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Introduction 
 
This Operations Manual is a binding part of the Agreement or contract between the Local 
Management Entity (LME) and providers of Medicaid and State Funded services. The intent 
of this manual is to reference detailed information and, where possible, require the same 
statewide procedures as part of any agreement or contract between an LME and a provider 
agency.  
 
Standardization should not be confused with uniformity. Specific [a9Ωǎ currently have 
differing systems within their internal organizations just as private providers do, even 
though they may offer the same range of services.  Some LMEs must operate under 
different or additional requirements and/or constraints than other LMEs due to local 
governance and/or Accreditation requirements.  This is similar to private Providers who 
have differing entities to whom they are responsible even though two or more private 
Providers may offer the same range of services. 
 
This manual is intended to be comprehensive in nature, including information that may not 
be relevant to all providers equally, depending on services provided and organizational 
structure. Providers are responsible for discerning and adhering to those applicable 
expectations as appropriate to their organization and staff. 
 
Information or procedures that pertain only to Medicaid providers or only to State funded 
providers are identified. The absence of this designation, Medicaid or State Funded, means 
that the information or source document pertains to both types of providers. Additionally, 
some sections have information taken directly from the Memorandum of Agreement (MOA) 
or State contract on provider service expectations; these sections are referenced and 
highlighted in yellow to note source. 
 
This manual includes relevant information about LME policies or procedures for providers 
ǘƘŀǘ ŀǊŜ ŀ ǇŀǊǘ ƻŦ aItΩǎ ǇǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪΦ  ¢Ƙƛǎ Ƴŀƴǳŀƭ ŘƻŜǎ ƴƻǘ ƛƴŎƭǳŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ 
Ƙƻǿ ǘƻ ōŜŎƻƳŜ ǇŀǊǘ ƻŦ aItΩǎ ǇǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪΦ  LƴŦƻǊƳŀǘƛƻƴ ƛǎ ŀǾŀƛƭŀōƭŜ ƻƴ aItΩǎ ǿŜōǎƛǘŜ 
ǿƘƛŎƘ ŘƛǊŜŎǘǎ ǇǊƻǎǇŜŎǘƛǾŜ ǇǊƻǾƛŘŜǊǎ ƻƴ Ƙƻǿ ǘƻ ōŜŎƻƳŜ ŀ ǇŀǊǘ ƻŦ aItΩǎ Ǉrovider network at 
www.mentalhealthpartners.org.  The Provider Relations Unit at the LME can be contacted 
for additional information required prior to contracting with a Provider, such as specific 
procedures for being added to the LMEΩǎ tǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪΣ ŎƻƳǇƭƛŀƴŎŜ ǾŜǊƛŦƛŎŀǘƛƻƴΣ ƻǊ 
checklists of items needed in order to begin the contracting process, etc. Additionally, 
information about Division of Health and Human Services (DHHS) endorsement procedures 
is included in this manual as it relates to monitoring and endorsement of providers within 
aItΩǎ ŎŀǘŎƘƳŜƴǘ area. 
 
A primary resource for provider information regarding Medicaid enhanced benefit services is 
through the Division of Medical Assistance (DMA), www.dhhs.state.nc.us/dma/home.htm, 
specifically, the Special Bulletins pertaining to the provision of MH/DD/SA services. 
Additionally, there are multiple references throughout this document to the North Carolina 
Division of MH/DD/SA website, www.dhhs.state.nc.us/mhddsas/.  

http://www.mentalhealthpartners.org/
http://www.dhhs.state.nc.us/dma/home.htm
http://www.dhhs.state.nc.us/mhddsas/
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Providers will be notified of substantive changes to the Operations Manual as applicable, 
and Providers are responsible for implementing and adhering to the most current 
expectations outlined. 
 
The Division regularly posts communication bulletins, implementation updates and 
announcements with the most current information on directives, policies and processes. 
Information, too, is archived for reference. Of particular importance is the ά²ƘŀǘΩǎ bŜǿέ 
and άtǊƻǾƛŘŜǊ ƻŦ aIκ55κ{! {ŜǊǾƛŎŜǎέ ƭƛƴƪ ƻƴ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ website. 
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     Brief Overview of the LME 
 

Under the leadership of John Hardy, Area Director, Mental Health Partners (MHP) is 
committed to the oversight and management of state-funded MH/DD/SA services for Burke 
and Catawba County citizens, and works to assure community resources to meet the needs 
of consumers with less acute needs. 
 
Units and subunits within MHP are identified below, along with some of their primary 
functions. Some staff members from some units work in both Burke and Catawba sites. 
 
Governance and Administration 
 
Service Management 

 Access/Emergency Services  
Á Triage all calls for services 
Á Initial authorizations for state-funded services 
Á Tracking provider responsiveness for service availability 
Á Emergency coverage for consumers not yet in MH/DD/SA system 

 Utilization Management of State-funded services 

 Care Coordination 

 CAP-MR/DD  

 Guardianship 

 Medical Records 

 Psychiatric Consultation 
  

Provider Relations/Quality Management/Community Collaboration 

 Contracts 

 Provider Monitoring/ Endorsement 

  QA/ QI 

 Systems of Care 
 
Customer Services 

 Consumer Complaint/Grievance Process 

 Client Rights 

 Consumer Advocacy 

 CFAC 
 
Information Management 
 
Business Management 

 Finance 

 Claims 
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Mental Health Partners 
 

Administrative Offices: 
Hickory Location: 
1985 Tate Boulevard SE, Suite 529 
Hickory, NC 28602 
Phone: 828-327-2595 
Fax: 828-325-9826 
 
 
 
 
 

Burke Location: 
Trading Company Building 
305 E. Union Street, Suite A135 
Morganton, NC 28655 
Phone: 828-439-2535 
Fax: 828-439-2578 
 

 
 

 
 
 
 
 
 
 
 
 

 
 
 
 

 

Access Services: 
Local Phone:  (828) 327-2595 
Toll Free: 1-877-327-2593 
Fax: (828) 325-4699 
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Section I 
 Provider Relations, Customer Service, Consumer/Provider Appeals 

 

Problem Resolution/Complaints/Grievances/Appeals:  
 Medicaid Provider ς http://www.dhhs.state.nc.us/dma/medicaid/rights.htm  

 State Funded Provider 
 If problems arise between the Provider and the LME in the delivery of services, the parties 
shall attempt whenever possible to resolve these problems informally in a reasonable and 
timely manner.  In the event that informal resolution is not appropriate or is unsuccessful, 
the process outlined in GS 122C-151.4 shall be followed. 
 
MHP has appeal processes for both consumers and providers should concerns or 
disagreements with decisions/actions by the LME occur. As applicable, consumers are 
encouraged to engage the appeal/grievance process of the Provider with whom they are 
working, prior to that of MHP. The following procedures outline Consumer and Provider 
complaints, along with contact information. Additionally, information regarding the appeal 
rights of Medicaid-eligible and Medicaid recipients is outlined on the Division website under 
άaŜŘƛŎŀƛŘ ŦƻǊ bƻǊǘƘ /ŀǊƻƭƛƴƛŀƴǎέ ŀƴŘ άYour wƛƎƘǘǎέ. 
http://www.dhhs.state.nc.us/dma/medicaid/rights.htm.  (Also see Section III of this 
Manual, outlining responsibilities for Notification of Service Denial, Suspension, Reduction 
or Termination.) 
 

Consumer Appeals ς Contact, Customer Service Unit 
Any consumer who has a complaint/concern about the Provider from whom he/she is 
receiving treatment is encouraged to first address those concerns directly with the Provider. 
tǊƻǾƛŘŜǊǎ ǎƘƻǳƭŘ ƳŀƪŜ ǘƘŜƛǊ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ŎƻƳǇƭŀƛƴǘκƎǊƛŜǾŀƴŎŜ ǇǊƻŎŜǎǎ ƪƴƻǿƴ ŀƴŘ ǊŜŀŘƛƭȅ 
available to consumers, so that resolution may be reached at the lowest administrative level 
possible. 
 
If the Provider from whom the consumer is receiving services has no Client Rights 
committee for the hearing of grievances, the consumer/Provider should contact the LME to 
access the complaint process through the Customer Service Unit. 
 
If a consumer has a concern about issues directly related to the LME, the consumer should 
contact the LME Customer Services Unit. 
 

http://www.dhhs.state.nc.us/dma/medicaid/rights.htm
http://www.dhhs.state.nc.us/dma/medicaid/rights.htm
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Complaints/Grievances/Appeals 
MHP procedural information is as follows:  
Policy: 
Mental Health Partners shall respond to complaints received concerning the provision of 
public services pertaining to all provider categories, as defined in 10A NCAC 27G .0602(10) 
and shall conduct investigations of providers in accordance with 10A NCAC 27G .0606.  
Mental Health Partners (MHP) Board and staff will make sure that all consumers have 
access to the procedures needed to file complaints about any services received from 
programs operated or contracted by MHP. Written information on the complaint process 
will be made available through the MHP consumer handbook and the MHP website. 
Complaints are an important source of information and can assist in the planning and 
evaluation of services, as well as, resolve individual consumer, provider, and/or systems 
problems.  It is the goal of MHP to resolve complaints at the lowest possible level in an 
informal manner.  
 
All staff members at MHP are to respond to and act upon all complaints from consumers, 
their family members and/or guardians, staff persons, providers and community members 
in a polite, helpful and timely manner.   
 
Confidentiality of complainants will be protected at each stage of the process if desired by 
the complainant.  To maintain confidentiality, no identifying information will be shared in 
any way with anyone throughout the complaints/investigation resolution process.  Any 
harassment or retaliation against the complainant or anyone involved in the resolution 
process will be reported to the appropriate authority for further action.      
 
Complaints and the steps taken to resolve the complaint shall be documented.  Patterns or 
trends in complaints will be analyzed and reported to the Provider Relations and/or Quality 
Management Department for continuous improvement in providing services. 
 
Definitions: 

 Appeal: A complaint filed after the informal conflict resolution process did not 
ǊŜǎƻƭǾŜ ǘƘŜ ƛǎǎǳŜ ǘƻ ǘƘŜ ŎƻƳǇƭŀƛƴŀƴǘΩǎ ǎŀǘƛǎŦŀŎǘƛƻƴΦ 

 Complainant:  Consumer, family member, staff person, guardian, advocate, 
provider, or other community member observing or experiencing the situation.  

 Complaint/Concern:  An informal expression of dissatisfaction reported in writing or 
orally about rights, services or administrative issues that the complainant perceives 
as a problem. 

 Conflict Resolution Process:  The informal review of the complaint which may 
involve conversation with providers, consumer, guardians, family members, LME 
staff and others as appropriate. 

 CSR:  The Customer Services Representative is the MHP staff member working in or 
ƻƴ ōŜƘŀƭŦ ƻŦ aItΩǎ /ǳǎǘƻƳŜǊ {ŜǊǾƛŎŜ ƻŦŦƛŎŜΦ 

 Investigation:  The formal inquiry into the complaint/allegation which involves an 
intensive interview process with providers, consumers, guardians, family members, 
LME staff and others as appropriate.  

 LME:  Local Management Entity 
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Procedure: 
The complainant may file a potential rights violation, administrative, or service quality 
complaint against a service provider or MHP directly or through any staff of the provider or 
MHP. The MHP staff member making the initial contact will offer the complainant the 
choice of resolving the issue by talking to the individual/provider involved or following 
aItΩǎ ŎƻƴŦƭƛŎǘ ǊŜǎƻƭǳǘƛƻƴ ǇǊƻŎŜǎǎΦ aIt ǎǘŀŦŦ ǿƛƭƭ ŀǎǎƛǎǘ ŀ ŎƻƳǇƭŀƛƴŀƴǘ ǿƘƻ ǿƛǎƘŜǎ ǘƻ ǊŜǎƻƭǾŜ 
the issue with the individual/provider by facilitating communication with that 
individual/provider. MHP staff will assist a complainant who wishes to follow the MHP 
process by completing the internal LME Complaint form and sending it to Customer Service. 
The complainant does not have to go through the direct service provider internal complaint 
process before taking a complaint through the MHP process.  Complaints received by MHP 
staff are reported to the Customer Services office on the day of receipt.  
 

 Upon receipt of the complaint, the Customer Service Representative (CSR) will notify 
the home LME of any complaints involving consumers from other areas.  
Information will include actions taken and resolution. 

 The CSR will contact the complainant, within one business day from receipt of the 
complaint to initiate the conflict resolution process/investigation as described in the 
following sections.  

 The CSR will collect, track and analyze data, on each complaint, based on the listing 
of standards provided by the Division of Mental Health/Developmental 
Disabilities/Substance Abuse Services (DMH/DD/SAS).  

 The CSR will assist a complainant who requests help in filing the complaint and give 
information on how to contact the NC MHDDSAS Customer Service and Consumer 
Advocacy Department, the Division of Health Services Regulation, the Division of 
Social Services and Disability Rights NC.   

 The CSR will notify a complainant within 5 working days of receipt of the complaint 
whether the complaint will be addressed directly by a conflict resolution process or 
by conducting an investigation of the allegation(s). 

 
A.  Conflict Resolution Process: 

        
1. If appropriate to the complaint, the CSR starts the conflict resolution 

process. 
2. The CSR will notify the complainant in a letter, of the results of the 

informal process, within 15 working days from receipt of the complaint.  
3. If the complainant is not satisfied with the results of the informal process, 

the complainant may file an appeal in writing to the MHP Area Director. 
The appeal must be received within 15 working days from the date of the 
informal resolution letter. 

4. The MHP Area Director will convene an appeal review committee. The 
committee will review the appeal and submit a recommendation to the 
aIt !ǊŜŀ 5ƛǊŜŎǘƻǊΦ  ¢ƘŜ ŎƻƳƳƛǘǘŜŜΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǎƘŀƭƭ ōŜ ōȅ 
majority vote. 
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5. The appeal review committee (as approved by the Client Rights 
Committee) shall be comprised of 5 members.  Three of the members 
shall be from the MHP Client Rights Committee.  The other two members 
shall be chosen to meet criteria as listed below: 

i. Lack a conflict of interest in the issue to be reviewed; and  
ii. at least one of the following (all criteria listed below should be 

represented on the committee by one or more members, 
including Client Rights Committee members): 

1. Represent the disability (MH/DD/SA) issue to be reviewed; 
2. Be a consumer or family member; and/or  
3. A provider with experience or qualifications relevant to 

the issue to be reviewed.  
6. The MHP Area Director will issue an independent decision after review of 

the committee recommendation. The decision will be dated and mailed to 
the complainant within 20 working days from receipt of the appeal. 
 

B. Investigations: 
 

If the need for an investigation is revealed during the process of receiving a complaint or 
the informal conflict resolution process, MHP Customer Service staff will begin the 
investigation and/or refer the matter to the appropriate State or local government 
agency.  When MHP refers the complaint to a State or Local governmental agency 
responsible for the regulation and oversight of the provider, MHP will do the following: 

1. Send a letter to the complainant informing him/her of the referral and 
the contact person at the agency where the referral was made; 

2. Contact the agency where the referral was made within 80 working days 
of the date the complaint was received by MHP, to determine the actions 
taken by the state or local agency in response to the complaint; and 

3. /ƻƳƳǳƴƛŎŀǘŜ ǘƘŜ ǎǘŀǘǳǎ ƻŦ ǘƘŜ ǎǘŀǘŜ ƻǊ ƭƻŎŀƭ ŀƎŜƴŎȅΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ 
ŎƻƳǇƭŀƛƴŀƴǘ ŀƴŘ ǘƻ ǘƘŜ ŎƭƛŜƴǘΩǎ ƘƻƳŜ [a9Φ  

 
When a complaint investigation involving a category B provider identifies an issue which 
if substantiated by the Division of Mental Health, Developmental Disabilities and 
Substance Abuse Services (DMHDDSAS) could result in a revocation or suspension of the 
provider's funding pursuant to 10A NCAC 26C .0501 through .0504, the LME shall 
document the issue or issues creating the concern and notify the DMHDDSAS of the 
issue within 24 hours. The DMHDDSAS shall consult with MHP and then shall determine 
which agency will lead the investigation and which agencies need to be involved. 
Separate complaint investigations shall not be performed. 
 
In investigations, MHP must adhere to all state regulated procedures and deadlines that 
apply to the investigation process.  Investigation methods shall include conducting 
provider site visits; conducting consumer home visits; conducting individual and group 
interviews of relevant staff, consumers, volunteers, witnesses or advocates; review of 
provider records; and review of other relevant documentation requested of or provided 
by the complainant, witnesses, host or home LME or provider.  
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Upon initiation of an investigation, the following will be implemented: 
1. The CSR will make contact with the provider; state the purpose of the 

contact informing the provider that MHP is in receipt of a complaint and 
the general nature of the complaint. 

2. The CSR must complete the complaint investigation within 30 days of the 
date of receipt of the complaint and submit a report of investigation 
ŦƛƴŘƛƴƎǎ ǘƻ ǘƘŜ ŎƻƳǇƭŀƛƴŀƴǘΣ ǘƘŜ ǇǊƻǾƛŘŜǊ ƻǊ ǘƻ aItΩǎ ŀǇǇǊƻǇǊƛŀǘŜ 
supervisory ǎǘŀŦŦ ŀƴŘ ǘƻ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ƘƻƳŜ [a9Σ ŀǎ ŀǇǇǊƻǇǊƛŀǘŜΦ 

3. The report will be submitted within 15 calendar days of the date of 
completion of the investigation. 

4. The investigation report shall include the following:  
a. Statements of the allegations or complaints lodged; 
b. Steps taken and information reviewed to reach conclusion about 

each allegation or complaint; 
c. Conclusions reached regarding each allegation or complaint; 
d. Citation of statutes and rules pertinent to each allegation or 

complaint; and  
e. Required action regarding each allegation or complaint. 

5. If a violation is found, the appropriate MHP staff will require remedial 
action, of each issue identified in the report, through a plan of correction 
submitted by the provider, in a letter, within 15 calendar days from the 
date the provider receives the complaint investigation report. 

6. The appropriate MHP staff will review and respond in writing to the 
ǇǊƻǾƛŘŜǊΩǎ Ǉƭŀƴ ƻŦ ŎƻǊǊŜŎǘƛƻƴ ǿƛǘƘ ŀǇǇǊƻǾŀƭ ƻǊ ŀ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ŀŘŘƛǘƛƻƴŀƭ 
required information to the provider within 15 calendar days of receipt 
of the plan of correction. 

