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Summary:

This document will step through _theiprocess of
submitting an electronic application for Money

Follows the Person and Rapid Re-integration through
the use of ProviderConnect.

Created on 1/7/2010




Glossary of Terms

» MFP - Money Follows the Person
» RR - Rapid Re-integration




Preparing to Submit an MFP or RR
Electronic Application

» Before submitting an MFP or RR electronic
application

o Consumers must be registered with the Collaborative.

> The only applications considered for processing are those
from specific DMH Designated Transition Coordinators and
Rapid Re-Integration Program Coordinators.




Getting Started
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Welcome t

Login or register with ProviderConnect, an online
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Old Home Page

Horne
Specific Member Search Welcome ILLINOIS TEST PROVIDER. Thank vou for using ValueOptions
Register Member l?ro}fldw_er(:_ont_lec_t ........................................................................
Authaorization Listing

WHAT DO YO WARNT TO DO TODAYY YOUR MESSAGE CEMTER

Enter an Authorization
Reguest

The old home page is being reorganized as a

Wiew Clinical Reques . e
Drafts part of a separate enhancement project. Asof [ g s
Slalmilizing;and 1/29/2010, the new home page will have an
c : updated look but will have the same functionality.
nter a Special Prag
application y ENCer a Claim
_EDIHomepage v Beview an Authorization
0 Track Cutcomes v Enter an Authorization Reguest
_Reports v Wiew Clinical Reguest Drafts Your Recent Inquiries box is empty
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New Home Page

Horne

Specific Member Search Welcome ILLINOIS TEST PROVIDER. . Thank vou for using ValueOptions

Register Mermber P"E?’_lfi_‘?r_(_:‘!{“}?_‘?t__ ________________________________________________________________________________

Authorization Listing

Enter an Authorization
Request

VOUR MESSAGE CENTER Click either link to enter an INBOX
application for MFP or RR.
i

SENT

Miew Clinical Request
Drafts

Clairn Listing and
Subppizai

Enter a Special Prograrm
plication

EDI Homepage

Tour Recent Infjuiries box is empty

WHAT DO YO WANT TO DO TODAY?

Reports
My Online Profile = Eligihility and Benefits -~ Enter or Review Claims
My Practice Information i i b
s Find Specific Member i
Provider Data Sheet . - = Enter 3 Claim
____________________________ » Register Member m Feview Claims

............................ m Wiew My Recent Provider Summary Youchers

__I-_i.?_n_d_h_clqlf ________________ - Enter or Review Autorization Regue
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Disclaimer Page

Disclaimer

Pleaze note that ValueCptions recagnizes only fully completed and submitted requests as formal requests for a special program
application. Exiting or aborting the process prior to completion will not result in 2 completed request, WalueOptions does not recagnize
or retain data for partially commpleted requests, Upon full completion of the "Enter a Special Prograrm Application” process, yvou will
receive a screen noting the pending or approved status of vour request, Receipt of this screen is notification that your request has
been received by VYalueOptions,

After reading the
disclaimer, click “Next”.




Search a Member

Eligibility & Benefits Search

Fequired fields are denoted by an asterisk [ #* ) adjacent to the label.

Verify a patient's eligibility and bernefits information by entering search criteria below,

#Member ID I [Vo spaces or dashes
Last Name | Enter as much information as possible to
First Name | narrow the search. However, Member ID

*Date of Birth | e and Date of Birth are required fields.
#s of Date 11172008 (amspoyyyy) (Note: Member ID is equivalent to the
Consumer’s RIN)

Search |




Demographics Verification

Horme

= Demographics  EBnrollment History  COB Benefits  Additional Information
Specific Consumer Search
Register Consumer

Authaorization Listing

Consurmer eligibility doez not gquarantes pa provided

Enter an Autharization by our dients, Consumer ID is equivalent
R t ’
She to the Consumer’s RIN

Wiew Clinical Request

Drafts Consumer * Eligibility
glatim_Listing and Conzurner ID Effective Date 07 /0172008
ubrnission
) Alternate ID Expiration Date

Enter a Special Program

application Consurner Marne  JOMES, GARY OB Effective Datel?

