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Agenda

Overview of the Authorization Process
Electronic Submission Process for Community Support Group (CSG) — Live Demo
Electronic Submission Process for Psychosocial Rehabilitation (PSR) — Live Demo

Electronic Submission Process for Therapy/Counseling (T/C) — Live Demo

Overview of the Authorization Process

e Authorization for payment of services is required after January 3, 2011 for any
consumer receiving services above and beyond the threshold hours/units of
service

e Authorization request form with a Mental Health Assessment (MHA) and
Individual Treatment Plan (ITP), along with any other supporting documentation
to establish Medical Necessity Criteria

e Submit authorization request electronically through ProviderConnect and

supporting clinical documentation either as secure clinical attachments with
request or via facsimile

Necessary items for submitting an authorization

e Authorization request via ProviderConnect - All required and applicable fields
completed. The Collaborative will not review requests for authorization submitted
via facsimile.

e Current MHA and ITP - Securely attached with ProviderConnect request or faxed
to the Collaborative (866-928-7177) within 1 business day

e Additional documentation - May be necessary if the MHA and ITP do not fully
support medical necessity for the request. This information must also be
securely attached with ProviderConnect request or faxed to the Collaborative
(866-928-7177) within 1 business day.

e If required supporting materials (MHA, ITP, etc.) are not included with
request/received within 1 business day, the Collaborative staff will contact the
provider to explain the additional information that is required and the request will
be closed without review. The provider must resubmit the entire request for
authorization with all supporting documentation.
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e If choosing to fax, rather than attach to the on-line request, the supporting clinical
documentation for the request (e.g. MHA, ITP, etc.), please ensure that each
consumer’s information is faxed separately.

e If choosing to fax, rather than attach to the on-line request, the supporting clinical
documentation for the request (e.g. MHA, ITP, etc.), please ensure that the
service being requested is noted on the fax cover sheet.

When to submit a request for authorization

Therapy/Counseling

e Eligible Consumers are able to initially receive up to 10 hours (40 units) of this
service, if provider LPHA deems medically necessary, without submission of
an authorization request

e If provider deems additional hours (units) of T/C are medically necessary
above and beyond the 10 hour (40 unit) threshold, a request for authorization
must be submitted and authorization must be obtained in order to be
reimbursed for services

PSR & Community Support Group

¢ Eligible Consumers are able to initially receive up to 200 hours (800 units) of
PSR, CSG, or a combination of PSR & CSG, if provider deems medically
necessary, without submission of an authorization request

e If provider LPHA deems additional hours (units) are medically necessary
above and beyond the 200 hour (800 unit) threshold, a request for
authorization must be submitted and authorization must be obtained in order
to be reimbursed for services

Please utilize the following “workflows” to assist you in completing your on-line request
for authorization submissions. Please note that there are examples provided of the of
blank fields in the requests, as well as completed fields in order to demonstrate the
difference in appearance.

e ——
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Electronic Submission Process for Community Support Group (CSG)

1. Go to lllinois Mental Health Collaborative website:
http://www.illinoismentalhealthcollaborative.com

inois Mental Health Collaborative for Access and Choice - Windows Internet Explorer

G_@ o [] rte v iinismentahealthcalizborative.com/

File Edit View Favorites Tools Help

¥ Favorites | 5 @ Suqgested Sites » [ Free Hotmall ] ieb Sice Gallery =

2 - 8 © work Qe (&) rome | &1inos Mental Foalth.., x| | -

[ e v Page~ Safety~ Took~ @~

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

In the Spotlight...

» Weliness Recovery Action Plan (WRAP)
» Provider Forms
» Provider Monitoring Tools
» MIS Conversion Information
» FY11 Provider Training Calendar
» Find it on Achieve Solutions:
Crisis Planning for a Mentally Il Loved One

News & Events

>

About Services Feedback Contact

For Consumers & Families For Providers

» Register now for Free Training: "Recovery
& Rehabilitation - Working Together for a
Common Purpose

» Monday TA Calls Information:
888-455-3073, "ILLINOIS",
2-3pm CDT on 1st Monday of month

» The Warm Line: 866-359-7953,

M-F, 8am-5pm CDT

Tllinois Mental Health Collaborative for Access and Choice

Welcome to the Illinois Mental Health Collaborative for Access and Choice website.
We invite you to explore this site to discover the many ways that the Collaborative
can serve you. Whether you are an individual or a family member served by the

Noanarkmant of Uiman Cansicnc Niuician af Mantal Uaalbh (DUC /DMLY e wnes =

Done

/' Trusted sites - Bi1s0%n v

2. Once at the homepage, click the “For Providers” tab

@r\k g |&] itz v illinaismentalhestihcollabar ative.com/ o ders i

File Edit View Favorites Tools Help

S Favarites | < (@ Sunoests

‘@The 1llingis Mental Health Collaborative for A... ‘ ‘

~ LD Free Hotmail ]

- Page™ Safety ¥ Tool

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

_—

Provider Online Services

o Home

m Provider Home

o Provider Manual

3. Click the “Log In” tab
4. Enter User ID

‘ About Services Feedback Contact

Provider Online Services

Welcome to Provider Online Services!

ProviderConnect

Login or register with ProviderConnect, an online tool
; ; O LOGIN

that allows you to submit and check claims status,
check member eligibility, update your provider

; : ; ; O REGISTER
profile, request inpatient and cutpatient
authorizations and more. ProviderConnect is easy to
use, secure and available 24/7. O DEMO

Here you will find a wealth of information developed specifically for you, which
include ProviderConnect, the Provider Manual, and links to mental health resources.
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5. Enter Password
6. Click the “Log In tab”

Please Log In

Required fields are denated by an asterisk ( * ) adjacent to the label

Please log in by entering your User ID and password below.

*User [D

If you do not remember your User ID, please contact our e-Support Help Line.

*Password

Forgot Your Password?

The information and resources provided through the ValueOptions site are provided for informational purposes only. Behavioral health providers utilizing the ValueOptions
site ("Providers") are solely respansible for determining the appropriateness and manner of utilizing ValueOptions information and resources in providing services to their
patients. No information or resource provided through the ValueOptions site is intended to substitute for the professional judgment of a behavioral health professional.
Providers are solely responsible for determining whether use of a resource provided through ValueOptions is consistent with their scope of licensure under applicable laws
and ethical standards.

It is recommended that you use Internet Explorer when using ProviderConnect. Other internet browsers may not be compatible and may result in
formatting or other visible differences.

7. Provider will see the Use Agreement

ProviderConnect Use Agreement

Welcome to www.valueoptions.com, the website for ValueOptions, Inc.

Please carefully read the terms of this Agreement before you click the "I Agree” button. If, after reading the terms you agree on behalf of yourself and your company or
organization or facility to be bound by this Agreement, you must click the "I Agree” button at the end of this screen in order to proceed

By dlicking the "I Agree" buttor d accessing or using the ProviderConnect site or any of the ol e services available, you, on behalf of yourself and your
company or organization or facility: (1) represent and warrant that you have the capacity and authority to enter into this Agreement; (2) agree to be bound
tions of this Agreement; and (3) acknowledge and agree all transactions and services conducted through ProviderConnect are and
carry full legal authority as if same were transacted or conducted on paper. You will need to request a user name and password for access to certain online
services available on ProviderConnect.

If you do not wish to be bound by the terms and conditions of this Agreement, or do not have the legal authority to enter into this Agreement, you may not proceed or use
any of the transactions or services available on ProviderConnect.

This ProviderConnect Use Agreement (the "Agreement”) is between you and ValueOptions, Inc. on behalf of itself and its affiiates and subsidiaries ("ValueOptions®") and
govems your use of ProviderConnect. By accessing the ProviderConnect site or using any of the online services available, you agree to the following terms:

Provider Agreement. If you or your company, organization or facility have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect
and any online transactions or services accessed thereunder is also subject to the terms and conditions of that provider agreement. If you or your company, organization
or facility do not have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect and any online transactions or services accessed there
under are subject to the terms of this Agreement.

8. At the bottom of this page, provider will see tabs indicating agreement or
disagreement.
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and/or your use or misuse of ProviderConnect and/or any online transactions or services available thereunder and/or information contained within or transmitted through
ProviderConnect by you or your authorized designee.

Updates & Modifications. ValueOptions, in its sole discretion, may update or modify this Agreement from time to time. ValueOptions will provide notice of updates ar
modifications to this Agreement on this website. If you continue to use or access the ProviderConnect site following such notice, you are deemed to have accepted the
updated or modified Agreement and agreed to all of the terms and conditions contained therein. This Agreement is available on the ProviderConnect site. You agree to

review this Agreement periodically.

