
Rapid Response call notes – 01/09/19 

 
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 

 
Update from HCA on client eligibility: We did some specific follow up on questions from last week 
about Spokane clients who had confusing looking enrollment information. We looked at those specific 
clients and they all made sense on our end. For many of them, they were no longer eligible for Medicaid. 
We discovered at least one person who was on the AI/AN fee-for-service program. There were a few 
clients in address confidentiality program - HCA can do some work for you and make sure they get on an 
IMC Medicaid plan. We will continue researching those on our end as we get questions from providers. 
 
We have a Medicaid client who is incarcerated and an SUD assessment in jail recommends inpatient 
treatment. Medicaid is suspended while they’re in jail and who the courts won’t release until the 
inmate is transferred directly to inpatient SUD treatment. What is the process to get a prior 
authorization for inpatient treatment thru the MCOs? The inpatient won’t accept or offer a bed date 
until there is a prior authorization. (NEW Alliance) 
If the client was with a health plan who is still in the region, the client will automatically be reinstated to 
the same MCO when they leave jail. The MCO can help process the authorization request if they know 
the person is on their way out of jail and will be going to a facility.  
If the person was connected to an MCO who has left the region under IMC as of Jan. 1, contact the HCA 
so they can help you figure out which MCO the client will be assigned to on release. Then they can work 
with you to get that authorization. 
If the MCO says that they can’t do anything about that or don’t see that person assigned, then contact 
the HCA and we can see which health plan they’ll be going on. 
 
We have a youth from our county who was detained on the western side of the state, is discharge 
ready. Whose responsibility is it to get a detained person back home after their release? (NEW 
Alliance) 
If the person doesn’t need to be in a secure transport, we can look if our brokered transportation can do 
that. So you’ll probably need to contact the HCA on a case-by-case basis and we can help you problem 
solve. For non-emergency transportation, contact the HCA, not MCOs. 
Who to contact to work on the one we have right now? 
Contact Stephen Riehl Stephen.riehl@hca.wa.gov  
HCA will also send additional information about the Non-Emergency Medical Transport (NEMT) unit to 
BHT to share. Update: this information has been shared and is available on the Rapid Response Notes 
page: http://www.betterhealthtogether.org/bold-solutions-content/rapid-response-notes  
 
We have “courtesy dosers” who come over to the Spokane area for treatment. In the past, we would 
bill the other facility and then that facility would bill their local BHO. Should we be billing the MCOs 
directly now? (SRHD Opioid Treatment Program) 
Wherever the client is enrolled, if they are enrolled in an Integrated Managed Care (IMC) plan, then yes 
you would bill the MCO. You would still use your old process of billing the BHO if the person is coming 
from a region that has not gone to IMC  yet (North Sound, Thurston-Mason, Great Rivers, Salish - see 
map here: https://www.hca.wa.gov/assets/free-or-low-cost/19-0025.pdf). They would still show BHO 
on the client’s ProviderOne ID card. 
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Are patients with Medicare and Medicaid (dual eligible) also going to MCOs? (Providence) 
They will have Behavioral health/SUD services would be provided by MCO – noted in ProviderOne as 
Behavioral Health Services Only (BHSO). Medical side still gets billed primarily to Medicare, and anything 
that doesn’t get paid there goes back to Medicaid fee-for-service (FFS).  
 
As substance use disorder behavioral health service providers, we are held to a higher confidentiality 
requirement than HIPAA. 42 CFR Part 2 prohibits redisclosure of assessment/documentation that 
we’ve received from other agencies. Will we need to have a consent to redisclose? (SPARC) 
Yes, would need a redisclosure consent. 
Or if the provider doing the assessment is referring to treatment, they can send the assessment 
information to the MCO. 
A lot of times we have patients who come in with old assessments. Does MCO's want full assessment 
paperwork or are summaries ok? 
In order to complete the clinical review, we would probably need more than just a summary of the 
assessment.  
How often can an assessment be billed, every 12 months, every treatment episode or medical 
necessity? 
Intake assessment needs to be updated every 6 months according to WAC.  
MCOs - we would want an intake assessment that is up-to-date within 7 days. 
If a client goes to a different provider or higher level of care or residential setting, does that mean the 
MCO would want an updated assessment every week to show they still need that higher level of care? 
Is it something separate or do you want the intake assessment updated on a weekly basis? 
CHPW – would want an updated assessment for the initial intake, then we would want to review the 
need every 7-14 days.  
Coordinated Care – if the assessment is done within the last 6 months, we would want it to be updated, 
which could include verifying the information thru interview with the client. We would engage in 
ongoing review thereafter. 

 
Outstanding question: Is the billing provider taxonomy required in box 33B on the CMS 1500 HCFA 
form? (Children’s Home Society) 
Resend to Jodie at HCA. Need to look into further. 
 
 
Note from HCA: We will probably not be having the Saturday call. Email HCA if you have issues over the 
weekend. 


