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Part Three:
Assessments, Support Plans &
Ongoing Case Management

—




Care Coordination Makes Difference! O

Assessment

The Care Coordinator completes an annual assessment with members to
understand the persons needs and how the person is utilizing their
health care.

MSC+ and MSHO Clinical Liaisons

Support Planning
MSC_MSHO ClinicalLiaison@UCare.org

With the member, the CC’s help develop goals, supports and

interventions related to needs identified in the assessment that will help , , ,
the member improve health outcomes. Available to provide care coordinators

support, information, education and
regulatory guidance.

Ongoing Case Management

Care Coordinator maintains the relationship with member throughout
the year. Follow up is a minimum of every 6 months (Mid-Year Review) to
review goals as well as during hospitalizations (AKA Transition of
Care/TOQ).



mailto:MSC_MSHO_ClinicalLiaison@UCare.org

Assessments & V&
Support Planning ¢

An assessment is completed within 30 days of the members
enrollment and thereafter reassessed within 365 days* and
before capitation date.

If a member requests an assessment or if there is a
significant change in the member’s condition, a new
assessment is to be completed within 20 days of the request
or change.

*Reassessment timelines differ for members who are Unable
to Reach or Refusals at the initial assessment.

The Support Plan is created based on the members identified
needs and agreed upon goals and is provided to the member
and other members of the Interdisciplinary Care Team (ICT)
based on member’s preferences within 30 days of the
assessment.

To Learn More:
Assessment Timeline Job Aid

A
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https://www.ucare.org/providers/care-managers/job-aids-resources

Health Risk Assessment Tools VO

* Required for EW

* Required for members accessing CFSS

* 4 actionable attempts to schedule assessment
* See in-person guide for assessment method

* HRA for non-EW members
* See in-person guide for assessment method

HRA-MCO

TRANSFER MEMBER HRA
(THRA)

« Stand-alone assessment for members living in skilled nursing facility
Institutional HRA - Designed to focus on unique needs of members living in nursing home
* Institutional member assessments are completed in person

*« OBRA 1 (notintended for IHRA)

* DHS-6914 Caregiver Assessment

* DHS-3428M Mini Cognitive Exam

* PHQ9 Depression Screening (optional)




“Actionable Attempts” &

Outreach to members requires communication methods that members can act upon. For example, a

voicemail left at a known working number, mailing a letter to a known address, or sending a secure email
to a verified email address.

When mailing Unable to Reach letters, allow at least 2 days in between mailings
to allow time for member to respond.

When calling or secure emailing, the attempts are made on different dates and varying times.

Initial contact includes either sending a “Welcome Letter” or phone call to members to provide the
name/contact of the assigned care coordinator within 10 days of enrollment notification.

Thereafter, contacts completed by care coordinators to schedule the assessment or reassessment are
ideally, actionable attempts completed by three phone calls and one letter. If calls are not actionable (e.g.,
number unconfirmed/not working), then additional letters are acceptable.

To Learn More:

Letters Guide Q
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https://www.ucare.org/providers/care-managers/job-aids-resources

MSC+ [ MSHO
IMITLAL
|LTCC oF MAaCHOICES)

MSC+ AND MSHO
ASSESSMENT METHODS

MSC+ MSHO
MSC+ / MSHO Community Commaunity
REASSESSMENT INITLAL / REASSESEMENT INITIAL J/ REASSESSMENT
(LTCC or MnCHOICES) {3248H or HRA-MCO) {3248H or HRA-MCD)

In-Person Only

MECHMSHO
INSTITUTHOMAL
INITLAL/REASSESSMENT

{IHRA)

To Learn More:
In Person Assessments]Job Aid

1. Offer In-Person 1. Cffer In-Person
2 Offer Televideo* 2. Offer Televideo

3. Offer Phone* If enclirved, comphete refusal process

*ELDERLY WAIVER
MSC+/MSHO Alternate
Year Only: additional
Encounter Requiramants

apply.
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https://www.ucare.org/providers/care-managers/job-aids-resources

Elderly Waiver

—




Who is Eligible for an Elderly Waiver

A person aged 65 or older who receives an assessment through the Long-Term Care

Consultation* process is eligible for the Elderly Waiver program when they meet the
following criteria:

The person is eligible for Medical

Assistance and requires the level of The cost for a person’s Elderly .
) o : : . The person chooses to receive
care provided to individuals in a Waiver services cannot be greater . o
; : . : services in the community instead of
nursing home as determined by the than the estimated nursing home . :
. nursing home services.
Long-Term Care Consultation cost for that person.
process.

