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PUBLIC NOTICE

*************************************************

State of Maine
Department of Health and Human Services
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit

The State of Maine is seeking proposals for medical eligibility determination Assessments for Children applying for the Katie Beckett Benefit, under MaineCare (Maine Medicaid).

A copy of the RFP, as well as the Question & Answer Summary and all amendments related to the RFP, can be obtained at: https://www.maine.gov/dafs/bbm/procurementservices/vendors/rfps

Proposals must be submitted to the State of Maine Division of Procurement Services, via e-mail, at: Proposals@maine.gov. Proposal submissions must be received no later than 11:59 p.m., local time, on November 16, 2022. Proposals will be opened the following business day. Proposals not submitted to the Division of Procurement Services’ aforementioned e-mail address by the aforementioned deadline will not be considered for contract award.

*************************************************


RFP TERMS/ACRONYMS with DEFINITIONS

The following terms and acronyms, as referenced in the RFP, shall have the meanings indicated below:

	Term/Acronym
	Definition

	Administrative Hearing or Appeal Hearing
	Any proceeding before a Hearing Officer of the Department in which the legal rights, duties or privileges of claimants or others are required by law to be determined after an opportunity for Hearing. The Department’s Office of Administrative Hearings is responsible for conducting Hearings in conformity with the Maine Administrative Procedures Act, 5 M.R.S.A. § 8001.

	Assessment
	An initial or re-Assessment determination of a Child’s medical eligibility to received assistance from the Katie Beckett Benefit. 

	Business Day
	Monday through Friday excluding all State holidays.  

	Child/Children
	Individual age eighteen (18) or younger.

	Client
	Child and/or parent/guardian of the Child who is applying for the Katie Beckett Benefit.

	Department
	Department of Health and Human Services

	Hearings Representative
	The Department’s Office of MaineCare Services (OMS) staff member designated as liaison to the Department’s Administrative Hearings Office.

	HIPAA
	Health Insurance Portability and Accountability Act

	Katie Beckett Benefit
	MaineCare coverage and services pursuant to 10-144, C.M.R. Ch. 101, Ch. X, Section 3. 

	Maine Information Health Management Solution (MIHMS)
	The State’s automated Medicaid service claims billing system. MIHMS includes web-based modules to store Client/Member documents and eligibility information including Katie Beckett Benefit Assessments and associated documents.

	MaineCare Benefits Manual (MBM)
	Refer to 10-144 C.M.R. Ch. 101.  

	MaineCare Member Appeal (Appeal)
	As defined in 10-144 C.M.R. Ch. 101, Ch. 1, § 1.24. 

	MED KIDS-KB Assessment Form (Assessment Form)
	The Department’s authorized fillable electronic Assessment Form, completed by a Registered Nurse (RN), for determining medical eligibility under the Katie Beckett Benefit, refer to Appendix H.

	Medical Review Team 
	A unit within the Office of Family Independence (OFI) that is responsible for disability determinations for Katie Beckett Benefit Clients/Members pursuant to the Social Security Administration criteria for disability.

	Member
	An individual determined eligible for services pursuant to 10-144, C.M.R. Ch. 101, Ch. X, Section 3, Katie Beckett Benefit.  

	OMS
	The Department’s Office of MaineCare Services responsible for the oversight of Maine Medicaid Program, MaineCare

	Protected Health Information
	Any information about the health status, provision of health care, or payment for health care that is created or collected on an individual.

	PM5
	A module within MIHMS for processing Member Assessment documents.

	Registered Nurse (RN)
	An individual who has a valid, in good standing license with the Maine Board of Nursing. 

	RFP
	Request for Proposal

	State
	State of Maine





State of Maine - Department of Health and Human Services
Office of MaineCare Services
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit

[bookmark: _Toc367174722][bookmark: _Toc397069190]PART I	INTRODUCTION

A. [bookmark: _Toc367174723][bookmark: _Toc397069191]Purpose and Background

The Department of Health and Human Services (Department) is seeking proposals for an organization to conduct medical eligibility determination Assessments for Children who have applied for MaineCare (Maine Medicaid) coverage under the Katie Beckett Benefit as defined in this Request for Proposals (RFP) document.  This document provides instructions for submitting proposals, the procedure and criteria by which the Provider(s) will be selected, and the contractual terms which will govern the relationship between the Department and the awarded Bidder.

[bookmark: _Hlk83292789][bookmark: _Hlk71031929]The Department is dedicated to promoting health, safety, resiliency, and opportunity to all Maine Residents. The Department’s Office of MaineCare Services (OMS) administers the State’s Medicaid Program, under Title XIX of the Social Security Act and the Children’s Health Insurance Program (CHIP) under Title XXI of the Social Security Act, known as MaineCare, a joint federal and State funded program.  As of April 2022, the State had four hundred thirty-nine thousand, two hundred thirty-eight (439,238) members of all coverage types receiving MaineCare benefits. 

Although there are no specific services provided under the Katie Beckett Benefit, this eligibility program makes MaineCare coverage available to Children with serious health conditions, who are not otherwise eligible for MaineCare and who meet the program requirements, to remain in their homes rather than being institutionalized.  

The ME Katie Beckett Activity Report (refer to Appendix K) shows during 2021, one thousand, four hundred sixty (1,460) Assessments and re-Assessment combined were conducted Statewide resulting in one thousand four hundred fifty-three (1453) of these Children being determined as eligible to receive the Katie Beckett Benefit and remained in their homes. 

Children who meet all the requirements set forth in the MaineCare Benefits Manual (MBM), Chapter X, Section 3, Katie Beckett Benefit rules (financial, Social Security Disability, and medical eligibility) qualifies for the Katie Beckett Benefit, specifically, each Child must: 

1. Be eighteen (18) years of age or younger;
2. Not meet the regular MaineCare financial eligibility criteria as determined by the Department’s Office for Family Independence (OFI); 
3. Meet Social Security Disability criteria, as determined by the Department’s OFI Medical Review Team or its authorized entity; 
4. Be living at home, not in a medical institution;
5. Meet the medical eligibility requirements for in-patient level of care set forth in at least one (1) of the MBM sections: Section 45 Hospital Services, Section 46 Psychiatric Hospital Services, Section 50 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-ID), or Section 67 Nursing Facility Services; and
6. Have an initial face-to-face medical eligibility Assessment completed to determine if the Child meets medical eligibility requirements and if so, the type of facility setting the Child would qualify under.  

The services resulting from this RFP will ensure Children who meet the criteria of the required financial and Social Security Disability for the Katie Beckett Benefit shall receive high quality medical eligibility Assessments and re-Assessments conducted timely and completed accurately and in compliance with HIPAA regulations, in order to determine the ability to receive Katie Beckett Benefits.  

B. [bookmark: _Toc367174724][bookmark: _Toc397069192]General Provisions

1. [bookmark: _Hlk83293114]From the time the RFP is issued until award notification is made, all contact with the State regarding the RFP must be made through the RFP Coordinator.  No other person/ State employee is empowered to make binding statements regarding the RFP.  Violation of this provision may lead to disqualification from the bidding process, at the State’s discretion.
2. Issuance of the RFP does not commit the Department to issue an award or to pay expenses incurred by a Bidder in the preparation of a response to the RFP.  This includes attendance at personal interviews or other meetings and software or system demonstrations, where applicable.
3. All proposals must adhere to the instructions and format requirements outlined in the RFP and all written supplements and amendments (such as the Summary of Questions and Answers), issued by the Department.  Proposals are to follow the format and respond to all questions and instructions specified below in the “Proposal Submission Requirements” section of the RFP.
4. Bidders will take careful note that in evaluating a proposal submitted in response to the RFP, the Department will consider materials provided in the proposal, information obtained through interviews/presentations (if any), and internal Departmental information of previous contract history with the Bidder (if any).  The Department also reserves the right to consider other reliable references and publicly available information in evaluating a Bidder’s experience and capabilities.
5. The proposal must be signed by a person authorized to legally bind the Bidder and must contain a statement that the proposal and the pricing contained therein will remain valid and binding for a period of 180 days from the date and time of the bid opening.
6. The RFP and the awarded Bidder’s proposal, including all appendices or attachments, will be the basis for the final contract, as determined by the Department.
7. Following announcement of an award decision, all submissions in response to this RFP will be public records, available for public inspection pursuant to the State of Maine Freedom of Access Act (FOAA) (1 M.R.S. § 401 et seq.).
8. The Department, at its sole discretion, reserves the right to recognize and waive minor informalities and irregularities found in proposals received in response to the RFP.
9. [bookmark: _Toc367174725][bookmark: _Toc397069193]All applicable laws, whether or not herein contained, are included by this reference.  It is the Bidder’s responsibility to determine the applicability and requirements of any such laws and to abide by them.

C. [bookmark: _Toc367174726][bookmark: _Toc397069194][bookmark: _Toc367174727][bookmark: _Toc397069195]Contract Term

[bookmark: _Hlk83293125]The Department is seeking a cost-efficient proposal to provide services, as defined in the RFP, for the anticipated contract period defined in the table below.  Please note, the dates below are estimated and may be adjusted, as necessary, in order to comply with all procedural requirements associated with the RFP and the contracting process.  The actual contract start date will be established by a completed and approved contract.

Contract Renewal:  Following the initial term of the contract, the Department may opt to renew the contract for two (2) renewal periods, as shown in the table below, and subject to continued availability of funding and satisfactory performance.

The term of the anticipated contract, resulting from the RFP, is defined as follows:

	Period
	Start Date
	End Date

	Initial Period of Performance
	1/1/2023
	12/31/2024

	Renewal Period #1
	1/1/2025
	12/31/2026

	Renewal Period #2
	1/1/2027
	12/31/2027



D. Number of Awards

The Department anticipates making one (1) award as a result of the RFP process.



[bookmark: _Toc367174728][bookmark: _Toc397069196]PART II	SCOPE OF SERVICES TO BE PROVIDED	

Specific instructions for the Bidder to provide a narrative response to the Scope of Services may be found in Part IV, Section III, Services to be Provided.  

A. Assessments and Re-Assessments

1. Ensure Assessments are conducted by Registered Nurses (RNs) who have a valid, in good standing license to practice in the State.  RNs shall:
a. Provide a face-to-face Assessment for all Children who are initially applying for the Katie Beckett Benefit to determine medical eligibility. 
i. Initial Assessments shall be completed within fourteen (14) Business Days from receipt of the Department’s referral. 
b. Annually, provide a re-Assessment of each Child who receives the Katie Beckett Benefit. 
i. Re-Assessments shall be conducted either face-to-face or by telephone specifically:
1) Face-to-face re-Assessments are required every three (3) years following the initial Assessment determination; and
2) Re-Assessments by telephone are required in the years when the Member does not require a face-to-face re-Assessment.
c. Ensure any exceptions to the face-to-face vs telephone Assessment/re-Assessment requirements are approved in writing by the Department, on a case-by-case basis, prior to conducting the Assessment/re-Assessment.
2. Ensure the Department's authorized MED KIDS-KB Assessment Forms (Assessment Forms), refer to Appendix H, are accurately completed to determine medical eligibility for MaineCare covered levels of care under the Katie Beckett Benefit.  
a. Determine the Client/Member’s classification in accordance with the Assessment Form and the policies set forth in the MaineCare Benefits Manual (MBM), Ch. II, specifically: 
i. Section 45, Hospital Services; 
ii. Section 46, Psychiatric Hospital Services;
iii. Section 50, ICF-MR Services; or 
iv. Section 67, Nursing Facility Services. 
3. Review and consider relevant medical records and documentation provided by the Client/Member, school and/or health care providers, etc., for the medical eligibility Assessment. 
a. Client/Member records collected by the Medical Review Team (to determine if federal disability requirements are met for eligibility) will be available to the awarded Bidder through the Department.  
b. All documents shall remain the property of the Department.
4. Submit each completed Assessment Form, electronically, to the Department within five (5) Business Days of completion.
a. The Assessment Form shall include a completion date and be typed, not handwritten or printed.
b. The MIHMS PM5 work queue will register a receipt date when the completed Assessment Form is uploaded and submitted to the Department.



B. Schedule Assessments 

1. Develop and implement Client/Member-friendly processes to schedule Assessments and re-Assessments.  
a. Provide telephone outreach and written notices to schedule appointments and promote Client/Member compliance.  
b. Provide a toll-free telephone number for Clients/Members to contact the awarded Bidder. 
2. Schedule and complete the Member’s annual re-Assessment within the anniversary month of the initial Assessment. 
3. Provide guidance to the Client/Member regarding the Assessment process and the types of supporting documentation that he/she will be responsible to gather and submit to the awarded Bidder in order to confirm medical needs, conditions, and treatments, etc. 
4. Provide accessible locations Statewide for Client/Member face-to-face Assessments.  
a. Ensure the Child is present for the Assessment.  
b. Ensure Assessments are conducted in settings that ensure privacy, respect, and compliance with Protected Health Information and HIPAA regulations.  
c. For Children who are medically unable to leave home, it may be appropriate to schedule a home visit in order to conduct the face-to-face Assessment. 
5. Ensure Assessments are completed within five (5) calendar days prior to discharge date for Children who are acutely ill and receiving inpatient hospital care.  
a. Ensure Children who are receiving inpatient hospital care do not receive an Assessment until a physician determines the Child is medically stable, and discharge is pending. 
i. Obtain a physician's order for discharge and fax a copy to the Department.

C. Client/Member Tracking 

1. Develop and implement a process for tracking and reporting Client/Member data, including but not limited to:
a. Name, date of birth, MaineCare ID number, and level of care;
b. Katie Beckett program eligibility start date and end date;
c. Assessment and re-Assessment due dates; and
d. Actual Assessment/re-Assessment date of service and the outcome.
2. Ensure the tracking system allows for generation of accurate and up-to-date reports. 
3. Utilize the PM5 module in the Maine Information Health Management Solution (MIHMS) system, as required by the Department, to process and store Assessment Forms and associated documents.
4. Ensure staff are trained, knowledgeable, and compliant with Federal and State HIPAA, security, and confidentiality requirements.

D. Client/Member Notification

1. Ensure all Client/Member notices, letters, templates, and other communications are reviewed and approved by the Department and printed on Department letterhead prior to distribution.
2. Notify Clients/Members of the Assessment eligibility determination in writing.
3. Ensure the Client/Member is notified of his/her MaineCare Member Appeal (Appeal) rights pursuant to MBM Ch. 1, § 1.24 for each denied eligibility determination.  
a. If the denial is issued to a Member that currently has Katie Beckett Benefit eligibility, the Appeal rights letter must notify the Member that eligibility and current services can remain in place if requested by the Member within ten (10) days of receiving the denied eligibility determination, until the final Appeal Hearing decision is rendered. 
b. A copy of each denial must be faxed to the Department within five (5) Business Days of the determination. 

E. Collaborative Process and Structure 

1. Develop and implement a structure and process to promote a collaborative partnership with the Department for the efficient administration of Katie Beckett Benefit for medical eligibility Assessment services.  
2. Conduct monthly (or according to other schedule deemed necessary by the Department) meetings with the Department to review challenging Assessments/re-Assessments, discuss questions/concerns, review of forms, and MBM policy discussions, etc.  
3. Implement 10-144, C.M.R. Ch. 101, Ch. X, Section 3, Katie Beckett Benefit-related medical eligibility Assessment/re-Assessment changes adopted through the Department’s proposed rule-making process and/or the change request process (used to modify the Maine Information Health Management Solution (MIHMS) system).  
a. Ensure all operations and processes are modified within thirty (30) Business Days of receiving notification from the Department of the upcoming changes, as necessary to be in alignment with any relevant MBM policy changes including, but not limited to MBM sections: Section 45 Hospital Services, Section 46 Psychiatric Hospital Services, Section 50 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-ID), or Section 67 Nursing Facility Services. 
4. Collaborate with the Department to implement systems improvements as these become available.   
5. Ensure documents revised or created by the Department for the Katie Beckett Benefit program are used as they become available, including updates to the Assessment Form.
6. Collaborate with the Department, quarterly (or according to other schedule deemed necessary by the Department), to compare and confirm the list of Members and re-Assessment due dates. 

F. Appeals Process

1. Ensure that Katie Beckett Benefit medical eligibility determinations comply with Member Appeals, as required.
2. Notify the Administrative Hearings Representative of each request for an Appeal Hearing within one (1) Business Day of receipt.  
3. Develop and implement a reconsideration process to review and consider relevant, additional information submitted by the Client/Member or the Client/Member’s health care provider within sixty (60) days following an eligibility denial determination.  
a. Ensure the Client/Member receives the right to Appeal under Administrative Hearing if the determination to deny eligibility is maintained following the reconsideration process.  
4. Prepare and submit a case Hearing packet supporting the eligibility denial determination, to the Department’s Office of Administrative Hearings and a copy to the OMS Administrative Hearings representative, within ten (10) Business Days of receipt of an Appeal request which contains:
a. Cover letter;
b. Hearing Report Form, Appendix I;
c. Letters / Correspondence related to Assessments/re-Assessments (denial, providers, others);
d. Applicable MaineCare rules, (including but not limited to: Section 45, Hospital Services, Section 46, Psychiatric Hospital Services, Section 50, ICF-MR Services, or Section 67, Nursing Facility Services). 
e. Clinical documentation (e.g., Katie Beckett Assessment forms, relevant assessment forms from the Client/Member’s various providers, supporting medical documentation, etc.)
f. Signed Authorization to Release Information, Appendix J
5. Appear at all Administrative Hearings related to Member Appeals concerning Katie Beckett Benefit medical eligibility determinations, including but not limited to:
a. Preparing and presenting clinical records and justifications for all medical eligibility determinations and reconsideration determinations to the Hearings officer; and
b. Taking direction from the Department on all processes and protocols concerning the conduct of Administrative Hearings.

