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GENERAL REQUIREMENTS 

There are five occasions for changing a consumer’s classification or transferring cases: 


1.
A physically disabled consumer in a basic slot turns 65, it is necessary to change the consumer’s classification from physically disabled to elderly;  


2.
A consumer changes from a basic slot to a CC3 slot;


3.
A consumer moves from one case management service area to another; 


4.
A consumer chooses a different case management team: and

5.
A consumer transfers to another HCBS waiver (BSB or SDMI).


TRANSFER PROCEDURES

1.
A physically disabled consumer in a basic slot turns 65.



The CMT must send a new Entrance/Discharge Medicaid form (DPHHS-DD/SLTC-55) to the Office of Public Assistance as notification of the need to change the sub type in the consumer’s case file.  The effective date is the day the consumer turned 65.  

2.
A consumer changes from a basic slot to a CC3 slot.



Before the consumer in a basic slot changes to CC3 services, the CC3 slot must be prior authorized (Refer to HCBS 403).  The CMT must also fax a Discharge Sheet (DPHHS-SLTC-137) to the Foundation and circle #11 (care category change) and specify that the consumer is converting to a CC3 slot.  The date of discharge should be the last day of service in a basic slot.  Submit a new Intake Sheet (DPHHS-SLTC-136) to the Foundation.  The admit date should be the first day of service in a CC3 slot and the referral date the day prior.


3. 
A consumer moves from one case management service area to another. 



When a consumer moves from one case management service area to another or selects a different case management provider, coordination of services is very important between the transferring and receiving teams. Ideally, the consumer should be able to transfer from one team to another with little or no interruption in the delivery of services. 

The sending CMT must fax a Discharge Sheet (DPHHS-SLTC-137) to the Foundation and circle #6 (moved from service area) and specify where the consumer is relocating.  If the consumer chooses to have their Medicaid transferred to a new county, both the sending and receiving CMT must send a DPHHS-DD/SLTC-55 to the Office of Public Assistance.  The receiving CMT must fax a new Intake Sheet (DPHHS-SLTC-136) to the Foundation.  The admit date is onset of services in the new service area. The date of referral is the day prior to onset of services.  When consumers port their services, the sending CMT should arrange for the return of their slot from the receiving CMT in writing.   

If the consumer agrees to transfer the case records to the receiving CMT, there will be a greater opportunity to coordinate services with no or minimal interruption.  To allow for uninterrupted transition of services, the receiving CMT can use the consumer’s current Plan of Care (POC) for up to 90 days, or until the annual POC is due, whichever date comes first.  A home visit to discuss current level of services must be done within 30 days of relocation. If the consumer does not agree to transfer the case record, then services by the receiving CMT cannot be instituted until the receiving CMT has completed all steps to enroll the consumer as a new case. This may necessitate a prolonged discharge planning period.

Any amendments or prior authorizations for different or additional services should be done at this time.  This will allow the consumer to receive immediate services and maintain the same health care professional until the consumer obtains a local health care professional. 

The following documents, with a consumer’s release of information, should be provided when transferring a consumer to another case management team; most current level of care screening results, current plan of care, current care cost sheet, Psychosocial summary, progress notes, prior authorization forms, CC3 approval (if required), last reevaluation form, intake sheet


4.  
A consumer chooses a different case management team.

The sending CMT must fax a Discharge Sheet (DPHHS-SLTC-137) to the Foundation and circle #9 (other) and specify the consumer has chosen a different CMT.  The receiving CMT must fax an Intake Sheet (DPHHS-SLTC-136) to the Foundation.  The admit date is the first day the consumer receives case management from the new CMT.  The date of referral is the discharge date from the sending team. When consumers port their services, the sending CMT should arrange for the return of their slot from the receiving CMT in writing. 



Do not send a DPHHS-DD/SLTC-55 form to the county Office of Public Assistance if the consumer is not changing counties.

CHANGING CARE CATEGORIES WITH TRANSFER

If the transferring consumer is changing care categories, the referring CMT must request availability of that type of slot. For a consumer in a basic slot who needs supported living services upon transfer, the referring CMT should contact the Community Services Bureau to apply for a supported living slot.   For a consumer in a supported living slot who needs a basic slot upon transfer, the consumer can take the supported living slot to the new service area and obtain basic services. This will still be counted as a supported living slot even though the level of services may be the same as a basic slot. As soon as a new basic slot opens (P.D. for those under 65, Elderly for those over 65+), the consumer will take that slot, and the supported living slot will be returned to Helena via a memo.