To Learn More:
Long-Term Care Consultation Services
DHS EW Program Info: Elderly waiver

DHS 7028: Nursing Home LOC Criteria

VO
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https://mn.gov/dhs/people-we-serve/seniors/services/home-community/programs-and-services/ltcc.jsp
https://mn.gov/dhs/people-we-serve/seniors/services/home-community/programs-and-services/elderly-waiver.jsp
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7028-ENG

Elderly Waiver Benefits Overview

The Elderly Waiver program funds home and community-based services for people age 65 and older
who are eligible for Medical Assistance and require the level of care provided in a nursing home but
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choose to live in the community. These services are not covered by Medical Assistance. They are
approved through and assessment to determine eligibility and authorized by the care coordinator.
Some examples include:

Home Delivered Meals

Adult Day Care Services

Non-Medical Transportation

Homemaking Services and Extended Home Health Services

Chore Services

Companion Services

Customized Living Services

Home Modifications

Adult Foster Care

Personal Emergency Response System

Special Equipment and Supplies (not covered by MA)

Consumer-Directed Community Supports

And more. To Learn More:
DHS-5357: Elderly Waiver Program



https://edocs.dhs.state.mn.us/lfserver/Public/DHS-5357-ENG

Waiver Services: Managing the Budget

Case Mix Classification Eummur}r
A -Low ADL

B - Low ADL Behavior

C - Low ADL Special Mursing

D - Medium ADL

E - Medium ADL Behavior

F -Medium ADL Special Mursing
G-High ADL

H-High ADL Behavior

| -Very High ADL (Eating 3-4)
J —-High ADL, Severe Meurclogical Impairment/3+ Behavior
K -High ADL Special MNursing

L -Very Low ADL/Age 65+

V - Ventilator Dependent - EW

To Learn More:
DHS 3945 - LTSS Rate Limits
DHS 3428B - Case Mix Classification Worksheet



https://edocs.dhs.state.mn.us/lfserver/Public/DHS-3945-ENG
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-3428B-ENG

Elderly Waiver Eligibility Capitation \)(I

Care coordinators must comply with all Elderly Waiver program rules and ) (

follow applicable DHS bulletins and directions.

« EW is always the payor of last resort.

« (Care coordinators must be fiscally
responsible when utilizing EW in addition to
staying under the budget cap.

« If a member has assessed needs requiring
services above their budget cap, CC's may
submit a “Request to Exceed Case Mix Cap”

To Learn More:

DHS EW Program Info: Elderly waiver

MN Health Care Programs (MHCP) Provider Manual
DHS Community-Based Services Manual (CBSM)

scUcCare.

people powered heath piens REQUEST TO EXCEED CASE MIX CAP
MSHO and MSC+

Form must be completed by UCare Care Coordinator

Incomplete, illegible or inaccurate forms will be returned to sender. All information is required in order for UCare to process the
request. Please allow up to 14 calendar days for processing of this request.

| Date of Request:

CARE COORDINATOR INFORMATION

Care Coordinator:

Email Address: Care System:

Telephone Number: Fax Number:

MEMBER INFORMATION

Member Name:

Date of Birth: UCare ID:



https://mn.gov/dhs/people-we-serve/seniors/services/home-community/programs-and-services/elderly-waiver.jsp
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=dhs16_137531
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_000402
https://media.ucare.org/-/media/documents/provider/general/requesttoexceedcasemixcap.pdf?_gl=1*fdbfgc*_ga*MTU5OTk2MzM3OS4xNzAwNTc3NjE2*_ga_JCX0DKEMHJ*MTcwMDU3NzYxNi4xLjEuMTcwMDU3ODIzMi4wLjAuMA..

Elderly Waiver Eligibility Capitation Dates \) (J

1% Capitation
Date

12/21/23

BlueZone

01/24/24

Session M...

02/22/24

——

03/22/24

To Learn More:
DHS Cap Dates
DHS 4669 MMIS Instructions Manual

2¢

Member's open to EW must have their reassessments completed within
EHY 365 days and entered into MMIS before the DHS specified cap dates.

EXAMPLE: An initial MNCHOICES assessment
was completed on 2/15/23, with an effective
date of 2/15/23.

