< Previous

— Administrative

Organization : | APS Healthcare Maine Training

ervices Requested Authorization Type : |Frinr Authorization (PA) b
- Status : Mew
ymptoms/Behaviors atus
P I Do you know the
sychiatric Medications service start date?
linical Indicators Start Date for C t T
are Dare Tor burren® 0771572009 | Z5l[01 v|[00 v|[aM v

reatment and Service

D5

reatment Plan

dditional Reporting Data

ransition Discharge Plan

dditional Info

ubmit To 2PS

Authorization q H

This Request is :
Request Submitted : | Electronically v

bmitted
Date : [07/16/2009

Review Type : | Substance Abuse v|

Category of Service :

|Inpatient Substance Abuse

ential Substance Abuse
ential Substance Abuse
ential Substance Abuse
ential Substance Abuse
Abuse

Rehab Adult
Rehab Adolescent
Halfway House
Exntended Care
Extended Shelter

Location Address: |

v

Date of Referral : [02/09/2009 |__°|| 01 ~|[o0 v

aM v

- i
Referral : LHOSPital hs

Date Worker Assigned —— EE

7. Requesting Agency:
Please enter in the treating clinician’s name and phone number.
Save and Continue when complete.

Member Information

APS Case [d:491314 Data has been saved successfully

Guardian Information

Save & Continue

Previous

Administrative

Requesting Agency

— Requesting Facility / Agency / Clinician

Multiaxial Assessment

Services Requested

:

Requesting Facility fAgency Name

Symptoms/Behaviors

:

Requesting Staff First Name

Psychiatric Medications

: [Clinician

Requesting Staff Last Name

Clinical Indicatars

Requesting Staff Phone {With Area Code):

555-555-5555

Treatment and Service

Requesting Staff E-mail :

RDS

Treatment Plan

Utilization Manager/Supervisor Name : |UM Manager

Additional Reporting Data

Utilization Manager/Supervisor Phone :

Transition Discharge Plan

L

Utilization Manager/Supervisor E-mail :

Additional Info

O o

1s this agencyfindividual the treating provider? & Yes

Subimit To 4PS
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8. Multiaxial Assessme

nt:

The primary diagnosis must be a substance abuse diagnosis or affected other.

Save and Continue w

Guardian Information

e Request

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

SymptomsfBehaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service
RDS

Treatment Plan
Additional Reporting Data
Transition Discharge Plan
Additional Info

Submit To &4P5

— Multiaxial Assessment

— Axis I/11/111

hen complete.

<< Previous | Save & Continue >

Date of Diagnostic Assessment: I:l ‘_UI

ALCOH DEP NEC/NOS-

UNSPEC
-occurring Primary

Draannsia ALCOHOLISM IN FAMILY
Axris I Diagnosis 1 :l:l

Axis I Diagnosis 2:

Primary Diagnosis :

Co

Axis IT Diagnosis 1:

]
[
]

Axis II Diagnosis 2:

Axis ITI:

—Axis IV

9. Services Requested:

Problems in Family Relations :

Problems in Friendship/fSocial Relations:
Legal Issues:

School Problems:

Work Problems:

—_—

Click on “Add New Procedure Request” Enter everything

in red. When you get to the “Billing Provider ID” box, tab your way through the

end. (The remaining
for HO004 and H

JEle

B

004
Guardian Intarmation teqUe

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

Symptoms/Behaviors

Select
Psychiatric Medications
: : Modify
Clinical Indicators Delete
Treatment and Service Modify
Delete

RDS

— Procedures Requested

boxes will auto populate). Click Save. Repeat the process
HQ. Save and Continue when complete.