ECI Harmepage Date of Birth 01/01/1985 gietw .II:undinq Source Enrollrnent
____________________________ ert3lls

On Track Outcormes Address 1 FAKE 5T

CHICAGO, IL

e 60606 e

My Cnline Profile A'dtﬁr”ate

i - Address Subscriber ID
My Practice Information | RBSEHBEE 748159263
Marital Status N col il "

Provider Data Sheet ] . AONES AR

e e e Horme Phane After confirming the
ormpliance

S Werk Phone correct consumer has
B L Felationzhip 1 b I d I k “ ”

| een located, click “Next”.

arms
____________________________ Gender M- M

Metwaork Specific
Information

Education Center
WalueSelect Designation @




Application Landing Page

Special Program Application

AT Belcle mankeel with an aehivick [*) dre riguared,
Note: Dirablp pop-up iocker funclionalty o vise o aponopriate links,

*Application Type
Fleare ondy eelect bhe Special Frogram Applicabion Type for

[zeLeeT... =l

PERMANENT SUPPORTIVE HOL

Select the type of
application you
want to submit.

L agency ir suthonied,

MOHEY FOLLOWS THE PEREON

RAPIC RE-INTEGRATION

Tan 1D Provvider ID
299084
» COrsumer
Carmumar D Latl Mame
Faai159263 b [i]

This section allows you to attach or
“upload” multiple supporting documents to
the application. If you would rather fax all
supporting documents, skip this section.

Attach a Decument

Complete tha foem Balow fo sach o cleuomend it bhie Teguest
The folloveing Fielkds are ondy reguired I you are uplbading » document

®Caocumrmnt Typ-ei

Does thiz Docurrant contaln clinical information sbout the Conoumer?

*Drocurent Detcription

THRT TITTIVES

If the “Document Type” is
clinical then the document
will be encrypted.

Yas € b

[ $ELECT..

UploadFile ek ¢p aitach & docume

Al pched Document:

|
Dalate I Lt o dielete an sfached doaement

_Back | Hest

Select a document
description then
click “Upload File”.
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Attaching Documents (continued)

Special Program Application

<3 Upload File - Mirencnft Tnternet Explorer
A felde marked with an astenisk [ an -

Mote: Dicabie pop-up Sibckar Emn&(

=101 I

Click the browse Button ba find the file you want to Atkach
Click Upload when done,
*Application Type
Flease ondy sefect the Special Brogram . F“E’I
IMONEY FoLLOWS THE PERSOR

Browse. .. |

Upload I

After clicking “Upload File”, on
the previous screen, the Upload
File window will appear. Follow
the directions accordingly.

Consurner ID Last Marne

First Mame [rate of Birth (MDD

748159263 JOMES GARY 01011985
Attach a Document
Compiete Me form below to alttach a document with Hhi Reguest
The fofowing Felds are oy reguired i pow are woicading a docwment

# .

ok Droes thiz Docurnent cantain clinical inforrmation abaut the Consurner? Yoz (% Mo
*D kO ipki

FEHME REEREET A D DITIONAL CLINICAL =
UploadFile Ok fo attach a dcument Delete I Ok fe dedere an attached’ obromant
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Application Landing Page
(after uploading a document)

Special Program Application

AF Felde marked’ with an astenish ) are reguired.
HMote: Dicable pop-up Slocker Lnctionalty o wew alf anpropriate fnks.

*+Application Type
Ploaze only sefect e Special Program Agpfication Tpoe for which powr agency i authonized.
| MONEY FOLLOWS THE PERSON =

» Provider
Tax ID Prowvider ID Provider Last Mame Wendar ID
299084 JAMET YWATTLES IL1000000
MEMTAL

As each document Notice the “Document Type” and “Document
Is uploaded it will

o P Description” fields have cleared. This
appear in tis area. JONES allows you to repeat the uploading process
Attach a Document as many times as necessary.

