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The following manual is designed to be a guide for our Medicaid and State Funded providers, the absence of a designation 
(Medicaid or State Funded) means that the information or source applies to both types of providers. 
 
 
 

 
   
 
 
 
 

OPERATIONS MANUAL  
 

INTRODUCTION  
 

This manual is a binding part of the Agreement or contract between the LME and providers of Medicaid and State 
Funded services. The intent of this manual is to reference detailed information and where possible require the same 
statewide procedures as part of any agreement or contract between an LME/County Program and a provider agency.     
  
 

This manual does not include information about DHHS endorsement procedures that take place prior to any 
agreement with a Medicaid Provider. Rather, it includes only information pertinent to the performance of the Agreement 
or contract, whichever applies. 
 

Information or procedures which pertain only to Medicaid providers or only to State Funded  
providers are identified.  The absence of this designation Medicaid or State Funded means that  
the information or source document pertains to both types of providers. 
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Section I   Brief Overview of Local Management Entity 
 

 
 
 

Our Mission 
 
“Smoky Mountain Center is a regional organization that coordinates high quality prevention, treatment, and support 
services for individuals and families in our communities with developmental disabilities, mental health or substance abuse 
needs.”  
 

“Meeting community needs…one person at a time” 
 

 
 
 
 

Our Vision 
 
“Individuals in our region with developmental disabilities, mental health, and substance abuse needs have access to 
timely, evidence-based, and culturally sensitive prevention, treatment, and support services in their communities.” 
 
 

 
 
 
 

Our Values 
 
 
RESPONSIBILITY  - Our actions are transparent, consistent and accountable. 
 
INTEGRITY - We are honest, We do what we say we will do. 
 
QUALITY  - We are pro-active and consistent in our work, using practices that are proven to be effective. 
 
CARING  -We are compassionate, culturally sensitive, and empathetic with one another and those we serve. 
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SECTION I I   Provider Relations 
 
 
 
Smoky Mountain Center Contact List: 
 
www.smokymountaincenter.com/documents/providermanual/LMEOperationsContactList.pdf 
 
 
 
Endorsement of Providers 
 
Smoky Mountain Center’s (SMC) catchment area is comprised of fifteen counties grouped into three regions outlined 
below: 
 

Southern Cherokee, Clay, Graham, Haywood, Jackson, 
Macon and Swain Counties 

Northern Alleghany, Ashe, Avery, Watauga and Wilkes Counties 
Central Alexander, Caldwell and McDowell Counties 

 
Access to Smoky Mountain Center’s (SMC) Provider Network is initiated through the Provider Relations Department in 
the Southern Region. New Providers who are interested in becoming a service provider in the Smoky Mountain Center 
catchment area or existing providers who are interested in adding services to their contracts will need to complete the 
Initial Need Inquiry Form (INI) and return the form by email to the Provider Relations Department Coordinator for 
review. The (INI) form can be accessed on our website under New Provider Information. The Provider Relations 
Department Coordinator will review the (INI)  form in the Provider Network Management Committee and assign a 
Southern Region Provider Relations Specialist (SRPRS) to the agency/individual provider. Providers who are rendering 
Medicaid services are presented to the Provider Network Management Committee for informational purposes only.  
 
Providers requesting state-funded services will be subject to further review based on Network needs and analysis. If 
denied for state-funded services a Provider Relations Department contact will advise the provider of the committee’s 
reason for denial. If approved, the assigned SRPRS will contact the provider to review services and determine whether 
they are enhanced services that require endorsement. If the agency site is within one of SMC’s fifteen counties then the 
SRPR Specialist will contact the Quality Management Director who will then assign a Regional System Performance staff 
person to initiate and complete the endorsement process. Once the business verification and endorsement process is 
complete, System Performance staff will forward a copy of the Notification of Endorsement Action (NEA) to the assigned 
SRPRS to initiate the contracting process.  
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Quality Management (Southern Region) 
 
 

Southern Region Office 
Cherokee, Clay, Graham, Haywood, Jackson, Macon and Swain Counties 

44 Bonnie Lane 
Sylva, NC. 28779 

 
Quality Management Specialists/Endorsement and Monitoring 

 
Nancy Ford, MS, SPHR 

Quality Management 
Director  

 
 
828-586-5501 ext. 1212 

 
 
fordnanc@smokymountaincenter.com 
 

 
Trina Sandridge, 

BS, QMHP, QDDP. 

 
828-586-5501 ext. 1241          

 
sandridget@smokymountaincenter.com 

 
 

Katie Snyder, BS. 
 
828-586-5501 ext. 1238 
            

 
snyderkati@smokymountaincenter.com 

 
Quality Management (Northern Region) 

 
Northern Region Office 

Alleghany, Ashe, Avery, Watauga and Wilkes Counties 
895 State Farm Road, Suite 404 

 Boone, NC  28607 
 

Quality Management Specialists/Endorsement and Monitoring 
 

 
Christie Lupton, BA., 

QMHP, QDDP 

 
828-263-5653 

 
luptchri@smokymountaincenter.com 

 
 

Karma Wilson, BS. 
 

828-263-5639 
 

wilsokar@smokymountaincenter.com 
 

 
Christy Pruess, MA., LPC. 
Northern Region Director 

 

 
 

828-263-5637 

 
 

prueschr@smokymountaincenter.com 
 

 
 
 
Quality Management (Central Region) 

 
 

Central Region Office 
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Alexander, Caldwell and McDowell Counties 
825 Wilkesboro Boulevard  

Lenoir, NC 28645 
 

Quality Management Specialists/Endorsement and Monitoring 
 
 

 
Kameron Barlow, M.Ed.          

 
828-759-2160      

ext.3329 

      
barlokam@smokymoutnaincenter.com 
 

 
Heather Brown, BS., AMHP  

     

 
828-759-2160 

ext. 3331 

       
brownhea@smokymountaincenter.com  

 
Claudia Earle, M, Ed.  

Central Region Director 
          

 
828-759-2160 

ext. 3315 

 
earlecla@smokymountaincenter.com 

 

 
 
 
* “Endorsement” is the process whereas the Local Management Entity (LME)  reviews a provider agency’s DMA 
enrollment application, policies and procedures, program descriptions, job descriptions and staffing patterns to determine 
if a provider is able to meet the minimum requirements set forth by the Division of MH/DD/SAS to provide an Enhanced 
Benefit service(s). The process begins with the business verification review. This process consists of the LME reviewing a 
copy of the provider’s Division of Medical Assistance (DMA) enrollment packet for the service(s) the provider wishes to 
offer. The business verification shall be conducted by only one Endorsing Agency, even if the business entity has service 
sites in more than one Endorsing Agency catchment area. Upon receipt of the DMA Provider Enrollment Package for 
business verification, the Endorsing agency must review the submitted information against businesses registered with the 
local municipalities and or provider organizations and/or the list of corporations registered with the North Carolina 
Secretary of State as corporations (http://www.secretary.state.nc.us/corporations/CSearch.aspx) and to verify the name, 
business status, and address of the provider organization and check data from DHHS concerning violations and actions 
against the provider organization (http://exclusions.oig.hhs.gov/)  Business verification status is valid for the duration of 
three years. 
 
 The LME will review the provider’s DMA provider enrollment packet for correctness and completeness and notify the 
provider within twenty (20) business days using return/receipt certified mail. If additional information is needed, the 
provider will have five (5) business days to submit the requested materials, once the five (5) day timeline is met, the LME 
shall notify the provider within ten (10) business days that the application is correct and complete. The onsite review will 
be scheduled within twenty (20) business days following the final verification letter. The provider agency will be 
reviewed based on standardized check sheets established by the Division of MH/DD/SAS.  Each enhanced benefit service 
has a specific check sheet that the LME must review to establish whether the provider agency is prepared to meet the 
requirements of the service definitions(s) for the service(s) the provider wishes to provide.  The information provided 
below is the process for providers who are offering or wish to offer Enhanced Benefit services. 
 
 

I. The provider agency must first determine which service(s) to provide.  The state of North Carolina has 
established services that are defined in detail.  Current service definitions can be found on the Division of 
MH/DD/SAS website:  

            http://www.ncdhhs.gov/dma/mp/8A.pdf 
 
II. Once the provider agency has identified the service(s) it wishes to provide,  a review of the “Policy and 

Procedures for Endorsement of Providers of Medicaid Reimbursable MH/DD/SA Services” will need to be 
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reviewed:http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/policy12-3-
07endorsementprocedures.pdf 

 
III.  The provider agency must then complete the appropriate DMA provider enrollment application below for the 

service(s) it wishes to provide which can be found at the following link:  
 

http://www.nctracks.nc.gov/provider/providerEnrollment/index.jsp 
 
 
Please note the following: 
 

a) Complete and return the entire DMA provider enrollment packet to Smoky Mountain Center, including your 
Articles of Incorporation.   

b) For those provider agencies who wish to become endorsed to provide CAP-MR/DD services, the actual 
application is entitled “Community Alternatives Program (CAP) Provider Enrollment Application” and you 
will need to complete pages 3-8 to submit to SMC for review.   

c) The services for CAP-MR/DD are listed in the application packet in a table which includes the specific 
provider qualifications and provider requirements such as licensure and/or certification.  In order to become 
endorsed for these services, you must meet the requirements noted in this table. 

d) Be sure to fill out the correct application in its entirety and mail a copy of the application to your Regional 
Endorsement and Monitoring contact at the addresses listed above.   

 
IV. If you wish to provide a service that requires licensure, you must seek licensure through the Division of 

Health Service Regulation (DHSR). 
 

V. If you wish to provide a service that does not require licensure, and you do not provide any other licensed 
services in your agency, you must complete and submit the Core Rules Self-Study to the LME, along with 
your DMA application for the service(s) you will be providing, unless your agency is accredited by an 
accrediting agency approved by the Secretary as set forth in 10A NCAC 27G.0211.   

 
             Core Rules Self-Study: 

 
                    http://www.ncdhhs.gov/mhddsas/announce/commbulletins/ 

combullerin044/Core%20RulesSelf%20Study.xls 
            

 
Guidance for completing Core Rules Self-Study: 
http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/corerulessuggestions4-2.pdf 

 
VI. The Core Rules Self-Study is a lengthy and involved process.  Once you have completed the study you will 

need to submit it along with your entire policy and procedure manual to SMC for review.  The more precise 
you can be about the location of the standards in your policies and procedures, the faster SMC will be able to 
complete the review.  Be sure to indicate the specific page numbers from the provider agency's policies and 
procedures document where supporting information is located.  If a rule does not apply to your 
agency/service, indicate “N/A.”  Each rule must have a page number or N/A or the Self-Study will not be 
accepted for review.  When a policy or procedure is required, the agency must have the policy or procedure in 
written form.  The agency should be prepared to explain plans for implementation of policies and procedures 
and rules for new services. 

 
 

VII.  To ensure adherence to the service definition requirements and state guidelines regarding your agency’s 
policies and procedures, Provider Endorsement Information can be accessed at the following link: 

http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/index.htm 



August 2010 

  

 
VIII.  Once the review has been completed, SMC will either endorse or deny the request for those service(s) for 

which the provider agency applied.  If endorsed, SMC will mail the provider agency a Notification of 
Endorsement Action (NEA) letter.   The provider agency must then mail the DMA application, along with a 
copy of the NEA, to DMA. 

 
 
 

Please note: For providers who wish to offer Basic Benefit services (e.g., outpatient therapy provided by a licensed 
therapist) please contact DMA to become a direct enrolled provider:  http://www.dhhs.state.nc.us/dma/.  Smoky Mountain 
Center does not contract with nor refer to Basic Benefit providers.  
 
A copy of the Notification of Endorsement Action Letter (NEA) will be sent by endorsement and monitoring staff to the 
assigned SRPRS to initiate the contracting process. 
 
 
Contracting 

 
 

Access to Smoky Mountain Center’s (SMC) Provider Network is initiated through the Provider Relations Department 
during the contract initiation process. SMC utilizes a behavioral health management computer system called CMHC. The 
graphical interface or screen view that providers use is called Browser User Interface or BUI. The BUI system is a 
windows browser based operating system and is the point of access to care and consumer admission into the LME. All 
contracts are set up in the BUI system so that users can access various screens to update provider agency and individual 
information, as well as submit documentation to the LME in a timely manner.  
 
When a new service provider requests to participate in the SMC provider network, the Provider Relations Department in 
the Southern Region must be notified. A Southern Region Provider Relations (SRPR) Specialist will be assigned and will 
assist the provider throughout the endorsement and contracting process. The SRPR Specialist will contact the provider and 
evaluate the services to be rendered and determine whether they are enhanced services that require endorsement. If the site 
is within one of SMC’s fifteen counties then the SRPR Specialist will refer the service provider to a regional SMC System 
Performance Specialist who will conduct the business verification review and assist the provider in completion of the 
endorsement process. Once the endorsement process is completed and a Notification of Endorsement Action (NEA) letter 
is forwarded to the SRPR Specialist, the contracting process will be initiated. The individual or agency contact provided 
wil l then be set up as the BUI Security Officer. The Security Officer plays a vital role in entering and updating provider 
data in BUI. The Security Officer will need to have basic computer knowledge to navigate the BUI system and assist 
others in their agency. 
 
The Security Officer who was set up will receive an email from the SMC Helpdesk that will contain their login to BUI. 
The Security Officer will then need to contact the SMC Helpdesk at 828-586-5501 ext. 1499 to receive their password. 
Security Officers can then go to the SMC website at www.smokymountaincenter.com and access the SMC Extranet: 
(http://extranet.smokymountaincenter.com) entering their username and password which will allow them to download all 
BUI applications and gain access to the BUI system. Once logged in the Security Officer will access their Provider Menu 
855 and complete the Provider Application in Menu Item #4. 
 
During the contracting process your Provider Relations Specialist will be in contact with you to discuss the following 
orientation documents that must be submitted and completed in order to initiate a contract with Smoky Mountain Center. 
Provider Agency’s and Individual practitioners will submit the following documents: 
 
 
STATE FUNDED COMMUNITY SERVIC ES CONTRACT 
(for IPRS / Non Medicaid funded services) 
 
 

 
Direct Clinical  
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Provider Application  
(Completed in BUI, refer to Section II-Contracting in SMC Operations Manual, application is 
accessed through SMC’s website: www.smokymountaincenter.org) 
False Claims Policy and Letter of Attestation 
Insurance Requirements 
NEA required for all endorsed services 
W-9 
Copy of Current Licensure for all licensed facilities 
Copy of Accreditation Certificate or Intent to Survey (if recently endorsed a letter of intent to 
become accredited) 
 
 
 

 
 

Other 
Provider Application (Completed in BUI, refer to Section II-Contracting in SMC Operations 
Manual, application is accessed through SMC’s website: www.smokymountaincenter.org) 
False Claims Policy and Letter of Attestation 
Insurance Requirements 
W-9 

 
 
 
 
 
 

MEDICAID FUNDED SERV ICES CONTRACT/MOA  
 
 

 
Memorandum of Agreement (MOA) 
(MOA- for Medicaid enhanced benefit services) 
Provider Application (Completed in BUI, refer to Section II-Contracting in SMC Operations 
Manual, application is accessed through SMC’s website: www.smokymountaincenter.org) 
 False Claims Policy and Letter of Attestation 
Insurance Requirements 
NEA required for all endorsed services 
*No W-9 required as services are billed directly to Medicaid 
Copy of Current Licensure for all licensed facilities 
Copy of Accreditation Certificate or Intent to Survey (if recently endorsed a letter of intent to 
become accredited) 
 

 
 

 
Medicaid Billable Contract 
The services in this section are billed through the LME to Medicaid and require the use of the 
LME’s billing numbers because providers cannot direct enroll with Medicaid for these services: 
  
- S5145  Level II Residential Therapeutic Foster Care 
- H0031, H0001, H0004 with modifiers, and H0005 for Provisionally Licensed Therapists  
- CAP Supplies through 12/31/10 
 
Provisionally Licensed Therapists may bill the LME; may bill “incident to” a physician, or, if in 
a CABHA may bill “incident to” a physician in the CABHA. 
 
 
Required Documents include: 
 



August 2010 

  

Provider Application (Completed in BUI, refer to Section II-Contracting in SMC Operations 
Manual, application is accessed through SMC’s website: www.smokymountaincenter.org) 
False Claims Policy and Letter of Attestation 
W-9 
* No Insurance requirements 
Copy of Current Licensure for all licensed facilities 
 
Requires use of SMC Billing Numbers: 
 
SMC’s Medicaid Billing #  
SMC’s NPI #   
SMC’s CAP Billing#   
SMC’s CAP NPI Billing # 
IPRS # starts with SM, NR or FHXXX. 
 
*Once you have signed and returned your Medicaid Billable Contract to SMC, please contact 
your Provider Relations Specialist for required billing numbers and our Medicaid billing 
process. 
 

 
 

Mail all requested documents to:     Provider Relations Department  
                                  Smoky Mountain Center 
                                  44 Bonnie Lane 
                                   Sylva, NC  28779 

 
Individual Practitioners will also need to submit the following: 

 
1. The Practitioner arranges for an official relevant educational transcript to be sent to Smoky Mountain Center- 

Provider Relations Department, 44 Bonnie Lane, Sylva, NC 28779. 
2. Practitioner submits copies of all current relevant licenses/certifications to SMC at address above (Licenses and 

certifications will also be verified by SMC with the primary source. 
3. The Practitioner attests to deliver services in accord with applicable best practices standards and service 

definitions as indicated on the Practitioner Application   
4. Has identified the services to be delivered as indicated on the Practitioner Application  attestation); 
5. The Practitioner has adequate insurance coverage in accord with the following; 

�x Professional Liability Insurance  for work performed under the contract.  Professional liability coverage shall 
protect the Provider from failure to conform to the professional standard of care required under applicable law 
and under the Contract. The limits of liability shall be not less than $1,000,000.00 / occurrence & 
$3,000,000.00 / annual aggregate.  The professional liability insurance policy shall name SMC as additional 
insured.  An original, signed, in force Certificate of Insurance for such coverage shall be provided to SMC 
upon execution of the Contract and throughout the duration of the Contract as insurance expires. 

�x Worker’s Compensation Insurance.  The Contractor shall acquire and maintain Worker’s Compensation and 
Occupational Disease Insurance as required by law. 

6. Practitioner has no professional liability claims history indicating adverse judgment against the Practitioner as 
indicated on the Practitioner Application attestation. 

7. Practitioner not been listed on the "OIG Excluded Parties" list as indicated on the Practitioner Application 
attestation and verified by SMC via DHHS Office of Inspector General website. 

8. The practitioner has supplied information regarding hospital affiliations or  
       privileges as indicated on the Practitioner Application. 
9. The Practitioner has not been the subject of any disciplinary actions (if yes an  
      adequate, verifiable explanation provides assurance the provider is capable of  
      providing services in an ethical, honest and safe manner) as indicated on the  
      Practitioner Application. 
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10. A signed and dated statement attesting that the information submitted with the  
      Practitioner Credentialing application is complete and accurate to the practioner’s knowledge as indicated on the  
      Provider Application.  
 
Verification  
 
Primary source verification, including any state licenses held, transcripts/highest degree earned and Board 
Certification will be verified via SMC and the organization which has conferred the credential.  It is the practitioner’s 
responsibility to ensure the full and complete release of any and all information necessary for the contract review 
process.  All other documentation can be submitted directly by the practitioner and with a signed attestation regarding 
validity.  Primary source or other verification information collected more than six months prior to review will not be 
accepted for initial review by the Provider Network Management Committee (PNMC).   
 
 

Once you have completed the Provider Application in BUI the Provider Relations Specialist will conduct a completeness 
review. The Provider Relations Specialist may contact you should the completeness review indicate additional 
information is required.  For those providers requesting a Memorandum of Agreement (MOA) for Medicaid enhanced 
benefit services with SMC, this completes the contract application process.  For those providers requesting a contract to 
deliver state-funded services (which are services to non-insured persons), the Provider Application will be reviewed by 
SMC’s Provider Network Management Committee (PNMC).  This review is to determine if your organization meets the 
Quality of Care criteria required of all state-funded service providers in the SMC Provider Network. The Quality of Care 
Criteria are: 
 
Provider: 

�x Is endorsed to provide enhanced benefit services (if applicable); 
�x agrees to deliver services in accord with applicable best practices standards and service 

definitions;  
�x Is  Nationally Accredited or is seeking National Accreditation by a Division-approved 

accrediting body; 
�x Has identified the services to be delivered; 
�x Supplied evidence of adequate insurance coverage; 
�x Has not  been on the list of excluded individuals/entities (source: DHHS Office of 

Inspector General); 
�x Has not been the subject of any disciplinary actions against the agency or the 

director/CEO/owner of the agency (if yes an adequate, verifiable explanation provides 
assurance the provider is capable of providing services in an ethical, honest and safe 
manner.  

 
Your application for a State-Funded contract will also be subject to a needs assessment to determine if the service is 
needed, in what area and whether adequate funding is available to support additional services. You will then be notified of 
the PNMC Committee’s decision that you have either met criteria and will be admitted into the SMC Provider Network or 
that you have not met criteria and will not be admitted to the Network.  
 
Once you as a provider have been approved to be part of the SMC Provider Network your contract/MOA will then be 
initiated by the Provider Relations Specialist.  The Provider Relations Specialist will prepare your contract/MOA and mail 
it to you. Both copies of the contract/MOA will need to be signed by your agency contract signatory and mailed back to 
the Provider Relations Department. The SRPR Specialist will forward to the LME Director for final signature and forward 
one executed copy to your agency and one executed copy to SMC’s Accounts Payable department for set up within the 
LME. Set-up within the LME pertains to your contract effective dates and security in the BUI system. Once your contract 
effective dates have been entered and you are considered an active provider within the SMC provider network then 
authorization for State-Funded services can occur.  
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Once your agency has an active state-funded contract authorizations for services can be entered into BUI. Please review 
the authorization section of this orientation for further authorization details.  Authorizations for Medicaid-funded services 
must be obtained through ValueOptions.  
 
Once your agency has an active contract/MOA your agency’s Security Officer will need to log into BUI and complete 
menu item # 3 - Services by Location Details. The Services by Location Details in BUI provide the LME with up-to-date 
information regarding which Medicaid and State Funded services are being provided at each of your locations. Refer to 
the SMC BUI Manual for step by step instructions or contact the SMC Helpdesk at 828-586-5501 ext 1499.  
 
 
BUI Manual for Providers and BUI Trainings  
 
The BUI Manual will advise of step-by step instructions on the various menus and screens and how each menu is used. 
The BUI training manual can be made available to your agency through the Provider Relations Department at 828-586-
5501 or the SMC website located at: www.smokymountaincenter.com  
All BUI training videos are also located on the SMC web site at: 
http://www.smokymountaincenter.com/providers/bui_train.asp. 
 
 
Maintaining Provider Information in BUI  
 
Provider information is updated through BUI menu item # 4 - Provider Information. Security Officers who have requested 
staff users can view the information to ensure accuracy.  Those items highlighted in red (e.g., payment address, agency 
name, and Tax ID) cannot be changed by users and will require the agency/individual to submit a formal written request 
to: 
 
Provider Relations Department  
Smoky Mountain Center 
44 Bonnie Lane 
Sylva, NC 28779 
 
 
 
 
Maintaining Accurate Service Information in BUI  
 
Providers are responsible to update their service locations in the BUI system. This entails accessing your BUI Provider 
Menu #3- Service by Location Details and entering detailed information about your service locations, counties and 
populations you serve. This information is then transferred to the SMC website where consumers, stakeholders, providers 
and community members can access a detailed search to find resources in their county. The list includes those providers 
who have an active contract with SMC. If you do not enter your information you will not be included in the search criteria 
on the website. If you need additional assistance contact the Provider Relations Department at 1-866-990-9712.  
 
 
BUI Security Officer Information and Functions:  
 
The Security Officer will then need to select menu item # 15, which is the “Provider Security Officer Menu”. That will 
display a screen with the default menu called “Provider Security Officer Menu 870”. From this screen the Security Officer 
will perform all the operations with regards to their agency that the Security Officer is responsible for. Security Officers 
are representatives from each provider agency that are responsible for communicating directly with the SMC Helpdesk for 
all security related items for their provider agency. Those items include, but are not limited to, requesting access to SMC 
Information Systems for their provider agency’s staff, communicating with individual users regarding information related 
to access and notifying the SMC Helpdesk of staff terminations so that access can be removed from SMC Information 
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Systems. The Security Officer’s role is very important to the security and confidentiality of Protected Health Information 
(PHI) as defined by federal HIPAA guidelines. The SMC Helpdesk will only accept changes, addition, and termination 
regarding Security Officers and staff access from the respective provider agency’s Security Officers. Furthermore, the 
SMC Helpdesk will only send communications regarding these items to the respective provider agency’s Security Officers 
and not to the end user. For those reasons, each provider agency is encouraged to have two Security Officers, one as the 
primary and one as a secondary backup. 
 
