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Getting Started

ILLINOIS

MENTAL HEALTH COLLABORATIVE
FOR ACCESS AND CHOICE

About Services Feedback Contact

for pI'OVIdﬁ‘»I'S Provider Online Services

Log into
ProviderConnect

Welcome to Provider Online Services!

...... Pr(}"iderC{)nnect v

Login or register with ProviderConnect, an online tool

O LOG IN

that allows you to submit and check claims status, check

member eligibility, update your provider profile, request

B REGISTER

Provider Online -Services inpatient and outpatient authorizations and mare.

ProviderConnect is easy to use, secure and available

Y 0 DEMO

O Home

B Provider Home Here you will find a wealth of information developed specifically for you, which include

. ProviderConnect, the Provider Manual, and links to mental health resources.
O Provider Manual

O Provider Forms ProviderConnect Helpful Resources links you to a ProviderConnect User guide, HIPAA
O RefarralConnect information, software downloads, important forms and helpful phone numbers to assist

with the use of this tooll

e

0O Provider Information




Home Page

Home

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank yvou for using ValueOptions

Specific Member Search .
ProviderConnect.

Reqgister Member

Authorization Listing

Enter an Authorization

Request YOUR MESSAGE CENTER

Wiew Clinical Drafts

Click either link to enter [%

Williams Class Tracking Form INBOX SENT

Claim Listing and Submission Your Recent Induiries box is empty

Enter a Special Program

Application WHAT DO YOU WANT TO DO TODAY?

Complete Provider Forms

Enter a Comprehensive - Eligibility and Benefits = Enter or Review Claims

Service Plan

EDI Homepage » Find a Specific Member » Review a Claim

Enter Member Reminders m Register a Member n View My Recent Provider Summary Vouchers

On Track Qutcomes

Reports - Enter or Review Authorization Reguests

View My Recent Authorization Letters

My Cnline Profile

m FEnter an Authorization Reguest -
My Practice Information | Complete Provider Forms

m Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks » View Clinical Drafts
Forms

Network Specific Information v Enter Member Reminders

Education Center
CLINICAL SUPPORT TOOLS
ValueSelect Designation

Contact Us

¥ View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify a patient's eligibility and benefits information by entering search criteria below.

* Consumer ID

o spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.

, 'ﬁr— Member ID and Date of Birth
*pate or B proarn are required fields
AS Of Date 0214201 2 rMMDDW) q

(Note: Member ID is the Consumer RIN)




Demographics Verification

Demographics ~ Enrollment History COB  Benefits = Additional Information

Consumer ID is the Consumer RIN

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

Consumer? Eligibility

Consumer ID 123456026 Effective Date 07/01/2008
Alternate ID Expiration Date

Consumer Name TEST26, ILLTESTMBR COB Effective Datel 7]

Date of Birth 01/01/1990 View Funding Source Enrollment Details

Address 26 TEST ST.

CHICAGO, IL 60290
Subscriber
Alternate Address

Marital Status _ Subscriber ID 123456026

Home Phone Subscriber Name TEST26, ILLTESTMBR
Work Phone

Relationship 1

Gender M - Male | After confirming the correct

consumer has been located,
click "Next"




Williams Class

Transition Coordination Form
Landing Page

Home

Specific Consumer Search
Register Consumer
Authorization Listing

Enter an Authorization
Request

View Clinical Drafts
Claim Listing and Submission

Enter a Spedial Program
Application

Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Outcomes

Reports

JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions ProviderConnect.

PROVIDER FORMS

| Williams Class Tracking Form

[

Next

Select
"Williams Class Tracking Form™
and click "Next"




Williams Class

Transition Coordination Form
Pre-Transition Planning and Functions

Complete Provider Forms

Consumer Name Consumer ID

All fields with an asterisk are required
ILLTESTMBR TEST25 123456025
fields and must be completed

Outcome Tracking Information

All figlds marked with an asterisk () are required. ‘
Note: Disable pop-up Blocker functionalily to view alf appropriate links.

Pre-Transition Planning and Functions

This section tracks the coordination of other transition plans.
*Risk Assessment & Mitigation Flan - High-level pletion Date

plan elements to be tracked completed? | \ | E’E‘

) Yes O No
This section tracks the coordination
*24-hour Backup Plan Created?

Date Created of other transition plans
L3
O Yes O No | |

*Quality Life Survey Created? Date Created

O Yes O No | |




Williams Class Outcomes Tracking Form
Transition Coordinator Transition Task Tracking

Transition Coordinator Transition Task Tracking

Thiz section iz a checklist that tracks coordination of resources, services and activities to ensure a smooth transition to a community setting. (

*Linkage fscheduling for psychiatric appointment? Completion Date *Ensure two week supply of medicine available? Completion Date

O Yes O No O NfA & O Yes O No O N/A
*Scheduling for medical? Completion Date *Scheduling for dental? Completion Date

O Yes O No O NfA O Yes O No O N/A l:l
*Establishment of representative payee (if applicable)? Completion Date *Coordinating medical transportation ftransportation travel to appointments? Completion Date

O Yes O No O NfA I:I O Yes O No Q N/A
*Coordination of benefits fentitement application? Completion Date *1s housing search complete? Completion Date

O Yes O No O N/A O Yes O No O N/A
*Secure recommended housing? Housing Type Completion Date

© Yes O No O /A |SELECT... =
*Schedule staffing with the primary services provider? Completion Date *Medication management & administration? Completion Date

O Yes O No O N/A O Yes O No O N/A
*application for food stamps complete? Completion Date *Ensure two weeks of food on hand (if PSH and applicable only) Completion Date

O Yes O No O NfA O Yes O No O N/A
*Processing paperwork for bridge subsidy housing? Completion Date *Activation of Day Time Activity supports? Completion Date

O ves O No O N/A I:I O ves O No QO N/A l:l
Meetings with family/collaterals, etc? Completion Date *Qther services as applicable? Completion Date

O Yes O No O N/A O Yes O No O N/A
*Shopping for essentials? Completion Date *allowable purchases checklist review? Completion Date

O Yes O No O NfA O Yes O No O N/A
*Secure transition funds? ) Completion Date
{Amount depends on type of housing)

This section is a checklist that tracks coordination of
resources, services and activities to ensure a smooth
transition to a community setting.

(All fields with an asterisk are required fields)

O ves O No O N/A




Williams Class Outcomes Tracking Form
Outcome Tracking Information

Outcome Tracking Information

*Date of contact with individuz *Type of Contact
SELECT... [~]

*Is individual still residing in intial residence? If No, please indicate his or her status below Date Provided
O ves O Mo SEIFCT. [+
IF the tenant wes evicied or 2l — - S :
W o= mimian This section of the Williams Class Tracking Form
[ Argumentative combzfle « 1t neichbors/other will be completed at a later time in your process.
[0 Disturbing privacy If there are any fields that are required and
[] Destruction of landlarfe- = you know the answers, you may enter them at this time.

They will then pre-populate when you submit an update to this section.
[] Destruction of others'
[] physical violence/agar
*1s the individuzl paying his/her rent on time? If No, resson for not paying rent on time
SELECT... @
*Hawe any critical incidents eccurrad during the reperting pericd? If Yes, howr many?
O ves O Mo SELECT... E

Specify {check) all critical incident types that cccurred during the reporting pericd and provide the date of the incident.

[l inpatient Treatment/Hospital Visit [] mursing Facility Placement [ alleged Fraud/Misuse of Funds
[] Property Damage [ cCriminal Activity/Incarceration [] Contact with Law Enforcement
[] Firejarsan [] Missing Person/Dissppearance [] Behavioral Incident Invalving Individual
[] suspected Mistreatment [] Physical Altercation [ serious imjury to individual
{abuse, neglect, exploitation)
[] Death [ assault [ suicide Attempt

[] Repeated Critical Incidents




Williams Class

Transition Coordination Form
(Continued)

*1s the individual still receiving community mental health services? *What is the individual's current monthly income? What wias the cutcome of the wellness check?
|
O ves Ono | |EELECT---
Did the individual engags in any of the following activities during the reporting peried? (check all that apphy)
[ paid emplayment (full or part time) ] supported employment ] vocational Training
[ velunteer work [ Education (GED prep, ESL, etc.) ] mone
All fields with an asterisk
[ other N
are required fields
If othar please specify

Once you complete the Transition Coordination Section
of the "Outcomes Tracking Form",

Permanent Subsidy Information

Has the individuzl applied for 2 Saction & Waiting List or other parmanent housing subsidy wiaitlist? . o S
click "Submit

OYES OND
[Ea:l—c] [ Submit ] *




Williams Class

Transition Coordination Form
Submission Landing Page

*—— Click "Home" to return to the Home Page |

Specific Consumer Search

JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions ProviderConnect.

Register Consumer

Authorization Listing

PROVIDER FORMS
Enter an Authorization
Request
. . The Williams Class Tracking Form has been saved successfully

View Clinical Drafts —

| SELECT
Claim Listing and Submission
Enter a Special Program Mext

Application This message will display once you have successfully

e e e s completed the "Williams Class Tracking Form

Enter a Comprehensive
Service Plan




Home Page

Home

@peciﬂc Member Search

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions
ProviderConnect.