7. If a plan of correction is needed, the provider shall implement it within 60 
calendar days from the date of the complaint investigation report.  The 
CSR and other MHP staff, as required, will verify that the corrected 
actions cited in the investigation report were implemented no later than 
60 days from the date the plan of correction is approved. 

8. ¢ƘŜ ŎƻƳǇƭŀƛƴŀƴǘ ƻǊ ǇǊƻǾƛŘŜǊ ǿƘƻ ŘƛǎŀƎǊŜŜǎ ǿƛǘƘ ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ aItΩǎ 
actions may file an appeal regarding the investigation.  The appeal must 
be received by MHP within 21 calendar days from the receipt of the 
investigation report.  The appeal is limited to items in the original 
complaint record and the investigation report. The CSR will provide 
written notificatiƻƴ ƻŦ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ŎƻƳǇƭŀƛƴŀƴǘΩǎ ƻǊ ǇǊƻǾƛŘŜǊΩǎ ŀǇǇŜŀƭ 
and if it was received in the designated time frame. The CSR will provide 
notification of the appeal to the complainant or provider to inform them 
of the appeal. 

9.  The MHP will convene an appeal review committee. The committee will 
review the appeal and submit a recommendation to the MHP Area 
5ƛǊŜŎǘƻǊΦ  ¢ƘŜ ŎƻƳƳƛǘǘŜŜΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǎƘŀƭƭ ōŜ ōȅ ƳŀƧƻǊƛǘȅ ǾƻǘŜΦ  

10. The appeal review committee (as approved by the Client Rights 
Committee) shall be comprised of 5 members.  Three of the members 
shall be from the MHP Client Rights Committee.  The other two members 
shall be chosen to meet criteria as listed below: 
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a. Lack a conflict of interest in the issue to be reviewed; and  
b. At least one of the following (all criteria listed below should be 

represented on the committee by one or more members, 
including Client Rights Committee members): 
1. Represent the disability (MH/DD/SA) issue to be reviewed; 
2. Be a consumer or family member; and/or  
3. A provider with experience or qualifications relevant to 

the issue to be reviewed.  
11. The MHP Area Director will issue a written decision based on the appeal 
ŎƻƳƳƛǘǘŜŜΩǎ ŘŜŎƛǎƛƻƴ ǘƻ ǳǇƘƻƭŘ ƻǊ ƻǾŜǊǘǳǊƴ ǘƘŜ ŦƛƴŘƛƴƎǎ ƻŦ ǘƘŜ 
investigation. The decision letter shall be dated and mailed within 28 
calendar days from receipt of the appeal.  

12. MHP will follow up on issues requiring correction no later than 60 
calendar days from the date the plan of correction is approved.   

13. Information regarding the disposition of the complaint will be provided 
to the ŎƻƳǇƭŀƛƴŀƴǘ ŀƴŘ ǘƘŜ ŎƭƛŜƴǘΩǎ ƘƻƳŜ [a9Φ   

14. MHP will maintain copies of the complaint investigation, resolutions, and 
follow up reports for review by the Department of Health and Human 
Services.  

 
Please note:  For complaints regarding utilization review decisions, refer to the Non-
Medicaid appeals policy following this section. 
 

Non-Medicaid Appeals 
 
The MHP Board is following NCGS 143-B-147(a) 10.35. (a) permitting Non-Medicaid eligible 
clients to appeal utilization management decisions made by an LME to the Division of 
MH/DD/SA Services. 
 
The statutes states: άThe purpose for the appeal process is to ensure that mental health, 
developmental disabilities, and substance abuse services are delivered within available 
resources, to provide an additional level of review independent of the area authority or 
county program to ensure appropriate application of and compliance with applicable 
statutes and rules, and to provide additional opportunities for the area authority or county 
program to resolve the underlying coƳǇƭŀƛƴǘΦέ 
 
Procedure 
I.   Appeals Regarding Clinical Service Decisions 
An appeal concerning a clinical decision regarding non-Medicaid services may be filed either 
by a consumer, legally responsible person or any other individual who does not have a 
conflict of interest.  Consumers shall be advised that filing an appeal in no way guarantees 
the consumer the specified service regardless of the outcome of the review. 
           

1. Non-Medicaid Appeal Information:  The LME shall provide consumers and/or their 
legal representatives with written information about filing a non-Medicaid appeal 
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regarding clinical authorizations when the consumers and/or legal representatives 
disagree with the utilization management (UM) clinical recommendations. 

2.  A letter shall be dated and mailed no later than the next day following the UM 
decision to deny, reduce, suspend or terminate a non-Medicaid state funded service.  
The letter shall state that the requested service may be authorized if the prior denial 
is overturned by the subsequent LME clinical review. 

 The letter shall include information to the consumer and/or his or her legal 
representative regarding the reason for the decision and any available 
options or considerations while the non-Medicaid appeal is under review. 

3. Filing Requirements:  The non-Medicaid appeal must be received in writing by the 
CSR within 10 days of the date of the letter. 

4. Clinical Reconsideration Review:  The LME Medical/Clinical Director or designee with 
credentials comparable, or higher, to the prior reviewer shall complete a clinical 
review of the complaint and may uphold or overturn the original decision within 5 
days from the receipt of the complaint.  The LME Medical/Clinical Director or 
designee shall review the complaint based on the following criteria: 

 The decision described in the letter is not consistent with the 
established service definitions. 

 The decision described in the letter is not clinically appropriate to the 
ŎƻƳǇƭŀƛƴŀƴǘΩǎ ǎƛǘǳŀǘƛƻƴΦ 

 
Decision Requirements:   
The LME Medical/Clinical Director or designee notifies the complainant and the CSR of the 
decision within 2 days from the date of the clinical review.  The decision letter to the 
consumer shall be mailed no later than the next day following the LME review decision. 
Information on appealing the decision to the Division shall be included in the letter. In cases 
in which the reviewer overturns the original decision, the decision letter shall state the date 
on which the denied service shall be authorized or the date on which the suspended, 
reduced or terminated service shall be reinstated. 
 
The LME shall develop an expedited clinical review process to address complaints regarding 
emergency services. 
 
Appeal to the Division 

1. If the complainant does not agree with the LME decision they can appeal to the 
Division Director. As set forth in the rules nothing shall be interpreted as granting a 
non-Medicaid eligible client the right to appeal the findings of the Division by 
requesting a contested case hearing pursuant to G.S. 150B. 

2. A written appeal shall be filed with the Division no later than 11 calendar days from 
the date of the LME written review decision. 

3. The appeal shall include a copy of the LME review decision and a request for appeal 
on a form provided by the Division. 

4. A verbal appeal shall not be accepted. 
5. LŦ ǘƘŜ ŎƭƛŜƴǘΩǎ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴ ŎƘŀƴƎŜǎ ǊŜƭŀǘƛǾŜ ǘƻ ǘƘŜ ǎŜǊǾƛŎŜ ǳƴŘŜǊ ŀǇǇŜŀƭΣ ǘƘŜ 

appeal shall be returned to the area authority or county program for review. 
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6. The Director shall screen the request to determine if the appeal was reviewed by the 
LME according to the LME policy and procedures and if the appeal includes the 
denial, reduction, suspension or termination of a non-Medicaid state funded 
services. 

7. The Director shall send an acknowledgement letter to the client and the LME within 
5 business days of receipt of the request for appeal to the Division. 

8. The letter shall specify whether the appeal has been accepted or not. 
9. The Director shall notify the LME and the client to forward all documentation 

considered during the LME review to the Division no later than 10 calendar days 
from the date of the acknowledgment letter.  The acknowledgement letter shall 
advise the parties that a panel will be convened to conduct a hearing. 

10. An appeal that does not meet the criteria set forth in the rule shall be returned to 
the client as disqualified with an explanation of the basis for the disqualification. 

11. The LME shall review the appeal, if the appeal made to the Division is disqualified on 
the basis of not having been reviewed according to the LME policy and procedures. 

12. The client shall have 11 calendar days from the date of the area authority or county 
program review decision to resubmit the appeal to the Division. 

 
Hearing Schedule and Composition of the Panel 

1. The Director shall convene a five-member panel to conduct a hearing. The panel 
members shall consist of the following: 

a. the provider agency representative shall be from a provider that is not a 
party to the appeal and who has clinical expertise in the disability area 
pertinent to the appeal 

b. an employee of a LME who is not from a party to the appeal and who has 
clinical expertise in the disability area pertinent to the appeal 

c. 2 individuals who are members of a CFAC who are not party to the appeal  
d. an employee of the Division 

2. The employee of the Division shall serve as chairperson of the panel and shall be a 
voting member in the case of a tie 

3. The Director shall forward the record on appeal and all supplemental 
documentation to the chairperson of the panel within 5 days of receipt 

4. The Director shall provide a copy of applicable law and rules to the chairperson of 
the panel 

5. The Chairperson shall schedule a panel hearing  
6. The Chairperson shall notify the client, other panel members and the LME of the 

hearing time and place no less than 15 calendar days prior to the date of the hearing 
 

Panel Decision Findings 
1. The panel findings and decisions are based on the record and any new evidence that 

would be material to the issues on appeal. 
2. The standard of review is whether the decision of the LME is supported by evidence 

presented. 
3. The panel shall vote on each specific item being appealed and findings and decisions 

shall be by majority vote. 
4. Any decision may be rescheduled for another meeting if the panel determines that it 

lacks sufficient information to render a decision at the initial hearing. 



 

Mental Health Partners, effective July 1, 2009-June 30, 2010  16   

5. All panel findings and decisions shall be reached and sent in writing within 60 days of 
the written request for appeal to the client, the LME and the Director. 

 
Final Written Decision 

1. ¦Ǉƻƴ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ǇŀƴŜƭΩǎ ŦƛƴŘings and decisions, the LME shall issue a final 
decision based on those findings. The LME shall issue the decision in writing to the 
ŎƭƛŜƴǘ ǿƛǘƘƛƴ мл Řŀȅǎ ƻŦ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ǇŀƴŜƭΩǎ ŦƛƴŘƛƴƎǎ ŀƴŘ ŘŜŎƛǎƛƻƴǎΦ 

2. Neither the panel findings/decisions nor the LME final decision shall be interpreted 
as an agency decision granting a non-Medicaid eligible client the right to appeal by 
requesting a contested case hearing pursuant to G.S. 150B. 

 
Effective date: October 1, 2006. Authority GS143B-147 

 

Resolution of Disputes with Contract Providers (Contact Doug Gallion or Sonja 
Bess) 
MHP will make every effort to attempt resolution through a local review process of any current or 
former contractor disputes originating within twelve (12) months of the service event in question.  
 
Terms are defined as follows: 

 Contract ς a contract with an LME to provide services, other than personal services, to 
clients or other recipients of services. 

 Contractor ς a person or provider who has a contract with MHP, or who had such a contract 
during the fiscal year. 

 Former Contractor ς a person or provider who had a contract with MHP during the previous 
fiscal year. 

 
Procedures 

1. The first step toward problem solving and dispute resolution shall consist of 
informal discussion between a contractor or former contractor and the 
Director of Provider Relations within the LME. 

2. If the informal resolution process is unsuccessful, the contractor shall put the 
dispute in writing, including a suggestion for appropriate resolution. The 
written request for resolution shall be mailed to the Service Management 
Director of the LME, clearly stating that such correspondence is being sent 
pursuant to the resolution of dispute policy. Copies of such correspondence 
are not to be distributed at this time to anyone outside the involved parties. 

3. The Service Management Director of the LME shall have 15 working days in 
which to conduct an investigation and render a written opinion. The 
suggested solution may be accepted, modified, or rejected. 

4. If the resolution offered by the Service Management Director was 
unsatisfactory or there was failure to meet the 15-day timeframe, the 
contractor or former contractor may appeal to the Area Director of the LME. 
The written appeal must be made within 15 working days of the prior written 
opinion. At this time, documentation must be submitted that the review is 
being made with the full knowledge of the Chief Administrative Officer or 
/ƘŀƛǊǇŜǊǎƻƴ ƻŦ ǘƘŜ ŎƻƴǘǊŀŎǘ ǇǊƻǾƛŘŜǊ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ .ƻŀǊŘ ƻŦ 5ƛǊŜŎǘƻǊǎΦ 
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5. The Area Director of the LME will schedule a hearing for representatives of 
the contract provider and the LME within 15 working days. The Area Director 
shall render a written decision within 15 working days of the hearing. 

6. The determination of the Area Director shall be final except where: 

 A contract provider or former contract provider claims the LME is not 
acting or has not acted in conformance with applicable state law or 
rules in imposing a particular requirement on the contractor. 

 A contract provider or former contract provider claims that a 
requirement of the contract substantially compromises the ability of 
the contractor to fulfill the contract. 

 A contract provider or former contract provider claims that the LME 
has acted arbitrarily and capriciously in reducing funding for the type 
of service provided by a contractor 

 A client or person who was a client in the previous fiscal year claims 
the LME has acted arbitrarily and capriciously in reducing funding for 
the type of service provided or formerly provided to the client directly 
by the LME. 

 A person claims that the LME did not comply with a state law or rule 
adopted by the Secretary or Commission in developing the plans and 
ōǳŘƎŜǘǎ ƻŦ ǘƘŜ [a9Σ ŀƴŘ ŦǳǊǘƘŜǊ ǘƘŀǘ ǘƘŜ [a9Ωǎ ŦŀƛƭǳǊŜ ǘƻ ŎƻƳǇƭȅ Ƙŀǎ 
adversely affected the ability of the person to participate in the 
development of the plans and budget. 

7. The LME may, in its sole discretion, retain the services of a mediator to assist 
with any part of the foregoing process. 

8. The Area Director shall notify the Executive Committee of the Area Board at 
their next meeting of any provider disputes that have been heard, and the 
decision rendered at the Area Director level. 

9. For provider complaints that meet the criteria outlined in Section 6, either 
party may request a review through the Area Board Chair to the Area Board 
Executive Committee. A copy of the complaint is to also be sent to the Area 
Director and other party. At this point the contract provider may, at their 
discretion, notify other persons that satisfactory resolution of the dispute at 
earlier levels of the established procedure have failed and are now advancing 
to the last local level of review. The last local review level designated is to the 
Executive Committee of the Area Board. 

10. The Executive Committee shall give all parties the opportunity to be heard no 
later than the next regularly scheduled meeting of the Executive Committee, 
unless mutually agreed otherwise. The Executive Committee shall render a 
decision within 15 days of the hearing. The Committee may confirm the 
determination of the Area Director or propose an alternative. Unless the 
Executive Committee determines otherwise, from the point of view of the 
[a9Σ ǘƘŜ /ƻƳƳƛǘǘŜŜΩǎ ŘŜǘŜǊƳƛƴŀǘƛƻƴ ƛǎ Ŧƛƴŀƭ ŀƴŘ ǎƘŀƭƭ ōŜ ǊŜŦƭŜŎǘŜŘ ƛƴ ǘƘŜ 
/ƻƳƳƛǘǘŜŜΩǎ ƳƛƴǳǘŜǎΦ 

11. In accordance with GS 122C-151.4, if the contract provider or other person 
όŀǎ ŘŜǎŎǊƛōŜŘ ƛƴ {ŜŎǘƛƻƴ сύ ǘŀƪŜǎ ƛǎǎǳŜ ǿƛǘƘ ǘƘŜ [a9Ωǎ ŀŎǘƛƻƴǎ ŀǎ ŘŜǘŜǊƳƛƴŜŘ 
by the Executive Committee, the contract provider or person may appeal to 
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ǘƘŜ {ǘŀǘŜΩǎ aIκ55κ{!{ !ǇǇŜŀƭǎ tŀƴŜƭ ŜǎǘŀōƭƛǎƘŜŘ ōȅ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƻŦ ǘƘŜ 
Department of Health and Human Services, according to rules determined by 
the panel. 

History Note:  G.S. 122C-151.4 
 

Technical Assistance/Training Collaboration:  
The Provider must attend all relevant training/ technical assistance sessions as determined 
by the LME. As stated per contract/ MOA: 
 The LME reserves the right to charge the usual and customary fee for additional staff 

attendance or scheduling additional trainings to meet Provider demand.  The LME 
shall also mandate Provider attendance at selected Clinical Sessions of which the 
Provider bears the cost, whether LME sponsored or offered by outside Parties.  The 
Provider shall also bear the cost of all trainings related to licensure or accreditation 
activities.  The Provider must be able to demonstrate to LME its application of training 
information received in the delivery of services and in compliance with the provisions 
of this Contract.  (Contract section 2.18) 

 
Providers are responsible for arranging training for staff as required for service provision, 
accreditation and/or licensure requirements as applicable (e.g., Blood borne Pathogens, 
Medication Administration, First Aid, CPR, Defensive Driving, etc.) 
 
Staff training needs, both clinical and technical, may be presented to the Provider 
Relations/Quality Management unit for discussion of resource availability and how those 
needs may best be met. Providers are encouraged to contact their Provider Relations liaison 
as a first resource regarding specific training needs. 
 
Medicaid Providers may additionally refer to the DMA website: 
www.dhhs.state.nc.us/dma/home.htm. 
 

http://www.dhhs.state.nc.us/dma/home.htm


 

Mental Health Partners, effective July 1, 2009-June 30, 2010  19   

Who To Contact for Questions  

!ƭƭ tǊƻǾƛŘŜǊǎ ǘƘŀǘ ŀǊŜ ǇŀǊǘ ƻŦ aItΩǎ tǊƻǾƛŘŜǊ bŜǘǿƻǊƪ ŀǊŜ ŀǎǎƛƎƴŜŘ ŀ tǊƻǾƛŘŜǊ wŜƭŀǘƛƻƴǎ 
Liaison as their primary point of contact within the LME.  Providers should utilize their liaison 
to understand processes, have questions clarified, etc.  The following list provides 
information on contact people within designated units of the LME as a point of reference.   

 

Unit Staff Person 

Access/ STR Ryan Frye 

Contract Manager Patsy Hill 

General Provider Monitoring/ Endorsement/ Seeking 
information to become a part of the Provider Network 

Doug Gallion 

Provider Specific Questions Assigned Provider Relations Liaison 

Liability Insurance Patsy Hill 

Service Authorization for State Funded Services Karen Curtis-Gwynn 

Invoices/Payment Janet Goforth 

Medical Records Wendy Powers 

Quality Management Doug Gallion 

Consumer Complaints, Client Rights Vanessa Anderson 

Service Management/Clinical Concerns/General Concerns Sonja Bess 

Care Coordination Ryan Frye 

CAP-MR/DD Coordinator Stephanie Norman 

Guardianship Mo McCarthy 

System of Care, Children Tara Conrad 

System of Care, Adults Jamie Sales 

 

Notification of Change of Address 
Formal notification of change of address of either party shall be given to the other. 
 