Complete te form below o altach a document with His Reguest
The folowing feldr are onfy required i pou are wploading a document
*Docurment Type!

Droes thiz Docurent contain clinical infarmation affout the Consurmer? ves {1 Ma

*Docurnent Description

| SELECT... =

UploadFile ikt attach a dbcomant Delete it fo oadbre an artached’ dbcormant

L e

{Climical Test Document, doc) - Secure-Clinical Document - PCRES01
(MoniClinical.xIs) - Web Attachment - PCRFS07

When finished

[Back | Haxt [ € uploading, click “Next”
RRRRRRRRRRRRRR . T~ Ty




Special Program
Section 1

Application

[ ]|

Intake Request Date
[applicable Far PSH application only) [RMMODY )

v

Section 1: Applicant (Head of Household) Information

Some fields are only required f------------
for certain application types.
These will not be marked
with asterisks.

Asian

Arnerican Indian or Alaskan Mative Azian and white

Mative Haveaiian or Other Pacific Tslander to answe r’ please Check 'Other'

Phone # Mabile #

(Y (I

wiork # Pager #

(I Ext | I

Erinail Fax #

| (I

G At least one checkbox must be
[ wihite Elack or &frican American

marked. If consumer refuses

and type "Refused".

Arnerican Indianfalask an Mative and Elad

[ | I I

r
r
[ american Indian,/alaskan Mative and white
r

Elack fafrican American and wihite ther I

< FHispanic Crigin >

Consurnet s Ethnicity (Pleaze select “yez” or “no® for Hispanic Qrigin, Consurner should select bath a "Race” category and a “yez™ ar "no™ Far Hizpanic Crigind:

v Cre Al questions marked with an asterisk

< *nited States Weteran >

—{ are required fields no matter what
“r= el type of application is chosen.
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Special Program Application

Section 2

Section 2 Eligibiity for Bridge Subsidy Initiative

12 months?

*#1, Haz a mental health aszessrment been cornpleted by a Division of Mental Health contracted community health center within the last 'T]r
fes [R[=]

@ame of mental health center I

Care Manager [ Therapist Marne

Care Manager Therapist Address

1a, For MFP applicants: ﬂpplicant has been in a nursing hore [non-IMD) on e continuous'concurrent basis for six (81 months or

1b, For RREP applicants | applicant has been in a nursing home (non-IMODY for 12 months or less

Only required for RR applications.

*2, Does consurmer have an Axis 1 diagniosis of serious mental Mness of co-occarrng mental Mness and substance abuse diagnosis?
Information must be completed for all five axes:

i —_

Zip
Some questions are required depending on the |
Phane number of care manager ftherapist answer to a previous question. For instance, if
o o ot £l e the answer to #1 is ‘Yes’ then you must enter
the name of the mental health center.
Mailimg address if different than abawe |
Only required for MFP applications. | < State Mailing Zip
| | SELECT... = |

ez £ Mo

ez £ Mo

" es £ Mo
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Special Program Application
Section 2 (continued)

At least one entry is

pease incicate primary 4| FEQUIrEd for Axes | - IV.

Axis I

* Diagnosis Code 1 Dascription

Diagniosiz Code 2 Descrigti£

Diagnosis Code Deglription

*Diagrosis Code 1

=l
Diagriosis Code 2
| SELECT... =l
Diagriosic Code 3
| SELECT... -

Crazcription

# Diagnosis Code 1

Diagnosis Cods 2 Crazcription

Ciagrosis Code Dezcription

Check all that apply

AXis V consists of two fields
that are both required.

[T Mone [T Educational problems

[T Financial problerms [~ Problems with access bo health
Care services

[T Housing Prablems [~ Problems related to interaction
w/legal swstem)crime

[T Ceccupational problems [ Other psychosocial and
environmental problems

[~ Problems with Primary [~ Problems related ta the

suUppart group social environment
[~ Unknown

#Highest GAF Score in the Pask Year

15



Special Program Application
Section 2 (continued)

Far amy 2xis IIT diagnosis or condition listed, please describe how consurner is being assisted to manage this condition:

*Doed consumer have a dual diagnosis mental ilness and developmental disability (MI-DOO?