Transferring Case Management Team


1.
Make a referral to the receiving case management team or teams (if there is more than one) in the new service area.  Ask the receiving CMT about slot availability.  If the receiving CMT does not have a slot, the consumer’s slot will be transferred to the receiving team until that team has an opening. As soon as the receiving team has a similar slot open (e.g., basic, AR, supported living), the slot will be returned to the transferring CMT.  Exchange of slots should be done in writing via memos.


2.
Discuss transfer choice with the consumer or legal representative.  Service coordina​tion can be facilitated easier with the transfer of records.  However, if the consumer does NOT want records to be transferred to another team, prepare a discharge sheet and maintain the case record.  


3.
If the consumer agrees to transfer the records, have the consumer sign a release of information and begin transferring information to the receiving CMT so they can begin to set up new services.


4.
Inform the consumer or legal representative to notify the local Office of Public Assistance (OPA) and local Social Security office regarding change of address so that benefits can be forwarded. CMT can assist with these tasks if the consumer is unable.


5.
Help identify the consumer’s current needs for the receiving CMT so that they can try to locate providers before the consumer moves.  Coordinate with the receiving CMT to ensure a smooth transition.


6.
Upon discharge, fax Discharge Sheet (DPHHS-SLTC-137) to the Foundation and notify providers.  If the consumer chooses to have their Medicaid transferred to a new county send DPHHS-DD/SLTC-55 to OPA showing effective discharge date.  Transfer records to the receiving team with a release of information documentation signed by the consumer or legal representative. 

Receiving Case Management Team


1.
After obtaining the modified or current level of care screen, make arrangements to discuss service needs with the consumer or legal representative and referring CMT. This can be done via the telephone if travel is a problem, or the transferring CMT can help make arrangements for the consumer to visit the receiving CMT by working with the consumer’s family or authorizing supervision and mileage.  

When discussing service delivery, the receiving CMT must inform the consumer of all available providers in the area to allow the consumer a choice.  If this is done over the telephone, the receiving CMT shall send a list of available providers to the consumer and ask the consumer to select providers for each particular service and inform CMT.  (Many teams use a freedom of choice checklist form.) The transferring CMT can assist the consumer with this form if necessary.


2.
When the consumer has selected the potential providers, CMT can make referrals to those providers.


3.
Notify the local Office of Public Assistance, if the consumer chooses to transfer their Medicaid, and the local Social Security Office regarding incoming transfer of case, Once the consumer moves, follow through to see whether benefits have been transferred. If the consumer has moved from another county, send OPA a DPHHS-DD/SLTC-55.


4.
Fax Intake Sheet (DPHHS-SLTC-136) to the Foundation. 


5.
Document in the Progress Notes a Referral Summary, describing the transferal process.


6.
Upon transfer of the records the nurse and social worker must make a home visit to assess level of services within 30 days.  Amend the POC if necessary and remind the consumer or legal representative to obtain a local health care professional.  


7.
Within 90 days, or before the annual Plan of Care expires, develop a new Plan of Care for the current services.  The social worker can use the former psychosocial summary, but at the time of the new Plan of Care, it should be updated to reflect any changes.



TRANSFER TO BIG SKY BONANZA (BSB)
1. Notify RPO if a consumer expresses interest in BSB.

2. Upon request, provide a copy of the POC to the RPO.

3. 
Coordinate transfer to BSB with the  I A. Upon verifying date of enrollment in BSB CMT must  fax a Discharge Sheet (DPHHS-SLTC-235) to Mountain-Pacific Quality Health (M-PQH) and specify that the consumer is converting to BSB. The date of discharge should be the day prior to enrollment in BSB. The IA will submit a new Intake sheet (DPHHS-SLTC-233) to M-PQH.  
4. Record set to be transferred to BSB Independence Advisor (IA):

-Current Level of Care Screening Determination (DPHHS-SLTC 61

  
     - Level I (SLTC-145) and, if applicable, a copy of the Level II      

  
     - Entrance into Medicaid/Discharge (DPHHS-DD-SLTC-55)    


(Do not close SLTC-55)

5. The CMT must communicate with the OPA via a memo regarding the change in the service.

Transferring between the long term care (ltc) and the serious disabling mental illness (sdmi) waiver 

If a SDMI consumer chooses to apply for the LTC Waiver or if the Department determines the consumer should transition to the LTC waiver, the following steps should be taken.