Data has been saved successfully

&dd Mew Procedure Request

Service Service Auth End
Service Code Start Date Length Date Un
Sub Abuse Qutpatient Therapy-Substance
Abuse Agency HOOO4  0B/06/2009 280 05/12/2010 3¢
Sub Abuse Oumpatient Group Therapy-  \nnpayo pa/osjeone 280 05/12/2010 3¢

Substance Abuse Agency

Treatment Plan
Additional Reporting Data
Transition Discharge Plan
additional Info
Submit To 4PS
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10. Symptoms and Behaviors: Under the Assessment Tool section, choose
the correct ASAM Level from the drop down box. Save and Continue
when complete. Save and Continue through the Psychiatric Medications
as no information is required.

pate LOCUS Completed(Most Recent): [ |==]

Total Score :

1

Locus ¢ ite Score : I ~ LOCUS Level of Care 1 [--—-—— Select-————- ~
Caregiver questionnaire: ASAM Level: /
RATER ID# :
—CAFAS/PECFAS
School/Work/Preschool : Moods/Emotions : | ---—- Select————- -
Home : Self-Harmful Behavior: [-—-— Select—— ~
Community : RIS LTI (325‘;5: _____ Select-———-
Behavior Towards Others : Thinking/Communication : [---—- Select-————- ~

—Agency Involvement

DHHS
Elder Services
Corrections {Court, JCCO, etc.)

EAP
DHHS Child Welfare
Special Ed/504
Other

None

Agency Involvement :

Other Agency Invelvement: [ |

— Family /Social Involvement

Family
SpousefPartner

Friends

Religious group
Community Resources
AA/NA or self-help group

Family fSocial Involvement :

o

/

11. Clinical Indicators: Complete “Risk/Danger to Self/Others” Section by choosing
either the current level of history or Severity of None.. Save and Continue when

complete.

After saving to the next page (Treatment and Service Page) use the tabs on the
left hand side of the screen, click on “Additional Info”. This is the next required

page.

Guardian Information

Administrative

Requesting Agency

Multiaxial Assessment
Services Requested
Symptoms/Behaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service
RDS

Treatment Plan
Additional Reporting Data
Transition Discharge Plan
Additional Info

Submit To &PS

<< Previous

Save & Continue >3

— Glinical Indicators Justifying Service Request

—Risk/Danger To Self/Others

Aggressiveness :

Fire Setting :

Assaultive :

Homicidal Attempt :
Homicidal Ideation :
Self Care Deficit :
Self-injurious Behavior :

Si lly Inappropriate Behavior :

V 9-1-09

Suicide Attempt :
Suicidal Ideation :
Use of Weapons :

Harm to Animals :

Current Severity

(Mon=e, Mild, Modarate, Seuare)

Moderate

Moderate

Moderate

History of Severity
(Within 7 days; Withir
Within 3-12 rmonths; *
years; 10+ years)

—Symptoms And Behavior

Anxiety fPanic :

z| Z2F z| [z] [zl [z][z] [z z| [z z
o 93 ollellel|le]]|e]||e oo o
F] o= FIRERRERRERRERRE] FIRE =
] R ARG EREREC-RELREL) o L)

=

z2

owm

o

s
¢ &z < &) & =) =] = =) =) = <

3‘<

e}

S

o

k3

e

™

o

History of Severity
(uithin 7 days; Withir
Wéithin 3-12 months; *
years; 10+ years)

---Select---

 ——
S

v
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12. Additional Info:
Fill out the appropriate information as follows. Save and Continue when
complete.

For General Substance Abuse:

~dian Information ] BOUESE

inistrative

— additional Info

Jesting Agency

General Substance abuse,

iaxial Assessment

ices Requested ~Reason for Dutpatient referral at this time/presenting problem.

ptoms/Behaviors ~Anticipated treatment focus for this requested treatment episode. (Clinical
Rationale for treatment).

hiatric Medications

~ Any additional supporting clinical information that you feel pertinent to

cal Indicators treatment.

tment and Service

Notes:

trment Plan

tional Reporting Data

sition Discharge Plan

ditional Info
it To APS

Sample Note: Client required by probation to attend treatment. Client reports that he/she can see that
drinking has caused problems in his/her life intermittently, but is not ready to stop ETOH use. Client’s stage
of change is Contemplative. Focus of treatment, education and MI.

For DSAT:

Guardian Information

=< Previous | Save & Continue >3

Administrative

- — Additional Info
Requesting Agency

DSAT.

Multiaxial ssessment

wNumber of individual days (77).

wNumber of individual unit (44).

Symptoms/Behaviors ~Number of group days (252).
wNumber of group units {312).