When an effective date is mid month, the
waiver span ends the previous month of the

next year. In this example the waiver span is
2/15/23-1/31/24.

The reassessment would need to be
completed and entered into MMIS on or
before 1/24/24 effective 2/1/24.



https://mn.gov/dhs/partners-and-providers/policies-procedures/minnesota-health-care-programs/provider/mcos/contract-information-forms-and-resources/health-plan-systems-workgroup/
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4669-ENG

Consumer-Directed Community Supports (CDCS)

CDCS is a unique service option that gives members open EW flexibility and responsibility
to direct their own services and supports. CDCS may include services, supports and items
currently available through the Medical Assistance waivers, as well as additional services.

VO
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To be eligible for CDCS, members must be able to
direct their own care.

CDCS Toolkit
Care Coordinator CDCS Guidelines @ (NEW)

CC CDCS Plan Approval Checklist @ (NEW)

CDCS DHS 6532 CSP Change Form & (NEW)
CDCS Member Agreement and Checklist & (NEW) |
Consumer Directed Community Supports (CDCS)_Policy Manual @
Member Guide to CDCS Allowed Expenditures & (NEW)
Notice of Technical Assistance & (NEW)

To Learn More:

CDCS Toolkit

CDCS Policy Manual

DHS CDCS Online Learning Module
DHS EW Program Info: Elderly waiver



https://www.ucare.org/providers/care-managers/msc-plus--and-msho-care-coordination-resources
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=CDCS_HOME
https://pathlore.dhs.mn.gov/courseware/DisabilityServices/3-DirectAccess/CDCSparticipant/story_html5.html
https://mn.gov/dhs/people-we-serve/seniors/services/home-community/programs-and-services/elderly-waiver.jsp

Community First Services and Supports
(CFSS)

—




CFSS Benefits Overview

Activities of daily living (ADLs): Activities a person needs to carry out on a daily basis to remain healthy and safe. ) <

Covered ADL's: dressing, grooming, bathing, eating, positioning, transfers, and mobility.

Instrumental activities of daily living (IADLs): Activities a person needs to carry out on a regular basis to remain
independent. Examples include accompany to medical appointments, shopping, paying bills and meal preparation.

Health-related procedures and tasks: Tasks such as supporting a person with self-administered medications,
immediate attention for health and hygiene, or help with range of motion exercises.

Observation and redirection of behaviors: Monitoring a person’s behaviors and redirecting them to more positive
behaviors when needed.

Goods, Services and PERS: Support related to an assessed need, for the direct benefit of the member, increases
independence or decreases the need for assistance from others, and is included in the service delivery plan.

Worker training and development: Separate budget available to employers of CFSS workers to pay for training,
observation, monitoring and coaching of CFSS workers. These activities help CFSS workers expand their skills to
support the person’s specific needs.

To Learn More:
DHS CFSS Care Coordination Training: CESS LA via TrainLink
DHS CFSS Policy Manual

'0
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https://pathlore.dhs.mn.gov/stc/dsd/psciis.dll?linkid=87462&mainmenu=DSD&top_frame=1
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=cfss-000102

CFSS Eligibility

Be eligible
for Medical
Assistance

To Learn More:
CFSS Policy Manual: Eligibility
UCare CFSS Care Coordination Guidance

@\

Be able to direct
Live in the own care or have I\sljlgqup(I)eItCeEaS
community and a representative assessment that
not in a hospital who can direct

: ; determines
or nursing home carié)r?a’lcpelr eligibility

Elderly Waiver:
If open to EW,
CFSS support
must fit within
the EW budget


https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=cfss-0003
https://www.ucare.org/providers/care-managers/msc-plus--and-msho-care-coordination-resources

Service Delivery Models :)) ((:

Agency Model Budget Model
Member has service units designated for care and Member has budget with allocated dollars for care and
goods/services/PERS goods/services/PERS
Member uses designated CFSS agency to hire, train, and Member hires, trains, and supervises workers
supervise workers
CFSS agency pays workers FMS provider pays workers
FMS assists with paying for goods and services FMS assists with paying for goods and services

PERS: paid via CC authorization using in-network providers  PERS: paid via CC authorization using in-network providers

To Learn More;:
DHS CESS Service Models



https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=cfss-000801

CFSS Process Flow

=

CC completes
MnCHOICES
assessmentto
determine CFSS
eligibility.
CC provides
Consultation

Services (CS) & FMS

provider options.