Assignment & Governing Law. You may assign this Agreement only with the prior written consent of ValueOptions. This Agreement and all disputes, lawsuits and claims
relating to this Agreement shall be governed by the laws of the Commonwealth of Virginia, excluding its conflicts of law rules.

Termination. You may terminate this Agreement by providing written notice to ValueOptions and discontinuing your use of ProviderConnect. ValueOptions may terminate

this Agreement and your right to access or use ProviderConnect at any time, with or without cause

676767

ILLINOIS TRAINING
123 TRAINING AVE

CHICAGO, IL 60290

I Agree ] [ 1 Disagree ]

For assistance with any technical problems (such as connecting to or accessing the site) please call our e-Support Help Line at 888-247-9311 during business hours
Monday through Friday 8AM - 6PM ET or you can email an Applications Support Specialist at e-SupportServices@valueoptions.com

9. If provider wishes to continue with the process, provider will click the “I Agree”
tab. The provider will be taken to the ProviderConnect home page and will select
“Specific Member Search” from the options on the left hand side of the page.

10. Provider will be taken to the “Eligibility and Benefits Search” screen.
11. Enter required fields: Member ID (9 digit RIN) and Date of Birth

12.Click “Search” tab

Staging

Specific Member Search

Home

Register Member
Authorization Listing

Enter an Authorization
Request

View Clinical Drafts

Claim Listing and
Submission

Enter a Special Program
Application

EDI Homepage

Enter Member Reminders
On Track Qutcomes
Reports

My Online Profile

My Practice Information
Provider Data Sheet
Performance Report

Comopliance
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Y
Stagmg me Provider Home Contact Us Log Ou
Specific Member Search

Register Member Eligibility & Benefits Search
Authorization Listing

Home

Enter an Authorization Required fields are denoted by an asterisk ( % ) adjacent to the label
Request
View Clinical Drafts Verify a patient's eligibility and benefits information by entering search criteria below.

Claim Listing and

Submission
*Member ID :|(No spaces or dashes)

Enter a Special Program

Application Last Name

EDI Homepage First Name

Enter Member Reminders #*Date of Birth (MMDDYYYY)
On Track Outcomes As of Date 11162010 | umopyyyy)
Reports

My Online Profile

My Practice Information
Provider Data Sheet

Performance Report

Compliance

13. Provider will be taken to the “Demographics” screen for the consumer
14.Click the “Enter an Authorization Request” tab at the left hand side of the screen

{7 Favorites | 3% @ suggested Sites v [ Free Hotmall &) wieh Slice Gallery v

28]+ @ © work quewe @ © Home | @rroviderComect-Fr. % || - ] @ - Page~ Safety~ Took
.
staging ' [——
Home Demographics ~ Enrollment History COB  Benefits  Additional Information

Specific Consumer Search

Register Consumer

Authorization Listing Consumer eligibility does not guarantee payment. Eligibility is as of today's date and is provided by our clients.
Enter an Authorization
Request
Eligibili

View Clinical Drafts Consume T
Claim Listing and Consumer ID ILLTESTO1 Effective Date
Submission Alternate ID Expiration Date
Enter a Spec\a‘ Program Consumer Name MEMBERO1, ILLTEST COB Effective Dat:
Application

Date of Birth 01/01/1980 View Funding Source Enrollment De
EDI Homepage

) Address 1 TEST DRIVE

Enter Member Reminders APT 2D ]
On Track Outcomes CHICAGO, TL 60608 Si=miEy
Reports Alternate Address Subscriber ID

Marital Status - Subscriber Name

My Online Profile
Home Phone

PO S S
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15. Provider will be taken to the “Disclaimer”
page

staging

Disclaimer

Please note that ValueOptions recagnizes only fully completed and submitted requests as formal requests for authorization. Exiting or abarting the process prior to
completion will not result in a completed request. ValueOptions does not recognize or retain data for partially completed requests. Upon full completion of the ™ Enter an
Authorization Request " process, you will receive a screen noting the pended or approved status of your request. Receipt of this screen is notification that your request ha
been received by ValueOptions

16.If provider wishes to proceed with authorization request, they will click the “Next”
tab

e ——
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17.Provider will be taken to the “Provider” screen

Staging

Provider

Provider ID Provider Last Name Provider First Name
| ILLINOIS TRAINING - 676767 | v | ILLINOIS TRAINING

Select Service Address

P 2 —

_ Service Address Pay To Address
 ewe» ([ [

o) 676767 ILLINOIS TRAINING D161742 ILLINOIS TRAINING
361234567 123 TRAINING AVE 123 TRAINING AVE
CHICAGO, IL 60290- CHICAGO, IL 60290-

© 2010 Va\ueOpt\(ms:E ProviderConnect v3.17.00

18. Select service address
19.Click the “Next” tab
20.Provider will be taken to the “Requested Services Header”

Requested Services Header

Al fiekds marked with an asterisk (%) are required.
Note: Disable pop-up blacker functionalty to view al appropriate lnks.

“Requested Start Date (MMDDYYYY) “Level of Service
11292010 =] QUTPATIENT v
*Type of Senvice “Level of Care
| MENTAL HEALTH  ~| [ COMMUNITY SUPPORT GROUP v
» Provider
Tax ID Provider ID Provider Last Name Vendor ID
361234567 676767 ILLINOIS TRAINING D161742
» Consumer
Consumer ID Last Name First Name Date of Birth (MMDDYYYY)
ILLTEST99 MEMBER99 TEST 01011980

Attach a Document

Complete the form belew to attach 2 document with this Request:

The folowing fields are only required if you are uplbading 2 document

BT I TR Does this Document contain clinical information about the Consumer? ves O Ho O

Document Description ‘ SELECT... 3

UploadFile | gick ta attach a document Click to delete an attached document

Attached Document:

Back Next

21. Enter a “Requested Start Date” for the start date of the authorization
22.Enter “Level of Service” = “Outpatient”

23.Enter “Type of Service” = “Mental Health”

24.Enter “Level of Care” = “Community Support Group”
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25.1f provider wishes to attach all required supporting documentation (MHA, ITP,
additional documents supporting medical necessity), click the “Yes” button to the

right of “Document Type”

26. Select appropriate document from list in drop down menu in “Document

Description”
27.Click the “Upload” tab

28.Upload each document following steps 25, 26, and 27

29.Click “Next”

30.Provider will be taken to the “Requested Services Header” screen

Staging
» ASSESSMENTS

PAGE1of4 N

STRANSITION OR
DISCHARGE PLAN
—

» RESULTS ‘

Requested Services Header

Requested Start Date Consumer Name Provider Name

11/29/2010 MEMBEROY, TEST ILLINOIS TRAINING,

Type of Request Consumer ID Provider ID

INITIAL ILLTESTO9 676767

Level of Service Type of Service Level of Care
OUTPATIENT/COMMUNITY BASED Mental Health Community Support Group

Date Theoy Counselng, Comunty Support
Group or Psychosocil Rehabiitation Started:

Encrypted Email address

Diagnosis

Please re F the diplaved deonost

Axis I

e

Clinical Staff to Contact if questions Phone #

L e

Vendor 1D

D161742 Save Reguest as Draft
NPT # for Authorization

SELECT... | ¥

Type of Care Authorized User

Fax #

I | —

n has changed since the st time you registered the consumer.