Services Requested

Psychiatric Medications
Clinical Indicators

Treatment and Service

RDS

Treatment Plan

Additional Reporting Data

Transition Discharge Plan
Additional Info

Submit To APS

MNotes:

|~

Save & Continue

<= Previous

V 9-1-09 8
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For SUBOXONE:

Guardian Infarmation

Healthy Together
. S

Administrative

Save & Continue

— Additional Info

Requesting Agency

Multiaxial Assessment

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service

RDS

Notes:

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Submit To 4PS

SUBOXONE

~What phase of treatment - Initial, Stabilization, Maintenance, relapse, etc.

For DRUG COURT:

Guardian Information

Administrative

Save & Continue

Requesting Agency

Multiaxial dssessment

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service

RDS

Notes:

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Submit Ta APS

V 9-1-09

DRUG COURT.

~Number of individual days to request (365).

~Number of units to request (624).
~Number of group days to request {365).
~Number of group units to request (312).

Save & Continue =




For AFFECTED OTHER:

Guardian Information

Adrninistrative

Requesting Agency

Multiaxial Assessment

Services Requested

Symptams/Behaviors

Psychiatric Medications

Clinical Indicataors

Treatment and Service

RDS

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Subrmit To APS

— Additional Info

Affected Other.

wPer ME Care Rule: No other Mental Health diagnosis is allowed as primary
diagnosis.

~5A Treatment documentation for Affected Other needs to demonstrate a family
affected other's clinical significant impairment or distress.

wDefer to Chapter 101 MaineCare Benefits Manual (formerly Maine Medical
Assistance Manual) at Maine.gov
Notes:

13. Submit to APS: Please review your case before you submit it to APS Healthcare
to ensure all information is included. Click “Submit to APS” on the top middle
of the screen. If you have successfully submitted the review, you will get a pop

Guardian Information

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

Svmntnms/Rrhavines

up message that states “Your Review has been successfully processed”. Click ok.

Delete Request

Submit To APS \
Subrmit Te Print Treatment Flan

—Member Information

The page at https:/fcareconnectionme.apsh... E|

[ )

Your request has been successfully processed

14. Complete steps 1-13 for all new Substance Abuse Admissions.

V 9-1-09
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Process for Requesting Services beyond 30 Weeks in a 40 Week Time Frame

Identify if this is a new “episode” of treatment or a Continued Stay Request

*If New Episode of Treatment — Document the clinical information requested and
complete steps for a Prior Authorization of Services. Supporting documentation in the
“Additional Information Section” needs to include a treatment timeline and sufficient
clinical rationale for the new treatment episode. See example below:

Client returned to treatment after completing an episode 6/12/09. He/she
experienced a death of a close relative in the family and began drinking again as
a result in an attempt to cope with the loss. Client reports that he/she attempted
to use the skills learned in prior treatment episode, but that his/her emotions got
the better of him/her. Client is seeking skill reinforcement and support for this
relapse and will work on community recovery support connections as a goal in
treatment. Anticipated timeline for transition to these recovery supports in the
community is 4 weeks.

*Continued Stay Review Request (CSR) — Request should be completed with supporting
documentation. Ideally within 2-3 weeks prior to the end of the authorization date.
Clinical rationale for the requested extension should include a timeline and plan for
transition to the most appropriate level of care upon discharge. See examples below:

V 9-1-09

Client will reach initial maximum benefit 6/12/09. Client has made steady
progress on treatment goals around maintaining abstinence, acquiring skills to
manage high risk situations, developing recovery supports, and practicing
assertive communication. Client recently lost a close family member and is
experiencing some anxiety around his/her safety in the community and in the
family. Client has requested to continue in treatment to have some added
support with the goal of preventing relapse and building community based
“grief supports” that client can move to in the next month. Anticipated
extension beyond initial maximum benefit is 3 weeks.

11
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Instructions for Entering an Outpatient Substance Abuse Continued Stay Request

Please have on hand your most recently authorized APS Case ID. (If you are unsure of
this information, you may search for it under the “Search Responses” option.)

1. Under the “Search Request” option, enter the most recently authorized APS Case
ID and click “Search”.

a.