G.  Quality Assurance 

1. Conduct ongoing monitoring of each Nurse assessor for accuracy, consistency, and demonstrated inter-rater reliability. 
2. Ensure RNs correctly administer the Assessment Form. 
3. Develop and implement a process for annual review of all program documents to ensure information being provided to Clients/Members is current and accurate.
4. Establish and operate a quality monitoring system approved by the Department.  
a. Report to the Department the results of the quality monitoring and a plan of correction for any negative findings.
5. Develop and implement a process for accepting Client/Members feedback and utilize that feedback to improve the quality of Assessment services being provided.

H. Reporting 

1. Collaborate with the Department to develop a series of monthly, quarterly, and annual reports to support operations, track program outcomes, and other reports as necessary.

I. Staffing Requirements

1. [bookmark: _Hlk115093961]Provide a sufficient number of RNs who have professional medical knowledge and experience serving pediatric populations to conduct Assessments and re-Assessments.
2. Ensure staff are trained regarding the use of the MIHMS Katie Beckett Benefit Workflow/QNXT and Members modules.
  
J. Confidentiality 

1. Ensure compliance with all applicable State and federal confidentiality regulations for services provided under this RFP, including but not limited to HIPAA, 42 C.F.R. Part 2 and 42 C.F.R. Part 431. 



K. Performance Measures

1. Perform all services proposed in response to this RFP by achieving all Performance Measures listed in Table 1. 
0. Submit data to support the performance measure utilizing Appendix L - Performance Measure Report or via a third-party data source, as indicated within the performance measure data source column of Table 1. 
	
	Table 1
Mandatory Performance Measures

	

	[bookmark: _Hlk116917077]Performance Measure
	Assessment Cycle
	Supportive Documentation and Performance Measure Data Source

	a.
	Ninety percent (90%) of Children/Clients submitting new applications for the Katie Beckett Benefit will have an Assessment completed within fourteen (14) Business Days of receipt.
	Monthly
	Provider collected data, utilizing Appendix L. 

	b.
	Ninety percent (90%) of Children requiring annual re-Assessment will have the Assessment completed within the anniversary month of the initial Assessment.
	Monthly
	Provider collected data, utilizing Appendix L. 

	c.
	Ninety-five percent (95%) of all Assessments will be completed accurately, in accordance with the appropriate section of the MaineCare Benefits Manual (i.e., Section 45 Hospital Services; Section 46 Psychiatric Hospital Services; Section 50 Services for Individuals with Intellectual Disabilities and Section 67 Nursing Facility Services) and the Assessment Form.
	Monthly
	Provider collected data, utilizing Appendix L and the Assessment Forms.   

	d.
	Ninety-nine percent (99%) of Assessments will be completed face-to-face for the initial Assessment and at least every three (3) years thereafter.
	Monthly
	Provider collected data, utilizing Appendix L. 

	e.
	Ninety percent (90%) of all Assessments will be forwarded to the Department through MIHMS within five (5) Business Days of the Assessment
	Monthly
	Provider collected data, utilizing Appendix L. 





L. Reports

1. Track and record all data/information necessary to complete the required reports listed in Table 2:

	Table 2 – Required Reports

	Name of Report 
	Description 

	a.
	Performance Measures Report
	Appendix L Performance Measures described in Table 1 Mandatory Performance Measures

	b.
	Priority Report
	Outstanding initial Assessments and annual re-Assessments

	c.
	Aging Report
	Number of requests for Assessments by calendar week, level of care, and disposition

	d.
	Katie Beckett Activity Report
	Appendix K, Number of Assessments with disposition (approved, denied, etc.)

	e.
	Administrative Hearing Report
	Number of Hearing requests received, in process, dispositions, and final outcomes for each case.

	f.
	Invoice Detail Report
	Number of Assessments per category Include Member-level detail, name, MaineCare ID; referral date, re-Assessment due date, and Assessment completion date, as appropriate.



2. Submit all the required reports to the Department in accordance with the timelines established in Table 3:

	Table 3 – Required Reports Timelines

	Name of Report or On-Site Visit
	Period Captured by Report or on-site visit: 
	Due Date: 

	a.
	Performance Measures Report
	Monthly
	Within thirty (30) days following end of month

	b.
	Priority Report
	Monthly
	Within thirty (30) days following end of the month

	c.
	Aging Report
	Monthly
	Within thirty (30) days following end of the month

	d.
	Katie Beckett Activity Report
	Monthly
	Within thirty (30) days following end of the month

	e.
	Administrative Hearing Report
	Monthly and annually
	Within thirty (30) days following end of the month 

	f.
	Invoice Detail Report
	Monthly
	Within thirty (30) days following end of the month 




[bookmark: _Toc367174729][bookmark: _Toc397069197]

[bookmark: _Hlk83294215]PART III 	KEY RFP EVENTS

A. [bookmark: _Toc367174732][bookmark: _Toc397069200]Questions

1. General Instructions: It is the responsibility of all Bidders and other interested parties to examine the entire RFP and to seek clarification, in writing, if they do not understand any information or instructions.
a. Bidders and other interested parties must use Appendix G (Submitted Questions Form) for submission of questions. The form is to be submitted as a WORD document.
b. The Submitted Questions Form must be submitted, by e-mail, and received by the RFP Coordinator, identified on the cover page of the RFP, as soon as possible but no later than the date and time specified on the RFP cover page.
c. Submitted Questions must include the RFP Number and Title in the subject line of the e-mail.  The Department assumes no liability for assuring accurate/complete/on time e-mail transmission and receipt.

2. [bookmark: _Toc367174733][bookmark: _Toc397069201]Question & Answer Summary: Responses to all questions will be compiled in writing and posted on the following website no later than seven (7) calendar days prior to the proposal due date: Division of Procurement Services RFP Page.  It is the responsibility of all interested parties to go to this website to obtain a copy of the Question & Answer Summary.  Only those answers issued in writing on this website will be considered binding.

B. Amendments

All amendments released in regard to the RFP will also be posted on the following website: Division of Procurement Services RFP Page.  It is the responsibility of all interested parties to go to this website to obtain amendments.  Only those amendments posted on this website are considered binding.

C. Submitting the Proposal

1. Proposals Due: Proposals must be received no later than 11:59 p.m. local time, on the date listed on the cover page of the RFP.  E-mails containing original proposal submissions, or any additional or revised proposal files, received after the 11:59 p.m. deadline will be rejected without exception.

2. Delivery Instructions: E-mail proposal submissions are to be submitted to the State of Maine Division of Procurement Services at Proposals@maine.gov.
a. Only proposal submissions received by e-mail will be considered.  The Department assumes no liability for assuring accurate/complete e-mail transmission and receipt.
b. E-mails containing links to file sharing sites or online file repositories will not be accepted as submissions.  Only e-mail proposal submissions that have the actual requested files attached will be accepted.
c. [bookmark: _Hlk62561509]Encrypted e-mails received which require opening attachments and logging into a proprietary system will not be accepted as submissions. Please check with your organization’s Information Technology team to ensure that your security settings will not encrypt your proposal submission. 
d. File size limits are 25MB per e-mail.  Bidders may submit files separately across multiple e-mails, as necessary, due to file size concerns. All e-mails and files must be received by the due date and time listed above.
e. Bidders are to insert the following into the subject line of their e-mail proposal submission: “RFP# 202210171 Proposal Submission – [Bidder’s Name]”
f. Bidder’s proposal submissions are to be broken down into multiple files, with each file named as it is titled in bold below, and include:

· File 1 [Bidder’s Name] – Preliminary Information: 
PDF format preferred
Appendix A (Proposal Cover Page)
Appendix B (Debarment, Performance and Non-Collusion Certification)
All required documentation stated in PART IV, Section I.

· File 2 [Bidder’s Name] – Organization Qualifications and Experience:
PDF format preferred
Appendix C (Organization Qualifications and Experience Form)
Appendix D (Subcontractors Form), if applicable
All required information and attachments stated in PART IV, Section II.

· File 3 [Bidder’s Name] – Proposed Services: 
PDF format preferred
Appendix E (Response to Proposed Services Form) 
All required information and attachments stated in PART IV, Section III.

· File 4 [Bidder’s Name] – Cost Proposal:
WORD format preferred
Appendix F (Cost Proposal Form) 
All required information and attachments stated in PART IV, Section IV.
[bookmark: _Toc367174734][bookmark: _Toc397069202]
PART IV 	PROPOSAL SUBMISSION REQUIREMENTS

[bookmark: _Hlk83294286]This section contains instructions for Bidders to use in preparing their proposals. The Department seeks detailed yet succinct responses that demonstrate the Bidder’s qualifications, experience, and ability to perform the requirements specified throughout the RFP.

The Bidder’s proposal must follow the outline used below, including the numbering, section, and sub-section headings.  Failure to use the outline specified in PART IV, or failure to respond to all questions and instructions throughout the RFP, may result in the proposal being disqualified as non-responsive or receiving a reduced score.  The Department, and its evaluation team, has sole discretion to determine whether a variance from the RFP specifications will result either in disqualification or reduction in scoring of a proposal.  Rephrasing of the content provided in the RFP will, at best, be considered minimally responsive.
[bookmark: _Hlk32488622]
Bidders are not to provide additional attachments beyond those specified in the RFP for the purpose of extending their response.  Additional materials not requested will not be considered part of the proposal and will not be evaluated. Include any forms provided in the submission package or reproduce those forms as closely as possible.  All information must be presented in the same order and format as described in the RFP.
[bookmark: _Toc367174736][bookmark: _Toc397069205]
Proposal Format and Contents 

Section I 	Preliminary Information (File #1)

1. Proposal Cover Page
Bidders must complete Appendix A (Proposal Cover Page).  It is critical that the cover page show the specific information requested, including Bidder address(es) and other details listed.  The Proposal Cover Page must be dated and signed by a person authorized to enter into contracts on behalf of the Bidder.

2. Debarment, Performance and Non-Collusion Certification
Bidders must complete Appendix B (Debarment, Performance and Non-Collusion Certification Form). The Debarment, Performance and Non-Collusion Certification Form must be dated and signed by a person authorized to enter into contracts on behalf of the Bidder.

Section II	Organization Qualifications and Experience (File #2)

1. Overview of the Organization
Bidders must complete Appendix C (Qualifications and Experience Form) describing their qualifications and skills to provide the requested services in the RFP.  Bidders must include three examples of projects which demonstrate their experience and expertise in performing these services as well as highlighting the Bidder’s stated qualifications and skills.

2. Subcontractors 
If subcontractors are to be used, including consultants, Bidders must complete Appendix D (Subcontractors Form) by providing a list that specifies the name, address, phone number, contact person, and a brief description of the subcontractors’ organizational capacity and qualifications.  

3. Organizational Chart 
Bidders must provide an organizational chart. The organization chart must include the project being proposed. Each position must be identified by position title and corresponding to the personnel job descriptions.

4. Litigation 
Bidders must attach a list of all current litigation in which the Bidder is named and a list of all closed cases that have closed within the past five (5) years in which the Bidder paid the claimant either as part of a settlement or by decree. For each, list the entity bringing suit, the complaint, the accusation, amount, and outcome. If no litigation has occurred, write “none” on the submitted attachment. 

5. Financial Viability
[bookmark: _Hlk519601107]Bidders must provide the three (3) most recent years of Financial Statements audited or reviewed by a Certified Public Accountant.

6. Certificate of Insurance 
Bidders must provide a valid certificate of insurance on a standard ACORD form (or the equivalent) evidencing the Bidder’s general liability, professional liability and any other relevant liability insurance policies that might be associated with the proposed services.
	
	Required Attachments Related to Organization Qualifications and Experience 

	Attachment #:
	Attachment Name:

	One (1)
	Qualifications and Experience Form 

	Two (2)
	Subcontractors Form

	Three (3)
	Organizational Chart

	Four (4)
	Litigation

	Five (5)
	Financial Viability  

	Six (6)
	Certificate of Insurance


	
Attachments 1 – 6, must be included in numerical order, as part of File 2, as outlined in PART III “Submitting the Proposal” of this RFP.  Attachments 1 – 6 will be reviewed and evaluated by the Department’s evaluation team under the Organization Qualifications and Experience section of this RFP.

Section III 	Proposed Services (File #3)

[bookmark: _Hlk83294482]Bidder must complete Appendix E (Response to Proposed Services Form) by providing a detailed response to the requirements outlined in this RFP. 


	Required Attachments Related to Proposed Services

	Attachment #:
	Attachment Name:

	Seven (7)
	Confidentiality Policy 

	Eight (8)
	Job Descriptions 

	Nine (9)
	Staffing Plan

	Ten (10)
	Implementation - Work Plan



Attachments 7 – 10 must be included in numerical order, as part of File 3, as outlined in PART III “Submitting the Proposal” of this RFP.  Attachments 7 – 10 will be reviewed and evaluated by the Department’s evaluation team under the Proposed Services section of this RFP.

[bookmark: _Toc367174739]Section IV	Cost Proposal (File #4)
	
1. General Instructions
a. Bidders must submit a cost proposal that covers the initial period of performance and subsequent renewals, starting 1/1/2023 and ending on 12/31/2027.
b. The cost proposal must include the costs necessary for the Bidder to fully comply with the contract terms, conditions, and RFP requirements.
c. No costs related to the preparation of the proposal for the RFP, or to the negotiation of the contract with the Department, may be included in the proposal.  Only costs to be incurred after the contract effective date that are specifically related to the implementation or operation of contracted services may be included.

2. Cost Proposal Form Instructions
Bidders must fill out Appendix F (Cost Proposal Form), following the instructions detailed here and in the form.  Failure to provide the requested information, and to follow the required cost proposal format provided, may result in the exclusion of the proposal from consideration, at the discretion of the Department.

The Bidder must provide a single fixed rate per Assessment/re-Assessment.  The fixed rate shall apply to every Assessment and re-Assessment, regardless if it is conducted as a face-to-face visit or via telephone. The fixed rate shall be all-inclusive of the costs associated with providing the service outlined in this RFP.   

The awarded Bidder will be reimbursed a percentage of the fixed rate per Initial Assessment/re-Assessment for work performed within the number of days indicated in Chart 1 from the date the referral is received from the Department:  
	Chart 1 – Performance Requirements and Reimbursement Rates

	Assessments
	% of Reimbursement of Fixed rate per Assessment
	Completed within # of Business Days

	
	
	

	Initial Assessments
	100%
	Fourteen (14) Business Days or fewer 

	
	90%
	Fifteen (15) Business Days

	
	80%
	Sixteen (16) Business Days or longer

	
	
	

	Re-Assessments
	100%
	Completed within the month the Re-Assessment is due

	
	90%
	Completed one (1) Business Day after the end of the month the Re-Assessment is due

	
	80%
	Completed two (2) Business Days or longer after the end of the month the Re-Assessment is due




For face-to-face Assessments/re-Assessments, the Department will allow a charge of twenty-five dollars ($25.00) when the Child and parent/guardian do not appear for the face-to-face appointment and did not call to cancel or reschedule.  The Department will not provide reimbursement for a Client/Member’s failure to attend a scheduled telephone Assessment.
[bookmark: _Toc367174742][bookmark: _Toc397069206]
PART V	PROPOSAL EVALUATION AND SELECTION

Evaluation of the submitted proposals will be accomplished as follows:

A. [bookmark: _Toc367174743][bookmark: _Toc397069207]Evaluation Process - General Information

1. [bookmark: _Hlk83294581]An evaluation team, composed of qualified reviewers, will judge the merits of the proposals received in accordance with the criteria defined in the RFP.
2. Officials responsible for making decisions on the award selection will ensure that the selection process accords equal opportunity and appropriate consideration to all who are capable of meeting the specifications.  The goals of the evaluation process are to ensure fairness and objectivity in review of the proposals and to ensure that the contract is awarded to the Bidder whose proposal provides the best value to the State of Maine.
3. [bookmark: _Toc367174744][bookmark: _Toc397069208]The Department reserves the right to communicate and/or schedule interviews/presentations with Bidders, if needed, to obtain clarification of information contained in the proposals received. The Department may revise the scores assigned in the initial evaluation to reflect those communications and/or interviews/presentations.  Changes to proposals, including updating or adding information, will not be permitted during any interview/presentation process and, therefore, Bidders must submit proposals that present their rates and other requested information as clearly and completely as possible.