 
Requesting/Updating/Terminating Access for a staff person or new Security Officer: 
 
Requesting, updating and terminating access for a staff person or a new Security Officer is the same process; you just 
select a different form type and/or security level for the user. First, click on the “Help Request Screen” link. A new login 
request form is created and should automatically populate the information for you as the Security Officer. If any 
information is missing (e.g. phone, extension, fax) you will need to fill out this information before your request will be 
accepted. The Issue Type should be defaulted to “Logins”. Click on the “Next” button. The next screen will have the date 
defaulted to today’s date. Select the correct “Type of Change” from the drop down. Select ADD if this request is for new 
staff, select TERMINATE if you are requesting to remove someone or select UPDATE if you are changing their name, 
email or type of security access. The bottom section of the screen is where you enter the individual’s name, email, and 
type of security access based on the type of change you are requesting. For the “Type of Security Access” field, there are 
3 different types of access. Users who will be seeing consumers and filling out information about those consumers should 
get the “NORMAL USER W MINIMAL SECURITY” type. For users that need additional access to enter and see claims 
information, they should get the “CLAIMS ENTRY HIGHER SECURITY” type. And finally for those individuals who 
will be the Security Officers when that information changes, they should get the 
“SECURITY OFFICER SPECIAL LEVEL” type. You may enter up to 5 users for a single request.  
*If you need to submit more than five users, you must submit multiple requests and due to the form design, a different 
form must be submitted for Adds, Updates, and Terminations. 
 
Updating Staff Information:  
 
If any of the information for your staff changes, you may use the “Staff Information Screen” to update that information. 
The information must be updated on an individual basis. For example, you may need to update staff information to show 
that your agency has a new Trainer. This menu item is also available from the default “Provider Access 855” menu. 
First, click on the “Staff Information Screen” link. You will have the opportunity to search for or enter the staff ID of the 
staff person whom you wish to update, and then click the “Next” button. Several fields are displayed so that you may 
update the information. In our example you would click the radio button for “Yes” next to the “Designated Trainer”. Note, 
anything entered here will carry forward when the user logs in, as applicable. This saves them time when entering 
information into the system because this information does not need to be entered again. Once the information is correct, 
click the “Submit” button at the bottom of the page. 
 
 
Viewing/Printing a List of Staff Members: 
 
This is possibly the most important menu item available to Security Officers currently in the system. This screen allows 
Security Officers to see who is setup to have access to their agency’s clients and information. Unauthorized access to the 
system is the biggest vulnerability facing agencies today with regards to PHI and protecting client information. Security 
Officers should always terminate their staff using the process defined in the section entitled 
“Requesting/Updating/Terminating Access for a staff person or new Security Officer” above when they leave 
employment. But just in case someone slips through the cracks or accidently get setup wrong, Security Officer have the 
“Print Staff List for Provider”  menu item to help keep track of users. Security Officers should routinely view and verify 
the staff in the list for their agency, frequently. The frequency differs slightly based on the turnover rates within your 
organization but should at least be checked quarterly. The SMC Helpdesk recommends that these quarterly reviews be 
done and that anyone on the list that should not be there gets removed using the process defined in the section entitled 
“Requesting/Updating/Terminating Access for a staff person or new Security Officer” above. 
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To check who is setup to have access to your agency’s information, click on the “Print Staff List for Provider” link. The 
server will start a report process and another screen will pop up showing the provider number and will ask to proceed. 
Enter a “Y” for yes and hit enter. Once the report has finished, the pop up screen will disappear. Next, click on the “Print 
Queue” button located at the bottom right of the screen. This will display the Print Queue which is basically a list of files 
that have been printed from the BUI application. At this point, you can save or print the file. The file should have the 
name of “Staff List” and should be easily found based on the date and time of when the report was run. Once you have the 
file either printed or saved and you notice any who should not be on the list, use the “Requesting/Updating/Terminating 
Access for a staff person or new Security Officer” to have them removed. 
 
If at any time, you have trouble with any of the processes outlined here, please do not hesitate to contact the SMC 
Helpdesk by email at helpdesk@smokymountaincenter.com or by phone at 828-586-5501 ext. 1499. 
 
 
 
Authorizations through the LME (State-funded IPRS services) 
 
Once your agency is active within the LME system and the benefit plan is set-up in BUI, your staff can then request 
authorizations for State-Funded services. Authorizations for State-Funded services are requested through BUI Menu Item 
# 5, Sub-Menu Item #1, Service Authorization Request.  Assessment and plan submissions support the authorization 
requests. Once a plan has been reviewed and approved, Clinical Home Providers must submit PCP annual updates or 
whenever the plan is updated or modified, but will no longer be required to submit PCPs for reauthorization if there is no 
change in the plan, or if the only change is a reduction in the amount of a service that is requested.  All service providers 
will be required to submit authorization requests for their own services, both upon initial request and for reauthorization.  
Clinical home providers will continue to submit the PCP for all services. If a consumer does not have a Clinical Home 
Provider, in some cases and with the approval of a SMC Care Manager, the residential or ADVP provider may submit the 
plan to SMC in support of their own authorization requests, however, the plan must have been reviewed and approved. 
Justification for continued service must be submitted by the provider of each service as part of their authorization request 
which is located in BUI Menu Item # 5, Sub-Menu Item #1, Service Authorization Request. For concurrent reviews, Care 
Managers will not re-review previously approved PCPs, but will review updated plans when applicable. 

 
Authorization requests submitted through BUI must be equal to or less than the amount of service listed in the service 
plan. Concurrent authorization requests may reflect a step-down or reduction in the intensity of service requested without 
changing the service plan. 
Authorization requests that exceed the service intensity listed in the service plan will result in an administrative non-
certification, rather than in an amendment to the request. Providers may then submit a new, corrected request, but the 
effective date of that request cannot precede the date of the request submission, so the effective date of the authorization 
may be affected if authorizations are not completed correctly initially. 
 
 
 
Providers will be required to submit requests for reauthorization as follows: 
 
For Routine Services:  providers must submit authorization requests at least 15 and not more than 30 calendar days prior 
to the end of the previous authorization. 
 
For reauthorization requests to be effective 7/1, providers must submit authorization requests 30 days in advance by 
June 1st in order to accommodate the large number of requests that must be approved for the new fiscal year. Requests 
submitted after June 1st will be processed on a first-in-first-out basis and the authorization start date may be affected if 
items are missing or inadequate. 
 
For Urgent Services (Inpatient and Facility Based Crisis Services): SMC requires facilities contracted to provide 
inpatient services and facility-based crisis services to follow one of two strategies described below for ensuring 
appropriate utilization and quality of such services.   
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Plan A is the default plan required of inpatient & facility-based crisis service providers.  Only those inpatient providers 
with whom SMC has a specific written agreement will follow Plan B.   
 
Plan B allows providers more decision-making regarding the length of stay, but also requires greater responsibility for 
self-management of services.  Variations on either Plan A or Plan B may be utilized as mutually agreed to in advance by 
the Inpatient Service provider and SMC. 
 
 
Plan A  
In Plan A, utilization and quality of care are managed through review and authorization of services on a case-by-case 
basis: 

�x Admission to inpatient service is ordinarily authorized by an SMC-approved Emergency Services Provider.   
o The initial authorization will be for a specified number of days, ordinarily five for psychiatric admissions 

and three for substance use admissions. 
o Concurrent requests for continued stay beyond the initial authorization period require prior approval from 

SMC Care Managers.  The SMC Inpatient Review Form is completed by the provider and submitted for 
SMC review for continued authorization. 

�ƒ Reauthorization requests for inpatient services must be submitted at least 24 but not more than 48 
hours before the end of the current authorization period. 

�ƒ With prior agreement, inpatient facilities without the capacity to conduct UM reviews outside of 
normal business hours may submit reauthorization requests due on a weekend or holiday to SMC 
on the next business day. 

o Medical necessity non-certification decisions of inpatient services may be appealed by either the 
consumer or the inpatient facility.  

�x Inpatient services are subject to the same Local Monitoring and other quality oversight by SMC as are all other 
services. 

 
Providers must submit authorization requests at least 24 but not more than 48 hours prior to the end of the previous 
authorization. (Exception: With prior agreement from SMC, Urgent Service providers may submit reauthorization 
requests on the next business day after an authorization expires and these requests will be reviewed retrospectively 

 
Plan B 
Plan B uses different strategies to ensure appropriate utilization and quality of Inpatient Services while minimizing the 
administrative burden of frequent utilization reviews of every case. This plan involves the Inpatient Service provider and 
the LME collaboratively assessing four aspects of utilization and quality of care, average length of stay, 30-day 
readmission rate, patient satisfaction and peer review of the quality of care provided.  In this plan: 

�x Admission to inpatient service is ordinarily authorized by an SMC-approved Emergency Services Provider.   
�x The provider manages length of stay for all admissions. 
�x Periodically (usually monthly) the provider and SMC collaboratively review the four utilization & quality 

parameters. 
�x If the provider fails to achieve the utilization targets and when the quality assessments indicate concerns, the 

provider and LME mutually agree on corrective actions that the provider will take to address concerns. 
�x If the provider is unable to achieve the utilization goals and/or if significant quality of care concerns are 

unresolved, then SMC may require implementation of Plan A. 
�x The expected performance on the four measures is summarized in the table below: 
 
 
 
 

 
Measure Standard 

Average Length of Stay MH < 7 days; Detox < 5 days 
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30-Day Readmission Rate MH < 10 %; Detox < 15% to inpatient level of 
care 

Patient Satisfaction Ongoing patient sampling; review results & 
address concerns at least quarterly 

Clinical Peer Review Regular peer review involving physicians of 
outlier cases and a sample of all cases; ongoing 
addressing of concerns noted 

 
SMC believes that addressing utilization and quality of inpatient services through these four dimensions can achieve 
results equal or superior to those from traditional utilization procedures, can avoid much of the administrative burden on 
facilities of individual case reviews, and can facilitate a collaborative working relationship between facility and the LME.  
SMC will be an active partner in reviewing the facilities’ performance on these measures, and will actively participate in 
peer review of cases. 
 
 

 
 
 
Care Managers will use the SMC Routine Service Review Tool to determine whether or not the four criteria below are 
met: 

a. The services are based on an appropriate PCP and meet Service Definition requirements. 
b. The services are medically necessary 
c. The services are available in the applicable SMC Benefit Plan 
d. SMC currently has funding available to pay for the requested services. 
 

When the Care Manager completes the SMC Routine Service Review Tool a message will be automatically sent to the 
provider and the provider can review the review tool in BUI. Providers may access the SMC Routine Service Review  
Tool completed for each consumer in the BUI system via BUI menu item # 5 Service Authorization Menu, then by 
selecting item # 4, Display Review Status. 

 
If the PCP is incomplete or unacceptable, corrections will be requested and must be submitted by the provider within five 
business days. If an acceptable PCP is not submitted within the requested five business days, the service request will be 
administratively non-certified. Providers may then submit a corrected PCP, but the effective date of the authorization 
request will become the date of that submission, so the effective date of the authorization may be delayed if PCP’s are not 
completed correctly initially. 

 
Only a Clinical Peer to the provider requesting service authorization may non-certify services for medical necessity 
reasons. A Clinical Peer is a licensed or certified clinician with training and qualifications equal to or higher than the 
requesting provider. A licensed or certified clinician is a Clinical Peer to any non-licensed provider, or to any licensed or 
certified masters or doctoral degreed non-physician. Only a licensed physician is a Clinical Peer to a physician provider, 
or to a provider of Inpatient or Facility Based Crisis Services. 
 
 
 
 
Documentation and Data Requirements for State (IPRS) and Medicaid Enhanced Benefit Consumers 
 
Below is a brief description of documents that are submitted to SMC. 
 
Basic Assessment - 
Aka, “Diagnostic Assessment Lite.”  Condensed version of the comprehensive assessment, can be found on SMC's 
website. Import into the BUI system using the new documentation and submission guidelines. 
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Intro Person Centered Plan (PCP) - 
An Introductory PCP is a plan for an individual who is new to the MH/DD/SA system. Use of this tool allows the provider 
to quickly gather information needed to request authorization from the service authorization agency.  Located on the 
Division of MH/DD/SAS’s website under Provider of MH/DD/SA Services under Person Centeredness.  *Submit to 
Value Options for service authorization for consumers with medicaid, submit to SMC for filing of medicaid services or 
for service authorization for consumer’s who have state-funded services on their plans.. 
 
 
 
Person Centered Plan (PCP) – 
Initial service authorization is granted via approval of the service authorization request submitted to SMC in the BUI 
system, Authorization requests are not approved without an accompanying approved PCP. The PCP must be submitted 
along with appropriate assessment form within 30 days of initial contact with the consumer. Submit to SMC and to Value 
Options for Medicaid Consumers. This form may be used for State-Funded consumers as well. Located on SMC’s website 
under the Provider tab, you will then see the “Enhanced Services Transition Information” link, Import PCP into the BUI 
system using new documentation submission guidelines. Effective goal writing and a person-centered plan checklist can 
be accessed in SMC Communication # 791 located on our website at www.smokymountaincenter.com.  
 
 
 
PCP Admission Form - 
Essentially the first page of the PCP, and is located as a separate form in BUI.  To be completed in BUI within 30 days of 
provider’s initial contact with the consumer. Located on website under SMC BUI system under the PCP 
Admission/Termination Forms menu item (item 11). Select “Submit” at the completion of the form. 
 
 
 
PCP Lite - 
Providers may use SMC PCP-Lite form or Basic Assessment-PCP-Lite Combination Form in support of initial and 
concurrent authorization of  State-Funded services. See Attachment A of your Contract for authorization details. The 
service authorization request completed in BUI must be accompanied by either the PCP or PCP-Lite for the authorization 
to be completed, These forms are located on the SMC website, click on Provider Tab, then go to the Enhanced Services 
Transition Information Link. Import into the BUI system using the new documentation and submission guidelines. 
Effective goal writing and a person-centered plan checklist can be accessed in SMC Communication # 791 located on our 
website at www.smokymountaincenter.com. 
 
 
 
 
CAP Plans -  
Continue the procedures already in place for CAP Plans. Submit to Value Options and SMC. CAP consumers continue to 
receive current CAP plans. Any other DD consumer must receive PCP. Import into the BUI system using the new 
documentation and submission guidelines. 
 
 
Submission of MR-2’s for current CAP-MR/DD Waiver Participants for  Smoky Mountain Center LME 
 
MR-2’s must be submitted to Smoky Mountain Center in one of two ways: 
 

1) In person to Robin Paige or Anita Ledford in Northern and Central Regions or to the SMC Administrative Office 
at 44 Bonnie Lane, Sylva, NC. 

�¾ MR-2s that are hand delivered may be signed that day if pre-arranged with SMC staff. Signed copies will 
be uploaded into the client record in BUI. 
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2) Via Certified Mail through the USPS for tracking purposes  

�¾ MR-2s that are mailed to SMC will be returned to the provider via Certified Mail and a copy signed by 
LME Staff will be directly scanned into the client record in BUI.    

�¾ To access the scanned copy of the MR2, select View Documents, then select Correspondence.  MR2’s 
may be retrieved from this section of BUI.    

 
Southern Northern  Central 

QDDP/ Service Management Specialists 
44 Bonnie Lane 
Sylva, NC  28779 
828-586-5501 ext 1222 or 1230 

 

Robin Paige, QDDP 
895 State Farm Road, Suite 404 
Boone, NC 28607 
828-263-5634 

 

Anita Ledford, QDDP 
825 Wilkesboro Blvd. 
Lenoir, NC  28645 
828-759-2160 ext 3314 
 

Counties Covered: Counties Covered: Counties Covered:  
Cherokee, Clay, Graham, Haywood 
Jackson, Macon and  Swain 

Alleghany, Ashe, Avery, 
Watauga and Wilkes 
 

Alexander, Caldwell and 
McDowell 
 

 
 

 
 
Documentation Submission Requirements 
 
All  documentation for authorization of services are imported into the BUI system.  Attached you will find the required 
program download (the zip file) below: 
 

msjavx86.zip

 
along with directions (the Word document) below: 
 

PROVIDER IRMS 
DOCUMENT IMPORT.doc

 
that describe how to successfully import documents through the BUI system.  
 
An online training is also available on our website at: www.smokymountaincenter.com, click on the Service Provider 
section, then SMC BUI Related Info, then BUI Training. You can then select and view Provider Document Import 
Training.  It is critical that every person in your agency who submits documents to SMC download this required program 
and complete the training.    
 
Authorizations for services through the LME are based on the date the person-centered plan is submitted into BUI.  Plans 
must clearly state all state-funded services being rendered and have appropriate goals outlined that support each service.  
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Communications from the LME 
 
Communications from the Provider Relations Department are posted on the SMC website daily. Go to 
www.smokymountaincenter.com and click on the Service Provider section in the middle of the page, then click on 
Communication Bulletins on the left hand side of the page. These communications offer important information such as 
LME system changes, trainings, meetings, and updates from the North Carolina Division of Mental Health, Substance 
Abuse and Developmental Disabilities. It is crucial that supervisors and line staff entering BUI data are aware of LME 
system updates and can respond accordingly.  
 
 
 
 
Address Changes 
  
Any notice, request, demand, or other communication will be given in writing by mail to the party to be notified.  All 
communications will be deemed given upon delivery or attempted delivery to the address specified herein, or as amended.  
Address changes will be effective on the date specified in such notice, or if no date is specified, upon receipt. This 
includes the need to notify the LME if an endorsed site address within our catchment area has been changed.  The 
addresses of the parties for the purpose of such communication are: 

 
To LME:  Smoky Mountain Center 
   Provider Relations Department 
                                       44 Bonnie Lane                         
                                       Sylva, NC 28779 

 
 
 
Initiating Referrals to your Agency 
 
Referrals to your agency via the Access Center are scheduled through the BUI slot manager. The BUI slot manager is an 
appointment scheduling system. If you are providing one of the services listed below, you will need to enter appointment 
slots in the BUI slot manager. Refer to Menu Item # 13 in the BUI Manual to enter slots for your agency.  
 
Comprehensive Clinical Assessment  
Targeted Case Management (TCM) 
 
 
 
 
 
 
Access to Care 
 
Services for consumers may be initiated through either contact a provider directly or by calling the Smoky Mountain 
Center Access Center at 1-800-849-6127. The Access Center is staffed by Qualified Professionals (QP) called Access 
Specialists. Access Specialists are responsible for answering calls made to the Smoky Mountain Center access line. 
Access Specialists and SMC Care Managers conduct screenings of consumers who call the Access line. A screening is 
known as an STR (screening, triage and referral). The screening is a state mandated form of 48 required questions and is 
the point of access for consumers into the LME system. STR must be completed by a Qualified Professional (QP). STR is 
conducted via telephone and is the process by which consumers are triaged for routine, urgent or emergent severity of 
need. Routine referrals are those appointments scheduled within fourteen calendar days of the STR, urgent appointments 



August 2010 

  

are scheduled within forty-eight hours and emergent consumers are seen face-to-face within two hours of the request. The 
Access Specialist, with consultation from a SMC Care Manager, determines the severity of need based on what the 
consumer has discussed during the screening process. When the STR is completed and the consumer is ready to be 
scheduled for an appointment, the Access Specialist utilizes the BUI slot manager and chooses a provider and slot 
appointment for the consumer. If there are no slots available that meet the consumer’s needs, consumer choice of a 
provider would be offered and an agency would be contacted to provide an appointment within the appropriate Access to 
Care timeline. Most consumers are referred for a comprehensive clinical assessment to a provider within SMC’s provider 
network. Provider choice is usually based on what county the consumer resides in, as well as the type of service being 
requested. Consumers can base their choice on other reasons as well. Some services can be delivered across county lines, 
without the provider having an actual site in the county. These types of services are considered community based services.  
 
Enhanced services such as: Targeted Case Management (TCM), Community Support Adult and Child, Community 
Support Team (CST), Intensive-In-Home (IIH), Multi -Systemic Therapy (MST), Assertive Community Treatment Team 
(ACTT), Substance Abuse Intensive Outpatient (SAIOP), Substance Abuse Comprehensive Outpatient Treatment 
(SACOT) and Psychosocial Rehabilitation (PSR) offer intensive treatment options and are monitored by the LME to 
ensure they are being delivered appropriately. Other ancillary services such as CAP MR/DD services and residential 
services are also monitored through the LME, however, referrals to those services can be made by providers, SMC 
community clinicians and other SMC service management staff. Providers can always contact the Access Center if they 
need assistance in finding other service providers. If an Access Specialist makes the decision that the consumer does not 
require an enhanced service, the consumer will be referred to a provider for basic outpatient services. 
 
Providers who choose to conduct STR follow the same standard process as SMC Qualified Professional (QP) staff, but 
require initial contact with the Access Center to verify the need for STR and to determine if the consumer has an existing 
record number. The STR form can be found on the BUI system under the STR Only menu item (item 2), Select “Submit” 
at the completion of the form.  
STR needs to occur prior to rendering an assessment or other service to a consumer. Providers are responsible for 
ensuring that an STR is completed for consumers that are having initial assessments prior to rendering the assessment. 
STR’s will not be backdated when this does not occur and the next scheduled appointment time will be listed. Please 
contact the Access Center if you have any questions about how to complete an STR at 828-586-5501, choose option 3. 
 
*Special Note: All  State-Funded and All Medicaid consumers who either reside in SMC’s catchment area or whose 
medicaid is derived from a county in SMC’s catchment area and who are receiving enhanced benefit services are 
REQUIRED to be registered through Smoky Mountain Center LME by way of STR and require documentation be 
submitted through the BUI system. 
 
*If a consumer has been out of services for more than 90 days, a new STR is required. 
 
 
 
 
 
 
Smoky Mountain Center Contact Information 
 

Line Number Comments 
SMC Provider Line 866-990-9712 For all provider services.  Answered during 

business hours. 
SMC Access Line 800-849-6127 For consumers to access emergency or routine 

services.  Answered live 24/7. 
SMC Customer Services 888-757-5726 For consumer & provider customer service 

needs.  Answered live during business hours. 
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Ancillary Service Providers 
 
Other service providers who do not act as the clinical home provider must maintain contact with their consumer’s clinical 
home provider. These providers will need to contact the Access Center to get access to the consumer record for whom 
they are serving. This will allow providers of these services to know what information the LME has on their consumer and 
enable them to view documents that the clinical home is responsible for submitting. Frequent contact with the Clinical 
Home is required to ensure continuity of care for all consumers. Clinical home providers should always include services 
provided by other providers in the PCP as a participating provider, incorporating the treatment they are rendering. Plans 
that do not include a clearly written goal incorporating services that the consumer is receiving from another provider will 
result in a disapproval of that plan for that service. Effective goal writing and a person-centered plan checklist can be 
accessed in SMC Communication # 791 located on our website at www.smokymountaincenter.com. 
 
Any outstanding tasks on the clinical home providers BUI “To Do List” can result in a denial of an authorization. Level II 
Therapeutic Foster Care providers submit authorization requests to Value Options using the LME’s Medicaid billing 
number, Value Options then issues an authorization for services and posts it on their website. The LME retrieves those 
authorizations and uploads them into our BUI system, Level II Therapeutic Foster Care providers are set up in BUI to 
view these authorization letters through BUI Menu item # 10. Providers can print a copy if needed for their consumer 
record.      
 
Clinical Home Provider Responsibilities 
 
During STR, question # 21A asks what provider the consumer is being referred to and the date and time of the 
appointment from the slot manager or the appointment scheduled by phone by the QP staff completing the STR. This is 
critical information that designates the referring provider as the initial clinical home provider responsible for registering 
that consumer within the LME. Providers who choose to complete their own STR’s would assign themselves as clinical 
home and notate the time and date of the appointment given to the consumer. Clinical home providers are responsible for 
entering all consumer admission information to admit a consumer into the LME system. This includes: STR, registration 
(attendance code and service initiation date within five days of the completion of the STR), PCP admission form, financial 
information including target population, submission of the assessment into BUI, submission of the PCP into BUI, 
completion of the BUI admission screen (Menu Item #11), BUI financial screen and target population entry (Menu Item 
#12), BUI authorization requests (depending on service, see ancillary service providers, Menu Item #5). 
 