Register Member
Authorization Listing

Enter an Authorization
Request

YOUR MESSAGE CENTER

INBOX SENT

View Clinical Drafts Click either link to search fora
Claim Listing and Submission SpECiﬁC consumer df is empty
Enter a Special Program
Applicati

cim WHAT DO YOU WANT TO DO TODAY?
Complete Provider Forms
Enter a Comprehensive « Eligibility and Benefits « Enter or Review Claims
Service Plan
EDI Homepage (l Find a Specific Member = Review a Claim
Enter Member Reminders m Reqgister a Member m View My Recent Provider Summary Vouchers

On Track Outcomes

Reports « Enter or Review Authorization Requests

v View My Recent Authorization Letters

My Online Profile L
m Enter an Authorization Request ]
My Practice Information » Complete Provider Forms

s Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks » View Clinical Drafts
Forms

Network Specific Information » Enter Member Reminders

Education Center
CLINICAL SUPPORT TOOLS

ValueSelect Designation

Contact Us

» View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify 3 patient's eligibility and benefits information by entering search criteria below.

*Consumer ID o spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.

. ‘ Member ID and Date of Birth
*D3te of B MBDYYYY) are required fields
As of Date 02142012 | (umpDYYYY)

(Note: Member ID is the Consumer RIN)




Demographics Page

Authorization Listing

Enter an Authorization
Request

View Clinical Drafts
Claim Listing and Submission

Enter a Special Program
Application

Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Qutcomes

Reports

My Online Profile
My Practice Information

Provider Data Sheet

Performance Report

Compliance

Handbooks

Forms

Network Specific Information

Education Center

ValueSelect Designation

Contact Us

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

Consumer. | Eligibility

Consumer ID 123456025 Effective Date 07/01/2008
Alternate ID Expiration Date

Consumer Name TEST25, ILLTESTMBR COB Effective Date

Date of Birth 01/01/1990 View Funding Source Enrollment Details

Address 25 TEST ST.

CHICAGO, IL 60290
Subscriber
Alternate Address

Marital Status - Subscriber ID 123456025

Home Phone Subscriber Name TEST25, ILLTESTMBR

Waork Phone
Relationship 1 To view a completed
"Williams Class Tracking Form"
Gender M - Male A " q "
click "Provider Forms
[ View Consumer Auths ] [ View Consumer Claims ] [ View Empire Claims \ ] [ View GHI-BMP Claims l
’ Enter Auth Request ] ’ Send Inquiry ] [ View Clinical Drafts ] Comprehensive Service Plan ]

[ Enter Member Reminders ] [ View Consumer Registrations ] [ Special Program Applications ] [ Provider Forms ]




Demographics Page

(Submitted Provider Forms)

Complete Provider Forms Date of Birth 01/01/1990 View Funding Source Enrollment Details

Enter a Comprehensive Address 25 TEST ST.

Service Plan CHICAGO, IL 60290

EDI Homepage Alternate Address Subscriber

Enter Member Reminders Marital Status - Subscriber 1D 123456025

T Tk GrimrTaas Home Phone Subscriber Name TEST25, ILLTESTMBR

Reports Work Phone

My Online Profile Relationship 1

My Practice Information Gender M - Male Locate the "Application Type"

Provider Data Sheet for "Williams Class Outcomes Tracking (WCOTC)"

Performance Report

Compliance )

Handbooks

Forms

Network Specific Information [ View Consumer Auths ] [ View Consumer CIaMs ] [ View Empire Claims ] [ View GHI-BMP Claims ]
Education Center /

ErEfrEeifarririi [ Enter Auth Request ] [ Send Inqﬁy ] [ View Clinical Drafts ] [ Comprehensive Service Plan ]
Contact Us [ Enter Member Reminders ] [ View Consug@r Registrations ] [ Special Program Applications ] [ Provider Forms ]

[ Complete Provider Forms ]

Consumer Provider Forms

Application Type Date Application Submitted

WCOTC 02/16/2012




Outcomes Tracking Information History

Complete Provider Forms

Consumer Name Consumer 1D
ILLTESTMBR TEST25 123456025

Outcome Tracking Information History

All fields marked with an asterisk () are required.
Note: Disable pop-up blocker functionality to view alf appropriate links.

Pre-Transition Planning and Functions
This section tracks the coordination of other transition plans.

Risk Assessment & Mitigation Plan - High-level
plan elements to be tracked completed?

YES

24-hour Backup Plan Created?
YES

Quality Life Survey Created?
YES

This page displays the

Outcome Tracking Information History

Date Created
02162012

Date Created
02162012

Date Created
02162012

Transition Coordinator Transition Task Tracking
This section is a checklist that tracks coordination of resources, services and activities to ensure a smooth transition to a community setting.

Linkage/scheduling for psychiatric appointment? Completion Date Ensure two week supply of medicine available?

YES 02162012 YES

Scheduling for medical? Completion Date Scheduling for dental?

YES 02162012 YES

Establishment of representative payee (if applicable)? Completion Date Coordinating medical transportation/transportation travel to appointments?
YES 02162012 YES

Coordination of benefits/entitlement application? Completion Date Is housing search complete?

YES 02162012 YES

Completion Date
02162012

Completion Date
02162012

Completion Date
02162012

Completion Date
02162012




Q&A

QUESTIONS 77/




Williams Class PSH
Comprehensive Service Plan

Presenters:
Patricia Palmer, Callie Lacy & Patricia Hill

Author:
Patricia Hill

Summary:

This document will step through the process of submitting a
Williams Class PSH Comprehensive Service Plan through
the use of ProviderConnect




Getting Started

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

for providers

s

Provider Online Services

O Home

B Provider Home
O Provider Manual
O Provider Forms

O ReferralConnect

0O Provider Information

About Services

Feedback

Contact

Provider Online Services

Welcome to Provider Online Services!

ProviderConnect

Log into

ProviderConnect

Login or register with ProviderConnect, an online toaol
that allows you to submit and check claims status, check

member eligibility, update your provider profile, request

inpatient and outpatient authorizations and more.

ProviderConnect is easy to use, secure and available

24/7.

O LOGIN

B REGISTER

O DEMO

Here you wil find a wealth of information developed specifically for you, which include

ProviderConnect, the Provider Manual, and links to mental health resources.

ProviderConnect Helpful Resources links you to a ProviderConnect User guide, HIPAA

information, software downloads, important forms and helpful phone numbers to assist

W

ith the use of this tool!




Home Page

Home

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions

Specific Consumer Search .
ProviderConnect.

Register Consumer

Authorization Listing

Enter an Authorization Click either link to enter a &
YOUR MESSAGE CENTER

heegres: Comprehensive Service Plan INBOX SENT
View Clinical Drafts
Claim Listing and Submission Your Recent Inquiries box is empty
Enter a Special Program
Application
oP WHAT DO YOU WANT TO DO TODAY?
Complete Provider Forms
Enter a Comprehensive « Eligibility and Benefits « Enter or Review Claims
Service Plan
EDI Homepage » Find a Specific Consumer » Review a Claim
Enter Member Reminders m Register a Consumer n View My Recent Provider Summary Vouchers
On Track Outcomes
Reports - Enter or Review Authorization Reguests
- » View My Recent Authorization Letters
My Online Profile . .
m Enter an Authorization Request )

My Practice Information _ o » Complete Provider Forms

Enter a Special Program Application

<

Provider Data Sheet

+ Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks n View Clinical Drafts
Forms

Network Specific Information » Enter Member Reminders

Education Center
CLINICAL SUPPORT TOOLS
ValueSelect Designation

Contact Us

» View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify a patient's eligibility and benefits information by entering search criteria below.

# Consumer ID

p spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.
oo Hember I and Date of St
As of Date 02142012 (umpoyyyy) q

(Note: Member ID is the Consumer RIN)




Demographics Verification

Demographics  Enrollment History = COB  Benefits  Additional Information

Consumer ID is the Consumer RIN

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

Consumer. 7| Eligibility
Consumer ID 122456026 Effective Date 07/01/2008
Alternate ID Expiration Date
Consumer Name TEST26, ILLTESTMBR COB Effective Datel?|
Date of Birth 01/01/1990 View Funding Source Enrollment Details
Address 26 TEST ST.
CHICAGO, IL 60290
Subscriber

Alternate Address
Marital Status - Subscriber ID 123456026
Home Phone Subscriber Name TEST26, ILLTESTMBR
Work Phone
Relationship 1
Gender M- Male | After confirming the correct

consumer has been located,

click "Next"




Comprehensive Service Plan
Landing Page

Comprehensive Service Plan Header

All fields marked with an astensk (%) are requied.
Note: Disabie pop-up blocker funchionality to view af aopropniate finks,

This field auto-populates

* Comprehensive Service Plan Start Date (MMDDYYYY)

02142012

¢ Provider

Tax ID Provider ID
362862928 299084
» Consumer

Consumer ID Last Mame
123456025 TEST25

Back | | Next

Click "Next" to proceed

*Level of Service

[sEcecr. T+

Provider Last Name TETTITITTTT

This is a required field

HEALTH CENTER

First Marne Date of Birth (MMDDYYYY)
ILLTESTMBR 01011990




Comprehensive Service Plan
Landing Page (Continued)

Comprehensive Service Plan Header

Afl felds marked with an astersk () are reqguired.
Note: Disable pop-un Blocker functionalty to vew all approprizte ks,

* Comprehensive Service Plan Start Date (MMDDYYYY) *Level of Service
02142012 = OUTPATIENT [+ ]

[MENTAL HEALTH [ ASSERTIVE COMMUNITY TREATMENT [0]

*Type of Service * |_'Le1.fe| of Care i

These are required fields

» Provider

Tax ID Provider ID Provider Last Mame Vendor ID

362862928 299034 HEALTH CENTER

¢ Consumer

Consumer ID Last Marme First Mame Date of Birth (MMDDYY'YY)
123456026 TEST26 ILLTESTMBR 01011990

Next . Click "Next" to proceed




Comprehensive Service Plan
Section 1

Comprehensive Service Plan

Comprehensive Service Plan Info & Provider Name Provider ID Authorized User
Header JANET WATTLES MENTAL HEALTH 299084 Save Plan as Draft ] |
CENTER
Consumer Mame Consumer ID Date of Birth
ILLTESTMER TEST26 123456026 01/01/1990
Address Phone County
26 TEST ST. -- 031

CHICAGO, IL 60290

Level of Service Type of Service Level of Care Type of Care
OUTPATIENT/COMMUNITY MENTAL HEALTH ASSERTIVE COMMUNITY
BASED TREATMENT

All fields with an asterisk

General Referral Information are required

*Transition Coordination Referral Date *Residential Transition Recommendation *Residential Transition Status
| SELECT... | SELECT...
=Introductory Letter Signed? O Yes O No Introductery Letter Date I:l

*Interim Service Plan/Skil Development Flan Created? (O Yes O No  Interim Service Flan/Skill Development Flan Date| |




Comprehensive Service Plan
Section 2

Service Plan
' All fields with an asterisk are required I

Spedciy whether or not each of the folowing
services will be required for the consumer.