B. Scoring Weights and Process

1. Scoring Weights: The score will be based on a 100-point scale and will measure the degree to which each proposal meets the following criteria.

Section I. 	Preliminary Information (No Points)
	Includes all elements addressed above in Part IV, Section I.

Section II.  	Organization Qualifications and Experience (30 points)	
Includes all elements addressed above in Part IV, Section II.
 
Section III.  	 Proposed Services (45 points)  
Includes all elements addressed above in Part IV, Section III.

Section IV. 	 Cost Proposal (25 points) 
Includes all elements addressed above in Part IV, Section IV.

2. Scoring Process:  The evaluation team will use a consensus approach to evaluate and score Sections II & III above.  Members of the evaluation team will not score those sections individually but, instead, will arrive at a consensus as to assignment of points for each of those sections.  Sections IV, the Cost Proposal, will be scored as described below.

3. Scoring the Cost Proposal: The total cost proposed for conducting all the functions specified in the RFP will be assigned a score according to a mathematical formula.  The lowest bid will be awarded 25 points.  Proposals with higher bids values will be awarded proportionately fewer points calculated in comparison with the lowest bid.


The scoring formula is:

(Lowest submitted cost proposal / Cost of proposal being scored) x 25 = pro-rated score

No Best and Final Offers: The State of Maine will not seek or accept a best and final offer (BAFO) from any Bidder in this procurement process.  All Bidders are expected to provide their best value pricing with the submission of their proposal.

4. Negotiations:  The Department reserves the right to negotiate with the awarded Bidder to finalize a contract. Such negotiations may not significantly vary the content, nature or requirements of the proposal or the Department’s Request for Proposal to an extent that may affect the price of goods or services requested.  The Department reserves the right to terminate contract negotiations with an awarded Bidder who submits a proposed contract significantly different from the proposal they submitted in response to the advertised RFP.  In the event that an acceptable contract cannot be negotiated with the highest ranked Bidder, the Department may withdraw its award and negotiate with the next-highest ranked Bidder, and so on, until an acceptable contract has been finalized.  Alternatively, the Department may cancel the RFP, at its sole discretion.

C. [bookmark: _Toc367174745][bookmark: _Toc397069209]Selection and Award

1. The final decision regarding the award of the contract will be made by representatives of the Department subject to approval by the State Procurement Review Committee.
2. Notification of conditional award selection or non-selection will be made in writing by the Department.
3. Issuance of the RFP in no way constitutes a commitment by the State of Maine to award a contract, to pay costs incurred in the preparation of a response to the RFP, or to pay costs incurred in procuring or contracting for services, supplies, physical space, personnel or any other costs incurred by the Bidder. 
4. [bookmark: _Toc367174746][bookmark: _Toc397069210]The Department reserves the right to reject any and all proposals or to make multiple awards. 

D. Appeal of Contract Awards 

Any person aggrieved by the award decision that results from the RFP may appeal the decision to the Director of the Bureau of General Services in the manner prescribed in 5 M.R.S.A. § 1825-E and 18-554 Code of Maine Rules  Chapter 120.  The appeal must be in writing and filed with the Director of the Bureau of General Services, 9 State House Station, Augusta, Maine, 04333-0009 within fifteen (15) calendar days of receipt of notification of conditional contract award.

[bookmark: _Toc367174747][bookmark: _Toc397069211]
PART VI	CONTRACT ADMINISTRATION AND CONDITIONS

A. [bookmark: _Toc367174748][bookmark: _Toc397069212]Contract Document

1. The awarded Bidder will be required to execute a State of Maine Service Contract with appropriate riders as determined by the issuing department.  

Forms and contract documents commonly used by the Department can be found on the Department’s Division of Contract Management website.

2. Allocation of funds is final upon successful negotiation and execution of the contract, subject to the review and approval of the State Procurement Review Committee.  Contracts are not considered fully executed and valid until approved by the State Procurement Review Committee and funds are encumbered.  No contract will be approved based on an RFP which has an effective date less than fourteen (14) calendar days after award notification to Bidders.  (Referenced in the regulations of the Department of Administrative and Financial Services, Chapter 110, § 3(B)(i).)

This provision means that a contract cannot be effective until at least fourteen (14) calendar days after award notification.

3. The State recognizes that the actual contract effective date depends upon completion of the RFP process, date of formal award notification, length of contract negotiation, and preparation and approval by the State Procurement Review Committee.  Any appeals to the Department’s award decision(s) may further postpone the actual contract effective date, depending upon the outcome.  The contract effective date listed in the RFP may need to be adjusted, if necessary, to comply with mandated requirements.

4. In providing services and performing under the contract, the awarded Bidder must act as an independent contractor and not as an agent of the State of Maine.

B. [bookmark: _Toc367174749][bookmark: _Toc397069213]Standard State Contract Provisions

1. Contract Administration
Following the award, a Contract Administrator from the Department will be appointed to assist with the development and administration of the contract and to act as administrator during the entire contract period.  Department staff will be available after the award to consult with the awarded Bidder in the finalization of the contract.

2. Payments and Other Provisions
[bookmark: _Toc367174750][bookmark: _Toc397069214]The State anticipates paying the Contractor on the basis of net 30 payment terms, upon the receipt of an accurate and acceptable invoice.  An invoice will be considered accurate and acceptable if it contains a reference to the State of Maine contract number, contains correct pricing information relative to the contract, and provides any required supporting documents, as applicable, and any other specific and agreed-upon requirements listed within the contract that results from the RFP.


PART VII	LIST OF RFP APPENDICES AND RELATED DOCUMENTS


[bookmark: _Hlk108101679][bookmark: _Hlk112401886][bookmark: _Hlk510374848]Appendix A – Proposal Cover Page

Appendix B – Debarment, Performance, and Non-Collusion Certification

Appendix C – Qualifications and Experience Form

Appendix D – Subcontractors Form

Appendix E – Response to Proposed Services Form

Appendix F – Cost Proposal Form

Appendix G – Submitted Questions Form 

Appendix H – MED KIDS-KB Assessment Form Fields

Appendix I – Hearing Report Form

Appendix J – Authorization to Release Information Form

Appendix K – ME Katie Beckett Activity Report, CY2021

[bookmark: _Hlk108102522]Appendix L – Performance Measures Report





	
[bookmark: QuickMark]
APPENDIX A

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
PROPOSAL COVER PAGE
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit

	Bidder’s Organization Name:
	

	Chief Executive - Name/Title:
	

	Tel:
	
	E-mail:
	

	Headquarters Street Address:
	

	Headquarters City/State/Zip:
	

	(Provide information requested below if different from above)

	Lead Point of Contact for Proposal - Name/Title:
	

	Tel:
	
	E-mail:
	

	Headquarters Street Address:
	

	Headquarters City/State/Zip:
	



· This proposal and the pricing structure contained herein will remain firm for a period of 180 days from the date and time of the bid opening.
· No personnel currently employed by the Department or any other State agency participated, either directly or indirectly, in any activities relating to the preparation of the Bidder’s proposal.
· No attempt has been made, or will be made, by the Bidder to induce any other person or firm to submit or not to submit a proposal.
· The above-named organization is the legal entity entering into the resulting contract with the Department if they are awarded the contract.
· The undersigned is authorized to enter contractual obligations on behalf of the above-named organization.

To the best of my knowledge, all information provided in the enclosed proposal, both programmatic and financial, is complete and accurate at the time of submission.

	Name (Print):


	Title:

	Authorized Signature:


	Date:
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APPENDIX B

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
DEBARMENT, PERFORMANCE, and NON-COLLUSION CERTIFICATION
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit

	Bidder’s Organization Name:
	



[bookmark: _Hlk81301116]By signing this document, I certify to the best of my knowledge and belief that the aforementioned organization, its principals and any subcontractors named in this proposal:
a. Are not presently debarred, suspended, proposed for debarment, and declared ineligible or voluntarily excluded from bidding or working on contracts issued by any governmental agency.
b. Have not within three years of submitting the proposal for this contract been convicted of or had a civil judgment rendered against them for:
i. Fraud or a criminal offense in connection with obtaining, attempting to obtain, or performing a federal, state, or local government transaction or contract.
ii. Violating Federal or State antitrust statutes or committing embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, or receiving stolen property.
c. Are not presently indicted for or otherwise criminally or civilly charged by a governmental entity (Federal, State, or Local) with commission of any of the offenses enumerated in paragraph (b) of this certification.
d. Have not within a three (3) year period preceding this proposal had one or more federal, state, or local government transactions terminated for cause or default.
e. Have not entered into a prior understanding, agreement, or connection with any corporation, firm, or person submitting a response for the same materials, supplies, equipment, or services and this proposal is in all respects fair and without collusion or fraud. The above-mentioned entities understand and agree that collusive bidding is a violation of state and federal law and can result in fines, prison sentences, and civil damage awards.
	Name (Print):


	Title:

	Authorized Signature:


	Date:




APPENDIX C

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
QUALIFICATIONS and EXPERIENCE FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


	Bidder’s Organization Name:
	



	Present a brief statement of qualifications, including any applicable licensure and/or certification.  Describe the history of the Bidder’s organization, especially regarding skills pertinent to the specific work required by the RFP and any special or unique characteristics of the organization which would make it especially qualified to perform the required work activities.  You may expand this form and use additional pages to provide this information.

	

































APPENDIX C (continued)

	Provide a description of projects that occurred within the past five years which reflect experience and expertise needed in performing the functions described in the “Scope of Services” portion of the RFP.  For each of the project examples provided, a contact person from the client organization involved should be listed, along with that person’s telephone number and e-mail address.  Please note that contract history with the State of Maine, whether positive or negative, may be considered in rating proposals even if not provided by the Bidder.



	Project One

	Business Reference Name:
	

	Reference Contact Person:
	

	Telephone:
	

	E-Mail:
	

	Description of Project

	













	Project Two

	Business Reference Name:
	

	Reference Contact Person:
	

	Telephone:
	

	E-Mail:
	

	Description of Project

	














APPENDIX C (continued)


	Project Three

	Business Reference Name:
	

	Reference Contact Person:
	

	Telephone:
	

	E-Mail:
	

	Description of Project

	















APPENDIX D

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
SUBCONTRACTORS FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit

	[bookmark: _Hlk83294785]Bidder’s Organization Name:
	



	If subcontractors are to be used, including consultants, provide each individual subcontractor business name, contact person, address, phone number, and a brief description of the subcontractor’s organizational capacity and qualifications. 



	Subcontractor

	Subcontractor Business Name:
	

	Contact Person:
	

	Address:
	

	Phone Number:
	

	E-Mail:
	

	Subcontractor’s organizational capacity and qualifications

	









	Subcontractor

	Subcontractor Business Name:
	

	Contact Person:
	

	Address:
	

	Phone Number:
	

	E-Mail:
	

	Subcontractor’s organizational capacity and qualifications

	











APPENDIX D (continued)

	Subcontractor

	Subcontractor Business Name:
	

	Contact Person:
	

	Address:
	

	Phone Number:
	

	E-Mail:
	

	Subcontractor’s organizational capacity and qualifications

	












	Subcontractor

	Subcontractor Business Name:
	

	Contact Person:
	

	Address:
	

	Phone Number:
	

	E-Mail:
	

	Subcontractor’s organizational capacity and qualifications

	













APPENDIX E

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
RESPONSE TO PROPOSED SERVICES FORM
[bookmark: _Hlk114507877]RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit



The response to proposed services form may be obtained in a Word (.docx) format by double clicking on the document icon below.







APPENDIX F

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
COST PROPOSAL FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


	Bidder’s Organization Name:
	

	Fixed Rate per Assessment/re-Assessment:
	$ 




[bookmark: _Hlk81301174]Instructions: Bidders must provide a single fixed rate per Assessment/re-Assessment.  The fixed rate shall apply to every Assessment and re-Assessment, regardless if it is conducted as a face-to-face visit or via telephone. The fixed rate shall be all-inclusive of the costs associated with providing this service.  The fixed rate per Assessment/re-Assessment is the amount to be used in the scoring cost formula for evaluation purposes.




		

 





 APPENDIX G

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
SUBMITTED QUESTIONS FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


	Organization Name:
	




	[bookmark: _Hlk48893155]RFP Section & Page Number
	Question

	[bookmark: _Hlk48893261]
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	




* If a question is not related to any section of the RFP, state “N/A” under “RFP Section & Page Number”.
** Add additional rows, if necessary.


APPENDIX H

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
MED KIDS-KATIE BECKETT ASSESSMENT FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit



The Assessment Form may be obtained in a PDF (.pdf) format by double clicking on the document icon below.





APPENDIX I

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
ADMIN HEARING REPORT FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


The Admin Hearing Report Form may be obtained in a PDF (.pdf) format by double clicking on the document icon below.







APPENDIX J

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
AUTHORIZATION TO RELEASE INFORMATION FORM
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


The Authorization to Release Information Form may be obtained in a PDF (.pdf) format by double clicking on the document icon below.






APPENDIX K

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
ME KATIE BECKETT ACTIVITY REPORT, CY2021
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


The ME Katie Beckett Activity Report may be obtained in a PDF (.pdf) format by double clicking on the document icon below.







APPENDIX L

State of Maine 
Department of Health and Human Services
Office of MaineCare Services
PERFORMANCE MEASURE REPORT TEMPLATE
RFP# 202210171
Medical Eligibility Determination for the Katie Beckett Benefit


The performance measure report template may be obtained in an Excel (.xlsx) format by double clicking on the document icon below.
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APPENDIX E



RFP# 202210171

Medical Eligibility Determination for the Katie Beckett Benefit





RESPONSE TO PROPOSED SERVICES



		Bidder’s Organization Name:

		







INSTRUCTIONS: Bidders must use this form to provide a response to Part IV, Section III Proposed Services.  Bidders may expand each of the response (white) spaces within this document in order to provide a full response to each requirement. 

 

		Part IV, Section III     Proposed Services



		1. Services to be Provided

a. Discuss the Scope of Services referenced in Part II of the RFP and what the Bidder will offer. 

b. Give particular attention to describing the methods and resources you will use and how you will accomplish the tasks involved.  

c. Also, describe how you will ensure expectations and/or desired outcomes as a result of these services will be achieved.  

d. If subcontractors are involved, clearly identify the work each will perform.



		Part II

A. Assessments and Re-Assessments



		1. Ensure Assessments are conducted by Registered Nurses (RNs) who have a valid, in good standing license to practice in the State.  RNs shall:

a. Provide a face-to-face Assessment for all Children who are initially applying for the Katie Beckett Benefit to determine medical eligibility. 

i. Initial Assessments shall be completed within fourteen (14) Business Days from receipt of the Department’s referral. 

b. Annually, provide a re-Assessment of each Child who receives the Katie Beckett Benefit. 

i. Re-Assessments shall be conducted either face-to-face or by telephone specifically:

1) Face-to-face re-Assessments are required every three (3) years following the initial Assessment determination; and

2) Re-Assessments by telephone are required in the years when the Member does not require a face-to-face re-Assessment.

c. Ensure any exceptions to the face-to-face vs telephone Assessment/re-Assessment requirements are approved in writing by the Department, on a case-by-case basis, prior to conducting the Assessment/re-Assessment.



		









		2. Ensure the Department's authorized MED KIDS-KB Assessment Forms (Assessment Forms), refer to Appendix H, are accurately completed to determine medical eligibility for MaineCare covered levels of care under the Katie Beckett Benefit.  

a. Determine the Client/Member’s classification in accordance with the Assessment Form and the policies set forth in the MaineCare Benefits Manual (MBM), Ch. II, specifically: 

i. Section 45, Hospital Services; 

ii. Section 46, Psychiatric Hospital Services;

iii. Section 50, ICF-MR Services; or 

iv. Section 67, Nursing Facility Services. 



		









		3. Review and consider relevant medical records and documentation provided by the Client/Member, school and/or health care providers, etc., for the medical eligibility Assessment. 

a. Client/Member records collected by the Medical Review Team (to determine if federal disability requirements are met for eligibility) will be available to the awarded Bidder through the Department.  

b. All documents shall remain the property of the Department



		









		4. Submit each completed Assessment Form, electronically, to the Department within five (5) Business Days of completion.

a. The Assessment Form shall include a completion date and be typed, not handwritten or printed.

b. The MIHMS PM5 work queue will register a receipt date when the completed Assessment Form is uploaded and submitted to the Department.



		









		B. Schedule Assessments 



		1. Develop and implement Client/Member-friendly processes to schedule Assessments and re-Assessments.  

a. Provide telephone outreach and written notices to schedule appointments and promote Client/Member compliance.  

b. Provide a toll-free telephone number for Clients/Members to contact the awarded Bidder. 



		In addition, describe strategies to reach Clients/Members that may present scheduling challenges.



		









		2. Schedule and complete the Member’s annual re-Assessment within the anniversary month of the initial Assessment. 



		







		3. Provide guidance to the Client/Member regarding the Assessment process and the types of supporting documentation that he/she will be responsible to gather and submit to the awarded Bidder in order to confirm medical needs, conditions, and treatments, etc. 