Axis IT

*Diagnosis Code 1 Description

Dizgnosis Code 2 Description

Diagnosis Code 3 Description

Axis III

*Dizanosis Code 1 Description

Diganosis Code 2 Description

Disanosis Code 3 Description

Axis IV

*Diagnosis Code 1
[ sELECT.. v

Diagnosis Code 2
| seLecT... -

Axis V

Check alf that apply
O tone [ Problems with access to health care services
[ Educational prablems [ Problems related to interaction w/legal system/crime
[ Financial problems [T Problems with Primary support group
[ Housing problems L1 Problems related to the socal environment
[ occupational problems [ unknown

[] other psychosocial and enviranmental problems

Current GAF Score l:l
Current CGAS Score l:l

Highest GAF Score in the Past Year l:l

Highest CGAS Score in the Past Year l:l

ESLC12.1.10
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Psychotropic Medications

L OE el Tl Side effects? Usualy adherent? Prescriver ‘
| SELECT... v
Q Yes O No QO Yes O No
Dosage | | Frequency | SELECT... v
Is medication found to be effective? Q0010203 0ONA
2. Medication  Description Side effects? Usualy adherent? Prescrier |
| SELECT... v
Q Yes O Mo QO Yes O No
Dozags | | Frequency | seLECT... v
Is medication found to be effectie? Q010203 0NA
3. Medication  Description Side effects? Usually adherent? Prescriber o
| v
Q Yes O No Q Yes O No
Dosage | | Frequency | SELECT... v]
Is medication found to be effective? Q0010203 0NA
4 Medication  Description Side effects? Usualy adherent? Prescrier —
| v
O Yes O Ho QO ves O lo
Dosage | | Frequency | SELECT... v
Is medication found to be effective? QoC102030NA

© 2010 ValueOptions® ProviderConnect v3.17.00

31. Provider will complete all required fields.
32.Click the “Next” tab
33.Provider will be taken to the “LOCUS Results” Screen. ***If the consumer is 18

or older, this information is required.
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Requested Services Header

Requested Start Date Consumer Name Provider Name Vendor ID

12/01/2010 MEMBER99, TEST  ILLINOIS TRAINING, D161742 [ Save Request as Draft
Type of Request Consumer ID Provider ID NPI # for Authorization
INITIAL ILLTEST99 676767 SELECT... ~

Level of Service Type of Service Level of Care Type of Care  Authorized User
OUTPATIENT/COMMUNITY BASED Mental Health Community Support Group

LOCUS Results

Please re-register the consumer if any of the displayed LOCUS information fhias changed since the last time you registered the consumer.

Functional Impairment Domain Scores Note: Locus Results information should be populated for Adult Consumers.

Risk of Harm | 2 3 ‘ Recovery Environment - Environmental Stressors | 2
Functional Status | 2 3 ‘ Recovery Environment - Environmental Support | 3
Co-morbidity | 1 a3 ‘ Recovery And Treatment History | 2

Acceptance and Engagement | 3

Composite Score

LOCUS Recommended Level of Care
II-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) R ‘

Reason for Deviation

» Narrative History

Assessor Recommended Level of Care
I-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) - |

( of 200)

~Narrative Entry

34. Complete “Functional Impairment Domain Scores”

35.Select “LOCUS Recommended Level of Care”

36. Select “Assessor Recommended Level of Care”

37.Provide narrative explanation of any “Reason for Deviation” in appropriate text
box
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38. If the consumer is less than 18 years old, the Ohio Scale or Devereaux Scale
Results must be completed.
a. For youth ages 5-17, the Ohio Scale is required
b. For children under the age of 5 and under, the DECA Subscale is required

Ohio Scale Results

Worker O m Severfy Seak Score (For woul gt

Adrmsson (al) Current (f n treatm

Devereaux Scale Results

DECA Subscale (For chidren under the age of 3)

Protectrve Factor Scores
Admisson {al) g, Current (if in treatment more than 90 days) 9%
DECA Subscale (For chidren gy age of 3, under the age of 5)
hiscake hidren age of 5) = H
Protectse Factor Scores
Admssian (al) - Current (f n reatment more L 73
B ral Concern
Admssan (al) o Current {f in treatment mare the days
39. At the bottom of the page, indicate whether the required documents will be
attached, faxed, or not applicable for each item.
Required Documents
Al requred supporting dosuments for thes request, ncudng the Mental Heakh Assessment and Indnadual Treatment Plan, must r be
attached as "secure cincal’ documents to thes applcation or faxed to the Colaborative {at 866-928-7177) wihn one business
thes request submssion, Should the requred docy not be faxed I & Colaborative withn one busness day, the request vl not be
conssdered far processng, The provider val be requred to submit 3 mew request fer authorzaton
Amached Faxed M/A =
o Mental Heath Assessment dated withn the past year,
L& o Indnadual Treatment Plan dated within past s months.
o (2] Mental Heath Assessment Update, f ndcated,
O C O COeher cinical documentabon supportng medcal necessty.
Back Next

40.Click the “Next” tab
41.Provider will be taken to the “Services Requested” screen
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r
Staglng ProviderConnect Home
*DIAGNOSIS || » ASSESSMENTS |RALTV (v LY | » RESULTS
DISCHARGE PLAN

PAGE3 of 4 HEN

Requested Services Header

Requested Start Date Consumer Name Provider Name Vendor ID

11/29/2010 MEMBER99, TEST ILLINOIS TRAINING, D161742
Type of Request Consumer ID Provider ID NPI # for Authorization

INITIAL ILLTEST9S 676767 SELECT..

Level of Service Type of Service Level of Care Type of Care Authorized User
OUTPATIENT/COMMUNITY BASED Mental Health Community Suppert Group

Services Requested

Start Date End Date Number of Units

Community Suppart Group [+

Transition or Discharge Plan

= Is there a written pian to faciitate the consumer's transition to akernative services or to terminate ® Yes O No
service provision altogether?

* Has the consumer/guardian been involved in the dischargeftransition planning? ® Yes O No

* If the consumer wil transition to afternative services, have treatment resources been identified and ® Yes O No O N/A
contacts made to coordinate discharge/transition planning?

(35 of 250)
~Narrative Entry (ESeZE)

ftest test test test test

© 2010 Vi

EDD:IDI'VE§ ProviderConnect v3.17.00
[ Consumer/guardian/family not engaged/participating in care or transition planning

* Describe plan to overcome barriers to discharge:
Please provide updates for ongong requests, as needed.

~ Narrative History

1WSSO 091810, 11:59:55 ET
test test test test test
test test test test test

< i

«Narrative Entry (3% 0f 250)

test test test test test test test

© 2010 ValueOptions® ProviderConnect v3.17.00

42.Indicate “Start Date”, “End Date”, and “Number of Units” requested
43.Complete “Transition or Discharge Plan Section”, providing required narrative.
44.Click the “Submit” tab

45. Provider will be taken to the “Determination Status” Screen
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Determination Status: kR Rk kR Rk ko kR Rk Rk kR DENDED kR R Rk kR ok ok ok ok kR R ko ok ok ok ok R

The services requested require additional review. You will be contacted regarding the status of this request if further
information is needed. An authorization decision will be made within the required timeframes and details of that decision
may be found under the consumer's authorization history.

Consurmer Name Consumer ID Consumer DOB Subscriber Name Subscriber ID
ILLTEST MEMBERO1 ILLTESTO1 01/01/1980 ILLTEST MEMBERO1 ILLTESTO1
Pended Authorization # Client Authorization # Type of Request

091810-3-40 N/A CONCURRENT

Date of Admission/ Start of Services Requested From Submission Date

11/08/2010 11/08/2010 11/17/2010

Level of Service Type of Service Level of Care Type of Care

OUTPATIENT/COMMUNITY BASED MENTAL HEALTH COMMUNITY SUPPORT

Reason Code

P76
Attached Documents There are no documents attached with this Authorization Request
Document Title Document Description

Authorization Printing & Downloading Options:
(For the best prit results, please prit 1 Landscape’ format)

[ Print Authorization Result ] [ Print Authorization Request ] [ Download Authorization Request ] [

Print the Resutts page (this page) Print the entire Authorization Request Downlpad the entire Authorization Reguest

Return to Provider Home

Return to the ProviderConnect homepage

© 2010 ValueOptions® ProviderConnect v3.17.00

46. Provider can choose to:
a. Print the Authorization Result
b. Print the Authorization Request
c. Download the Authorization Request
d. Return to Provider Home
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Electronic Submission Process for Psychosocial Rehabilitation (PSR)

1. Go to lllinois Mental Health Collaborative website:
http://www.illinoismentalhealthcollaborative.com

£ lllinois Mental Health Collaborative for Access and Choice - Windows Internet Explorer