*MH Services O Yes O o Esmated StartDate| | Provided By | |
=5h Services () Yes O Ho Estimated Start Date |:| Provided By | |
“Medical O Yes O No Esmated StartDate| | Provided By | |
=pental ¢ Yes O Mo Estimated Start Date |:| Provided By | |
=ancillary Services O Yes O No Esmated StartDate| | Provided By | |
*Podiatry (O Yes (O Mo Estimated Start Date |:| Provided By | |
=vocational O Yes O No Esmated StartDate| | Provided By | |
ather O ves O No Estimated Start Date |:| Provided By | |

ather ) Yes O No Estimated Start Date I:I Provided By | |

*Coordination with Social Support  © Yes O No Estimated Start Date I:I Provided By | |
*Coordination with Other Public Resources (& Yes (O No Estimated Start Date I:I Provided By | |

After all info has been entered,
Cancel | [ Submit | {efmmm— click "Submit"




Comprehensive Service Plan
Printing Options

Consumer Name Consumer ID Consumer DOB Subscriber Name Subscriber ID

ILLTESTMBR TEST45 01/01/1990 ILLTESTMBR TEST45 123456045
Comprehensive Service Plan Number Comprehensive Service Plan Start Date Once the Comprehensive Service Plan is

submitted successfully, the "Submission
01-021612-1-5-1 02162012 !

Status" page will appear

Level of Service Type of Service “LEVErOfCare TYpe of Care
OUTPATIENT/COMMUNITY BASED MENTAL HEALTH COMMUNITY SUPPORT TEAM
Provider Name & Address Provider 1D
JANET WATTLES MENTAL HEALTH CENTER 299084 You have the option to Print or Download the
526 W STATE ST "Comprehensive Service Plan Data"

If you choose not to use them, they will not be
available once you leave this page

ROCKFORD IL 61101 -1214

T~

Comprehensive Service Plan Printing & Downloading Options
(For the best print resutts, please prnt n Landscape’ format)

A 4

Print Comprehensive Service Plan Data l l Download Comprehensive Service Plan Data

Print Comprehensive Service Plan Downioad the entire Comprehensive Service Plan




Comprehensive Service Plan
Print Screen

Frint Comprehensive Service Flan ]

best print results, please print in 'Landscape’ format)
The entire form can now be viewed or printed;

to print, click the "Print"” button
at the top of the page

Comprehensive Service Plan

Comprzhensive Service Plan Header Frovider Mams Provider ID
HEALTH CENTER JANET WATTLES MENTAL 299084
Camprzhensive Service Plan Number Comprzhensive Service Plan Start Date
01-021612-1-5-1 02162012
Consumer Name Consumer 1D Diate of Birth Address
ILLTESTHMBR TEST45 1232456045 01011950 45 TEST 5T.
CHICAGD, IL 60290
General Referral Information
Transition Coordination Referral Date Residential Transition Recommendation Residential Transition Status
02162012 Permanent Supportive Housing In Process
Introductory Letter Signed? Introductory Letter Date
Yes 02162012
Interim Service Plan/skil Development Plan Created? Interim Service Plan/Skil Development Plan Date
Yec 02162012
Service Plan
MH Services Estimated Start Date Provided By
Yes 02162012

Janet Wattles




Comprehensive Service Plan
Download Option

01-021612-1-5-1 02162012
Level of Service Type of Service Level Of Care Type of Care
OUTPATIENT/COMMUNITY BASED MENTAL HEALTH COMMUNITY SUPPORT TEAM
Provider Name & Address Provider ID
JANET WATTLES MENTAL HEALTH CENTER 299084

526 W STATE ST
ROCKFORD IL 61101 -1214

The entire form can be downloaded; to download, click the
"Download" button and select the format

Comprehensive Service Plan Printing & Downloading Options
(For the best print resuilts, please print i Landscape’ format)

Print Comprehensive Service Plan Data ] [ Download Comprehensive Service Plan Data

Print Comprehensive Service Plan Downioad the entire Comprehensive Service Plan

Download file in "PDF" or XML format.
Please select a file format.

O pDE?] © xmU? Continue




Q&A
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Williams Class PSH
Electronic Application Process

Presenters:
Patricia Palmer, Callie Lacy, Patricia Hill & Joanne Rosenberg

Author:
Patricia Hill

Summary:

This document will step through the process of submitting an
electronic application for Williams Class Permanent Supportive
Housing through the use of ProviderConnect

Created on 2/16/2012




Glossary of Terms

PSH — Permanent Supportive Housing

WCPSH — Williams Class Permanent Supportive
Housing




Preparing to Submit a
Williams Class PSH
Electronic Application

» Before submitting a Williams Class PSH
electronic application

- Consumers must be registered with the Collaborative

- Only DMH Designated Transition Coordinators will be
allowed to submit Williams Class PSH applications




Getting Started

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

for providers

s

Provider Online Services

O Home

B Provider Home
O Provider Manual
O Provider Forms

O ReferralConnect

0O Provider Information

About Services

Feedback

Contact

Provider Online Services

Welcome to Provider Online Services!

ProviderConnect

Log into

ProviderConnect

Login or register with ProviderConnect, an online toaol
that allows you to submit and check claims status, check

member eligibility, update your provider profile, request

inpatient and outpatient authorizations and more.

ProviderConnect is easy to use, secure and available

24/7.

O LOGIN

B REGISTER

O DEMO

Here you wil find a wealth of information developed specifically for you, which include

ProviderConnect, the Provider Manual, and links to mental health resources.

ProviderConnect Helpful Resources links you to a ProviderConnect User guide, HIPAA

information, software downloads, important forms and helpful phone numbers to assist

W

ith the use of this tool!




Home Page

Home

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using

Specific Member Search . .
? ValueOptions ProviderConnect.

Register Member

Authorization Listing Click eith link
Enter an Authorization (LSRG it s

Request YOUR MESSAGE CENTER | an application for Williams Class PSH

INBOX SENT
View Clinical Drafts |
Claim Listing and Submission Your Recent Inquirigs box is empty
Enter a Spedial Program
Application
WHAT DO YOU WANT TO DO TODAY?

EDI Homepage

Enter Member Reminders « Eligibility and Benefits « Enter or Review Claims

On Track Outcomes

®m Find a Specific Member m Review a Claim

Reports

® Register a Member B View My Recent Provider Summary Vouchers

My Online Profile

My Practice Information ) o
«~ Enter or Review Authorization Requests

Provider Data Sheet v View My Recent Authorization Letters

Performance Report ® Enter an Authorization Request
Compliance (l Enter a Special Program Application
Handbooks m Review an Authorization

Forms

m ‘iew Clinical Drafts




Disclaimer Page

Disclaimer

Please note that ValueOptions recognizes only fully completed and submitted requests as formal requests for a special program application. Exiting or aborting the process prior to
completion wil not result in a completed request. ValueOptions does not recognize or retain data for partially completed requests. Upon full completion of the "Enter a Special Program
Application” process, you wil receive a screen noting the pending or approved status of your request. Receipt of this screen is notification that your request has been received by

ValueOptions.

After reading the disclaimer
click "Next"




Search a Member

Eligibility & Benefits Search

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

Verify a patient's eligibility and benefits information by entering search criteria below.

*¥Consumer ID No spaces or dashes)

Last Name

First Name Enter as much info as possible

to narrow the search.
Member ID and Date of Birth
are required fields
(Note: Member ID is the Consumer's RIN)

*Date of Birth

MMDDYYYY)
As of Date 02092012 (MMDDYYYY)

’ Search ]




Demographics Verification

Demographics Enrollment History COB Benefits Additional Information

Consumer eligibility does not guarantee payment. Eligib® = - ZF S50 S0 SR D UE T Dl SR —
Consumer ID is the Consumer RIN

Consumer ? 7 SR

Consumer ID " /— Effective Date 07/01/2008
Alternate 1D Expiration Date

Consumer Name TEST25, ILLTESTMBR COB Effective Datel?

Date of Birth 01/01/1990 View Funding Source Enrollment Details

Address 25 TEST ST.

CHICAGO, IL 60290
Subscriber
Alternate Address

Marital Status B} Subscriber 1D 123456025

Home Phone Subscriber Name TEST25, ILLTESTMBR

Waork Phone

Relationship 1

Gender M - Male

After confirming the correct
consumer has been located,
click "Next"

\




Application Landing Page

Special Program Application

Al felds marked with an astensk (=) are reguired.
Note: Disable poo-up blodker funclionality fo view af aporooniate finks.