Member selects CS
provider.

CC submits
CS provider auth &
6 months PCA
(existing members)
to UCare.

CS provider
educates on Agency
and Budget Model.

CS provider helps to
write/review
member's service
delivery plan.

CC reviews plan for
approval.

Sends back for
clarification

(as needed).

N

CC submits UCare
PCA/CFSS
Communication
Form &
documentation to
approve goods,
services, and
personal care.

Agency Model:

Agency provider

hires/supervises/
trains workers

Budget Model:
Member
hires/trains/
supervises workers




Who Can Be a Member's CFSS Worker?

CFSS Service Workers:

Must be at least 16 yr. (16-17 yr. old must meet additional requirements)

VO
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Must complete and pass training

May be Legal Guardian or spouse of a member

May be an individual receiving CFSS

Must be employed by CFSS agency (Agency Model) or Member using an FMS (Budget Model)
Must be able to communicate effectively

Must be able to provide services according to the plan of care

Must be able to respond appropriately to needs

Must be able to report changes in the person’s condition

Must be able to maintain records

To Learn More:
DHS CFSS Worker Criteria, Requirements and Responsibilities



https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=cfss-0007

Member Transfers with CFSS \)(f

Members new to UCare from another MCO or from Fee For Service with J :
existing CFSS authorization:

Care Coordinators offer MNCHOICES assessment within the required
timelines. Agency Model: Ensure CFSS provider is in-network and (if needed)
provide the CFSS transfer form to the existing CFSS agency.

‘Assessment declined: UCare will honor the existing authorization
through its current end date. Complete reassessment prior to CFSS
authorization end date.

‘Assessment completed: Submit CFSS information to UCare and UCare
will extend the authorization through the new assessment span.
Complete reassessment w/in 365 days of the assessment completed with
the member.




Provider Search

Can we help you find a clinic, hospital, or other care location?

¢
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Pick your plan search by name(Optional) Choose a location

2024 Minnesota Senior Care .
Health Options (MSHO) ¥ || Search by name or specialties sﬂ Q search

St Paul mn, usa & s

St. Louis Park MN, USA

Filter The Results By:

- Provider Search: Allows you to select specific people, places, pharmacy locations or see drug
lists for a specific health plan

« Pick your Plan: Select MSC+ or MSHO with the corresponding year.

Specialty
- - Choose a location: Start typing the city, then select from the options that populated on the
Person . screen to ensure the city title/state and USA present.
: : N - Specialty: Select the alpha ordered specialty type, for example home care, CFSS or other
|| Personal Care e providers. Specialty providers must be withing 60 miles of the members residence.
Attendant Services -
Click to select Language v )

4

' — Dental: Provider search populates dental providers for UCare health plans (IFP, Medicare
etc.). For MSC+/MSHO dental providers contact the UCare Dental carrier to inquire about
dental provider options.

Distance(Optional)

within 60 miles M — Mental Health Providers: Contact UCare's Mental Health Access and Triage line.



https://search.ucare.org/provider-search/search?entity_type=provider&distance=60&_gl=1*12omac1*_ga*MjEwNzc1MzY5My4xNzAzNzgxMjQw*_ga_JCX0DKEMHJ*MTcwMzc4MTIzOS4xLjEuMTcwMzc4MjI4Ny4wLjAuMA..
https://www.ucare.org/health-plans/dental/dental-connection
https://www.ucare.org/health-wellness/health-management/mental-health-and-substance-use-disorder/triage

CFSS Reminders

All CFSS assessments are completed in person. 0 o

Authorization for Consultation Services is required prior to authorizing
the CFSS Service Delivery Plan.

CFSS reassessments can be done up to 60 days before the end of the
authorization period.

CCs authorize temporary PCA services for 6 months for existing PCA
members at the time of reassessment to prevent gaps in coverage.

CFSS assessments are completed at least annually and with change of
condition/supports.

CFSS reassessments may not be completed early due to member using
up units before the end of the authorization period.

CFSS cannot be denied via the PCA/CFSS Communication Form without a
completed MNnCHOICES assessment and corresponding paperwork
attached.

For members on disability waivers managed by the county, UCare accepts
the MNnCHOICES Assessment completed by the county waiver case
manager.




Support Planning
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Support Planning

A Support Plan is a person-centered written summary of the
assessment that includes what's important to and for the

member.

