
Rapid Response call notes – 01/30/19 

 
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 

 
I would appreciate an explanation (so that I can pass onto our Board) about why we are credentialed 
and contracted as “facilities” but the HCA wants claims reported at the “rendering provider” level.  
This is costing us approximately $7200.00 per year extra to report claims this way. (YFA) 
HCA is reviewing with Gail and will respond by email.  
 
Update from HCA 2/7/19:  
Rendering/servicing provider is a required field under Federal requirements for what HCA as a Medicaid 
health care provider must require reported.  PER CFR HCA must enroll rendering providers and know 
who is rendering services on any given claim to assure they are enrolled, because an individual that 
receives federal funds cannot be a person that has been found guilty of fraud or had action taken 
against their license and been reported to the OIG’s national provider data base as a person who cannot 
practice in Medicare or Medicaid. The managed care provider network enrollment requirement was 
included in the CMS managed care Final Rule changes in May of 2016. 
  
In the SERI framework this correlates to the two digit provider specialty # you used to use, but it now 
requires a NPI and taxonomy for this field. 
 
We have been told that all of the MCO’s are using Interqual for their authorizations, however none of 
them can provide us with any of their “cheat sheets” for how to identify criteria for medical necessity, 
although HCA told them all that they could.  Have you heard about this?  We are at a loss, and I’m 
wondering if other providers have expressed this. (Excelsior) 
MCOs will have to take back. BHT will forward specific question to MCOs. 
 
I’ve scanned the new UA guide from HCA. We don’t have physicians working in our SUD program, so 
no “orders” can be obtained for UAs.  Our CDPs want to collect UAs intermittently—and sometime 
this is WAC required (e.g., person is seen for an SUD Assessment but is presumed to not have an SUD 
diagnosis following the assessment; in this situation we are required to collect a UA). In the past, we 
would have used non-Medicaid funds for this. 
I just spoke with our ASO, and they have indicated that the MCOs received 30% of the BHO/ASO’s 
former “state-only” dollars to cover situations like this (non-Medicaid covered service for a Medicaid 
enrollee). I also understand from the ASO that they do not want us to use SABG funds in this 
situation—they say it is the MCOs responsibility. 
 

Two questions: 
1.      Is the info correct? (Are MCOs supposed to have state-only $$$ to pay for these services to 

their non-Medicaid enrollees and we are NOT to use SABG?) 
2.      I am fairly sure that none of my contracts with the MCOs say anything about “state-only” 

funding (with the possible exception of Coordinated Care). I would also hazard to guess that 
I’m not the only Provider in the room in this situation.  So—if we’re supposed to have access 
to non-Medicaid funds from the MCOs, now what are we supposed to do?? (NEWACS) 
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Yes, MCOs have access to those funds for Medicaid enrollees. There is some variance to what services 
and contractually what codes to use for the billing to be correct – so it will vary from provider to 
provider and MCO to MCO. The plans do have non-Medicaid dollars to spend on things like UAs, room & 
board, etc. 
 
This won’t be in the UA Guidance document. Suggest that providers reach out to their contract contact/ 
provider relations contact at each of the health plans as their starting point. They can look at how those 
funding mechanisms were established within in those contracts and then they can get them to the right 
person for which codes to use.  
 
The MCOs do not have funding for non-Medicaid.  
 
I was looking at a table from HCA which said the reimbursement rate for 15 min of case mgmt. is 
$3.08 Is that correct? (SPS) 
If you are looking at guidance from HCA, that would be a fee for service (FFS) billing guide. That may be 
correct for that program, however the integrated managed care program (IMC) with MCOs is different 
than FFS. 
 
 
 
 