Providers are to notify their Provider Relations Liaison in writing of all changes in address by 
updating the Provider Network Application.  The Provider Network Application is available 
ƻƴ aItΩǎ ǿŜōǎƛǘŜ ŀǘ www.mentalhealthpartners.org in the Providers Section under 
Provider Forms.  There is a Corporate Application for changes in corporate information, a 
Form A for site specific service changes, licensure changes, etc. and a Form B for staff 
changes.  If Providers have questions about this process or required forms, please contact 
your assigned Provider Relations Liaison.       
 
Additionally, Medicaid Providers need to use DMA forms as it relates to changes, available 
on www.dhhs.state.nc.us/dma/home.htm 

 

 
 
 
 
 

http://www.mentalhealthpartners.org/
http://www.dhhs.state.nc.us/dma/home.htm
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Section II 
Comprehensive List of State and Federal Requirements for 

The LME and Provider 
 
 
The information below serves as sufficient and necessary direction to Providers for 
accessing pertinent rules, regulations, standards, and other information referenced in 
Article I, Section 1.2 of the Agreement/Contract. 
 
These documents change based on legislative action, change in federal and state policy, and 
state procedures. There is a mutual responsibility for Providers and LMEs to each routinely 
check these items for updates on requirements. If a Provider is uncertain how a State or 
Federal change will be implemented, or if an LME has concerns about how a change will be 
implemented, then the LME shall make a good faith effort to get further information or 
resolution regarding implementation and share this with the Provider. However, the 
Provider shall not exclusively rely upon only the LME for information. If a Provider has 
problems obtaining or understanding the information referenced in this section, please 
contact your assigned Provider Relations Liaison. 
 
Please note: Web addresses often change, so if the site listed is unable to be accessed as 
written, please refer to the Division website as a central resource for each of these 
documents. 
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Comprehensive List of State and Federal Requirements for 
The LME and Provider 

 
REQUIREMENT SUGGESTED ACCESS 

 
WEB SITE, IF AVAILABLE 

APSM 30-1 (Rules for MH/DD/SA- Core rules for 
services and also includes State-covered services 
definitions) 
APSM 45-1 (Confidentiality) 
APSM 45-2; 45-2a (Service Record Manual) 
APSM 95-2 (Client Rights) 
APSM 10-3 (Records Retention and Disposition 
Schedule) 
APSM 75-1 (Retention of Financial Records) 

Contact: 
Mail Service Center, 
3015 
Raleigh, NC 27699 
(919) 715-1294 

Contact Web Master for the NC 
Division of MH/DD/SA Services 
and NC Division of Medical 
Assistance 
Http://www.ncdhhs.gov/mhdds
as/statspublications/manualsfor
ms/index.htm 
 

 

CAP-MR/DD Manual ς(CAP-MR/DD Providers 
and Core Competencies Training Requirements 
for MR/MI service providers) 

 

Contact: 
Mail Service Center,  
3015 
Raleigh, NC 27699 
(919) 715-1294 

 
 
http://www.ncdhhs.gov/mhdds
as/cap-mrdd/capmanual1-18-
06.pdf 
 
 
 

Medicaid-Related Documents 
Medicaid-covered services definitions 
Medicaid Services Guidelines  
Medicaid Communiqués 

Contact: 
Mail Service Center,  
3015 
Raleigh, NC 27699 
(919) 715-1294 

 
http://www.ncdhhs.gov/dma/h
ome.htm 
 

Division of Health Service Regulation (DHSR, 
formerly DFS) Licensure Requirements 

 
(919) 855-3750 

http://www.ncdhhs.gov/dhsr/m
hlcs/mhpage.html 
 

 
Health Care Personnel Registry 

 
(919) 733-8500 or (919) 

715-0562 

http://www.ncdhhs.gov/dhsr/pr
ovider.html#care and 
www.ncnar.org  

 
SB 163- Monitoring of Providers 

  
http://www.ncdhhs.gov/mhdds
as/statspublications/archives/sb
163/index.htm 
 

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm
http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
http://www.ncdhhs.gov/dma/home.htm
http://www.ncdhhs.gov/dma/home.htm
http://www.ncdhhs.gov/dhsr/mhlcs/mhpage.html
http://www.ncdhhs.gov/dhsr/mhlcs/mhpage.html
http://www.ncdhhs.gov/dhsr/provider.html#care
http://www.ncdhhs.gov/dhsr/provider.html#care
http://www.ncnar.org/
http://www.ncdhhs.gov/mhddsas/statspublications/archives/sb163/index.htm
http://www.ncdhhs.gov/mhddsas/statspublications/archives/sb163/index.htm
http://www.ncdhhs.gov/mhddsas/statspublications/archives/sb163/index.htm
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STATE LEVEL REQUIREMENT SUGGESTED ACCESS 
 

WEB SITE, IF AVAILABLE 

General Statutes 
122-C Mental Health, Substance Abuse, 
Developmental Disabilities Act of 1985 
Applicable sections include but are not limited to: 
Á 122C-3 Definitions 
Á 122C-п ¦ǎŜ ƻŦ ǇƘǊŀǎŜ άŎƭƛŜƴǘ ƻǊ Ƙƛǎ ƭŜƎŀƭƭȅ 

responsible person 
Á 122C-51 Declaration of Policy on clients rights 
Á 122C-52 Right to confidentiality 
Á 122C-53-56 Exceptions 
Á 122C-57 Right to treatment and consent to 

treatment 
Á 122C-58 Civil Rights and civil remedies 
Á 122C-59 Use of Corporal punishment 
Á 122C-60 Use of physical restraints or seclusion 
Á 122C-61 Treatment rights in 24-hour facilities 
Á 122C-62 Additional rights in 24-hour facilities 
Á 122C-63 Assurance for continuity of care for 

individuals with mental retardation 
Á 122C-64 Human rights Committees 
Á 122C-65 Offenses relating to clients 
Á 122C-66 Protection from abuse and 

exploitation, reporting 
Á 122C-67 Other rules regarding abuse, 

exploitation, neglect, no prohibited 
Á 122C-(116,141,142,146) Local Government 

Entity 
Á 122C-151.3 and 151.4 Resolving Disputes with 

Contractors, etc 
Á 90-21.4 Treatment of Minors 
Á 7A 517, 452-553 Abuse and neglect of Minors 
Á 108A 99-111 Abuse and Neglect of Disabled 

Adults 
Á 122C-151.3 and 151.4 Resolving Disputes with 

Contractors, etc.  
 

  
All of the NC general statutes 
can be located on-line at the 
following site. Just type in the 
statute number you wish to 
review in the search box that is 
in this site. 
 
www.ncleg.net 
 

DHHS Disaster Preparedness, Response and 
Recovery Plan 

 http://www.dhhs.state.nc.us/m
hddsas/disasterpreparedness/in
dex.html 
 

Performance Agreement(03-04) between DMH and 
Area programs-Attachment 12-prompt pay 

 http://www.dhhs.state.nc.us/m
hddsas/performanceagreement
/pa-attach12promptpay.pdf 
 
 

Contract between the LME and the NC division of 
MH/DD/SAS 

 http://www.ncdhhs.gov/mhdds
as/performanceagreement/inde
x.htm  

http://www.ncleg.net/
http://www.dhhs.state.nc.us/mhddsas/disasterpreparedness/index.html
http://www.dhhs.state.nc.us/mhddsas/disasterpreparedness/index.html
http://www.dhhs.state.nc.us/mhddsas/disasterpreparedness/index.html
http://www.dhhs.state.nc.us/mhddsas/performanceagreement/pa-attach12promptpay.pdf
http://www.dhhs.state.nc.us/mhddsas/performanceagreement/pa-attach12promptpay.pdf
http://www.dhhs.state.nc.us/mhddsas/performanceagreement/pa-attach12promptpay.pdf
http://www.ncdhhs.gov/mhddsas/performanceagreement/index.htm
http://www.ncdhhs.gov/mhddsas/performanceagreement/index.htm
http://www.ncdhhs.gov/mhddsas/performanceagreement/index.htm
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FEDERAL LEVEL REQUIREMENT SUGGESTED ACCESS 

 
WEB SITE, IF AVAILABLE 

 
Drug Free Workplace Act of 1988 as revised 

 
Library-Federal Laws 

http://www.dol.gov/elaws/d
rugfree.htm  

 
 

 Section 503 and 504 of the Rehabilitation Act of 1973 

 
 

Library ςFederal Laws 

 
http://www.dol.gov/dol/co
mpliance/compliance-
majorlaw.htm#eeo  

 
Civil Rights Act of 1964 

 
Library-Federal Laws 

www.eeoc.gov  
http://www.eeoc.gov/policy
/vii.html 

Non-Profit Agencies-Conflict of Interest 1993 Session Laws: 
Chapter 321, Section 16 

 
Library-Federal Laws 

 
www.dol.gov 

 
Public Law 99-319, May 1986 

Protection and Advocacy for Mentally Ill Persons 

 
Library-Federal Laws 

http://thomas.loc.gov/bss/d
099/d099laws.html 
Search for 99-320 

Á Title I Protection and Advocacy Systems 
Á Title II Reinstatement of Rights for Mental Health 

patients 

 http://www4.law.cornell.ed
u/uscode/42/ch114.html 

 
Public Law 100-509 Protection & Advocacy for Mentally Ill 

 
Individual Amendments Act of 1988, October 1988 

 
Library-Federal Laws 

http://thomas.loc.gov/bss/d
100/d100laws.html 
Search for 100-509 
 

 
Public Law 101ς 496 Developmental Disabilities Assistance 

and Bill of Rights Act of 1990 

 
 

Library-Federal Laws 

http://thomas.loc.gov/bss/d
101/d101laws.html 
Search for 101-496 

42 CFR Part 2 Confidentiality Regulations 
               45 CFR Part 160 & 164 HIPAA Standards for 
                 Privacy of Health Information 

 
Library-Federal Laws 

Federal Regulations search: 
http://www.gpoaccess.gov/c
fr/index.html 

Office of the Inspector General (Exclusions - ά[ƻǿŜǊ-tier 
TǊŀƴǎŀŎǘƛƻƴǎ ŀƴŘ ŘƛǎōŀǊƳŜƴǘέύ 

Library ς Federal Laws http://oig.hhs.gov/fraud/exc
lusions.asp   

Pro-children Act 
 

Section 1041-1044 of the Educate America Act of 1994 
prohibiting smoking in areas used by children.  

 
 

Library ς Federal Laws 

 
http://www.ed.gov/legislati
on/GOALS2000/TheAct/intro
.html 

 
Americans with Disabilities Act 

 

 
Library ς Federal Laws 

 
http://www.usdoj.gov/crt/a
da/adahom1.htm 

OTHER   

North Carolina Council of Community MH/DD/SAS Programs  www.nc-council.org 
 

 
LME -Specific  

 

  

Local Business Plan, Strategic Plan, Community Needs 
Assessment 

828-327-2595 www.mentalhealthpartners.
org 
 

Provider Operations Manual 
 

828-327-2595 www.mentalhealthpartners.
org 

MHP Accessing Care, Client Rights, Consumer Resources, 
Provider Resources, Staff Directory, etc. 

 

828-327-2595 www.mentalhealthpartners.
org 

http://www.dol.gov/elaws/drugfree.htm
http://www.dol.gov/elaws/drugfree.htm
http://www.dol.gov/dol/compliance/compliance-majorlaw.htm#eeo
http://www.dol.gov/dol/compliance/compliance-majorlaw.htm#eeo
http://www.dol.gov/dol/compliance/compliance-majorlaw.htm#eeo
http://www.eeoc.gov/
http://www.eeoc.gov/policy/vii.html
http://www.eeoc.gov/policy/vii.html
http://www.dol.gov/
http://thomas.loc.gov/bss/d099/d099laws.html
http://thomas.loc.gov/bss/d099/d099laws.html
http://www4.law.cornell.edu/uscode/42/ch114.html
http://www4.law.cornell.edu/uscode/42/ch114.html
http://thomas.loc.gov/bss/d100/d100laws.html
http://thomas.loc.gov/bss/d100/d100laws.html
http://thomas.loc.gov/bss/d101/d101laws.html
http://thomas.loc.gov/bss/d101/d101laws.html
http://www.gpoaccess.gov/cfr/index.html
http://www.gpoaccess.gov/cfr/index.html
http://oig.hhs.gov/fraud/exclusions.asp
http://oig.hhs.gov/fraud/exclusions.asp
http://www.ed.gov/legislation/GOALS2000/TheAct/intro.html
http://www.ed.gov/legislation/GOALS2000/TheAct/intro.html
http://www.ed.gov/legislation/GOALS2000/TheAct/intro.html
http://www.usdoj.gov/crt/ada/adahom1.htm
http://www.usdoj.gov/crt/ada/adahom1.htm
http://www.nc-council.org/
http://www.mentalhealthpartners.org/
http://www.mentalhealthpartners.org/
http://www.mentalhealthpartners.org/
http://www.mentalhealthpartners.org/
http://www.mentalhealthpartners.org/
http://www.mentalhealthpartners.org/
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Section III 
Access: Screening, Triage and Referral (STR) & Authorization 

Process 
 

 

Toll Free 24/7/365 Mental Health 
Partners Access to Care Line: 

1-877-327-2593 
 

Access to Care and Enrollment Fax:
  

1-888-346-4094 

Call Center E-Mail:  mh_intake@mentalhealthpartners.org 
 

Enrollment Department E-mail: mh_enrollment@mentalhealthpartners.org 

 
As stated in the contract and MOA: 
Screening, Triage and Referral. The LME will work with community agencies to ensure that 

individuals can enter the system through many avenues in order to receive timely and 
effective service.  An individual seeking access to services shall have an initial 
screening and triage performed by the LME (or its approved contract agent) in order 
to determine if a MH/DD/SA need exists.  The LME ensures appropriate disposition. 
The Screening, Triage & Referral (STR) staff will complete an initial screening and then 
contact the contract provider of choice or (in the absence of consumer preference) an 
appropriate provider who represents an appropriate consumer-provider match to 
complete an assessment.  TTY capability, for persons who have a hearing impairment 
or foreign language interpretation services, for non-English speaking consumers, will 
be provided to the person making the referral or to the individual seeking service at 
no cost for the purposes of receipt of appropriate information for referral to services. 
The following link, provides some additional guidance:  
http://www.ncdhhs.gov/mhddsas/deafservices/signlanginterpreter6-20-
08policyguidance.pdf 

          
 Any authorized contract agent of the LME completing a screening for the purposes of 

STR reporting, requesting Registration, or reporting and STR and requesting 
Registration must submit this screening to the LME within five business days.  

  
 All requests for STR reporting and Registration must be completed through the Mental 

Health Partners Web-Portal Program, on the STR form available under the forms tab. 
The web address for the MHP Web-Portal is www.mentalhealthpartners.net.  In the 
event your agency needs an initial or additional user ID and password for an 
employee, please contact your Provider Relations Liaison for instructions. 

   

 
 
 

mailto:mh_intake@mentalhealthpartners.org
mailto:mh_enrollment@mentalhealthpartners.org
http://www.ncdhhs.gov/mhddsas/deafservices/signlanginterpreter6-20-08policyguidance.pdf
http://www.ncdhhs.gov/mhddsas/deafservices/signlanginterpreter6-20-08policyguidance.pdf
http://www.mentalhealthpartners.net/
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Screening, Triage and Referral 
 The MHP Access to Care unit will provide screening, triage and referral to any 

resident of Catawba or Burke County seeking MH/DD/SA services 24/7/365. 
Access can be reached by dialing 1-877-327-2593. When necessary Access will 
schedule, register and authorize consumers for their initial service with one of 
our providers. 

 The STR cannot be used to determine medical necessity. STR can determine 
urgency of need and an appropriate timeline for an assessment or other billable 
service. Screening efforts should result in determining if an individual is in an 
emergency condition or if the issues would best be categorized as urgent or 
routine. Emergent needs are to be addressed within two hours by the provider 
with the provision of a billable service; Urgent, within 48 hours with the 
provision of a billable service; Routine, within 14 calendar days with the 
provision of a billable service. 

 In the event that a contracted provider performs the screening rather than the 
LME Access Unit, the information must be captured on the standardized STR 
form available through the Mental Health Partners Web-Portal website at 
www.mentalhealthpartners.net.  

 The STR information must be submitted to the Access to Care/Enrollment 
department via the Mental Health Partners Web-Portal. 

 When submitting an STR form please notice this form is used to report STR to 
the LME as well as request provider registration. Please complete all required 
elements of the form pertaining to the function you are requesting; either 
registration, submission of STR data, or both. When requesting an authorization 
for an Initial Assessment, Targeted Case Management pass-through, or any other 
service authorized at the Access level during the submission of the 
STR/Registration form, please indicate this in the presenting problem discussion 
area. These initial authorizations must be requested in order to be processed. 

 See Section V:  Medical Records and Provider Documentation Submission 
Requirements for information to be submitted to the LME Medical Records 
Department within 5 business days of the initial assessment of the consumer. 

 
*Registration with the LME is required for consumers receiving Medicaid Enhanced 
Benefits: 

 Medicaid Provider ς www.dhhs.state.nc.us/dma/home.htm  
*Procedures for working with Value Options for initial and ongoing 
authorizations (forms, timelines, etc.) 

*Registration and Authorization through the LME is required for all consumer services 
funded by State dollars. 
 

Registration 
 Registration is required for Medicaid providers in Catawba or Burke County who are 

providing enhanced benefits. This allows the release of a six-digit record number for 
NC-TOPPS completion and triggers monitoring of the provider by the LME. Medicaid 
Utilization reports can be completed by the LME to verify that registration of 
consumers with MHP LME is occurring. 

http://www.mentalhealthpartners.net/
http://www.dhhs.state.nc.us/dma/home.htm
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 Registration is required for any consumer receiving state funds, regardless if it is 
enhanced or basic. 

 Registration is the responsibility of the provider. Each provider must register each 
consumer for each episode of care, even if the consumer is active to another 
provider at the time of service initiation. 

 

Initial Authorization 
The Access unit can authorize the following services using state funds if the consumer is 
appropriate for the service and the provider is contracted to serve that target population 
with MHP.  Lƴƛǘƛŀƭ ŀǳǘƘƻǊƛȊŀǘƛƻƴǎ ǿƛƭƭ Ŧƻƭƭƻǿ ǘƘŜ ƭƛƳƛǘǎ ǇǳōƭƛǎƘŜŘ ƛƴ aItΩǎ .ŜƴŜŦƛǘ tƭŀƴΣ 
ŀǾŀƛƭŀōƭŜ ƻƴ aItΩǎ ǿŜōǎƛǘŜ: 

 Initial Screening Package - Several providers now report and request initial 
assessment authorizations via their outpatient authorization request sheet. These 
spreadsheets are submitted to the LME at 
mh_enrollment@mentalhealthpartners.org. 