Click the “EXT” link.

b. Record the new APS Case ID number for future reference.

2. Verify the member information. Click “Save and Continue”.

3. Guardian Information: If applicable, please fill out all fields. Save and Continue
when complete.

Guardian Information

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service

RDS

Treatment Flan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Submit To &PS

V 9-1-09

Delete Request << Previous | Save & Continue
— Guardian Information
Guardian [ --Select Dne-- w
Type/Organization
Guardian First . . .
Name : l:l Guardian Middle Initial :
Name : Guardian Phone :
Relatif‘,nSh,i_p tn. --Select One-- v
Guardion Address ] Guardian city s [
Guardian State : | -Select One—- + 2ip Code :
Additional
Information :
v
b3
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4. Administrative Page: Enter the new start date and Save and Continue.

Jember Information

APS Case Id:491744

suardian Information

Administrative

Previous

Save & Continue

— Administrative

leguesting Agency

Jultiaxial Assessment

Organization : |

services Requested

Authorization Type : |Cnntinued Stay Review {CSR)) v|

Symptoms,/Behaviors

Status : Mew

Isychiatric Medications

Do you know the
service start date?

Zlinical Indicators

Aftt,f;f,l[;::fof"" Curren 0771672009 | 221 (01 9] [00 %] [aM 9]

‘reatment and Service

D5

This Requestis : l:l

‘reatment Plan

Request Submitted : l:l

ydditional Reparting Data

Submltted

Date : 07416/2009

“ransition Discharge Plan

Review Type : |

sdditional Info

Category of Service :

3ubmit To APS

Outpatient Substance Abuse

Location Address: [ Select-——————-

~

Date of Referral : |

Location at time of
Refarral :

5. Requesting Agency: Please update any information on this page. Save and
Continue when complete.

Mermber Information

APS Case Id: 491314

Guardian Information

Administrative

Requesting Agency

Data has been saved successfully

Previous

Save & Continue

— Requesting Facility /Agency/Clinician

Multiaxial Assessment

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Clinical Indicatars

Treatment and Service

RDS

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Submit To 4P5

Requesting Facility fAgency Name :
Requesting Staff First Name :

Requesting Staff Last Name :

Requesting Staff Phone {With Area Code):

Requesting Staff E-mail :

Utilization Manager/Supervisor Name :
utilization ManagerfSupervisor Phone :
utilization Manager/Supervisor E-mail :

1s this agencyfindividual the treating provider? & Yes

UM Manager

L

C o

V 9-1-09
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6. Multiaxial Assessment: The information that was entered during the Prior

Authorization Request, will carry through to the Continued Stay Review,
however, please update as applicable.

Guardian Infarmation

Administrative

Requesting Agency

Multiaxial Assessment

Services Requested

Symptoms/Behaviars

Psychiatric Medications

Clinical Indicators

Treatment and Service

ROS

Treatment Plan

Additional Repaorting Data

Transition Discharge Plan

additional Info

Submit To APS

<< Previous

Save & Continue >3

— Multiaxial Assessment

Date of Diagnostic Assessment : l:l ._“I

— Axis I/I1/1II

Primary Diagnosis : ﬂh%%chEP NEC/NOS-
':“"’““"r"[‘,?a';ﬂz‘:i;’; ALCOHOLISM IN FAMILY

Axris I Diagnosis 1 :l:l

Axis I Diagnosis 2:

]
Axis ITI Diagnosis 1: l:l
1

Axis IT Diagnosis 2:

Axis ITI:

— Axis IV

Problems in Family Relations : [None

Problems in Friendship/Social Relations: |None
Legal Issues: [None
School Problems: |[None

Work Problems: [None

7. Services Requested: Click on Modify for the service you wish to extend. Click
in the box that says “Service Length 280”. Use the tab key to populate the end

date. If you are not going to be extending a particular service code, make sure to
click “No Action”. This will gray out the service.