		







		4. Provide accessible locations Statewide for Client/Member face-to-face Assessments.  

a. Ensure the Child is present for the Assessment.  

b. Ensure Assessments are conducted in settings that ensure privacy, respect, and compliance with Protected Health Information and HIPAA regulations.  

c. For Children who are medically unable to leave home, it may be appropriate to schedule a home visit in order to conduct the face-to-face Assessment. 



		







		5. Ensure Assessments are completed within five (5) calendar days prior to discharge date for Children who are acutely ill and receiving inpatient hospital care.  

a. Ensure Children who are receiving inpatient hospital care do not receive an Assessment until a physician determines the Child is medically stable, and discharge is pending. 

i. Obtain a physician's order for discharge and fax a copy to the Department.



		







		C. Client/Member Tracking 



		1. Develop and implement a process for tracking and reporting Client/Member data, including but not limited to:

a. Name, date of birth, MaineCare ID number, and level of care;

b. Katie Beckett program eligibility start date and end date;

c. Assessment and re-Assessment due dates; and

d. Actual Assessment/re-Assessment date of service and the outcome.



		









		2. Ensure the tracking system allows for generation of accurate and up-to-date reports. 



		









		3. Utilize the PM5 module in the Maine Information Health Management Solution (MIHMS) system, as required by the Department, to process and store Assessment Forms and associated documents.



		



		4. Ensure staff are trained, knowledgeable, and compliant with Federal and State HIPAA, security, and confidentiality requirements.



		



		D. Client/Member Notification



		1. [bookmark: _Hlk61440699]Ensure all Client/Member notices, letters, templates, and other communications are reviewed and approved by the Department and printed on Department letterhead prior to distribution.



		









		2. Notify Clients/Members of the Assessment eligibility determination in writing.



		



		3. Ensure the Client/Member is notified of his/her MaineCare Member Appeal (Appeal) rights pursuant to MBM Ch. 1, § 1.24 for each denied eligibility determination.  

a. If the denial is issued to a Member that currently has Katie Beckett Benefit eligibility, the Appeal rights letter must notify the Member that eligibility and current services can remain in place if requested by the Member within ten (10) days of receiving the denied eligibility determination, until the final Appeal Hearing decision is rendered. 

b. A copy of each denial must be faxed to the Department within five (5) Business Days of the determination. 



		









		E. Collaborative Process and Structure 



		1. [bookmark: _Hlk61440781]Develop and implement a structure and process to promote a collaborative partnership with the Department for the efficient administration of Katie Beckett Benefit for medical eligibility Assessment services.  



		









		2. Conduct monthly (or according to other schedule deemed necessary by the Department) meetings with the Department to review challenging Assessments/re-Assessments, discuss questions/concerns, review of forms, and MBM policy discussions, etc.  



		









		3. Implement 10-144, C.M.R. Ch. 101, Ch. X, Section 3, Katie Beckett Benefit-related medical eligibility Assessment/re-Assessment changes adopted through the Department’s proposed rule-making process and/or the change request process (used to modify the Maine Information Health Management Solution (MIHMS) system).  

a. Ensure all operations and processes are modified within thirty (30) Business Days of receiving notification from the Department of the upcoming changes, as necessary to be in alignment with any relevant MBM policy changes including, but not limited to MBM sections: Section 45 Hospital Services, Section 46 Psychiatric Hospital Services, Section 50 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-ID), or Section 67 Nursing Facility Services. 



		









		4. Collaborate with the Department to implement systems improvements as these become available.   



		









		5. Ensure documents revised or created by the Department for the Katie Beckett Benefit program are used as they become available, including updates to the Assessment Form.



		









		6. Collaborate with the Department, quarterly (or according to other schedule deemed necessary by the Department), to compare and confirm the list of Members and re-Assessment due dates. 



		









		F. Appeals Process



		1. Ensure that Katie Beckett Benefit medical eligibility determinations comply with Member Appeals, as required.



		









		2. Notify the Administrative Hearings Representative of each request for an Appeal Hearing within one (1) Business Day of receipt.  



		



		3. Develop and implement a reconsideration process to review and consider relevant, additional information submitted by the Client/Member or the Client/Member’s health care provider within sixty (60) days following an eligibility denial determination.  

a. Ensure the Client/Member receives the right to Appeal under Administrative Hearing if the determination to deny eligibility is maintained following the reconsideration process. 



		



		4. Prepare and submit a case Hearing packet supporting the eligibility denial determination, to the Department’s Office of Administrative Hearings and a copy to the OMS Administrative Hearings representative, within ten (10) Business Days of receipt of an Appeal request which contains:

a. Cover letter;

b. Hearing Report Form, Appendix I;

c. Letters / Correspondence related to Assessments/re-Assessments (denial, providers, others);

d. Applicable MaineCare rules, (including but not limited to: Section 45, Hospital Services, Section 46, Psychiatric Hospital Services, Section 50, ICF-MR Services, or Section 67, Nursing Facility Services). 

e. Clinical documentation (e.g., Katie Beckett Assessment forms, relevant assessment forms from the Client/Member’s various providers, supporting medical documentation, etc.)

f. Signed Authorization to Release Information, Appendix J



		



		5. Appear at all Administrative Hearings related to Member Appeals concerning Katie Beckett Benefit medical eligibility determinations, including but not limited to:

a. Preparing and presenting clinical records and justifications for all medical eligibility determinations and reconsideration determinations to the Hearings officer; and

b. Taking direction from the Department on all processes and protocols concerning the conduct of Administrative Hearings.



		



		G. Quality Assurance 



		1. Conduct ongoing monitoring of each Nurse assessor for accuracy, consistency, and demonstrated inter-rater reliability. 



		



		2. Ensure RNs correctly administer the Assessment Form. 



		



		3. Develop and implement a process for annual review of all program documents to ensure information being provided to Clients/Members is current and accurate.



		



		4. Establish and operate a quality monitoring system approved by the Department.  

a. Report to the Department the results of the quality monitoring and a plan of correction for any negative findings.



		



		5. Develop and implement a process for accepting Client/Members feedback and utilize that feedback to improve the quality of Assessment services being provided.



		



		H. Reporting 



		1. Collaborate with the Department to develop a series of monthly, quarterly, and annual reports to support operations, track program outcomes, and other reports as necessary.



		



		I. Staffing Requirements



		1. Provide a sufficient number of RNs who have professional medical knowledge and experience serving pediatric populations to conduct Assessments and re-Assessments.



		



		2. Ensure staff are trained regarding the use of the MIHMS Katie Beckett Benefit Workflow/QNXT and Members modules.



		



		J. Confidentiality



		1. Ensure compliance with all applicable State and federal confidentiality regulations for services provided under this RFP, including but not limited to HIPAA, 42 C.F.R. Part 2 and 42 C.F.R. Part 431. 



		In addition to the response to Confidentiality, attach the Bidder’s confidentiality policy (include as Attachment 7). The policy shall describe how confidential information is stored, who has access to it and the methods of protecting confidentiality.



		









		K. Performance Measures



		1. Perform all services proposed in response to this RFP by achieving all Performance Measures listed in Table 1. 

0. Submit data to support the performance measure utilizing Appendix L - Performance Measure Report or via a third-party data source, as indicated within the performance measure data source column of Table 1. 



		Table 1

Mandatory Performance Measures



		Performance Measure

		Assessment Cycle

		Supportive Documentation and Performance Measure Data Source



		a.

		Ninety percent (90%) of Children/Clients submitting new applications for the Katie Beckett Benefit will have an Assessment completed within fourteen (14) Business Days of receipt.

		Monthly

		Provider collected data, utilizing Appendix L. 



		b.

		Ninety percent (90%) of Children requiring annual re-Assessment will have the Assessment completed within the anniversary month of the initial Assessment.

		Monthly

		Provider collected data, utilizing Appendix L. 



		c.

		Ninety-five percent (95%) of all Assessments will be completed accurately, in accordance with the appropriate section of the MaineCare Benefits Manual (i.e., Section 45 Hospital Services; Section 46 Psychiatric Hospital Services; Section 50 Services for Individuals with Intellectual Disabilities and Section 67 Nursing Facility Services) and the Assessment Form.

		Monthly

		Provider collected data, utilizing Appendix L and the Assessment Forms.   



		d.

		Ninety-nine percent (99%) of Assessments will be completed face-to-face for the initial Assessment and at least every three (3) years thereafter.

		Monthly

		Provider collected data, utilizing Appendix L. 



		e.

		Ninety percent (90%) of all Assessments will be forwarded to the Department through MIHMS within five (5) Business Days of the Assessment

		Monthly

		Provider collected data, utilizing Appendix L. 



		



		









		L. Reports



		1. Track and record all data/information necessary to complete the required reports listed in Table 2:



		Table 2 – Required Reports



		Name of Report or On-Site Visit

		Description 



		a.

		Performance Measures Report

		Appendix L Performance Measures described in Table 1 Mandatory Performance Measures



		b.

		Priority Report

		Outstanding initial Assessments and annual re-Assessments



		c.

		Aging Report

		Number of requests for Assessments by calendar week, level of care, and disposition



		d.

		Katie Beckett Activity Report

		Appendix K, Number of Assessments with disposition (approved, denied, etc.)



		e.

		Administrative Hearing Report

		Number of Hearing requests received, in process, dispositions, and final outcomes for each case.



		f.

		Invoice Detail Report

		Number of Assessments per category Include Member-level detail, name, MaineCare ID; referral date, re-Assessment due date, and Assessment completion date, as appropriate.



		



		









		2. Submit all the required reports to the Department in accordance with the timelines established in Table 3:



		Table 3 – Required Reports Timelines



		Name of Report or On-Site Visit

		Period Captured by Report or on-site visit: 

		Due Date: 



		a.

		Performance Measures Report

		Monthly

		Within thirty (30) days following end of month



		b.

		Priority Report

		· Monthly

		· Within thirty (30) days following end of the month



		c.

		Aging Report

		Monthly

		Within thirty (30) days following end of the month



		d.

		Katie Beckett Activity Report

		Monthly

		Within thirty (30) days following end of the month



		e.

		Administrative Hearing Report

		Monthly and annually

		Within thirty (30) days following end of the month 



		f.

		Invoice Detail Report

		Monthly

		Within thirty (30) days following end of the month 



		



		









		2. Staffing  



		a. Provide job descriptions (include as Attachment 8) including minimum qualifications for all staff, including the project lead.  



		b. Describe how subcontractors, if any, will interact with the Bidder’s organization (i.e. oversight and management of subcontractor).



		









		c. Provide a staffing plan (include as Attachment 9) describing how the proposed minimum staffing requirements/qualification will be met.  The plan shall clearly delineate by position title and the amount of staff time to be assigned. 



		3. Implementation - Work Plan



		a. Provide a realistic work plan (include as Attachment 10) for the implementation of the program through the first contract period.  

i. Display the work plan in a timeline chart.  

ii. Concisely describe each program development and implementation task, the month it will be carried out and the person or position responsible for each task. 

iii. If applicable, make note of all tasks to be delegated to subcontractors.
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Katie Beckett MED KIDS KB Assessment Form.pdf
Assessor's Name: Agency Name: Assessment Date:
Applicant's Name: MaineCare #:
MED Kids-KB
Background Information
Section A - Identification and Background Information
1. Child's Address Street:
City/Town: State: Zip Code:
County: Telephone:
2, Reason for Assessment | 1 = Initial 2 = Reassessment 3= Reconsideration 4 = Other
3. Gender 1= Male 2 = Female
4. Race/Ethnicity 1 = American Indian/Alaskan 2 = Asian 3 = Black
(Optional) 4 = Hispanic 5 = White 6 = Other
5. Birth Date and Age MM/DD/YYYY: Age:
6. Citizenship 1 =U.S. Citizen 2 = Legal Alien 3 = Other
7. Primary Language 0 = English 1 = French 2 = Spanish 3 = Other
8. Mother's Identifying Name:
Information Address/Street:
City/Town: State: Zip Code:
County: Home Phone: Work Phone:
e-mail address
9. Father's Identifying Name:
Information Address/Street:
City/Town: State: Zip Code:
County: Home Phone: Work Phone:
e-mail address
10. Legal Guardian’s Name:
Identifying Information (If
different from above.) Address/Street:
City/Town: State: Zip Code:
County: Home Phone: Work Phone:
1. Parent Contact Who can be contacted with questions:
(Check all that apply.) Mother Father Legal Guardian Other
12. Physician Contact Name:
(Primary Care) Address/Street:
City/Town State: Zip Code:
Telephone Number:
13. Private Insurance Is child covered by private insurance? =No 1=Yes
* If yes, Specify Insurer:
If yes, provider policy number:

MED-Kids KB v-3 — 01/28/2015
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Assessor's Name:

Agency Name: Assessment Date:

Applicant's Name:

MaineCare #:

MED Kids-KB - Clinical Details

Section B — Diagnosis

1. | PSYCHIATRIC and/or BEHAVIORAL
Diagnosed by a certified professional.
(Check all that apply.)

Birth to Attainment of age 6

Developmental and Emotional Disorders of
Younger Infants and Preschool

Intellectual Disability — regardless of age
Ages 6 to 18

- Anxiety Disorders

- Attention Deficit Hyperactivity Disorder

- Autistic Disorder

- Mood Disorders

- Organic Mental Disorders

- Schizophrenic Delusional
(Paranoid), Schizoaffective, and
other Psychotic Disorders

- Somatoform, Eating, and Tic Disorders
- Other related condition (see manual for
defining characteristics.)

a. Developmental and Emotional Disorders of Younger Infants & Preschool
(Birth to attainment of age 6)

b. Intellectual Disability (formerly known as Mental Retardation)

c. Anxiety

d. Attention Deficit Hyperactivity Disorder

e. Autistic Disorder and Other Pervasive Developmental Disorders

f. Mood Disorders

g. Organic Mental Disorders

1N

h. Schizophrenic, Delusional (Paranoid), Schizoaffective, and other Psychotic Disorders

i. Somatoform, Eating, and Tic Disorders

j. Other Related Condition

k. Other DSM IV Axis 1 Diagnoses and ICD Codes:

iv.

V.

vi.

I. NONE OF THE ABOVE

2. | Medical (Check all that apply)

a. Allergies specify:

n. HIV/AIDS

o. Osteoporosis

p- Paraplegia

g. Pathological bone fracture

b.  Amputation r. Quadriplegia

c. Anemia s. Renal Failure

d. Arthritis t. Seizure Disorder

e.  Asthma/Respiratory disorder u. Spina Bifida

f. Cancer v. Traumatic brain injury

g. Cardiovascular disease w. Tuberculosis

h. Cerebral Palsy x. Other Current Medical Diagnoses and ICD Codes

Cleft Lip and/or Palate

j- Cystic Fibrosis

k. Diabetes iii.
. Explicit terminal prognosis iv.
m. Hemophilia V.
y. NONE OF THE ABOVE H

MED-Kids KB v-3 — 01/28/2015
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

Section C — Physical Functioning

1. ADL SELF-PERFORMANCE - Column 1 at right
Column 1 Code for performance during the last 7 days
0 = Independent
AA = Age Appropriate

1 = Supervision — Oversight, encouragement or cueing provided 3 + times during last 7 days — OR — Supervision plus
non-weight- bearing physical assistance provided only 1 or 2 times during last 7 days

2 = Limited assistance — Child highly involved in activity; received physical help in guided maneuvering of limbs, or other
non-weight-bearing assistance 3 or more times — OR — Limited assistance (3 or more times) plus weight-bearing support provided

only 1 or 2 times during the last 7 days.
3 = Extensive assistance — While child performed part of activity, over last 7-day period help of the following type(s)
provided 3 or more times:
- Weight-bearing support
- Full caregiver performance during part (but not all) of last 7 days.