 Outpatient Sessions - These sessions are requested by the provider following their 
initial assessment and assignment of target population. The sessions are requested 
through a submission of a spreadsheet to the Access Unit weekly by the provider. 
Please note several providers are now required to submit their outpatient sessions 
authorizations via this method as well, dependent upon the volume of business they 
conduct with the LME. These spreadsheets are submitted to the LME at 
mh_enrollment@mentalhealthpartners.org. 

 Mobile Crisis Management 

 Targeted Case Management Pass Through - *The Pass-Through for Medicaid funded 
Targeted Case Management services must also be done during the STR and 
Registration process, as this is a service billed through the LME. 

 Intro-PCP - The Access unit is currently processing Intro- PCP submissions for eight 
direct admit enhanced benefits. Authorization periods for these services begin on 
the date of the STR. Providers are asked to submit the INTRO-PCP to the Access unit 
post or concurrent with the STR and registration request. The utilization review for 
these services will be completed by the Access unit. When submitting an Intro PCP 
please submit the PCP consumer admission form along with a report of the target 
population the consumer has been assigned to. The Intro-PCP process is reserved for 
consumers new to the system and is designed to facilitate rapid entry. Access will 
review the plan, authorize the service beginning with the STR date and ending with 
the standardized authorization lapse for the specific service requested. No Service 
Authorization Request Form (SARF) submission is necessary with the Intro-PCP 
process. 

 Authorizations beyond the aforementioned services require submission to the 
UM/UR department at the LME. This includes services not mentioned and any 
services required once the aforementioned services have lapsed or been exhausted. 
No complete PCP should be submitted to the Access unit. No request for outpatient 
services beyond the unmanaged package should be submitted to the Access unit.  

 With the exception of the utilization review completed with Intro-PCP, all services 
authorized at the Access level are unmanaged and housed with the Access unit to 
promote rapid system entry. 
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 Upon completion of Registration, STR Reporting or Authorization the provider will 
receive a confirmation e-mail from the Access Counselor, LME Web-Portal or LME 
Auto-Auth program for their records. 
 

State Facilities 
The LME Access unit (in partnership with our Crisis Services contract provider) serves 
as the single portal of entry and exit from State facilities.  Should a need arise to use 
State facilities the LME Access Unit must be contacted to process and authorize the 
referral.  All State psychiatric and substance abuse facility discharges must be seen 
by contract providers and be accompanied with an IPRS or Medicaid billable event 
within 5 working days.  Additionally, discharges from any other non-state inpatient 
and substance abuse facility must be seen within 5 working days.  Authorizations, 
admissions and discharges for medical detoxification, facility-based crisis and 
indigent care funding are also managed by the LME Access unit. 

 

FL-2/MR-2 Forms 
Certain types of care require prior approval by the Division of Medial Assistance. The FL-
2/MR-2 are the Long-Term Care Services and Mental Health Services prior approval 
forms which give a summary of the patient's medical requirements. 

Please note the following are Levels of Care Which Require Prior Approval: 

1. Nursing facility level of care, including inappropriate level and swing beds in a 
general hospital. Care at this level also requires the Pre-Admission Screen and 
Annual Resident Review (PASARR) to be completed prior to EDS/Murdoch Center 
approval.  The PASARR process assures that persons with serious mental illness, 
mental retardation, and/or conditions related to mental retardation receive 
appropriate placement and services. 

2. ICF-MR level of care is intermediate care in a facility for the mentally retarded 
(ICF-MR), including the CAP-MR/DD Program.  

3. Prior approval for treatment of head injury (HI level) care requires additional 
medical information not requested on the FL-2 form. The caseworker may be 
asked to request additional medical information. 

Please reference the Adult Medicaid Manual ς MA 2270 for further information on this 
process which can be accessed via the following link: 
http://info.dhhs.state.nc.us/olm/manuals/dma/abd/man/MA2270-14.htm  

 

J. Iverson Riddle Developmental Center (JIRDC) 
All admissions and discharges from J. Iverson Riddle Developmental Center start with 
Guardian choice.  Once choice is established, all movement to and from JIRDC should be 
coordinated in conjunction with the LME.   
 
Admission to JIRDC consists of working with the LME to establish the needs of the client 
and any community resources that would meet those needs.  If needs cannot be met in 

http://info.dhhs.state.nc.us/olm/manuals/dma/abd/man/MA2270-14.htm
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the community, an application to JIRDC should be completed and submitted along with 
a letter of support from the LME.  In addition, the LME will sign off on the MR-2 that is 
completed once the client is accepted for admission.  The JIRDC application form can be 
found by going to the following website: www.jirdc.org and following the links for 
Online Information/JIRDC Forms/Admissions.   
 
Discharge from JIRDC includes working with the DǳŀǊŘƛŀƴ ŀƴŘ ǘƘŜ ŎƭƛŜƴǘΩǎ ǘǊŜŀǘƳŜƴǘ 
team which includes representation from the LME.  Discharge planning at a minimum 
would include a transition plan from JIRDC, establishment of community services and 
service providers, and crises planning.  All plan components should be agreed upon by 
the Guardian, JIRDC treatment team, LME representative and the provider(s) involved.  
 
For more information or assistance with this process, please contacǘ aItΩǎ {ŜǊǾƛŎŜ 
Management Unit, DD Care Coordinator.   

 

CAP-MR/DD Referral for Services  
All referrals for Intellectual and Developmental Disabilities (IDD) services, including CAP-
awκ55Σ ŀǊŜ ǘƻ ōŜ ƳŀŘŜ ǘƻ ǘƘŜ [a9Ωǎ !ŎŎŜǎǎκLƴǘŀƪŜ ¦ƴƛǘ ŀǘ утт-327-2593.  

1) The Access unit will perform the consumer registration if they are the first point of 
contact with the consumer. Access will refer the person to the CAP-MR/DD 
Coordinator for a CAP-MR/DD Screening, and then the CAP-MR/DD Coordinator will 
contact Access for completion of the STR.  Access will refer the consumer to an 
appropriate provider for services. 

2) DD providers completing the initial screening must submit the STR form and request 
for registration to the Access unit within five working days. 

3) If a consumer is already in services and being referred for a CAP-MR/DD assessment, 
they may call either Access or the CAP-MR/DD Coordinator directly. 

 
If the person needs an assessment, the CAP-MR/DD Coordinator will schedule the 
assessment.  Please refer to the following guidelines as it relates to assessments conducted 
by the CAP-MR/DD Coordinator: 

1. Person(s) who are not receiving services should bring the following information/ 
documentation to the assessment appointment: 

 Copies of most recent psychological evaluation and/or other pertinent 
evaluations/assessments that documents an intellectual and developmental 
disability (IDD) 

 Copy of Medicaid Card, if applicable 

 Information regarding family size and income if Non-Medicaid 
*Note: If evaluation does not provide documentation or person(s) do not have 
an evaluation, one will be coordinated. 

2. For person(s) that are currently receiving services, the following information should 
be submitted to the CAP-MR/DD Coordinator prior to the assessment:  

A. Cover Letter including: 

 Consumer background information (i.e. treatment history; family 
dynamics, etc.) 

 Services currently receiving and amount 

http://www.jirdc.org/


 

Mental Health Partners, effective July 1, 2009-June 30, 2010  29   

 Additional needs; current event that has resulted in referral for 
additional services 

 How consumer will benefit from CAP-MR/DD Services 
B. Copy of Medicaid Card 
C. Target Pop 
D. NC-Snap 
E. Psychological Evaluation & other pertinent evaluations/assessments 
F. Current IEP or IFSP if applicable 
G. Current PCP if applicable 

The above mentioned information should be faxed to 828-323-8099 or mailed to 
CAP-MR/DD Coordinator, Stephanie Norman at 1985 Tate Blvd. SE, Suite 529, 
Hickory, NC 28602.  

3. After the CAP-MR/DD assessment has been completed, a diagnosis of IDD has been 
confirmed, ICF-MR Level of Care is determined, and prioritization is completed, 
consumer will be placed on the CAP-MR/DD wait list.  (The date of the CAP 
assessment will be the date that the consumer is considered to have been referred to 
the wait list.) 

4. If an IDD diagnosis and/or ICF-MR Level of Care cannot be confirmed by CAP-MR/DD 
/ƻƻǊŘƛƴŀǘƻǊΣ ŎƻƴǎǳƳŜǊΩǎ ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ǿƛƭƭ ōŜ ǎǳōƳƛǘǘŜŘ ǘƻ ǘƘŜ 
CAP-MR/DD Selection Committee to be reviewed.  Should the Selection Committee 
determine that an IDD and/or ICF-MR Level of Care cannot be confirmed, the 
consumer will not be placed on the wait list and person(s) will be notified by mail by 
the CAP-MR/DD Coordinator.  The consumer will be referred to appropriate services 
ōŀǎŜŘ ƻƴ ŎƻƴǎǳƳŜǊΩǎ ƴŜŜŘΦ  Should person(s) dispute the decision made by the 
Selection Committee, person(s) may file a complaint with the LME and follow the 
process indicated in Section I of this manual.   

CAP-MR/DD Assessments for Consumers in Out of Catchment Area Placements: 
Should a consumer be in an out of LME catchment area placement, all attempts should be 
made by the service provider to transport consumer to the LME catchment area to have a 
CAP ŀǎǎŜǎǎƳŜƴǘ ŎƻƳǇƭŜǘŜŘΦ  LŦ ŀ ŎƻƴǎǳƳŜǊΩǎ ŀƴŘ ǎǘŀŦŦΩǎ ƘŜŀƭǘƘ ŀƴŘκƻǊ ǎŀŦŜǘȅ ǿƻǳƭŘ ōŜ 
compromised in order to transport within the LME catchment area, the CAP-MR/DD 
Coordinator will travel to the consumer to complete the CAP-MR/DD assessment. 

 
Service Authorization Requests 
Providers who have been initially authorized by the Access Unit and need reauthorizations 
of the same services should submit these requests to the UM unit.  Providers who are 
serving consumers who have been active/open in the state system for more than 30 days 
who need new, additional services, should submit these requests to the UM unit.  Services 
ŀǳǘƘƻǊƛȊŜŘ ōȅ ǘƘŜ !ŎŎŜǎǎ ¦ƴƛǘ ŀǊŜ ŘŜǘŜǊƳƛƴŜŘ ōȅ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ !ŎŎŜǎǎ ǘƻ /ŀǊŜ ŦƭƻǿŎƘŀǊǘ 
dated 03/24/2009 http://www.ncdhhs.gov/mhddsas/training/access-
care/accessflowchart_static.pdf.   
tƭŜŀǎŜ ŎƘŜŎƪ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǿŜōǎƛǘŜ ǇŜǊƛƻŘƛŎŀƭƭȅΣ ŀǎ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴ Ƴŀȅ ŎƘŀƴƎŜΦ   
 
Some providers submit authorizations electronically to the LME. Electronic authorizations 
are submitted via connectivity to MCO-CMHC.  Providers, who are not connected 

http://www.ncdhhs.gov/mhddsas/training/access-care/accessflowchart_static.pdf
http://www.ncdhhs.gov/mhddsas/training/access-care/accessflowchart_static.pdf
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electronically fax authorizations on a Service Authorization Request Form (SARF) paper 
format or SARF via the Web Portal.  All retroactive service requests are submitted on SARFs. 
Retroactive authorizations cannot be entered electronically.  
 
Authorizations may be submitted up to thirty days prior to the lapse date of the previous 
authorization.  The Utilization Management (UM) Team approves, pends or denies a 
άǇǊƻǇŜǊƭȅ ŎƻƳǇƭŜǘŜŘ ŀƴŘ ǎǳōƳƛǘǘŜŘ routine State service authorization request within 
fourteen calendar days and urgent requests within 24 hoursέ ǇŜǊ ǘƘŜ нлл9-2010 
LME/Division Performance contract guidelines 7.1.4 Service Authorization. 
 
Electronic authorizations are entitled Auto Auths.  The provider is trained by the LME and 
issued a copy of the Auto Auth Training Manual with instructions to enter electronic 
authorizations. Please reference this separate training manual via the MHP website 
www.mentalhealthpartners.org by clicking into the following: 
 
Providers Section:  

 
 
 
Auto Auth Training Manual: 

 
 
Authorizations are immediately approved or pended by the computer based on edits 
established by the LME.   These edits include new service requests, expired treatment plans 
or target populations, no admission packet, or the service always requires UM review. If an 
electronic authorization is pended, an immediate error message is displayed on the 
computer screen.  These error messages are defined in the training manual. Steps that can 
be taken, at the provider level, to correct the pended electronic authorization are outlined 
in the Auto Auth training manual.  Medical Record error messages are cleared upon receipt 
of admission packets, treatment plans or target population forms and forwarded to the UM 
team for clinical review.  
 
If no additional clinical information is required the authorization is clinically approved, 
pended or denied. The authorization is then reviewed against the budget limits within the 
provider contract. If funds are available within the contractual amount, the authorization is 
financially approved. The computer will generate a letter of authorization to the person 
designated by the provider agency.  This is typically different from the person who 
submitted the authorization request.  
 

http://www.mentalhealthpartners.org/
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Providers who are not electronically connected or are requesting a retroactive authorization 
should submit the paper SARF to UM Office Support Staff via fax at 828-322-1653 or submit 
the auth via the Web Portal using the following link: www.mentalhealthpartners.net.   
 
The UM Office Support Staff stamp dates and logs in the paper SARF. The Web Portal 
records the date the SARF was submitted. Paper SARFs can also be mailed or hand-
delivered.  SARFs will not be accepted if sent via e-mail attachment.  SARF authorizations 
are keyed into Auto Auths by the UM team, which in turn prompts the computer to 
generate the letter of authorization to the provider.   
 
Authorizations, whether electronic or paper, are distributed daily for clinical review. The 
ŀǳǘƘƻǊƛȊŀǘƛƻƴ ŀƴŘ ŀƭƭ ŀǘǘŀŎƘŜŘ ŘƻŎǳƳŜƴǘǎ ŀǊŜ ƳŀǘŎƘŜŘ ǘƻ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ [a9 
administrative record.  Authorizations are forwarded to the UM staff and distributed by 
disability area and/or service and/or provider.  Authorizations are processed on a first 
come, first served basis.  If the authorization requires additional clinical information, a 
detailed e-mail will be forwarded to the provider.  The additional information should be re-
submitted to UM Office Support fax number at 828-322-1653 who will then forward the 
information to the UM Team member conducting the review.  
 
Authorizations are granted based on review timeframes and amounts defined in the 
Procedures Database posted on the Mental Health Partners website. State authorizations 
follow the MHP Benefit Plan as posted on the MHP website.  The Procedures Database 
services listed are from the Integrated Payment Reporting System (IPRS) Service Array 
provided by the DMH/DD/SAS to the LME. Correct authorization submissions take priority 
over the reconciliation of pended authorizations. 
 
It is essential for supervisors to provide clinical supervision and technical assistance before 
authorizations and PCPs/treatment plans are submitted.  Providers should maintain records 
of authorizations and supporting documents, tracking submission dates, timeframes and 
units per consumer.  It is essential the provider ensure an authorization is in place prior to 
the delivery of the service or the billing of the claim. 
 

General Systems Issues 
Clinical Information Data Submission.  Providers that are authorized to conduct an 
assessment of a referred individual will submit all required data elements electronically 
within 5 calendar days of the last assessment session to the LME, using the protocol(s) and 
formats described in the Operations Manual.  Provider shall establish review procedures to 
ensure that a minimum of 90 percent of all elements for each record are complete and 
accurate and a minimum of 85 percent of all elements for each record are coded as 
ǎƻƳŜǘƘƛƴƎ ƻǘƘŜǊ ǘƘŀƴ άhǘƘŜǊέ ƻǊ ά¦ƴƪƴƻǿƴέ ǿƛǘƘƛƴ ол Řŀȅǎ ƻŦ ŦƛǊǎǘ ǎǳōƳƛǎǎƛƻƴΦ   
 (Contract and MOA, section 2.13)  Questions about this process can be directed to Wendy 
Powers, Medical Records. 
 
Emergency Services/ First Responder 
By calling 1-877-327-2593, crisis screening by a licensed professional will be available 
24/7/365, along with immediate referral ability to mobile crisis and emergency services. 

http://www.mentalhealthpartners.net/
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Consumers who are new to the MH/DD/SAS system will be referred to crisis services when 
appropriate or to an outpatient provider if that is more appropriate. Consumers in crisis 
who are active in the system will be directed to their current contract provider. The first 
responder responsibility is that of the current, active provider. 
 
First Responder for Crisis/Emergency: A Provider delivering a service with defined first 
responder responsibilities or who are designated in the Person Centered Plan (PCP) (which 
will include a comprehensive crisis plan) shall act as first responder to individuals referred 
by the LME or elsewhere if and when the individual and/or a member of their support 
system initiates contact for assistance involving a psychiatric crisis or emergency.  Only 
those individuals whose distress represents a clear and present danger to self or others, 
and/or those individuals whose level of distress is not alleviated following reasonable 
efforts, shall be referred to the LME's crisis service.  Provider shall notify the individual and 
his/her support system of the process for accessing crisis/emergency services 24 hours a 
day, 7 days a week, 365 days a year, both orally and in writing at initial contact.  The 
notification shall include contact information for an alternate source of assistance in the 
eventuality that the Provider is not available.  Crisis services [other than Mobile Crisis 
Services @ MHP beyond the initial 8 hours]* do not require prior authorization from the 
LME.   (Contract and MOA, section 2.14)   * italics insert per Operational Procedure for 
purposes of this Manual) 
 
Response to Consumers ς Emergent, Urgent or Routine 
Response Time.  Both parties shall implement policies, procedures, performance standards 
and monitoring and shall consistently provide adequate staffing and scheduling to ensure 
ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ǘƘŜ 5ƛǾƛǎƛƻƴ ƻŦ aIκ55κ{! {ŜǊǾƛŎŜǎΩ άƛƳƳŜŘƛŀŎȅ ƻŦ ƴŜŜŘ ǇǊƻǘƻŎƻƭέ ǎǳŎƘ 
that: 1.  Individuals in emergency status, meaning a situation which threatens the health, 
safety or welfare of the individual and/or of others, shall result in a face-to-face assessment 
which shall commence no later than two hours from notification to either Party. This will 
include an IPRS billable event.  2. Individuals in urgent status, meaning their situation is 
likely to escalate into an emergency, must be seen face-to-face (assessment and/or 
services) within 48 hours of first notification. This will include an IPRS billable event. All 
consumers presenting with a substance abuse disorder, or the potential of a substance 
abuse disorder will be treated as urgent.  3. Individuals with routine needs must be seen 
face-to-face (assessment and /or services) within fourteen (14) calendar days of first 
notification accompanied by an IPRS billable event 4.  Individuals released/discharged from 
a state hospital or institution must be seen within 5 days of release and provided with an 
IPRS billable event.  (Contract, section 3.14; MOA section 3.15) 
 
Consumer Choice 
It is the goal of thŜ [a9 ǘƻ ŦƛƴŘ ǘƘŜ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊ ǿƘƛŎƘ ōŜǎǘ ƳŀǘŎƘŜǎ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 
needs, while at the same time maintaining consumer choice and remaining consistent with 
clinical protocols established by the LME. 
 
