
Rapid Response call notes – 01/04/19 

 
Agenda: 

Roll Call by Organization  
Client Eligibility or Client Enrollment Issues 
Provider Encounter/claims/billing/authorization questions or issues 
Crisis System Check-in 
Opportunity for any other topics 

 
Question from email 1/3 (YFA Connections): This isn’t an enrollment issue but a process issue.  We 
have been trying to get a patient into SUD inpatient treatment all day. The inpatient provider believes 
they are waiting for CHPW to authorize the treatment before they will admit her.  We submitted the 
form from the CHPW portal as requested and were told it’s 1. the wrong form; 2. the wrong fax #; 3. 
the wrong member ID # (we were told to use the P1#) - we have been unable to get this person help. 
 

It is my understanding from many previous meetings with MCO’s that SUD OP completes a SUD IP 
referral form and sends it to an MCO.  It is also my understanding that the SUD IP provider then 
admits the patient and then gets the authorization from the MCO.It would be very helpful if EACH 
MCO could please send providers the correct information/form/process for each of their services. 
 

We heard on the call earlier this week that it’s up to the inpatient to submit the authorization. 
Inpatient won’t take the client without the authorization. Issue now is that we’re on a 72 hour wait, 
according to a fax we got directly, and we used to be able to get emergency in in a couple hours. This 
is acute SUD for inpatient residential (not detox). 
CHPW to help directly offline.  
 

We’re really not clear about the process thru the MCOs. We knew the process with the BHO, but don’t 
with the MCOs. We’re running into the issue that inpatient is unwilling to accept the patient without 
the authorization in hand. 
MCOs can work with you to reach out to the inpatient provider to expedite notifying the provider that 
an authorization is coming.  
 

Can we collect the process information from each of the plans, including a contact phone number? 
And how quickly? 
Yes, MCOs can get it out by end of day today. MCOs will send that information to Sarah at BHT, and 
Sarah will send out to the providers. 
 
We had a client in treatment earlier in the year, and we ran him in ProviderOne saying he was in FIMC 
as Molina, but we got a rejection when we billed that he had a primary private insurance (Regents) 
that needed to be billed first and Molina would only pay if there was a rejection from Regents. (New 
Horizon) 
It is the plan’s responsibility to do the coordination of benefits, not the provider. Can contact 
Krista.Edmundson@molinahealthcare.com to help coordinate that. 
 
In the past with the BHO we had 20 days when someone is detained. Is that still the same system? 72 
hours + weekend and 14-day hold (Providence) 
For Molina, when someone is ITA’d, we’re authorizing for 7 days at a time, and those touch points are to 
checking in to see if anything has changed with the member’s legal status, to see that they’re getting 
active treatment, and see if there’s an opportunity for us to engage our care coordination team if there 
are discharge barriers. We’re not doing Medical Necessity UM per se, it’s more of a touchpoint.  
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Coordinated Care – we have a similar process, and we’re continuing to look for least restrictive options if 
patient is getting better during their stay.  
 
ITAQ program – patient is insured and detained, but we still have overhead for the person being 
detained – we have court evaluators and attorneys here, hold court here, have office space, etc. In the 
past we were able to garner a small portion of the charges, but don’t know if that’s still around. 
(Providence) 
Spokane BH-ASO pays the court costs to the court, but not to providers. HCA needs to do a little more 
investigation into this – don’t know if HCA has a current mechanism for paying this cost at this moment. 
Email Jodie Polehonka jodie.polehonka@hca.wa.gov with the question so we can look into this further. 
 
When we have Medicare Prime detained patient, or someone with just Medicare, we aren’t able to 
release them from the hospital unless they’re signed up for Medicaid if we need to put them into a 
group home or such. Are these secondary plans going to be assigned to an MCO? (Providence) 
If you’re talking about people who are on both Medicare and Medicaid (Dual Eligible), then yes, they 
would be assigned to an MCO. Want to look for the Behavioral Health Services Only (BHSO) benefit 
identified in ProviderOne, under their health care coverage section. It would have the name of their 
MCO and say BHSO. 
When we’re looking them up, we’re just seeing QNB or CNP. Doesn’t assign it. (Providence) 
They may be on spend down, and you would want to also check their address – what region they’re 
assigned to? You should not be seeing those in the Spokane region.  
Can email the specific cases to Jodie jodie.polehonka@hca.wa.gov and HCA will look into.  
 
Looking for clarifications about pre-auths given in 2018 for inpatients psych. Understood that those 
authorizations would be available thru 2019 to their end date, but when we look them up, we can’t 
find any authorizations for these clients. We contacted the MCOs and they didn’t have information 
from the BHO about these being authorized. (NEW Alliance) 
This information would have been included in the information HCA got from the BHO and provided to 
the MCOs, but plans are still getting and processing that information. They just got that information 
yesterday. HCA sent along information to the MCOs as we received it from the BHO. 
 

Also, HCA hasn’t received a release forms for a number of clients who are in inpatient SUD treatment. 
Even though HCA has those names, we can’t share those with the plans until we have the release. 
 
Molina – we did get a data feed yesterday that did include one client listed as in a community hospital 
bed, but the field that should contain the facility is blank, so we don’t know what facility that member is 
actually in. 
HCA – we sent in the information to the MCOs as we received it from the BHO, so if there was a blank in 
the data from the BHO, that’s how it went out to the MCOs. BHO will look at the continuity of care 
report we sent the HCA and see if we can get that blank fixed. 
 
Should we request a new authorization at this point? Is there a concern about overlapping 
authorizations? 
Yes, you can submit new authorizations. No concern about overlapping authorizations, those would just 
be figured out upon payment. 
 
Is the billing provider taxonomy required in box 33B on the CMS 1500 HCFA form? (Children’s Home 
Society) 
Will have to do research on that and get back. 