Guardian Infarmation

Previous

Administrative

Save & Continue

Requesting Agency

Procedures Requested

Multiaxial Assessment

. Service Start  Service  Auth End -
Services Requested Select  Action  Accepted Service Code Date Length Date Units Fret
| Symptoms/Behaviors Modify Nodction vas Sub Abuse Outpatient Therapy- Hooo4 280 W
5 - e Substance Abuse Agency
Peychiatric Medications ) ;
Modify 5 Sub Abuse Outpatient Group
Clinical Indicators NoAction  Yes Therapy-Substante Ahuse Agency HOOO4HQ 280 W
Treatment and Service
orc
Juardian Information | Save & Continue >
‘dmi”i“_"ati"e | — Procedures Reguested
W—ESU Modify Service Request =
Aultizzial Add/Modify Procedure Request
Servicel Service Start Date and End Date should be between D9/18/2002 and 12/31/9999_ e e
f Serwvice : HO0OO04-Sub Abuse Outpatient Therapy-Substance Abuse Agency
J¥mptom| Frequency : [ Weekly | i
Ssychiatr] start Date : i
Zlinical I Billing Provider ID : 431918299 W
— units: (120 ]
s ] Auth End Date : [ |58
“reatmer
sddition
“ransitiol
sddition 3|
Jubmnit Ty
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8. Symptoms and Behaviors: Under the Assessment Tool section, choose
the correct ASAM Level from the drop down box. Save and Continue
when complete. Save and Continue through the Psychiatric Medications

LOCUS C

page as well.

pate LOCUS Completed(Most Recent): [ |==]

—CAFAS/PECFAS

Behavior Towards Others :

Total Score :

1

ite Score : lect———- ~ LOCUS Level of Care : [---—— Select--———- ~ A///

Caregiver questionnaire: ASAM Level:
RATER ID# :

school/Work/Preschool : Moods /Emotions : ~

Home : Self-Harmful Behavior : ~

- . Substance Abuse (CAFAS
Community : Only) : —
=

Thinking/Communication =

—Agency Involvement

Agency Involvement :

Other Agency Involvement :

DHHS
Elder Services
Corrections {Court, JCCO, etc.)

EAP

DHHS Child Welfare

Special Ed/504
ther

None

]

— Family /Social Involvement

Family fSocial Involvement :

Family
SpousefPartner

Friends

Religious group
Community Resources
AA/NA or self-help group
Al

9. Clinical Indicators: Update any information if necessary. Save and Continue
when complete. After saving, use the tabs on the left hand side to go to the
“Transition Discharge Plan” page.

Guardian Information

Administrative

Requesting Agency

Multiaxial Assessment

—Risk/Danger To Self/Others

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Clinical Indicators

Treatment and Service

RDS

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Submit To &PS

— Glinical Indicators Justifying Service Request

Previous

Aggressiveness :
Fire Setting :
Assaultive :
Homicidal Attempt :
Homicidal Ideation :
Self Care Deficit :

Self-injurious Behavior :

V 9-1-09

Si lly Inappropriate Behavior :
Suicide Attempt :

Suicidal Ideation :

Use of Weapons :

Harm to Animals :

Current Severity
(Mone, Mild, Maoderate, Seuvera)

Moderate

Moderate

Moderate

zllz||z||Zz||Zz]||Z z| |z z
allelle|le|le]]|e oo ]
FRRERRERRERERRE] ERNE] El
al(e|(ea|(le||(a]|® al|r "
L (£ (2] 1] <] €] [£] 2] £ S

History of Severity
(Within 7 days; Withir
Within 3-12 rmonths; *
years; 10+ years)

—Symptoms And Behavior

Anxiety fPanic :

Current Severity
(Mene, Mild, Maderate, Severe)

z
o
2
o
<

History of Severity
(uithin 7 days; Withir
Wéithin 3-12 months; *
years; 10+ years)

---Select---

 ——
S

v

15



10. Transition Discharge Plan: Please enter in the projected discharged date and
identify the plan for discharge in the Plan for Transition/Discharge box. Save and
Continue when complete.