! ŎƻƴǎǳƳŜǊΩǎ ŎƘƻƛŎŜ ƻŦ ǇǊƻǾƛŘŜǊΣ ŦǊƻƳ ŀƳƻƴƎ ŜƴǊƻƭƭŜŘ ǇǊoviders, shall be honored by the 
LME, subject to medical necessity and utilization review criteria and, for State and State-
allocated sŜǊǾƛŎŜǎ ŀƴŘ ŎƻƴǎǳƳŜǊǎΣ ǘƘŜ [a9Ωǎ ǇǊƻǾƛŘŜǊ ǎǳōŎƻƴǘǊŀŎǘƛƴƎ ǇƻƭƛŎƛŜǎ ŀƴŘ 
procedures. 
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Informed Choice of Provider. The LME/County Program provides information to individuals 
covered by Medicaid regarding their rights to choice of Provider as governed by State and 
Federal law. The information includes names, contact information and locations of 
Providers who have been endorsed by LME/County Program. The Parties agree to rely upon 
DHHS to maintain a website listing all Providers endorsed to provide MH/DD/SA services 
within North Carolina. (MOA, section 1.4) 
 
Informed Choice of Provider. The LME provides information to covered individuals 
regarding their choice of Providers. The information includes names, contact information 
and locations of Providers.  Staff whose relationship is terminated with a Provider 
organization, and who becomes an employee of another Provider organization, and/or who 
ƻǇŜƴǎ ŀ ǇǊƛǾŀǘŜ ǇǊŀŎǘƛŎŜΣ ǎƘŀƭƭ ƴƻǘƛŦȅ ƛƴŘƛǾƛŘǳŀƭǎ ǾŜǊōŀƭƭȅ ŀƴŘ ƛƴ ǿǊƛǘƛƴƎ ƻŦ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ 
freedom of choice to continue receiving services from the same Provider, or to receive 
assistance from the LME in learning about and/or selecting another Provider.  
(Contract, section 1.3) 
 
It is the responsibility of the Provider to assure Medicaid eligibility and/or State-supported 
program eligibility of the consumer. Funding for State-supported services must be in a 
tǊƻǾƛŘŜǊΩǎ ŎƻƴǘǊŀŎǘ ǘƻ ŀǎǎǳǊŜ Ǉŀyment of services rendered up to the limits of the contract 
for authorized services. 
 
Disaster Response 
Response to Survivors of Disasters and other Hazards.  If designated by the LME, a Provider, 
under the direction of the LME and in coordination with the local Emergency Management 
agency(-ies), shall deploy behavioral health disaster responders to deliver behavioral health 
disaster services to survivors and other responders within the counties served by the LME.  
Behavioral health disaster services may be required at the site of a disaster, in emergency 
shelters, on the telephone/TTY machine, and other sites in which other disaster response 
agencies provide information or services to survivors and responders (e.g., FEMA Disaster 
Application Centers, emergency medical intervention, decontamination or quarantine sites).  
When it is determined that survivors or other disaster responders are in need of longer 
term mental health, developmental disabilities, and/or substance abuse services, Provider's 
behavioral health disaster responders shall refer such persons in need to the LME or its 
designee for further assistance.  (Contract and MOA, section 2.17) 

 
In the event of an emergency requiring the intervention of Mental Health response, the 
Provider (via a designated emergency contact or through the Provider ES system) would be 
contacted by MHP for the deployment of Provider staff that is trained in Disaster Response. 
Provider is responsible for having staff trained in this area. (See Division website on Disaster 
Preparedness, training opportunities). 

 
Provision of Substance Abuse Services 
Provision of Medical/ Non-Medical DETOX Service 

 In managing the DWI process, Provider will verify with the LME that clients have a 
zero account balance before submitting 508 forms to Raleigh. 
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 Providers of Medical or Non-Medical Detox Services will be held to the following 
conditions/expectations: 
Á Provision of short-term voluntary and/or involuntary inpatient medical 

detoxification services, for indigent, inebriate and drug dependent patients 
referred to the Provider by the LME.  

Á Provision of appropriate diagnostic studies, examinations and tests as deemed 
medically necessary. 

Á Provider will immediately inform LME staff of the new admission, as appropriate, 
to request authorization. As authorization is granted, they will agree to 
participate in a free flow of information in accordance with established 
procedures, regulations and applicable law. Authorization forms acquired by the 
provider for the services should be faxed to the LME Access unit @ 828-325-
4699. Payment for services must be preceded by an authorization form, which 
will be completed by the contracted authorization agent, Catawba Valley 
Behavioral Health (CVBH). 

Á Provider will bill all available funding sources so that state funds are the payer of 
last resort. The LME will only pay for services rendered to consumers to 
residents of Catawba and Burke County and are indigent as defined by no 
employment and no health insurance. 

Á Provider will consult with consumer and schedule all outpatient discharge 
appointments through the LME Access Unit. Patient discharges will be done in a 
responsible and appropriate manner. 

Á Provider will assure continuity of care by involving appropriate LME and contract 
provider staff in discharge planning activities before the admitting physician 
discharges client from the hospital, and allow appropriate staff access to client 
ŘƛǎŎƘŀǊƎŜ ǎǳƳƳŀǊƛŜǎ ǘƘǊƻǳƎƘ ǘƘŜ tǊƻǾƛŘŜǊΩǎ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴ {ŜǊǾƛŎŜǎΦ tŀǘƛŜƴǘ 
discharge planning will take place prior to discharge to allow reasonable time to 
assure the best aftercare possibility for the consumer. 

Á Provision of complete and necessary information on the appropriate 
authorization form. This would include the forms used to authorize Detox and 
Facility-Based Crisis (this form is used by MHP and Crossroads LME) as well as the 
form used to authorize Closer to Home, Critical Connections and Grace indigent 
care funding (This form is used by MHP, Pathways and Smokey Mountain LME.) 

 

Treatment Team Planning and Care Coordination 
Service Coordination. Continuity of care is expected for all individuals served under this 
Contract.  In an effort to improve the coordination of supports and services within the 
[a9Ωǎ ŎƻƳƳǳƴƛǘȅ ƻŦ ǇǊƻǾƛŘŜǊǎΣ tǊƻǾƛŘŜǊ ŀƎǊŜŜǎ ǘƻ ǳǎŜ ƎƻƻŘ ŦŀƛǘƘ ŜŦŦƻǊǘǎ ǘƻ coordinate 
supports and services with other Provider participants, Carolina Access and other primary 
care providers for all individuals served under this Contract. The Provider shall obtain 
appropriate client authorizations and consents to release or exchange information.  The 
Provider shall participate in team meetings and/or community collaborations and 
communicate regularly with other providers regarding mutual cases.  The primary service 
provider who engages an Independent Practitioner (a directly enrolled clinician providing 
outpatient therapy) to serve consumers receiving benefits will maintain a contract with the 
Independent Practitioner to ensure care coordination.  Providers who act as the clinical 
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home such as those delivering Community Support, Community Support Team or Targeted 
Case Management Services must either provide or subcontract for psychiatric services when 
consumers need them.  A pattern of failure to coordinate services in a timely manner, 
without demonstrated corrections may result in contract termination. Providers will 
cooperate and support care coordination efforts performed by MHP Care Coordination 
staff.  (Contract and MOA, Section 2.5) 
 

Notice of Service Suspension, Reduction or Termination 
Medicaid Consumers 
If a Provider has been given authorization to provide services, and subsequently decides to 
suspend, reduce or terminate those services, the Provider has the responsibility of 
informing Medicaid or Medicaid-eligible clients in writing before the service in question is 
reduced, suspended or terminated. The process for appealing is outlined in the Medicaid 
Appeal Process., with the additional stipulation that a letter must be sent to the service 
recipient at least ten days before any interruption of the service in dispute.  
 
If the service recipient requests either an informal hearing or an OAH hearing before the 
date the service reduction, suspension or termination is to occur, he or she has the right to 
continue to receive the service in dispute until resolution of the appeal if the denial is 
upheld. The LME will monitor that this notification takes place as legally prescribed.  
 
¢ƘŜ aŜŘƛŎŀƛŘ !ǇǇŜŀƭ tǊƻŎŜǎǎ ƛǎ ŀǾŀƛƭŀōƭŜ ƻƴ ǘƘŜ 5ƛǾƛǎƛƻƴ ƻŦ aŜŘƛŎŀƭ !ǎǎƛǎǘŀƴŎŜΩǎ ²ŜōǎƛǘŜΦ  
http://www.dhhs.state.nc.us/dma/medicaid/rights.htm.   All forms must be customized 
ǿƛǘƘ ȅƻǳǊ ŀƎŜƴŎȅΩǎ ǎǇŜŎƛŦƛŎ ŎƻƴǘŀŎǘ ƛƴŦƻǊƳŀǘƛƻƴ. 
 
Additionally, the Provider is required to submit an incident report to their Provider 
Relations liaison documenting suspension or expulsion of a consumer from a service for one 
day or more as a Level II incident on the Incident and Death Report Form QM02.  See 
LƴŎƛŘŜƴǘ ŀƴŘ 5ŜŀǘƘ wŜǎǇƻƴǎŜ {ȅǎǘŜƳ aŀƴǳŀƭ ƻƴ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǿŜōǎƛǘŜ ōȅ ŦƻƭƭƻǿƛƴƎ ǘƘŜ ƭƛƴƪ 
provided below at:  
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-
04.pdf and the QM02 form at: 
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeat
hreport-formqm02revised3-06.pdf 
 
Non-Medicaid Consumers 
If a Provider has been given authorization to provide services, and subsequently decides to 
suspend, reduce or terminate those services, the Provider has the responsibility of 
informing non-Medicaid consumers (receiving State-funded services) as outlined in the non-
Medicaid appeal process. 
 
The Non-Medicaid Appeal Process, notification letters, notification timelines, etc. are 
available on the Division website at 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/index.htm#forms. 
Information is available in English and Spanish. Also, please reference Communication 
Bulletin #63: 

http://www.dhhs.state.nc.us/dma/medicaid/rights.htm
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-04.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-04.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02revised3-06.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02revised3-06.pdf
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/index.htm#forms
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(http:// www.ncdhhs.gov/mhddsas/announce/commbulletins/communicationbulletin063.p
df).  !ƭƭ ŦƻǊƳǎ Ƴǳǎǘ ōŜ ŎǳǎǘƻƳƛȊŜŘ ǿƛǘƘ ȅƻǳǊ ŀƎŜƴŎȅΩǎ ǎǇŜŎƛŦƛŎ ŎƻƴǘŀŎǘ ƛƴŦƻǊƳŀǘƛƻƴΦ 
 
If a Provider submits an initial authorization request for State-funded services, and the 
service authorization is approved for a lesser amount than requested, no letter is required. 
 
If a Provider submits a re-authorization request for State-funded services at a rate reflecting 
a previous authorization, and the service is reduced, suspended or terminated based on 
Medical Necessity review (and/or negotiated to a lower rate based on service transition or 
step-down plan), it is the responsibility of the MHP UM Unit to inform the consumer.   
 
If a Provider submits any authorization request for State-funded services, and the 
authorization is denied, it is the responsibility of MHP UM Unit to inform the consumer by 
this process as outlined above. 
 
If a Provider has been authorized for service provision, and subsequently decides to reduce, 
suspend or terminate that service, it is the responsibility of the Provider to inform the 
consumer. 
 
Additionally, the Provider is required to submit an incident report to their Provider 
Relations liaison documenting suspension or expulsion of a consumer from a service for one 
day or more as a Level II incident on the Incident and Death Report Form QM02.  See 
LƴŎƛŘŜƴǘ ŀƴŘ 5ŜŀǘƘ wŜǎǇƻƴǎŜ {ȅǎǘŜƳ aŀƴǳŀƭ ƻƴ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǿŜōǎƛǘŜ ōȅ ŦƻƭƭƻǿƛƴƎ ǘƘŜ ƭƛƴƪ 
provided below at:  
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-
04.pdf and the QM02 form at: 
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeat
hreport-formqm02revised3-06.pdf 
 

http://www.ncdhhs.gov/mhddsas/announce/commbulletins/communicationbulletin063.pdf
http://www.ncdhhs.gov/mhddsas/announce/commbulletins/communicationbulletin063.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-04.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/incidentmanual11-04.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02revised3-06.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02revised3-06.pdf
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Section IV 
Claims & Electronic Connectivity 

 
Coordination of Benefits. Provider agrees to assist in the coordination of ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ 
health care benefits so as to avoid undue delay in the provision of service and to ensure 
that Federal, state and local funding shall be used only if and when other sources of first 
and third Party payment have been exhausted. Providers shall make every reasonable effort 
to verify all insurance and other third Party benefit plan details during first contact, so that 
persons are directed to appropriate Providers and to comply with North Carolina law. 
tǊƻǾƛŘŜǊ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ ōƛƭƭ ŀ ŎƻƴǎǳƳŜǊΩs private insurance when possible. During an 
emergency, Provider shall provide the necessary services and then assist to coordinate 
payment. (Contract, section 2.19; MOA, section 3.14) 

 

Claims Filing Requirements/ Claims Adjudication:  
Medicaid Provider ς www.dhhs.state.nc.us/dma;  
 
The LME shall honor provider billings as long as they are filed in time to meet DHHS billing 
requirements. For Medicaid services required to be billed through the LME, billings will be 
honored for up to twelve (12) months from the date of service. 
 
[ƛƳƛǘŜŘ aŜŘƛŎŀƛŘ ǎŜǊǾƛŎŜǎ Ƴŀȅ ōŜ ōƛƭƭŜŘ ǘƘǊƻǳƎƘ ǘƘŜ [a9 ŀǎ ƻǳǘƭƛƴŜŘ ƛƴ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ 
Communication Bulletins guidelines and timeframes (see Division website, Enhanced 
Services Implementation Update Memos). NC Medicaid Special Bulletin, May, 2006, outlines 
procedures and Medicaid billing expectations for direct-enrolled providers. 
 
If the provider bills within sixty (60) days of providing a service, the LME will pay claims in 
accordance with the Division of MH/DD/SA prompt pay requirements.  
 
Prompt pay requirements are set forth as follows: 
Within eighteen (18) calendar days after the LME receives a claim from a provider, the LME 
shall either 

 Approve payment of the claim 

 Deny payment of the claim, or 

 Determine that additional information is required for making an approval or denial 
If the LME approves payment, the claim shall be paid within thirty (30) calendar days of 
approval. 
 
Providers are encouraged to submit billing twice monthly, by the 5th and 25th of each 
month. The invoices supplied with the Provider contract are in 15-day cycles to support this 
frequency of billing, which in turn keeps a steady revenue flow. Invoices may be mailed, 
delivered in person, or sent via e-mail to Janet Goforth (janet@mentalhealthpartners.org) if 
encryption software specifically provided by the LME is used. Invoices may not be faxed.  
 
As invoices are completed, be sure to include appropriate service codes, staff ID/staff name, 
and client ID. 
 

http://www.dhhs.state.nc.us/dma
mailto:janet@mentalhealthpartners.org
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Invoices are matched against authorized services and the time range of authorization.  A 
claim must be resubmitted within 60 days if it is denied. Any invoiced service that was 
provided without appropriate authorization will be denied payment. 
 
Other than grant invoices, generally a Provider may expect a 48-day wait between the time 
an invoice is submitted and payment is received on an approved claim. 
 
All payments for services to providers shall be provisional and subject to review and audit 
for their conformity with DHHS requirements. The parties should agree and understand that 
the payment of the sums specified in the Provider contract is dependent and contingent 
upon the appropriation, allocation and availability of funds for this purpose to DHHS and 
the LME. 
 

Submission of CAP-MR/DD Supply Invoices 
1. It is the responsibility of the Targeted Case Managers to track the cost of all supplies, 

adaptations and equipment authorized, billed and paid for during the plan and 
waiver years and ensure that costs are within limits set by service definitions. 

2. All supplies, adaptations and equipment must be documented on the Person 
Centered Plan (PCP) that is requested. 

3. Targeted Case Manager is responsible for coordinating consumers/families needs. 
4. Targeted Case Manager will have requests authorized by Value Options. 
5. Targeted Case Manager will receive certification letter for request from Value 

Options. 
6. Targeted Case Management Providers are expected to pay in advance for authorized 

request less than $1000.00 per client/per month, before being reimbursed by the 
Local Management Entity (LME).  Targeted Case Manager attaches Value Options 
ŎŜǊǘƛŦƛŎŀǘƛƻƴ ƭŜǘǘŜǊ ŀƴŘ ǉǳƻǘŜόǎύ ǘƻ ǘƘŜ ά!ǳǘƘƻǊƛȊŀǘƛƻƴ ǘƻ hǊŘŜǊκtŀȅ /!t-MR/DD 
{ǳǇǇƭƛŜǎ CƻǊƳέ όƭƻŎŀǘŜd on the MHP website under Providers, Provider Forms). 

Please submit forms for purchases less than $1000.00 to: 
Mental Health Partners 

Attn: Hope Ward 
1985 Tate Boulevard, SE. Suite 529 
Hickory, N.C. 28602 

                                                     Fax: 828-325-9826 
 

7. For any authorized requests for $1000.00 or greater per client/per month, Targeted 
Case Management Provider should attach Value Options certification letter and 
ǉǳƻǘŜόǎύ ǘƻ ǘƘŜ ά!ǳǘƘƻǊƛȊŀǘƛƻƴ ǘƻ hǊŘŜǊκtŀȅ /!t-awκ55 {ǳǇǇƭƛŜǎ CƻǊƳέ όƭƻŎated on 
the MHP website under Providers, Provider Forms). 