Provider Notified of STR/Appointment 
 
The provider who is identified in the STR is sent an email alerting them one of their slots has been filled. This action 
assigns a task on the providers BUI “To Do List” that requires completion of the STR Registration. If a scheduled 
appointment is made without the use of the BUI Slot Manager, (i.e. Access Center calls the provider and schedules the 
appointment) the STR must be updated accordingly with the referred provider information. This may take a concerted 
effort on the part of the provider and LME to ensure the provider referred to has been identified.  
 
As a provider it is your responsibility to track and monitor appointments given to consumers and to enter registration and 
other CDW information on a routine basis. If a provider is not identified on the STR properly, the registration task for that 
consumer will not show up on the providers BUI “To Do List”. The LME will then ensure the registration data is entered 
into BUI when reminder emails are sent out from LME staff alerting the provider to enter the data. Data that is not entered 
in a timely manner can result in a plan of correction for an agency.  
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Appointment Follow Up Protocol 

 
Providers shall develop an internal procedure that demonstrates how they will meet the following requirements for 
appointment follow up: 

1. Appointments will be made with in seven days or less, five days or less if a hospital discharge. 
2. An initial appointment confirmation call to 

a. Confirm appointment time and date; 
b. Provide information regarding what to bring to the appointment; 
c. Identify who the consumer will see; 
d. Address potential appointment barriers such as transportation, etc. with a focus on resolving the barrier; 

3. Define under what circumstances a community based assessment may occur. 
4. A provider will attempt a minimum of three different calls on two different days. 
5. If a “no-show” occurs and the provider has current contact information, the provider will follow steps 1-4. If the 

consumer is presumed to be high-risk and needs urgent or emergent follow up, the provider will contact Mobile 
Crisis. 

6. If the provider attempts contact and the contact information is incorrect, the provider will contact SMC’s Access 
Department to attempt obtain more current contact information.  

7. lf a “no-show” occurs the second time the provider will contact the local Community Based Team member for 
assistance if the appointment is considered non-emergent. If the consumer is presumed to be high-risk and needs 
urgent or emergent follow up, the provider will contact Mobile Crisis.   

 
 
 
Consumer Admission into the LME 

 
Step One - Clinical Home Responsibilities 
 
When the consumer attends the appointment given at STR the Clinical Home provider is then responsible for completing 
the STR registration in BUI. This registration requires two questions be answered. 

1. Did the consumer attend the appointment given in the STR? 
2. What was the service initiation date and time? 

 
There is a reporting function on your BUI menu labeled STR Attendance Report. This report will enable you to complete 
the outstanding attendance codes as often as needed. Attendance codes can be accessed and updated through your STR 
menu, # 4.  
 
Below please find several scenarios and the proper attendance code that should be assigned in each situation:  
 
1. If the consumer has an appointment and makes the appointment please enter “Yes”.  
 
2. If the consumer does not show for the appointment enter “No” and complete the rescheduled questions on the   
    registration. 
 
3. If the consumer does not attend the original appointment, yet reschedules for a later     
    date the attendance code will be “No” and will require further information as to when the rescheduled appointment will  
    occur.  
 
4. If the consumer does not attend the original appointment due to the clinician rescheduling and shows for the  
    rescheduled appointment enter “NO”, then answer whether or not you contacted consumer to reschedule and enter new  
    date and time. The initial appointment attendance would still be “No”. 
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Attendance code should always reflect the outcome of the initial appointment that was set at the time of STR; this is to 
measure timeframes from date of STR, discharge from a hospital, or a consumer in a crisis situation (Routine, Urgent and 
Emergent timeframes) set by the state.  
 
If you have any questions, or if we can further discuss internal procedures that will assist you in entering this data please 
do not hesitate to call your Regional STR contacts at the end of this document. 
 
Refer to the flowchart below or the STR/Registration training on our website at www.smokymountaincenter.com 

 

Flow for Adding Service Initiation Date and 
Attendance Code to STR

On your Main Provider Menu Go to 
#2 STR Menu

“YES”
Client attended the appointment

“NO”
Client did not attend the appointment

Go to #2 on STR Menu labeled 
“Registration only”

Enter Client ID click next at the bottom

Click on update button for 
STR at top of screen

Go to # 4 on the STR Menu labeled 
“Update STR Attendance Code”

Enter Client ID click next at the 
bottom

Answer “No” to Attendance code 
question and enter information 
regarding whether or not you 
contacted the consumer to 

reschedule. If you contacted them 
and they rescheduled enter date and 
time. If you contacted them and they 

did nt reschedule enter yes and 
leavethe rescheduled date and time 

field blank then click update.

Go to Entry Type, Click on 
O Registration only

# 51 Enter service Initiation 
Date and Time 

(Date and Time of the first billable service ) 
and Z-attendance code. If you answer “No” 
to attendance code question through this 

menu, complete additional questions 
regarding contacting client and reschedule 

date and time.

Click update at the bottom of 
the screen

When an STR is completed a 
registration is automatically 
attached to that STR, as a 

provider you will see that STR/
Registration on your “To Do List” 

. The registration must be 
completed after the client has the 

appointment that was given at 
STR. This information is for the 

LME Quarterly STR report that is 
sent to the state. It is imperative 

that every registration be 
completed. It is up to you as a 

provider to have your staff enter 
all data as often as possible.  
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Failure to complete the registration process can result in a Plan of Correction for your agency. Once the registration is 
completed the consumer is still not active within the LME until the admission form is completed in Step two! 

 
 
 
 
 
 
Step Two: BUI Menu Item # 11 Admissions Screen    
 
The BUI Admission screen is the next menu item in BUI that will need to be completed. This screen captures data such as 
admission date, diagnosis, identifying information about the consumer, demographic data, income and other pertinent data 
required by the state. Questions in red are required data fields and must have accurate data entered. Once the admissions 
screen is completed the consumer is considered an active client within the LME. It is important to make regular updates to 
this form to ensure the data on our consumers is accurate, such as address and phone number. 
 
 
To Do List Task Assigned if this Screen is not Complete: 
If the admission screen is not completed within thirty days a task is assigned on your To Do List called “PCP admission 
task”. If the task is not completed the task will be removed and assume that the client was not admitted and never engaged 
in services. 
 
If a Deferred Diagnosis is entered then an updated diagnosis must be entered within 30 days. If not, a “Deferred 
Diagnosis” task will appear on your To Do List. 
 
 
 
Step Three: Menu Item # 12 Financial Information 
 
The financial information screen is used to enter funding sources. This is very important and will identify what type of 
insurance the consumer has and it is directly related to payment of service within the LME. 
Examples of Funding sources: 
IPRS- State funds-No Insurance 
Medicaid 
Other Types of Insurance 
 
 
Step Four: BUI Menu Item # 12 Target Population Entry  
 
*All Medicaid and state funded (IPRS) consumers are assigned one target population.  
This assignment clarifies not only the disability group (Mental Health, Developmental Disabilities or Substance Abuse) 
the consumer most closely falls into, but can also identify important information such as veteran status or whether the 
consumer is an adult or a child. Target populations are directly related to authorizations and payment, one valid target 
population is required in this screen. 
As of February 25, 2009 you will see dual target populations identified and both will appear in the description column. 
The list can then be easily printed off so staff can go in and update the correct target population for that consumer. 
 
For more Information regarding Target Populations go to: http://www.dhhs.state.nc.us/mhddsas/iprsmenu/index.htm  
 
To Do List Task Assigned if this Screen is not Complete: 
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If the target population is not assigned then a task will be added to your To Do List called “Initial Target Pop”.  
 
If an “Annual Target Pop” task is on your To Do List then you will have 120 days to enter a valid target pop, this is just a 
reminder task that alerts you a target population entry will be due soon.  
 
If a task called “Target Pop Lapsed” is on your To Do List the lapsed date has passed and a new one has not been entered. 
Until a valid target pop is entered, authorizations cannot be entered. 
 
 
 
Step Five: BUI Menu Item # 5 Service Authorization Menu 
 
The service authorization menu is where authorizations are entered for services rendered. If a target population has been 
entered for your consumer make sure the authorization date does not exceed the date of the target pop you entered or you 
will be unable to enter your authorization.  
 
For example: 
A Target population assigned for a year 7/1/08 – 6/30/09 will not allow you to enter an authorization that extends past 
6/30/09. You must enter a new, valid target population in order to enter a new authorization past 6/30/09. 
 
Note: Emergency Services has a different menu for entering authorizations: Go to # 1 Emergency Services Menu, then # 
7, Request processing to enter an authorization. 
 
Any request from SMC Service Management staff related to a specific service authorization request or communication 
that supports service authorization justification, may need additional documentation which will need to be submitted 
within five days. 
 
Special Note: It is important for staff that enter authorizations to know what services are currently in your agency’s 
contract. Authorization dates must match the current contract dates. For example, if you are not currently providing 
Developmental Therapy and your agency requests to add that service to their contract, Provider Relations will complete 
the contract revision and enter effective dates for that service. If you enter dates prior to that effective date of the service 
being added the authorization will be denied because the service had not yet been added to your contract. 
 
 
. 
 
 
Step Six: BUI Menu Item # 7 Claims Entry 
 
The Claims entry screen requires data entry in other screens in order for your claim to be entered. The registration, 
financial funding source and admission screen must be completed first, prior to entering a claim. (See BUI Manual for 
complete instructions).  
Electronic Billing: 
Use SMC BUI Claims Entry form located on our website at: www.smokymountaincenter.com Fill out the pertinent 
information and follow the prompts to submit the claim. 
 
 
 
Step Seven: BUI Menu Item # 11 Discharges 
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The following menu allows you to discharge a consumer once services have been completed.  A flow chart is included in 
the BUI Manual that explains this process in depth. SMC Care Managers can review the record and determine what 
providers are rendering services to your consumer and determine if security removal can be completed. 
 
 
 
Additional “To Do List” tasks: 
 
As part of a continuing effort to decrease rapid readmissions to private and state psychiatric facilities, SMC is required to 
report hospital aftercare engagement rates to the state on a quarterly basis.  This is one of the many areas of compliance 
that ensures a continuation of the LME’s single stream funding.  Over the past two years SMC has used an internal 
committee to continually evaluate efforts to gather this information in a timely and accurate manner with as little provider 
participation as possible.  It has become apparent however, that in order to collect data with as much integrity as possible, 
some provider participation must occur during this process.   
 
SMC has developed a new hospital aftercare task that will be highlighted on each providers “To Do List” to ensure 
consumers who are being discharged from a higher level of care are receiving aftercare services on a consistent basis. The 
task description will be labeled “No Aftercare Data”, and will be an extension of the already existing Higher Level of 
Care database maintained in BUI by LME staff.  Those providers who have been scheduled to provide services for a 
consumer being discharged from a higher level of care will receive this notification 30 days following the date of 
discharge.  Once you click on the “No Aftercare Data”, task it will re-direct you to the Higher Level of Care screen in BUI 
where you will enter the date of the aftercare appointment.  
 
 
Transition of Services for a Single Consumer from One Clinical Home Provider to Another  
 
SMC’s Provider Relations does not require notification of single consumer transitions but does need to be notified when a 
provider ceases to provide a service (or multiple services) as the result of a withdrawal of endorsement or termination of 
contract. If additional assistance is needed contact the Provider Relations Department at 1-866-990-9712. Transfer of 
consumers is the responsibility of the clinical home provider. If you are not the Clinical Home provider notify the Clinical 
Home provider as they are responsible to facilitate alternative choice of Provider.  
 
The Clinical Home provider is responsible for assisting in consumer choice of a new provider and deciding the 
appropriate service for the consumer. Access Center can be contacted at 1-800-849-6127 to assist with consumer choice 
of a new provider. Releases of Information must be signed by the consumer and/or guardian and routed to  
the appropriate parties. The new provider will need to be advised of the consumer’s record number so they can contact the 
Access Center to request access to the consumer record in BUI. 
The Provider who is terminating the service will request discharge for the consumer through BUI Menu Item #11, after 
request is submitted the provider will remain on the consumer record in BUI for 30 days. All claims must be entered prior 
to the end of the thirty days. 
 
New Providers Receiving a Transferred Consumer 

 
Providers who receive a referral for a new consumer that has been transitioned from another Clinical Home provider will 
need to request access to the consumer’s record in BUI. Providers may conduct a new assessment if needed to determine 
appropriate services for client, only if approval is received and depending on the funding source. A new PCP and 
authorization for services must be obtained by the new provider before services are rendered. 
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Both the transitioning provider and the new provider must remain in contact so that appropriate First Responder contact 
with consumer is maintained throughout the transition. Ensuring the consumer has follow-up care for medication and/or 
medication appointments can avoid any disruption in the episode of care and avoid crisis and/or hospitalization. 
The Access Center can be contacted at 1-800-849-6127 if you have any questions or if the Clinical Home provider is 
unable or unwilling to facilitate the transfer of services. If you have a question for a Care Manager call 1-866-990-9712 
and choose option 3.  
 
Termination of Services / Withdrawing a Service / Multiple Consumers Transitioning 
 
The Provider Relations Department located in the Southern Region must be notified in writing of withdrawal of each 
service and/or withdrawal from network, including the date services or operations will cease. The SRPR Specialist will 
determine if the provider is a Clinical Home provider and assist in the facilitation of the transfer of care for all consumers. 
If a residential provider notifies SMC of the clinical home provider service withdrawal, then the SRPR Specialist would 
be responsible to notify the Clinical Home and advise them to initiate the transfer of care. 
 
The Southern Region Provider Relations (SRPRS) Specialist will maintain contact with the provider and local LME 
Quality Management staff in the appropriate region to facilitate the termination of services, withdrawal of services and the 
transition of all consumers involved. A copy of the policy and procedure for transition will be made available to all LME 
and provider staff involved by the Provider Relations Department.  
             

 
Discharge / Termination of a Consumer   
 
Discharge and termination requests can be requested for those consumers who have completed their episode of care or 
who have not engaged in services within 90 days after the LME registration process has been completed. Discharges and 
terminations are requested through BUI Menu Item # 11-Admissions and Discharges. Once you have submitted your 
request the Service Management Department will review the request and issue a determination.  
 
Properly requesting discharge and termination for consumers can reduce the number of tasks on your BUI To Do List, so 
it is important to accurately document active vs. inactive consumers. 
 
 

�x Medicaid Provider - www.dhhs.state.nc.us/dma/mp/mpindex.htm 
�x State Funded Provider (GS 122C-151.4) AA/CP policies/procedures 

 
 
 

Provider Dispute Resolution 
 
It is the policy of Smoky Mountain Center for MH/DD/SAS, hereafter referred to as SMC, that providers shall have an 
opportunity to appeal the following at the local level:  a) those decisions or actions on the part of SMC that may be 
appealed to the State MH/DD/SA Appeals Panel under G.S. 122C-151.4;  b) decisions or actions on the part of SMC that 
affect the provider's status in the provider network; and,  c) decisions or actions on the part of SMC that relate to a 
provider's professional competency or conduct. 
 
 
 
PROCEDURE 
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SMC actions subject to appeal 
1. A provider shall not have recourse to a local appeal process in response to the following SMC actions: 

a. Non-renewal of contract; 
b. A direct and contractually or administratively explicit consequence of violating a contract and/or administrative 

requirement; 
c. Formal report to authorities, including but not limited to the following: 

i. DHSR (Type A violations); 
ii.  DSS (abuse, neglect, and exploitation); 
iii.  Law enforcement (any criminal activity); or, 
iv. DMHDDSAS Accountability Team (fraud). 

d. Formal referral to the Division of MH/DD/SA Services for possible summary revocation of authorization to 
receive public funding for the provision of MH/DD/SA services. 

 
2. Except for the actions noted above, a provider shall have recourse to an appeal process at the local level in response to 

any formal action by SMC that relates to 
a. the provider’s status within the provider network; 
b. the provider’s compliance with requirements for the provision of services;  
c. the imposition of a contract or MOA requirement; 
d. the provider’s compliance with contract or MOA requirements; 
e. the provider’s professional competency or conduct; or, 
f. a reduction in funding for the services provided by or formerly provided by the provider. 

 
Notification of provider/Filing requirements 
3. SMC shall notify the provider via certified letter regarding any SMC action which a provider may appeal.  Such 

notification shall be sent within 10 business days of the action.  The notification shall inform the provider that, in 
order to activate the appeal process, 
a. the provider must submit a written request via certified mail which must be received by the SMC Provider 

Relations & Systems Performance Department (PRSP) within 10 business days from the date that the provider 
received the notification, and 

b. the request must specify the following: 
i. the date of the notification letter; and, 
ii.  the specific action or actions which the provider is appealing. 

 
Receipt of appeal 
4. Upon receipt of an appeal, the Customer Service Team (CST) shall log the appeal for tracking purposes and shall send 

the provider a letter within 2 working days acknowledging receipt of the appeal. 
5. The CST shall refer the appeal to the Quality Improvement Committee (QIC) within one working day of receipt of the 

appeal. 
 
Determination of the validity of an appeal 
6. The QIC shall review the appeal and shall make a determination as to its validity. 
7. If the appeal is determined to be invalid, the QIC shall send a letter informing the provider of this determination.  The 

letter shall explain why the issue raised by the provider is not subject to appeal or why the appeal is otherwise invalid. 
8. A provider may modify and re-file an appeal subsequent to a QIC finding that an appeal is invalid.  The provider must 

do so within 10 business days following receipt of the invalidation letter. 
 
Review panel candidates 
9. The QIC shall maintain a pool of willing provider staff qualified to serve as peers on panels charged with reviewing 

provider appeals. 
10. The pool shall include a representative cross-section of professionals sufficient to provide an appropriate peer 

appointee for any dispute which is likely to arise. 
 
Determination of the nature of the dispute 
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11. The QIC shall review the appeal and shall determine the nature of the dispute. 
12. If the QIC determines that the dispute concerns issues of a non-clinical nature, the QIC shall select one of the 

following options: 
a. Initiate the Standard Review Process (SRP) by designating an SMC staff to review the appeal and make a 

determination as to its disposition.  The designated staff must have appropriate expertise in the subject of the 
dispute and must not have been involved in the initial decision that led to the appeal. 

b. Offer the provider the option to bypass the SRP and instead proceed with the Panel Review Process (PRP) as 
described below. 
i. The CST shall contact the provider and determine the provider’s preference with regard to proceeding with 

the PRP. 
ii.  If the provider expresses a preference for the SRP, CST shall refer the appeal back to QIC for designation of 

the reviewer. 
iii.  If the provider agrees to the PRP, CST shall refer the appeal back to QIC for designation of the panel as 

described in (13) below. 
13. If the QIC determines that the dispute concerns issues of a clinical nature, or if QIC and the provider have mutually 

agreed to proceed with the PRP, the QIC shall designate a 3-person review panel.  The panel shall include a provider 
staff who is not otherwise involved in network management and who is a clinical peer of the provider who filed the 
appeal. 

 
Standard Review Process 
14. Within 5 working days of designation by the QIC, the designated SMC staff reviewer shall initiate contact with the 

provider who filed the appeal.  Upon making contact, the reviewer shall give the provider an opportunity to present 
any information which the provider deems relevant to the dispute.  After making contact, the reviewer shall allow 10 
working days for the provider to present such information. 

15. Following the receipt of the latter information, the reviewer shall make a determination as to the disposition of the 
appeal within 10 working days.  The reviewer shall send a written summary of the determination to CST. 

16. If the reviewer overturns or partially overturns the prior SMC decision, CST shall send the summary to the 
appropriate department for reversal or discontinuation of the associated action.  The latter department shall complete 
the steps necessary for such reversal or discontinuation within 5 working days.  CST shall also send the summary to 
QIC for its review. 

17. If the original decision was upheld or partially upheld, and if the provider has additional information refuting the 
review findings, the provider may continue the appeal by requesting a PRP.  To request a PRP, the provider must 
submit a written request via certified mail which must be received by PRSP within 10 business days from the date that 
the provider received the determination letter, and the request must include the following: 
a. the date of the determination letter; 
b. the specific review decision which the provider wishes to appeal further; and, 
c. a copy of the additional information refuting the review findings. 

18. Within one working day of receipt of the summary, CST shall send it to the provider along with a letter informing the 
provider of the further appeal rights described above, if applicable. 

 
First-Level Panel Review Process 
19. CST shall coordinate with the provider and the panel appointees to set a first-level hearing date.  The hearing shall be 

scheduled for a date within 30 days of the designation of the review panel. 
20. Within one business day of setting the hearing date, CST shall send a letter to the provider confirming the hearing 

date. 
21. CST shall initiate contact with the provider and shall offer to assist the provider in presenting information to the panel 

for its review. 
22. The provider is invited to attend the hearing but is not required to do so. 
23. Following the hearing, the panel shall arrive at a decision within one business day.  In the event that consensus cannot 

be obtained, the majority shall rule. 
24. The panel shall appoint one of its members to write a summary of the decision.  The appointed member shall 

complete the summary and send it to CST within 5 working days of the decision. 
25. If the panel overturns or partially overturns the prior SMC decision, CST shall send the summary to the appropriate 

department for reversal or discontinuation of the associated action.  The latter department shall complete the steps 
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necessary for such reversal or discontinuation within 5 working days.  CST shall also send the summary to QIC for its 
review. 

26. If the original decision was upheld or partially upheld, and if the provider has additional information refuting the 
review findings, the provider may continue the appeal by requesting a second-level panel review.  To request a 
second-level panel review, the provider must submit a written request via certified mail which must be received by 
PRSP within 10 business days from the date that the provider received the determination letter, and the request must 
include the following: 
a. the date of the determination letter; 
b. the specific review decision which the provider wishes to appeal further; and, 
c. a copy of the additional information refuting the review findings. 

27. Within one working day of receipt of the summary, CST shall send it to the provider along with a letter informing the 
provider of the further appeal rights described above, if applicable. 

 
Second-Level Panel Review Process 
28. The procedures described in (19) through (25) above for the first-level PRP shall be repeated for the second-level 

PRP. 
29. If the original decision was upheld or partially upheld, the provider shall have no further recourse for an appeal at the 

local level.  However, the provider may be eligible for an appeal to the State MH/DD/SA Appeals Panel. 
30. Within one working day of receipt of the summary, CST shall send it to the provider along with a letter informing the 

provider of the criteria and the process for an appeal to the State MH/DD/SA Appeals Panel, if applicable. 
 
Correspondence with provider 
All wr itten correspondence required by this policy and procedure shall be sent via certified mail.  The provider shall be 
considered to have received the correspondence on the date of the attempted delivery, regardless of whether or not the 
provider accepts or picks up the correspondence. 
 
 
 

 
All Providers 

 
There are two categories of Provider Disputes.  In the first category, a provider complaint regarding the LME, Providers 
are encouraged to resolve disputes by expressing their concerns to the appropriate SMC staff.  The Provider Community 
staff is always available to assist the Provider to assure they are connected with the appropriate person/s to resolve the 
issue or concern.   
 
If resolution cannot be reached, the Provider may file a complaint with the Quality Management Department.  Providers 
may file a complaint during business hours by calling SMC and selecting the appropriate option provided by the 
automated voice attendant.  Call Center staff will answer the call and will gather information pertaining to the complaint.  
Quality Management staff will contact the Provider before the end of the next business day to assist the Provider with the 
complaint. 
 
In the second category, a provider appeal of an adverse action by an LME, Providers may appeal an adverse action taken 
against them by the LME by following the guidelines in the two SMC LME policies listed below: 
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Adverse Action Against a Provider 
 
 

It is the policy of Smoky Mountain Center for MH/DD/SAS, hereafter referred to as SMC, that when a provider’s failure 
to meet standards associated with the provision of services is intractable and/or poses serious health & safety, legal, 
ethical, and/or systemic professional concerns, Smoky Mountain Center shall take appropriate action against the provider.  
Such action may include direct action as necessary to eliminate or limit the ability to provide services, or it may consist of 
reporting to an appropriate authority. 
 