These fields are required.
I

{7 Yes 7 Mo

e identify the DO Diagnosis

t Domain Scores:

¥ “ :
SELECT... = Redowvery - Enwvironmment Stressors SELECT... =
SELECT.. = *Refovery - Enwviranment Supports SELECT... -
¥ ;
SELECT.. = Redovery and Traatrnent History SELECT.. =
*2cFeptance and Ergagerment e

Compiosite Score

o

Lewel of Care Recormended - Locus

This field is only required if the answer
Lewel of Care Recommended - Assessors to the preVIOUS queStlon IS ‘Yes,'
| SELECT... =]

Reason For deviation of recommended Lewvel of Care




Special Program Application

Section 2 (continued)

2. Please indicate which of the fallowing categories best apply to the consumer, At least one must be checked for the application to be considerad eligible far the CMH
Eridge Subsidy Initiative,

- F.ezident of a Long Term Care Facility (nursing Facility)

Marfe of Facility I

Lacltion of Facility {City fState] I [seLecT =1

At risk of placerment in a Lang Terrn Care Facility,
walify for this priority population category, yvou rmost also answer “yves* ba the following guestion:

Care admission on a time limited basis ar at risk of Long Term Care admission due to the lack of community resources fresidential 7 res £ N

r rore tham & rnonths) patient inoa State Psychiatric Hospital

Marne of Hospital

Lacation af Haspital [City fState)

| [sececT.. =]

r An aging out adolescent ar woung adul

1C Location (City Skate) For MFP or RR applications, either |
If ywou are in an ICG program, in how many months bOX 1 or 2 or 3 mUSt be CheCked- —

r An aging out ward of Department of Child and Family Services guardianship

[CFS Location (City fState]) I I SELECT ;I
If wou are in an DCFS program, in how many months will wou age out? I

r Resident of a DMH contracted supervized ar supported (including MH-CILA) residential treatrment zetting

I

DM Location [City fState) I I SELECT ;I

Marne of Provider Operating the Program: I

- Currantly expariencing chronic homelassness as defined by DMH, Tao gualify for this priority population category, consumer must also answer “yes” to the
fiallawwing bwo gquestions:

1. Has consurner been continuously homeless for 3 wear or more OF have had a least four (4) distinct episodes of homelessness in the past
three (3] years? ™ ves {7 Ma

2. Iz consumer currently residing in a place not meant for human habitation (.., living on the street), a safe haven, or in an energency
shielter? (In rural communities that atilize hatel fmatel vouchers in lieu of emergency shelter, individuals making use of such wouchers may " res {7 Mo
check “wes" to this itern anly if the hotel/rmotel stay is time limited and funded by a third party.)

17



Special Program Application
Section 2 (continued)

4, Im order to qualify For the DMH PSH Eridge Subsidy initiative, the consurmer must have a current househaold income at or belowe 20% of Area Median Incormel AMIT.
Household income includes any regular income or benefits received by all adult member(s] of the consumer *s househald, IF the consumer does not know the 2MI For

his/her area, please visit the Following link: http: S huduser org/Datasets TLTL09LpdF

*43\Iz the consumer s income level currently at or below 209 of the Area Median Income (AMIT?
These fields are required.

*ab ) Pleaze estirmate the total combined monthly incopesfe™evervone who will live in the househald, Pleaze All out the application appendix
urient containing the Household Ipsere™Ehart and atbach it to the application via the secure clinical attachrment fonction or Fax it,

*C,YF yvou are accepted jpla-® DMH PSH Bridge Subsidy Initiative wou must be currently on a waiting list for a Section 8 Housing Choice Woucher
peprarabile rental subsidy OF agree bo register fapply for a HCW ar comparable permanent rental subsidy when such opportunities are

availfble, Does consumer agree bo raintain hisfher status on such a weaitlist or apply for open lisks when possible?