*ppplication Type

FPleaze anly select the Specia! Program Application Type for which pour 3gency is authonzed. r Se I ec t _—
=
\1\ Williams Class PSH
» Provider -
Tax ID Provider ID Provider Last Name Vendor ID
299084 JAMNET WATTLES MENTAL IL1000000
» Consumer
Consumer 1D Last Name First Name Date of Birth (MMDDYYYY)
123456025 TEST25 ILLTESTHMER 01011990
Attach a Document — This section allows you to upload I
"“L\—- multiple supporting documents to '
the application. Skip this section
Compiete the form below fo 3ftach 3 document with this Reguest .
= if you want to fax all documents .
The fofowing felds are only reguired i yow are uploading & document

o

*Document Type:

Does this Document contain dinical information about the Consumer? Mo () I If the document contains
cC
*Document Description

linical information, then it

SELECT... ? : X\ will be encrypted

e
UploadFile Click #o atisch 3 document Delete Olick fo delete an stizched docurment

Select a document description,
then click "Upload File"

Attached Document:




Attaching Documents

Special Program Application

All fields marked with an asterisk (7 are reguired.
Note: Disable pop-up blocker functionalty to view al aopropriate links.

/A Sipal . S A h) e o S ESEETTE . P o T B y = —
*Application Type 7 Upload File - Windows Internet Expl g] I‘m
¥ elle=lel il == TINADWS INernas £ExXnt. .. b
Please only select the Specal Program Apolication Typd. JJJ-J.‘.J J“]-., j/jIJ.JJJ/J JIJ...,I‘IJ.,.J .dJ-,J.aa;
WILEANS CLASS F=l a8/l Click the browse Button to find the file you want to Attach
| Click Upload when done.
» Provider File:C:\Documents and Set|[ Browse... ]
Tax ID [ Upload ]
» Consumer
Consumer ID mMDDYYYY)
123456025

After clicking "Upload File" on the previous
screen, the Upload File window will appear.
Click the browse button to find the file that you
want to attach and click Upload when done

Attach a Document

Complete the form below to attach a document with this Reguest

The following fields are only reguired if you are uploading 2 document

s UL Ve Does this Document contain dinical information about the Consumer? Yes (&) No O
*Document Description : ol
L | ADDITIONAL CLINICAL v
_UploadFile | dlick ¢o ztt=ch 2 document Qlick fo delete an atiached document
Attached Document:




Application Landing Page
(after uploading a document)

Special Program Application

Al felds marked with an astensk (%) are required.
Note: Disable pop-up Blocker functionalty fo view sl gooropriste dnks.

*Application Type
Flease only select the Specal Frogram Applcation Type for which your sgency is suthorzed.

WILLIAMS CLASS PSH E
» Provider
Tax ID Provider ID Provider Last Mame Vendor ID
299034 JAMNET WATTLES MENMTAL IL1000000
» Consumer
Consumer ID Last Mame First Name Date of Birth (MMDDYYYY)
123456025 TEST25 ILLTESTHMER 01011990

Attach a Document . The "Document Type" and "Document Description" fields

have cleared. This allows you to repeat the uploading
process as many times as necessary.

Compeie the fanm below fo aitach 3 gocument with this Request

The fodowing felds are only reguired if yow are uploading 2 document

R Does this Document contain dinical information about the Consumer? Yes () Mo ()
*Document Description SELECT... I:I
UploadFile | Gick #o sttsch = slecument Click #n delete an sttached document
Attached Document: o u,
@ (PSH Clinical.doc) - Secure-Clinical Document - PCRFSDD . As each documentis

\\\- uploaded it will appear in
: - this area
_ J Click Next when finished J

=




Special Program Application
(Section 1)

Application

Intake Request Date
(applicable for PSH application anly) (MMDDYYYY)

E— )

Williams Class PSH ™y
will not require an Intake, so
this field does not apply

Section 1: Applicant (Head of Household) Information

Phone # Mobile #

LI | | |
Work # Pager #

LI | Ext| | |
Email Fax #

tR.
At least one checkbox must be
E white 1 Black or African American marked. If consumer refuses to
. . ) . answer, check "Other"
] asian [0 wative Hawaiian or Other Pacific Islander - " i
and enter "Refused
[] American Indian or Alaskan Native [l Asian and White
[0 American Indian/Alaskan Mative and White [] american Indian/alaskan Mative and Black
] EladkfAfrican American and White Cl:l Other |

Consumer " s Ethnicity (Please select "yes” or "na” for Hispanic Origin. Consumer should select both a "Race” category and a "yes" or "no” for Hispanic Qrigin):

Fields marked with an O ves O No
asterisk are required
C’llnited States Veteran fields
(:} Yes "C} Mo

T~ | -



Special Program Application
(Section 2)

Section 2: Eligibility for Bridge Subsidy Initiative

*1. Has a mental health assessment been completed by a Division of Mental Health contracted community health center within the last 12 months?

»(:} Yes () No

ﬁ;yes. name of mental health center | | | -\

Care ManagerTherapist Name | |

Care Manager Therapist Address | |

If "Yes" is answered to iy . -

question #1, | | |SELECT... [ ]

then these are required fields

Phone number of care manager/therapist | | | | | |

Care ManagerTherapist Email Address | |

Mailing addresz if different than above | |

City State Mailing Zip

\_ | | | SELECT...

1a. For MFP Applicants:Applicant has been in a nursing home {non-IMD) on a continuous/concurrent basis for six (8) months or longer

O Yes O Mo
Required For

ib. For RRP Applicants: Mpplicant has been in a nursing home (non-IMD) for 12 months or less MFP orRR

Applicants Only QC ves O Mo

Y

*2, Does consumer have an Axis 1 diagnosis of serious mental illness or co-occurring mental illness and substance abuse diagnosis? Information must
be completed for all five axes: O ves O Mo

B -




Special Program Application

(Section 2-Continued)

Diagnosis At least one entry is
Blazse indicate primary diagnosis. re q u i re d fﬂ r
Axis T " | Axes |- W | Axis IT

Description

Dizgnosis Code 2 Cescription

Mane
Diagnosis Code 2 ] Financial problems
SELECT... D
Dizgnaosis Code 3 .
] Housing Problems

[[] Occupational problems

[] Problems with Primary
suppaort group

] uUnknown

[[] Educational problems

] Problems with access to
health
Care services
] Problems related to
interaction
wilegal system) crime
[l oOther psychosocial and
environmental problemns

[] Problems related to the
social environment



Special Program Application

(Section 2-Continued)

Axis V AXis V -

j Both fields are required ‘i

@rrert GAF Score 6#2# GA&F Score in the Past Year )

o

For any Axis 111 disgnosis or condition listed, please describe how consumer is being assisted to manage this condition:

*Dioes consumer have a dual disgnosis mental iliness and developmental disability (MI-D0)?

'-:::"1’5{::' Mo

‘ This field is required |

If yes, pleass identify the DD Diagnosis




Special Program Application
(Section 2-Continued)

[
LOCUS Results

|Functional Impairment Domain Scores:

*Risk of Harm *Recovery - Environment Stressors

SELECT... a SELECT... ﬁ
*Functional Status *Recovery - Envircnment Supports

SELECT... E SELECT... E
*Co-Morbidity *Recovery and Trestment History

SELECT... a SELECT... ﬁ

*Bcceptance and Engagement
\ SELECT... @

Composite Score Qo \
Level Of Care Recommended - Locus 3

Level Of Care Recommended - Assessors Ti1i5I EECtiDn iS l'EC]UiI'Ed
SELECT... m

—

Reason for devistion of recommendad Level OF Care




Special Program Application
(Section 2-Continued)

#3, Please indicate which of the following categories best apply to the consumer, At least one must be checked for the application to be considered eligible for the DMH Bridge Subsidy
Initiative,

I:l Resident of a Long Term Care Fadility (nursing facility)

Mzme of Facility | |

Location of Facility {City/State) |

| ‘EELEC.“T...

D At risk of placement in 2 Long Term Care Facility.
To gualify for this pricri ulstion cateqory, wou must also czr Myes” uestion:

Has the applicant had 2 recant (within &0 days) Pre-Admission Sc . ing/Mantzl Health and besn sither determined to be approprizste for Long Term Care
admission on a time limited basis or at risk of Long Term Cars admi

D Extendad long-term {mare than & months) patient in a State Psychiatri

Name of Hospital

Location of Hospital {City/State)

D An aging out adolescant or young adult in the Individual Care Grant (ICG) ¢

105 Location (City/State)

Check this box for
Williams Class PSH

If you are in an ICG program, in how many months will you age out?

D An aging out ward of Department of Child and Family Services guar

DCFS Location {City,/State]

If wou are in an DCFS program, in how many months will you 2gs out?

D Resident of 2 DMH contracted supervised or supported (including MH-CILA} residential treatment setting

Name of Provider Operating the Program: | |

DMH Location (City,/State) |

| ‘ SELECT...

D Currenthy experiencing chronic homelessness as defined by DMH. To guslify for this priority populstion cateqony, consumer must also answer *yes"” to the following two
guestions:
1. Has consumer been continuoushy homeless for 2 year or more OR have had a least four (4) distinet episcdes of homelessness in the past three (3] years?

OYEO No

2. Is consumer currenthy residing in a place not meant for human habitation {2.g.. living on the street), a safe haven, or in an emergency shelter? (In rural
communities that utilize hotel/motel wvouchers in lieu of emergency shelter, individuals making use of such vouchers may check ™yes" to this tem onby if the O Yes D Na
hotelimotel stay is time limited and funded by a third party.)