PROCEDURE 
 
Definitions 
1. "Substantial failure to comply" as defined in 10A NCAC 26C .0500 means evidence of one or more of the following: 

a. the provider has not addressed issues that endanger the health, safety or welfare of clients receiving services; 
b. the provider has been convicted of a crime specified in G.S. 122C-80;  
c. the provider has not made available and assessable all sources of information necessary to complete the 

monitoring processes set out in G.S. 122C-112.1;  
d. the provider has created or altered documents to avoid sanctions; 
e. the provider has not submitted, revised or implemented a plan of correction in the specified timeframes; or 
f. the provider has not removed the cause of a summary suspension in the specified timeframes.  

 
Adverse actions 
2. Possible adverse actions taken by SMC against a provider include the following: 

a. Suspension of referrals; 
b. Suspension of future authorization to receive state funds administered by SMC; 
c. Suspension of network participation status; 
d. Revocation of credentialed and/or endorsed status; 
e. Termination of contract or MOA; 
f. Formal referral to the Division of MH/DD/SA Services for possible summary revocation of authorization to 

receive public funding for the provision of MH/DD/SA services; and, 
g. Formal report to authorities, including but not limited to the following: 

i. DHSR (Type A violations); 
ii.  DSS (abuse, neglect, and exploitation); 
iii.  Law enforcement (any criminal activity); or, 
iv. DMHDDSAS Accountability Team (fraud). 

3. Non-renewal of contract shall not be regarded as an adverse action. 
 
Adverse action in response to consumer safety concern 
4. Any SMC staff person who has reason to believe that a provider is engaging in behavior or is practicing in a manner 

that poses a significant risk to the health, safety, or welfare of consumers shall immediately report these concerns to 
his/her supervisor and to the Clinical Operations Director or designee. 

5. In addition, staff shall make the following reports as indicated: 
a. If staff has cause to suspect that any consumer is being subjected to abuse, neglect, or exploitation, staff shall 

report these concerns to the department of social services in the county where the consumer resides or is receiving 
services. 

b. If staff has reason to believe that a provider operating a DHSR-licensed facility is engaging in behavior or is 
practicing in a manner that poses a significant risk to the health, safety, or welfare of the facility’s residents, staff 
shall immediately report these concerns to the DHSR Complaint Intake Unit. 

6. The Clinical Operations Director or designee shall promptly evaluate staff’s concerns and make a determination as to 
whether or not a significant risk is present. 

7. In the event that the Clinical Operations Director or designee determines that a significant risk is present, the Clinical 
Operations Director or designee shall promptly advise the Provider Relations & Systems Performance Department 
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(PRSP) that suspension of network participation status and an expedited investigation are indicated.  Such a 
suspension may be specific as to the facilities, services, and/or practitioners involved. 

8. PRSP shall immediately suspend the provider’s network participation status pending the outcome of the investigation. 
9. PRSP shall arrange for immediate delivery of a written notice to this effect to all of the provider’s network service 

locations, and shall send the notice via certified mail to the provider’s corporate office.  The notice shall instruct the 
provider to discontinue the delivery of services until further notice and to direct consumers in urgent need of services 
to contact the Access Center.  The notice shall include the provider’s appeal rights and instructions for filing an 
appeal. 

10. PRSP shall notify the Access Center to discontinue referrals to the provider as specified by the suspension.  PRSP 
shall coordinate with UM Support to assist in transitioning consumers to other providers as needed. 

11. An expedited investigation shall be conducted in accordance with the Provider Compliance policy, provided that such 
investigation does not duplicate or supersede investigations by governmental oversight agencies.  In the event that 
such an agency conducts an investigation, SMC shall request and shall rely upon that agency’s findings. 

12. In the event that the allegations are found to be unsubstantiated, PRSP shall reinstate the provider’s network 
participation status and shall issue correspondence to the provider to this effect. 

13. If any of the allegations are found to be substantiated, the matter shall be referred to the Provider Evaluation & 
Response Team (PERT) for consideration of further actions to be taken in accordance with this policy.  In accordance 
with this policy and with the Provider Compliance policy, the provider may have recourse to the appeal process in the 
event of any unfavorable finding or adverse action. 

 
Authority for taking adverse action against a provider 
14. No SMC staff person shall take adverse action against a provider except in the following circumstances: 

a. In general, as necessary to protect the health, safety, or welfare of a consumer, and in particular, as specified in 
“Adverse action in response to consumer safety concern” above; 

b. As required by law, or 
c. As authorized by the PERT. 

 
Basis for adverse action against a provider by PERT 
15. The PERT shall have and shall document grounds for taking adverse action against a provider.  In order to take such 

action, the PERT must find substantial evidence that the provider is culpable in one of the following ways: 
a. Violation of a contractual and/or administrative requirement with a direct, explicitly stated consequence; 
b. “Substantial failure to comply” as defined by 10A NCAC 26C .0500;  
c. Violation of professional and/or ethical standards, including tolerating or covering up such violations on the part 

of its employees; or, 
d. Unlawful acts, including orchestrating, promoting, tolerating, or covering up any illegal activity on the part of its 

employees. 
 
 
 
Reports to Management Team and the LME Director 
16. The PERT chair shall report to the Management Team and to the LME Director any decision by the PERT to take 

adverse action against a provider.  The report shall be on the agenda of a Management Team meeting within 5 
business days of the decision, or the next meeting following the decision.  The Management Team or the LME 
Director shall have the authority to overrule or modify any decision made by the PERT and to reverse or modify any 
action taken by the PERT. 

 
Notification of provider 
17. Unless otherwise indicated due to a pending confidential investigation, the PERT shall notify the provider of the 

adverse action being taken.  The notification letter shall be sent via certified mail, and the provider shall be considered 
to have been notified on the date of the attempted delivery, regardless of whether or not the provider accepts or picks 
up the notification letter.  The notification letter shall include the following: 
a. a summary of previous attempts to secure the provider’s compliance; 
b. the action being taken and the applicable timeframe; 
c. the date on which the action was or will be taken; and, 
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d. if applicable, the provider’s appeal rights and instructions for filing an appeal (see “463.2 - Provider Appeals”). 
18. In the event of a provider appeal, the adverse action will remain in effect until a decision is made regarding the merit 

of the appeal.  The adverse action will then be continued, modified, or discontinued accordingly. 
 

 
It is the policy of Smoky Mountain Center for MH/DD/SAS that when a provider’s failure to meet standards associated 
with the provision of services is intractable and/or poses serious health & safety, legal, ethical, and/or systemic 
professional concerns, Smoky Mountain Center shall take appropriate action against the provider.  Such action may 
include direct action as necessary to eliminate or limit the ability to provide services, or it may consist of reporting to an 
appropriate authority. 

 
PROCEDURE 

 
Definitions 

"Substantial failure to comply" as defined in 10A NCAC 26C .0500 means evidence of one or more of the following: 
(a) the provider has not addressed issues that endanger the health, safety or welfare of clients receiving services; 
(b) the provider has been convicted of a crime specified in G.S. 122C-80;  
(c) the provider has not made available and assessable all sources of information necessary to complete the monitoring 

processes set out in G.S. 122C-112.1;  
(d) the provider has created or altered documents to avoid sanctions; 
(e) the provider has not submitted, revised or implemented a plan of correction in the specified timeframes; or 
(f) the provider has not removed the cause of a summary suspension in the specified timeframes.  
 

Adverse Actions 
 
Possible adverse actions taken by the LME against a provider include the following: 
�x Suspension of referrals; 
�x Suspension of future authorization to receive state funds administered by the LME; 
�x Termination of current authorization to receive state funds administered by the LME; 
�x Termination of contract or MOA; 
�x Withdrawal of endorsement; 
�x Formal report to authorities, including but not limited to the following: 

o DFS (Type A violations) 
o DSS (abuse, neglect, and exploitation) 
o Law enforcement (any criminal activity) 
o DMHDDSAS Accountability Team (fraud) 

�x Formal referral to the Division of MH/DD/SA Services for possible summary revocation of authorization to receive 
public funding for the provision of MH/DD/SA services. 

 
Authority for Taking Adverse Action Against a Provider  

 
No SMC staff person shall take adverse action against a provider except in the following circumstances: 
�x As required by law, or 
�x As authorized by the Provider Evaluation & Response Team (PERT), the Management Team, or the Area Director. 
 

Basis for Adverse Action Against a Provider  
 
The PERT shall have and shall document grounds for taking adverse action against a provider.  In order to take such 
action, the PERT must find substantial evidence that the provider is culpable in one of the following ways: 
�x “Substantial failure to comply” as defined by 10A NCAC 26C .0500; or, 
�x Orchestrating, promoting, tolerating, or covering up any illegal activity on the part of its employees. 
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Reports to Management Team and the Area Director 

 
The Quality Management Director shall report to the Management Team and to the Area Director any decision by the 
PERT to take adverse action against a provider.  The report shall be on the agenda of a Management Team meeting within 
5 business days of the decision, or the next meeting following the decision.  The Management Team or the Area Director 
shall have the authority to overrule or modify any decision made by the PERT and to reverse or modify any action taken 
by the PERT. 
 

 
Notification of Provider  

 
Unless otherwise indicated due to a pending confidential investigation, the PERT shall notify the provider of the adverse 
action being taken.  The notification letter shall be sent via certified mail, and the provider shall be considered to have 
been notified on the date of the attempted delivery, regardless of whether or not the provider accepts or picks up the 
notification letter.  The notification letter shall include the following: 
�x a summary of previous attempts to secure the provider’s compliance; 
�x the action being taken and the applicable timeframe; 
�x the date on which the action was or will be taken; and, 
�x if applicable, the process via which the provider may appeal the action. 

o Referrals to outside agencies are not subject to appeal at the LME level. 
o The adverse action will remain in effect until a decision is made regarding the merit of the appeal.  The 

adverse action will then be continued, modified, or discontinued accordingly. (See “Provider Appeals” 
policy.) 

 
 

PROVIDER APPEALS 
 

POLICY  
 
Pursuant to G.S. 122C-151.3, it is the policy of Smoky Mountain Center for MH/DD/SAS that providers shall have an 
opportunity to appeal at the local level those decisions or actions on the part of Smoky Mountain Center that may be 
appealed to the State MH/DD/SA Appeals Panel under G.S. 122C-151.4. 

 
PROCEDURE 

 
LME actions Subject to Appeal 

 
A provider shall have recourse to an appeal process at the local level in response to any formal action by the LME that 

a) finds that the provider has failed to meet one or more requirements for the provision of services; or, 
b) systematically limits the provider’s ability to provide services. 

 
Such actions include the following: 

�x citation of one or more deficiencies in a Report of Findings (ROF) issued pursuant to a local monitoring review, a 
complaint investigation, or a contract/MOA performance review; 

�x suspension of referrals; 
�x suspension of future authorization to receive state funds administered by the LME; 
�x termination of current authorization to receive state funds administered by the LME; 
�x termination of contract or MOA; 
�x withdrawal of endorsement. 

 
A provider shall not have recourse to a local appeal process in response to the following LME actions: 
�x Formal report to authorities, including but not limited to the following: 

o DFS (Type A violations) 
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o DSS (abuse, neglect, and exploitation) 
o Law enforcement (any criminal activity) 
o DMHDDSAS Accountability Team (fraud) 

Formal referral to the Division of MH/DD/SA Services for possible summary revocation of authorization to receive public 
funding for the provision of MH/DD/SA services. 

 
 

Notification of Provider/Filing requirements 
 
Regarding any action which a provider may appeal at the local level, the LME shall notify the provider in writing as 
required by the relevant LME policy.  Such notification shall inform the provider that, in order to activate the local appeal 
process in response to an action by the LME,  

a) the provider must submit a written request via certified mail which must be received by the LME Quality 
Management Department within 10 business days from the date that the provider received the notification, and 

b) the request must specify the date of the notification letter, and it must specify the action which the provider is 
appealing.  

 
 
 
 
 

Correspondence with Provider  
 
All written correspondence required by this policy and procedure shall be sent via certified mail.  The provider shall be 
considered to have received the correspondence on the date of the attempted delivery, regardless of whether or not the 
provider accepts or picks up the correspondence. 
 

Arranging a Hearing 
 
Upon receipt of a valid request, the Quality Management Department shall notify the PERT of the pending appeal.  The 
PERT shall review the issue under appeal and shall identify a) LME staff to be present for the hearing for the purpose of 
providing relevant information, and b) steps to be taken in preparation for the hearing.  The PERT shall identify and 
reserve two possible dates/times for the hearing, both of which shall fall within 20 business days of receipt of the 
provider’s request. 
 
Within 5 business days of receipt of the provider’s request, the QM Department shall contact the provider in order to 
schedule the hearing and to determine the provider’s preference as to the nature of the hearing, which may be face-to-face, 
telephonic, or consist solely of document review.  In the event that neither of the dates/times reserved by the PERT is 
agreeable to the provider, the QM Department shall make reasonable efforts to schedule the hearing for a date/time that is 
mutually agreeable, allows adequate time for both parties to prepare for the hearing, and falls within 20 business days of 
receipt of the provider’s request.  In the event that a mutually agreeable date/time cannot be arranged in spite of such 
efforts, the QM Department shall unilaterally schedule the hearing for a date/time that falls between 10 and 20 business 
days of receipt of the provider’s request. 
 
The QM Department shall offer to receive any documentation that the provider wishes to send in support of the appeal.  
Prior to the hearing, the QM Department shall compile all such documentation received along with all relevant LME 
documentation and provide copies of the compilation to each PERT member. 
 
Within 1 business day of determining the date/time for the hearing, the QM Department shall send the provider written 
notice of the hearing via certified mail.  The notice shall inform the provider that the hearing is an administrative rather 
than a legal proceeding and that no legal representation is permitted. 
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Conduct of the Hearing 

 
The hearing is an administrative rather than a legal proceeding.  No legal representation is permitted. 
 
The Provider Evaluation & Response Team (PERT) shall hear the provider’s appeal.  The PERT shall designate one of its 
members to chair the hearing.  The chair shall assure that both sides of the issue in question are fully heard and given 
careful consideration.  No decision will be made during the hearing. 
 

Outcome of the Hearing 
 
The PERT shall arrive at a decision within 5 business days following the hearing.  The decision shall consist of one of the 
following: 

a) The appeal has no merit and the original action to be taken by the LME stands. 
b) The appeal has brought forward information that changes the LME’s original perception of the issue.  As a result, 

the action being taken by the LME will be modified, or a different action will be taken. 
c) The appeal has brought forward information that removes the basis for the LME’s action.  The action will be 

reversed, and steps will be taken to restore the provider to its previous status, effective following the completion 
of such steps. 

d) Within 2 business days of the PERT’s decision, the Quality Management Department will send a letter via 
certified mail to the provider.  The letter will state the decision and describe any action that will be taken by the 
LME as a result of the decision.  If the outcome of the appeal is such that the LME continues to take action 
subject to appeal, the letter shall advise the provider of the state-level appeals process. 

 
Reports to Management Team and the Area Director 

 
The Quality Management Director shall report to the Management Team and to the Area Director any decision by 

the PERT to respond to a provider appeal by modifying or overturning a previous LME decision.  The report shall be on 
the agenda of a Management Team meeting within 5 business days of the decision, or the next meeting following the 
decision.  The Management Team or the Area Director shall have the authority to overrule or modify any decision made 
by the PERT and to reverse or modify any action taken by the PERT. 
 

Technical Assistance to Providers 
 

General Technical Assistance/Training Collaboration: 
 

The LME shall render technical assistance to providers on LME-specific policies, procedures, and requirements 
and DHHS policies and communications, as well as assistance in navigating the MH / DD / SAS system. The LME shall 
provider guidance regarding the requirements and expectations of the State MH / DD / SAS system. The LME shall help 
providers locate appropriate sources of technical assistance or training if the LME is unable to provide the needed 
assistance or training. 

State Funded Provider Training and Technical Assistance 
 
State Funded Contract – Article II – 2.18 - The LME reserves the right to charge the usual and customary fee for 

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

Medicaid Provider Training and Technical Assistance 
 
Medicaid Funded MOA – Article I 1.6 - The Provider must attend all relevant Orientation Sessions as determined 

by the Area Authority/County Program at no cost to the Provider. The Provider shall attend all mandatory trainings as 
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related to business practices at no charge to the Provider as space permits. The Area Authority/County Program reserves 
the right to charge the usual and customary fee for additional staff attendance or scheduling additional trainings to meet 
Provider demand. The Area Authority/County Program shall also mandate Provider attendance at selected Clinical 
Sessions of which the Provider bears the cost, whether Area Authority/County Program sponsored or offered by outside 
Parties. The Provider shall also bear the cost of all trainings related to licensure or accreditation activities. The Provider 
must be able to demonstrate to Area Authority/County Program its application of training information received in the 
delivery of services and in compliance with the provisions of this Agreement. 
 
For further assistance, please see the DMA web site: www.dhhs.state.nc.us/dma/home.htm  
 
 

Provider Training  
 

SMC is committed to facilitating local provider training opportunities, including service definition and continuing 
education opportunities to support the knowledge and skill base of our provider community.   
In some cases, training will be provided by SMC staff, while in other cases training will  be made available through a 
contractual relationship between SMC and various trainers.   
 
The current selection of standard training offered by or through the SMC LME includes: 
 
Required and CEU trainings at a low cost to our providers in an effort to support and enhance the services available to the 
consumers within our catchment area. 
 
Providers receive postings announcing all training through the Provider Relations Communications system. 
 
Standard trainings currently offered: 
 
Quarterly:  Person Centered Thinking, Crisis Response and Community Support 
Yearly:                Ethics 
As Needed: Intensive In Home Intervention 
 
CEU and other necessary trainings are currently offered throughout the year and are communicated through the Provider 
Relations Communications system. 
  
NC-TOPPS 

   
Each provider is responsible for notifying the QM department of the identity of its NC-TOPPS administrator.  The 

QM department will provide the Provider NC-TOPPS administrator with training and technical assistance.  The NC-
TOPPS administrator will be responsible for assuring that provider staff receives appropriate NC-TOPPS training.  The 
NC-TOPPS administrator will also be responsible for monitoring the organization’s compliance with NC-TOPPS 
requirements and will serve as a liaison to SMC for the purpose of clarifying any compliance issues that arise.   
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Section III    Community Based Services and Contacts 

 
 

Community Based Clinicians 
 

As mental health reform began Smoky Mountain Center recognized that a localized LME presence would be necessary to 
assist providers, local stakeholder agencies and consumers in navigating the many changes brought about by reform. This 
team known as the Community Based Clinicians is comprised of five licensed clinicians that serve the 7-county Southern 
Region. Their roles are to provide information, technical assistance and care coordination in their respective counties in 
addition to more direct clinical activities such as hospital or jail assessments, emergency assessments or WF/CPS DSS 
assessments when a provider is not available to provide such service. CBC’s serve as the local System of Care contacts 
and local LME Disaster Responders, participate in interagency collaboratives and can provide consultation to providers or 
other agencies relative to systems or clinical issues.   
 

Disaster Response Coordination 
 
 

The Division of MH/DD/SAS has charged SMC with providing a coordinated Disaster Response in case of local or 
regional emergency. SMC’s Provider Network is contractually obligated to respond in coordination with SMC in the 
event of a local or regional disaster within SMC’s service area. State and Federal resources may be accessed when local 
resources are depleted. 
 
Disaster Behavioral Health is intended to be a short term intervention that supports stabilizing individuals, reducing 
symptoms associated with crisis and return to a previous level of adaptive functioning. If an individual needs more 
intensive or longer term intervention, a referral would be made through SMC’s Access Center for screening, triage and 
referral. 
 
SMC’s Community Based Teams work with local emergency management, law enforcement, departments of social 
services and other community stakeholders to develop county disaster response plans and service capacity. In the event 
that SMC’s staff does not have sufficient capacity to respond, SMC’s Provider Network will be called upon to provide 
behavioral health response intervention. SMC’s Provider Network, under the direction of SMC and in coordination with 
the local Emergency Management agency (ies), shall deploy behavioral health disaster responders to deliver behavioral 
health disaster services to survivors and other responders within the counties served by SMC. Behavioral health disaster 
services may be required at the site of a disaster, in emergency shelters, on the telephone/TTY machine, and other sites in 
which other disaster response agencies provide information or services to survivors and responders (e.g., FEMA Disaster 
Application Centers, emergency medical intervention, decontamination or quarantine sites).  
 
SMC will support implementation of evidence-based interventions for disaster behavioral health responders by 
notification or provision of localized training, however Providers are responsible for training their staff in ICS, 
Psychological First Aid, and Disaster Mental Health Response and maintaining certifications sufficient to respond in a 
disaster. At no point should a behavioral health responder just “show up” to a scene without being mobilized by the 
appropriate authority.  
 
The following trainings are required: 

1. Incident Command System 100, 200 and 700. These trainings can be obtained free of charge via the web at 
http://training.fema.gov/IS/NIMS.asp. 

2. Psychological First Aid and/or Disaster Mental Health Response (American Red Cross). 
 

The following trainings are highly recommended: 
1. CPR 
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2. First Aid 
3. Introduction to Disaster Services (American Red Cross) 
4. Shelter Operations (American Red Cross) 
5. Mass Care (American Red Cross) 
6. Other SMC approved evidence-based disaster behavioral health or crisis response interventions. 
 

Disaster response resources may be found at http://www.ncdhhs.gov/mhddsas/disasterpreparedness/index.html.  
 
All providers must have a disaster response plan meeting the standards of their accrediting bodies and in compliance with 
the NC DMH/DD/SAS Endorsement Process. Providers who provide residential services (ex. Group home, therapeutic 
foster care, etc.) to consumers must have a disaster plan including evacuation protocol and shelter in place plan with 
appropriate resources to provide care for consumers in the event of an emergency. Providers must identify a Disaster 
Response Coordinator and an after hours contact number in their provider credentialing application in BUI. This contact 
information will be utilized by the LME in case of a disaster. 
 
 
For more information please contact Rhonda Cox, Care Coordination Director (828) 586-5501 ext. 1141. 
 

 
Geriatric/Adult Mental Health Specialty Team (GAMHST) 

 
A need for greater local capacity to address the needs of older adults with mental illness residing in Long Term Care 
(LTC) facilities or private homes with a caregiver was recognized as plans were developed to increase community 
capacity to serve older adults and to reduce reliance on State Psychiatric Hospital services. The primary purpose of the 
GAMHST program is to providing training, education, consultation and technical assistance to recipients. The teams do 
not provide direct services to the persons residing at the different facilities or in a home such as counseling, case 
management or therapy but provide support and training to the person’s staff and caregivers. In regard to younger adults 
(ages 18-59), GAMHST services are only provided in LTC facilities. 
 

 Team Description 
 
The majority of the teams consist of three team members, a registered nurse and a master’s prepared therapist and a 
Qualified Mental Health Professional with experience working with the target population. 

 
Recipients of GAMHST Services 

 
The GAMHST will serve the following:  
1. Nursing home, adult care home or family care home staff serving adults with mental illness. These can be facilities 

identified during discharge planning for individuals who are in a state psychiatric hospital preparing to return to the 
community or facilities currently serving adults with mental illness. 

2. Caregivers who are providing care to adults in a residential home who are 60 years of age or older with mental illness 
and at risk for psychiatric hospitalization. GAMHST also provides services to caregivers of adults under age 60 that 
have geriatric-like needs. 

In the event the GAMHST has successfully met the needs of the priority recipients listed above, they may provide training 
or education to other agencies or providers serving older adults with mental illness, such as Senior Centers. 
 