G_@ o [] rte v iinismentahealthcalizborative.com/

File Edit View Favorites Tools Help

X |® Live Search

¥ Favorites | 5% @ Suggested Sites » [ Free Hotmall ] ek Slice
2 - 8 © work Qe (&) rome | &1inos Mental Foalth.., x| | - [ & v Page~ Safelyr Took~ @
B
ILLINOIS
B LIEALTHICO) ORA About Services Feedback Contact
FOR ACCESS AND CHOICE
In the Spotlight...
» Weliness Recovery Action Plan (WRAP)
» Provider Forms
» Provider Monitoring Tools
» MIS Conversion Information
» FY11 Provider Training Calendar
» Find it on Achieve Solutions: L |
Crisis Planning for a Mentally Il Loved One
News & Events For Consumers & Families For Providers
» Register now for Free Training: "Recovery S & A
e AbiBEAiof  WARKIA ThBEEEr 67 4 Illinois Mental Health Collaborative for Access and Choice
Common Purpose
» Monday TA Calls Information: —_— : , g
988-455-3073, "ILLINOIS", Welcome to the Illinois Mental Health Collaborative for Access and Choice website.
2-3pm CDT on 1st Monday of month We invite you to explore this site to discover the many ways that the Collaborative
» The Warm Line: 866-359-7953, can serve you. Whether you are an individual or a family member served by the
M-F, 8am-5pm CDT G AF Mantal Uanlth (MUC MUY A wuna L |
Dare /' Trusted sites - ®ison -
H “ H ”
2. Once at the homepage, click the “For Providers” tab
&~ [Eln e ilincismentaheatihcollaberative.camprey ers i ¥[#2][x | |4 Live Search
File Edit View Favorites Took Help
S Favarites | s @ Suooe < = [ Free Hotmail @] ek Gallery ~
@ The tlinois Mertal Health Collabaratie for A || B - Ci @ - Paga® Sabiy v Tool

ILLINOIS
MENTAL HEALTH COLLABORATIVE ‘

FOR ACCESS AND CHOICE

About Services Feedback Contact

Provider Online Services

Welcome to Provider Online Services!

ProviderConnect

Login or register with ProviderConnect, an online tool
; ; O LOGIN
that allows you to submit and check claims status,

heck ber eligibilit dat id
check member eligibility, update your provider

Pl'O\’idCi' Ol]]irl'lc SCI‘\'ECS profile, request inpatient and cutpatient D REGISTER
authorizations and more. ProviderConnect is easy to
use, secure and available 24/7. O DEMO
o Home
i PRoGdeE HomE Here you will find a wealth of information developed specifically for you, which
eI MEi] include ProviderConnect, the Provider Manual, and links to mental health resources.

3. Click the “Log In” tab
4. Enter User ID
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5. Enter Password
6. Click the “Log In tab”

Please Log In

Required fields are denated by an asterisk ( * ) adjacent to the label

Please log in by entering your User ID and password below.

*User [D

If you do not remember your User ID, please contact our e-Support Help Line.

*Password

Forgot Your Password?

The information and resources provided through the ValueOptions site are provided for informational purposes only. Behavioral health providers utilizing the ValueOptions
site ("Providers") are solely respansible for determining the appropriateness and manner of utilizing ValueOptions information and resources in providing services to their
patients. No information or resource provided through the ValueOptions site is intended to substitute for the professional judgment of a behavioral health professional.
Providers are solely responsible for determining whether use of a resource provided through ValueOptions is consistent with their scope of licensure under applicable laws
and ethical standards.

It is recommended that you use Internet Explorer when using ProviderConnect. Other internet browsers may not be compatible and may result in
formatting or other visible differences.

7. Provider will see the Use Agreement

ProviderConnect Use Agreement

Welcome to www.valueoptions.com, the website for ValueOptions, Inc.

Please carefully read the terms of this Agreement before you click the "I Agree” button. If, after reading the terms you agree on behalf of yourself and your company or
organization or facility to be bound by this Agreement, you must click the "I Agree” button at the end of this screen in order to proceed

By dlicking the "I Agree" buttor d accessing or using the ProviderConnect site or any of the ol e services available, you, on behalf of yourself and your
company or organization or facility: (1) represent and warrant that you have the capacity and authority to enter into this Agreement; (2) agree to be bound
tions of this Agreement; and (3) acknowledge and agree all transactions and services conducted through ProviderConnect are and
carry full legal authority as if same were transacted or conducted on paper. You will need to request a user name and password for access to certain online
services available on ProviderConnect.

If you do not wish to be bound by the terms and conditions of this Agreement, or do not have the legal authority to enter into this Agreement, you may not proceed or use
any of the transactions or services available on ProviderConnect.

This ProviderConnect Use Agreement (the "Agreement”) is between you and ValueOptions, Inc. on behalf of itself and its affiiates and subsidiaries ("ValueOptions®") and
govems your use of ProviderConnect. By accessing the ProviderConnect site or using any of the online services available, you agree to the following terms:

Provider Agreement. If you or your company, organization or facility have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect
and any online transactions or services accessed thereunder is also subject to the terms and conditions of that provider agreement. If you or your company, organization
or facility do not have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect and any online transactions or services accessed there
under are subject to the terms of this Agreement.

8. At the bottom of this page, provider will see tabs indicating agreement or
disagreement.

ESLC12.1.10 Page 17



and/or your use or misuse of ProviderConnect and/or any online transactions or services available thereunder and/or information contained within or transmitted through
ProviderConnect by you or your authorized designee.

Updates & Modifications. ValueOptions, in its sole discretion, may update or modify this Agreement from time to time. ValueOptions will provide notice of updates ar
modifications to this Agreement on this website. If you continue to use or access the ProviderConnect site following such notice, you are deemed to have accepted the
updated or modified Agreement and agreed to all of the terms and conditions contained therein. This Agreement is available on the ProviderConnect site. You agree to

review this Agreement periodically.

Assignment & Governing Law. You may assign this Agreement only with the prior written consent of ValueOptions. This Agreement and all disputes, lawsuits and claims
relating to this Agreement shall be governed by the laws of the Commonwealth of Virginia, excluding its conflicts of law rules.

Termination. You may terminate this Agreement by providing written notice to ValueOptions and discontinuing your use of ProviderConnect. ValueOptions may terminate

this Agreement and your right to access or use ProviderConnect at any time, with or without cause

676767

ILLINOIS TRAINING
123 TRAINING AVE

CHICAGO, IL 60290

I Agree ] [ 1 Disagree ]

For assistance with any technical problems (such as connecting to or accessing the site) please call our e-Support Help Line at 888-247-9311 during business hours
Monday through Friday 8AM - 6PM ET or you can email an Applications Support Specialist at e-SupportServices@valueoptions.com

9. If provider wishes to continue with the process, provider will click the “I Agree”
tab. The provider will be taken to the ProviderConnect home page and will select
“Specific Member Search” from the options on the left hand side of the page.

10. Provider will be taken to the “Eligibility and Benefits Search” screen.
11. Enter required fields: Member ID (9 digit RIN) and Date of Birth

12.Click “Search” tab

Staging

Specific Member Search

Home

Register Member
Authorization Listing

Enter an Authorization
Request

View Clinical Drafts

Claim Listing and
Submission

Enter a Special Program
Application

EDI Homepage

Enter Member Reminders
On Track Qutcomes
Reports

My Online Profile

My Practice Information
Provider Data Sheet
Performance Report

Comopliance

ESLC12.1.10
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.
Stagmg ValueOptions Home Provider Home Contact Us Log Ou

Home

Specific Member Search

Register Member Eligibility & Benefits Search
Authorization Listing

Enter an Authorization Required fields are denoted by an asterisk ( % ) adjacent to the label
Request
View Clinical Drafts Verify a patient's eligibility and benefits information by entering search criteria below.

Claim Listing and

Submission
*Member ID :|(No spaces or dashes)

Enter a Special Program

Application Last Name

EDI Homepage First Name

Enter Member Reminders #*Date of Birth (MMDDYYYY)
On Track Outcomes As of Date 11162010 | umopyyyy)
Reports

My Online Profile

My Practice Information
Provider Data Sheet

Performance Report

Compliance

13. Provider will be taken to the “Demographics” screen for the consumer
14.Click the “Enter an Authorization Request” tab at the left hand side of the screen

{7 Favorites | 3% @ suggested Sites v [ Free Hotmall &) wieh Slice Gallery v

28]+ @ © work quewe | @ ©) rome | @Frovdercomrect - Fr.. x| - 1 @ v Page~ Safety v Took
.
staging ' [——
Home Demographics ~ Enrollment History COB  Benefits  Additional Information

Specific Consumer Search

Register Consumer

Authorization Listing Consumer eligibility does not guarantee payment. Eligibility is as of today's date and is provided by our clients.
Enter an Authorization
Request
View Clinical Drafts Consumerl?| Eligibility
Claim Listing and Consumer ID ILLTESTO1 Effective Date
Submission Alternate ID Expiration Date
Enter a Special Program Consumer Name MEMBERO1, TLLTEST COB Effective Datel?]
Application