Special Program Application

(Section 2-Continued)

4. In order to gualify for the DMH PSH Bridge Subsidy initistive, the consumer must have a current houssheold income at or below 30% of Ares Median Income{AMI}). Housshold
income includes any regular income or benefits received by all adult member{s) of the consumer’ s housshold, If the consumer does not know the AMI for hisfther ares, please visit the

following link: hitp:/fwivews huduser.orgd Distasets TLITLOS il podf

These fields are
required

*43,¥s the consumer’ s income level currenthy at or below 30% of the Ares Median Income (AMI}?

-DTEO Mo

lease estimate the total combined monthhy income for evervog i#ive in the housshold, Please fill cut the application appendi: document
contzining the Household Income chart and attachdeeMEapplication via the secure dinical sttachment function or fax it

er comparable tenant-besed rentzl subsidy i it is offered to the consumer. Does the consumer agres to accept & tenant-besed HCV voucher or other

comparable rentzl subsidy it is offered to the consumer?

OTEO Mo

{:}‘1’5{:} Mo



Special Program Application
(Section 3)

This question is
required

If there are no additional household
members, please check "None"

Section 3: Household Information

@ ist 2ll other persons [immediste famiby, onhy) who will be living in the unit and their relstionship to the applicant. Complete the information in the chart for 2
Embers of the housshold,

Relationship to Birth Date Social Security |,

First Hame Last Name Applicant (MMDDYYYY) Age Sex {#m} SSN Unknown
C seecr.. D = ceecr.. ) © © )
seecr.. Q) = . | o)
SELECT... o] = saecr.. BB o O
T _ a IFthere 1s not a Social ‘:S'ecu‘:r:ity
When entering data for additional household | & Number to enter, please choose "No

member(s), every field is required SSN" or "Unknown"




Special Program Application
(Section 3-Continued)

. Criminal History: An answer of yes' to any of the following questions will not necessarify result in a denial of your application for the Bridge Subsidy intiative. This
information is being reguested to ewvaluate if adequate supports could be provided in order to ensure the consumer’ s success in permansent supported housing,

*Does consumer or any member of consumer” s housshold who will live in the unit hawve a criminal record?

OYE{:}ND

If “Yes" to the above please indicate whether any of the following statements apply to the consumer or any member of the consumer™s housshaold.
Ba. Charged or conwicted of fire settingfarson within the past 3 ywe
(O Yes O Mo

#8 is Required
-Questions 8a-8f are only required
[0 applicant Fl b s=hold Jf}f*?”_aﬂswer "Yes" 1o #8

If "yes" please indicats i the statement applies to the appl

Eb. Charged or convicted of child sexual abuse within the past 3 v

OYE{:}ND

If "“yes" please indicate i the statement applies to the applicant or 2 household member:
I:l Applicant I:l Household Member {pleass specify) | |

EBc. Charged or conwvicted of sexual viclence or assault within the past 3 years,

C}TE{:}ND

If "yes" please indicats i the statement applies to the applicant or 2 househald member:
[[] applicant [[] Housshold Member (plezse spacify) | |

Ed. Charged or convicted of viclent crime within the past 3 ywears.

{:}YEGND

If "“yes" please indicate i the statement applies to the applicant or 2 household member:
|:| Applicant |:| Household Member {please specify) | |

Bz, On the Sexual Viclent Crime Registry,

OYE{:}ND

If “wes" please indicats i the statement applies to the applicant or 2 housshold member:
|:| Applicant |:| Household Member {please specify) | |

&f. Other criminal charges or conwvictions in the last 3 years not specified in Ba-=.

{::}YE{::}ND

If "yes" please indicates if the statement applies to the applicant or 2 household member:
|:| Applicant |:| Household Member {please specify) | |

Explansation of any "yes" statements checked asbowve




Special Program Application
(Section 3-Continued)

If you choose to fax 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

Application Checklist [Please indicate if document is attached as a secure clinical attachment or is being faxed)

Trestment Plan,
business day of this
lication will not be

All reguired supporting documents for this application, including the Mentzsl Hezlth Asssssment, LOCUS Asses
r'L.'t sither be sttached 25 “securs clinical” documents to this spplication or faxed to the Collzborstive (st 355-325-7177
sticn comipletion. Should the required documents not be faxed to the Collzborative within one business :E",-'.t
ill b= reguired to reguest 2 new intaks for applx:atu:-n znd to submit 2 ne

5
o

sred for processing, The provider v

*A copy of the Mental Health Assessment withjpone year from its origination date. & one pege addandum s reguired # thers have been significant

clinical changes during this time frame, Thedocumeant should be titled Mentsl Heslth Assessment Addendurm,

pleted within the last sty [60) days, A LOCUS dated lster than sidy days will net be accepted.

& copy of the LOCUS assessment cop

F A copy of the Trestment Planompleted within six (6} months of the application,

Itis required that you select how each
supporting document will be submitted

Intakes do not apply to
Williams Class PSH




Special Program Application

(Section 4)

Signature Page with applicant signature
must be faxed within one business day of
submitting the application

Section 4: Signatures

Signaturs page with applicant signature must be faxed to the Collsborative within one business day of this application completion, at 866-325-7177. Should

the signature page not be faxed to the Collzborative wi : will not be considerad for processing, The provider will be
requirad to reguest 2 new intake for application and to submit 2 new application.

Plezse confirm wour acknowledgement of these conditions. I:l

I understand and affirm that if the applicant is approved for a Bridge Subsidy and s currenthy residing in 2 DMH contracted supervised or supported
residentizl trestment setting {including MH-CILA) he or she will mowe out of this setting to executes the Bridge Subsidy:

*Enter Applicant’s Name Signature *Date (MMDDYYYY)
*Enter Care Manager's Name Signature *Date (MMDDYYYY)

Enter on printed form @

I authorize the Division of Mental Health and #ts contracted entities, the Mants .
Supportive Housing Bridge Subsidy Administrators, to utilize the information contsined in this
Subsidy Initiative and to contact my care manager with guestions or information regarding this apply
forms/documentation that may be reguired to finalze my application. I certify that all inforps
knowil=dge.

Al-of these are
required fields

*Enter Applicant”s Mams Signatura *Diate (MMDDYYYY)

1 ceftify that 1 have reviewed zll information contsined in this referral with the Applicant and that all information is true to the best of myknowledge.
*Enter Care Manager’'s Name Signatura *Diate (MMDDYYYY)

ntar on printed Torm @

Thank you for completing the Division of Mental Hezlth Permanant Supportive Housing Bridge Subsidy Initistive. The information wou have provided
wiill b= reviewed and a responss will be mailed to you within 10 business days of the receipt of the Application.

Once you select "Submit” you can no longer attach any
documentation. If you need to attach additional
documents, click "Back" to do so




The Determination Status is shown

Printing Options }

CDetenninaﬁonStatusD kkkkdkikkRikikkkirikiiariis [ APPROVED | ### £ xskkifirikiiiithiiss

S Inquiry: 02142012-7288659-020000
Once the applicationis ™
submitted successfully,

Provider 1D the Det inati Status P Subscriber Name Subscriber 1D
299084 € Uetermination Status Fage ILLTESTMBR TEST25 123456025
will appear
Provider Alternate 10
0204 Consumer Name Consumer ID Consumer DOB
ILLTESTMBR TEST25 123456025 01/01/1990

Provider Name & Address

HEALTH CENTER. JANET WATTLES MENTAL

526 W STATE 5T

ROCKFORD IL 61101-1214 Approved Application
01-021412-1-7-1

The Signature Page must be printed,
signed and faxed to the Collaborative
within one business day
of submitting the application

Application Type
WCPSH - Williams Class PSH

Attached Documents
Document Title Document Description

There are no documents attached with the Special ram Application

Application Printing Options //

., (For the best print results, please print in Landscape’ format) L
This will return you to the - — —— -
Provider Home Page ’ Print Application Result Print Signature Page ] ’ Print Results
Click to print the entire Special Click to print the signature page Click to print the
Frogram Application Results (this) page
\ ‘ These are print functions for /
’ Return to Provider Home your internal use

Click to return to the




View a Submitted Application in

ProviderConnect

Home
( . Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions
Specific Consumer Search -
k\&mier(lonnect.
Register Consumer

—

Authorization Listing

Enter an Authorization

Request YOUR MESSAGE CENTER

View Clinical Drafts

To view a previously submitted

click either of these links %

application,

Claim Listing and Submission

Enter a Special Program

Application WHAT DO YOU WANT TO DO TODAY?

Complete Provider Forms

- Eligibility and Benefits

Enter a Comprehensive
Service Plan

EDI Homepage (- Find a Specific Consumer

Enter Member Reminders m Reqgister a Consumer

On Track Outcomes
Reports « Enter or Review Authorization Requests
My Online Profile

m Enter an Authorization Request

My Practice Information ) . .
m Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks m View Clinical Drafts

Forms

Metwork Specific Information » Enter Member Reminders

Education Center

CLINICAL SUPPORT TOOLS

ValueSelect Designation

Contact Us » View My Qutcomes with On Track

A

Your Recent Inquiries box is empty

» Enter or Review Claims

s Review a Claim

s \iew My Recent Provider Summary Vouchers

» View My Recent Authorization Letters

» Complete Provider Forms




Search A Member

Eligibility & Benefits Search

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

Verify a patient's eligibility and benefits information by entering search criteria below.