Team Goals 
The goals of the GAMHST program, through training, education consultation and technical assistance is to: 1) enhance 
the understanding of mental illnesses among LTC staff and caregivers; 2) assist the LTC staff and care givers to 
successfully care for adults with mental illness living in LTC settings or homes; 3) enhance the skill and technique of staff 
and caregivers to prevent an escalation of behaviors that could place the adult in a psychiatric hospital. 
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Team Activities 

 
GAMHST activities include, but are not limited to, the following:  
�x provide training and education to service recipients on a variety of topics to meet the team goals;  
�x provide resident-specific training with staff regarding behaviors that may result in  need for more intensive services 

including and up to hospitalization; 
�x assist staff in understanding the importance and components of assessing behaviors;  
�x provide input and support in the development of intervention plans; 
�x provide training to staff at long term care facilities regarding the development and implementation of intervention 

plans;   
�x model for staff appropriate implementation of intervention plans as needed; 
�x train recipients on psychiatric medication issues and how to collaborate and advocate with psychiatrist, physician and 

pharmacist; 
�x educate facility staff and caregivers on issues and such topics as recognizing symptoms of mental illness, assessment 

of behaviors, behavioral interventions, communication issues, and medication issues; 
�x establish positive relationships with community stakeholders serving the geriatric population, such as Adult Home 

Specialist and Ombudsman, for the purpose of increasing community awareness and utilization of GAMHST services; 
�x provide resource information and assist in identifying training resources for long term care facility staff and 

caregivers; 
 
GAMHST activities provided to assist with the successful reintegration of adults with mental illness into the LTC 
facilities or older adults into a residence when they are discharged from State Psychiatric Hospitals include, but are not 
limited to, the following:   
�x provide information to LME and state hospital regarding strengths and capabilities of the appropriate long term care 

facility for individual discharge planning; 
�x assist in discharge planning with hospital staff, assigned mental health service provider and LME acting as a support 

to the planning process by providing resource information on rehabilitative services and/or residential setting that are 
needed by the individual;  

�x provide training and support to the staff of the long term care facility or caregiver to which the individual is going to 
be discharged to on issues specific to that individual that are identified by the hospital discharge planning team; 

�x provide input and support to the psychiatric hospital staff, assigned mental health service provider, LME and 
residential staff or caregiver in the discharge planning team’s development of a crisis plan specific to the individual 
and train the staff on strategies to implement the crisis plan; 

�x provide face-to-face or phone support to the long term care facility staff or caregivers during normal work hours to 
assist the staff or caregiver via instructions with implementation of the crisis plan and to instruct the staff or caregiver 
to notify the agency responsible for first response if crisis plan is unsuccessful in diffusing the crisis. (GAMHST 
members are not first responders and do not replace functions of identified clinical home.) 

 
If you have a consumer or are an agency who may benefit from these services, please contact the following for GAMHST 
programs: 
 
Central Region:   Terry Spencer, LCSW, Adult Life Programs at (828) 326-9120 or 

tspencer@adultlifeprograms.com 
 
Northern Region: Vacant 
 
Southern Region:  Ruth Jordan, LPC, Smoky Mountain Center at (828) 586-5501 ext. 1245 or 

jordarut@smokymountaincenter.com 
 
For Questions or Concerns please contact Ruth Jordan or Rhonda Cox, Care Coordination Director at 586-5501 ext 1141 
or coxrhonda@smokymountaincenter.com. 
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Substance Abuse Prevention & Education 
 

The Substance Abuse & Prevention Treatment Block Grant utilizes Behavioral Health Prevention Education Services to 
delay or eliminate the use of substances including alcohol, tobacco and illicit drugs in at-risk children under the age of 
eighteen. These funds are designated for individuals who do not require treatment but would benefit from education and 
counseling to reduce the risk of substance use and abuse. Six early intervention strategies are identified: Information 
Dissemination, Education, Alternatives, Problem Identification and Referral, Community Based Process and 
Environmental.  
�x Information Dissemination focuses on awareness and knowledge of the nature and extent of alcohol, tobacco and drug 

use, abuse and addiction and their impact on individuals, families and communities.  
�x Education focuses on activities that involve interaction between an educator/facilitator and participants.   
�x Activities aim to affect critical life and social skills such as decision-making, refusal skills, critical analysis of cultural 

messages and systematic judgment abilities.  
�x The Alternatives strategy engages the target group in activities that exclude the use of substances (for instance drug 

free dances and parties, community drop-in centers, etc).  
�x Problem Identification and Referral works to identify youth who have indulged in illegal/age inappropriate use of 

tobacco, alcohol or illicit drugs and then assess whether their behavior can be reversed. This strategy is not designed 
to determine if an individual is in need of treatment services.  

�x The Community Based Process strategy aims to increase the ability of the community to more effectively provide 
prevention and treatment services for alcohol, tobacco and drug abuse disorders utilizing organizing, planning, 
enhancing efficiency and effectiveness of services implementation, interagency collaboration, coalition building and 
networking.  

�x The Environmental strategy is a two-pronged approach which seeks to change written and unwritten community 
standards, codes and attitudes, thereby influencing the occurrence of substance use by the general public. 

 
The Prevention Coordinator will, in accordance with the DMH/DD/SAS directive for providing appropriate Prevention 
services, follow SAMHSA’s Strategic Prevention Framework by basing the prevention activities plan on the results of 
existing data on community needs and response capacities (ex. PRIDE surveys utilized by schools for Safe & Drug Free 
Schools initiatives, Healthy Carolinians, SMC Emergency Services data) and identifying current response capacity. As a 
member of the LME, this position will work with the existing provider network, community stakeholders and will identify 
additional providers in the community who may not be part of the Smoky Mountain Center network to coordinate 
evidenced based prevention activities and trainings across the Smoky Mountain Center catchment. The Prevention 
Coordinator will also partner with the provider network, CBC’s, Northern Region staff and community stakeholders to 
decrease gaps between prevention interventions and treatment continuum. In Smoky Mountain Center’s Northern Region 
prevention activities are provided by contractors. Northern Region contractors are partnering with the LME Prevention 
Coordinator to develop strategies and outcome measures that identify gaps as well as penetration rates of prevention 
activities across both regions.  
 
For information regarding prevention activities and trainings please contact Patti Tiberi, LPC, LCAS at Smoky Mountain 
Center’s area office (828) 586-5501. 
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System of Care 

 
The Division of MH/DD/SAS has identified System of Care philosophy and principles of providing coordinated care to 
children and their families as best practice and have created LME positions to address the following core functions:  

�x Youth and Family Involvement and Leadership: The SOC Coordinator will work to include youth and families 
at all levels of the system including representation at local collaboratives, ensuring that families are leading their 
person-centered planning processes and providing support and leadership opportunities.  

�x Child & Family Teams for Person-Centered Planning: The SOC Coordinator will work with provider agencies 
to ensure the occurrence of and fidelity to this process and provide technical assistance as needed. 

�x Involvement in the Community Collaborative(s): The SOC Coordinator will serve as staff to the local 
community collaboratives, recruit and maintain membership that includes family members, youth, child-serving 
agencies and community partners.  

�x Interagency Collaboration: The SOC Coordinator will engage agencies in the work of local collaboratives to 
identify gaps and resources in the continuum of care, identifying services to address gaps and maximize funding 
opportunities. 

�x SOC Training and Technical Assistance: The SOC Coordinator will identify technical assistance needs of the 
collaboratives, provider agencies, families and LME staff and facilitate the necessary assistance.  

�x Quality Management Processes: The SOC Coordinator will utilize quality management processes to ensure the 
effectiveness of SOC efforts for youth and families in the community. The Coordinator will also work toward 
developing a Care Review process as part of the local collaborative to support CFT’s and continually address 
systems issues. 

 
Smoky Mountain Center has an identified SOC Coordinator for the Northern (Ashe, Avery, Alleghany, Wilkes, & 
Watauga) and Southern Region (Cherokee, Clay, Graham, Haywood, Jackson, Macon, & Swain). Both SOC Coordinators 
are working with the provider network and community partners to strengthen the Child & Family Team process through 
training, community education, outreach and community collaborative care team review process. The Division in concert 
with Department of Juvenile Justice, Public Instruction, Public Health and Social Services, have developed a cross system 
training process to be used by all potential members of a Child & Family Team. The local SOC Coordinators have been 
qualified to facilitate these trainings. These trainings can fulfill the elective requirement for Person-Centered Thinking. A 
System of Care handbook can be found at  http://www.eastpointe.net/providers/providerforms/misc/soc-
familyhandbook1-06.pdf.  
 

If you have training needs or need technical assistance please contact your local SOC Coordinator: 
 

Southern Region Coordinator Northern Region Coordinator Central Region Coordinator 
Rhonda Cox, HSP-PA 
(828) 456-9452 x 2640 

* Contact for training requests 

Christie Pruess, MA, LPC. 
 (828) 263-5641 

Jim Hamilton, MA. LPC. CFE.  
(828) 430-7148 

Ext. 3316 
 

 
 
For county specific SOC needs you may also contact your local Community Based Clinician. 
 

Value Options Procedure 
 

Value Options is identifying individuals as having high risk behaviors and providing information to SMC to ensure 
appropriate services are being provided in our catchment. The steps for providing High Risk Care Coordination are as 
follows: 
 

1. Value Options High Risk Consumer information will come through the Clinical Director (Steve Puckett). The 
Clinical Director will send a joint email to the LME VO Liaison (Julia Simmons) and Regional Community Based 
Clinician (Sara Beddingfield). 

2. The Regional CBC will distribute information to the appropriate local CBC. 
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The local CBC will complete the following steps: 
 

1. Contact the LME VO Liaison to gather any additional information regarding case;   
2. Contact the listed Service Provider to determine what steps the Provider has already taken;   
3. Meet with Provider and use age appropriate LME Care Review Form to provide feedback to Value Options 

Liaison. The child and adolescent SOC review form is located in BUI. Adult Review Forms will be imported into 
BUI documents.  

 
The LME VO Liaison will be the contact for all direct VO communications. 
 
The Provider should document LME involvement on PCP and provide responses to VO specifically addressing VO 
recommendations in bulleted format. 
 
CBC will develop report and submit to VO which will include contacts, interventions and recommendations that result 
from team meetings.  This report will be imported into the consumer’s Electronic Medical Record. 
 
The Regional CBC will track VO High Risk Cases and implement intermittent monitoring of these cases to ensure 
individual and family needs are addresses as well as monitor for quality service provision. 
 
 
 
 
 
 

Procedure for High Risk Care Coordination for Adjudicated Youth or Adults  
 

Per Implementation Bulletins #45, “effective August 1, 2008 for consumers who are less then 21 years of age and who are 
actively involved (including Dependency or Delinquency status) with the Department of Juvenile Justice or the adult 
criminal court system, service requests must include an attestation on the Person Centered Plan (PCP) signature page that 
the provider has (a) met with the child and family team, and, (b) conferred with the clinical staff of the applicable LME, to 
conduct intensive care management, care coordination, or inter-agency care coordination. Providers may submit with the 
request any additional information resulting from such meetings that will inform the determination of medical necessity. 
Applicable requests lacking such attestation where a reference to court involvement is otherwise evident in the request 
documentation will be returned to the provider as incomplete requests.” 
 
The steps for High Risk Care Coordination for Adjudicated Youth or Adults are the following: 
 

1. The Provider will contact the local Community Based Clinician (CBC) for case consultation and care 
coordination. (Contacting the Care Manager for technical assistance on completing the PCP is not sufficient to 
meet this requirement).   

 
2. The CBC will review the most recent PCP and any additional information necessary to support the consumer and 

their family in meeting their treatment needs. 
 

3. The CBC will document all contacts in the integrated service note section of BUI.  
 

4. The CBC will complete a Care Review Form which will be scanned into BUI. The Care Review Form can be 
provided to the Provider for the Provider’s reference.  
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5. If consultation indicates need for more intensive person centered planning, the CBC may provide support for the 
Provider at the Child & Family Team or for the TASC Care Manager.  CBC Child & Family Team participation is 
a priority for children receiving Intensive In Home or at risk for out of home placement. 

 
 
Section IV     Comprehensive List of State and Federal Requirements  
                      for  the LME  and Provider 
 
 

The document below serves as sufficient and necessary direction to Providers for accessing pertinent rules, 
regulations, standards, and other information referenced in Article I, Section 1.2 of the Agreement. 
These documents change based on legislative action, change in federal and state policy, and state procedures. There is a 
mutual responsibility for Providers and Area Authorities to each routinely check these items for updates on requirements. 
If a Provider is uncertain how a State or Federal change will be implemented, or if an LME has concerns about how a 
change will be implemented, then the LME shall make a good faith effort to get further information or resolution 
regarding implementation and share this with the Provider. However, the Provider shall not exclusively rely upon only the 
LME for information. If a Provider has problems obtaining or understanding the information referenced in this section, 
please contact the following department/individual at the LME: Quality Management Department, Charley Barry (See 
contact information above).   

 
 
 
 
 
 

Comprehensive List of State and Federal Requirements for 
The LME  and Provider 

 
REQUIREMENT  SUGGESTED 

ACCESS 
 

WEB SITE, IF 
AVAILABLE  

APSM 30-1 (Rules for MH/DD/SA- Core rules for 
services and also includes State-covered services 

definitions) 
APSM 45-1 (Confidentiality) 

APSM 45-2 (Service Record Manual) 
APSM 45-2a (Service Records Resource Manual) 

APSM 95-2 (Client Rights) 
APSM 10-3 (Records Retention and Disposition 

Schedule) 
APSM 75-1 (Area Programs Budget ProManual) 

45 CFR Par & 164 (HIPAA Standards for Privacy and 
Security of Health Information) 

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

Contact Web Master for 
the NC Division of 
MH/DD/SA Services and 
NC Division of Medical 
Assistance 
www.dhhs.state.nc.us/mhd
dsas/manuals 
 
 

 
CAP-MR/DD Manual  –(CAP Providers and Core 
Competencies Training Requirements for MR/MI 

service providers) 
 

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

 
http://www.dhhs.state.nc.u
s/mhddsas/developmental
disabilities/operations/inde
x.htm 
 

 
Medicaid-Related Documents 

Medicaid-covered services definitions 
Medicaid Services Guidelines  

Contact: 
Mail Service Center, 
3015 
Raleigh, NC 27699 

 
http://www.dhhs.state.nc.u
s/index.htm 
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Medicaid Communiqués (919) 715-1294 
 

Residential Licensure Requirements 
 
(919) 855-3750 

http://facility-
services.state.nc.us/provid
er.htm 

 
Health Care Personnel Registry 

 
(919) 733-8500 or 
(919) 715-0562 

http://facility-
services.state.nc.us/hcarpa
ge.htm and 
www.ncnar.org  

 
SB 163- Monitoring of Providers 

 Link is being updated 
 

 
State Level 

  

General Statutes 
122-C Mental Health, Substance Abuse, 
Developmental Disabilities Act of 1985 

Applicable sections include but are not limited to: 
�ƒ 122C-3 Definitions 
�ƒ 122C-4 Use of phrase “client or his legally 

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

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

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

reporting 
�ƒ 122C-67 Other rules regarding abuse, exploitation, 

neglect, no prohibited 
�ƒ 122C-(116,141,142,146) Local Government Entity 
�ƒ 122C-151.3 and 151.4 Resolving Disputes with 

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

Adults 
�ƒ 122C-151.3 and 151.4 Resolving Disputes with 

Contractors, etc.  
 

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

DHHS Disaster Preparedness, Response and Recovery 
Plan 

 (Not yet available) 

 
SB 926- Monitoring of Providers 

 http://www.dhhs.state.nc.u
s/mhddsas/sb163/index.ht
m 
 

Performance Agreement(03-04) between DMH and  www.dhhs.state.nc.us/mhd
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Area programs-Attachment 12-prompt pay dsas/performanceagreeme
nt 
 
 

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

 http://www.dhhs.state.nc.u
s/mhddsas 
 
 

Substance Abuse Prevention Treatment Block Grant  http://www.ncdhhs.gov/m
hddsas/saip/saip-
blockgrantreview8-15-
07red.pdf 

 
 
 
 
 
 
 
 
 

 
Federal level 

  
 

 
Drug Free Workplace Act of 1988 as revised 

 
Library-Federal Laws 

http://www.dol.gov/elaws/
drugfree.htm  

 
 

 Section 503 and 504 of the Rehabilitation Act of 1973 

 
 

Library –Federal 
Laws 

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

 
Civil Rights Act of 1964 

 
 
Library-Federal Laws 

www.eeoc.gov  
http://www.eeoc.gov/polic
y/vii.html 

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

 
Library-Federal Laws 

 
www.dol.gov 

 
Public Law 99-319, May 1986 

Protection and Advocacy for Mentally Ill Persons 

 
Library-Federal Laws 

http://thomas.loc.gov/bss/
d099/d099laws.html 
Search for 99-320 

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

patients 

 http://www4.law.cornell.e
du/uscode/42/ch114.html 

 
Public Law 100-509 Protection & Advocacy for 

Mentally Ill 
 

Individual Amendments Act of 1988, October 1988 

 
Library-Federal Laws 

http://thomas.loc.gov/bss/
d100/d100laws.html 
Search for 100-509 
http://www.oxfordhouse.o
rg/fairhouse.html 

 
Public Law 101– 496 Developmental Disabilities 

Assistance and Bill of Rights Act of 1990 

 
 

Library-Federal Laws 

http://thomas.loc.gov/bss/
d101/d101laws.html 
Search for 101-496 

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

 
Library-Federal Laws 

Federal Regulations 
search: 
http://www.gpoaccess.gov
/cfr/index.html 
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Office of the Inspector General (Exclusions - “Lower-
tier Transactions and disbarment”) 

Library – Federal 
Laws 

http://oig.hhs.gov/fraud/ex
clusions.html  

Pro-children Act 
 

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

 
 

Library – Federal 
Laws 

 
http://www.ed.gov/legislat
ion/GOALS2000/TheAct/i
ntro.html 

 
Americans with Disabilities Act 

 

 
Library – Federal 

Laws 

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

OTHER   
North Carolina Council of Community MH/DD/SAS 

Programs 
 www.nc-council.org 

 
   

 
 

LME /LME -Specific  
 

  

Local Business Plan  http://www.smokymountai
ncenter.com/about/busines
splan.asp 

Local Policies and Procedures  See Operations Manual 
text and Link Index 

 
 

 
 
 
 
 
 
 
 
 
 
Section V Authorization Process  
 
 

 
Person Centered Plans for All Enhanced Services 

 
All Medicaid and state-funded services other than periodic outpatient services are considered enhanced and require an 
Introductory Person Centered Plan (IPCP) during initial authorization, Person Centered Plan (PCP), or PCP-Lite (State 
Funded services only).  Thus, services such as ADVP, all Residential and Group Living services, Supported Employment. 
Personal Assistance, etc. all require one of the three above forms of the PCP.  
 

Medicaid Funded Services 
                                                                      (www.dhhs.state.nc.us/dma/home.htm) 

 
All Medicaid services are authorized by Value Options. Information about Value Options procedures, forms, and 
training may be found on their website: http://www.valueoptions.com 

 
 
Providers can also access them through the following means: 
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 North Carolina Value Options Service Center  
3800 Paramount Parkway  
Suite 300  
Morrisville, NC 27560-6901  
 
Toll Free Number   
1-800-367-6143  
 
Fax Numbers 
 919-379-9040   ITR's  
919-379-9045  ORF's  
 
NC Health Choice  
1-800-753-3224  
 
Fax Number  
1-919-379-9035  
 
Medicaid  
 1-888-510-1150  
Fax Number  
919-461-0967(Inpatient Requests)  
919-461-0599(Other MH/SA Services)  
 
Medicaid Developmental Disabilities  
Fax Number  
(All DD and CAP Requests) 
1-919-461-0669 
 
 
 
STATE FUNDED SERVICES 

 
Level of care grids are located on our website at: www.smokymountaincenter.com under the service provider 
section. 
 
 

 
Electronic Authorization Process 

 
All authorization information can be found on our website at www.smokymountaincenter.com, go to the Service Provider 
section in the middle of the page. If you click on BUI Related Info and then click on BUI Training you can take a video 
training on how to submit an authorization request. Please review the communication bulletins from Smoky. They are also 
located in the Service Provider section on our website, under communication bulletins.  
 
 
-Login to the Extranet website (http://extranet.smokymountaincenter.com) using the login information you have been 
provided. If you do not currently have a username and password for either the Extranet or the BUI system, please contact 
your agency’s security representative to have the proper paperwork submitted to the SMC Helpdesk (ext. 1499) to have 
your login created. 
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Authorization Information : 
 
Information y ou will need to have to request an authorization: 
 
Client number 
You or your agency’s provider number 
Service Category (service code you are requesting) 
Service Unit (number of units you are requesting)  
Fund Source 
Disability Category 
Level of Care (A, B, C, or D)  
*IPRS Target Population 
* STR Registration must be completed 
 
*If this information is not submitted you will get an error message and you will be unable to submit your authorization. 
Enter the information as soon as it becomes available. The BUI system will be updated regularly so that your 
authorization will be processed.  
 
Additional Information needed for a DD client: 

 
NC SNAP Score 
Behavioral Level 
Health Care Level 
Daily Activities Living 
 
 
 
Date of Request - the date you are filling out the form.   
Effective Date - the date the authorization is to be made effective and it cannot be before the Date of Request.   
Lapse Date- 30 days out from the Effective Date for residential services  

 90 days out from the Effective Date for outpatient mental health services  
(or the end of the contract year, whichever comes first).   

Service Category -  The Service Code found in your contract in Attachment “A.”  
Number of Service Units - To find the number of services units multiply the units of service from your     contract by the 
total amount of duration of the service to get the correct time  
(Example: FOUR 15 minute increments equals one hour of service).  
 
Fund Source Codes are as follows:  
 
�¾ TNC 9992 
�¾ State Funds 9991 
�¾ State Funds Northern Region 5050 
�¾ State Funds Central Region 6101 
 
The Level of Care is determined from the Level of Care Grids posted on the SMC website under the Provider Tab 
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Authorization Process for State Funded MH/DD/SA Consumers 
 
In response to requests from several providers we have developed a standard Smoky Mountain Center Service Plan for 
state-funded consumers that receive a Basic Assessment—we are calling this form “PCP-Lite.” We have also developed a 
Combined Basic Assessment – PCP-Lite form that eliminates some of the duplicate data entry when completing both a 
Basic Assessment and service plan on the same consumer.  Effective January 1, 2007, all SMC Providers are requested to 
use the SMC PCP-Lite or the Combined Basic Assessment – PCP-Lite form for state funded consumers that do not receive 
a full Diagnostic Assessment and PCP. These new forms should be used for new consumers and for updating service 
plans on state-funded consumers not required to have a full PCP. 
 
The new PCP-Lite and Combined Basic Assessment – PCP-Lite forms are posted on SMC’s website. As always, please 
use the forms on our website where the most recent versions are posted. 
1. In order to access State Funds for consumers, screening, triage, and referral (STR) must be completed for the consumer 
by the LME, or by a contracted provider, prior to rendering of services. Whether STR is done by the LME or a contracted 
provider, the provider of state-funded services must obtain authorization from the LME for all specified services 
subsequent to the assessment. Specified services (see Attachment A of your service agreement) require electronic 
submission of a request for authorization to obtain both the initial and any subsequent service authorizations.  
2. Providers submit requests for initial service authorizations, as well as for subsequent service authorizations, via the BUI 
system.  Authorization for services is required prior to rendering services.  Each service provider is responsible to submit 
the electronic request for their service authorizations.  The clinical home provider must submit the appropriate plan or 
assessment, in support of the service request.  For re-authorizations, the request in BUI must include the justifications for 
the needed service, including a brief description of the consumer’s progress or lack thereof, and descriptions of continued 
need. 
3. It is the provider’s responsibility to inform the consumer of all authorized services. 
 

 
 

NC-SNAP (North Carolina Support Needs Assessment Profile) 
 

 
Effective October 1st, when an NC-SNAP is completed on a Smoky Mountain Center consumer, please mail a copy of the 
NC-SNAP along with a copy of the NC-SNAP coversheet to: 
 
             Mitzi Bivens 

Smoky Mountain Center 
             825 Wilkesboro Boulevard  
             Lenoir, NC. 28645 

 
 
Please be reminded that NC-SNAPs must be submitted in a timely manner.  If an individual is discharged from DD 
services, the discharge information must be completed on the NC-SNAP coversheet and submitted to Mitzi.   
 
To contact Mitzi about an NC-SNAP submission or for obtaining NC-SNAP forms or training, please call 828-430-7148 
ext. 3310 or by email at bivenmit@smokymountaincenter.com.  
 
Clinical Home providers are responsible for submitted NC SNAP information.  For consumer receiving service without a 
Clinical Home provider, such as providers of ADVP, Supported Long-Term Follow Up Services are responsible for 
updating each client’s NC-SNAP yearly and submitting them to the LME.  
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Application of CAP Services 
 
 In order to start the application process for CAP services the case manager and/or the family member/legal 
guardian of the consumer would call the Smoky Mountain Access Center at 1-800-849-6127 and ask for Leisa Wells 
ext.1206 to place the consumer on the CAP waiting list, an explanation will be given as to the documents needed to 
complete the application process, the initial documents needed are, the most recent PCP and psychological evaluation. 
These documents should be submitted through the Communication Center.  When CAP slots become available the CAP 
waiting list is reviewed to see which consumers are ICF/MR candidates. When a consumer is initially deemed as a 
recipient for CAP services, the case manager will  be notified by a Smoky staff member. The case manager is then 
responsible for sending in the appropriate documentation for review by The Murdock Center.  
 