Date of Birth 01/01/1980 View Funding Source Enrollment De
EDI Homepage

Address 1 TEST DRIVE
Enter Member Reminders APT 2D ]
On Track Outcomes CHICAGO, IL 60608 Subscriber
Reports Alternate Address Subscriber ID
My Online Profile Marital Status - Subscriber Name

Home Phane

P S

15. Provider will be taken to the “Disclaimer” page
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Disclaimer

Please note that ValueOptions recagnizes only fully completed and submitted requests as formal requests for authorization. Exiting or abarting the process prior to
completion will not result in a completed request. ValueOptions does not recognize or retain data for partially completed requests. Upon full completion of the ™ Enter an
Authorization Request " process, you will receive a screen noting the pended or approved status of your request. Receipt of this screen is notification that your request ha
been received by ValueOptions

16. If provider wishes to proceed with authorization request, they will click the “Next”
tab

17.Provider will be taken to the “Provider”
screen

stging

Provider
Provider ID Provider Last Name Provider First Name
Select Service Address

[ oo R e

rovider ID Last Name Vendor ID Last N
First Name Vendor First Name

Servlce Address Paid To Vendor 1D Pay To Address

® 676767 ILLINOIS TRAINING D161742 ILLINOIS TRAINING
361234567 123 TRAINING AVE 123 TRAINING AVE
CHICAGO, IL 60290~ CHICAGO, IL 60290-

© 2010 ValueOptions® ProviderConnect v3.17.00

18. Select service address
19.Click the “Next” tab
20. Provider will be taken to the “Requested Services Header” page
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Requested Services Header

appropriate links.

*Level of Service

OUTPATIENT ~
*Type of Service *Level of Care
MENTAL HEALTH b PSYCHOSOCIAL REHABILITATION | %
» Provider
TaxID Provider ID Provider Last Name Vendor ID
361234567 676767 ILLINOIS TRAINING D161742
» Consumer
Consumer ID Last Nams First Name Date of Birth (MMDDYYYY)
ILLTEST99 MEMBER99 TEST 01011980
Attach a Document
Complete the f: v to attach 3 document with this Request
The folowing fields are only required If you are uploading a document
- (T .
Document Type: Does this Document contzin clinical information about the Consumer? Yes O no O
* ent Descripti
Document Description cELecT.. =

UploadFile | Gio o attach 2 document Click fo delete an 2ttached document

Attached Document:

| ——— | ———

21.Enter a “Requested Start Date” for the start date of the authorization

22.Enter “Level of Service” = “Outpatient”

23.Enter “Type of Service” = “Mental Health”

24.Enter “Level of Care” = “Psychosocial Rehabilitation”

25.1f provider wishes to attach all required supporting documentation (MHA, ITP,
additional documents supporting medical necessity), click the “Yes” button to the
right of “Document Type”

26. Select appropriate document from list in drop down menu in “Document
Description”

27.Click the “Upload” tab

28.Upload each document following steps 25, 26, and 27

29.Click “Next”

30.Provider will be taken to the “Requested Services Header” screen’
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PAGE1of4 Nl

Requested Services Header

Requested Start Date Consumer Name
12/01/2010 MEMBER99, TEST
Type of Request Consumer ID

CONCURRENT ILLTEST99

Level of Service Type of Service
‘OUTPATIENT/COMMUNITY BASED Mental Health
Date Thera)

D Cnunse\lnﬁ, Community Support
Group or Psychosocial Rehabiitation Started:

Clinical Staff to Contact f questions
[test test test |

Encrypted Email address

Diagnosis

Please re-register the consumer i any of the displyed disgnoss infon

Please indlicate primary diagnos.

Axis I

Provider Name Wendor ID

Provider ID NPT # for Authorization
i SELECT... | v

Level of Care Type of Care Authorized User

Psychosocial Rehabilitation

mation has changed sirce the last time you registered the consumer,

Axis II

Diagnosis Code 1 Description

295.04 SCHIZOPHRENIC-SIMPLE-CHRONIC-ACU 799.9

*Dizgnosis Code 1 Description

DIAGNOSIS DEFERRED (AXIS 1 OR 2)

Diagnosis Code 2 Description

V71.09 NO DIAGNOSIS

Diagnosis Code 2

Dizanosis Code 2 Description

799.9 DIAGMOSIS DEFERRED (AXIS 1 OR 2)

Finandial problerns

Housing problems
environment
Occupational problems O Unknown

[0 Other psychosocial and environmental
problems

| NONE

Axis V

Problems with Primary support group

Problems related to the social

Current GAF Score

Psychotropic Medications

Highest GAF Score in the Past Year

1. Medication  Description
ABILIF Abilify (Aripiprazole)

DosageI:| Frequency | SELECT...

1s medication found to be effective?

2. Medication  Description
PAXIL Paxil (Paroxeting)

Dosage | | Frequency [ SELECT...

1s medication found to b

3. Medication  Description

Dosage | | Frequency | SELECT...

Is medication found to be effective?

4. Medication  Descripticn

Side effects? Usualy adherent? Prescriber
O Yes O No O Yes O No SELECT...
-
Co0102030NA
Side effects? Usually adherent? Prescriber
‘ SELECT...
O Yes O Ho © Yes O No
]
C00102030NA
Side effects? Usually adherent? Prescriber
‘ SELECT...
O Yes O No O Yes O No
= |
Co0102030NA
Side effects? Usually adherent? Prescriber
‘ SELECT...
O ves O o O ves O o

Dosage | | Fraquency [ sELECT...

o

Is medication found to b

© 2010 ValueOptions® ProviderConnect v3.17.00

Q001 02030NA
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31. Provider will complete all required fields.
32.Click the “Next” tab

33.Provider will be taken to the “LOCUS Results” Screen.

Requested Services Header

Requested Start Date Consumer Name Provider Name Vendor ID

12/01/2010 MEMBER99, TEST ILLINOTS TRAINING, D161742
Type of Request Consumer ID Provider ID NPT # for Authorization
‘CONCURRENT ILLTEST99 676767 SELECT.. v

Level of Service Type of Service Level of Care Type of Care Authorized User
OUTPATIENT/COMMUNITY BASED Mental Health Psychosocial Rehabilitation

LOCUS Results

Please re-register the const

he displayed LOCUS ion has changed since the b

u registered the

Functional Impairment Domain Scores HNote: Locus Results information should be populated for Adult Consumers.

Risk of Harm

2 v Recovery Environment - Environmental Stressors 1 v
Functional Status 3 v Recovery Environment - Environmental Support 2 v
Co-morbidity 3 3 Recovery And Treatment History 4 3

Acceptance and Engagement 1 3
Composite Score 16
LOCUS Recommended Level of Care Reason for Devation
[1-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) ~
» Narrative History
Assessor Recommended Level of Care
[1-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) ~

¥ Narrative Entry ((of 200)

34. Complete “Functional Impairment Domain Scores”
35.Select “LOCUS Recommended Level of Care”
36.Select “Assessor Recommended Level of Care”

37.Provide narrative explanation of any “Reason for Deviation” in appropriate text
box

LOCUS Recommended Level of Care
Reason for Deviation
II-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) v

» Narrative History

Assessor Recommended Level of Care
I-LOW INTENSITY COMMUNITY BASED SERVICES (14-16) v

» Narrative Entry (of 200)

Required Documents

Al required supporting documents for this request, including the Mental Health Assessment and Individual Treatment Plan, must either be
attached as "secure dinical’ documents to this application or faxed to the Colaborative (at 866-928-7177) within one business day of

this request submission. Should the required documents not be faxed to the Colaborative within one business day, the request wil not be
considered for processing. The provider wil be required to submit a new request for authorization

Atached  Faxed  N/A

o] o] Mental Heakh Assessment dated within the past year.
O (o] Individual Treatment Plan dated within past six months
o o] o Mental Heakh Assessment Update, if indicated.

O @]

Other clinical documentation supperting medical necessity.

38. At the bottom of the page, indicate whether the required documents will be
attached, faxed, or not applicable for each item.
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39.Click the “Next” tab
40. Provider will be taken to the “Services Requested” screen

PAGE3 of 4 HEN

Requested Services Header

Requested Start Date Consumer Name Pravider Name Vendor ID

12/01/2010 MEMBER99, TEST TLLINOTS TRAINING, D161742
Type of Raquast Consumer ID Provider ID NPI # for Authorization
CONCURRENT ILLTEST99 676767 SELECT.. | v

Level of Service Type of Service Level of Care Type of Care Authorized User
OUTPATIENT/COMMUNITY BASED Mental Health Psychosocial Rehabilitation

Services Requested

Start Date End Date

Psychosocal Rehabiltation

Transition or Discharge Plan

written plan to faciitate the consumer's transition to alternative services or to terminate @® Yes O Mo
vision aftogether?