*g,An addition to maintaining consurer s status on or apphving For an HCY ar ather rental subsidy list, the consumer rmust agree bo accept an HCW
o icher or ather comparable tenant-based rental subsidy iF it is offered to the consumer, Does the consumer agree o accept a tenant-based HZY

voucher or other comparable rental subsidy iF it iz offered o the consurner?

™ ez {7 Mo
I—

" ez 0 Mo

" ez 0 Mo

18



Special Program Application

Section 3

This question is required.

Section 3 Household Information

If there are no additional household
members to list, please check “None”.

7. List all other persans (immediate Fariily, only) who will Be living in the unit and their relationship to the applicant, Complete the information in the @

chart For all mernbers of the househald,

Relationship to Birth Date

Social Security No

First Name Last Name Applicant (MMDDYYYY) Age Sex # Unknown
| | [sececT.. =] | El | [sELEcT. .. (] f" .
| | / [sececT.. =] | E [seLecT... =] e
| | / [sececT.. =] | El | [seLecT... =] | f" .
| | / [sececT.. =] | E [seLecT.. =] | e r'
| | [sececT.. =] | El | [seLecT... =] | f" .

When entering data for a household member,
every field for that member is required.

If there is not a Social Security
Number to enter, please choose
“No SSN” or “Unknown”
whichever is applicable.
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Special Program Application
ection 3

*Dioes consurmer oF any member of consumer”s household who will live in the unit hawe a criminal record?

&, Criminal Hiskory: A answer of “yes” to any of the following questions will not necessarily result in 2 denial of vour application for the Bridge Subsidy initiative, This
information is being requested to ewaluate if adequate supports could be provided in order bo ensure the consumer s success in permanent supported housing,

ez {7 Mo

IF “Yes" ba the abowe pleaze indicate whether amy of the Following staternents apply bo the consurmer or any merber of the consurmer " s househald,

fa.

b,

&d,

He, )

[T spplicant

T spplicant

arged or corvicte: iolent crime w

arged or convicked of child sexual abuse within the past 2 years,

If “yes” please indicate if the statement applies to the applicant or a household member:

arged or corwicted of fire settingfarson within the past 3 years,

IF “ywes” please indicate if the staternent applies to the applicant or a2 houzehold rmember:

ez {7 Mo

[ Household Member (please specify) I

This response is required.

[T Household Member (please specify] I

arged or conwicted of sexual violence or aszault within the past 2 years,

If “yes* please indicate if the staternent applies to the applicant or a household member:

ez {7 Mo

[T Househald Mernber (please specify) I

bic the past 3 ear

IF “ywes” please indicate if the statennd

I 2pplicant

Questions 8a - 8f are only required if the

answer to question 8 is ‘Yes'.

the Sexual Wiolent Crirme Registey.

[T spplicant

gf. o

If “wes” please indicate if the staternent applies to the applicant or a household member:

™ res 1o

[ Household Member (please specify) I

hier criminal charges or convictions in the last 3 years not specified in 8a-e.

If "yes” please indicate if the staterment applies to the applicant or a household member:

T spplicant

Explanation of ary “yes” staternents checked abowe

™ ez {7 Mo

[T Household Member (please specify] I

R -
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Special Program Application
Section 3 (continued)

If you choose to fax the supporting documents, they must be
faxed within one business day of submitting the application. The
application will not be complete until all documents are submitted.