Please submit forms for purchases for $1000.00 or greater to: 
Mental Health Partners 

Attn: Donna Shelton 
1985 Tate Boulevard, SE. Suite 529 
Hickory, N.C. 28602  

    Fax: 828-325-9826 
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8. Targeted Case Management Providers can expect reimbursement from the LME 
ǿƛǘƘƛƴ пр Řŀȅǎ ƻŦ ǊŜŎŜƛǾŜŘ ŘŀǘŜ ƻŦ ǘƘŜ άhǊŘŜǊκtŀȅ CƻǊƳέΦ 

9. If a consumer has private insurance and code #T1999 is being billed for equipment 
(not supplies) ŀƴŘ ά.έ ŎƻŘŜǎ ŦƻǊ ƻǊŀƭ ǎǳǇǇƭŜƳŜƴǘǎ, it is tƘŜ ǇǊƻǾƛŘŜǊΩǎ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ 
to obtain a denial from the insurance company.  Requests will not be processed until 
an insurance denial is submitted to MHP. The denial is needed regardless of whether 
the equipment exceeds $1,000 or not.    

 

Electronic Connectivity Requirements: 
 Specific questions beyond those below should be addressed to Stephanie Smith 
What is available in connecting to the LME?: 

 Claims entry ς this allows the provider to enter claims directly into the LME MCO 
system. Utilizing the Edit Checks process will insure clean claims for the provider, 
allowing a quicker payment of claims. 

 Auto Authorization ς This allows the provider the ability to request authorization for 
{ǘŀǘŜ ǎŜǊǾƛŎŜǎ ŀƴŘ ƎŜǘ ƛƳƳŜŘƛŀǘŜ ƴƻǘƛŦƛŎŀǘƛƻƴ ƻŦ ŀƴ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ǊŜǉǳŜǎǘΩǎ approval, 
denial or pending status. 

 
What is needed to connect to the LME?: 

 PC Recommendations: 
o Pentium IV 
o 512 MB Ram 
o CD-Rom Drive or access to the Network CD-Rom 
o мтέ /ƻƭƻǊ aƻƴƛǘƻǊ ŎŀǇŀōƭŜ ƻŦ млнп · тсу {±D! ǿƛǘƘ нрс ŎƻƭƻǊǎ ŀƴŘ он aI 

Video RAM 
o Microsoft IE 6.0 or higher 

 

 Software Licenses: (This is a mandatory one-time charge, per PC) 
o Terminal Server Client Access   $52 
o Citrix Annual Maintenance    $10 

 

 hǘƘŜǊ ǊŜǉǳƛǊŜƳŜƴǘǎ ƛŦ ƴƻǘ ŀǾŀƛƭŀōƭŜ ƻƴ ǘƘŜ tǊƻǾƛŘŜǊΩǎ t/Υ 
o Symantec Maintenance   $8 
o Symantec Antivirus*     $35 

*Proof of Antivirus Protection is required 
 
Modem: 
Cable or DSL Modem. Cable is preferred and should have at least 25kbps capability for up-
load and down-load per session. This is normally not an issue but can become one if the PC 
is connected to Catawba LME and the Internet at the same time, thereby creating multiple 
sessions. The cost of the modem varies depending on your preference. 
 

Note: You will need access to the Internet. 
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New Hire/Termination Process 
When a new provider joins the Mental Health Partners network, it is required that they 
complete the New Hire-Termination form that can be found on the MHP website 
(http://www.mentalhealthpartners.org) in the Providers Section, under Provider Forms.  
This form lists the name and action required (new hire or termination) for each employee 
that is requesting access to the MHP computer system, CMHC.  This form is then submitted 
to mh_cmhc_help@mentalhealthpartners.org.  It is recommended that the person 
completing this form, save a copy to their documents for future use.   
 
After a provider has established connectivity with MHP, we require that they submit the 
same form on a monthly basis, by the end of the month, marking any necessary changes 
that need to be made.  This form is to be submitted even if there are no changes to report.  
If a provider fails to submit the New Hire-Termination form in a timely fashion, access will 
be revoked to the CMHC computer system until the form is received.  It is essential that 
MHP maintains an accurate listing of all parties that have access to the CMHC computer 
system and the client information that is stored in this system.  Notifications will be sent out 
prior to the removal of access by the IT staff of MHP.  Questions regarding this procedure 
should be directed to Stephanie Smith, MIS Director at (828) 323-8090 or 
spsmith@mentalhealthpartners.org. 
 

MHP Web Portal Access for Providers 
In order for a new provider to gain access to the Mental Health Partners web portal, a 
minimum of two documents are required to be completed.  The άŜ-Doc Point of 
/ƻƴǘŀŎǘΦȄƭǎέ document assigns one person to be the MIS point of contact regarding web 
portal access for an organization.  Only one person must complete this form for any single 
provider organization.  The άŜ-5ƻŎ !ŎŎŜǎǎ wŜǉǳŜǎǘ CƻǊƳΦȄƭǎέ document is to be completed 
by each individual within an organization that will be accessing the MHP web portal.   
 

 Providers can request access to the Web Portal via their Provider Relations Liaison 
who will send both forms to the provider.   

 Upon receipt of the forms, a provider should complete one Point of Contact form.  
The email address provided on the form will receive all usernames and passwords 
for members of his/her organization as created by MHP MIS staff.   

 After completing the Point of Contact Form, an Access Request Form should be 
completed for each person in the providerΩǎ ƻǊƎŀƴƛȊŀǘƛƻƴ ǘƘŀǘ ǿƛƭƭ ōŜ ǳǎƛƴƎ ǘƘŜ aIt 
web portal to submit documents to the LME.   

(Both forms are designed to automate the return of the form by validating the form fields, 
then attaching the completed form to an email message back to MIS staff.  The program 
designed to perform this operation may fail to perform due to variables beyond the control 
of MHP.  If the buttons on the form do not perform the function of sending the form back to 
MHP, the provider should save a copy of the form onto his/her computer, then email the 
completed form back to timothyhuffman@mentalhealthpartners.org.) 

 After receiving the required forms, MHP staff adds the provider Point of Contact to a 
contact list.   

http://www.mentalhealthpartners.org/
mailto:mh_cmhc_help@mentalhealthpartners.org
mailto:spsmith@mentalhealthpartners.org
mailto:timothyhuffman@mentalhealthpartners.org
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 For each Access Request Form, a username and password are assigned.  When 
possible, the username assigned is the same as the CMHC username; otherwise, a 
ƴŜǿ L5 ƛǎ ŎǊŜŀǘŜŘ ŎƻƴǎƛǎǘƛƴƎ ƻŦ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǇǊŜŦƛȄ όо-character code) and a four-
digit number.  The passwords are randomly generated using a program that creates 
a unique 7-character field of uppercase, lowercase, and special characters.   

 Assigned usernames and passwords are returned from the LME to the provider Point 
of Contact.  The Point of Contact has the responsibility of dispersing the correct 
username and password to the proper individual.   

 Should a member of a provider organization lose or forget his/her username or 
password, simply send an email back to 
timothyhuffman@mentalhealthpartners.org.  The information will be found and 
sent back to the Point of Contact for the organization.   

 

Payment Schedules 
The Medicaid check-write schedule is available on the following website: 
www.dhhs.state.nc.us/dma, click into Medicaid Providers section, click into the Financial 
link, the check-write schedule is listed under Calendar 
(http://www.dhhs.state.nc.us/dma/provider/calendar.htm).  The IPRS check-write schedule 
(for state funded services) is the same as Medicaid, except for IPRS timely filing provisions. 

 All claims from July to April 30 must be submitted and processed by IPRS before the 
last IPRS check-write in June, otherwise there will be a denial based on not meeting 
timely filing provisions. 

 All May and June service claims must be submitted and processed by IPRS before the 
last IPRS check-write in August. 

 

Prompt Pay 
Please refer to Prompt Pay provisions explained previously in the Claims Filing 
Requirements/ Claims Adjudication paragraph in this Section. Additionally, Prompt Pay is 
explained in detail below. 
 
Prompt Pay Provision 
(Reference: 2009-2010 Performance Agreement, Section 4.1 Provider Billings Made through 
the LME located at the following web link: 
http://www.ncdhhs.gov/mhddsas/performanceagreement/index.htm) 
 
Definition:  As used in this sectiƻƴΣ άǇǊƻǾƛŘŜǊέ ƳŜŀƴǎ ŀƴȅ ǉǳŀƭƛŦƛŜŘ ǇǳōƭƛŎΣ ƻǊ ǇǊƛǾŀǘŜΣ 
provider, agency, institution, or resource that contracts with the Area Program for the 
provision of services pursuant to G.S. 122C-141 (a). 
 
Invoice Processing Period Requirements 
Within eighteen (18) calendar days after the Area Program receives an invoice from a 
provider, the Area Program shall either: (a) approve payment of the invoice, (b) deny 
payment of the invoice, or (c) determine that additional information is required for making 
an approval or denial. The foregoing requirement is further specified in the following 
bullets: 

mailto:timothyhuffman@mentalhealthpartners.org
http://www.dhhs.state.nc.us/dma
http://www.dhhs.state.nc.us/dma/provider/calendar.htm
http://www.ncdhhs.gov/mhddsas/performanceagreement/index.htm
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 If the Area Program approves payment of an invoice, the Area Program shall pay the 
invoice within thirty (30) calendar days after making the approval. 

 If the Area Program denies payment of an invoice, the Area Program shall return the 
invoice to the provider and include notice specifying the full and complete good 
faith reasons for the denial within eighteen (18) calendar days after the Area 
Program received the invoice. The Area Program will have been deemed to have 
complied with this requirement if, on or before the eighteenth calendar day, the 
Area Program electronically transmits the invoice and notice to the provider, places 
the invoice and notice in the U.S. mail, first class postage prepaid, properly 
addressed to the provider, or makes actual delivery of the invoice and notice to the 
provider. 

 If the Area Program determines that additional information is required for making 
the approval or denial of an invoice, the Area Program shall provide the provider 
with notice of the same. The notice shall contain the specific good faith reasons why 
the invoice has not been paid and furnish a complete itemization, or description, of 
all of the information needed by the Area Program to complete the processing of the 
invoice. The Area Program shall provide such notice to the provider within eighteen 
(18) calendar days after the Area Program receives the invoice. The Area Program 
will be deemed to have complied with this requirement if, on or before the 
eighteenth calendar day, the Area Program electronically transmits such notice to 
the provider, places such notice in the U.S. mail, first class postage prepaid, properly 
addressed to the provider, or makes actual delivery of the invoice and notice to the 
ǇǊƻǾƛŘŜǊΦ ¦Ǉƻƴ ǘƘŜ !ǊŜŀ tǊƻƎǊŀƳΩǎ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ŀŘŘƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ŦǊƻƳ ǘƘŜ 
provider, the Area Program shall process the invoice within the time periods stated 
above for approving, denying, and paying invoices. 

 The Area Program is not limited to paying an invoice in full, denying an invoice in 
full, or requesting additional information for an entire invoice. Rather, as 
appropriate, the Area Program may approve an invoice in part, deny an invoice in 
part, and/or request additional information for only a part of the invoice, as long as 
the Area Program either approves, denies, or requests additional information for 
each part of the invoice within the required eighteen (18) calendar day period. If the 
Area Program partially approves, denies, or requests additional information for an 
invoice, the Area Program shall take the appropriate further actions on the invoice 
within the applicable time periods specified above. For instance, if an invoice is 
denied in part and approved in part, the Area Program shall pay the approved 
portion of the invoice within thirty (30) calendar days after the approval and shall 
send the notice of denial for the denied portion of the invoice within eighteen (18) 
ŎŀƭŜƴŘŀǊ Řŀȅǎ ŀŦǘŜǊ ǘƘŜ !ǊŜŀ tǊƻƎǊŀƳΩǎ ǊŜŎŜƛǇǘ ƻŦ ǘƘe invoice. 

 The Area Program is presumed to have received a mailed invoice five business days 
after the invoice has been placed in the United states mail, first-class postage 
prepaid, properly addressed to the Area Program, or an invoice transmitted 
electronically, to the Area Program or a designated clearinghouse, on the day the 
invoice is transmitted. 

 !ƭƭ ǊŜŦŜǊŜƴŎŜǎ ǘƻ ǘƘŜ ǘŜǊƳ άƛƴǾƻƛŎŜέ ƛƴ ǘƘƛǎ {ŜŎǘƛƻƴΣ L±Φ!ΦоΦ άtǊƻƳǇǘ tŀȅ tǊƻǾƛǎƛƻƴέ 
shall include invoices for Medicaid services and invoices for non-Medicaid services, 
ŜȄŎŜǇǘ ŦƻǊ ǘƘŜ ǊŜŦŜǊŜƴŎŜǎ ǘƻ άƛƴǾƻƛŎŜέ ƛƴ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ōŜƭƻǿ ŎŀǇǘƛƻƴŜŘΣ ά{ǳōƳƛǎǎƛƻƴ 
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of Non-aŜŘƛŎŀƛŘ LƴǾƻƛŎŜǎ ǘƻ !ǊŜŀ tǊƻƎǊŀƳΣέ ǿƘƛŎƘ ǎƘŀƭƭ ƛƴŎƭǳŘŜ ƻƴƭȅ ƛƴǾƻƛŎŜ ŦƻǊ ƴƻƴ-
Medicaid services. 

 In calculating any period of time prescribed by this seŎǘƛƻƴΣ L±Φ!ΦоΦ άtǊƻƳǇǘ tŀȅ 
tǊƻǾƛǎƛƻƴΣέ ǘƘŜ Řŀȅ ƻŦ ŀƴ ŀŎǘΣ ƻǊ ŜǾŜƴǘΣ ŀŦǘŜǊ ǿƘƛŎƘ ŀ ŘŜǎƛƎƴŀǘŜŘ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜ 
begins to run is not to be included. For instance, in calculating the eighteen (18) 
calendar days after an Area Program receives an invoice, the day the Area Program 
receives the invoice is not included or counted, and the first of the eighteen (18) 
calendar days is the calendar day that follows the day on which the invoice was 
received. 

 
Funds Availability Provision 
The payment of funds by the Division to the Area Program, as specified by this Agreement, 
is conditioned upon the appropriation, allocation, and availability of the funds to the 
Division for this purpose. To this end, if it appears that the payments from the Division to 
Area Programs will be disrupted due to a statewide reduction in funding, the Division 
Director shall provide providers and Area Programs with prior notice of the reduction. This 
notification shall give direction to Area Programs about the appropriate course of action 
regarding payments to providers. In addition, in instances where the Area Program submits 
ŜǾƛŘŜƴŎŜ ǘƻ ǘƘŜ 5ƛǾƛǎƛƻƴ ǘƘŀǘ ǊŜŀǎƻƴŀōƭȅ ŘŜƳƻƴǎǘǊŀǘŜǎ ǘƘŀǘ ǘƘŜ !ǊŜŀ tǊƻƎǊŀƳΩǎ ƭŀǘŜ 
payment of invoices is the direct result of errors or delays by the State, or its contract 
vendors, the Area Program shall be exempt from the time periods imposed by this section 
for approving and paying such invoices. In such circumstances, the Area Program shall 
approve and pay the invoices within a time period that is reasonable under the 
circumstances. If, for any reason, the Area Program anticipates that it will be unable to 
make payment on an individual invoice within the time periods required by this section, and 
the Area Program and provider are unable to reach a resolution, the Area Program must 
obtain the prior approval of the Division in order to delay payment. Such requests will be 
reviewed on a case-by-ŎŀǎŜ ōŀǎƛǎΦ bƻǘǿƛǘƘǎǘŀƴŘƛƴƎ ŀƴȅ ƻŦ ǘƘŜ ŦƻǊŜƎƻƛƴƎΣ ǘƘŜ !ǊŜŀ tǊƻƎǊŀƳΩǎ 
duty to pay an approved claim within thirty (30) calendar days after approval is not 
conditioned upon the Area Program first having received payment from the State for the 
services covered by the invoice. 
 

Submission of Non-Medicaid Invoices to Area Program 
Area Programs shall include in their contracts with providers provisions concerning the 
submission of non-Medicaid invoices that comport with the following: 

 The provider shall submit invoices for non-Medicaid services in the appropriate form 
within the shorter of: (a) the time period stated in the contract between the Area 
Program and provider and (b) 15 calendar days after the end of the month in which 
the service(s) was rendered, or in which the consumer was discharged from service. 
Failure to submit an invoice within the time period shall exempt the Area Program 
from the time periods imposed by this section for approving, denying, requesting 
additional information, and paying the invoice. In such circumstances, the Area 
Program shall process and pay the invoice within a reasonable time under the 
circumstances. If the Area Program denies payment of an invoice, the provider must 
resubmit the invoice, with full and complete information, as specified by the Area 
Program, within the shorter of (a) the time period stated in the contract between 
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the Area Program and provideǊ ŀƴŘ όōύ ǘƘƛǊǘȅ όолύ ŎŀƭŜƴŘŀǊ Řŀȅǎ ŀŦǘŜǊ ǇǊƻǾƛŘŜǊΩǎ 
receipt of the denied invoice, unless the provider has received from the Area 
Program a waiver of the re-ǎǳōƳƛǎǎƛƻƴ ǘƛƳŜ ǇŜǊƛƻŘΦ tǊƻǾƛŘŜǊΩǎ ŦŀƛƭǳǊŜ ǘƻ ǊŜǎǳōƳƛǘ 
the invoice within forty-five (45) calendar Řŀȅǎ ŀŦǘŜǊ ǇǊƻǾƛŘŜǊΩǎ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ŘŜƴƛŜŘ 
invoice (absent a waiver from the Area Program) shall exempt the Area Program 
from the time periods imposed by this section for approving, denying, requesting 
additional information for, and paying the invoice. In such circumstances, the Area 
Program shall process and pay the invoice within a reasonable time period under the 
circumstances. 

 
Third Party Beneficiary 
Any provider who submits invoices to the Area Program for services rendered shall be an 
intended third-party beneficiary of this Section.IV.A.3, and without limitation, the duties 
imposed upon the Area Program through this section are likewise duties owed to such 
provider, and such provider may enforce the performance of the duties. 
 

Recovery of Paybacks 
It is the policy of Mental Health Partners (MHP) to ensure that all recovery of paybacks are 
received from the provider as specified below for all non-compliant events or services in the 
amount originally paid by the LME to the Provider unless specifically approved otherwise in 
writing by the LME.    
 
Procedure:   
In the event that recouped and/or retroactive Medicaid claims appear on a Providers EOB 
and MHP is unable to recover the funds on the same EOB, MHP will attempt to recover the 
funds from the Provider within the following three check writes regardless of whether or 
not a payment is received for that Provider.  If this is not possible, the provider will be 
required to remit a check to MHP within 30 days from the date of the last check write.   