* Has the consumer/guardian been involved in the discharge/transition plnning? ® Yes O No

services, have treatment resourcas been ide

* If the consumer wil transition to al
t lanning?

contacts made to coordinate discha

O Yes ® o O /A

If yes, please provide the following information:

Pravider Name Appointment Date Services Planned

oloveerteme e
e D \ \
Provider Name Appointment Date Services Planned

* How many days untl anticipated discharge or transition to altemative services?

* If the consumer wil not need continuing services, have natural community supports been identified @® Yes Q Ho Q N/A
and has the consumer been assisted in accessing them?

“Does the individual have a current Crisis Plan and understand how to access the services and supports included in it? @® Yes O No O N/A

[ Consumer is not meeting criteria for lawer level of care or discharge
Transitional services not identified or not available

Community resources not identified or difficult to obtain

Consumer/quardian/ not engaged/participating in care or transition planning

* Descrbe plan to
Please pr

ercome barriers to discharge:
&5 10r

Guests, 35 needed.

~Narrative History

V1WSS0 112910, 15:51:31 ET
[fest test test test test test

(24 of 250)
~Narrative Entry (o=t

[fest test test test test

lueOptions® ProviderConnect v3.

41.Indicate “Start Date”, “End Date”, and “Number of Units” requested
42.Complete “Transition or Discharge Plan Section”, providing required narrative.
43.Click the “Submit” tab

44, Provider will be taken to the “Determination Status” Screen
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Stagig

Determination Status: ok ok ok ok kR Rk R kR kR kR kR Rk ok DENDED %R o ok ok okok ok ok ok ok ok o o ok ok ok ok ok ok ok o ok ok

The services requested require additional review. You will be contacted regarding the status of this request if further.
information is needed. An authorization decision will be made within the required timeframes and details of that decision
may be found under the consumer's authorization history.

Consumer Name Consurmer ID Consurmer DOB Subscriber Name Subscriber ID

ILLTEST MEMBERO1 ILLTESTO1 01/01/1980 ILLTEST MEMBERO1 ILLTESTO1

Pended Authorization # Client Authorization # Type of Request

091810-4-14 N/A CONCURRENT

Date of Admission/ Start of Services Requested From Submission Date

11/01/2010 11/01/2010 11/17/2010

Level of Service Type of Service Level of Care Type of Care
OUTPATIENT/COMMUNITY BASED MENTAL HEALTH PSYCHOSOCIAL REHABILITATION

Reason Code

P76

Provider Name & Address Provider ID NPI # for Authorization

ILLINOIS TRAINING 676767 N/A

123 TRAINING AVE
CHICAGO IL 60290

Message

P76

Attached Documents There are no documents attached with this Authorization Request

Document Title Document Description

Authorization Printing & Downloading Options:
(For the best print resutts, please prnt in Landscape' format)

[ Print Authorization Result l Print Authorization Request l [ Download Authorization Request l l Return to Provider Home

Print the Resutts page (ths page) Print the entire Authorzation Request Downibad the entire Authorzation Reguest Retum to the ProviderConnect homepage

45. Provider can choose to:
a. Print the Authorization Result
b. Print the Authorization Request
c. Download the Authorization Request
d. Return to Provider Home
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Electronic Submission Process for Therapy/Counseling (T/C)

1. Go to lllinois Mental Health Collaborative website:
http://www.illinoismentalhealthcollaborative.com

£ lllinois Mental Health Collaborative for Access and Choice - Windows Internet Explorer
G@ o [] nt /v lingismentahealtrcoliaboratiie. com:

File Edit View Favorites Tools Help

][4 Live Ssarch

¥ Favorites | 5 @ Suqgested Sites » [ Free Hotmall ] ieb Sice Gallery =

23]+ | @ © work quewe (&) rome | &1inos Mental Foalth.., x| | v B [ @ - Pagev Saflyr Tookv @+

>

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

About Services Feedback Contact

In the Spotlight...

» Weliness Recovery Action Plan (WRAP)
» Provider Forms
» Provider Monitoring Tools
» MIS Conversion Information
» FY11 Provider Training Calendar
» Find it on Achieve Solutions:
Crisis Planning for a Mentally Il Loved One

News & Events For Consumers & Families For Providers

» Register now for Free Training: "Recovery S & A
& Rehabilitation - Working Together for Illinois Mental Health Collaborative for Access and Choice
Common Purpose

» Monday TA Calls Information: o . ; ;
988-455-3073, "ILLINOIS", Welcome to the Illinois Mental Health Collaborative for Access and Choice website.
2-3pm CDT on 1st Monday of month We invite you to explore this site to discover the many ways that the Collaborative

» The Warm Line: 866-359-7953, can serve you. Whether you are an individual or a family member served by the
M-F, 8am-5pm CDT Nannrtmank nf Liman Cansdone Mivicinn nf Mankal Uanlbh IDLC ML v vina L]
Dore +/ Trusted sites R P ]|

2. Once at the homepage, click the “For Providers” tab

&~ [Eln e ilincismentaheatihcollaberative.camprey ers i ¥[#2][x | |4 Live Search

File Edit View Favorites Tools Help

S Favorites | < @ Sugoested S

tes v [ Free Hotmail &)

‘@The 1llinais Mental Health Collaborative for 4. ‘ ‘ -

[ d® - Page™ Safety ™ Tool

ILLINOIS
MENTAL HEALTH COLLABORATIVE ‘

FOR ACCESS AND CHOICE

About Services Feedback Contact

Provider Online Services

Welcome to Provider Online Services!
ProviderConnect
Login or register with ProviderConnect, an online tool
; ; O LOGIN
that allows you to submit and check claims status,
check member eligibility, update your provider
< 5 ] : ; ; O REGISTER
Pl'O\’idCi' Ol'llil'l(? SCF\'ECC\‘ profile, request inpatient and cutpatient
= authorizations and more. ProviderConnect is easy to

use, secure and available 24/7. O DEMO
o Home
i PRoGdeE HomE Here you will find a wealth of information developed specifically for you, which
eI MEi] include ProviderConnect, the Provider Manual, and links to mental health resources.

3. Click the “Log In” tab
4. Enter User ID
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http://www.illinoismentalhealthcollaborative.com/

5. Enter Password
6. Click the “Log In tab”

Please Log In

Required fields are denated by an asterisk ( * ) adjacent to the label

Please log in by entering your User ID and password below.

*User [D

If you do not remember your User ID, please contact our e-Support Help Line.

*Password

Forgot Your Password?

The information and resources provided through the ValueOptions site are provided for informational purposes only. Behavioral health providers utilizing the ValueOptions
site ("Providers") are solely respansible for determining the appropriateness and manner of utilizing ValueOptions information and resources in providing services to their
patients. No information or resource provided through the ValueOptions site is intended to substitute for the professional judgment of a behavioral health professional.
Providers are solely responsible for determining whether use of a resource provided through ValueOptions is consistent with their scope of licensure under applicable laws
and ethical standards.

It is recommended that you use Internet Explorer when using ProviderConnect. Other internet browsers may not be compatible and may result in
formatting or other visible differences.

7. Provider will see the Use Agreement

ProviderConnect Use Agreement

Welcome to www.valueoptions.com, the website for ValueOptions, Inc.

Please carefully read the terms of this Agreement before you click the "I Agree” button. If, after reading the terms you agree on behalf of yourself and your company or
organization or facility to be bound by this Agreement, you must click the "I Agree” button at the end of this screen in order to proceed

By dlicking the "I Agree" buttor d accessing or using the ProviderConnect site or any of the ol e services available, you, on behalf of yourself and your
company or organization or facility: (1) represent and warrant that you have the capacity and authority to enter into this Agreement; (2) agree to be bound
tions of this Agreement; and (3) acknowledge and agree all transactions and services conducted through ProviderConnect are and
carry full legal authority as if same were transacted or conducted on paper. You will need to request a user name and password for access to certain online
services available on ProviderConnect.

If you do not wish to be bound by the terms and conditions of this Agreement, or do not have the legal authority to enter into this Agreement, you may not proceed or use
any of the transactions or services available on ProviderConnect.

