Sample EPSDT Letter

Provided by Josh Norris, Director of Legal Services, Georgia Advocacy Office

www.thegao.org 

RE: 
[Name of child]


DOB:

Dear _____________,


I have assessed the above-named child.  I am a [physician, nurse, psychologist, clinical social worker, occupational therapist, etc.] licensed to practice in the State of Georgia.  I have determined based upon my training and experience that this child requires [list the treatments, procedures, therapies or tests you believe the child needs based upon your assessment].  I am making this request pursuant to the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) provisions of the Medicaid Act, 42 U.S.C.A. § 1396d(r).

[Describe the child’s medical history, and current diagnoses and treatments.  Describe the treatment that you are requesting/prescribing and a description of how this treatment will “correct or ameliorate” any physical or mental illness or condition of the child.]  

If you deny this request, please provide prompt written notice to this office [and the child’s parent or legal guardian] of the reason for the denial and the process by which your decision may be appealed.  






Sincerely,
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Provided by Gwen Skinner, Division Director, GA MHDDAD
Residential and PRTF information:  Provided by Roslyn Williams, MHDDAD, 404  463-0383

MHDDAD Regional C & A Program Specialists 

Region One MHDDAD OFFICE

1305 Redmond Circle, Bldg 401

Rome, Georgia 30165
Nora Hall  (706) 802 – 5272              nohall@dhr.state.ga.us                 
Vicki Harrison  (706) 802 – 5272      vmharrison@dhr.state.ga.us                                         

Region Two MHDDAD Office

3405 Mike Padgett Hwy, Bldg 3

Augusta, Georgia 30906

Kimberly Dempsey  (706) 792 – 7663          kadempse@dhr.state.ga.us
Felita “Michelle” Broadwater  (706) 792 – 7662   fmbroadw@dhr.state.ga.us
Region Three MHDDAD Office

100 Crescent Centre Parkway, Suite 900

Tucker, Georgia 30084

Shelia Kirksey  (770) 414 – 3052         sdkirksey@dhr.state.ga.us
Kelly Waterman  (770) 414 – 3052       kwaterman@dhr.state.ga.us
Region Four MHDDAD Office

P.O. Box 1378

Thomasville, Georgia 31799-1378

Jacquelyn Ezell  (229) 225 – 5099    jxezell@dhr.state.ga.us
Georgia Brown  (229) 225 – 5099     gepbrown@dhr.state.ga.us
Region Five MHDDAD Office

1915 Eisenhower Drive, Bldg. 2

Savannah, Georgia 31406

Laura Ryan  (912) 303 – 1670     laryan@dhr.state.ga.us
REFERRAL AND ADMISSION PROCESS

For Youth in Parental Custody and are not Members of a   Management Organization (CMO)

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY (PRTF)

Psychiatric Residential Treatment Facility (PRTF) is a non-hospital facility with a provider agreement with the Department of Community Health to provide the inpatient mental health and substance abuse services benefit to eligible individuals 21 years of age or younger.  The Psychiatric Residential Treatment Facilities are Coastal Harbor, Devereux Georgia Treatment Network, Hillside, Inner Harbour, Laurel Heights, and Ramsey Youth Services of Georgia d/b/a Macon Behavioral Health.   

PRTF services provide comprehensive mental health and substance abuse treatment services to children and adolescents who, due to severe emotional disturbance, are in need of quality active treatment that can only be provided in a psychiatric residential treatment facility and for whom alternative, less restrictive forms of treatment have been unsuccessful or are not medically indicated.  The services must be delivered under the direction of a physician.  PRTF programs are designed to offer intensive, focused treatment to promote a successful return of the child or adolescent to the community.  Focus is on improvement of clients’ symptoms through the use of strength-and evidence-based strategies, group and individual therapy, behavior management, medication management and monitoring as needed, and active family engagement.  The program is designed around partnerships with other services providers that offer treatment and supports in the community, including community support, multi-systemic therapy, functional family therapy, and other like services.  The program should encourage family participation in the treatment planning and implementation processes and timely discharge planning and aftercare.  Specific outcomes of the services include the resident returning to his/her family or to another less restrictive community living situation, as soon as clinically possible and when treatment in a PRTF is no longer medically necessary.  

The Referral Process:

1. The Parent/Legal Guardian identifies the child as needing an assessment for behavioral health services and may enlist other professionals to assist them in gaining access to a Core Services Provider

2. The Parent/Legal Guardian contacts the Georgia Crisis and Access Line at 1-800-715-4225 or uses the website, www.mygcal.com, for a referral and appointment for an assessment at a Core Services Provider agency, or they may contact the Core Services Provider of their choice directly.