Priority Goal Interventions Target Date
OLow Fred (S) would like to Care Coordinator to 12.31.2022
LIMedium decrease his foot pain | assist with locating in

& High from 8 to 4 (M,A,R) in network endocrinology

the next year (T).

providers.

Fred or his wife, Wilma,
will schedule visit
within the next 6 mo.

Fred is encouraged to
use pain log to track his
daily pain levels.

Care Coordinator to
assist with diabetic
footwear if needed and
other medical
equipment as needed.

= Accounts for all the member's identified risks,

preferences, supports, barriers, and includes at least
one high priority goal.

=  Always maintains at least one active/open goal.

= Goals are monitored for achievement at Mid-Year or
more based on the agreed upon follow up plan.

= Target dates are adjusted when target surpassed or
exceeded.

= Goals are written in the SMART (Specific, Measurable,
Attainable, Realistic, and Time Bound) format.

= |nterventions/supports include help/support the
member wants to achieve the goal.

The Support Plan:

To Learn More:
Smart Goals Job Aid

Smart Carte



https://www.ucare.org/providers/care-managers/job-aids-resources
https://www.ucare.org/providers/care-managers/job-aids-resources

Support Planning Tools

» Completed and provided to member and ICT within 30 days of assessment.
» Assessment information pulled fromm MNnCHOICES Assessment or HRA-MCO.
« Copy of the MNCHOICES Support Plan provided to member and PCP.

* Institutional Member Support Plan is a stand-alone document located on the UCare
website.

« Completed within 30 days of the IHRA.
rt Plan
SU ppo thla * Copy of the IHRA Support Plan provided to member and PCP.

Institutional Member

« UTR Support Plan is a stand-alone document located on UCare website.

 Four “actionable attempts” via phone, email, or letter are completed to reach the
member to schedule an assessment.

* If UTR, document and complete UTR Support Plan.

* Refusal Support Plan is a stand-alone document located on the UCare website.
+ Up to four “actionable attempts” to reach the member to schedule an assessment.

* If at any point the member is reached and verbally declines meeting, document and
complete the Refusal Support Plan.

Refusal Support Plan*

*Required for MSHO, optional for MSC+

V0
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MnCHOICES
Support Planning

VO
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Obtain EW Signatures Needed:
Provider CC/Credentials
Signatures Member/Auth Rep

(as applicable) Providers(s)

Provide a copy of the
Support Plan to the
member's PCP/ICT

within 30 days of the

assessment




Authorizing Services
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Authorization of Elderly Waiver Services V6

. . .
Care Coordinators authorize all EW services. —
RYR Waiver Service Approval Form
20¢ Ucare Care Coordinator Use Only
— . FYI Incomplete, illegible or inaccurate forms will be returned to sender. Please complete the
. entire form. Allow 14 calendar days for processing of this request.
E Fax form and any relevant document (
-884-218 -866-4

« EW services require WSAF submission to UCare.
« T2029 Specialized Equipment and Supplies WSAF.

UCare enters the information for claims payment purposes.

Estimated turnaround time for processing is 14 calendar days.

UCare provides EW service provider with written notification of all EW
services.

ITEMS REQUESTED

SERVICE/PROCEDURE

Care Coordinator receives notification via Daily Authorization Report
(DAR).

WSAF Questions Provider Billing Questions Care Coordination Process Questions
Clinical Services Intake Provider Assistance Center MSC+ and MSHO Clinical Liaisons
Phone: 612-676-6705 612-676-3300 MSC_MSHOQ_Clinicalliaison@ucare.org.

CLSIntake@ucare.org.



https://media.ucare.org/-/media/documents/provider/general/waiverserviceapprovalform.pdf?rev=1f15e09124e243f9bd65fe072727b975&hash=0ECDE38E228C9EAB9AEC5BED77E4CA06&_gl=1*10fi11o*_ga*MTg1NjMxMzk1MC4xNjY5OTIwNzA1*_ga_JCX0DKEMHJ*MTY4OTYyMzIzNy4zMjEuMS4xNjg5NjI4MDA1LjAuMC4w
https://media.ucare.org/-/media/documents/provider/general/t2029_specializedequipment.pdf?rev=b03f066044754f8e9be6705f949bf1d1&hash=7B2F04B26D49368F53943A6526A2104E&_gl=1*1s808ba*_ga*MTg1NjMxMzk1MC4xNjY5OTIwNzA1*_ga_JCX0DKEMHJ*MTY4OTYyMzIzNy4zMjEuMS4xNjg5NjI4MDA1LjAuMC4w
mailto:CLSIntake@ucare.org
mailto:MSC_MSHO_Clinicalliaison@ucare.org