&ll required supporting docurments for this application, including the Mental Health 2=sessment, LOCUS Aszessment, and Individual Treatrment Plan,
sk either be attached 2z “secure clinical” docurnents ko this application ar Faxed to the Collaborative (ab 266-928-7177] within one business day of this
application completion, Should the required documents not be Faed bo the Collaborative within one bosiness day, the application will not be
considered For processing, The prowider will be required tgrequest a new intake For application hnd to submit 2 new spplication,

Attached Faxed
ff ?\ 8 copy of the Mental Health Assessrnent within one vear From its ariginatl

date, A one page addendurn is required if thera have been significant

climical changes during this time frarme, The docurnent should be titled Mental th Assessment Addendur,
o o 8 copy af the LOCUS assassment corpleted within the last sigby (800 days, & LOC abed laker tham sicky days will not be accaphed,
'S 'S *#2& copy of the Treatment Plan completed within six (8] months of the application.
o o “at risk of nursing home placerment™ is selected as the priority population For this application, & CopINGE the Cretermination Letter for the Pre-
g Screening Mantal Health (PAS,TH) must be submitted, The PAS,MH must have been completad Whin B0 days of the application,

8 8 lication appendix docurnent: Househaold Income Chart

= s Intakes do not pertain to
- - *Docurmentation of incoaeuch as a pay stub or social sacurity letter ) X
N— MFP or RR applications.

It is required that you mark how each
supporting document will be submitted.




Special Program
Section 4

Application

Signature page, with applicant signature,

Section 4: Signatures

must be faxed within one business day of
submitting the application.

/

Signature page with applicant signature must be Faxed to the Collaboral

tive within one business day of this application completion, at 866-928-7177, Should

the signabpe-page-netbefaxed tothe Collaboustive within one business day, the application will not be considered For praceszing. The provider will be

required tgrequest a new intake For applicationffand to submit a new application,
Please cgnfirm wour acknowledgernent of these conditions, O

rstamd and affirrn that iF the applicant is approwed For a Bridge Subsidy and is currently residing in a DMH contracted supervised or supported
resiglertial treatment setting (including MH-CILA) he or she will mowe out of this setting bo execute the Bridge Subsidy:

*Enter spplicant”s Mame Signature *Date [MMDDYYYY]
I I Enter on printed form @
*Enter Care Manager s Mame Signature *Doate (MMDDY YY)

d to contact my care rmang

I \ I Enter on printed 'Fnrn-./ @
I authorize the Division of Meantal Heh%{ Access and Choice andor the Permanent

Suppertive Housing Bridge Subsidy Administr s A” four name and date ication ko deterrnine rmy eligibility For DMH Bridge

plication. I agree to complete additional

Intakes do not pertaln to i that ray be required to f f|e|dS are I'eCIUII’Ed . ontained in this Form is troe to the bast of my

MFP or RR applications.

I certify that I have reviewed all information gontained in this raferral

licant™s Marne / Signature \ FDate (MMDDY YY)
I I Enter on printed form @

*Enter Care Manager “s Mame Signature
1
| v |
Thark ywou for cornpleting Hhe Divisi al Health Permanen
will be reviewed and a respi © sy - .
Once “Submit” is cli

_Back | _submit | additional documen

attach any documentation. If you need to attach

with the Applicant and that all inforNgation is true to the best of my knowledge,
DCrate [MMDCYYYY)
Enter on printed form @

ou have provided

cked, you can no longer

ts click “Back” to do so.

B T~ T
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Special Program Application
Submission of Incomplete Information

e Applicant Phone # should only contain numbers,
« Hispanic Grigin is required.
sl dlle LRI NI R e e
; If “Submit” is clicked and there are fields with invalid
| - data or required fields that were not answered, those
fields will become red lettered. There will also be a
Sertion 1: Applicant (Head of Housshold) Information list of helpful error messages at the top of the page.
Phone # E . . . 0
Fon  [poe || If this happens, simply enter the correct information
oy and click “Submit” again.
Ll Ext | |
Ernail Fax #
| |
*Race
¥ wihite [T Black ar African Armerican
[T asian [T Mative Hawaiian or Cther Pacific Tslander
[T american Indian or Al ¥  fsian and white
[T american Indian jpfaskan Mative and white [T American Indian,/alaskan Mative and Elack
¥  Elack/afic [T other I
Cansumer micity [Please select ™yves” ar "no™ for Hispanic Origin, Consumer should select bath a "Race™ category and a ™yes™ or “no” for Hispanic Origin):
*Hizpanic Crigin
= es 7 Mo
-l