P
<

4 = Total dependence — Full caregiver performance of activity during the ENTIRE 7 days. :
8 = Activity did not occur during entire 7 days. L
2. ADL SUPPORT PROVIDED - Column 2 at far right F
Column 2 Code for MOST SUPPORT PROVIDED OVER EACH 24 HOUR PERIOD during the last 7 days; code -
regardless of child’s self-performance classification.
P
0 = No setup or physical help E
1 = Setup help only 8 = Activity did not occur during entire 7 days R
2 = One person physical assist AA = Age Appropriate F S
3 = Two + persons physical assist o U
R P
M P
A o
N R
C T
E
1 2

a. BED MOBILITY (how child moves to and from lying position, turns side to side and positions body while in bed)

b. TRANSFER (how child moves between surfaces — to/from: bed, chair, wheelchair, standing position (Exclude to/from
bath/toilet/dressing)).

c. LOCOMOTION (how child moves between locations in his/her room and areas on same floor. If in wheelchair, self- sufficiency in chair)

d. EATING/DRINKING (how child eats and drinks regardless of skill)

e. TOILET USE (how child uses the toilet room or commode, bedpan, urinal; transfer on/off toilet; cleanses, changes pad, manages
ostomy or catheter, adjust clothes)

f. DRESSING (how child puts on, fastens, and takes off all items of street clothing, including donning/removing prosthesis)

g. PERSONAL HYGIENE (how child maintains personal hygiene, including combing hair, brushing teeth, shaving, applying makeup,
washing/drying face, hands, and perineum; excludes bath and shower)
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

Section C — Physical Functioning (cont'd) 1 2
h. BATHING How child takes full-body bath/shower, sponge bath, and transfers in/out of tub/shower (EXCLUDE washing back and hair).
[Code for most dependent in self-performance and support. Bath self-performance codes appear below.]
0 = Independent — No help provided 5 = Cueing — Cueing Support Required EVERY DAY
1 = Supervision — Oversight help only 6 = Needs Guidance/Supervision Due to Inability to Perform
2 = Physical Help Limited to Transfer Only Without Potential Harm to Self
3 = Physical Help in Part of Bathing Activity 8 = Activity Did Not Occur During Entire 7 days.
4 = Total Dependence AA = Age Appropriate
3. WALKING a. How child walks for exercise only
b. How child walks around own room
c. How child walks within home
d. How child walks outside
4. MODE OF LOCOMOTION (Code primary mode and support required)
0 = Walking 1 = Wheelchair 2 = Walker 3 = Splints or braces 4 = Prosthetics 5 = Orthopedic shoes
6 = Cane/crutch 7 = Scooting board 8 = Other; 9 = NONE OF THE ABOVE
Section D — Professional Nurses Services and Treatments
Use the following codes for section D1 to D10 (every block should be coded with a response)
Child will need care that is or otherwise would be performed by or under the supervision of a registered professional nurse:
0 = Condition/treatment not present in the last 30 days 5 = Once a month c
1= 1-2 days/week 6 = At least once every 8 hours/7days a week o
2 = 3-4 days/week 7 = Twice a month D
3 = 5-6 days/week E
4 = 7 days/week

1. INJECTIONS AND/OR INTRAVENOUS FEEDING * a. Intra-arterial injection

Injections/IV feeding for an unstable condition (Excluding daily

- ) ) ; b. Intramuscular injection
insulin for a child whose diabetes is under control.)

c. Subcutaneous injection

d. Intravenous injection

e. Intravenous feeding

2. FEEDING TUBE * a. Nasogastric tube
Feeding tube for a new/recent (within 30 days) or an unstable condition.
Date of the new, recent, or exacerbated condition:___________ | b. Gastronomy tube

*Documentation to support an unstable condition is required. c. Jejunostomy tube

3. SUCTIONING AND/OR TRACHEOSTOMY CARE * a. Nasopharyngeal suctioning

b. Tracheotomy care for a new/recent (within 30 days) or an
unstable condition.
Date of the new, recent, or exacerbated condition:
*Documentation to support an unstable condition is
required.

4. TREATMENTS AND/OR DRESSINGS * a. Sterile dressings for Stage 3 or Stage 4 decubitus ulcer
Treatment and/or application of dressings when the physician

has prescribed irrigation, the application of prescribed b. Open surgical site

medication, or sterile dressings when the skills of a registered c. 2" or 3" degree burns

nurse is needed to provide safe and effective services.
d. Stasis ulcer

Supporting Documentation Required for e. Open lesions other than stasis/pressure ulcers or cuts
Items 1-8 & 10-13 (including but not limited to fistulas, tube sites and tumor
erosions).
f. Other:
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

Section D — Professional Nurses Services and Treatments (cont'd)

Use the following codes for section D1 to D10 (every block should be coded with a response)
Child will need care that is or otherwise would be performed by or under the supervision of a registered professional nurse:

0 = Condition/treatment not present in the last 30 days 5 = Once a month
1= 1-2 days/week 6 = At least once every 8 hours/7days a week
2 = 3-4 days/week 7 = Twice a month

3 = 5-6 days/week
4 = 7 days/week
5. OXYGEN *

Administration of oxygen on a regular and continuing basis when recipient’s condition warrants professional nursing
Observation for a new/recent (within 30 days) condition.

mooOoo

Date of the new, recent, or exacerbated condition: *Documentation to support an unstable condition is required.

6. ASSESSMENT and/or MANAGEMENT *
RN assessment, observation and management of an unstable medical condition. Observation must be needed at least
once per shift throughout the twenty-four (24) hours.

Please specify the condition and the need:

7. CATHETER *

Insertion and maintenance of a urethral or suprapubic catheter as an adjunct to the active treatment of a disease or medical condition.
The need for the catheter must be documented.

8. Therapy must be ordered by a physician, be part of a planned program that is designed, established by, provided by a licensed or
registered therapist, and designed to achieve specific goals within a given time frame. An initial evaluation and periodic
reassessments must be documented. Maintenance or preventative therapy does not meet the requirement of this section. *

A. Physical Therapy: number of days per week

B. Occupational Therapy: number of days per week

C. Speech/Language Therapy: number of days per week

D. Respiratory Therapy: number of days per week

Total number of distinct days per week that therapy is provided

9. COMATOSE Professional care needed to manage a comatose condition.

10. VENTILATOR/RESPIRATOR * Care is needed to manage ventilator/respirator equipment.

11. UNCONTROLLED SEIZURE DISORDER *
Direct assistance from others is required for safe management of an uncontrolled seizure disorder. (i.e., grand mal).
(Assistance that is or otherwise would be performed by or under the supervision of a registered professional nurse.)

* Include documentation to support the uncontrolled nature of the seizures, the frequency and type of seizures, and a
description of the direct RN assistance that is required.

12. ADMINISTRATION OF TREATMENTS FOR POST-OPERATIVE OR CHRONIC CONDITIONS*

Procedures or dressing changes which involve prescription medications, according to physician’s orders and requires nursing care and nurse

monitoring. This does NOT include nebulizers, CPAP or BIPAP systems, or airway clearance vests.

13. Professional nursing for physician ordered radiation therapy, chemotherapy, or dialysis. *

* Supporting Documentation Required for items 1- 8 and 10 - 13.
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

SECTION E — MEDICATION LIST €& Check this box if you do NOT use this page

List all medications given during the last 60 days. Include all PRN, prescription and over-the-counter medications. DO NOT include nutritional
supplements.

1. List the medication name, dosage, and frequency.

2. New (N), changed (C), or discontinued (D) medications within the past 60 days.
(This will include all medications prescribed in the last 60 days, including any antibiotics taken in the last 60 days.)

3. Date of new, changed, or discontinued medication.

4. RA (Route of Administration). Use the appropriate code from the following list:
1 = by mouth (PO) 3 = intramuscular (IM) 5 = Subcutaneous (SC) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (1V) 6 = rectally 8 = inhalation 10 = other

5. PRN-number of times: If the prescribed frequency is “PRN”, record the number of times during the past 30 days that each PRN medication was

given.

Do not use this column for scheduled medications

1. Medication Name, Dosage, and Frequency 2. N/IC/D 3. Date of N/C/D 4. Route of 5. PRN-Number
Administration of Times
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

Section F — Cognition

1 a.  Short-term memory — seems/appears to be recall after 5
' MEMORY (Recall of what has learned or known) minutes
0 =Memory OK 1 =Memory Problems AA = Age Appropriate b. Long-term memory — seems/appears to recall long past
2. | MEMORY/RECALL ABILITY a.  Current season
(Check all that child normally is able to recall) b. Location of own room

AA = Age Appropriate c. Names/faces

d.  Where he/she is

e. NONE OF THE ABOVE

3. COGNITIVE SKILLS FOR DAILY DECISION MAKING (Choose only one.)  Made decisions regarding tasks of daily life.
0 = INDEPENDENT - decisions consistent/reasonable
1 = MODIFIED INDEPENDENCE - some difficulty in new situations only
2 = MODERATELY IMPAIRED - decisions poor; cues/supervision required
3 = SEVERLY IMPAIRED - never/rarely made decisions
AA = Age Appropriate

4. NURSING NEEDS
Is professional nursing assessment, observation and management required at least 3 days/week to manage all the above cognitive patters?

0=No 1=Yes If F4 = 1 (Yes), proceed to Section G
5. Fla=1 AND F2 a-d has 2 or less items; (or) e is checked AND
F3 is coded as “2” or “3”, AND F4 = 0 (no), then proceed to Section F6
Check if completing Supplemental Screen for Cognition —

Section F6 — Supplemental Screen for Cognition

6. Enter the code that most accurately describes the child’s cognition for the last 7 days.

A. MEMORY FOR EVENTS:
0 = Can recall details and sequences of recent experiences and remember names of meaningful acquaintances.

1 = Cannot recall details or sequences of recent events or remember names of meaningful acquaintances.
2 = Cannot recall entire events (e.g. recent outings, visits of relatives or friends) or names of close friends or relatives without prompting.
3 = Cannot recall entire events or family members even with prompting. AA = Age Appropriate =0

B. MEMORY AND USE OF INFORMATION:
0 = Does not have difficulty remembering and using information. Does not require directions or reminding from others.
1 = Has minimal difficulty remembering and using information. Requires direction and reminding from others one to three times per day.
Can follow simple written instructions.
2 = Has difficulty remembering and using information. Requires direction and reminding from others four or more times per day.
Cannot follow written instructions.

4 = Cannot remember or use information. Requires continual verbal reminding. AA = Age Appropriate =0
C. GLOBAL CONFUSION:

0 = Appropriately responsive to environment. 1 = Nocturnal confusion on awakening.

2 = Periodic confusion during daytime. 3 = Nearly always confused. AA = Age Appropriate =0
D. SPACIAL ORIENTATION:

0 = Oriented, able to find and keep his/her bearings. 1 = Spatial confusion when riding in local community.

2 = Gets lost when walking neighborhood. 3 = Gets lost in own home or present environment.

AA = Age Appropriate = 0

E. VERBAL COMMUNICATION
0 = Speaks normally. 1 = Minor difficulty with speech or word-finding difficulties.

2 = Able to carry out only simple conversations. 3 = Unable to speak coherently or make needs known.

AA = Age Appropriate =0
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

v

TOTAL COGNITIVE SCORE

MED Kids-KB - Clinical Details

SECTION G — NF Eligibility Behaviors

1. PROBLEM BEHAVIOR a. WANDERING - moved with no rational purpose, seemingly
oblivious to needs or safety

b. VERBALLY ABUSIVE- others were threatened, screamed at,
cursed at.
c. PHYSICALLY ABUSIVE- others were hit, shoved, scratched,
sexually abused.
d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIOR-
made disruptive sounds, noisy, screams, self-abusive acts,
3 = Behavior of this type occurred daily. sexual behavior or disrobing in public, smeared/threw
AA = Age Appropriate food/feces, hoarding, rummaged through others’ belongings.
2. NURSING NEEDS

Is professional nursing assessment, observation, and management required at least 3 days/week to manage the behavior

Code: Frequency of the behavior in the last 7 days.

0 = Behavior not exhibited in last 7 days
1 = Behavior of this type occurred 1 to 3 days per week in the last
7 days.

2 = Behavior of this type occurred, 4-6 days per week, but less than
daily in the last 7 days.

problems indicated above? 0=No 1=Yes If Section G 2 =1 (Yes), proceed to Section H
3. If Section G 1 = items a-d have at least 1 item coded with a 2 or 3, AND
If Section G 2 =0 (no), then proceed to Section G.4;
Check if completing Supplemental Screen for Behavior, G.4 —

SECTION G.4 —Supplemental Screen for Behavior

A. Enter the code that most accurately describes the child’s behavior for the last 7 days.

SLEEP PATTERNS:
0 = Unchanged from “normal” for the child.
1 = Sleeps noticeably more or less than “normal”.
2 = Restless nightmares, disturbed sleep, increased awakenings
4 = Up wandering for all or most of the night, inability to sleep.

AA = Age Appropriate

B. WANDERING:
0 = Does not wander.

1 = Does not wander. Is chair bound or bed bound.

2 = Wanders within residence and may wander outside, but does not jeopardize health and safety.

3 = Wanders within residence. May wander outside, health and safety may be jeopardized. Does not have history of getting lost and
is not combative about returning.

4 = Wanders outside and leaves grounds. Has a consistent history of leaving grounds, getting lost, or being combative about returning.
Requires a treatment plan that may include the use of psychotropic drugs for management and safety.
AA = Age Appropriate

C. BEHAVIORAL DEMANDS ON OTHERS:

0 = Attitudes, habits, and emotional states do not limit the individual’s type of living arrangement and companions.

1 = Attitudes, habits, and emotional states limit the individual’s type of living arrangement and companions.

3 = Attitudes, disturbances, and emotional states create consistent difficulties that are modifiable to manageable levels. The child’s
behavior can be changed to reach the desired outcome through respite, in-home services, or existing facility staffing.

4 = Attitudes, disturbances and emotional state create consistent difficulties that are not modifiable to manageable levels. The child’s

behavior cannot be changed to reach the desired outcome through respite, in-home services, or existing facility staffing, even with
training for the caregiver.

AA = Age Appropriate
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

SECTION G.4 —Supplemental Screen for Behavior (cont'd)

D. DANGER TO SELF AND OTHERS:
0 = Is not disruptive or aggressive, and is not dangerous.
1 = Is not capable of harming self or others because of mobility limitations (is bed bound or chair bound).
2 = |s sometimes (1 to 3 times in the last 7 days) disruptive or aggressive, either physically or verbally, or is frequently extremely
agitated or anxious, even after proper evaluation and treatment.
3 =Is frequently (4 or more times during the last 7 days) disruptive or aggressive, or is frequently extremely agitated or anxious, and
professional judgment is required to determine when to administer prescribed medication.
5= Is dangerous or physically abusive, and even with proper evaluation and treatment may require physician’s orders for appropriate
intervention.
AA = Age Appropriate
E. AWARENESS OF NEEDS/JUDGMENT:

0 = Understands those needs that must be met to maintain self- care.

1 = Sometimes (1 to 3 times in the last 7 days) has difficulty understanding those needs that must be met but will cooperate when given
direction or explanation.

2 = Frequently (4 or more times during the last 7 days) has difficulty understanding those needs that must be met but will cooperate
when given direction or explanation.

3 = Does not understand those needs that must be met for self-care and will not cooperate even though given direction
or explanation.

AA = Age Appropriate

TOTAL NF BEHAVIOR SCORE >
SECTION G - Psychiatric Hospital Eligibility Behaviors
5. BEHAVIOR SYMPTOMS a. PSYCHOTIC SYMPTOMS characterized by defective or lost contact with
Code: reality; often with hallucinations or delusions.
Behavior was exhibited in the last 3 months b. VIOLENCE The individual must be at risk for causing injury to persons or
- significant damage to property as a result of a neurobiological, emotional,
0=No and/or behavioral disorder.
1=Yes c. ANOREXIA NERVOSA diagnosed by a physician; weight of at least 25%
2 = Behavior of this type would have occurred without of original body weight, signs of electrolyte imbalance, cardiac arrhythmias
medical intervention. or congestive heart failure.

d. WITHDRAWAL removal of one’s physical and /or emotional self from
activities of daily living (e.g. can’t get out of bed or does not interact with
others)

e. SEVERE HYPERACTIVITY Hyperactive behavior, including mania, that
interferes with the child’s ability to participate in age-appropriate daily
activities in a safe manner.

f. SUICIDALITY: Did child make at least one suicide attempt
within the last_3 months?

g. SUICIDALITY: Did child have significant ideation (i.e. persistent thoughts of
death and suicide) or have a plan for suicide (e.g. means, method, time,
place) within the past month?

6. Additional Psychiatric Hospital Eligibility Behavior Symptoms Yes | No
a. Does this child demonstrate a serious functional impairment that substantially interferes with age-appropriate ability to function in
family, school, or school activities?
b. Does this child show evidence of a persistent and pervasive anxiety and depression?
c. Does this child present security risks?

d. Does this child persistently or frequently exhibit inappropriate behavior such as: physical aggression, self- injurious behavior,

hyperactive, or impulsive behavior?

e. Is this child at risk for health problems due to inappropriate behavior, such as infections or other problems
caused by functional impairments in activities of daily living?