Waiver Services: T2029 VO
¢

T2029 Equipment and Supplies A person is eligible to receive specialized equipment and
R1P Waiver Sunm:_a Approval Form . . .
qc;ﬂur&ﬂahh[:mewwﬂrm;:f::::r:l:r:::::?ﬂ{:::n_chseccn:\b’.c:hn: Supplles If the Item a”OWS the person to do One Ofthe

angire foerm. Allow 14 calendar days for procescing of this reguest.

.
L]
= Fam Torm and any relevant documengation to: For gusssthorns, call: 612-676-6705 fo | | OWI ng .

E512-884-2185 or 1-B66-302-S018 OR

- e o1 «Communicate with others.

Membser Mama Masmbar 10

*Perceive, control or interact with their environment.

City, Stabte, Zip Data of Barth,

s N ———— ‘Perform activities of daily living (ADLs).

Carg Coordinator Namie Phcina

Care: Coosrdi nator Email Fax

Tips:
« Ensure the items are not already covered by MA or other
—— — 3rd party payor

Stam Date: Fraquancy

« Ensure the requested item is identified on the “covered

Hate par unit

HHCP Critaria for Lift Chains: Saat iift mechan b s cosared for mamBars who rmeet ol of the folosing: Se rVi Ces" i n th e C BS M

. T vl b e arth it of B hig o ki, feoresi s e d Seake o anolher mafical cendbion
|

i ——— " « Ensure the DME items is not more appropriate for

3. O SRadetifeg, Bhis imiaiBar Ba tha abiily o bt indapendaity o sith & propacky
fittind willeinr & Cai. *Ocal thve it el crifaria 37 ¥

o s e o g o o s s LSt e Sy e Environmental Accessibility Adaptations (e.g., grab bars,

aritiria 3 st b sl

portable ramp, adaptive utensils)

EW UMFL/NPL**™ Fan

" ETo oy ECTUraly ORETE DA R, pARAES ity weth S proveicher S B UMIPCIRET for R Do
Agency Email Address

FMladse provides an explanation and doouman hen o Suppot Mequest and manuleoures B prioe of

e To Learn More: Contact:

CBSM Specialized Equipment and Supplies Clinical Liaisons
Environmental Accessibility Adaptations
Wiahaew Burule Ay Fem 7sas DME Coverage Guide 612-676-5045

Care Coordinates Lha Only Pﬂ;ﬂur: [ . e
T2029 Specialized Equipment and Supplies msc_msho_clinicalliaison@ucare.org

Wakear Spain Start Date \Wahwasr Spain Ened Dabe

aane nale: e shoul' nob b asthonees pant S and’ af de eahves spar. IF o aecearerment b perfasmeg, &
- P — I —

ITEMS REQUESTED



https://www.dhs.state.mn.us/main/idcplg/Sibling_Decision_Making_Matrix_20090807174340.pdf?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_002196
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_002197
https://www.dhs.state.mn.us/main/idcplg/Sibling_Decision_Making_Matrix_20090807174340.pdf?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_002196
https://mn.gov/dhs/assets/medical-supply-coverage-guide_tcm1053-293319.pdf
https://media.ucare.org/-/media/documents/provider/general/t2029_specializedequipment.pdf?rev=97b589ff7bc44c6085f3c054c6bbb9df&hash=C0AD8B94CF5FA70CD2BA73920A6B5EE8&_gl=1*10a3gny*_ga*MjEwNzc1MzY5My4xNzAzNzgxMjQw*_ga_JCX0DKEMHJ*MTcwMzc4ODgzNS4yLjEuMTcwMzc4ODg1Ni4wLjAuMA..