*¥Consumer ID No spaces or dashes)

Last Name

First Name Enter as much info as possible

to narrow the search.
Member ID and Date of Birth
are required fields
(Note: Member ID is the Consumer's RIN)

*Date of Birth

MMDDYYYY)
As of Date 02092012 (MMDDYYYY)

’ Search ]




View a Submitted Application in
ProviderConnect (Continued)

Demographies Enrollment History COB Benefits

Additional Information

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

Consumer. ’

Consumer ID 1234560235
Alternate ID

Consumer Name TEST25, ILLTESTMER
Date of Birth 01/01/1990

Address 25 TEST 5T.

CHICAGO, IL 60290
Alternate Address
Marital Status -
Home Phone
Wark Phone

Eligibility
Effective Date 07/01/2008
Expiration Date

COB Effective Datel?

View Funding Source Enrallment Details

Subscriber

Subscriber ID 122456025

Subscriber Name TEST25, ILLTESTMBR

Relationship 1

Gender M - Male

-

To view a previously submitted
Williams Class PSH application, click
"Special Program Applications"

Wiew Consumer Claims ] [ iew GHI-BEMP Claims ]

]

\ Wiew Empire Claims

)\
l\_‘u’iew Clinical Drafts ]
\.l

Enter Member Reminders ] [ Yiew Consumer Registrations l [ Special Program Applications ]

RRRRRRRRRRRRRRR R T~ Ty

[ iew Consumer Auths ] [

[ Enter Auth Request ] [ Send Inguiry ] [ Comprehensive Service Flan ]

[ Provider Forms ]




View a Submitted Application in
ProviderConnect (Continued)

Alternate LU ExpIration Late

Consumer Name TEST25, ILLTESTMER COB Effective Datel?

Date of Birth 01/01/1990 View Funding Source Enrollment Details
Address 25 TEST ST.

CHICAGO, IL 60290

Subscriber
Alternate Address

Marital Status Subscriber ID 123456025

Home Phone Subscriber Mame TEST25, ILLTESTMBR
Wark Phone

Relationship 1

Gender M - Male

o

Click the Williams Class PSH you
would like to view

V4

[ View Consumer Auths ] ﬁ-‘iew Consumer Claims ] [ View Empire Claims ] [ Wiew GHI-BMF Claims ]

V4

[ Enter Auth Request Send Inquiry l [ iew Clinical Drafts ] [ Comprehensive Service Flan ]
[ Enter Member Remindersj / [ Wiew Consumer Registrations ] [ Special Program Applications ] [ Provider Forms ]
[ Enter a Special/ﬁgram Application ]

Application Type Date Application Subrmitted Application Status Appezl Follow Up

WVWCPSH | 12/02/2011 APPR
/ Folowup Completed 02/09/2012
WCPSH EI2"14"2DI2 APPR Complete Follow Up

BRERRRRRRRRERRRR R T~ Ty




View a Submitted Application in
ProviderConnect (Continued)

~Y PROVIDERCONNECT

VALUEOPTIONS

[ Print Special Program Application ]

{For the best print results, please print in ‘Landscape’ fofnat)

Special Program Application

Application Murmber  Application Date  Application Type Consumer Mame Provider Mame Provider aAlternate ID

01-021412-1-7-1 02/14/2012 WCPSH ILLTESTMBR TEST25 HEALTH CENTER JANET WATTLES MEg
Consumer ID Provider ID
123456025 299084
{—The entire application can now be viewed or -9

Intake Reguest Date
(applicable for PSH application onby} (MMDDYYYY)

printed. To print, click the "Print” button at the
top of the page

Section 1: Applicant (Head of Household) Information

Phone # Mobile #
312 453 9000
Wiork, # Pager #
312 453 2000
Ermail Fax &
testmember@yahoo.com
*Race
M- White Y- Black or African American
M- Asian M- Mative Hawaian or Other Pacific Islknder
M- American Indian or Alaskan Mative M- Asian and White
M- American Indian/Alaskan Native and White M- American Indian/Alkskan MNative and Black
M- Black/African American and White M-  Other

Consurmer” s Ethnicity (Please select "ves”™ or "no” for Hispanic Origin. Consumer should select both a "Race” category and a "yes” or "no” for Hispanic Origin):

Hispanic Origin
United States Veteran

Ho
No

RRRRRRRRRRRRRR L T~ Ty



Q&A

QUESTIONS 77/




Williams Class PSH
Outcome Tracking

Presenters:
Patricia Palmer, Callie Lacy, Patricia Hill & Joanne Rosenberg

Author:
Patricia Hill

Summary:

This document will step through the process of submitting a
Williams Class PSH Outcomes Tracking through the use of
ProviderConnect




Getting Started

ILLINOIS

MENTAL HEALTH COLLABORATIVE
FOR ACCESS AND CHOICE

About Services Feedback Contact

for pI'OVIdﬁ‘»I'S Provider Online Services

Log into
ProviderConnect

Welcome to Provider Online Services!

...... Pr(}"iderC{)nnect v

Login or register with ProviderConnect, an online tool

O LOG IN

that allows you to submit and check claims status, check

member eligibility, update your provider profile, request

B REGISTER

Provider Online -Services inpatient and outpatient authorizations and mare.

ProviderConnect is easy to use, secure and available

Y 0 DEMO

O Home

B Provider Home Here you will find a wealth of information developed specifically for you, which include

. ProviderConnect, the Provider Manual, and links to mental health resources.
O Provider Manual

O Provider Forms ProviderConnect Helpful Resources links you to a ProviderConnect User guide, HIPAA
O RefarralConnect information, software downloads, important forms and helpful phone numbers to assist

with the use of this tooll

e

0O Provider Information




Home Page

Home

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions

Specific Member Search .
ProviderConnect.

Register Member

Authorization Listing

Enter an Authorization
Request YOUR MESSAGE CENTER

Wiew Clinical Drafts

Click either link to enter &

Outcomes Tracking INBOX SENT

Claim Listing and Submission Your Recent Inquiries box is empty

Enter a Special Program

Application WHAT DO YOU WANT TO DO TODAY?

Complete Provider Forms

Enter a Comprehensive « Eligibility and Benefits « Enter or Review Claims

Service Plan

EDI Homepage m Find a Specific Member m Review a Claim

Enter Member Reminders m Register a Member n View My Recent Provider Summary Vouchers

On Track Outcomes

Reports » Enter or Review Authorization Requests

v View My Recent Authorization Letters

My Online Profile

m Enter an Authorization Reguest -
My Practice Information +| Complete Provider Forms

m Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks m View Clinical Drafts
Forms

Network Specific Information » Enter Member Reminders

Education Center

CLINICAL SUPPORT TOOLS

WalueSelect Designation

Contact Us

» View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify a patient's eligibility and benefits information by entering search criteria below.

* Consumer ID

o spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.

, 'ﬁr— Member ID and Date of Birth
*pate or B proarn are required fields
AS Of Date 0214201 2 rMMDDW) q

(Note: Member ID is the Consumer RIN)




Demographics Verification

Demographics ~ Enrollment History COB  Benefits = Additional Information

Consumer ID is the Consumer RIN

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

Consumer? Eligibility

Consumer ID 123456026 Effective Date 07/01/2008
Alternate ID Expiration Date

Consumer Name TEST26, ILLTESTMBR COB Effective Datel 7]

Date of Birth 01/01/1990 View Funding Source Enrollment Details

Address 26 TEST ST.

CHICAGO, IL 60290
Subscriber
Alternate Address

Marital Status _ Subscriber ID 123456026

Home Phone Subscriber Name TEST26, ILLTESTMBR
Work Phone

Relationship 1

Gender M - Male | After confirming the correct

consumer has been located,
click "Next"




Williams Class Outcomes Tracking Form
Landing Page

Home

Specific Consumer Search

JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions ProviderConnect.

Register Consumer

Authorization Listing

PROVIDER FORMS
Enter an Authorization
Request
. — : Select
View Clinical Drafts | Williams Class Tracking Form D "Williams ClﬁSS Tracklng Form"
Claim Listing and Submission — and click "Next"
[=
Enter a Spedial Program

Application
Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Outcomes

Reports




Williams Class Outcomes Tracking Form
Pre-Transition Planning and Functions

Complete Provider Forms

Consumer Mame Consumer ID
ILLTESTMBR TEST25 123456025

Outcome Tracking Information

All fields with an asterisk are required
_ Jan _ — l fields and must be completed
Note: Disable pop-up blocker functionality to view alf appropriate finks.

Al fields marved with an asterisk %) are regquired. *_

Pre-Transition Planning and Functions
This section tracks the coordination of other transition plans.

*Risk Assessment & Mitigation Plan - High-level
plan elements to be tracked completed?

O Yes O No This section tracks the coordination
*24-hour Backup Plan Created? Date Created of Oth_El' transition plans
| | and will be p_re-pnpula?ed _
O Yes O No from the Transition Coordination
Process
*Quality Life Survey Created? Date Created

O Yes O No | ‘




Williams Class Outcomes Tracking Form
Transition Coordinator Transition Task Tracking

Transition Coordinator Transition Task Tracking

This section is a checklist that tracks coordination of resources, services and activities to ensure a smooth transition to a community setting.