CAP Application Documentation: 
 
MR-2 (Signed and Dated by Physician) 
A Recent Psychological Evaluation 
Other Behavioral or Diagnostic Assessments 
IEP – Individualized Education Plan (If  consumer attends school) 
Person-Centered-Plan 
Occupational, Speech or Physical Therapy Evaluations 
NC SNAP 
Staffing Checklist or letter from Guardian as to why CAP is being requested 
 
The application packet will then be forwarded to the Murdock Center by Smoky staff. The Murdock Center’s physician 
will review the packet for eligibility of CAP services. The Murdock Center will then notify Smoky staff regarding the 
consumer’s status of approval or denial of CAP services. Smoky staff will then notify the consumer’s case manager of the 
decision. 
 

 
Initial and Annual MR -2 Approval Process 

 
As you know, SMC will continue to determine eligibility for CAP funding when funds are available. The initial MR-2 
must be submitted to SMC for approval. The MR-2 must be signed by SMC staff and SMC is responsible for submission 
of the MR-2 to the Murdock Center for approval. When the approved MR-2 is received by SMC, we will mail the blue, 
stamped copy of the MR-2 to the appropriate DSS, and the pink stamped copy to the case manager. Also, SMC is 
responsible for signing the annual MR-2 for all CAP participants. The following are two options for the submission of 
MR-2s to SMC: 

1. Mail the completed MR-2 in a sealed envelope to Smoky Mountain Center, 44 Bonnie Lane, Sylva, NC 
28779 Attn: Service Management. 

2. The completed MR-2 can be delivered to the reception desk at the area office, but it must be in a sealed 
envelope addressed to Smoky Mountain Center, 44 Bonnie Lane, Sylva, NC 28779 Attn: UM-DD. 

SMC staff will review the MR-2 within 3 days and return via mail. Please note that SMC will not schedule appointments 
for review of MR-2s.  
 
Should you have questions, please do not hesitate to let the Service Management department know.   
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Authorization Process for CAP Services 
 

CAP service authorizations are managed by Value Options as of 9/1/06. 
 
 
 
 
 
 
 

CAP Purchase Order Process for CAP Supplies 
 

�x The Targeted Case Management provider will sign a Medicaid Billable Contract with Smoky Mountain Center so 
that the provider can bill for CAP supplies (waiver, durable medical equipment, vehicle adaptations) using SMC’s 
CAP billing number.  

�x The Targeted Case Management provider will need to develop relationships and set up accounts with vendors that 
have been chosen by the consumer to provide the CAP supplies.  

�x The provider will need to develop an internal purchase order (P.O.) procedure for their agency. This internal 
process should insure that each P.O. has the consumer’s initials, record number, and that the services being 
requested on the P.O. are a CAP Medicaid billable service.  

�x The Targeted Case Management provider will be responsible for ensuring that they have a current prescription, a 
plan of care, and their copy of the current ValueOptions approval letter prior to rendering services.  

�x The Targeted Case Management provider will need to make arrangement to have items that cannot be delivered to 
the consumer’s home delivered to the agency’s office instead of to the LME.  It will then be the responsibility of 
the Targeted Case Management agency to ensure that the consumer receives the supplies.  

�x The Targeted Case Management provider is responsible for paying vendors who require payment prior to 
reimbursement from Medicaid.  This is not the LME’s responsibility.  

�x Targeted Case Management providers will need to bill Medicaid by either submitting an 837 billing transaction or 
bill using the EDS web form to Medicaid using the LME CAP billing number.  

�x When Medicaid pays the LME, the LME will in turn reimburse the Targeted Case Management provider 100% of 
the funds received by using the attending provider number provided to Medicaid on the claim.  The LME will 
reimburse the Targeted Case Management provider per the timeframes outlined in the Medicaid Billable Contract.  

�x The Targeted Case Management provider is at risk for payback under Medicaid audit for any issues related to 
misuse of the LME CAP billing number or any service that has not been authorized prior to being ordered.  

�x This process will terminate when the case management provider receives its Medicaid direct enrollment number 
which should be no later than December 31, 2010. 

 
 

 
 

CAP-MR/DD Waiver Transition information  

Please review the Division’s Implementation Update #35 regarding important CAP-MR/DD Waiver Transition 
information. 
 (http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/iu35/dmadmh_092107_update_35.pdf.pdf) 

 
Additional information included with this Implementation Update: 
 
Services and Supports Provided by Legally Responsible Individuals, Relatives and Legal Guardians  
http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/iu35/TA%20-4.pdf 
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Criteria for Review of Legal Guardians of the Person Providing Paid Supports under the CAP-MR/DD Waiver 
http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/iu35/criteria-
checksheet%20for%20legal%20guardian%20of%20person-2.pdf  
 
Technical Amendment – Plan of Care  
http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/iu35/plan_of_care-ta-2.doc 

 
 

If you have questions regarding this information please contact the Care Manager Coordinator, 
Julia Simmons at 828-586-5501, ext. 1217. 

 
 

 

Service Management 

All documents for Service Management (James Collins ext. 1218, Bryan Hardie, ext. 1134 or Lisa Frazier ext. 1225) 
should be sent to 828-586-3965 or 1-877-651-9968.  Examples of documents that will need to be faxed to this number 
include:  

�x ADATC Referrals  (use attached form)              

                        

psychospadactregref
form1-18-08.doc

 

�x Shelter +Care Applications  

�x Housing Program Documents 

�x Guardianship Documents 

�x Child Residential Information 

�x Care Coordination Documents for Hospital Discharges  

�x Referrals to State hospital use attached form above but follow ES protocol. 

 
 
 
 
 

Authorization Process for Mental Health Residential Services 
 

Smoky Mountain Center adheres to the guidelines provided by the Division of Health and Human services 
communication # 064; dated October 16, 2006.   

 
The Standardized Provider Submission re: Authorization of Room & Board procedure is as follows:  

 
Please submit the following information to the attention of the central UM department at the time of electronic submission 
of authorization request.  
 

1. This child is not in the custody of DSS; and 
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2. The parent/guardian made application for SSI, which was denied through the first level appeal (attach copy of 
denial letter). 

 
3. The parent/guardian is Medicaid eligible (attach copy of parent/guardian’s Medicaid card); OR 

 
4. The parent’s/guardian’s pay stubs are attached to verify that the family’s monthly gross income is at or below 

200% of federal poverty.   
 
       5.   Please attach a copy of the application for SSI to verify that the beginning date   
             requested is not earlier than the date of SSI application.  
             with the parent/guardian’s initial 
       
Please see the attached link for this communication and attached letters.  
 
 http://www.ncdhhs.gov/mhddsas/announce/commbulletins/room -and-board-letters.doc 
 
http://www.ncdhhs.gov/mhddsas/announce/commbulletins/comm.bull064 -10-16-06.pdf  
 

 
 

 
Service Orders 

 
According to the Division’s Enhanced Services Implementation Update #11, dated July 10, 2006:  
 
“The request for services outlined in the Person Centered Plan (PCP) is the official request for services.  The signatures on 
the PCP serve as the service order for those services.  For Medicaid covered services, one of those signatures, therefore, 
must be a physician (MD), physician’s assistant (PA), nurse practitioner, or psychologist to meet the Medicaid 
requirement for a valid service order.  The service order must be signed each year as the PCP is reviewed and updated. 
Any time the PCP is revised to request a new service, there must be a signed service order reflecting the medical necessity 
of the services.  This is reflected on the PCP revision/update page of the PCP.   
 
PCPs for consumers who are not Medicaid eligible must also be signed to reflect a service order.  In recognition that the 
Medicaid eligibility status for many consumers changes over the course of the year, it is highly recommended that the 
PCPs for consumers for whom this is likely, be signed by one of the four approved Medicaid signatories.  This will allow 
Value Options to authorize Medicaid services based upon a valid service order as soon as the consumer becomes 
Medicaid eligible.  Alternatively, PCPs for non-Medicaid consumers may be signed by the QP who facilitates the 
development of the PCP.   
 
The signatures on a Diagnostic Assessment or other clinical assessment or evaluation cannot be substituted for the 
signatures on the PCP since the services recommended as part of the DA or other assessment may or may not ultimately 
be included in the PCP.  Consumers, family member, significant others, and professionals should have equal and 
respectful input into the ultimate request for services included in the PCP.  QPs facilitating the development of the PCP 
must include in the final PCP any services that a consumer or family member requests and a clinician believes to be 
medically necessary and should make every effort to assure that other requests from consumers, family members, and 
others are reflected, as appropriate, in the final PCP.  The signature on the PCP serving as the service order then attests to 
the medical necessity of the final array of services requested.”  
 
For further information, please see Enhanced Services Implementation Update #11, at the Announcements and 
Communication Bulletins link, on the Division website http://www.dhhs.state.nc.us/mhddsas/ . 
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Section VI     Claims 
 

CLAIMS PAYMENT  
 

Obtaining Consumer Demographic and Financial Information 
 
The provider is responsible for obtaining consumer information by completing the following forms regardless of payer: 
STR/Registration Form and Financial Information Form.  This information is needed for determining the appropriate 
funding source and target population, reporting consumer data to the State by the LME and performing billing functions. 
 
The clinical home provider (Targeted Case Management or Community Support) is responsible for completing and 
submitting the demographic information required in the PCP Admission Form and Discharge Form.  For services that do 
not have TCM or CS such as ACTT, SAIOP, etc. the provider of those services is considered the clinical home and would 
be responsible for submission. The PCP Admission form should be completed by the clinical home of the consumer.  
 
You may submit the consumer information by completing the above listed forms located in the SMC BUI system. The 
forms indicate which fields are mandatory and must be completed in order to process the consumer data and receive 
authorization. The STR/Registration form should be completed by the Assessing Agency/Individual. The PCP Admission 
Form and Discharge Form should be completed by the Agency serving as the Clinical home. Updates to the client’s 
financial information should be submitted through the Financial Information area of the SMC BUI system. 
 

Coordination of Benefits 
 

Medicaid, Medicare, and Health Choice services are billed direct and therefore are not subject to coordination of benefits. 
For state funded services, coordination of benefits applies to basic benefit services only. Providers must bill all third party 
payers in accordance with the Contract for Services Agreement prior to billing the LME to ensure coordination of 
benefits.  
Providers must complete the other insurance paid field on the BUI claims entry screen to indicate the amount received 
from third party payers. The provider’s payment from the LME will be net of any third party payments. Upon LME audit, 
providers must be able to furnish proof of billing, (primary/secondary/tertiary payers' Explanation of Benefits (EOBs)) 
showing the amount the payer(s) paid or denied per individual claim. 
 

 
 

Claims Filing Requirements: 
 

  • Medicaid Provider - www.dhhs.state.nc.us/dma/home.htm 
 
 

Denial of Multiple Claims for Same Service Same Day 
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Effective September 1, 2009, if multiple claims are entered for a single service/date/consumer combination by a provider, 
only one of the claims will be processed and paid by Smoky Mountain Center.  Once a claim from a provider is entered 
for a service/date/consumer combination no others will be allowed to be entered for the for the same 
service/date/consumer combination.  When billing services for which the service definition allows for multiple contacts in 
a day, you must consolidate those services into a single claim for that day when submitting your billing. 
 

 
 
 

National Provider Identifier Requirement 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandated that the Secretary of Health and 
Human Services adopt a standard unique health identifier for health care providers. On January 23, 2004, the Secretary 
published a Final Rule that adopted the National Provider Identifier (NPI) as this identifier. This number will eventually 
replace Medicaid and Medicare enrollment numbers. 

All HIPAA covered healthcare providers, whether they are individuals or organizations, must obtain an NPI for use to 
identify themselves in HIPAA standard transactions. Once enumerated, a provider's NPI will not change. The NPI remains 
with the provider regardless of job or location changes. 

HIPAA covered entities such as providers completing electronic transactions, healthcare clearinghouses, and large health 
plans, must use only the NPI to identify covered healthcare providers in standard transactions by May 23, 2007. Small 
health plans must use only the NPI by May 23, 2008. 

Once you have received your NPI, please inform the Provider Relations department of your number.  Please see 
http://www.cms.hhs.gov/NationalProvIdentStand/ for important details on this requirement.   

Additional information regarding the NPI: 

 
NPI Changes 

 
�¾ NPI assignment is a function of the National Plan and Provider Enumeration System (NPPES) 
�¾ Establishes a nationally accepted unique 10 digit numeric identifier for each provider 
�¾ Once a provider is given a number, it is his/hers for life 
�¾ Will replace legacy provider numbers when sending in claims and eligibility transactions 
�¾ Application and transition period began May 23, 2005 
�¾ All covered providers must be in compliance by May 23, 2007 
�¾ Website for NPPES https://nppes.cms.hhs.gov contains web based and paper application 
�¾ Anticipated application processing time is 20 business days for paper, 5 business days for Web 
�¾ Al l health care providers are eligible to apply for an NPI 
�¾ Who MUST get an NPI? 

The following providers are required to request an NPI number: 
• Physicians 
• Dentists 
• Chiropractors 
• Psychologists 
• Acute Care Facilities 
• Long-Term Care Facilities 
• Pharmacies 
• DME Suppliers 
• Hospice Agencies 
• Non-Physician Practitioners who bill for their services using covered transactions e.g. Nurse 

Practitioners, Clinical Nurse Specialists, and Physician Assistants 
�¾ A covered health care provider is a health care provider who transmits any health information in electronic 

form in connection with a covered transaction 
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�¾ A covered health care provider is required to get and use an NPI 
�¾ Both the individual provider and the organization must get an NPI 
�¾ Who CAN get an NPI 

– Providers Eligible, But Not Required to Get an NPI 
• Most registered nurses 
• Some clinical technicians 
• Providers of health care who don’t bill using covered transactions 

 
State Funded Provider- Attach AA/CP policies/procedures 
 
 
 
Electronic Billing Procedure for State Funded and other Non-Direct Billed Consumers 
 

1. Log in to the Extranet website (http://extranet.smokymountaincenter.com) using the login information you have 
been provided. If you do not currently have a username and password for either the Extranet or the BUI system, 
please contact your agency’s security representative to have the proper paperwork submitted to the SMC 
Helpdesk to have your login created. 
 

2. Once logged in to the Extranet, click the SMC BUI link in the “Web Bookmarks” section of the extranet main 
page. This will take you to the SMC BUI login page. 
 

3. Log in to the BUI system with your provided username and password. If you do not have a username and 
password for the BUI system, please reference item 1 above to find out the process for receiving a login. 
 

4. When you are logged into the SMC BUI system, you will be presented with a menu. There are currently three 
options for Claims entry/update/display. 
  

If you want to submit a new claim click on the menu item labeled “Claims Entry” and fill out the pertinent 
information (items labeled in red are required).  
 

  
Effective November 1st, 2007 the following items must be present in order to submit claims: 

�x all Client Data Warehouse (CDW) required items must be entered 
�x the PCP Admission form must be completed 
�x the Target Population must match the diagnosis and the date of service for which the provider is 

billing 
If any of these items are missing, the claim will be “pended” until the missing items have been completed. 

If you want to update a previously submitted claim that has not been process yet, click on the menu item 
labeled “Claims Search & Update”. Input the information you have available to search by and click the 
search button at the bottom to locate any claims that match your criteria. 
 

If the claim you have submitted has already been processed, click on the menu item labeled “Processed 
Claims Search & Display”. Input the information you have available to search by and click the search button 
at the bottom to locate any claims that match your criteria. 

 
 

Billing Information:  
You will need to know: 
Client number 
Your or your agency’s provider number and rendering staff ID 
Staff NPI Number 
Staff IPRS ID 
Authorization Number, if applicable 
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Date of Service 
Service Code (service code for which you are billing 
Service Unit (number of units for which you are billing 
Fund Source 
Rate 
 

When the Create Service Category button is clicked, if the information has been filled out in the Staff Information 
area in the SMC BUI system the staff NPI and staff IPRS ID will autopopulate. 

 
The Service Date is the date the service was rendered.  The Time is the time of the day the service was rendered.  The 
Duration is the number of hours and/or minutes the service was rendered.  The Service Code is the same as above.  The 
number of Service Units used is found by multiplying the units of service from your contract by the total amount of 
duration of the service to get the correct time (example: FOUR 15 minute increments equals one hour of service).  Fund 
Source Codes are the same as above.  The Rate is the amount paid per unit of service. 
 
Direct-bill providers are already aware that beginning 12/1/05, place of service codes are required to be submitted with 
Medicaid billable services (this was in the December 2005 Medicaid Bulletin).  Please be aware that these codes are now 
required on your billing forms that you submit electronically to SMC via the Excel spreadsheet or the web-based form.  
Be sure you are using the most up-to-date Excel billing spreadsheet and that you enter the name of the rendering clinician 
when you submit billing. 
 
 
 
 
 
 
Location codes: 
 
03        School     
11        Office 
12        Home 
13        Assisted Living Facility 
14        Group Home 
22        Outpatient Hospital 
23        Emergency Room Hospital 
31        Skilled Nursing Facility 
32        Nursing Facility 
33        Custodial Care Facility 
49        Independent Clinic 
50        Federally Qualified Health Center 
51        Inpatient Psychiatric Facility 
52        Psychiatric Facility Partial Hospitalization 
53        Community Mental Health Center 
54        Intermediate Care Facility for the Mentally Retarded 
55        Residential Substance Abuse Treatment Facility 
56        Psychiatric Residential Treatment 
57        Non-residential Substance Abuse Treatment Facility 
71        State or Local Health Clinic 
99        Other Place of Service 
 
 
 

Medicaid-Pass Through Billing 
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Medicaid pass-through billing is done for providers who are providing one of the following services in which direct 
enrollment with DMA is not yet possible. SMC will initiate a Medicaid Billable contract to initiate a provider’s ability to 
direct bill Medicaid using the LME NPI number. A Medicaid-billable contract covers the following services: 
 
S5145 Level II Residential Therapeutic Foster Care; 
Provisionally Licensed Therapists billing codes H0031, H0001, H0004 with modifiers, and H0005; 
DD CAP Supplies through 12/31/2010 
 
Provisionally Licensed Therapists may bill the LME; may bill “incident to” a physician, or, if in a CABHA may bill 
“incident to” a physician in the CABHA. 
 
 
Authorizations:  
 
All Medicaid services are authorized by Value Options. Contact Value Options to receive authorizations for your services. 
Information about Value Options procedures, forms, and training may be found on their website: 
http://www.valueoptions.com 

 
Providers can also access them through the following means: 
 
North Carolina Value Options Service Center  
3800 Paramount Parkway  
Suite 300  
Morrisville, NC 27560-6901  
 
 
 
Toll Free Number   
1-800-367-6143  
 
Fax Numbers 
919-379-9040   ITR's  
919-379-9045  ORF's  
NC Health Choice  
1-800-753-3224  
 
Fax Number  
1-919-379-9035  
 
Medicaid  
 1-888-510-1150  
 
Fax Number  
919-461-0967(Inpatient Requests)  
919-461-0599(Other MH/SA Services)  
 
Medicaid Developmental Disabilities  
Fax Number  
(All DD and CAP Requests) 
1-919-461-0669 
 
 
As stated above you must request authorizations from Value Options and bill Medicaid. You will use Smoky’s National 
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Provider Indentifier number (NPI) as the billing provider. That NPI number is 1811917768. For CAP billing use SMC 
NPI number #1275728321. 
Whereas you have used our number, all payments will be sent to Smoky Mountain Center. We will then write a check to 
you for the amount paid by Medicaid for the services you billed, and we will also include with our payment to you the 
EOB information submitted to us by Medicaid. Please be aware that you must include your NPI attending provider 
numbers as well as your taxonomy number when billing Medicaid, using SMC’s billing number. SMC has received 
payments from Medicaid, however without the attending provider number or NPI number, we do not know which 
provider to reimburse. If your agency has already billed any of these services and has not been paid, please submit a 
client-specific detail of the claims filed and the date filed to SMC’s A/R Dept. via fax to: 

 
(828) 586-3965  

 
or by mail: 

 
Smoky Mountain Center 

44 Bonnie Lane 
Sylva, NC 28779 

 
Please contact the Provider Relations Department at 1-866-990-9712 if you have any questions. 
  
Medicaid Claims: 
 
1. Claims billing will be done through EDS, Providers will need to call 1-800-688-6696  
     and receive a login and password for the EDS website.  
 
2. Go to Division of Medical Assistance website at: http://www.dhhs.state.nc.us/dma/ 
 
3. Click on Medicaid providers,  
 
4. Click on Claims, scroll down until you see: 
North Carolina Electronic Claims Submission Web Tool  

NCECSWeb is available to providers at no charge. NCECSWeb can be used only to bill claims to N.C. Medicaid. 
Providers are required to receive a logon identification number (also known as an authorization number or submitter ID) 
and password to NCECSWeb. NCECSWeb replaces all previous versions of ECS software issued by N.C. Medicaid. 

5. Click on NCECSWeb 

6. You will see this menu:  

North Carolina  

Electronic Claims Submission 

 Main Menu 

  Claims Entry 

  Lists Management 

  Reports 

  Claims Submission 

  Reference Materials 
 

 

7. Click on Claims Entry,  then on the next page you will enter your login and password:  

Login ID:  

Password:  
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8. It will bring up the claim form CMS-1500, use this form to submit claims. 
 
9. The fields below are filled out with SMC Information: 
 

Provider Last Name or Organization Name - Smoky Mountain Center 
 

National Provider ID: 1811917768 
 

Medicaid Provider Number       Leave blank    
 

Billing Taxonomy: Use DMA Taxonomy List for whatever service you are providing.-  
(only if you do not have a Taxonomy in the Rendering, which is the preferred one  
 to use).  

 
Billing Address: 44 Bonnie Lane 

 
Billing City : Sylva 

 
Billing State: NC 

 
Billing Zip : 28779-8511 (Include last four) 
 
Referring Physician Provider #: Leave blank 
 
Referring Physician NPI: 1811917768 
 
Rendering/Attending Medicaid Provider Number: Use agency name here and your  
NPI number.                                                                         
 
Rendering/Attending NPI #: Level II use NPI associated with IPRS number or   
leave it blank if atypical.  TCM and CAP billing use NPI number here. It is  
very important to also put your agency name here, so we can identify who to mail the  
check to. 
 

   Rendering/Attending Taxonomy: Use DMA Taxonomy List for whatever  
                                                          service you are providing. 

 
 
Call EDS for additional assistance with the claim form at 1-800-688-6696.For questions about Level II Therapeutic Foster 
Care billing contact Sharon Stiles 828-586-5501 ext. 1102.For questions about CAP billing contact Jeanice Riles at 828-
586-5501 ext. 1124. Payments are processed on the 15th and 30th. Payments received by the 10th are paid on the 15th, 
payments received before the 25th are paid on the 30th. If payment is received after these dates payment is sent on the next 
payment processing date.  
 
Value Options Authorizations: 
 
Authorization Letters that Smoky receives from Value Options are scanned into BUI. See below how to access through 
BUI: 
 
Access your Provider Menu in BUI and Click on Menu item # 10- Document Import and Viewing, then click on view 
imported documents. If you get a register secured notification pop-up then call Access Center at 1-800-849-6127 and state 
that you provide residential services to the consumer and need to be added to the provider security so you can have access 
to the record. 
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Menu Item #10 – Document Importing and Viewing 
 

 
Only our Service Management Department and Care Managers at SMC can import/scan documents into BUI, but as a 
provider you can view documents for the consumers you have access to. These images are scanned PDF files and can not 
be altered by anyone. To view one you click on View Imported Documents and then specify your client ID by clicking on 
Specify Client.  Then click on Clinical forms. 

 

 
If we have any documents, they display one per row and you simply click on the one you want to view.  The system will 
open it in a separate window.  
 
If you cannot locate your Level II authorization in BUI contact:  
Vanessa Brumfield 
Northern Region Office Manager 
Smoky Mountain Center  
379 New Market Boulevard, Suite 4 
Boone, NC 28607 
(828) 265-5315 x 4401 (phone) 
(828) 262-1859 (fax) 
brumfvan@smokymountaincenter.com 
 
 
 
 

Medicaid Billing for Certain Medicaid/Medicare Consumers 
 
Smoky Mountain Center has received the following clarification from the Division of Medical Assistance (DMA) 
regarding billing for Enhanced Benefit Services for consumers with Medicare and Medicaid: 
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“In the May 2006 Medicaid Special Bulletin when it states in a service definition (e.g., Community Support-
Adults) ‘This service will not be subject to Third Party Commercial Insurance or Medicare’, this means that 
the service can be billed directly to Medicaid (for Medicare/Medicaid consumers) without having to bill first to 
Medicare to get a denial.”  