This ProviderConnect Use Agreement (the "Agreement”) is between you and ValueOptions, Inc. on behalf of itself and its affiiates and subsidiaries ("ValueOptions®") and
govems your use of ProviderConnect. By accessing the ProviderConnect site or using any of the online services available, you agree to the following terms:

Provider Agreement. If you or your company, organization or facility have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect
and any online transactions or services accessed thereunder is also subject to the terms and conditions of that provider agreement. If you or your company, organization
or facility do not have a participation or facility agreement in effect with ValueOptions, your use of ProviderConnect and any online transactions or services accessed there
under are subject to the terms of this Agreement.

8. At the bottom of this page, provider will see tabs indicating agreement or
disagreement.
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and/or your use or misuse of ProviderConnect and/or any online transactions or services available thereunder and/or information contained within or transmitted through
ProviderConnect by you or your authorized designee.

Updates & Modifications. ValueOptions, in its sole discretion, may update or modify this Agreement from time to time. ValueOptions will provide notice of updates ar
modifications to this Agreement on this website. If you continue to use or access the ProviderConnect site following such notice, you are deemed to have accepted the
updated or modified Agreement and agreed to all of the terms and conditions contained therein. This Agreement is available on the ProviderConnect site. You agree to
review this Agreement periodically.

Assignment & Governing Law. You may assign this Agreement only with the prior written consent of ValueOptions. This Agreement and all disputes, lawsuits and claims
relating to this Agreement shall be governed by the laws of the Commonwealth of Virginia, excluding its conflicts of law rules.

Termination. You may terminate this Agreement by providing written notice to ValueOptions and discontinuing your use of ProviderConnect. ValueOptions may terminate
this Agreement and your right to access or use ProviderConnect at any time, with or without cause

676767

ILLINOIS TRAINING
123 TRAINING AVE

CHICAGO, IL 60290

I Agree ] [ 1 Disagree ]

For assistance with any technical problems (such as connecting to or accessing the site) please call our e-Support Help Line at 888-247-9311 during business hours
Monday through Friday 8AM - 6PM ET or you can email an Applications Support Specialist at e-SupportServices@valueoptions.com

9. If provider wishes to continue with the process, provider will click the “I
Agree” tab. The provider will be taken to the ProviderConnect home page
and will select “Specific Member Search” from the options on the left hand

side of the page.

Staging = |

Home

Specific Member Search
Register Member
Authorization Listing

Enter an Authorization
Request

View Clinical Drafts

Claim Listing and
Submission

Enter a Special Program
Application

EDI Homepage

Enter Member Reminders
On Track Qutcomes
Reports

My Online Profile

My Practice Information
Provider Data Sheet
Performance Report

Comopliance

10. Provider will be taken to the “Eligibility and Benefits Search” screen.

11. Enter required fields: Member ID (9 digit RIN) and Date of Birth
12.Click “Search” tab
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.
Stagmg ValueOptions Home Provider Home Contact Us Log Ou

Home

Specific Member Search

Register Member Eligibility & Benefits Search
Authorization Listing

Enter an Authorization Required fields are denoted by an asterisk ( % ) adjacent to the label
Request
View Clinical Drafts Verify a patient's eligibility and benefits information by entering search criteria below.

Claim Listing and

Submission
*Member ID :|(No spaces or dashes)

Enter a Special Program

Application Last Name

EDI Homepage First Name

Enter Member Reminders #*Date of Birth (MMDDYYYY)
On Track Outcomes As of Date 11162010 | umopyyyy)
Reports

My Online Profile

My Practice Information
Provider Data Sheet

Performance Report

Compliance

13. Provider will be taken to the “Demographics” screen for the consumer
14.Click the “Enter an Authorization Request” tab at the left hand side of the
screen

{7 Favorites | 3% @ suggested Sites v [ Free Hotmall &) wieh Slice Gallery v

28]+ @ © work quewe | @ ©) rome | @Frovdercomrect - Fr.. x| - 1 @ v Page~ Safety v Took
.
staging ' [——
Home Demographics ~ Enrollment History COB  Benefits  Additional Information

Specific Consumer Search

Register Consumer

Authorization Listing Consumer eligibility does not guarantee payment. Eligibility is as of today's date and is provided by our clients.
Enter an Authorization
Request
? Eligibili

View Clinical Drafts Consumer(?! T
Claim Listing and Consumer ID ILLTESTO1 Effective Date
Submission Alternate ID Expiration Date
Enter a Spec\a‘ Program Consumer Name MEMBERO1, ILLTEST COB Effective Date 7|
Application

Date of Birth 01/01/1980 View Funding Source Enrollment De
EDI Homepage

) Address 1 TEST DRIVE

Enter Member Reminders APT 2D ]
On Track Outcomes CHICAGO, IL 60608 Subscriber
Reports Alternate Address Subscriber ID

Marital Status - Subscriber Name

My Online Profile
Home Phone

P S

15. Provider will be taken to the “Disclaimer” page
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Disclaimer

Please note that ValueOptions recagnizes only fully completed and submitted requests as formal requests for authorization. Exiting or abarting the process prior to
completion will not result in a completed request. ValueOptions does not recognize or retain data for partially completed requests. Upon full completion of the ™ Enter an
Authorization Request " process, you will receive a screen noting the pended or approved status of your request. Receipt of this screen is notification that your request ha
been received by ValueOptions

16. If provider wishes to proceed with authorization request, they will click the
“Next” tab
17.Provider will be taken to the “Provider” screen

stging

Provider
Provider ID Provider Last Name Provider First Name
Select Service Address

[ oo R e

Provider ID Last Name Vendor ID Last N
First Name Vendor First Name

Servlce Address Paid To Vendor 1D Pay To Address

® 676767 ILLINOIS TRAINING D161742 ILLINOIS TRAINING
361234567 123 TRAINING AVE 123 TRAINING AVE
CHICAGO, IL 60290~ CHICAGO, IL 60290-

© 2010 ValueOptions® ProviderConnect v

18. Select service address
19.Click the “Next” tab
20.Provider will be taken to the “Requested Services Header”
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Requested Services Header

k.

*Level of Service

OUTPATIENT v
*Type of Senvice =Level of Care
MENTAL HEALTH v THERAPY/COUNSELING v
» Provider
Tax ID Provider ID Provider Last Name Vendor ID
361234567 676767 ILLINOIS TRAINING D161742
» Consumer
Consumer ID Last Name First Name Date of Birth (MMDDYYYY)
ILLTEST99 MEMBER99 TEST 01011980
Attach a Document
Complete the form below to attach 3 document with this Request
The folowing fields are only required i you are uploading 3 document
- T .
Document Type: Does this Document coniain clinical information about the Consumer? Yes O No O

*Document Description pr—

21.Enter a “Requested Start Date” for the start date of the authorization

22.Enter “Level of Service” = “Outpatient”

23.Enter “Type of Service” = “Mental Health”

24.Enter “Level of Care” = “Therapy/Counseling”

25.1f provider wishes to attach all required supporting documentation (MHA, ITP,
additional documents supporting medical necessity), click the “Yes” button to the
right of “Document Type”

26. Select appropriate document from list in drop down menu in “Document
Description”

27.Click the “Upload” tab

28.Upload each document following steps 25, 26, and 27

29.Click “Next”
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30. Provider will be taken to the “Requested Services Header” screen

Staging
» ASSESSMENTS

PAGE1of4 N

»TRANSITION OR
DISCHARGE PLAN
——

» RESULTS‘

Requested Services Header

Provider Name
ILLINOIS TRAINING,

Requested Start Date
11/29/2010

Consumer Name
MEMBER9S, TEST

Vendor 1D
D161742

NP1 # for Authorization

SELECT... ¥

Authorized User

Provider ID
676767

Consumer ID
TLLTEST99

Type of Request
INITIAL

Level of Care
Therapy/Counseling

Level of Service
OUTPATIENT/COMMUNITY BASED

Type of Service
Mental Health

Type of Care

pate Thepoy/ Counselng, Communy Support
Group or Psychosocil Rehabiltation Started:

oz @

Clinical Staff to Contact f questions Phone Fax #

Encrypted Email address

Diagnosis
Please re-register the consumer if any of the displsyed dagnosis information has changed sice the st time you registered the consumer.

Please indicate privary dagnoss.