Printing Options

b o o o o o o B i i o o

Once the application is submitted

PEMDED ki

Inquiry: 12052009-6066420-040000

Subscriber Mame
GARY JOMES

Provider ID
299084

Provider Alternate ID

o0 Zonsurner Marne

. GARY JOMES
Prowider Mame 2 Addraess

HEALTH CENTER JANET WATTLES MENTAL
326 W STATE 5T

ROCKFORD IL 61101-1214 Pended application

01-120809-1-14-1

Application Date
12,08/ 2009

Application Type

There are also print
functions for the purpose
of your internal use.

Document Title

Clinical Test
ocurnent ., doc

Clinical. xls

MFP - MONEY FOLLOWS THE PERSON

successfully, the Determination
Status page will appear.

Subscriber ID

748159263

Consurner DOE
01/01;1985

As stated on the application, the
Signature Page must be printed,
signed and faxed to the
Collaborative within one business
day of submitting an application.

Consurner I0
748159263

Attached Documents
Crocurnent Descrgbtion
Secure-Clinical Documeft - PCRFS01

\Web Attachment J PCRFS07

This will return you

Print Application Result

AppliNtion Printing Options
[For e SeNgint reswls, ofease print in Landecace format)

Print Signature Page Print Results

to the Provider
Home Page.

ek to oot e entive Special
Frogram Agsfcation

ek o orinlt e signature page

Y

Retutrn to Provider Hame

L

24



View a Submitted Application in
ProviderConnect

Home

Welcome ILLINOIS TEST PROVIDER. . Thank vou for using ValueOptions
ProviderConnect.

Specific Member Search

Register Mernber

Authorization Listing

Enter an Authorization

To view a previously

Request
Wiew Clinical Request YOUR MESSAGE CENTER submitted application, click INBOX
Drafts . .
either of these two links.
Clairn Listing and Ec:”
Subrnission SENT
Enter & Special Pragram
Application Tour Recent Inquiries box is empty

WHAT DO YO WANT TO DO ThDAY?

My Online Profile = Eligihility and Benefits -~ Enter or Review Claims
My Practice Information

Provider Data Sheet

m Enter a Claim
» Feview Claims

............................ m Wiew My Recent Provider Summary Youchers
Handbooks = Enter or Review Autorization Reguest

____________________________ s Enter an Authorization Bequest v Wiew My Recent Authorization Letters

?nitaﬂf;:tiiﬁmﬂc Enter 5 Special Program Application
""""""""""""""" Review an Authorization
n Wiew Saved Clinical Reguest Drafts

Education Center

YalueSelect Designation

Contact Us

CLIMICAL SUPPORET TOOLS

¥ Wiew My Outcomes with On Track

i




Search A Member

Harme

Specific Consumer Search
Reqgister Consumer
Authorization Listing

Enter an Authorization
Request

Wiew Clinical Request
Drafts

Claim Listing and
Submission

Enter a Special Program
Application

My COnline Profile
My Practice Inforrmation

FProvider Data Sheet

[IER RN PP

Eligibility & Benefits Search

Required fields are denoted by an asterisk [ #* ) adjacent to the label.

Wetify a patient's eligibility and benefits information by entering search criteria belaw,

FiZonszurmer ID

No spaces or dashes)

Last Marme I
First Marme I

I (MMDDYYYY)
|12IZIB:2EIEIE’I {MMDDYYYY)

Search |

*Date of Birth

Az of Date

Enter as much information as possible to
narrow the search. However, Consumer
ID and Date of Birth are required fields.
(Note: Consumer ID is equivalent to the
Consumer’s RIN)
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View a Submitted Application in
ProviderConnect (continued)

Dermographice  Enrollment History — COB Benefitz:  Additional Information

Consurmer eligibility does not guarantee payrnent. Eligibility iz az of today's date and iz provided by aur clients,