 
As we review the May 2006 Medicaid Special Bulletin, it appears the following services were included in this statement: 

�¾ Community Support – Adults (Individual and Group)  
�¾ Community Support – Child (Individual and Group)  
�¾ Community Support Team  
�¾ ACTT  
�¾ Child/Adolescent Day Treatment  
�¾ Intensive In-Home Services  
�¾ MST  
�¾ PSR  
�¾ SAIOP  
�¾ SA Medically Monitored Residential Treatment  
�¾ SA Non-Medical Community Residential Treatment  
�¾ Ambulatory Detox  
�¾ Non-Hospital Medical Detox  
�¾ Outpatient Opioid Treatment  

 
There has been some confusion about this issue for a number of providers and we hope this provides clarification for you. 
 We suggest you review this and other bulletins thoroughly to determine if they impact you and the services you provide.  
Please contact the Division of Medical Assistance with specific questions about the bulletin or contact the Provider 
Relations Department. if you have other questions (828-586-5501). 
 

 
Security Issues and Concerns 

 
Under federal mandate of the Health Information Portability and Accountability Act (HIPAA) regulation, as well as 
ethically and morally, SMC is required to practice due diligence in assuring that we are not in any way responsible for 
allowing accidental or inadvertent compromise of information in our care.  Care in logging out of any connection into 
SMC is vital, as is remembering to turn equipment off if you have to leave the computer unattended for any reason. 
 
Everyone must take proper care to ensure that they do everything in their power to protect all portions of the consumers’ 
utilization management information from being accidentally exposed to anyone not directly involved in providing care for 
that consumer.  For more information, please review HIPAA at: http://www.dhhs.state.nc.us/mhddsas/HIPAA/index.htm. 
 
 
Payment Schedules: 
 

Smoky Mountain Center 
Payment Schedule with Final Submission Dates for Contract Providers 
For the Fiscal Year Beginning July 1, 2010 and Ending June 30, 2011 

    
                   Final Date for Submission   
    Electronic Check Mailing 

    Submissions Date 
        
July 2010   07/08/2010 07/15/2010 
    07/25/2010 07/30/2010 
        
August 2010   08/08/2010 08/13/2010 
    08/24/2010 08/31/2010 
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September 2010   09/08/2010 09/15/2010 
    09/23/2010 09/30/2010 
        
October 2010   10/10/2010 10/15/2010 
    10/24/2010 10/29/2010 
        
November 2010   11/07/2010 11/15/2010 
    11/21/2010 11/30/2010 
        
December 2010   12/08/2010 12/15/2010 
    12/21/2010 12/30/2010 
        
January 2011   01/09/2011 01/14/2011 
    01/24/2011 01/31/2011 
        
February 2011   02/08/2011 02/15/2011 
    02/21/2011 02/28/2011 
        
March 2011   03/08/2011 03/15/2011 
    03/24/2011 03/31/2011 
        
April 2011   04/10/2011 04/15/2011 
    04/24/2011 04/29/2011 
        
May 2011   05/08/2011 05/13/2011 
    05/23/2011 05/31/2011 
        
June 2011   06/08/2011 06/15/2011 
    06/23/2011 06/30/2011 
        
    
Claims should be submitted no less frequently than on a weekly basis.  
    

        
YEAR END CUT OFF DATES:      
To ensure that Smoky Mountain Center has adequate time to bill the Division of Mental Health 
   for contract provider services, the following year end cut-off dates must be observed: 
      
State funded claims for the period of 7/1/10 through 4/15/11 must be submitted prior to 5/23/11 
to be considered for payment.     
      
State funded claims for the period of 4/16/11 through 6/30/11 must be submitted by 8/15/11 
to be considered for payment.     
        

 
(IPRS Check write schedule, other schedules) 

�x State Funded Provider- Attach AA/CP policies/procedures 
�x Medicaid Provider DMA website www.dhhs.state.nc.us/dma/home.htm 
 
 

                                                  Smoky Mountain Center    
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Payment Schedule with Final Submission Dates for Contract Providers 
For the Fiscal Year Beginning July 1, 2009 and Ending June 30, 2010 

    
    
    
     Final Date for Submission 
  Electronic Check Mailing 

  Submissions Date 
    

July 2009 - prior yr events only to be paid July 15th 07/08/2009 07/15/2009 
  07/26/2009 07/31/2009 
    

August 2009  08/09/2009 08/14/2009 
  08/23/2009 08/31/2009 
    

September 2009  09/09/2009 09/15/2009 
  09/23/2009 09/30/2009 
    

October 2009  10/07/2009 10/15/2009 
  10/25/2009 10/30/2009 
    

November 2009  11/08/2009 11/13/2009 
  11/22/2009 11/30/2009 
    

December 2009  12/09/2009 12/15/2009 
  12/20/2009 12/31/2009 
    

January 2010  01/10/2010 01/15/2010 
  01/24/2010 01/29/2010 
    

February 2010  02/07/2010 02/15/2010 
  02/21/2010 02/26/2010 
    

March 2010  03/07/2010 03/15/2010 
  03/24/2010 03/31/2010 
    

April 2010  04/07/2010 04/15/2010 
  04/25/2010 04/30/2010 
    

May 2010  05/09/2010 05/14/2010 
  05/23/2010 05/31/2010 
    

June 2010  06/09/2010 06/15/2010 
  06/23/2010 06/30/2010 
    
    

Claims should be submitted no less frequently than on a weekly basis. 
    
    

YEAR END CUT OFF DATES:     
To ensure that Smoky Mountain Center has adequate time to bill the Division of Mental Health 
   for contract provider services, the following year end cut-off dates must be observed: 

    
State funded claims for the period of 7/1/09 through 4/15/10 must be submitted prior to 5/23/10 
to be considered for payment.    
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State funded claims for the period of 4/16/10 through 6/30/10 must be submitted by 8/15/10 
to be considered for payment.    

 
 
 

Claims Adjudication:  
 
All claims received are processed for adjudication and payment in semimonthly payment cycles.  The payment cycles are 
defined in the claims payment schedule included in each provider contract (and is displayed above). 
 
You can bill directly to BCBS or other insurance companies if you desire to do so. The provider is responsible for any 
paybacks due to lack of appropriate authorization from Value Options, documentation etc. 
 
Provider claims are submitted to Smoky Mountain Center using a HIPAA transaction 837 or the SMC Claims match 
template, an Excel template in the format developed by Smoky Mountain Center.  The claim must contain all required 
information or the claim will be returned to the provider as incomplete. Each claim is then adjudicated based on the 
service codes in a provider’s contract, the funding sources (payers) of the consumer receiving services and if required, the 
authorization for services.  If the claim is approved for payment, the amount due the provider is calculated based on the 
contract rate and the units of service provided less any applicable 3rd party or 1st party co-payment responsibility.  A 
claim file is created for each provider with claim submitted in the payment cycle.  An accounts payable invoice for 
payment of all paid or partially paid claims is created in order to generate a check to the provider. 
 
 
 
 
 
 
 
An explanation of benefits is created for each provider who has a claim in each payment cycle.  The explanation of 
benefits lists each claim received in order by the consumer’s medical record number then by date of service.  The amount 
billed is determined by multiplying the contract rate by the number of units provided per event.  The amount paid is the 
result of the adjudication process described in the previous paragraph.  Each event contains the result of adjudication, 
which is paid in full, partially paid or denied.  The payment and denial codes are described on the last page of the 
explanation of benefits.  A total for all paid and partially paid claims appears at the end of the explanation of benefits. A 
check is issued for the total of paid and partially paid claims and is included with the explanation of benefits mailed to 
each provider with a claim processed in the payment cycle.   
 
If a provider has questions about any claim listed on the explanation of benefits or feels a claim should have appeared on 
the explanation of benefits but the claim is not listed, the provider should contact the SMC Helpdesk at (828) 586-5501, 
ext. 1499. 
 

 
 

Recoupment of Medicaid Non-payments 
 

In the event that SMC is denied payment for services a provider has rendered and that were not directly billed to 
Medicaid, those payments made to providers will be recouped from the provider’s current billing cycle.  

 
 

EOB Resolution Process 
 

To facilitate timely response to Provider EOB/Payment issues, Smoky Mountain Center has developed the following 
instructions as a way to formally request EOB/Payment issues for review and resolution to Smoky Mountain Center from 
Providers. 
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Smoky Mountain Center will provide a form in excel format on the Smoky Mountain Center web site where a Provider 
can submit issues based on the list below. Smoky Mountain Center will only accept EOB/Payment issue requests via 
email with an EOB/Payment Issue form attached and sent to the address below. Smoky Mountain Center will not accept 
EOB/Payment issues for review from telephone calls placed to staff at Smoky Mountain Center.  Once the EOB/Payment 
Issue form has been received, Smoky Mountain Center is committed to resolving the issue within 10 business days.  
 
1. Providers may submit issues by sending an email to the SMC Helpdesk with the subject line of “EOB/Review Issue”.  

The email must have the EOB/Payment Issue form attached and completed.  The address is 
helpdesk@smokymountaincenter.com 

 
2. The EOB/Payment Issue form can be downloaded from the “Downloadable Forms” section of the Smoky Mountain 

Center web site.  This section is located under the “Providers” and “Authorization and Billing” tabs on the website. 
The form is available in excel format and must be completed and sent to the SMC Helpdesk email account before any 
issues can be reviewed. 

 
3. Once the form has been downloaded to the Provider’s computer, the provider should fill out all pertinent information. 

The Client Number, Provider Number, Provider Name and Email Address are important so that the Provider can be 
contacted with any questions or clarifications during the review process and a response can be sent to that Provider 
from the Helpdesk staff.  The Date of Service, Time of Day, Duration, RU and Service Code, and Authorization 
Number along with a detailed description of the issue will aid the Helpdesk staff in researching and returning a 
prompt resolution. 

 
*Note: The Provider should submit one form per client (one form can contain multiple events per client).  
Multiple forms can be submitted with each request. 

 
4. Once the information has been entered, and then simply attach the form to an email directed to the address listed in #1 

above.  The provider may want to save a copy of the form for their records. 
 

5. The SMC Helpdesk system will pick up the email from the SMC Helpdesk email account.  A work order will be 
automatically generated with each email. The Provider will receive an email that the request has been received and a 
work order has been generated.  That notification will contain the work order number, which should be referenced for 
any subsequent questions regarding the issues that have been submitted.  

 
For follow up questions or if a response has not been received within 10 business days, the Provider may contact the SMC 
Helpdesk either by email or by phone. The SMC Helpdesk phone number is 828-586-5501 ext. 1499.  All 
communications should include the work order number.  

 
 
 
 
 
 

Prompt Pay 
 
Prompt Pay is addressed by Attachment 12 of the 07-08 Performance Agreement.  This document may be viewed at 
http://www.dhhs.state.nc.us/mhddsas/performanceagreement/pa-attach12promptpay.pdf.  SMC complies with the State 
standards for prompt pay and follows the payment schedule posted above. 
 

Timely Claims Submission 
 
Providers are encouraged to submit claims on a weekly basis.  Claims not received by the LME within 60 days of the date 
of service fall outside of the prompt pay guidelines, thereby delaying payments to providers.   
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Claims Denial Review Request 
 
If a provider receives a payment denial on an explanation of benefit (EOB) from the LME and the provider believes this is 
in error, the provider has 60 days from the date of the EOB to request a review by the LME.  The EOB resolution process 
must be followed for review to take place (see previous page).   

 
 
 
 

Year End Claims Filing Deadline 
 
Year End Submission Deadlines for State Funded Services.  August 15 is the last day state funded claims will be accepted 
and eligible for payment to the provider when the service date is any date of the preceding state fiscal year of July 1 
through June 30.  If August 15 falls on a weekend, the first Monday after August 15 will be the last day claims will be 
accepted.  For example, any service rendered between July 1, 2006 and June 30, 2007, must be received by the LME by 
August 15, 2007, to be considered eligible for payment to the provider.  Any service rendered between July 1, 2007, and 
June 30, 2008, and received by the LME after August 15, 2008, will not be considered for payment to the provider.  For 
any service processed and denied in the August 31 check run, the provider will have until September 30 to request a 
review of the denial following the EOB resolution process. 
 
 
 
 
 
Section VII    Additional Provider Documentation Submission Requirements 
 

 
Documentation required to be submitted to SMC for Utilization Management purposes: 
 
Revised Assessment Reports  
 
Posted on the SMC web site (see the Enhanced Services Transition link) are the revised Diagnostic Assessment and Basic 
Assessment forms. 

�x See the “Instructions” section at the end of the forms for directions on using Word templates, including unlocking 
the forms to add consumers’ names and Medicaid or LME numbers in the header. 

�x Remember to submit Assessments and PCP’s through the SMC BUI system. 
�x  Please always use forms posted on the SMC web site—changes are made periodically, and the current version 

will always be posted there. 
�x  

Person-Centered Plans: Which Plan to Use 
 

�x Medicaid MH/SA services: use the state PCP form. 
�x CAP plans: use the State PCP form and indicate in the appropriate section that the plan is for a CAP consumer. 
�x Other DD plans: Use the state PCP form. 
�x State-funded MH/SA Services: 
�x If LOC C or D, and a Diagnostic Assessment was completed: use state PCP form. 
�x If LOC A or B, and a Basic Assessment was completed, use SMC PCP-Lite form or combined Basic Assessment 

– PCP-Lite form. 
 
IPRS Informat ion 

�x Use the web-based Basic or Diagnostic Assessment form to give us IPRS target population information. 
 
Level of Care Grids 
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�x Continue using the State Enhanced Level of Care grids posted on our web site www.smokymountaincenter.com. 
We will notify you in a communication to providers whenever we make changes to the state benefit plan. 

 
Providers will be notified within a five-business-day period through electronic means if the record is complete and 
accurate. 
 
Medical Records Responsibilities:   
http://www.dhhs.state.nc.us/mhddsas/announce/medicalrecordsownership1-31-05memo.pdf 
 
 
Service Records Manual: 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/aps/apsm-45-2servrecord9-03.pdf 
 
Service Documentation in Entity: 
http://www.smokymountaincenter.org/documents/providermanual/Entity_Documentation-Independent_Model.pdf 
 
For Medicaid services a Diagnostic Assessment is no longer required. Please refer to the following link for all 
updated Medicaid and State-funded changes as of July 15, 2007. 
http://smokymountaincenter.org/documents/communications/692.pdf 
 
 

 
              

 
 

Other Important Documentation Not Necessarily Submitted to SMC 
  

�¾ Allergy information (provider agency form which meets service definition and service record manual 
requirements) 

�¾ TB Screening (provider agency form which meets service definition and service record manual requirements) 
�¾ Copy of Insurance Verification 
�¾ Consumer/Guardian signature on Consent for Services (using provider agency forms which meet service 

definition and service record manual requirements) 
�¾ Consumer/Guardian signature on Consents for Release of Information (using provider agency forms which meet 

service definition and service record manual requirements) 
�¾ NC TOPPS completion 
�¾ Obtain Service Order per Division, Service Records Manual, and payer source requirements 
�¾ Client Rights Information given to consumer (using provider agency brochure or other material which provides a 

summary of Chapter 122C, Article 3) 
�¾ Notice of Privacy Practices given to consumer (using provider agency brochure or other material which provides 

information as required by HIPAA) 
�¾ Obtain signature on Consent for Services Form (if it has not already been completed). Providers should also 

obtain consumer/guardian signature on your own consent form and only on your own consent form for Medicaid 
consumers. 

�¾ Printed copy of IPRS for provider files 
 

 
 
 
 

When the Contractor renders treatment, the Contractor is responsible for : 
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�¾ Reporting to SMC any change in payer source (Medicaid, Medicare, etc.) and obtaining any required 
authorization for continued treatment if payer source change results in the requirement to have services authorized 
by SMC 

�¾ Re-submitting updated plans when changes need to occur (minimally every 12 months) and obtaining 
consumer/parent signature on any change in plan or additions to plan prior to carrying out the plan 

�¾ Requesting initial and continuing authorization from Value Options for Medicaid and Health Choice, as 
unmanaged visits are exhausted. 

�¾ Providers are responsible for obtaining their own service orders per Division, Service Records Manual, and payer 
source requirements.  Keep this form in your own records. 

�¾ Submitting revised PCP if the consumer is in need of services that the Contractor cannot provide or when the 
consumer wishes to be seen by another provider  

 
See Attachment A of your contract.  Most Medicaid and Chips services will not require LME authorization requests.  
These authorizations are obtained directly from Value Options/Health Choice. 

 
 
 
 

State-funded Mental Health and Substance Abuse Services 
and 

 Mental Health and Substance Abuse Treatment Block Grant Requirements 
 

If your agency provides state-funded mental health or substance abuse treatment services you are responsible for meeting 
Federal Mental Health and Substance Abuse Treatment Block Grant Requirements and may be monitored by the NC 
DMH/DD/SAS and SMC for compliance. Monitoring Tools are available for review at: 
http://www.dhhs.state.nc.us/MHDDSAS/audits/index.htm.  
 
If you provide treatment for state-funded mental health services then you must demonstrate the following for those state-
funded consumers: 

�x Evidence that this individual has a principle or primary diagnosis of Serious Mental Illness (SMI) (adults) or 
Severe Emotional Disturbance (SED) (children). 

�x Evidence that the services provided are comprehensive and integrated for individuals with SED or SMI who have 
multiple and complex needs. 

 
If you provide treatment for state-funded substance abuse services then you must demonstrate the following for those 
state-funded consumers: 

�x A Drug-Free workplace policy. 
�x NC TOPPS completed within required time frames. 
�x Evidence that this individual has a principal or primary DSM IV-TR (or its successors) diagnosis of substance 

abuse or dependence. 
�x Evidence of a TB screen included in the service record. 
�x If there was evidence of TB symptoms, there is documentation of a referral for follow up services. 
�x Evidence that the American Society of Addictive Medicine Patient Placement Criteria (ASAM) was used to 

establish the appropriate level of care during the admissions process. 
�x The record contains a signed release of information that is time limited (no more than 12 months) with clear 

reference to the specific information to be released and specific language regarding the prohibition of re-
disclosure.   

�x If the individual is an IV drug user, evidence of timely referral to appropriate services. 
 
If you provide state-funded substance abuse services for women you must also demonstrate the following program 
elements: 

�x A written program description for pregnant women that includes treating the family as a unit. 
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�x A written program description for pregnant women that provides primary medical care and primary pediatric care 
services and how her medical needs were addressed. 

�x A written program description for pregnant women that provides gender specific SA treatment. 
�x A written program description for pregnant women that provides therapeutic interventions for children in custody 

of women in treatment. 
�x A written program description for pregnant women that provides sufficient case management and transportation 

to access services. 
�x Active outreach program directed towards pregnant women substance abusers. 
�x Evidence of priority admission provided to pregnant women substance abusers. 
�x Evidence that this woman's child(ren)'s therapeutic needs were addressed. 
�x Evidence that this woman's ability to get to and from substance abuse services was assessed. 
�x Evidence this woman's needs for child care services (in order to participate in                                                               

substance abuse services) was assessed. 
�x Evidence that this woman's need for case management services was assessed and delivered, if needed. 

 
If you are contracted to provide the Work First/Child Protective Service Initiative you will also be responsible for the 
following items: 

�x Evidence of a signed release of information between the individual's referring county department of social 
services and Contract Provider to communicate regarding assessment and disposition. 

�x The release of information meets all the requirements for a valid release: 
�9 Name of individual 
�9 Name of program making disclosure 
�9 Name of organization to which disclosure is to be made 
�9 Nature of the information 
�9 Purpose of disclosure 
�9 Revocation Statement 
�9 Expiration date 
�9 Signature of individual 
�9 Date signed 

�x Evidence of a completed SUDDS IV or NC DMH/DD/SAS approved assessment for the consumer. 
�x Evidence of a report to the county department of social services concerning the consumer’s treatment progress. 

 
Tips: 

�x Many of these items can be addressed in your assessment format and program Policy’s and Procedures. 
�x Ensure your plans and releases are signed by the consumer and are current. 
�x Make sure issues you identify in your assessment are addressed in later progress notes. Ex. if you identify 

transportation as an issue then address how you linked or supported the consumer in attending your service in 
follow up notes. 

�x If you do not provide the specific service such as medical care or child therapy then demonstrate that you assessed 
the consumer’s needs and how you linked them to an appropriate provider.  

 
For more information you may contact Rhonda Cox, Care Coordination Director at (828) 586-5501 ext. 1141 or your 
Provider Relations Contract Manager. 
 

 
 

The Substance Abuse Prevention Treatment Block Grant funds several initiatives including Work First/CPS, Women’s 
Set Aside Funds, Safe & Drug Free Schools and Communities, and Prevention. Federal block grant funding requires 
Providers who serve state-funded consumers with primary substance abuse or dependence diagnoses to provide the 
following documentation in their medical record for all consumers: 
 

1. Evidence that the individual has a principal or primary DSM IV TR diagnosis of substance abuse or dependence. 
2. Evidence of a TB screening included in the service record. 
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3. If there was evidence of TB symptoms, there is documentation of a referral for follow-up services. 
4. Evidence that the American Society of Addictive Medicine Patient Placement Criteria (ASAM) was used to 

establish the appropriate level of care during the admission process. 
5. The record contains a signed release of information that is time limited (no more than 12 months) with clear 

reference to the specific information to be released. 
6. There is specific language in the released documentation that prohibits re-disclosure. 
7. If the individual is identified as an IV drug user, there is evidence of timely admission or referral to appropriate 

services (Urgent Referral/within 24 hours).  
8. There is evidence that NC TOPPS was completed within the required timeframes.  

 
 
If a provider has been identified as a clinical home, it is expected that the provider will make reasonable outreach attempts 
(i.e., phone call, home visit, etc.) to engage a consumer who did not attend the first appointment. If a provider has made 
reasonable efforts and has not been able to engage the consumer, then the provider should contact the local Community 
Based Clinician (CBC) for assistance.  
 
For additional questions please contact Rhonda Cox, Community Services Director (828) 586-5501 x 1141. 

 
 
 

Prevention Programs 
 

The Substance Abuse Prevention Treatment Block Grant (SAPTBG) utilizes Behavioral Health Prevention Education 
Services to delay or eliminate the use of substances including alcohol, tobacco and illicit drugs in at-risk children under 
the age of eighteen. These funds are designated for individuals who do not require treatment but would benefit from 
education and counseling to reduce the risk of substance use and abuse. Six early intervention strategies are identified: 
Information Dissemination, Education, Alternatives, Problem Identification and Referral, Community Based Process and 
Environmental.  
�x Information Dissemination focuses on awareness and knowledge of the nature and extent of alcohol, tobacco and drug 

use, abuse and addiction and their impact on individuals, families and communities.  
�x Education focuses on activities that involve interaction between an educator/facilitator and participants.   
�x Activities aim to affect critical life and social skills such as decision-making, refusal skills, critical analysis of cultural 

messages and systematic judgment abilities.  
�x The Alternatives strategy engages the target group in activities that exclude the use of substances (for instance drug 

free dances and parties, community drop-in centers, etc).  
�x Problem Identification and Referral works to identify youth who have indulged in illegal/age inappropriate use of 

tobacco, alcohol or illicit drugs and then assess whether their behavior can be reversed. This strategy is not designed 
to determine if an individual is in need of treatment services.  

�x The Community Based Process strategy aims to increase the ability of the community to more effectively provide 
prevention and treatment services for alcohol, tobacco and drug abuse disorders utilizing organizing, planning, 
enhancing efficiency and effectiveness of services implementation, interagency collaboration, coalition building and 
networking.  

�x The Environmental strategy is a two-pronged approach which seeks to change written and unwritten community 
standards, codes and attitudes, thereby influencing the occurrence of substance use by the general public. 

 
 

Reporting Requirements 
 

The Federal SAPTBG funding calls for the LME and Contractor to provide semi-annual reports to the Division of Mental 
Health, Developmental Disabilities, and Substance Abuse Services regarding the grant activities and fulfillment of the 
SAPTBG requirements. 
 