Axis I Axis II

*“Diagnosis Code 1
[z5.1 |

Description
SCHIZOPHRENIC DISORDERS D]SDRGAN‘

*Diagnosis Code 1
(3017

Deseription
ANTISOCIAL PERSONALITY DISORDER ‘

Diagnosis Code 2
300.21

Description Diagnosis Code 2

PANIC DISORDER WITH AGORAPHOBIA 301.8

Description

OTHER PERSONALITY DISORDERS

Diagnosis Code 3 Description Dizgnosis Code 3 Description

[30430 | CANNABIS DEPENDENCE | [790.0 DIAGNOSIS DEFERRED (AXIS 10R2) |
Axis 11T Axis IV
“Diagnosis Code 1 Check ai that
[ ALLERGIES v
[ Hone [ Problems with access to heaith care services

[ Educational problems

Financal problems

Housing problems

[ occupational problems

[ Problems refated to interaction w/legal system/crime
Problems with Primary support group
Problems related to the social environment

[ unknown

[ other psychosocal and environmental problems

Diagnosis Code 2
| oBESITY v

Axis V

Current GAF Score

Current CGAS Score l:l

Highest GAF Score in the Past Year

Highest CGAS Score in the Past Year l:l
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Psychotropic Medications

1. Medication  Description Side effects? Usually adherent? Prescriber

] SELECT... v
QO Yes O Ho QO Yes O No
Dosage | | Frequency | SELECT... v
Is medication found to be effective? 00010203 0ONA
2. Medication  Description Side effects? Usualy adherent? Prescriver
[ ,_L | [ sELECT... v
Q Yes Q Ho Q Yes O No
Dozags | | Frequency | seLECT... v
Is medication found to be effective? 000102030NA
3. Medication  Description Side effacts? Usually adherent? Prascriver
o I:g ] SELECT... v
Q Yes O No Q Yes O No
Dosage | | Frequency | SELECT... v]
Is medication found to be effective? 00010203 ONA
4 Medication  Description Side effects? Usualy adherent? Prescriver
I ,:g ‘ SELECT... v
QO Yes O Ho O Yes O No
Dosage | | Frequency | SELECT... v

Is medication found to be effectiv

Q0010203 0MNA

© 2010 ValueOptions® ProviderConnect v3.17.00

31.Provider will complete all required fields.

32.Click the “Next” tab

33.Provider will be taken to the “LOCUS Results” Screen. ***If the consumer is 18
or older, this information is required.

Requested Services Header

Requested Start Date Consumer Name Provider Name Vendor ID

11/29/2010 MEMBER99, TEST ILLINOIS TRAINING, D161742
Type of Request Consumer 1D Provider ID NP1 # for Authorization

INITIAL ILLTEST99 676767 SELECT.. v

Level of Service Type of Service Level of Care Type of Care Authorized User
OUTPATIENT/COMMUNITY BASED Mental Health Therapy/Counseling

LOCUS Results

Please re~register the consumer If any of the displayed LOCUS mformation has changed since the (st time you registered the consumer.

Functional Impairment Domain Scores Hote: Locus Results information should be populated for Adult Consumers.

Risk of Harm ‘ 2 = ‘ Recovery Environment - Environmental Stressors ‘ 2 = ‘

Functional Status ‘ 4 = ‘ Recovery Environment - Environmental Support ‘ 1 = ‘

Co-morbidity ‘ 2 - ‘ Recovery And Treatment History ‘ 4 - ‘
Acceptance and Engagement ‘ 1 - ‘

Composite Score

LOCUS Recommended Level of Care
SELECT... v

Reason for Deviation

» Narrative History

Assessar Recommended Level of Care
SELECT... v

¥ Narrative Entry (of 200)

34. Complete “Functional Impairment Domain Scores”
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35.Select “LOCUS Recommended Level of Care”
36.Select “Assessor Recommended Level of Care”

37.Provide narrative explanation of any “Reason for Deviation” in appropriate text
box

38. If the consumer is less than 18 years old, the Ohio Scale or Devereaux Scale
Results must be completed.
a. For youth ages 5-17, the Ohio Scale is required
b. For children under the age of 5 and under, the DECA Subscale is required

Ohio Scale Results

m Severty Scake Score

LT JLOre |

Devereaux Scale Results

DECA Subscale (For chidren under the age of 3)

| L]
3l Cor
Admis al) L n reatment m s
39. At the bottom of the page, indicate whether the required documents will be
attached, faxed, or not applicable for each item.
Required Documents
Al required supportng docurnents for the request, ncudng the Mental Heath Assessme
o e, Wity % ¢ Colabors
c":n'_- dered far urc-:.rh ng. The provider vl be reque request for authorzaton
A i F MIA =
Back Next |

40.Click the “Next” tab
41.Provider will be taken to the “Services Requested” screen

ESLC12.1.10 Page 34



PDIAGHOSIS || » ASSES:

Y] ~TRANSITION OR |ELISR S
DISCHARGE PLAN

pAGE 3 of 4 HEN

Requested Services Header

Requested Start Date Consumer Name Provider Name

11/29/2010 MEMBER99, TEST ILLINOIS TRAINING, D161742
Type of Request Consumer ID Provider ID

INITIAL ILLTEST99 676767

Level of Service Type of Service Level of Care Type of Care
QUTPATIENT/COMMUNITY BASED Mental Health Therapy/Counseling

Services Requested

Start Date End Date

Therapy/ Counseling - Individual 2012010

Start Date End Date
[0 Therapy/Counseling - Group

Start Date End Date

Therapy/Counseling - Family @

Transition or Discharge Plan

mtte”\‘\ plan to faciitate the consumer's transition to alternative services or to terminate
altogether?

* Has the consumer/guardian been involved in the discharge/transition planning?

* If the consumer wil transifon to
ol Gl e U AR sthd

arnat| services, fiave treatmant resources been ide
i

1f yes, please provide the following information:

Provider Hame Appointment Date Services Pannad

Vendor ID

2011 |[E)

Save Reguest as Draft
NPI # for Authorization

SELECT... ¥

Authorized User

Mumber of Units

@ Yes O No

@ Yes O no
QO Yes O No @ N/A

Provider Name Appointment Date Services Pianned

= How many days unti anticpated discharge or transition to akernative services?

= If the consumer wil not need continuing services, have natural community supports been identified
and has the consumer been assisted in accessing them?

*Does the individual have a current Crisis Plan and understand how to access the services and supports included in it?

* Barrlers to Discharge
Check al s

Consumer is not meeting criteria for lower level of care or discharge
Transitional services not identified or not available
Community resources not identified or difficult to obtain
[ Consumer/guardian/family not engaged/participating in care or transition planning

* Descrbe plan to come barriers to discharge:
Please pio 5 L

ests, 25 needed.

~Narrative History

(24 of 250)
~Narrative Entry BEED)

est test test test test

1e0ptions®

® ves O Mo O NjA

@® Yes O No O NA

42.Check appropriate box for type(s) therapy requested (Individual, Group, Family)
43.Indicate “Start Date”, “End Date”, and “Number of Units” requested for each

service

44.Complete “Transition or Discharge Plan Section”, providing required narrative

45. Click the “Submit” tab

46.Provider will be taken to the “Determination Status” Screen
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Determination Status: R AR KR KRR KRR KRR KRR KRRk Rk DENDED %% %% ok ok sk ook ok ok ok oK R K KRR KR R R R

The services requested require additional review. You will be contacted regarding the status of this request if further
information is needed. An authorization decision will be made within the required timeframes and details of that decision
may be found under the consumer's authorization history.

Consumer Name Consumer ID Consumer DOB Subscriber Name Subscrber ID
ILLTEST MEMBERO1 ILLTESTO1 01/01/1980 ILLTEST MEMBERO1 ILLTESTO1
Pended Authorization # Client Authorization # Type of Request

091810-2-5 N/A CONCURRENT

Date of Admission/ Start of Services Requested From Submission Date

11/01/2010 11/01/2010 11/16/2010

Level of Service Type of Service Level of Care Type of Care

OUTPATIENT/COMMUNITY BASED MENTAL HEALTH THERAPY/COUNSELING

Reason Code

P76
Attached Documents There are no documents attached with this Authorization Request
Document Title Document Description

Authorization Printing & Downloading Options:
(For the best print results, please print n ' andscape’ format)

Print Authorization Result ] [ Print Authorization Request ] [ Download Authorization Request ] [ Return to Provider Home

Print the Resufts page (this page) Print the entire Authorzation Request Download the entire Authorzation Request Return to the ProviderConnect hormepage

47.Provider can choose to:
a. Print the Authorization Result
b. Print the Authorization Request
c. Download the Authorization Request
d. Return to Provider Home

Helpful Contact Information

Collaborative Clinical Care Managers 866-359-7953
EDI Helpdesk 888-247-9311

Claims Customer Service 866-359-7953 (ask specifically for Claims
Customer Service)
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