1. The following statement will be added to all EOBs that have recouped and/or 
retroactive Medicaid claims and MHP is unable to recover the funds on the same 
EOB: 
άaIt ǿƛƭƭ ŀǘǘŜƳǇǘ ǘƻ ǊŜŎƻǾŜǊ ǘƘŜ ŦǳƴŘǎ ǊŜǎǳƭǘƛƴƎ ŦǊƻƳ ǘƘŜ ǊŜŎƻǳǇƳŜƴǘǎ ŀƴŘκƻǊ 
retroactive Medicaid claims appearing on this EOB within the next three check 
writes.  If MHP is not able to recover the funds by the (month, day, year) check 
write, you will be required to remit the remaining amount due to MHP by (month, 
day,  yearύΦέ 

2. In the event that MHP is unable to recover the entire amount in four check writes, 
the Provider will be notified by letter of the remaining amount due to MHP within 30 
Řŀȅǎ ŦǊƻƳ ƭŀǎǘ ŎƘŜŎƪ ǿǊƛǘŜΦ  ¢Ƙƛǎ ƭŜǘǘŜǊ ǿƛƭƭ ƛƴŎƭǳŘŜ ƴƻǘƛŦƛŎŀǘƛƻƴ ǘƻ ǘƘŜ tǊƻǾƛŘŜǊΩǎ 
liaison as well as the Finance Officer. 

3. If the funds are not remitted to MHP by the date cited in the letter, MHP will 
execute the following steps: 

a. LŦ aIt ǇǊƻŎŜǎǎŜǎ ŎƭŀƛƳǎ ŦƻǊ ŀƴȅ ƻŦ ǘƘŜ tǊƻǾƛŘŜǊΩǎ ŀŦŦƛƭƛŀǘŜ ŀƎŜƴŎƛŜǎΣ aIt ǿƛƭƭ 
ŀǘǘŜƳǇǘ ǘƻ ǊŜŎƻǾŜǊ ǘƘŜ ŦǳƴŘǎ ŦǊƻƳ ǘƘŀǘ ŀƎŜƴŎȅΩǎ ƴŜȄǘ ǇŀȅƳŜƴt.   
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b. If MHP is unable to recover the funds from an affiliate agency or MHP does 
ƴƻǘ ǇǊƻŎŜǎǎ ŎƭŀƛƳǎ ŦƻǊ ŀƴȅ ƻŦ ǘƘŜ tǊƻǾƛŘŜǊΩǎ ŀŦŦƛƭƛŀǘŜ ŀƎŜƴŎƛŜǎΣ ǇǊƻŎŜǎǎƛƴƎ ƻŦ 
ǘƘŜ tǊƻǾƛŘŜǊΩǎ ōƛƭƭƛƴƎ ǿƛƭƭ ōŜ ǎǳǎǇŜƴŘŜŘ ǳƴǘƛƭ ŦǳƴŘǎ ŀǊŜ ǊŜŎŜƛǾŜŘ ōȅ aItΦ   

c. If the Provider uses MCO for claims entry and/or auto authorization, their 
access will be terminated until funds are received by MHP. 
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Section V 
Medical Records & Provider Documentation Submission 

Requirements 
Providers are responsible for keeping their own medical record. The LME will keep an LME 
administrative record for each client receiving services. 

1. ¢ƘŜ ǇǊƻǾƛŘŜǊΩǎ ǊŜŎƻǊŘ ǿƛƭƭ ōŜ ǳǎŜŘ ŦƻǊ ŀǳŘƛǘ ǇǳǊǇƻǎŜǎ ŀƴŘ ŦƻǊ ƳƻƴƛǘƻǊƛƴƎ ƻŦ 
services. 

2. The LME administrative record is used by Utilization Management for 
authorization of services and by Medical Records to ensure that all required data 
for the Consumer Data Warehouse (CDW) is transmitted and received. 

 

Admission Packets ς The clinical home will be responsible for submitting the full 

admission packet to the LME. 
 
Admission Packet Checklists: 
Required admission packet documentation is outlined below. Missing information will 
result in delayed or pended authorizations for State-funded services. 

 State-Funded Service Providers 
o Checklist 
o Admission/Comprehensive Assessment 
o NC-SNAP  (if applicable ς all DD) 
o Substance Abuse Assessment (SA ONLY) including 

Á Infectious Disease Screening 
Á ASAM 

o LME Consumer Admission and Discharge Form which includes target pop (via 
web portal) 

o Treatment Plan/PCP 
o Service Order 
o Psychological Evaluations (for DD ONLY) 
o Statistical Change Form 
o NC-TOPPS is due within 7 calendar days of first treatment appointment 

 Medicaid Direct-Enrolled Enhanced Services Provider 
o Checklist 
o Admission/Comprehensive Assessment 
o LME Consumer Admission and Discharge Form (via web portal) 
o PCP 
o Statistical Change Form 
o NC-SNAP  (if applicable ς all DD) 
o NC-TOPPS is due within 7 calendar days of first treatment appointment 

 CAP-MR/DD Providers 
o Checklist 
o Admission/ Diagnostic Assessment 
o Person Centered Plan (including MR-2 and cost summary) 
o Target Population 
o Statistical Change Form 
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o LME Consumer Admission and Discharge Form 
o NC-SNAP 
o Psychological Evaluations (if applicable) 
o Psychological or other DD Diagnosis Substantiating Documentation 

 
*** Note: If you are a Medicaid Direct Enrolled Enhanced Services Provider and you have 
access to State dollars, you can choose to send in a full admission packet so you will be 
ŎƻǾŜǊŜŘ ƛŦ ǘƘŜǊŜ ƛǎ ŀ ƭŀǇǎŜ ƛƴ aŜŘƛŎŀƛŘΦ Lƴ ǘƘƛǎ ǎŎŜƴŀǊƛƻΣ ȅƻǳ ǿƻǳƭŘ ƴŜŜŘ ǘƻ Ŧƻƭƭƻǿ ǘƘŜ ά{ǘŀǘŜ 
CǳƴŘŜŘ {ŜǊǾƛŎŜ tǊƻǾƛŘŜǊǎέ ŎƘŜŎƪƭƛǎǘΦ 
 
The Statistical Change Form must be filled out by the clinical home to indicate what 
services are being provided, and by whom. This form is to be included with the admission 
packet, and ADDITIONALLY ς if a service is added or discontinued during treatment, the 
Statistical Change Form must be filled out, to show these changes, and submitted to the 
LME Medical Records Department immediately. 
 

Change of Provider and Terminations 
 The clinical home is responsible for completing the LME Consumer Admission and 

Discharge Form when ALL services are being discontinued by all providers. 

 The clinical home is responsible for notifying the LME Medical Records Department 
of any changes in services for a consumer via the Statistical Change Form. 

 If the clinical home is transferring services to another service provider (i.e. 
Community Supports to another Community Supports or TCM to TCM provider), 
they need to complete a PAPER COPY of the LME Consumer Admission and 
Discharge Form ŀƴŘ ƳŀƪŜ ŀ ƴƻǘŀǘƛƻƴ ŀǘ Іу ǳƴŘŜǊ άwŜŀǎƻƴ ŦƻǊ 5ƛǎŎƘŀǊƎŜέ όe.g., 
transferring Community Supports to ABC Provider).  ** Again, please DO NOT submit 
via web portal ς see link below to obtain paper form:  

 
 http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm  
 

Outcome Tools 
The North Carolina - Treatment Outcomes and Program Performance System (NC-TOPPS) is 
the program by which the North Carolina Division of Mental Health, Developmental 
Disabilities and Substance Abuse Services (DMH/DD/SAS) measures the quality of substance 
ŀōǳǎŜ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ŀƴŘ ǘƘŜƛǊ ƛƳǇŀŎǘ ƻƴ ƛƴŘƛǾƛŘǳŀƭǎΩ ƭƛǾŜǎΦ  
 
.ȅ ŎŀǇǘǳǊƛƴƎ ƪŜȅ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ŀ ŎƻƴǎǳƳŜǊΩǎ ǎŜǊǾƛŎŜ ƴŜŜŘǎ ŀƴŘ ƭƛŦŜ ǎƛǘǳŀǘƛƻƴ ŘǳǊƛƴƎ ŀ 
current episode of care, NC-TOPPS aids in developing appropriate person-centered plans 
όt/tǎύκǘǊŜŀǘƳŜƴǘ Ǉƭŀƴǎ ŀƴŘ ŜǾŀƭǳŀǘƛƴƎ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ǎŜǊǾƛŎŜǎ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛŦŜΦ Lǘ 
supports Local Management Entities (LMEs) in their responsibility for monitoring services in 
ŜŀŎƘ [a9Ωǎ ŎŀǘŎƘƳŜƴt area. The data generated through NC-TOPPS helps the DMH/DD/SAS, 
LMEs and provider agencies improve the quality of services.  
 
In addition, NC-TOPPS provides data for meeting federal performance and outcome 
measurement requirements, which allows North Carolina to evaluate its service system in 
comparison to other states.  

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm
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NC Treatment Outcomes and Program Performance System (NC-TOPPS) Interviews are 
required for 100% of consumers ages 6 and above who have: 

o Been formally admitted to the LME by having an open record with a unique LME          
Assigned Consumer Record Number and 

o Begun receiving qualifying mental health and/or substance abuse services from a 
Publicly-funded source  

 
Consumers Receiving Services Funded Through IPRS Only or Both IPRS and Medicaid 
NC-TOPPS Interviews are required for all adults and children ages 6 years and above who 
are receiving any qualifying service for any mental health and/or substance abuse issues. 
(See the service codes for the Qualifying Services for MH and SA Consumers at 
http://www.ncdhhs.gov/mhddsas/NC-TOPPS/NC-TOPPScodes5-13-08.pdf.) 
 
In addition, NC-TOPPS Interviews are not required for consumers receiving only one or 
more of the following services: 

 Mental Health outpatient therapy or medication management (NOTE: Substance 
abuse outpatient services require NC-TOPPS participation.) 

 Crisis services (social setting detoxification, non-hospital medical detoxification, 
mobile crisis, facility-based crisis program, local inpatient crisis services, or respite). 

 Psychiatric inpatient hospitalization services. 

 Developmental disability services and supports. 
 
Consumers Receiving IDD Services and Supports 
Consumers who receive IDD services and supports as well as MH and/or SA services require 
a NC-TOPPS only when the services are predominantly either MH or SA. The LME will 
determine whether the NC-TOPPS is appropriate for each MH/DD or SA/DD consumer. 
Consumers in the Mental Retardation/Mental Illness (ADMRI) target population are not 
required to have NC-TOPPS Interviews. 

 
Super-User Requirement 

 Each provider should have a designated Super-User within the NC-TOPPS system, a 
ǎǘŀŦŦ ƳŜƳōŜǊ ŀōƭŜ ǘƻ ŀƴǎǿŜǊ ǉǳŜǎǘƛƻƴǎΣ ǊŜǾƛŜǿ ǘƘŜ ŀƎŜƴŎȅΩǎ ǎǘŀǘǳǎ ŀƴŘ ƳŀƪŜ 
changes in the system data as needed. The provider Super-User is the first level of 
resource for addressing needs on the NC-TOPPS. 

 For accuracy in updates, remember to check the drop box for the appropriate LME 
connected to the NC-TOPPS to be completed. 
 

Completion/Submission of NC-TOPPs 
Please refer to the guidelines for completion/submission on the NC-TOPPS website via the 
following link: http://www.ncdhhs.gov/mhddsas/NC-TOPPS/systemusers.htm.   
 
Further requirements and exclusions are noted in the attached link.  
http://www.ncdhhs.gov/mhddsas/announce/commbulletins/commbull095_7-08attach.pdf   
 
Any LME or provider agency interested in using NC-TOPPS for consumers not required to 
participate will need to contact Kathryn Long or Jaclyn Johnson.   

http://www.ncdhhs.gov/mhddsas/nc-topps/nc-toppscodes5-13-08.pdf
http://www.ncdhhs.gov/mhddsas/nc-topps/systemusers.htm
http://www.ncdhhs.gov/mhddsas/announce/commbulletins/commbull095_7-08attach.pdf
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General Medical Records Expectations 
 Both the Provider and the LME shall retain records in accordance with applicable 

law. 

 Provisions of medical records accountability are available on the Division website 
under Publications/ Forms and Manuals. APSM 45-2 Records Management and 
Documentation Manual for Providers of Publicly-Funded MH/DD/SA Services, CAP-
MR/DD Services and Local Management Entities contains information on service 
plans (Chapter 6), documentation signature/credential requirements, corrections, 
etc. 
(http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdma
nual-final.pdf); appendices: 
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdman
ual-appendix-final.pdf  

 Any information e-ƳŀƛƭŜŘ ŀōƻǳǘ ŎƻƴǎǳƳŜǊǎ ǎƘƻǳƭŘ ƻƴƭȅ ƛƴŎƭǳŘŜ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ŦƛǊǎǘ 
name and last initial, and/or case number. 

 All pages of documentation need to have the consumer Medicaid ID#, as applicable. 
 

**Note to CAP-MR/DD Providers:  Please refer to the CAP-MR/DD manual guidelines for 
content and completion/ update requirements (http://www.ncdhhs.gov/mhddsas/cap-
mrdd/capmanual1-18-06.pdf).  New Manuals are currently being developed and Providers 
ǎƘƻǳƭŘ ŦǊŜǉǳŜƴǘƭȅ ŎƘŜŎƪ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǿŜōǎƛǘŜ ŦƻǊ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴΦ    
 

Person-Centered Planning:   
Detailed documents outlining the Person-Centered Planning process, requirements, forms, 
and timelines are on the Division website under Person Centeredness. 
http://www.ncdhhs.gov/mhddsas/pcp.htm 

  

http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdmanual-final.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdmanual-final.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdmanual-appendix-final.pdf
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/rmd09/rmdmanual-appendix-final.pdf
http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
http://www.ncdhhs.gov/mhddsas/cap-mrdd/capmanual1-18-06.pdf
http://www.ncdhhs.gov/mhddsas/pcp.htm
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Section VI 
Quality Management, Provider Monitoring/Endorsement, 

Community Collaboration 
 
The LME is charged with assuring Quality service provision and outcomes for clients served 
by the Provider Network. In an atmosphere of changing funding eligibility and contract 
revisions throughout fiscal years, the core performance indicators provide a consistent basis 
of expectation for all Providers working with MHP.  Performance Monitoring will be 
conducted via routine monitoring through the Provider Relations Unit or through Post-
Payment or Clinical Reviews conducted through the Service Management Department at 
MHP.   
 

Core Performance Indicators for Providers of MH/DD/SA Services  
1. Providers shall be responsible for full participation in an LME/County Program 

monitoring/review process.  Frequency of reviews and corrective requirements are 
determined by demonstration of acceptable compliance with quality indicators and 
scores from the Frequency and Extent of Monitoring tool (FEM).  

2. 100% of all Level I Incidents as defined by the NC Division of MH/DD/SAS shall be 
recognized, adequately responded to, and reported/documented internally by the 
Provider, and reported in aggregate form quarterly to the LME/County Program.  

3. At least 85% of all Level II Incidents, as defined by the NC Division of MH/DD/SAS, 
shall be recognized, adequately responded to, and reported to the LME/County 
Program and the Department within 72 hours via the DHHS Incident & Death Form. 
!ƴ ŀƎƎǊŜƎŀǘŜ ǘƻǘŀƭ ŦƻǊ ǘƘŜ ǉǳŀǊǘŜǊ ǿƛƭƭ ōŜ ǇŀǊǘ ƻŦ ǘƘŜ tǊƻǾƛŘŜǊΩǎ ǉǳŀǊǘŜǊƭȅ ǊŜǇƻǊǘ ǘƻ 
the LME/County Program.  

4. At least 85% of all Level III Incidents as defined by the NC Division of MH/DD/SAS 
shall be recognized, adequately responded to, and reported verbally immediately to 
the LME/County Program, and in written form to the LME/County Program and the 
Department within 72 hours via the DHHS Incident & Death Form. The Provider shall 
convene an incident review committee within 24 hours. Deaths that occur within 7 
days of seclusion or restraint are reported immediately to the LME/County Program. 
!ƴ ŀƎƎǊŜƎŀǘŜ ǘƻǘŀƭ ŦƻǊ ǘƘŜ ǉǳŀǊǘŜǊ ǿƛƭƭ ōŜ ǇŀǊǘ ƻŦ ǘƘŜ tǊƻǾƛŘŜǊΩǎ ǉuarterly report to 
the LME/County Program.  

5. Providers shall implement policies, procedures, and practices to attempt to achieve 
0% client rights violations. 100% of all substantiated client rights violations shall be 
reported through the Incident reporting process to the Customer Services/Consumer 
Affairs Unit of the Area Program/County Program Quality Management Department, 
and show evidence of being acted upon.  

6. 100% of quality of care issues, as noted through LME monitoring, shall promptly 
begin to be addressed through the development and initiation of a corrective action 
plan submitted for approval to the Provider Relations Unit within the time limits 
specified the Corrective Action Plan.   

7. A representative sample of consumers shall be given the opportunity to express 
their perception of satisfaction for services received through the implementation of 
an empirical process at least one time per year. Survey results are reviewed during 
ǊƻǳǘƛƴŜ ƳƻƴƛǘƻǊƛƴƎ ǘƘǊƻǳƎƘ ŀ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǉǳŀƭƛǘȅ ƳŀƴŀƎŜƳŜƴǘ system.  
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¢ƘŜ tǊƻǾƛŘŜǊ ƛǎ ŀƭǎƻ ǊŜǉǳƛǊŜŘ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ 5ƛǾƛǎƛƻƴ ƻŦ aIκ55κ{!{Ωǎ ŀƴƴǳŀƭ 
Consumer Satisfaction Survey.  

8. When applicable, Providers shall meet no less than 85% of established time frames 
for initial face-to-face consumer contact (Emergent: within 2 hours; Urgent: within 
48 hours; Routine: 14 calendar days.).  

9. Providers shall meet 100% compliance with Operations Manual administration 
protocols for established Outcome Measures for each eligible consumer (NC-TOPPS). 
As applicable to the service population, Providers shall participate in the annual Core 
Indicators survey (DD consumers and families).  

10. Providers shall demonstrate a Continuous Quality Improvement (CQI) process by 
identifying a minimum of 1 quality improvement project acted upon per year. 
Projects and results will be reported to the LME/County Program through routine 
monitoring or requested to be submitted one time annually.  