Consumer | Eligibility
Consurner ID 748159263 Effective Cate 07 /01/2008
Alternate ID Expiration Drate
Cansurner Mame JONES, GARY COB Effective Date ¥
Date of Birth 01/01/1985 Wiew Funding Source Enrollmment Details
Address 1 FAKE 5T
CHICAGO, IL 60606
Subscriber
Alternate Address
Marital Status - Subscriber ID 748150263
Home Phone Subscriber Marme JOMES, GARY
Wark Phane
R el ati hi . . q
=lationship 1 To view a previously submitted

Gender M - Male . - -

MFP or RR application, click

11 q q a ”

Special Program Applications”.

View Consumer &uths I View Cansumer Claims I View Empire Claims I View GHI-BMP Claims I iew Consumer Registratinnsl

Enter Auth Request I Enter Claim I Send Inquiry I View Clinical Request Drafts I Special Program F\pplicatinnsl




View a Submitted Application in
ProviderConnect (continued)

Cernographics  Enrollment History  COB Benefits  Additional Information

Consumer eligibility does not guarantee payment. Eligibility is as of today's date and iz provided by our clients.

Consumer ¢ Eligibility
Consurmer ID 74815092632 Effective Date 07/01/2008
Alternate ID Expiration Date
Consurner Marme JOMES, GARY COB Effective Datel?
Date of Birth 01/01/1985 Wiew Funding Source Enrollmment Details
Address 1 FAKE ST
CHICAGO, IL 60606
Subscriber
Alternate Address
Marital Status B ubocribar 10 ZABISOIED
Home Phone There is not an appeal process for
I i 1 MFP or RR applications. This section
Gender M- Male will not display any information for
Click the MFP or RR these application types.

application you wish to view.

“Yiew Consumer Auths I Yiew Consumer Claims I Yiew Empire Claims I “Wiew GH MP Claims= I iew Consumer Registrationsl
Enter Auth Requast I Enter Claim I Send Inquiry I WView Clinical &est Drafts I Special Pragram F\pplicationsl
Enter a Spacial Program Application I

Application Type Drate Application Submitted Application Status Appeal
MFE 1103 f 00
MER 11,03 /2009
ps 11718 2009
MER 1208 /2009
120z /2009
1203 /2009




View a Submitted Application in
ProviderConnect (continued)

Clase I Print I
Special Program Application
Application Mumber Application Date Application Type Consumer Marne Pravider Mame Prowvider alternate ID
01-120809-1-24-1 12/08/2009 MFP GARY JOMES HEALTH CENTER NET WATTLES MENTAL nzo4
Consumer ID Provider ID
F48159263 299084
Intake Request Date . . .
(applicable For PSH application only] (MMDDY YY) The entire app“caﬂon canh now be
viewed or printed. To print, click the
13 H 1}

Section 1; Applicant (Head of Household ) Information Print bUttOﬂ at the tOp Of the page'
Phone # Mobile #
111 111 1111
ok, # Pager #
222 222 2222 222
Email Fax #
email@email.com
*Race

[¥ ‘hite [¥  Elack or Afvican American

[T Asian [T Mative Hawaiian or Cther Pacific Tslander

[T American Indian ar Alaskan Mative [T Asian and White

[T American Indian/8laskan Mative and wehite [T American Indian/alaskan Mative and Black
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Technical Problems??

» EDI Help Desk (888) 247-9311
7/ AM To 5 PM CST (Mon - Fri)

- Examples of Technical Problems:
- Account disabled or forgot password
- System “freezing” or crashing
- System unavailable errors

» If questions regard the content of the

application, you may contact Lindsay
Huth at (312) 814-4822.
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Where to Find this Document
for Future Reference

» http://www.illinoismentalhealthcollaborative.
com/provider/prv_information.htm

> The link will be named Money Follows the Person
and Rapid Re-integration Training (1/8/10) and will
be found in the “Training” section of the page.
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