1. The SDMI case management team (CMT) will initiate the transition process.

2. The SDMI CMT will request the consumer sign a release of information so records can be transferred to the LTC CMT.  See SDMI HCBS 804 for the required record set. 
3. The SDMI CMT will make a written referral to the LTC CMT and discuss the consumer’s need to transfer to the LTC waiver.  The SDMI CMT will provide a copy of the consumer’s current Level of Care determination (SLTC-61). The CPO will offer a choice of CMT if there is more than one CMT available in the area.

4. Within 60 days of receiving the written referral, the LTC CMT will complete an onsite visit with the consumer and complete the Waiting List Tool (SLTC-146).

5. When the consumer is selected for a slot on the LTC waiver, the SDMI CMT will coordinate with the LTC CMT to ensure there is no break in services.  The SDMI CMT must fax a Discharge Sheet (SDMI HCBS 899-13) to M-PQH and specify that the consumer is transitioning to the LTC waiver. Date of discharge should be the last day of service on SDMI waiver.  The LTC CMT will submit an Intake Sheet (SLTC-136) to M-PQH.  The admit date should be the day after discharge from the SDMI waiver.  A new SLTC/AMDD-55 is required in this circumstance. The SMDI CMT completes a SLTC/AMDD-55 discharging the consumer from the SDMI waiver. The LTC CMT completes a SLTC/AMDD-55 admitting the consumer to the LTC waiver.  OPA has requested the transition between waivers take place the first day of the month wherever possible. 
6. The SDMI CMT will notify the consumer’s providers via the Discharge Notice (SDMI HCBS 899-18) that the consumer is discharging from the SDMI waiver and transitioning to the LTC waiver. The LTC CMT will complete new referrals and prior authorizations to providers for LTC waiver services.
7. The LTC CMT may use the SDMI POC for 90 days from the date of admit to the LTC waiver and then a new POC must be developed. If utilizing the SDMI POC, the content should be evaluated to determine the current circumstances and service delivery needs.   The LTC CMT may use the SDMI CMT social history, but update as needed.
If a LTC consumer chooses to apply for the SDMI Waiver or if the Department determines the consumer should transition to the SDMI waiver, the following steps should be taken.

1. The LTC CMT will initiate the transition process.

2. The LTC CMT will request the consumer sign a release of information so records can be transferred to the SDMI CMT.  See SLTC-804 for the required record set. 
3. The LTC CMT will make a written referral to the SDMI CMT and discuss the consumer’s need to transfer to the SDMI waiver.  The LTC CMT will provide a copy of the consumer’s current Level of Care determination (SLTC-61). The RPO will offer a choice of CMT if there is more than one SDMI CMT available in the area.

4. Within 60 days of receiving the written referral, the SDMI CMT will complete an onsite visit with the consumer and complete the Waiting List Tool (SDMI HCBS-899-20).  
5.
When the consumer is selected for a slot on the SDMI waiver, the LTC CMT will coordinate with the 
SDMI CMT to ensure there is no break in services. The LTC CMT must fax a Discharge Sheet 
(SLTC-137) to M-PQH and specify that the consumer is transitioning to the SDMI waiver. Date of 
discharge should be the last day of service on LTC waiver.  The SDMI CMT will submit an Intake 
Sheet (SDMI HCBS 899-12) to M-PQH.  The admit date should be the day after discharge from the 
LTC waiver.  A new SLTC/AMDD-55 is required in this circumstance. The LTC CMT completes a 
SLTC/AMDD-55 discharging the consumer from the LTC waiver. The SDMI CMT completes a 
SLTC/AMDD-55 admitting the consumer to the SDMI waiver. OPA has requested the transition 
between waivers take place the first day of the month wherever possible.   
6.
The LTC CMT will notify the consumer’s providers via the Discharge Notice (SLTC-137) that the consumer is discharging from LTC waiver and transitioning to the SDMI waiver. The SDMI CMT will complete new referrals and prior authorizations to providers for SDMI waiver services.
7.
The SDMI CMT can use the LTC POC for 90 days from the date of admit to the SDMI waiver (excluding HCBS not covered by SDMI waiver) and then a new POC must be developed.   If utilizing the LTC POC, the content should be evaluated to determine the current circumstances and service delivery needs.   The SDMI CMT may use the LTC CMT social history, but updated as needed. 
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