#Linkage/scheduling for psychiatric appointment? Completion Date *Ensure two week supply of medicine available? Completion Date
¥ . ¥
O ves O No O NjA =
*5cheduling fo dical? [ letion Date = cheduling fyeplenial? B A Comple iofgte
FEcing for meie & _  This section will be pre-populated from “:l
O ves O o ON/A ‘/ 'the "Transition Coordination Process" data 1
“Establishment of representative payee (if applicable)? Completion Date FC oordinating medical t that WﬁSﬁn’tBredeaﬂler Comple tioffte
O ves QMo O /A L0 Yes O o QLA ]
*Coordination of benefits/entitement application? Completion Date *1s housing search complete? Completion Date
3 ¥
O Yes O Mo O N/A 2 Yes O Ne O N/A =
*Secure recommended housing? Housing Type Completion Date
¥
O e oo e [saccr.. —
*Schedule staffing with the primary services provider? Completion Date *Medication management & administration? Completion Date
| *|
O ves O No O NjA O Yes O Mo O N/A
“Application for food stamps complete? Completion Date *Ensure two weeks of food on hand (if PSH and applicable only) Completion Date
| *|
O ves Oro O nja O Yes O Mo O N/a
*Processing paperwork for bridge subsidy housing? Completion Date *Activation of Day Time Activity supports? Completion Date
O Yes O Mo O N/A 2 Yes O Ne O N/A
*Meetings with family/collaterals, etc? Completion Date *Other services as applicable? Completion Date
* ¥
O Yes O Mo O N/A 2 Yes O Ne O N/A
*Shopping for essentials? Completion Date *Allowable purchases checklist review? Completion Date
3 *|
O Yes O Mo O N/A O Yes O No O N/A
*Secure transition funds? Completion Date
{Amount depends on type of housing)

O ves O Mo O nja




Williams Class Outcomes Tracking Form
Outcome Tracking Information

Outcome Tracking Information

*Date of contact with individus *Typ= of Contact
SELECT... E
*1s individuzl still residing in initizl residence? If Mo, plesss indicstz hiz or her status below Cate Provided

Orfes O Mo SELECT... m =

If the tenant was evicted or asked to vacate the unit by the landlord using official recourse, please indicate the reason for evidion and explsin below,
[ Refusal to pay rent [] Fire setting

Argumentative fcombative with neighbors/fothers [] Drug trafficking

All fields with an asterisk

Disturbing privacy are required ﬁelds [ other
Destruction of landlord's property If Other, please explain

Destruction of others' property

o0 oood

Physical violence faggression

*1s the individual paying hisfher rent on time? If N, reason for not paying rent on time
SELECT... [~]

*Have any critical incidents cocurred during the reporting pericd? If Yes, how many?

Oves Ona SELECT... E]

Specify {check) all critical incident bypes that cccurred during the reporting pericd and provide the date of the incident.

[] Inpatient Treatment/Hospital Visit Mursing Fadility Placement Alleged FraudMisuse of Funds

[] eroperty Damage Criminal Activity /Incarceration Contact with Law Enforcement

[ Firefarsan Missing Person,/Disappearance Behavioral Incident Involving Individual
[ suspected Mistreatment

(abuse, neglect, exploitation)

O O o o
O O o o

Physical Altercation Serious injury to individual

[] Death

O
O

Asszault Suicide Attempt

[] Repeated Critical Incidents




Williams Class Outcomes Tracking Form
Outcome Tracking Information (Continued)

*1s the individuzal still recsiving community mental health services?
Orves ONo

Did the individuzl engage in any of the following activities during the reporting pericd? {check 2l that apphy)

*What is the individuals current menthly incoms? ‘What wizs the cutcome of the wellness check?

SELECT... ﬁ

[ Paid employment {full or part time) [ supported employment [ vocational Training
[ volunteer work [] Education (GED prep, ESL, etc.) [] Mone
[ oter All fields with an asterisk

are required fields

If cther plezss specify

Permanent Subsidy Information

Has the individuzl applied for 2 Section & Waiting List or other permanant housing subsidy waitlist? onCE _‘,\"OU COmp|ete the
O ves OMo "Outcomes Tracking Form™, select "Submit”
[Bacl—c] [ Submit ] * ' |




Williams Class Outcomes Tracking Form
Submission Landing Page

ﬂ Click "Home" to return to the Home Page |
Specific Consumer Search

JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions ProviderConnect.

Register Consumer

Authorizati Listi

JHenEaTon B PROVIDER FORMS
Enter an Authorization
Request

The Williams Class Tracking Form has been saved successfully

| SELECT

Enter a Special Program Mext ] o
Application This message will display once you have successfully
Complete Provider Forms completed the "Williams Class Tracking Form"

View Clinical Drafts

Claim Listing and Submission

Enter a Comprehensive
Service Plan




Home Page

Home

@peciﬂc Member Search

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions
ProviderConnect.

Register Member
Authorization Listing

Enter an Authorization
Request

YOUR MESSAGE CENTER

INBOX SENT

View Clinical Drafts Click either link to search fora
Claim Listing and Submission SpECiﬁC consumer df is empty
Enter a Special Program
Applicati

cim WHAT DO YOU WANT TO DO TODAY?
Complete Provider Forms
Enter a Comprehensive « Eligibility and Benefits « Enter or Review Claims
Service Plan
EDI Homepage (l Find a Specific Member = Review a Claim
Enter Member Reminders m Reqgister a Member m View My Recent Provider Summary Vouchers

On Track Outcomes

Reports « Enter or Review Authorization Requests

v View My Recent Authorization Letters

My Online Profile L
m Enter an Authorization Request ]
My Practice Information » Complete Provider Forms

s Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks » View Clinical Drafts
Forms

Network Specific Information » Enter Member Reminders

Education Center
CLINICAL SUPPORT TOOLS

ValueSelect Designation

Contact Us

» View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify 3 patient's eligibility and benefits information by entering search criteria below.

*Consumer ID o spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.

. ‘ Member ID and Date of Birth
*D3te of B MBDYYYY) are required fields
As of Date 02142012 | (umpDYYYY)

(Note: Member ID is the Consumer RIN)




Demographics Page

Authorization Listing

Enter an Authorization
Request

View Clinical Drafts

Claim Listing and Submission

Enter a Special Program
Application

Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Outcomes

Reports

My Online Profile
My Practice Information

Provider Data Sheet

Performance Report

Compliance

Handbooks

Forms

Network Specific Information

Consume

Consumer ID
Alternate ID
Consumer Mame
Date of Birth
Address

Alternate Address
Marital Status
Home Phone
Work Phone
Relationship

Gender

123456025

TEST25, ILLTESTMBR
01/01/1990

25 TEST ST.
CHICAGO, IL 60290

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

Eligibility

Effective Date
Expiration Date

COB Effective Date

View Funding Source Enrollment Details

Subscriber

Subscriber ID

Subscriber Mame

M - Male

To view a completed
"Outcomes Tracking Form"
click "Provider Forms"

123456025

07/01/2008

TEST25, ILLTESTMBR

[

View Consumer Auths

] ’ View Consumer Claims ] ’

View Empire Claims \ ] ’

View GHI-BMP Claims |

Education Center

ValueSelect Designation

Enter Auth Request

] ’ Send Inguiry ] ’

View Clinical Drafts ]

Comprehensive Service Plan ]

Contact Us

Enter Member Reminders

] [ View Consumer Registrations ] [ Special Program Applications ] [

Provider Forms




Demographics Page

(Submitted Provider Forms)

Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Outcomes

Reports

My Online Profile
My Practice Information

Provider Data Sheet

Performance Report

Compliance

Handbooks

Forms

Network Specific Information

Education Center

ValueSelect Designation

Contact Us

Date of Birth

01/01/1990

View Funding Source Enrollment Details

Address 25 TEST ST.
CHICAGO, IL 60290

Alternate Address
Marital Status -

Home Phone

Subscriber

Subscriber ID 123456025

Subscriber Name TEST25, ILLTESTMBR

Work Phone
Relationship 1
Gender M - Mal A .

ae Locate the "Application Type"

for "Williams Class Outcomes TracKing (WCOTC)"

’ View Consumer Auths ] ’ View Consumer Claﬁs ] ’ View Empire Claims ] [ View GHI-BMP Claims ]
’ Enter Auth Request ] ’ Send Inqyﬂy ] ’ View Clinical Drafts ] [ Comprehensive Service Plan ]
[ Enter Member Reminders ] [ View Consupér Registrations ] [ Special Program Applications ] [ Provider Forms ]

[ Complete Provider Forms

Consumer Provider Forms

WCOTC

[ Application Type

Date Application Submitted

02/16/2012




Outcomes Tracking Information History

Complete Provider Forms

Consumer Name Consumer ID
ILLTESTMBR TEST25 123456025

Outcome Tracking Information History

All fields marked with an asterisk () are reguired. Thi di I h
Note: Disable pop-up blocker functionality to view alf appropriate links. IS page displays the

Qutcome Tracking Information History

Pre-Transition Planning and Functions
This section tracks the coordination of other transition plans.

Risk Assessment & Mitigation Plan - High-level Date Created
plan elements to be tracked completed? 02162012
YES

24-hour Backup Plan Created? Date Created
YES 02162012
Quality Life Survey Created? Date Created
YES 02162012

Transition Coordinator Transition Task Tracking
This sectien is a checklist that tracks coordination of reseurces, services and activities to ensure a smooth transition to a community setting.

Linkage/scheduling for psychiatric appointrent? Completion Date Ensure two week supply of medicine available? Completion Date
YES 02162012 YES 02162012
Scheduling for medical? Completion Date Scheduling for dental? Completion Date
YES 02162012 YES 02162012
Establishment of representative payee (if applicable)? Completion Date Coordinating medical transportation/transportation travel to appointments? Completion Date
YES 02162012 YES 02162012
Coordination of benefits/entitlement application? Completion Date Is housing search complete? Completion Date

YES 02162012 YES 02162012
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Williams Class PSH
Outcomes Follow Up Process

Presenters:
Patricia Palmer, Callie Lacy & Patricia Hill

Author:
Patricia Hill

Summary:

This document will step through the process of
submitting a Williams Class PSH Outcomes Follow Up
through the use of ProviderConnect




Getting Started

ILLINOIS
MENTAL HEALTH COLLABORATIVE

FOR ACCESS AND CHOICE

for providers

s

Provider Online Services

O Home

B Provider Home
O Provider Manual
O Provider Forms

O ReferralConnect

0O Provider Information

About Services

Feedback

Contact

Provider Online Services

Welcome to Provider Online Services!