MED-Kids KB v-3 — 01/28/2015
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

SECTION H — Communication, Hearing, and Vision Patterns

1. HEARING (choose only one.) (With hearing appliance, if used.)
0 = HEARS ADEQUATELY —normal talk, TV, phone. 1 = MINIMAL DIFFICULTY when not in quiet setting
2 = HEARS IN SPECIAL SITUATIONS ONLY — speaker has to adjust tonal quality and speak distinctly.
3 = HIGHLY IMPAIRED - absence of useful hearing 4 = No response to auditory stimuli AA = Age Appropriate
2. COMMUNICATION DEVICES/ TECHNIQUES a. Hearing aid, present and used

(Check all that apply during the last 30 days) b. Hearing aid, present and not used regularly

c. Other receptive communication techniques used (e.g. lip reading)

d. NONE OF THE ABOVE |

3. SPEECH CLARITY

0 = CLEAR SPEECH - distinct, intelligible words. 1 = UNCLEAR SPEECH - slurred, mumbled words.
2 = NO SPEECH - absence of spoken words AA = Age Appropriate
4. COMMUNICATION . Speech

a
Check all that apply during the last 30 days. b. Writing message to express or clarify needs

. American or other sign language, Braille

c
d. Communication device

(]

. Eye gaze

™

Gestures

g. Other: (specify) |
h. NONE OF THE ABOVE |

5. ABILITY TO BE UNDERSTOOD (Choose only one)
Expressing information however able:

0 = UNDERSTOOD - uses nouns, names objects, can give first and last names.
1 = USUALLY UNDERSTOOD - difficulty finding words or finishing thoughts.
2 = SOMETIMES UNDERSTOOD - ability is limited to making concrete requests.
3 = RARELY/NEVER UNDERSTOOD

AA = Age Appropriate

6. ABILITY TO UNDERSTAND OTHERS (Choose only one.)
0 = UNDERSTANDS - understands speaker’'s message.

1 = USUALLY UNDERSTANDS — may miss some/part/intent of message.
2 = SOMETIMES UNDERSTANDS - responds adequately to simple, direct communication.
3 = RARELY/NEVER UNDERSTANDS
4 = NONE OF THE ABOVE
AA = Age Appropriate

7. VISION (Choose only one)
Ability to see in adequate light and with glasses if used.

0 = ADEQUATE - sees fine detail, including regular print in newspapers/books.

1 = IMPAIRED - sees large print, but not regular print in newspapers/books.

2 = MODERATELY IMPAIRED - limited vision; not able to see newspaper headlines, but can identify objects.

3 = HIGHLY IMPAIRED - object identification in question, but eyes appear to follow objects.

4 = SEVERELY IMPAIRED- no vision or sees only light, colors, or shapes; eyes do not appear to follow objects.

8. VISUAL APPLIANCES a. Glasses, contact lenses

0=No 1=Yes b. Artificial eye

c. Other: (specify

MED-Kids KB v-3 — 01/28/2015 ) Page 10 of 18






Assessor's Name: Agency Name:

Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Clinical Details

SECTION I — Nutritional Status, Height & Weight

1. a. HEIGHT
Record Height in inches Specify measurement date:
b. WEIGHT
Record weight in pounds Specify measurement date:
Weight is based on the most recent measure in last 30 days.
Measure weight consistently, in accordance with standard practice (e.g. same time every day, similar type of clothing, etc.).
2. WEIGHT CHANGE
0 = No weight change.
1 = Unintended weight gain - 5% or more in last 30 days; or 10% or more in last 180 days.
2 = Intended weight-gain — 5% or more in last 30 days; or 10% in last 180 days.
3 = Unintended weight loss-5% or more in last 30 days; or 10% or more in last 180 days.
4 = Intended weight loss — 5% or more in last 30 days; or 10% or more in last 180 days.
Specify previous weight:
Date measured:
3. NUTRITIONAL APPROACHES - Oral: check and/or complete all that apply
a = Oral diet (specify)
b = Oral supplement (specify)
¢ = Thickened liquids (specify consistency)
d = NPO
4. NUTRITIONAL APPROACHES - Enteral: check and/or complete all that apply
a = Enteral diet (Specify Formula, Amount, Frequency, administered via Pump or Gravity):
b = Enteral supplement (Specify)
¢ = Hydration Bolus (Specify times)
d = Enteral diet provides less than 50% of daily calories
e = Enteral diet provides 50% or more of daily calories
f = TPN (Total Parental Nutrition)
g = Not applicable
5. NUTRITIONAL PROBLEMS: a. Complains about the taste and/or texture of foods
check and/or complete all that apply b. Chewing and/or swallowing problem

c. Regular or repetitive complaints of hunger

d. Noncompliance with diet

e. Food Allergies (specify)

g. Gagging

h. Vomiting

i Diarrhea

j- No complications

MED-Kids KB v-3 —01/28/2015
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Standard Nursing Notes

STANDARD NURSING NOTES

1. a. Who provided the clinical details? (check all that apply) | mother - father child
| other(s) (specify)

b. Who was present for the assessment? (check all that apply) mother father child
other(s) (specify)
c. Location of assessment? - Home | DHHS Office - Telephone Assessment - Other

2. Description of Child: (age, dx, characteristics, does the child attend school, etc.)

3. Adaptive Equipment:

4. ADL Abilities:

5. Nursing service needs:
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

STANDARD NURSING NOTES (cont'd)

6. Brief History of Current Condition:

7. Behavior Problems:

8. Required Documentation from Section D:

9. Activities: (school and/or home):

10. Copies of Documents included (list all documents):

IEP / ITP / IFSP (circle)

Medical Eligibility Determination Assessment Outcome

includes Hearing Rights, Signature Page, Civil Rights Page,

Physician's notes #1: and information on Program Page.

Physician's notes #2: HIPAA Notice

Psychological Evaluation Release of Information

Social Evaluation

Individual Program Plan (IPP)
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Eligibility Levels

ELIGIBIILITY FOR NURSING FACILITY(NF) LEVEL OF CARE

Yes NO

NE 1 Reference: MaineCare Benefits Manual Chapter Il Section 67.02-3A
A. In Section D, Professional Nursing Services, for items 1-7 or 9, were any responses coded with a “4” indicating that
services were needed 7 days/week)
B. In Section D, item 8 (PT, ST, OT, and/or RT) was the total number of distinct days of therapy 5 or more days per week?
(Maintenance or preventative therapy does not meet the requirements of this section.)
C. In Section D, item 10 (Ventilator/Respirator) was the response coded with a 2, 3, or 4 indicating that care was needed at
least 3 days per week?
D. In Section D, item 11 (Uncontrolled Seizure), was the response coded with a 1, 2, 3, or 4 indicating direct assistance from
others was required at least one time per week for safe management of an uncontrolled seizure disorder (i.e. grand mal)?
E. In Section C (Physical Functioning/Structural Problems), were 3 or more shaded ADLs coded with a 3 (extensive assistance)
or 4 (total dependence) in self-performance?
IF THE ANSWER TO ANY OF THESE QUESTIONS IS "YES", THEN THE CHILD APPEARS MEDICALLY
ELIGIBLE FOR NF LEVEL OF CARE. IF NO CONTINUE. Yes or No S
NE 2 Reference: MaineCare Benefits Manual Chapter Il Section 67.02-3B
A. In Section D, Nursing Services, for items 1-7 or 9, enter the number of items coded with a 2 or 3 to indicate services were
needed at least 3 days/week? Enter number ——>
B. In Section D, item 8 (PT, ST, OT and/or RT), was the total number of distinct days of therapy 3 or more days per week?
(Maintenance or preventative services do not meet the requirements for this section.) 0=noor1=yes
C. In Section D, was item 12 (Treatments for post-operative or chronic condition) with a 2 or 3 to indicate services were needed
at least 3 days/week? 0=noor1=yes
D. In Section D, was item 13 (Nursing for radiation therapy, chemotherapy, or dialysis) with a 2 or 3 to indicate services were
needed at least 3 days/week? 0=noor1=yes
E. In Section F, Cogpnition, is the answer to question 4 yes? (Or) Does Section F.6 (Supplemental Screen for Cognition) have a
total score of 13 or greater?
0=noor1=yes
F. In Section G, Behaviors, is the answer to question 2 yes? (Or) Does Section G.4 (Supplemental Screen for Behavior)
have a total score of 14 or greater?
0=noor1=yes
Total items NF2, A-F
It the total score of NF2 is 1 or more PROCEED, otherwise the child does not appear eligible for NF level of care.
NF3 Reference: MaineCare Benefits Manual Chapter Il Section 67.02C
A. How many of the items in Section C. a — e are coded with a 2/2, 3/2, or 4/2?
Compute the total score of NF2 and NF3. If the score is 3 or more the child appears eligible for NF level of care.
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Eligib

ility Levels

ELIGIBILITY FOR INDIVIDUALS WITH INTELLECTUAL DISABILITY (IID)

D1

Reference: MaineCare Benefits Manual Chapter Il Section 50.05-1B

YES NO

a. In Section B.1, does this individual have a diagnosis of intellectual disability or a related condition that was diagnosed before
the age of 22 years?

b. Does this individual require active treatment, defined as a continuous aggressive and consistent program of specialized and
generic training, treatment, health services and related services that are directed toward the member’s acquisition of
behaviors necessary to function with as much self-determination and independence as possible; and the prevention or
deceleration of regression or loss of current optimal functional status?

If the answer to both of these questions is “YES”, continue. If the answer to either of these questions
this child does not appear to qualify for IID level of care

is “NO,”

IID 2

Reference: MaineCare Benefits Manual Chapter Il Section 50.05-2A,B,C

YES NO

a. Has the physician certified the member requires at least eight (8) hours of licensed nursing supervision per day?

b. Has a medical evaluation been completed for this member?

(3]

. Has a psychological evaluation been completed for this member?

d. Has a social evaluation been completed for this member?

e. In Section D, items 1-7 and/or 9-13, was at least one item coded with a 4 to indicate services were required 7 days per
week?

]

IID 3

Reference: MaineCare Benefits Manual Chapter Il Section 50.05-3A

YES NO

a. Has the physician certified the member is NOt in need of eight (8) hours or more of nursing care per day?

D 4

Reference: MaineCare Benefits Manual Chapter Il Section 50.05-3B

YES NO

a. In Section C, items 1 and 2 a — h, was at least one item coded with a 2/2, 3/2 or 4/2 to indicate assistance was needed with
personal care.

b. In Section G, items1 b, c, and/or d, were coded with a 1, 2 or 3 to indicate deviation from acceptable behavior?

c. Does this member require some personal supervision?

d. Does this member require protection from environmental hazards?

[ 1]

e. Does this member require supervision while participating in diversional and motivational activities both in the home and in the
community?

f. Does this member require assistance with medications that are of a routine nature and can be administered by qualified
personnel?

g. Does this member require assistance due to aphasia?

IID5S

a. Are BOTH IID1a and IID 1b coded YES?

b. In 1ID2, are all items ‘a’ through ‘e’ coded YES?

If IID 5 a, and b are coded YES, this member qualifies for IID-NF level

IID 6

a. Are BOTH IID1a and IID 1b coded YES?

b. In 1ID3, is this item coded YES?

c. In 1ID4, is at least one item coded YES?

IflID 6 a, b, and c are ALL coded YES, this member qualifies for IID-Group Home level
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Eligibility Levels

ELIGIBILITY FOR PSYCHIATRIC HOSPITAL LEVEL OF CARE

Psych 1 Reference: MaineCare Benefits Manual Chapter Il Section 46.03-4C YES | NO
a. Member has a primary diagnosis of a Serious Emotional Disturbance, as defined in Section 46.01 that has been diagnosed
by a mental health clinician.
b. Diagnosis includes information on all five axes from the most current version of The Diagnostic and Statistical Manual of
Mental Disorders (DSM).
Psych 2 | a. Documentation by a mental health clinician evidences that the disorder has persisted for a minimum of six (6) months.
b. Documentation by a mental health clinician evidences that the disorder can be expected to persist for a year or longer.
Psych 3 In Section G.5 a through g, was any item coded with a 1 or 2?
Psych 4 | In Section G.6 a through e, was any item coded with a “Yes”?
Scoring for Psychiatric Hospital Level of Care YES | NO
Psych1. Were both A and B coded “YES"?
Psych 2. Were both A and B coded “YES"?
———
Psych 3. Was this question coded “YES"?
Psych 4. Was this question coded “YES"?
e
If the response to ALL questions Psych 1 through Psych 4 is “YES” the child qualifies for this level.
If the response to ANY of the questions Psych 1 through Psych 4 is “NO” the child does not qualify for this level.
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Assessor's Name:

Agency Name:

Assessment Date:

Applicant's Name:

MaineCare #:

MED Kids-KB

ADDENDUM Enter item number from pages 12 & 13 and
add additional information as needed.

CHECK THIS BOX IF YOU DO NOT USE THIS PAGE
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Assessor's Name: Agency Name: Assessment Date:

Applicant's Name: MaineCare #:

MED Kids-KB - Attestation Section

| attest that the information above is accurate and correct to the best of my knowledge.

RN signature:

Date:

*Member signature:

Date:

*Parent / Legal guardian signature:

*Parent / Legal guardian printed name:

Date:

Reason child is unable to sign:

child is a minor (under age 18)

child is physically and/or emotionally unable to sign

Parent has legal authority to sign for child

* Signature required for face-to-face assessment only
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		Street: 

		CityTown: 

		State: 

		Zip Code: 

		County: 

		Telephone: 

		4  Other: 

		1  Initial 2  Reassessment 3 Reconsideration 4  Other: 

		1  Male 2  Female: 

		6  Other: 

		1  American IndianAlaskan 2  Asian 3  Black 4  Hispanic 5  White 6  Other: 

		MMDDYYYY: 

		Age: 

		1  US Citizen 2  Legal Alien 3  Other: 

		3  Other: 

		0  English 1  French 2  Spanish 3  Other: 

		Name: 

		AddressStreet: 

		CityTown_2: 

		State_2: 

		Zip Code_2: 

		County_2: 

		Home Phone: 

		Work Phone: 

		email address: 

		Name_2: 

		AddressStreet_2: 

		CityTown_3: 

		State_3: 

		Zip Code_3: 

		County_3: 

		Home Phone_2: 

		Work Phone_2: 

		email address_2: 

		Name_3: 

		AddressStreet_3: 

		CityTown_4: 

		State_4: 

		Zip Code_4: 

		County_4: 

		Home Phone_3: 

		Work Phone_3: 

		Other: 

		Name_4: 

		AddressStreet_4: 

		CityTown_5: 

		State_5: 

		Zip Code_5: 

		Telephone Number: 

		Is child covered by private insurance 0  No 1  Yes: 

		 If yes Specify Insurer: 

		If yes provider policy number: 

		i: 

		ii: 

		iii: 

		iv: 

		v: 

		vi: 

		a Allergies specify: 

		i_2: 

		ii_2: 

		iii_2: 

		iv_2: 

		v_2: 

		1a BED MOBILITY how child moves to and from lying position turns side to side and positions body while in bed: 

		2a BED MOBILITY how child moves to and from lying position turns side to side and positions body while in bed: 

		1b TRANSFER how child moves between surfaces  tofrom bed chair wheelchair standing position Exclude tofrom bathtoiletdressing: 

		2b TRANSFER how child moves between surfaces  tofrom bed chair wheelchair standing position Exclude tofrom bathtoiletdressing: 

		1c LOCOMOTION how child moves between locations in hisher room and areas on same floor If in wheelchair selfsufficiency in chair: 

		2c LOCOMOTION how child moves between locations in hisher room and areas on same floor If in wheelchair selfsufficiency in chair: 

		1d EATINGDRINKING how child eats and drinks regardless of skill: 

		2d EATINGDRINKING how child eats and drinks regardless of skill: 

		1e TOILET USE how child uses the toilet room or commode bedpan urinal transfer onoff toilet cleanses changes pad manages ostomy or catheter adjust clothes: 

		2e TOILET USE how child uses the toilet room or commode bedpan urinal transfer onoff toilet cleanses changes pad manages ostomy or catheter adjust clothes: 

		1f DRESSING how child puts on fastens and takes off all items of street clothing including donningremoving prosthesis: 

		2f DRESSING how child puts on fastens and takes off all items of street clothing including donningremoving prosthesis: 

		1g PERSONAL HYGIENE how child maintains personal hygiene including combing hair brushing teeth shaving applying makeup washingdrying face hands and perineum excludes bath and shower: 

		2g PERSONAL HYGIENE how child maintains personal hygiene including combing hair brushing teeth shaving applying makeup washingdrying face hands and perineum excludes bath and shower: 

		8  Other: 

		a Intraarterial injection: 

		b Intramuscular injection: 

		c Subcutaneous injection: 

		d Intravenous injection: 

		e Intravenous feeding: 

		a Nasogastric tube: 

		Date of the new recent or exacerbated condition: 

		b Gastronomy tube: 

		c Jejunostomy tube: 

		a Nasopharyngeal suctioning: 

		Date of the new recent or exacerbated condition_2: 

		b Tracheotomy care for a newrecent within 30 days or an unstable condition Date of the new recent or exacerbated condition Documentation to support an unstable condition is required: 

		a Sterile dressings for Stage 3 or Stage 4 decubitus ulcer: 

		b Open surgical site: 

		c 2 nd or 3 rd degree burns: 

		d Stasis ulcer: 

		e Open lesions other than stasispressure ulcers or cuts including but not limited to fistulas tube sites and tumor erosions: 

		f Other: 

		5 OXYGEN  Administration of oxygen on a regular and continuing basis when recipients condition warrants professional nursing Observation for a newrecent within 30 days condition Date of the new recent or exacerbated condition Documentation to support an unstable condition is required: 