Home Health Care Services

D¢
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YY) Ceramment o AR
Managed Care Organization (MCO), County Agency and Tribal Nation Communication Form . . .
Recommendation for State Plan Home Care Services Members on MSC+/MSHO do not require authorization for SNV
SRR [ or HHA when using an in-network provider.
MCO STAFF OR DELEGATE NAME MAMAGED CARE DRGANIZATION STAFF PHOME NUMBER | FAX NUMBER NOTE: Members On disa bility Waivers (CADI, BI, DD) receiVing
WAIVER CASE MANAGER NAME AGENCY, COUNTY Of TRIBAL HATION STAFF EHOME NUMBER | FAX NUMBER medical aSSiStance SerViceS paid for by Ucare:
Omidng  Ohetimrrsponse Ofecuesing ormatin | Ottt O n s Oscmseinseics :
omin __wowed___ eecamns | « County waiver case managers fax the DHS-5841 to CLS
Intake at 612-884-2499. The waiver case manager may share
the DHS-5841 with the care coordinator for collaboration
SERVICING PROVIDER NAME SERVICING PAOVIDER NI NUMBER and good Communication purposes.
« Authorized Home Services will appear on the DAR.
Ee«;{:rg:::::vlizrfa:ﬂlth care services
i HOME CARE PROVIDER PHONE NUMBER gﬂ;l:.:::! g.:wicams:i ssssss
D Home health aide visits
-‘ﬂME CARE PROVIDER PHONE NUMBER Fg:h:.:.::zl g.:wicams!i SSSSSS | Q u e Sti O n S :
E:iti‘;:':‘::rf START DATE END DATE FRECQUENCY [ LTS OF SERVICE TO Learn More: PrOVider ASSiSta nce Center
[COSTRERUNIT | HOME CARE PROVIDER PHONE NUMBER FOR PLAN USE ONLY PrOV|der AUthorlzatlonS Paqe 6’I 2'676'3300
O medicars Oimedical Assistance



https://www.ucare.org/providers/authorization

Daily Authorizations Report (DAR)

UCare Secure File Transfer Portal (SecFTP) Website: https://secftp.ucare.org
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Three reports on the DAR:
— Out of state admissions/discharges
- Nursing home admissions/discharges

— Approved Authorization of Services (EW, T2029, HHA, PCA/CFSS, ARMHS, etc.)

Approved WSAF and Prior Authorizations are entered into the UCare system within 14 calendar days.

— UCare sends a notification letter with the authorization of the services to the provider and member.

Action by Care Coordinators:
« Those with access to the SecFTP disseminate reports with appropriate parties

» Review DAR for submitted WSAF and other approved authorizations

 If the CC does not see the service authorization within 14 calendar days of submission to UCare, call the CLS Intake line at
612-676-6705 option 2 then option 5. A response will be provided within 2 business days.



https://secftp.ucare.org/

Denial, Termination or Reduction (DTR) 0

Services being denied (based on lack of need), terminated (based on member’s request or other reason) or reduced (based on
member’s request or other reason) must have a DTR form submitted to UCare within one day of determination. The purpose of
the DTR is to provide member with their appeal rights in a timely manner.

NOTE: DTR’s are needed for services paid for by UCare. If the service is being paid by Medicare or other payor, UCare does
not consider determinations.

PCA/CESS Home Health Care
EW DTR Form - L
Communication Form Communication Form
* Denial: a request for « Used when CFSS or « Used when reducing or
homemaking is denied. extended CFSS services are terminating the below:
. Termination: Chore services denied, terminated or « Home Health Aid
ending per member request. reduced. . Extended HHA
« Reduction: Homemaking . , , o
reduced from 5 hours to 2 — useq fotf ol » Skilled Nursing Visits and
hours weekly. communications. Extended SNV

To Learn More:
DTR Instructions
DTR Waiver Situations: Reason Codes Decision Tool