3. The Core Services Provider sets an appointment within 5 days to begin the assessment process and to determine a recommendation for treatment needs.  BHL or a contract provider can assist with access to psychiatric and substance abuse crisis services.

4. The Core Services Provider assesses the child’s treatment needs, makes treatment recommendations, develops an individual treatment/resiliency plan, completes the CAFAS, and submits a MICP to APS Healthcare.  The treatment options or support services that the Core Services Provider may recommend are the following:

· Core Services

· Intensive Family Intervention (IFI) Services 

· Crisis Stabilization   

· PRTF 

5. The Core Services Provider serves as a clinical home and coordinates all behavioral health care services. The Core Services Provider documents this process.

            PRTF:

6. If the Core Services Provider recommends PRTF services, the Core Services Provider faxes the APS PRTF Admission Review Form and current psychiatric evaluation and psychological evaluation, and/or psychosexual evaluation to APS Healthcare at 1-800-728-6524.

7. If APS Care Manager determines additional information is needed, a contact to the Core Services Provider will be made within 1 business day of the referral.

8. Once telephonic review is completed, APS reviews the case with its independent team which includes a Psychiatrist/CNS and makes an admission determination within 7 days.  Intensive service delivery must continue through the Core Services Provider while the child/family awaits disposition of the PRTF request.

9. If PRTF is authorized, APS informs Core Services Provider and Regional C&A Program Specialist.

           9b.  If PRTF is not authorized, APS renegotiates service request with the Core        Services Provider and recommends appropriate community services.  The Core Services Provider is responsible for providing and/or referring the child and family to appropriate community services.  The Core Services Provider’s recommendation(s) may include:

· Core Services 
· Intensive Family Intervention
· Crisis Stabilization Services
10. The Core Services Provider notifies Parent/Legal Guardian of the PRTF authorization, assists Parent/Legal Guardian with the selection of a facility based on geographical proximity to the family and bed availability, and participates in the admission of the child to the facility. Parent/Legal Guardian nor the Core Services Provider may place a child in a PRTF without APS authorization.

11. The PRTF must confirm with the referring Core Services Provider that authorization has been granted by APS. 

12. PRTF must ensure authorization has been issued by completing the admission form and entering it into the temporary APS database. 

13. APS informs ACS of the child’s PRTF provider, authorization/admission and continuing stay review date. 

14. Once processed, APS transmits PA information to ACS and to the PRTF provider with the PA# for billing. 

15. Parent/Legal Guardian must be involved with the PRTF for discharge planning at admission and for continued stay reviews.

16. In addition to work completed in Item #15 (above), prior to the discharge, the PRTF notifies the Core Services Provider.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY (PRTF)

REFERRAL AND ADMISSION PROCESS

FOR YOUTH IN DFCS CUSTODY

Psychiatric Residential Treatment Facility (PRTF) is a non-hospital facility with a provider agreement with the Department of Community Health to provide the inpatient mental health and substance abuse services benefit to eligible individuals 21 years of age or younger.  The Psychiatric Residential Treatment Facilities are Coastal Harbor, Devereux Georgia Treatment Network, Hillside, Inner Harbour, Laurel Heights, and Ramsey Youth Services of Georgia d/b/a Macon Behavioral Health.   

PRTF services provide comprehensive mental health and substance abuse treatment services to children and adolescents who, due to severe emotional disturbance, are in need of quality active treatment that can only be provided in a psychiatric residential treatment facility and for whom alternative, less restrictive forms of treatment have been unsuccessful or are not medically indicated.  The services must be delivered under the direction of a physician.  PRTF programs are designed to offer intensive, focused treatment to promote a successful return of the child or adolescent to the community.  Focus is on improvement of clients’ symptoms through the use of strength-and evidence-based strategies, group and individual therapy, behavior management, medication management and monitoring as needed, and active family engagement.  The program is designed around partnerships with other services providers that offer treatment and supports in the community, including community support, multi-systemic therapy, functional family therapy, and other like services.  The program should encourage family participation in the treatment planning and implementation processes and timely discharge planning and aftercare.  Specific outcomes of the services include the resident returning to his/her family or to another less restrictive community living situation, as soon as clinically possible and when treatment in a PRTF is no longer medically necessary.  