		6 ASSESSMENT andor MANAGEMENT  RN assessment observation and management of an unstable medical condition Observation must be needed at least once per shift throughout the twentyfour 24 hours Please specify the condition and the need: 

		Please specify the condition and the need: 

		7 CATHETER  Insertion and maintenance of a urethral or suprapubic catheter as an adjunct to the active treatment of a disease or medical condition The need for the catheter must be documented: 

		8 Therapy must be ordered by a physician be part of a planned program that is designed established by provided by a licensed or registered therapist and designed to achieve specific goals within a given time frame An initial evaluation and periodic reassessments must be documented Maintenance or preventative therapy does not meet the requirement of this section: 

		A Physical Therapy number of days per week: 

		B Occupational Therapy number of days per week: 

		C SpeechLanguage Therapy number of days per week: 

		D Respiratory Therapy number of days per week: 

		Total number of distinct days per week that therapy is provided: 

		9 COMATOSE Professional care needed to manage a comatose condition: 

		10 VENTILATORRESPIRATOR  Care is needed to manage ventilatorrespirator equipment: 

		11 UNCONTROLLED SEIZURE DISORDER  Direct assistance from others is required for safe management of an uncontrolled seizure disorder ie grand mal Assistance that is or otherwise would be performed by or under the supervision of a registered professional nurse  Include documentation to support the uncontrolled nature of the seizures the frequency and type of seizures and a description of the direct RN assistance that is required: 

		12 ADMINISTRATION OF TREATMENTS FOR POSTOPERATIVE OR CHRONIC CONDITIONS Procedures or dressing changes which involve prescription medications according to physicians orders and requires nursing care and nurse monitoring This does NOT include nebulizers CPAP or BIPAP systems or airway clearance vests: 

		13 Professional nursing for physician ordered radiation therapy chemotherapy or dialysis: 

		1 Medication Name Dosage and FrequencyRow1: 

		2 NCDRow1: 

		3 Date of NCDRow1: 

		4 Route of AdministrationRow1: 

		5 PRNNumber of TimesRow1: 

		1 Medication Name Dosage and FrequencyRow2: 

		2 NCDRow2: 

		3 Date of NCDRow2: 

		4 Route of AdministrationRow2: 

		5 PRNNumber of TimesRow2: 

		1 Medication Name Dosage and FrequencyRow3: 

		2 NCDRow3: 

		3 Date of NCDRow3: 

		4 Route of AdministrationRow3: 

		5 PRNNumber of TimesRow3: 

		1 Medication Name Dosage and FrequencyRow4: 

		2 NCDRow4: 

		3 Date of NCDRow4: 

		4 Route of AdministrationRow4: 

		5 PRNNumber of TimesRow4: 

		1 Medication Name Dosage and FrequencyRow5: 

		2 NCDRow5: 

		3 Date of NCDRow5: 

		4 Route of AdministrationRow5: 

		5 PRNNumber of TimesRow5: 

		1 Medication Name Dosage and FrequencyRow6: 

		2 NCDRow6: 

		3 Date of NCDRow6: 

		4 Route of AdministrationRow6: 

		5 PRNNumber of TimesRow6: 

		1 Medication Name Dosage and FrequencyRow7: 

		2 NCDRow7: 

		3 Date of NCDRow7: 

		4 Route of AdministrationRow7: 

		5 PRNNumber of TimesRow7: 

		1 Medication Name Dosage and FrequencyRow8: 

		2 NCDRow8: 

		3 Date of NCDRow8: 

		4 Route of AdministrationRow8: 

		5 PRNNumber of TimesRow8: 

		1 Medication Name Dosage and FrequencyRow9: 

		2 NCDRow9: 

		3 Date of NCDRow9: 

		4 Route of AdministrationRow9: 

		5 PRNNumber of TimesRow9: 

		1 Medication Name Dosage and FrequencyRow10: 

		2 NCDRow10: 

		3 Date of NCDRow10: 

		4 Route of AdministrationRow10: 

		5 PRNNumber of TimesRow10: 

		1 Medication Name Dosage and FrequencyRow11: 

		2 NCDRow11: 

		3 Date of NCDRow11: 

		4 Route of AdministrationRow11: 

		5 PRNNumber of TimesRow11: 

		1 Medication Name Dosage and FrequencyRow12: 

		2 NCDRow12: 

		3 Date of NCDRow12: 

		4 Route of AdministrationRow12: 

		5 PRNNumber of TimesRow12: 

		1 Medication Name Dosage and FrequencyRow13: 

		2 NCDRow13: 

		3 Date of NCDRow13: 

		4 Route of AdministrationRow13: 

		5 PRNNumber of TimesRow13: 

		1 Medication Name Dosage and FrequencyRow14: 

		2 NCDRow14: 

		3 Date of NCDRow14: 

		4 Route of AdministrationRow14: 

		5 PRNNumber of TimesRow14: 

		1 Medication Name Dosage and FrequencyRow15: 

		2 NCDRow15: 

		3 Date of NCDRow15: 

		4 Route of AdministrationRow15: 

		5 PRNNumber of TimesRow15: 

		1 Medication Name Dosage and FrequencyRow16: 

		2 NCDRow16: 

		3 Date of NCDRow16: 

		4 Route of AdministrationRow16: 

		5 PRNNumber of TimesRow16: 

		1 Medication Name Dosage and FrequencyRow17: 

		2 NCDRow17: 

		3 Date of NCDRow17: 

		4 Route of AdministrationRow17: 

		5 PRNNumber of TimesRow17: 

		1 Medication Name Dosage and FrequencyRow18: 

		2 NCDRow18: 

		3 Date of NCDRow18: 

		4 Route of AdministrationRow18: 

		5 PRNNumber of TimesRow18: 

		1 Medication Name Dosage and FrequencyRow19: 

		2 NCDRow19: 

		3 Date of NCDRow19: 

		4 Route of AdministrationRow19: 

		5 PRNNumber of TimesRow19: 

		1 Medication Name Dosage and FrequencyRow20: 

		2 NCDRow20: 

		3 Date of NCDRow20: 

		4 Route of AdministrationRow20: 

		5 PRNNumber of TimesRow20: 

		1 Medication Name Dosage and FrequencyRow21: 

		2 NCDRow21: 

		3 Date of NCDRow21: 

		4 Route of AdministrationRow21: 

		5 PRNNumber of TimesRow21: 

		a Shortterm memory  seemsappears to be recall after 5 minutes: 

		b Longterm memory  seemsappears to recall long past: 

		a Current season: 

		b Location of own room: 

		c Namesfaces: 

		d Where heshe is: 

		e NONE OF THE ABOVE: 

		COGNITIVE SKILLS FOR DAILY DECISION MAKING Choose only one Made decisions regarding tasks of daily life 0  INDEPENDENT  decisions consistentreasonable 1  MODIFIED INDEPENDENCE  some difficulty in new situations only 2  MODERATELY IMPAIRED  decisions poor cuessupervision required 3  SEVERLY IMPAIRED  neverrarely made decisions AA  Age Appropriate: 

		NURSING NEEDS Is professional nursing assessment observation and management required at least 3 daysweek to manage all the above cognitive patters 0  No 1  Yes If F4  1 Yes proceed to Section G: 

		A MEMORY FOR EVENTS 0  Can recall details and sequences of recent experiences and remember names of meaningful acquaintances 1  Cannot recall details or sequences of recent events or remember names of meaningful acquaintances 2  Cannot recall entire events eg recent outings visits of relatives or friends or names of close friends or relatives without prompting 3  Cannot recall entire events or family members even with prompting AA  Age Appropriate  0: 

		B MEMORY AND USE OF INFORMATION 0  Does not have difficulty remembering and using information Does not require directions or reminding from others 1  Has minimal difficulty remembering and using information Requires direction and reminding from others one to three times per day Can follow simple written instructions 2  Has difficulty remembering and using information Requires direction and reminding from others four or more times per day Cannot follow written instructions 4  Cannot remember or use information Requires continual verbal reminding AA  Age Appropriate  0: 

		C GLOBAL CONFUSION 0  Appropriately responsive to environment 1  Nocturnal confusion on awakening 2  Periodic confusion during daytime 3  Nearly always confused AA  Age Appropriate  0: 

		D SPACIAL ORIENTATION 0  Oriented able to find and keep hisher bearings 1  Spatial confusion when riding in local community 2  Gets lost when walking neighborhood 3  Gets lost in own home or present environment AA  Age Appropriate  0: 

		E VERBAL COMMUNICATION 0  Speaks normally 1  Minor difficulty with speech or wordfinding difficulties 2  Able to carry out only simple conversations 3  Unable to speak coherently or make needs known AA  Age Appropriate  0: 

		TOTAL COGNITIVE SCORE: 

		a WANDERING  moved with no rational purpose seemingly oblivious to needs or safety: 

		b VERBALLY ABUSIVEothers were threatened screamed at cursed at: 

		c PHYSICALLY ABUSIVEothers were hit shoved scratched sexually abused: 

		d SOCIALLY INAPPROPRIATEDISRUPTIVE BEHAVIOR made disruptive sounds noisy screams selfabusive acts sexual behavior or disrobing in public smearedthrew foodfeces hoarding rummaged through others belongings: 

		NURSING NEEDS Is professional nursing assessment observation and management required at least 3 daysweek to manage the behavior problems indicated above 0  No 1  Yes If Section G 2  1 Yes proceed to Section H: 

		If Section G 1  items ad have at least 1 item coded with a 2 or 3 AND If Section G 2  0 no then proceed to Section G4 Check if completing Supplemental Screen for Behavior G4: 

		Enter the code that most accurately describes the childs behavior for the last 7 days SLEEP PATTERNS 0  Unchanged from normal for the child 1  Sleeps noticeably more or less than normal 2  Restless nightmares disturbed sleep increased awakenings 4  Up wandering for all or most of the night inability to sleep AA  Age Appropriate: 

		WANDERING 0  Does not wander 1  Does not wander Is chair bound or bed bound 2  Wanders within residence and may wander outside but does not jeopardize health and safety 3  Wanders within residence May wander outside health and safety may be jeopardized Does not have history of getting lost and is not combative about returning 4  Wanders outside and leaves grounds Has a consistent history of leaving grounds getting lost or being combative about returning Requires a treatment plan that may include the use of psychotropic drugs for management and safety AA  Age Appropriate: 

		BEHAVIORAL DEMANDS ON OTHERS 0  Attitudes habits and emotional states do not limit the individuals type of living arrangement and companions 1  Attitudes habits and emotional states limit the individuals type of living arrangement and companions 3  Attitudes disturbances and emotional states create consistent difficulties that are modifiable to manageable levels The childs behavior can be changed to reach the desired outcome through respite inhome services or existing facility staffing  4  Attitudes disturbances and emotional state create consistent difficulties that are not modifiable to manageable levels The childs behavior cannot be changed to reach the desired outcome through respite inhome services or existing facility staffing even with training for the caregiver AA  Age Appropriate: 

		DANGER TO SELF AND OTHERS 0  Is not disruptive or aggressive and is not dangerous 1  Is not capable of harming self or others because of mobility limitations is bed bound or chair bound 2  Is sometimes 1 to 3 times in the last 7 days disruptive or aggressive either physically or verbally or is frequently extremely agitated or anxious even after proper evaluation and treatment 3  Is frequently 4 or more times during the last 7 days disruptive or aggressive or is frequently extremely agitated or anxious and professional judgment is required to determine when to administer prescribed medication 5 Is dangerous or physically abusive and even with proper evaluation and treatment may require physicians orders for appropriate intervention AA  Age Appropriate: 

		AWARENESS OF NEEDSJUDGMENT 0  Understands those needs that must be met to maintain selfcare 1  Sometimes 1 to 3 times in the last 7 days has difficulty understanding those needs that must be met but will cooperate when given direction or explanation 2  Frequently 4 or more times during the last 7 days has difficulty understanding those needs that must be met but will cooperate when given direction or explanation 3  Does not understand those needs that must be met for selfcare and will not cooperate even though given direction or explanation AA  Age Appropriate: 

		TOTAL NF BEHAVIOR SCORE: 

		a PSYCHOTIC SYMPTOMS characterized by defective or lost contact with reality often with hallucinations or delusions: 

		b VIOLENCE The individual must be at risk for causing injury to persons or significant damage to property as a result of a neurobiological emotional andor behavioral disorder: 

		c ANOREXIA NERVOSA diagnosed by a physician weight of at least 25 of original body weight signs of electrolyte imbalance cardiac arrhythmias or congestive heart failure: 

		d WITHDRAWAL removal of ones physical and or emotional self from activities of daily living eg cant get out of bed or does not interact with others: 

		e SEVERE HYPERACTIVITY Hyperactive behavior including mania that interferes with the childs ability to participate in ageappropriate daily activities in a safe manner: 

		f SUICIDALITY Did child make at least one suicide attempt within the last 3 months: 

		g SUICIDALITY Did child have significant ideation ie persistent thoughts of death and suicide or have a plan for suicide eg means method time place within the past month: 

		HEARING choose only one With hearing appliance if used 0  HEARS ADEQUATELY normal talk TV phone 1  MINIMAL DIFFICULTY when not in quiet setting 2  HEARS IN SPECIAL SITUATIONS ONLY  speaker has to adjust tonal quality and speak distinctly 3  HIGHLY IMPAIRED  absence of useful hearing 4  No response to auditory stimuli AA  Age Appropriate: 

		SPEECH CLARITY 0  CLEAR SPEECH  distinct intelligible words 1  UNCLEAR SPEECH  slurred mumbled words 2  NO SPEECH  absence of spoken words AA  Age Appropriate: 

		ABILITY TO BE UNDERSTOOD Choose only one Expressing information however able 0  UNDERSTOOD  uses nouns names objects can give first and last names 1  USUALLY UNDERSTOOD  difficulty finding words or finishing thoughts 2  SOMETIMES UNDERSTOOD  ability is limited to making concrete requests 3  RARELYNEVER UNDERSTOOD AA  Age Appropriate: 

		ABILITY TO UNDERSTAND OTHERS Choose only one 0  UNDERSTANDS  understands speakers message 1  USUALLY UNDERSTANDS  may miss somepartintent of message 2  SOMETIMES UNDERSTANDS responds adequately to simple direct communication 3  RARELYNEVER UNDERSTANDS 4  NONE OF THE ABOVE AA  Age Appropriate: 

		VISION Choose only one Ability to see in adequate light and with glasses if used 0  ADEQUATE  sees fine detail including regular print in newspapersbooks 1  IMPAIRED  sees large print but not regular print in newspapersbooks 2  MODERATELY IMPAIRED  limited vision not able to see newspaper headlines but can identify objects 3  HIGHLY IMPAIRED  object identification in question but eyes appear to follow objects 4  SEVERELY IMPAIREDno vision or sees only light colors or shapes eyes do not appear to follow objects: 

		a Glasses contact lenses: 

		b Artificial eye: 

		c Other specify: 

		Record Height in inches: 

		Specify measurement date: 

		Record weight in pounds: 

		Specify measurement date_2: 

		a HEIGHT Record Height in inches Specify measurement date b WEIGHT Record weight in pounds Specify measurement date Weight is based on the most recent measure in last 30 days Measure weight consistently in accordance with standard practice eg same time every day similar type of clothing etcRow1: 

		Specify previous weight: 

		Date measured: 

		others specify: 

		others specify_2: 

		Other_2: 

		2 Description of Child age dx characteristics does the child attend school etc: 

		3 Adaptive Equipment: 

		4 ADL Abilities: 

		5 Nursing service needs: 

		0 Brief History of Current Condition: 

		1 Behavior Problems: 

		8 Required Documentation from Section D: 

		9 Activities school andor home: 

		IF THE ANSWER TO ANY OF THESE QUESTIONS IS YES THEN THE CHILD APPEARS MEDICALLY ELIGIBLE FOR NF LEVEL OF CARE  IF NO CONTINUE Yes or No: 

		A In Section D Nursing Services for items 17 or 9 enter the number of items coded with a 2 or 3 to indicate services were needed at least 3 daysweek Enter number: 

		B In Section D item 8 PT ST OT andor RT was the total number of distinct days of therapy 3 or more days per week Maintenance or preventative services do not meet the requirements for this section 0  no or 1  yes: 

		C In Section D was item 12 Treatments for postoperative or chronic condition with a 2 or 3 to indicate services were needed at least 3 daysweek 0  no or 1  yes: 

		D In Section D was item 13 Nursing for radiation therapy chemotherapy or dialysis with a 2 or 3 to indicate services were needed at least 3 daysweek 0  no or 1  yes: 

		E In Section F Cognition is the answer to question 4 yes Or Does Section F6 Supplemental Screen for Cognition have a total score of 13 or greater 0  no or 1  yes: 

		F In Section G Behaviors is the answer to question 2 yes Or Does Section G4 Supplemental Screen for Behavior have a total score of 14 or greater 0  no or 1  yes: 

		Total items NF2 AF: 

		A How many of the items in Section C a  e are coded with a 22 32 or 42: 

		Compute the total score of NF2 and NF3 If the score is 3 or more the child appears eligible for NF level of care: 