Guardian Inforrmation

Previous

Save & Continue

Administrative

Requesting Agency

— Transition Discharge Plan

Multiaxial Assessment

Services Requested

Symptoms/Behaviors

Psychiatric Medications

Is Discharge Anticipated During the Authorization Period? O Yes ® (=]
Projected Date of Transltlun]Dls(hargE: |
(RS2 GYaffita (P Day/Mo First Appt. Post Discharge

Discharge

Clinical Indicators

Treatment and Service

RDS

Treatment Plan

Additional Reporting Data

Transition Discharge Plan

Additional Info

Matural Supports l:l [ asman [
Respite l:' [ adult HomeBased Services [
28NS 70 oiss [
Peer Support |:| [0 substance sbuse T
Qutpatient I:l O crisis services

Anticipated Step Down Service : Groups I:l D Crisis Unit

Subrnit To APS

Psychiatric/Med. Mgt, l:l O Fost/Child Welfare

l:l L] Supported MWursing Facility
|:| [0 medical Hospitalization
ACT/I.C.I. l:' [ residential Treatment
Corrections [ Other

Please identify plan for discharge here.

Section 24

Day Treatment

FEFNFINNEEEMD

[
[
[
[
Case ManagementfC.I. l:l [0 adult Protective [
[
[
[
[

plan far Transitinn /Disrharae :

11. Additional Info: Please include the additional information listed below.
Select the treatment progress from the drop down menu. Save and Continue

when com

dermber Intormation

plete.

HFD LdSE LU S LA G Lata has been saved sUccessully

juardian Information

Save & Continu

sdministrative

BOUesting Agency

— aAdditional Info

Aultiaxial Assessment

Please include:

jervices Requested

~Progress
~Rationale for extension

symptoms/Behaviors

wFocus of treatment during requested extensioh.

Isychiatric Medications

Xlinical Indicators

reatment and Service

DS

Notes:

reatment Plan

wdditional Reporting Data

‘ransition Discharge Plan

Additional Info

jubmit To 4PE

V 9-1-09

Mone

— Continuing Stay Review

Treatment Progress :

Since the previous authorization how was the consumer
progressed :

16
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12. Submit to APS: Please review your case before you submit it to APS
Healthcare to ensure all information is included. Click “Submit to APS” on the
top middle of the screen. If you have successfully submitted the review, you will
get a pop up message that states “Your Review has been successfully processed”.
Click OK.

Guardian Information Delete Request

<< Previous

Administrative

Submit To APS

Requesting Agency \
Submit To 4 Print Treatment Plan

Multiaxial ssessment
Services Requested

Svmntnme/Rehavinre r—Member Information

The page at https:/careconnectionme.apsh... E|

Your request has been successfully processed

13. Complete steps 1-12 for all Extension Requests.

V 9-1-09 17
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How to Discharge an APS Case ID in CareConnection®

1. It is only necessary to discharge the most current case id per service. Go to Search
Services and enter in your case ID. If you don’t know your case ID, enter in the
member’s MaineCare number. BE SURE that you have chosen the correct case ID by
verifying the member and service code. Once a discharge has been submitted it may
not be undone. If there is any doubt, take the case ID to Search Responses where you
will see more information about the case, such as dates of service. Once you have
identified which case to discharge scroll over to the right side of the screen until you
see “Actions.”

2. If the house icon has a red plus sign in it, the member has not been discharged. If the
house icon is empty with a blue person, the member has been discharged. Click on
the house icon to proceed to the discharge screen.

3. All red fields are required. Make sure to enter in the discharge date as mm/dd/yyyy,
or use the calendar to choose the date.

4. Pick the reason for discharge that most represents your member’s situation or choose
“other” and enter in the reason.

5. Check off any anticipated step down services including dates of first appointments
for these services. If none, leave blank.

6. Identify Treatment Progress.

7. Continue to answer the questions as applicable to the service you provide. For
example, Section 17 services are required to fill out the Assessment Tool and
Hospital Services are required to fill out the following questions:

a.  Did the Hospital obtain the Member's ISP from their CI, ICI, ICM or ACT Provider?

b. Did the Hospital invite the Member's CI, ICI, ICM or ACT Provider to participate in treatment
or discharge planning?

c. Did the Member's CI, ICI, ICM or ACT Provider participate in treatment or discharge
planning?

8. Enter in the Plan for Transition Discharge in the box provided.

9. Click Submit. This completes the discharge.
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