The Referral Process:

17. The DFCS identifies the child as needing an assessment for behavioral health services and may enlist other professionals to assist them in gaining access to a Core Services Provider

18. The DFCS contacts the Georgia Crisis and Access Line at 1-800-715-4225 or uses the website, www.mygcal.com, for a referral and appointment for an assessment at a Core Services Provider agency, or they may contact the Core Services Provider of their choice directly.

19. The Core Services Provider sets an appointment within 5 days to begin the assessment process and to determine a recommendation for treatment needs.  BHL or a contract provider can assist with access to psychiatric and substance abuse crisis services.

20. The Core Services Provider assesses the child’s treatment needs, makes treatment recommendations, develops an individual treatment/resiliency plan, completes the CAFAS, and submits a MICP to APS Healthcare.  The treatment options or support services that the Core Services Provider may recommend are the following:

· Core Services

· Intensive Family Intervention (IFI) Services 

· Crisis Stabilization Services 

· PRTF 

21. The Core Services Provider serves as a clinical home and coordinates all behavioral health care services. The Core Services Provider documents this process.

            PRTF:

22. If the Core Services Provider recommends PRTF services, the Core Services Provider faxes the APS PRTF Admission Review Form and current psychiatric evaluation and psychological evaluation, and/or psychosexual evaluation to APS Healthcare at 1-800-728-6524.

23. If APS Care Manager determines additional information is needed, a contact to the Core Services Provider will be made within 1 business day of the referral.

24. Once telephonic review is completed, APS reviews the case with its independent team which includes a Psychiatrist/CNS and makes an admission determination within 7 days.  Intensive service delivery must continue through the Core Services Provider while the child awaits disposition of the PRTF request.

25. If PRTF is authorized, APS informs Core Services Provider and Regional C&A Program Specialist.

           9b.  If PRTF is not authorized, APS renegotiates service request with the Core        Services Provider and recommends appropriate community services.  The Core Services Provider is responsible for providing and/or referring the child and family to appropriate community services.  The Core Services Provider’s recommendation(s) may include:

· Core Services 
· Intensive Family Intervention
· Crisis Stabilization Services
26. The Core Services Provider notifies DFCS of the PRTF authorization, assists DFCS with the selection of a facility based on geographical proximity to the DFCS case manager/office and bed availability, and participates in the admission of the child to the facility. DFCS nor the Core Services Provider may place a child in a PRTF without APS authorization.

27. The PRTF must confirm with the referring Core Services Provider that authorization has been granted by APS. 

28. PRTF must ensure authorization has been issued by completing the admission form and entering it into the temporary APS database. 

29. APS informs ACS of the child’s PRTF provider, authorization/admission and continuing stay review date. 

30. Once processed, APS transmits PA information to ACS and to the PRTF provider with the PA# for billing. 

31. DFCS must be involved with the PRTF for discharge planning at admission and for continued stay reviews.   

Comprehensive Supports Waiver Program

Provided by Anne Tria, MHDDAD, 404-657-2164

Brief Description

The Georgia Comprehensive (COMP) Supports Waiver Program makes community living and participation a reality for individuals with mental retardation/developmental disabilities (MR/DD) who require comprehensive and intensive services.  Individuals eligible for the COMP Program need out-of-home residential support and supervision or intensive levels of in-home services to remain in the community.  Individuals to be served in the COMP Program include current participants and additional participants receiving services due to recent funding increases by the Georgia General Assembly.  The COMP Program uses a participant-centered process to determine the support needs of participants and as the foundation for the development of the Individual Service Plan and the individual budget.  The individual budget process includes design features to enhance the predictability and consistent utilization management of the waiver funds as well as to support Georgia’s movement towards participant direction.

Purpose.  The purpose of the COMP Program is to offer comprehensive and extensive waiver services to enable individuals with urgent and intense needs to avoid institutional placement.  The COMP Program provides the level of services needed by individuals transitioning from institutions to community living.

Goals.  The COMP Program goals are to: (1) avoid the need for institutional placement; (2) increase independence and quality of life of individuals with MR/DD, who have intensive or comprehensive support needs; (3) facilitate the transition of institutionalized individuals to community living; (4) begin to offer opportunities statewide for participant direction by waiver participants who have intense or comprehensive support needs; and (5) ensure the health, safety and welfare of COMP Program participants.

Objectives.  The COMP Program objectives are to:  (1) transition 100 percent of COMP Program participants to an individual budget by the end of the first year; (2) offer the opportunity for participant direction to 100 percent of COMP Program participants receiving selected services by the end of the first year; (3) transition at least 100 institutionalized individuals to community living each year of the waiver period; (4) afford COMP participants increased opportunity for community participation generic environments.