https://media.ucare.org/-/media/documents/provider/general/waiverdtrinstructions_u8698.pdf?rev=bef1625c88af459fbe99d7ba9ecc0216&hash=C9B2D8F782B0F8704617757BC06258FF&_gl=1*1pia4up*_ga*MTg0MTUzNDA0My4xNzA0ODI3MjI0*_ga_JCX0DKEMHJ*MTcwNDgyNzIyMy4xLjEuMTcwNDgyOTIzNC4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/dtr_waiversituations.pdf?rev=fc38e3eb20f74ed888e031f640b2169a&hash=FD1030AA6855DC58C14D7992DA906C1B&_gl=1*puzs3g*_ga*MjA3MTI5NjY4MC4xNzA0NDg0NDU3*_ga_JCX0DKEMHJ*MTcwNDQ4NDQ1Ni4xLjEuMTcwNDQ4NzI4OC4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/waiverdtrform_u7829.pdf?rev=b3c90084b0974cb5b68adb681e4b9f24&hash=7B3947A7FD3193CABC2476614B7CD092&_gl=1*1afdh3h*_ga*MTIyNjgxODc0OC4xNzAyMDY1NTIz*_ga_JCX0DKEMHJ*MTcwMjMzNzA5MS41LjAuMTcwMjMzNzA5MS4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/pca_communication_form_u8599.pdf?_gl=1*qidsaf*_ga*MjE5MDAxMDI5LjE3MDIzODg3NDI.*_ga_JCX0DKEMHJ*MTcwMjM5MjA2NC4yLjEuMTcwMjM5MjA4MC4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/pca_communication_form_u8599.pdf?_gl=1*qidsaf*_ga*MjE5MDAxMDI5LjE3MDIzODg3NDI.*_ga_JCX0DKEMHJ*MTcwMjM5MjA2NC4yLjEuMTcwMjM5MjA4MC4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/hh_communication_form_u8601.pdf?_gl=1*14pd9eq*_ga*MTU5OTk2MzM3OS4xNzAwNTc3NjE2*_ga_JCX0DKEMHJ*MTcwMDU3NzYxNi4xLjEuMTcwMDU3Nzg3MC4wLjAuMA..
https://media.ucare.org/-/media/documents/provider/general/hh_communication_form_u8601.pdf?_gl=1*14pd9eq*_ga*MTU5OTk2MzM3OS4xNzAwNTc3NjE2*_ga_JCX0DKEMHJ*MTcwMDU3NzYxNi4xLjEuMTcwMDU3Nzg3MC4wLjAuMA..

Ongoing Caseload Management

—




Support Plan Updates

All members (EW, Non-EW, Institutional, unable to reach and
refusers) receive ongoing contact a minimum of every 6 months
(aka Mid-Year Review) unless otherwise noted on the Support
Plan. Support Plans are also updated for Transition of Care and
with significant changes.

Mid-Year Review allows a flexible window of 5-7 months to
complete the review.

Tracking

Care Coordinators must maintain a system for tracking ongoing
follow-up needs to members assigned to their caseload.

Mid-Year Review & Other Updates

« 4 actionable attempts are required at Mid-Year Review.

- If a member had an assessment and was unable to reach or
declined a routine support plan update, document the facts
but do not complete a new UTR/Refusal support plan.

« Previously UTR/Refusal members should be offered an
assessment at ongoing follow-up outreach attempts.




Referrals and Orders

* The Care Coordination and Care Management website provides the location for member
benefits related referral forms.

* Check DME Coverage Guide or MHCP manual for coverage details and criteria.

* Obtain a physician order - order may have prerequisites (like PT eval) & include member

name, dx, quantities or other information to obtain.

* Use in-network DME provider. TIP: Review order needs with selected DME provider to ensure complete.




Community Well
Non-Waiver Care Coordination ‘) (’

CC's act as a communication bridge between members, providers and Case Managers. ) (
This ensures member needs are met, avoiding duplication of interventions.

CAC/CADVBIIDD Waiver Case Manager

Health Risk Assessment (HRA-MCO) & Support Plan County Certified Assessor: MNCHOICES Assessment

: : , , County Certified Assessor: Determine CAC/CADI/BI/DD waiver eligibility and

Assist to access Primary Care and close gaps in preventative care o
CFSS eligibility

Case Manager: MnCHOICES Support Plan and authorize eligible waiver

Health education and community resource referrals Home Community Based Services (HCBS)

Collaborate with ICT Collaborate with ICT
Coordinate MA covered medical equipment/supply needs Coordinate waiver covered housing/equipment/supply needs
Transportation to medical appointments Transportation to waiver covered supports

Support during transitions of care*
*communication/collaboration with BHH and waiver CM (as applicable)

Educate/coordinate health plan benefits
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Care Coordinators foster ongoing primary and preventative care, create a person-centered
support plan and assist with communication between all members of the interdisciplinary
care team.

Conclusion

Care Coordinators work alongside our members to coordinate care, educate, motivate,
and encourage to improve health outcomes.

< o

Empathy Communication Skills Resilience Time Management Problem Solving




Continue to Supplemental Trainings
TOC & Gaps in Care

—
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Clinical Liaisons
« MSC MSHO Clinicalliaison@ucare.org
« 612-294-5045



mailto:MSC_MSHO_Clinicalliaison@ucare.org
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