		Date_2: 

		Parent  Legal guardian printed name: 

		Date_3: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		2d How child walks outside: 

		Release of InformationRow3: 

		Release of InformationIndividual Program Plan IPP: 

		Release of InformationSocial Evaluation: 

		Text1: 

		Check Box555: Off

		Check Box556: Off

		Check Box557: Off

		Check Box558: Off

		Check Box559: Off

		Check Box550: Off

		Check Box551: Off

		Check Box552: Off

		Check Box553: Off

		Check Box554: Off

		Check Box523: Off

		Check Box522: Off

		Check Box521: Off

		Check Box520: Off

		Check Box519: Off

		Check Box518: Off

		Check Box5127: Off

		Check Box516: Off

		Check Box515: Off

		Check Box514: Off

		Check Box513: Off

		Check Box503: Off

		Check Box533: Off

		Check Box502: Off

		Check Box5111: Off

		Check Box51123: Off

		Check Box51131: Off

		Check Box51234: Off

		Check Box5asd: Off

		Check Box5sdfw: Off

		Check Box5er: Off

		Check Box5werw: Off

		Assessors Name: 

		Agency Name: 

		Assessment Date: 

		Applicants Name: 

		MaineCare: 

		Check Box5133: Off

		Check Box5133SD: Off

		1a How: 

		SDFd walks for exercise only: 

		1a How child walkASDFs for exercise only: 

		2a HoASDFw child walks for exercise only: 

		1b How child walks arouASDFAnd own room: 

		2b How child walks arouASDFnd own room: 

		1c How chASDFWild walks within home: 

		2c How child walks witASDFAFhin home: 

		1d How child walks outASDFSside: 

		1d How child EFEASwalks outside: 

		2d How cASFASFWhild walks outside: 

		Text2: 

		Check Box7: Off

		Check Box6SDFAS: Off

		Check Box6WEWF: Off

		Check Box6WGAW: Off

		Check Box8: Off

		Check Box9: Off

		Radio Button101: Off

		Radio Button1011: Off

		Radio Button1012: Off

		Radio Button1013: Off

		Radio Button1014: Off

		Check Box11: Off

		Check Box12: Off

		Check Box13: Off

		Check Box14: Off

		Check Box15: Off

		Check Box16: Off

		Check Box17: Off

		Check Box18: Off

		Check Box19: Off

		Check Box20: Off

		Check Box21: Off

		Check Box22: Off

		Text23: 

		Text23ASDF: 

		Text23SFG: 

		Text23SGH: 

		Check Box24V: Off

		Check Box24VV: Off

		Check Box24VVV: Off

		Check Box24VVVV: Off

		Check Box24S: Off

		Check Box24SS: Off

		Check Box24SSS: Off

		Check Box24SSSS: Off

		Check Box24DD: Off

		Check Box24D: Off

		Check Box24DDDD: Off

		Check Box24E: Off

		Check Box24EE: Off

		Check Box24EEE: Off

		Check Box24EEEE: Off

		Check Box24R: Off

		Check Box24RR: Off

		Check Box24RRR: Off

		Check Box24RRRR: Off

		T: Off

		Check Box25C: Off

		Check Box25CC: Off

		Check Box25CCC: Off

		Check Box25CCCC: Off

		Check Box25X: Off

		Check Box25XX: Off

		Check Box25XXC: Off

		Check Box25XXCC: Off

		Check Box25Z: Off

		Check Box25ZZ: Off

		Check Box25ZZZ: Off

		Check Box25ZZZZ: Off

		Individual Program Plan IPPRow1: 

		Individual SDFA Plan IPPRow1: 

		Check Box26: Off

		Check Box26X: Off

		Check Box26XX: Off

		Check Box26C: Off

		Check Box26CC: Off

		Check Box26CCC: Off

		Check Box26CCCC: Off

		Check Box26S: Off

		Check Box26XS: Off

		Check Box26XXS: Off

		Check Box26CS: Off

		Check Box26CCS: Off

		SSS: Off

		Check Box26CCCCS: Off

		Individual SSDFADFA Plan IPPRow1: 

		Radio Button10143: Off

		Radio Button10143Z: Off

		Radio Button10143C: Off

		Radio Button10143V: Off

		Radio Button10143B: Off

		Radio Button101433: Off

		Radio Button10143Z4: Off

		Check Box27: Off

		Date: 

		Check Box5asdfasdfw: Off

		Radio Button10143Z41: Off

		Radio Button10143Z42: Off

		Radio Button1014331: Off

		Radio Button10143Z43: Off

		Radio Button10143Z44: Off

		Radio Button10143Z45: Off

		Radio Button1014335: Off

		Radio Button10143Z46: Off

		Radio Button1014336: Off

		Radio Button10143Z47: Off

		Radio Button101433n: Off

		Radio Button10143Z4m: Off

		Radio Button101433q: Off

		Radio Button10143Z4w: Off

		Radio Button101433e: Off

		Radio Button10143Z4r: Off

		Radio Button10143Z4t: Off

		Radio Button10143Z4y: Off

		Radio Button101433u: Off

		Radio Button10143Z4i: Off

		Radio Button101433o: Off

		Radio Button10143Z4p: Off

		Radio Button10143Z4a: Off

		Radio Button10143Z4df: Off

		Radio Button101433fg: Off

		Radio Button10143Z4gh: Off

		Radio Button101433hj: Off

		Radio Button10143Z4jk: Off

		Radio Button101433kl: Off

		Radio Button101433s: Off
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Administrative Hearing Report Form Appendix I.pdf
DEPARTMENT OF HEALTH & HUMAN SERVICES
Division of Administrative Hearings
221 State St., 11 State House Station
Augusta, ME 04333-0011
Phone: (207) 624-5350
Fax: (207) 287-8448

HEARING REPORT FORM

Date Hearing Requested: Click here to enter a date.  Date Form Prepared:  Click here to enter a date.

Client Name:  Click here (o enter text. Client ID#: Click here to enter text.
Client Address: Click here to enter text. Client Phone: Click here to enter text.
Click here to enter text.
Click here to enter text.

Authorized Representative Name: _ Click here to enter text.
Authorized Click here to enter text. Authorized Rep Phone: Click here to enter text.
Rep Address:

Documentation of the client’s designation of an Authorized Representative and/or authorization of access to the client’s
Protected Information MUST accompany the Hearing Report Form when it is submitted to Administrative Hearings.
Alternatively, the person completing the Hearing Report Form must affirmatively state in the form that there is an Authorized
Representative, the name of the representative, specifically what the representative is authorized to do, what documentation of
the authority exists, and where that documentation is recorded and saved.

DHHS office where the hearing should be Click here to enter text.

held: '
Office Address: Click here to enter text. Office Phone: Click here to enter text.
Person attending for the Department: Click here to enter text.

Person attending for/with the client (if Click here to enter text.

known):

Department action which client is appealing: Click here to enter text.

Regulation under which the action was taken by the Department.
Manual Title, Chapter, Section & Click here to enter text.
Page: S i

Reason for Department’s Action: Click here to enter text.
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Authorization Release Form.pdf
Authorization to Release Information

We are committed to the privacy of your information.
Please read this form carefully.

Which office(s) should help you? Please check.

OOffice of MaineCare Services 3 Office of Behavioral Health

OOffice for Family Independence and Medical Review Team 3 Office of Child and Family Services

0 Maine Center for Disease Control and Prevention 0 Office of Aging and Disability Services
O Dorothea Dix Psychiatric Center 3 Office of Administrative Hearings

O Riverview Psychiatric Center 3 Other:

0 Division of Licensing and Certification 3 Other:

Whose information will be disclosed? Please print clearly.

Individual’s Name Date of Birth
Home Address Town/City State Zip Code
Telephone Email address of individual/personal representative (optional)

Please check: O Release/Send my information to: O Obtain/Get my information from:

Name of Individual Organization
Address Town/City State Zip Code
Telephone Email address (optional)

What is the purpose of the disclosure?

(JPersonal request OTo coordinate or manage my care

OFor a legal matter, including testimony | OJTo see whether | qualify for insurance coverage, services, or benefits

(Other:

To share the information with others by EMAIL, please initial and complete the following.

I understand that email and the internet have risks that the office sharing my information cannot control. It is possible
that my emailed information could be read by a third party. | ACCEPT THOSE RISKS and still ask to send my
information by email. INITIALHERE

Please print the email address where you want your information sent:

Page 1 of 2
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What information should be released or obtained? Please check all that apply.

General permission:

O All health information from the office(s) checked
above

O Claims or encounter data (information about visits
to health care providers)

3 Billing, payment, income, banking, tax, asset, or data
needed to see if you qualify for DHHS program
benefits

O Limit to the following date(s) or type(s) of information:
(for example “Lab test dated June 2, 2019” or “Claims
from 2018-20207)

O Other:

Special permission: Drug/Alcohol Treatment or Referral
for Services

3 Include all drug/alcohol information in the release
O Include only the specific drug/alcohol records checked:

Diagnosis and treatment

Clinical notes and discharge summaries
Drug/Alcohol history or summary
Payment or claims information

Living situation and social supports
Medication, dosages or supplies

Lab results

Other:

aaoaaaaaq

Special permission: Mental/Behavioral Health Services

O Include this information in the release

O 1 want to review my mental health/behavioral health
record before release. | understand that the review will
be supervised.

Please note: Maine law allows us to share this information
with other health care providers and health plans to
coordinate and manage your care (to help take care of you)
so long as we make a reasonable effort to notify you of the
release.

Special permission: HIV/AIDS Status/Test Results

O Include this information in the release

Please note: Maine law requires us to tell you of possible
effects of releasing HIV/AIDS information. For example,
you may receive more complete care if you release this
information, but you could experience discrimination if it is
misused. Your HIV/AIDS-related information, and all of
your data, will be protected as the law requires.

I understand and agree that:

I am signing this form voluntarily. I have the right to a signed copy of this form if | request one.

e My treatment, payment for services, or benefits will not depend on whether I sign this form unless | am requesting or

disclosing information to apply for benefits.

e “Information” may be in written, spoken and/or electronic format, and includes information about me from other
healthcare providers (such as doctors, hospitals, and counselors) that is included in my files. My signature allows the
people/offices named on the reverse to discuss my information for the purposes noted on this form.

e My information will be kept confidential as required by law. If I choose to share my information with others who are
not required by law to keep it private, it may no longer be protected by federal confidentiality laws.

¢ Ifalcohol or drug treatment or program (substance use disorder) records are included in this release, a notice will be
included with the records saying that such information may not be re-released or shared without my written permission.

¢ | mayrevoke (take back) my permission to release my information by filling out the Revocation Form found at
http://www.maine.gov/dhhs/privacy/index.shtml and sending it to the office that shared my information. The
Revocation Form is effective only after it is received and does not apply to information that was already shared.

o If | take back my permission or refuse to release some or all of my information, my choice could lead to an improper

diagnosis or treatment, or denial of insurance.

e This form expires one year from the date below unless | write an earlier date here:

e This form permits additional releases until it expires.

Date: Signature:

Personal Representative’s authority to sign:
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http://www.maine.gov/dhhs/privacy/index.shtml



		Office for Family Independence and Medical Review Team: Off

		Maine Center for Disease Control and Prevention: Off

		Office of Aging and Disability Services: Off

		Individuals Name: 

		Date of Birth: 

		Home Address TownCity State Zip Code: 

		ReleaseSend my information to: Off

		ObtainGet my information from: Off

		Name of Individual: 

		Organization: 

		Address TownCity State Zip Code: 

		For a legal matter including testimony: Off

		To see whether I qualify for insurance coverage services or benefits: Off

		undefined_12: Off

		Please print the email address where you want your information sentRow1: 

		All health information from the offices checked: Off

		Claims or encounter data information about visits: Off

		Billing payment income banking tax asset or data: Off

		Limit to the following dates or types of information: Off

		Other_4: Off

		Include all drugalcohol information in the release: Off

		Include only the specific drugalcohol records checked: Off

		Diagnosis and treatment: Off

		Payment or claims information: Off

		Living situation and social supports: Off

		Medication dosages or supplies: Off

		Lab results: Off

		Other_5: Off

		Include this information in the release: Off

		I want to review my mental healthbehavioral health: Off

		Include this information in the release_2: Off

		This form expires one year from the date below unless I write an earlier date here: 

		Date: 

		Personal Representatives authority to sign: 

		Signature1_es_:signer:signature: 

		Telephone of individual/personal representative: 

		Email address of individual/personal representative: 

		Telephone for Release: 

		OMS: Off

		OBH: Off

		OCFS: Off

		DDPC: Off

		Hearings: Off

		Riverview: Off

		DLC: Off

		Other text: 

		Other checkbox: Off

		Other_2 text: 

		Other_2 checkbox: Off

		Purpose_personal: Off

		Coordinate manage care: Off

		Other_3 purpose: 

		Share by email: 

		Other_4 textbox: 

		Other_5 textbox: 

		Clinical notes and discharge summaries: Off

		Drug / Alcohol history or summary: Off

		Email address  optional: 

		Limit to the following types: 
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ME Katie Beckett Activity Report CY2021.pdf
ME Katie Beckett Activity Report, Reporting Period: 01/01/2021 through 12/31/2021, source:

Kepro

Approved 1453

Denied 7

Total

T
B

1D — Group Home

1162

liD — Nursing

Psychiatric Hospital

- 216

Not medically eligible

Reguest For Services Cancelled - Void

Grand Total

FtoF Reassessment

528

Phone Reassessment -

583

Initial

348

Grand Total

1460
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1Year-PerformanceMeasuresTemplate.xlsx
Q1 Y1

		Vendor Code		Provider		Contract Number		Quarter Ending Date		Mandatory or Department Measure		Office Goal/Initiative		Service		Performance Measure		Numerator Definition		Numerator		Denominator Definition		Denominator		Target		District		Assessment Cycle

												Each child shall receive an Assessment within 14 Business Days of receipt of a referral from the Department.		a.		90% of new applications for the Katie Beckett Benefit will have an assessment completed within fourteen (14) Business Days of receipt of a referral from the Department		For the period, the # of Assessments completed within 14 Business Days of receipt of the Dept's referral.				Total # of Assessments completed.				90%				Monthly



												Each child shall receive an annual Re-Assessment. The Re-Assessment is required to occur anytime during the anniverary month of the Initial Assessment.		b.		90% of Children  will have their Re-Assessment completed during the anniversary month of the initial Assessment		For children receiving a Re-Assessment, how many of the Re-Assessments were completed during the child's anniverary month of the Initial Assessment.				Total # of Re-Assessments completed				90%				Monthly



												Provider shall ensure quality and accuracy of Assessments/Reassessments and implement quality monitoring processes.		c.		95% of all Assessments/Reassessments will be completed accurately, in accordance with the appropriate section of the MaineCare Benefits Manual (i.e. Section 45 Hospital Services; Section 46 Psychiatric Hospital Services; Section 50 Services for Individuals with Intellectual Disabilities and Section 67 Nursing Facility Services) and the MED Kids-KB Assessment Form.		Quality monitoring processes and reports to be developed by provider and subject to approval by the Department. Provider collected data.								95%				Monthly



												The initial Assessment shall be face-to-face. Face-to-face re-Assessments shall be conducted every three years thereafter.		d.		99% of Assessments will be completed face-to-face for the initial Assessment and face-to-face at least every three years thereafter.										99%				Monthly



												90% of all Assessments/Re-Assessments shall be submitted to the Department within five (5) Business Days of the Assessment.		e.		90% of all Assessments/Re-Assessments shall be submitted to the Department within five (5) Business Days of the Assessment.		Number of Assessments submitted to the Department within five (5) Business Days after completion.				Total Number of Assessments completed				90%				Monthly



































































































































































































































































































































































































































































































Q2 Y1

		Vendor Code		Provider		Contract Number		Quarter Ending Date		Mandatory or Department Measure		Office Goal/Initiative		Service		Performance Measure		Numerator Definition		Numerator		Denominator Definition		Denominator		Target		District		Assessment Cycle





















































































































































































































































































































































































































































































































Q3 Y1

		Vendor Code		Provider		Contract Number		Quarter Ending Date		Mandatory or Department Measure		Office Goal/Initiative		Service		Performance Measure		Numerator Definition		Numerator		Denominator Definition		Denominator		Target		District		Assessment Cycle





















































































































































































































































































































































































































































































































Q4 Y1

		Vendor Code		Provider		Contract Number		Quarter Ending Date		Mandatory or Department Measure		Office Goal/Initiative		Service		Performance Measure		Numerator Definition		Numerator		Denominator Definition		Denominator		Target		District		Assessment Cycle





















































































































































































































































































































































































































































































































Districts

		Counties within District		District

		York		1

		Cumberland		2

		Oxford, Franklin, Androscoggin		3

		Sagadahoc, Lincoln, Waldo, Knox		4

		Somerset, Kennebec		5

		Piscataquis, Penobscot		6

		Hancock, Washington		7

		Aroostook		8

		Statewide		9

		Service Type not broken down by District		10