Organizational Structure.  The Department of Human Resources, Division of Mental Health, Developmental Disabilities and Addictive Diseases (DHR, MHDDAD) operates the COMP Program.  The MHDDAD Central Office performs statewide waiver operational and administrative functions.  The five MHDDAD regional offices perform COMP Program functions at the regional level, including intake and evaluation, preauthorization of COMP Program services, utilization management, crisis resolution, and quality management.  Individuals access the COMP Program through the MHDDAD regional offices.  The Department of Community Health, the Medicaid agency, oversees DHR’s performance of these functions.

Service Delivery Methods.  Georgia offers statewide availability of participant-directed service delivery.  All COMP Program participants have the opportunity to elect to direct some of their waiver services.  Participants may also opt for traditional service delivery of all of their waiver services.

Quality Management.  Extensive monitoring of service delivery is an essential feature of the Comprehensive Supports Waiver Program.  This program component is critical to implementation of intensive and comprehensive services that support participants’ safe and healthy living in the community.  The Quality Management Strategy for the COMP Program places an emphasis on assuring the health and safety of participants through effective monitoring of this program’s intensive or around-the-clock, comprehensive services.  The COMP Program’s Quality Management Strategy also evaluates the effectiveness of waiver services in achieving desired outcomes, including community connection building and participant direction.  This Quality Management Strategy additionally includes discovery and monitoring processes to evaluate waiver operations according to the program’s design, and to identify opportunities for improvement.

New Options Waiver Program

Provided by Anne Tria, MHDDAD, 404-657-2164

Brief Description

The New Options Waiver (NOW) Program represents Georgia’s commitment to continual improvement of home and community-based services for persons with mental retardation/developmental disabilities (MR/DD).  Individuals eligible for NOW services live with family members or in their own home.  NOW provides services for individuals with less intense and urgent needs than out-of-home residential treatment or extensive waiver supports to live safely in the community.  The NOW Program includes safeguards for participants whose intensity of needs change post-entrance to the waiver.  Individuals to be served in the NOW Program include current participants and additional participants receiving services due to recent funding increases by the Georgia General Assembly.  The NOW Program uses a participant-centered assessment process to determine the support needs of participants and as the foundation for the development of the Individual Service Plan and the individual budget.  The individual budget process is designed to increase flexibility in service delivery to meet exact individual need, enhance the predictability and consistent utilization management of the waiver funds, and support participant direction.  Supports for community connection building and participant direction are essential components of the NOW Program.  NOW includes services that provide these key supports to participants and their families.

Purpose.  The purpose of NOW is to offer services and supports that enable individuals to remain living in their own or family home and participate in community life.  To this end, NOW implements individualized budgeting, enhanced flexibility in service delivery, and increased opportunities for participant direction and community connection building.  

Goals.  NOW Program goals are to:  (1) avoid the need for more intensive services; (2) increase independence and quality of life of individuals with MR/DD; (3) increase the flexibility of service planning and delivery to meet exact individual need; (4) provide the opportunity for all participants to elect to direct their services to the extent that they choose; and (5) ensure the health, safety and welfare of NOW participants.

Objectives.  NOW Program objectives are to:  (1) transition 100 percent of NOW participants to an individual budget by the end of the first year; (2) offer the opportunity for participant direction to 100 percent of NOW participants by the end of the first year; (3) afford NOW participants increased opportunities for community membership and real jobs in the community; and, (4) increase access of NOW participants to community connections during evenings and weekends.  

Organizational Structure.  The Department of Human Resources, Division of Mental Health, Developmental Disabilities and Addictive Diseases (DHR, MHDDAD) operates the NOW Program.  The MHDDAD Central Office performs statewide waiver operational and administrative functions.  The five MHDDAD regional offices perform NOW functions at the regional level, including intake and evaluation, preauthorization of NOW services, utilization management, crisis resolution, and quality management.  Individuals access the NOW Program through the MHDDAD regional offices.  The Department of Community Health, Medicaid, oversees DHR’s performance of these functions.

Service Delivery Methods.  NOW provides individuals with MR/DD and their families the opportunity for enhanced freedom, choice, control, and responsibility over services received through the statewide availability of participant-directed service delivery.  NOW participants may also opt for traditional service delivery.

Quality Management.  The Quality Management Strategy includes tracking the effectiveness of these supports and all other NOW services in achieving the desired outcomes for participants.   This Quality Management Strategy additionally includes discovery and monitoring processes to determine whether the waiver operates in accordance with the program’s design, to assure the health and welfare of participants, and to identify opportunities for improvement.