ProviderConnect

Log into

ProviderConnect

Login or register with ProviderConnect, an online toaol
that allows you to submit and check claims status, check

member eligibility, update your provider profile, request

inpatient and outpatient authorizations and more.

ProviderConnect is easy to use, secure and available

24/7.

O LOGIN

B REGISTER

O DEMO

Here you wil find a wealth of information developed specifically for you, which include

ProviderConnect, the Provider Manual, and links to mental health resources.

ProviderConnect Helpful Resources links you to a ProviderConnect User guide, HIPAA

information, software downloads, important forms and helpful phone numbers to assist

W

ith the use of this tool!




Home Page

Home

@peciﬂc Member Search

Welcome JANET WATTLES MENTAL HEALTH CENTER . Thank you for using ValueOptions
ProviderConnect.

Register Member
Authorization Listing

Enter an Authorization
Request

YOUR MESSAGE CENTER

INBOX SENT

View Clinical Drafts Click either link to search fora
Claim Listing and Submission SpECiﬁC consumer df is empty
Enter a Special Program
Applicati

cim WHAT DO YOU WANT TO DO TODAY?
Complete Provider Forms
Enter a Comprehensive « Eligibility and Benefits « Enter or Review Claims
Service Plan
EDI Homepage (l Find a Specific Member = Review a Claim
Enter Member Reminders m Reqgister a Member m View My Recent Provider Summary Vouchers

On Track Outcomes

Reports « Enter or Review Authorization Requests

v View My Recent Authorization Letters

My Online Profile L
m Enter an Authorization Request ]
My Practice Information » Complete Provider Forms

s Enter a Special Program Application

Provider Data Sheet

m Enter a Comprehensive Service Plan

Performance Report

m Review an Authorization

Compliance

Handbooks » View Clinical Drafts
Forms

Network Specific Information » Enter Member Reminders

Education Center
CLINICAL SUPPORT TOOLS

ValueSelect Designation

Contact Us

» View My Qutcomes with On Track




Search A Member

Eligibility & Benefits Search

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

Verify 3 patient's eligibility and benefits information by entering search criteria below.

*Consumer ID o spaces or dashes)

Last Name Enter as much info as possible
First Name to narrow the search.

. ‘ Member ID and Date of Birth
*D3te of B MBDYYYY) are required fields
As of Date 02142012 | (umpDYYYY)

(Note: Member ID is the Consumer RIN)




Demographics Verification

Home

Specific Consumer Search
Register Consumer
Authorization Listing

Enter an Authorization
Request

View Clinical Drafts
Claim Listing and Submission

Enter a Special Program
Application

Complete Provider Forms

Enter a Comprehensive
Service Plan

EDI Homepage

Enter Member Reminders

On Track Outcomes

Reports

My Online Profile
My Practice Information

Provider Data Sheet

Performance Report

Compliance

Handbooks

Forms

MNetwork Specific Information

Education Center

WValueSelect Designation

Contact Us

Demographics

Enrollment History COB

Benefits

Additional Information

—
Consumer ID is the Consumer RIN

Consumer eligibility does not guarantee payment. Eligibility is as of today's date a g provided by ayr clients

Consumer.?]
Consumer ID
Alternate ID
Consumer Name
Date of Birth
Address

Alternate Address
Marital Status
Home Phone
Work Phone
Relationship

Gender

123456025

TEST25, ILLTESTMBR
01/01/1990

25 TEST ST.
CHICAGO, IL 60290

M - Male

Eligibility
Effective Date 07/01/2008
Expiration Date

COB Effective Datel?]

View Funding Source Enrollment Details

Subscriber

Subscriber 1D 123456025

Subscriber Name TEST25, ILLTESTMBR

To view a previously entered application,

click the "Special Program Applications"
button

[ Wiew Consumer Auths

] [ Wiew Consumer Claims

] [ ‘iew Empire Claims [ Wiew GHI-BMP Claims ]

[ Enter Auth Request

] [ Send Inquiry

] [ View Clinical Drafts ':( ] [ Comprehensive Service Plan ]

[ Enter Member Reminders

] [ “iew Consumer Registrations ] G Special Program Applicationsb [

Provider Forms ]




View a Submitted Application in
ProviderConnect to Complete Follow Up

Consumer Name TEST25, ILLTESTMBR COB Effective Datel?

Date of Birth 01/01/1990 View Funding Source Enrollment Details

Address 25 TEST ST.

CHICAGO, IL 60290

Subscriber

Alternate Address

Marital Status - Subscriber ID 123456025
Subscriber Name TEST25, ILLTESTMBR

Home Phone

Work Phone

Relationship 1
Gender M - Male
The completed Williams Class PSH form
will be displayed below for review;
click the "Complete Follow Up" button
to complete a one-time follow up

[ View Consumer Auths ] [ Wiew Consumer Claims ] [ Wiew Empire Claint_ ] [ Wiew GHI-BMF Claims ]
[ Enter Auth Request ] [ Send Inquiry ] [ View Clinical Draf‘ts‘_ l [ Comprehensive Service Flan ]
[ Enter Member Reminders ] ’ Wiew Consumer Registrations ] [ Special Program Applicatiuks ] [ Provider Forms ]

[ Enter a Special Frogram Application ]

Application Type Date Application Submitted Application Status Appeal Follow Up
WCPSH 12/02/2011 APPR
Followup Completed 02/09/2012

WCPSH 02/14/2012 APPR Complete Follow Up l )

AARLALARERRERRERRRRRR AR



Follow Up Form

Special Program Application

Application Number Application Date Application Type Consurmer Name Provider Mame Provider Afternate ID
01-021412-1-7-1  02/14/2012 WCPSH ILLTESTMBR TEST25  JANET WATTLES MENTAL HEALTH CENTER

Consumer ID Provider ID

123456025 299084

Application All fields with an asterisk |
are required fields and must be completed

Williams consent Decree One Time Follow-up Form

*Date Housing Application/Request submitted *Housing Approval Date *Date the individual moved into housing
— E—
*Housing Type in Which Individual Resides *Number of bedrooms in unit *Nurmber of persons living in unit
| SELECT... | SELECT... | SELECT...
*Monthly Rental Amount Rent Subsidy Amount *Individual's Rent Contribution
(total if applicable) (if PSH) Amount (if PSH)
*Date Lease signed *Lease Period Date Range
| & o &=
* Landlord Mame * Landlord Telephone Number * Consumer Access to telephone
| N v O

Date Transition Fund Card Received
by Transition Coordination Agency

After completion of the entire
form
click "Submit" to enter the
Confirmation Screen

Date Transition Fund Bank Card
Regquest Mailed to ICCA

Submit |




Confirmation Screen

Provider ID Subscriber Mame Subscriber ID
299084 ILLTESTMBR TEST25 123456025

Provider Alcernate 1D

_ Consumer MName Consumer ID Consumer DOB
Provider Name & Address ILLTESTMBR TEST25 123456025 01/01/1990
JANET WATTLES MENTAL HEALTH CENTER
526 W STATE ST
ROCKFORD 1L 61101

Approved Application
01-021412-1-7-1

When the entire application is printed, it will now
Follow Up Date contain the Follow Up information as well

02/14/2012

Application Type
WCPSH - Williams Class PSH

Application Printing Options

(For the best prnt results, please print andscape” format)

[ Print Application Result [ Print Signature Fage ] [ Print Results ]
Click to print the entire Special Click to print the signature page Click to print the

rogram Apolication Results (this) page
[ Return to Provider Home ]

Click to return to the
ProviderConnect home page




Demographic Verification

(Follow Up Confirmation Date)

LILUAMY, LL UULTy

Subscriber
EDI Homepage Alternate Address
Enter Member Reminders Marital Status - Subscriber ID 123456025
On Track Outcomes Home Phone Subscriber Name TEST25, ILLTESTMBR
Reports Work Phone
My Online Profile Relationship 1
NOTE:
My Practice Information Gender M - Male .
Now when you view the WCPSH,

Provider Data Sheet the "Complete Follow Up" button is disabled.
Performance Report The confirmation date for completed Follow Up is shown
Compliance
Handbooks
Forms
Network Specific Information [ Wiew Consumer Auths ] [ View Consumer Claims ] [ \iew Empire Claims \] [ Wiew GHI-BMF Claims ]
Education Center

. . [ Enter Auth Request ] [ Send Inquiry ] [ Wiew Clinical Drafts [ Comprehensive Service Flan ]
ValueSelect Designation
Contact Us [ Enter Member Reminders ] [ iew Consumer Registrations ] [ Special Frogram Applications ] K Provider Forms ]

[ Enter a Special Program Application ]

Application Type Date Application Submitted Application Status Appeal
VWCPSH 12/02/2011 APFR

( WCPSH 02/14/2012 APPR

)




Technical Issues

» EDI Help Desk (888) 247-9311

» TAM to 5PM CST (Monday-Friday)

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

\;\‘i!\{w
» If you have questions regarding the content of
the application, you may contact Lindsay Huth,

DMH Statewide Housing Coordinator at (312)
814-4822
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