 

Qualified Provider Network 
Mental Health Partners requires that providers maintain the LME Network Application 
information, as indicated below, through routine monitoring of all network providers.   

1) National accreditation, if applicable 
2) Certification, if applicable 
3) Fiscal stability 
4) Fiscal responsibility 
5) A commitment to consumer choice 
6) Capacity to provide access to services within Burke and Catawba counties 
7) The ability to deliver services to defined populations 
8) Licensure, if applicable 
9) Insurance coverage as applicable 
10) Endorsement 
11) Direct enrollment 
12) NPI 

 

Insurance Policy Requirements for Providers 
It is a requirement that Provider Professional Liability insurance policy lists Mental Health 
Partners as an additional insured and the Provider shall acquire and maintain the 
following: 
 

a) Commercial General Liability: 
Provider shall maintain bodily injury and property damage liability coverage as shall 
protect Provider and any approved subcontractor performing work under this 
Agreement from claims of bodily injury or property damage which arise from operations 
of this Agreement whether such operations are performed by Provider, any 
subcontractor or anyone directly or indirectly employed by either. The amounts of such 
insurance shall not be less than $1,000,000.00 each occurrence and $3,000,000.00 in 
the annual aggregate unless Provider, with prior written approval of Area 
Authority/County Program, names the Area Authority/County Program as an additional 
insured, in which case limits of no less than $1,000,000.00 each occurrence and 
$1,000,000.00 in the annual aggregate would be acceptable. 
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b) Professional Liability (where applicable): 
Provider shall maintain such professional liability insurance coverage as shall protect the 
tǊƻǾƛŘŜǊΩǎ ŦǊƻƳ ƛǘǎ ŦŀƛƭǳǊŜ ǘƻ ŎƻƴŦƻǊƳ ǘƻ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǘŀƴŘŀǊŘ ƻŦ ŎŀǊŜ ǊŜǉǳƛǊŜŘ 
under applicable law and under this Agreement. The limits of liability shall be not less 
than $1,000,000.00 per occurrence and $3,000,000.00 in the annual aggregate.  The 
hǊƎŀƴƛȊŀǘƛƻƴΩǎ ǇǊƻŦŜǎǎƛƻƴŀƭ ƭƛŀōƛƭƛǘȅ ƛƴǎǳǊŀƴŎŜ ǇƻƭƛŎȅ ǎƘŀƭƭ ƴŀƳŜ ǘƘŜ !ǊŜŀ 
Authority/County Program as additional insured.  An original, signed, in force Certificate 
of Insurance for such coverage shall be provided to the Area Authority/County Program 
upon execution of this Agreement and throughout the duration of this Agreement as 
insurance expires. 
 

Provider Monitoring: 
Senate Bill 163 (SB163) was enacted in October, 2002. The provisions were made 
retroactive to July 1, 2002. The purpose of SB163 was to implement the recommendations 
of the Legislative Research Commission Study on group homes to address licensure issues 
and the needs of local school administrative units in which group homes for children were 
located. 
 
Within SB163 was language that is now written into statute for MH/DD/SA, 122C-11, which 
ǊŜŀŘǎΥ  ά¢ƘŜ [a9 ƻǊ Ŏƻǳƴǘȅ ǇǊƻƎǊŀƳ ǎƘŀƭƭ ƳƻƴƛǘƻǊ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘΣ 
developmental disability, and substance abuse services for compliance with the law, which 
monitoring shall not supercede or duplicate the regulatory authority or functions of 
ŀƎŜƴŎƛŜǎ ƻŦ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΦέ 
 

It shall be the policy of Mental Health Partners to monitor ALL providers of the network for 
compliance to standards, rules, contract requirements, memorandum of agreement 
requirements, endorsement requirements, complaints, and for trends in quality of care. 
 
Procedure: 
Category A and Category B providers as defined by 10A NCAC 27G .0602 (10) located 
within the catchment area:   
These providers will be monitored as required by Senate Bill 163 via collection, approval 
and maintenance of all requirements of the Provider Network Application; administration of 
the Frequency & Extent of Monitoring Tool (FEM); use of the Division of Mental 
Health/Developmental Disabilities/Substance Abuse Services standardized provider 
monitoring process; through compliance with the North Carolina Department of Health and 
Human Services Policy and Procedure for Endorsement of Providers of Medicaid 
Reimbursable MH/DD/SA Services; and, for each unlicensed CAP MR/DD AFL home located 
in Burke or Catawba county, Mental Health Partners will complete the standardized CAP 
MR/DD Unlicensed AFL Health and Safety checklist annually.  Further, Mental Health 
tŀǊǘƴŜǊǎ ǿƛƭƭ ŜǾŀƭǳŀǘŜ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ƳŀƴŘŀǘŜŘ ǿǊƛǘǘŜƴ ǇƻƭƛŎƛŜǎ ǳǘƛƭƛȊƛƴƎ ŀ 
comprehensive checklist of all required policies and procedures (see Provider Network 

Required Policies and Procedures) at the time of the routine monitoring review.  Mental 
Health Partners will collect and review a random sample of at least five of the required 
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written policies and procedures at the time of the routine monitoring review.  In addition, 
fiscal audit reports will be requested and reviewed by the LME as deemed necessary.  All 
monitoring and oversight plans of correction will follow the Division of Mental Health, 
Developmental Disabilities and Substance Abuse Services (DMH/DD/SAS) Policy and 
Procedure for the Review, Approval and Follow-up of Plan(s) of Correction (PCP).  Failure to 
comply with Mental Health Partners provider network requirements may result in exclusion 
from the network. 
 
Category C and Category D providers as defined by 10A NCAC 27G .0602 (10) located 
within the catchment area:  
These providers with the exception of inpatient facilities and hospitals will be monitored via 
collection, approval and maintenance of all requirements of the Provider Network 
Application and annual monitoring reviews using a standardized monitoring checklist 
ǎǇŜŎƛŦƛŎ ǘƻ ǘƘŜǎŜ ǇǊƻǾƛŘŜǊǎΦ  CǳǊǘƘŜǊΣ aŜƴǘŀƭ IŜŀƭǘƘ tŀǊǘƴŜǊǎ ǿƛƭƭ ŜǾŀƭǳŀǘŜ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ 
compliance with mandated written policies utilizing a comprehensive checklist of all 
required policies and procedures (see Provider Network Required Policies and Procedures) 
annually at the time of the routine monitoring review.  Mental Health Partners will collect 
and review a random sample of at least five of the required written policies and procedures 
at the time of the routine monitoring review.  In addition, fiscal audit reports will be 
requested and reviewed by the LME as deemed necessary.  All monitoring and oversight 
plans of correction will follow the Division of Mental Health, Developmental Disabilities and 
Substance Abuse Services (DMH/DD/SAS) Policy and Procedure for the Review, Approval and 
Follow-up of Plan(s) of Correction (PCP).  Failure to comply with Mental Health Partners 
provider network requirements may result in exclusion from the network.  Hospitals and 
inpatient facilities located within the catchment area will be monitored through the 
Access/Intake and Service Management Unit.   
 
Category A and Category B providers as defined by 10A NCAC 27G .0602 (10) located 
outside of the catchment area: 
These providers will be monitored via collection, approval and maintenance of all 
requirements of the Provider Network Application and through collaboration with the host 
LME of the provider agency.  Mental Health Partners will request and maintain copies of the 
host La9Ωǎ ŎǳǊǊŜƴǘ C9aΣ ƳƻƴƛǘƻǊƛƴƎ ǊŜǇƻǊǘ ŀƴŘ ŜƴŘƻǊǎŜƳŜƴǘ ǊŜǇƻǊǘ ŦƻǊ ŜŀŎƘ ƻŦ ǘƘŜǎŜ 
ǇǊƻǾƛŘŜǊǎΦ CǳǊǘƘŜǊΣ aŜƴǘŀƭ IŜŀƭǘƘ tŀǊǘƴŜǊǎ ǿƛƭƭ ŜǾŀƭǳŀǘŜ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ 
mandated written policies utilizing a comprehensive checklist of all required policies and 
procedures (see Provider Network Required Policies and Procedures).  Mental Health Partners 
will collect and review a random sample of at least five of the required written policies and 
procedures at the time of the routine monitoring review as determined ōȅ ǘƘŜ Ƙƻǎǘ [a9Ωǎ 
FEM assessment.  In addition, fiscal audit reports will be requested and reviewed by the 
LME as deemed necessary.  All monitoring and oversight out of compliance findings will be 
ǊŜǇƻǊǘŜŘ ǘƻ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ Ƙƻǎǘ [a9 ŦƻǊ Ŧƻƭƭƻǿ ǳǇ ŀƴŘ ŎƻǊǊective action.  Failure to comply 
with Mental Health Partners provider network requirements may result in exclusion from 
the network. 
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Category C and Category D providers as defined by 10A NCAC 27G .0602 (10) located 
outside of the catchment area:  
These providers will be monitored via collection, approval and maintenance of all 
requirements of the Provider Network Application and collaboration with the host LME of 
the provider agency.  Mental Health Partners will request and maintain copies of the host 
La9Ωǎ ƳƻƴƛǘƻǊƛƴƎ ŀƴŘ ƻǾŜǊǎƛƎƘǘ ǊŜǇƻǊǘǎ ŀƴƴǳŀƭƭȅΦ  CǳǊǘƘŜǊΣ aŜƴǘŀƭ IŜŀƭǘƘ tŀǊǘƴŜǊǎ ǿƛƭƭ 
ŜǾŀƭǳŀǘŜ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ƳŀƴŘŀǘŜŘ ǿǊƛǘǘŜƴ ǇƻƭƛŎƛŜǎ ǳǘƛƭƛȊƛƴƎ ŀ 
comprehensive checklist of all required policies and procedures (see Provider Network 

Required Policies and Procedures).  Mental Health Partners will collect and review a random 
sample of at least five of the required written policies and procedures annually at the time 
of the routine monitoring review.  In addition, fiscal audit reports will be requested and 
reviewed by the LME as deemed necessary.  All monitoring and oversight out of compliance 
ŦƛƴŘƛƴƎǎ ǿƛƭƭ ōŜ ǊŜǇƻǊǘŜŘ ǘƻ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ Ƙƻǎǘ [a9 ŦƻǊ Ŧƻƭƭƻǿ ǳǇ ŀƴŘ ŎƻǊǊŜŎǘƛǾŜ ŀŎǘƛƻƴΦ  
Failure to comply with Mental Health Partners provider network requirements may result in 
exclusion from the network. 
 

Provider Network Required Policies and Procedures 
It shall be the policy of Mental Health Partners that ALL providers within the network shall 
have written governing body policies and procedures for the following: 
(1) Delegation of management authority for the operation of the facility and services. 
(2) Criteria for admission. 
(3) Criteria for discharge. 
(4) Admission assessments, including: 

 who will perform the assessment 

 time frames for completing assessment 
(5) Client record management, including: 

 persons authorized to document 

 transporting records 

 safeguard of records against loss, tampering, defacement or use by unauthorized 
persons; 

 assurance of record accessibility to authorized users at all times 

 assurance of confidentiality of records. 
(6) Screenings, which shall include: 

 an assessment of the individual's presenting problem or need 

 an assessment of whether or not the facility can provide services to address the 
individual's needs 

 the disposition, including referrals and recommendations 
(7) Quality assurance and quality improvement activities, including: 

 composition and activities of a quality assurance and quality improvement 
committee 

 written quality assurance and quality improvement plan 

 methods for monitoring and evaluating the quality and appropriateness of client 
care, including delineation of client outcomes and utilization of services 

 professional or clinical supervision, including a requirement that staff who are not 
qualified professionals and provide direct client services shall be supervised by a 
qualified professional in that area of service 
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 strategies for improving client care 

 review of staff qualifications and a determination made to grant 
treatment/habilitation privileges 

 review of all fatalities of active clients who were being served in area-operated or 
contracted residential programs at the time of death 

 adoption of standards that assure operational and programmatic performance 
meeting applicable standards of practice. For this purpose, "applicable standards of 
practice" means a level of competence established with reference to the prevailing 
and accepted methods, and the degree of knowledge, skill and care exercised by 
other practitioners in the field 

(8) Use of medications by clients in accordance with licensure requirements. 
(9) Reporting of any critical incident, unusual occurrence to include: 

 Prevention 

 Reporting 

 Remedial action 
The following incidents, if appropriate: 

o Medication errors 
o Use of seclusion or restraint 
o Incidents involving injury 
o Communicable disease 
o Infection control 
o Violence and Aggression 
o Use of possession and weapons 
o Elopement and/or Wandering 
o Vehicular accidents 
o Biohazardous accidents 
o Unauthorized use of possession of licit or illicit substances 
o Abuse and neglect 
o Suicide or attempted suicide 
o Other sentinel events 

An analysis of all critical incidents is provided to or conducted by the leadership at least 
annually that addresses: 

o Causes 
o Trends 
o Actions for Improvements 
o Results of Performance Improvement Plans 
o Necessary Education and Training of Personnel 
o Prevention of reccurence 
o Internal and external reporting requirements 

(10) Voluntary non-compensated work performed by a client. 
(11) Client fee assessment and collection practices. 
(12) Medical preparedness plan to be utilized in a medical emergency. 
(13) Authorization for and follow up of lab tests. 
(14) Transportation, including the accessibility of emergency information for a client. 
(15) Services of volunteers, including supervision and requirements for maintaining client 
confidentiality to include: 
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 Criminal checks 

 Immunizations 

 Fingerprinting 

 Drug testing 

 Required credentials remain current 
(16) Areas in which staff, including nonprofessional staff, receive training and continuing 
education. 
(17) Safety precautions and requirements for facility areas including special client activity 
areas.  External Comprehensive health and safety inspections are conducted at least 
annually by a qualified external authority in a written report that identifies: 

 Areas inspected 

 Recommendations for areas needing improvement 

 Actions taken to respond to the recommendations 
Comprehensive health and safety self-inspections are conducted at least semi-annually on 
each shift and shall include: 

 Areas inspected 

 Recommendations for areas needing improvement 

 Actions taken to respond to the recommendations 
(18) Client grievance policy, including procedures for review and disposition of client 
grievances.  Minutes of the governing body shall be permanently maintained. 
(19) Compliance with legal and regulatory requirements to include: 

 Rights of the person served 

 Confidentiality requirements 

 Reporting requirements 

 Contractual agreements 

 Licensing requirements 

 Corporate status 

 Employment practices 

 Mandatory employee testing 

 Privacy of the persons served 

 Debt covenants 
(20) Financial planning and Management to include: 

 How the persons served will give informed consent for the expenditure of funds. 

 How the person served will access the records of their funds. 

 How funds will be segregated for accounting purposes. 

 Safeguards in place to ensure that funds are used for the designated and 
appropriate purposes. 

 How interest will be credited to the accounts of the person served. 
(21) Risk Management plan. 
(22) Emergency plans to include: 

 Fires 

 Bomb threats 

 Natural disasters 

 Utility failures 

 Medical emergencies 
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 Safety during violent or other threatening situations 
(23)Human Resources/Personnel procedures identify actions to occur to verify prior to the 
delivery of services to the person served or to the provider, throughout employment, and in 
response to the information received: 

 Required credentials of personnel 

 Background of personnel, if required, in the following areas: 
A. Criminal checks 
B. Immunizations 
C. Fingerprinting 
D. Drug testing 

 Required credentials remain current. 
(24) Rights of persons served to include: 

 Confidentiality of information 

 Privacy 

 Freedom from: 
A. Abuse 
B. Financial or other exploitation 
C. Retaliation 
D. Humiliation 
E. Neglect 

 Access to information pertinent to the person served in sufficient time to facilitate 
his or her decision making 

 Informed consent or refusal or expression of choice regarding: 
A. Service Delivery 
B. Release of information 
C. Concurrent services 
D. Composition of the service delivery team 
E. Involvement in research projects, if applicable 

 Access or referral to legal entities for appropriate representation 

 Access to self-help and advocacy support services 

 Adherence to research guidelines and ethics when  persons served are involved, if 
applicable 

 Investigation and resolution of alleged infringement of rights. 

 Other legal rights 
(25) Formal complaints to include: 

 That the action will not result in retaliation or barriers to services  

 How efforts will be made to resolve the complaint 

 Levels of review, which include availability of external review 

 Time frames that are adequate for prompt consideration and that result in timely 
decisions for the person served 

 Procedures for written notification regarding the actions to be taken to address the 
complaint 

 The rights and responsibilities of each party 

 The availability of advocates or other assistance 

 Makes complaint procedures and if applicable forms readily available to the persons 
served and understandable to the persons served 
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(26) Transmitted information to include: 

 Identification of information that can legally be shared without an authorization for 
release of information 

 Forms to authorize release of information that:  
A. Comply with applicable federal and state or provincial laws. 
B. Identify, at a minimum: 

a. The name of the person about whom information is to be released. 
b. The content to be released. 
c. To whom the information is to be released. 
d. The purpose for which the information is to be released. 
e. The date on which the released is signed. 
f. The date, event, or condition upon which the authorization expires. 
g. Information as to how and when the authorization can be revoked. 
h. The signature of the person who is legally authorized to sign the release. 

(27) Accessibility Plan to include: 

 Identification of barriers in the following areas: 
A. Architecture 
B. Environment 
C. Attitudes 
D. Finances 
E. Employment 
F. Communication 
G. Transportation 
H. Community integration, when appropriate 
I. Any other barrier identified by the : 

a. Persons served 
b. Personnel 
c. Other stakeholders 

J. Time lines for removal of all barriers. 
K. Actions for removal of identified barriers. 

 Accessibility status report about the removal of barriers is prepared annually to 
include: 
A. Progress made in the removal of identified barriers. 
B. Areas needing improvement. 

 

Frequency and Extent of Monitoring Tool (FEM) 
The LME will utilize the FEM tool to establish the timeline for provider monitoring.  See FEM 
¢ƻƻƭ ŀƴŘ ƛƴǎǘǊǳŎǘƛƻƴǎ ƻƴ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǿŜōǎƛǘŜ 
(http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/index.htm) 
 
Additional frequency and/or wider scope of local monitoring will be based on: 

 Number and severity of Level II/ Level III incidents reported by the provider, and 
ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ƛƴŎƛŘŜƴǘ 

 tǊƻǾƛŘŜǊΩǎ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ǘƘŜ ǊŜǇƻǊǘƛƴƎ ǊŜǉǳƛǊŜƳŜƴǘǎ 

 Number and types of complaints received concerning a provider, and the 
ǇǊƻǾƛŘŜǊΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ŎƻƳǇƭŀƛƴǘǎ 

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/index.htm