In addition Prevention Providers must also provide the following program information: 
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1. Evidence of activities for one-way information dissemination concerning available prevention services and 
programs about awareness and knowledge of alcohol, tobacco and drug use, abuse and addiction and their effects 
on individuals and families. 

2. Evidence of activities for education and two-way communication that is interactive between the 
educator/facilitator and the participants. 

3. Evidence of activities for alternatives that targets participation of specific populations in activities that exclude 
alcohol, tobacco and drug use. 

4. Evidence of activities for problem identification and referral to determine if youth who have indulged can have 
their behavior reversed through education. 

5. Evidence of activities for community based processes that include organizing, planning and enhancing efficiency 
and effectiveness of service implementation, interagency collaboration, coalition building and networking. 

6. Evidence of activities for environmental activities that target establishing or changing written or unwritten 
community standards, both legal/regulatory and service and activity-oriented initiatives. 

7. A Drug Free workplace policy. 
 
Questions regarding Prevention Program requirements can be directed to Rhonda Cox, Community Services Director 
(828) 586-5501 x 1141 or Patti Tiberi, Substance Abuse Prevention Coordinator (828) 586-5501 x 1247. 

 
 
 
 
 

Safe & Drug Free Schools & Community Program 
(SDFS) 

 
The Safe and Drug Free Schools and Communities Act supports programs that prevent violence in and around schools; 
prevent the illegal use of alcohol, tobacco, and drugs; involves parents and communities; and are coordinated with related 
federal, state, school and community efforts and resources to foster a safe and drug free learning environment. These 
efforts should include local education agencies, community based organizations, public and private entities to support 
community wide drug and violence prevention planning and organizing activities. Development, training, technical 
assistance and coordination activities are also key components of grant activities. 
 
 
For providers receiving Federal Block Grant monies to provide SDFS programs the following criteria must be met: 
 

1. There is evidence that the program Provider involved parents and community members in the development, 
design and implementation of the program. 

2. There is evidence that the program Provider has a system to periodically evaluate the program to assess its 
progress towards achieving its performance measures and strategies that was completed within the fiscal year. 

3. There is evidence that the program Provider has an evidence based program based on risk factors identified in the 
community. 

4. There is evidence that the program Provider is using an approved program for delivery of services. 
5. There is evidence that the program Provider has had ongoing collaboration with other community agencies 

regarding performance measures. 
6. There is evidence that program provider has developed a program based upon community assessment of needs. 

 
Questions regarding Safe & Drug Free Schools requirements can be directed to: 

 
Rhonda Cox 

Care Coordination Director 
(828) 586-5501 x 1141 

or  
Patti Tiberi  

Substance Abuse Prevention  
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Regional Coordinator 
(828) 586-5501 x 1247. 

 
 

 
 
 
 
 
Section VIII    Quality Improvement and Performance Monitoring 

   
Provider Monitoring  

 
The LME monitors Providers of services for the purpose of assuring and improving the quality of care, protecting the 
rights of consumers receiving MH/DD/SA services, and insuring compliance with statutes, rules, and policies governing 
the provision of  MH/DD/SA services as well as contractual requirements.  The LME has the authority and the 
responsibility to monitor the provision of services in its catchment area as stated in 10A NCAC 27G .0600.  See 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/aps/apsm30-01-6-06.pdf 
 
 
The LME determines the frequency and extent of monitoring based on several criteria.  The LME’s monitoring procedure 
includes a site review, submission of a Report of Findings, and possible requirement for the Provider to submit a Plan of 
Correction to address cited deficiencies.   The LME also analyzes the results of the local monitoring activities to identify 
and respond to patterns and trends in Provider compliance. 
 

Please be aware that the provider endorsement policy, plan of correction policy, check sheets and instructions, and 
notification of endorsement action forms have been revised to include policy changes indicated in the Division’s 
Implementation Update #33.  They are effective as of 10/1/07.   

This information can be found on the Provider Endorsement page on the Division’s website: 
http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/index.htm. 

 
Client Rights Reporting 

 
Providers are responsible for establishing client rights committees that comply with the requirements for such a committee 
as delineated in 10A NCAC 27G .0504.   The Provider’s Client Rights Committee is responsible for the oversight of the 
following client rights protections as they pertain to the Provider’s services: 
1) compliance with G.S. 122C, Article 3; 
2) compliance with the provisions of 10A NCAC 27C, 27D, 27E, and 27F governing protection of client rights, and 10A 

NCAC 26B governing confidentiality; 
3) establishment of a review procedure for any of the following which may be brought by a client, client advocate, 

parent, legally responsible person, staff, or others: 
a) client grievances; 
b) alleged violations of the rights of individuals or groups, including cases of alleged abuse, neglect, or exploitation; 
c) concerns regarding the use of restrictive procedures; or 
d) failure to provide needed services that are available from the Provider. 

 
10A NCAC 27G .0504(h) requires the Provider to report grievances regarding incidents of actual or alleged Client Rights 
violations which occur during the provision of services, after the Provider’s governing body has reviewed the incident and 
has had opportunity to take action.  Grievances regarding incidents of actual or alleged Client Rights violations, the facts 
of the incident, and the action, if any, taken by the Provider must be reported to the Area Director within 30 days of the 
date that the grievance was filed, and to the Area Board within 90 days of the date that the grievance was filed. 
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10A NCAC 27G .0504(g) requires the Provider’s Client Rights Committee to file an annual report of its activities with the 
LME. 
  

For further information on Client Rights:  
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/aps/apsm95-2clrights7-03.pdf  

 
 
 

Incident Reporting 
 

Certain incidents involving consumers must be reported as delineated in 10A NCAC 27G.0600.  [NOTE: There’s also a 
form (DHHS Incident and Death Form) and a manual concerning incident reporting at  
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/dhhs-incident11-18-04manual-total.pdf  
 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02-rev3-8-
06.dot  
 
 
Providers are also required to send a quarterly summary report of incidents to the LME.  The report is to be submitted 
electronically using a form provided by the Division of MH/DD/SAS. 
 
Category A and B Providers should refer to the NC Rules, the Division’s Incident and Death Form Manual, and the 
Division’s forms and instructions for specific information regarding the submission of incident reports and information 
contained within the reports.  Providers may also contact the Quality Management Department for technical assistance in 
filing incident reports.  
 
10A NCAC 27G. 0603: 
http://www.dhhs.state.nc.us/mhddsas/rules/pdf/10ancac27g0603new5-04.pdf 
 
10 A NCAC 27G. 0604 
http://www.dhhs.state.nc.us/mhddsas/rules/pdf/10ancac27g0604new5-04.pdf 
 
DHHS Incident and Death Form Manual 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/dhhs-incident11-18-04manual-total.pdf  
 
DHHS Incident and Death Report form 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/forms/dhhsincidentdeathreport-formqm02-rev3-8-
06.dot  
 
DHHS Restrictive Intervention Details Report form 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/forms/dhhsrestrictiveinterventionformqm0411-18-
04rev.dot  
 
Level I Incident Quarterly Review Report form 
http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/forms/providerqtrreport-formqmQM11rev1-06.doc  
 

 
 
 

Person-Centered Planning 
 
Person-Centered planning is considered to be the heart of mental health reform efforts.   The State Plan 2003 defines 
person-centered planning as “the life planning process that applies across all citizens who are supported and served.”  It is 
intended to be a departure from a traditional emphasis on regulatory standards that govern the process of treatment plan 
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development, instead placing the individual receiving services in an informed and in-command role for life planning.  The 
State Plan 2003 emphasizes that person-centered planning is not a program but a “life planning method (process) of 
determining ends (real life outcomes) for individuals and developing means to those ends (strategies).”    
 
While there are several different approved methods for approaching person-centered planning (see document below), all 
methods emphasize a process that is dynamic and strengths-based; that is driven and owned by the individual receiving 
services; that involves crisis planning; that is “real life” outcome oriented; and that “contains strategies that reflect the 
most natural, durable and sustainable methods of achieving real life outcomes”.   Continuous quality improvement is a 
core feature of all person-centered planning.  Progress towards stated goals is continuously monitored and improvements 
to the plan continuously sought and implemented in order to achieve the desired outcomes.   
 
Person-centered planning is intended to develop and emphasize personal resources, natural supports and natural 
community resources over formal supports.   The person-centered plan is the map that guides the individual towards 
developing independence. 
 
Providers are expected to become very familiar with person-centered planning guidelines as described in the first 
document below.  An additional resource is the Self-Study Course on Person-Centered Planning developed at Cornell 
University.  All providers within the Qualified Provider Community will eventually be required to receive formal training 
in person-centered planning as part of the Comprehensive Training Program that is under development.   
 
Please review the Enhanced Services Implementation Update #8 as well as the Division’s Person-Centered Plan 
form and instructions at http://www.dhhs.state.nc.us/mhddsas/announce/index.htm.  Use of this standardized 
format is required beginning June 1, 2006.  We have also posted the PCP form and instructions on SMC’s website 
under the Provider tab under “Enhanced Services Transition Information” link.   
 
Further information on Person-Centered Planning may be viewed at the following links:  
 
http://www.ilr.cornell.edu/ped/tsal/pcp/index.html 
 
http://www.dhhs.state.nc.us/mhddsas/announce/commbulletins/commbulletin034pcpguidelines.pdf 
 
http://www.dhhs.state.nc.us/mhddsas/training/access-care/completepcp7-16-07.doc 
 
http://www.dhhs.state.nc.us/mhddsas/training/access-care/introductorypcp7-11.07.doc 
 
http://www.dhhs.state.nc.us/mhddsas/training/access-care/pcp-instruction-manual7-11-07.pdf 
 
http://www.dhhs.state.nc.us/mhddsas/training/access-care/pcptipsheet7-18-07.pdf 
 
http://www.dhhs.state.nc.us/mhddsas/stateplanimplementation/commbulletins/combulletin015/commbulletin015attach3_7pcpguid
elines.pdf 

  
 
 
 
 
 

Clinical Outcome Measures 
 
NC-TOPPS Implementation Memo:   
https://nctopps.ncdmh.net/NC-TOPPSGuidelinesVersion4.0July07.pdf  
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NC-TOPPS (North Carolina Treatment Outcomes and Program Performance System) is the state’s tool for data collection 
regarding MH/SA treatment effectiveness.  NC-TOPPS assessments are required for all MH/SA enhanced benefits 
consumers.  More information about NC-TOPPS is available at https://nctopps.ncdmh.net.  
For more information on NC TOPPS please refer to: 
 http://nctopps.ncdmh.net/NC-TOPPSGuidelinesVersion3.1July06.pdf 
  
For technical support please contact Heather Brown at 828-759-2160, ext. 3331 
 
 
 
 
Section IX    Local Management Entity  Specific  
                     Policies/Forms/Local Governance Requirements 
 

Access to Services 
 
It is the policy of SMC to provide a responsive and efficient access to care system for individuals requesting mental 
health, substance abuse, or developmental disability services. Access to care is viewed as a dynamic and open-ended 
process that continues as long as a consumer is receiving services. Access to care and emergency services are not discrete 
functions. Rather, all service requests are on a continuum from routine to emergent, and must be addressed accordingly. 
The SMC access to care system will provide a timely response to requests for service, determine the status of each request 
(emergent, urgent, routine), initiate a person-centered planning process which includes informal supports and services, 
employ level of care criteria to determine treatment options, authorize care, connect each consumer with a service 
provider as indicated, and provide follow-up as needed. Individuals who are not eligible for State sponsored treatment 
services will be connected with appropriate community and informal resources to meet their needs. SMC will track 
service requests, authorizations, and denials of care to ensure that consumers are not inappropriately denied access to 
needed services. SMC will strive to remove barriers to care and ensure that person-centered thinking is employed 
throughout the assessment, referral, and treatment process. The organization will adhere to the philosophy of “no wrong 
door” by responding to consumers in a variety of locations in the community. The LME offers consumers a choice of 
available providers. While the provider community will perform critical access functions, the LME will serve as the safety 
net for emergency services and access to care across the seven county region.  
 
Providers in the community have access to psychiatric evaluation and medication management for consumers. Consumers 
being discharged from hospital facilities have appointment priority.  Whenever appropriate, referrals are made to primary 
physicians for medication management.   Psychiatrists provide psychiatric consultation to primary physicians in lieu of 
direct service whenever possible.   
 
Complete and detailed discussions of access to care are forthcoming in the Emergency Services Policy (currently under 
development) and the Access to Care Policy.   
 
The Access to Care Policy and Procedure may be viewed at  
http://www.smokymountaincenter.org/documents/providermanual/Access_to_Care_Policy_&_Procedure.pdf 
 
The Division Access to Care Procedural Flow Chart may be viewed at 
http://www.dhhs.state.nc.us/mhddsas/stateplanimplementation/consumerflow4-1-06chart.ppt 
 

Service Management Functions 
 

The SMC Service Management Department combines under one team several functions that were previously handled in 
different parts of the organization: 
 

�¾ Screening, Triage & Referral:  (STR) Smoky Mountain Center Access Center began operations on Tuesday 
January 3, 2006.  The Access Center is located at the East Street office and provides STR for consumers starting 
MH/DD/SA services. 
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�¾ Utilization Review:  SMC Care Managers review and process service authorization requests for all LME funded 
MH/DD/SAS services submitted by providers from all 15 counties within the SMC catchment.  SMC Care 
Managers are located both at the Area office and at the East Street office.  

 
 

 
 
 

Contacting the Service Management Department 
 

Providers may contact the Access Center by calling the current SMC Area Office number, 586-5501. Consumers seeking 
services can reach SMC by calling SMC’s current toll-free number, 1-(800)-849-6127.  Callers to either number will get 
an auto-attendant that will offer choices for several departments including: 
 

�¾ Emergency Services, Balsam Center (Option 1) 
�¾ Staff Directory (Option 2) 
�¾ Consumer or Calling on Behalf of a Consumer (Options 3) 
�¾ Service Providers (Option 4) 
�¾ Complaints, Concerns, and Compliments (Option 5) 

 
 
There are multiple (including some new) ways for providers to contact the Service Management Department: 

�¾ Authorization Requests are now submitted via the SMC BUI system under the Service Authorization Request 
menu item (item 5) on the provider menu.  Supporting documents are submitted at the Document Import and 
Viewing menu item (item 10).  

�¾ Telephone access:  828-586-5501 or 866-990-9712. 
�¾ E-mail (please use client record number but not name or other identifying information):  

UM@smokymountaincenter.com This email address is for general questions only.  This mode of communication 
should not be used for authorization or document submission communications. 

�¾ Fax:  828-586-6401 should be used when specifically requested to fax documents to Service Management.  This 
route should not be used as a general route of communication or document submission. 

�¾ US Mail:  UM Department, Smoky Mountain Center, 44 Bonnie Lane, Sylva, NC 28779. 
 

 
 

   
 

General Information for Screening and Access for Mental Health,  
Developmental Disability, and Substance Abuse Service Services 

 
All consumers are entitled to an assessment, regardless of the point of access or payer source. 
 
Although an authorization is not needed for assessments, a telephonic or face to face screening must be completed by 
LME staff prior to the providers doing the assessment.  For state-funded services, the provider must communicate STR 
information to the LME prior to rendering an assessment or any other service. 
 
Telephonic screening, triage, and referral of the consumer may be completed by an Access Specialist or by a contracted 
provider trained by SMC to do so.  (See additional information at Provider Screening, Triage, and Referral section, page 
96.)  Consumer needs are triaged during the screening process (emergent, urgent, routine) and consumer demographics are 
entered into our system.  Consumers are presented choice information for the purpose of selecting a clinician to provide 
appropriate mental health and substance abuse services if the consumer has not already chosen a provider.  Once the 
screening is completed the Access Specialist obtains a record number for the consumer and grants record access to the 
selected provider if the provider has elected the Entity medical record option.   
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A provider who completes an assessment without prior LME approval is at risk for not receiving payment for that service 
for state-funded consumers.  No authorization for treatment will be issued, even if requested until all required consumer 
information is provided to the LME via the web-based forms. 
See Section V of this manual for details on provider documentation requirements.  
 
The Admission Assessment Procedural Flow Chart for Providers may be viewed at 
http://www.smokymountaincenter.org/documents/providermanual/Admission_Assessment-Independent_Model.pdf 
 

ASAM Required for Substance Abuse Services 
 

Al l individuals receiving Medicaid or state-funded substance abuse services must be rated on the American Society of 
Addiction Medicine Patient Placement Criteria (ASAM PPC-2R) during assessment and diagnosis.  ASAM PPC-2R 
scores are required on the Diagnostic Assessment and Basic Assessment forms for persons with substance use disorders.  
Enhanced substance abuse services include ASAM scores in their utilization management guidelines. 

The ASAM PPC-2R provides two sets of guidelines, one for adults and one for adolescents, and five broad levels of care 
for each group. The levels of care are: Level 0.5, Early Intervention; Level I, Outpatient Treatment; Level II, Intensive 
Outpatient/Partial Hospitalization; Level III, Residential/Inpatient Treatment; and Level IV, Medically-Managed Intensive 
Inpatient Treatment. Within these broad levels of service is a range of specific levels of care. 

More information on the ASAM PPC-2R placement guidelines and information on ordering ASAM materials may be 
found on the ASAM website:  http://www.asam.org/ppc/ppc2.htm. 

 
 
 
 
 
 

Access to Residential Treatment Services For Children 
 
Residential services for children and adolescents with Medicaid or Health Choice are authorized by ValueOptions. SMC 
LME will review consumers for whom residential services are authorized by ValueOptions for possible room and board 
authorization after receiving notice of service authorization by ValueOptions.   
 

 
 
 

Assessment Descriptions (Mental Health) 
 
There are three different types of assessments that we are now referring to.  The following table lists those terms and the 
SMC LME meaning of each: 
 



August 2010 

  

 

 
 
Annual Medicaid Audit  
 
IMPORTANT NOTICE:  Providers have the ultimate responsibility for documenting services and privileging 
and credentialing their staff members in accordance with the NCAC rules, Division guidelines and Medicaid 
guidelines.  The Entity electronic medical record and Smoky Mountain Center’s documentation policies and 
procedures have been designed to aid in compliance with the requirements and are updated as the requirements 
change.  Failure by providers to document services according to the requirements can result in financial payback if 
documentation is audited and found to be out of compliance.   

 
A general description of the current audit format is provided below; however, this format could change if the Division 
revises its practices to reflect the state reform taking place in the delivery of mental health, developmental disabilities, and 
substance abuse services.   

 
General Description 

 
The Regulatory Management Section of the Division of Mental Health, Developmental Disabilities, and Substance Abuse 
Services, under the direction of the North Carolina Department of Health and Human Services (DHHS), has traditionally 
conducted an annual audit of area programs of Medicaid services. The Secretary of DHHS, under NC General Statute 
122C-112.1, delegates the duty to the division to “monitor and oversee compliance by area authorities, county programs, 
and all providers of public services with State and federal policy, law, and standards.”  The format of the audit is to 
review: 
 
Client-specific records documentation for randomly selected events paid by Medicaid, provided and paid within 
a certain time-frame.  This includes both CAP MR/DD Waiver and other Medicaid services, which includes all  
other Medicaid-billed services such as group and individual therapy, case management, residential services, etc. 
System monitoring for program-specific compliance practices of the Area program. 
    
The audit has traditionally taken place in mid-May with division auditors on site at Smoky Mountain Center Area 
Administrative offices in Webster a minimum of two days.  DMA notifies the LME of the audit dates and other specific 

Assessment Description 
Diagnostic Assessment Comprehensive assessment to support the development of a 

Person-Centered Plan (PCP) for Medicaid consumers presumed 
to be in a target population, and for State-funded consumers 
presumed to be in a target population and at Level of Care C or 
D.  Conducted by two licensed clinicians, one of whom must be 
a physician, physician extender or doctoral psychologist.  Must 
be referred or authorized by SMC .  Service [ Service Code:  
T1023] 

Basic Assessment Aka, “Diagnostic Assessment Lite.”  Somewhat less 
comprehensive assessment to support the development of a 
PCP-Lite and Crisis Plan.  For State-funded consumers 
presumed to be in a target population and at Level of Care A or 
B.  Requires only a single licensed (or provisionally-licensed) 
clinician in an agency endorsed to conduct Diagnostic 
Assessments. Must be referred or authorized by SMC .  
[Service Code:  90801, H0031 or H0001] 

Emergency Assessment Crisis assessment/intervention for a consumer not in service 
with the organization of the provider conducting the service.  
Evaluates crisis needs, provides or facilitates crisis intervention, 
and makes recommendations for follow-up services.  Service 
must be requested by SMC .  [Service Code:  90801, H0031 or 
H0001] 
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information in February, but does not mail the actual client events lists to the LME until approximately three weeks prior 
to the audit date.  With the lists, clients are identified, but the actual event is not identified until the time of the audit when 
the auditors are on site. 
 

Contract Agency Requirements for Preparing for the Audit 
 
Contract agencies whose privileging and credentialing are not done by Smoky Mountain Center are required to submit 
privileging and credentialing documents for all of their staff members who provided services to Medicaid consumers who 
have been selected for audit.  This includes privileging and credentialing policies, supervision plans, and documented 
evidence that supervision plans are being carried out.  Smoky Mountain Center’s Provider Contract Specialists or Medical 
Records Director will inform providers of the required documentation and the deadline for submission to Smoky 
Mountain Center’s Area office prior to the audit date.  Contract agencies should designate a contact person to be available 
in person or by phone during the audit should questions arise or additional documentation be requested by the auditors.  
Agencies can pick up the files once the audit is completed. 

 
Provider Attendance 

 
Smoky Mountain Center will try to provide the earliest notice possible to coordinate attendance by its contract providers 
and provider agencies, should client events for which they have provided services be selected for audit.  DMA expects 
attendance by the provider or a representative of the provider agency who provided the service. The Smoky Mountain 
Center management team strongly encourages providers to attend the audit, as this may give the provider a chance to 
answer any questions, clarify anything that is unclear, and possibly avoid a payback. 

 
 
 

Payback associated with the audit 
 
For any audited events that are found to be out of compliance, the auditors can require a “payback” of any Medicaid funds 
that have already been paid on that event.  Depending on the reason for non-compliance, payback may be required on the 
event only or payback could be required for all services provided during the time period being audited. 
 
For the client-specific records documentation portion of the audit, the current format is that auditors review the client 
record both in Entity, the electronic medical record, and any accompanying paper documentation associated with the 
client record.  The auditors conduct the records review using an audit tool, specific to the service type, which identifies 
items for which each event record will be reviewed.  The audit tool reflects documentation elements as required by the 
current Service Records Manual (APS-M 45-2) and Service Definitions.  Some items that are reviewed are: privileging 
and credentialing of providers for each type of service, signed valid service order (when applicable), current service plans 
and treatment goals reflecting periodic review, client participation signatures, and units of service documented as billed.  
Please see audit tool links below for further information. 
 
For CAP audit tool instructions, special requirements, and for the audit tool, see below: 
http://www.smokymountaincenter.org/documents/providermanual/capinstruct.pdf 
 
http://www.smokymountaincenter.org/documents/providermanual/capspecialreq.pdf 
 
http://www.smokymountaincenter.org/documents/providermanual/capaudit.pdf 
 
For residential audit tool instructions and the residential audit tool, see below: 
http://www.smokymountaincenter.org/documents/providermanual/resinstruct.pdf 
 
http://www.smokymountaincenter.org/documents/providermanual/resaudittool.pdf 
 
For other Medicaid audit tool instructions, special requirements, and the audit tool, see below: 
http://www.smokymountaincenter.org/documents/providermanual/otherauditinstruct.pdf 
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http://www.smokymountaincenter.org/documents/providermanual/otherspecreq.pdf 
 
http://www.smokymountaincenter.org/documents/providermanual/otheraudittool.pdf 
 

Best Practice 
 
According to the State Plan 2003 and the Adult Mental Health – Best Practice document, the concept of Recovery is the 
foundation of all system efforts and best practice models for adults receiving mental health services. “Recovery oriented 
supports and services facilitate a process whereby consumers define their strengths and goals and create meaningful lives 
and roles beyond that of ‘psychiatric patient’.  Recovery oriented supports and services incorporate a tolerance for ‘set 
backs’, understand that the recovery process is not simple or linear and are provided in a care environment.  Clinical 
decisions are evidence based, but always in the context of partnership and person-centered planning, which requires 
personal choice and a match of supports and services that respects individual needs and goals.  Research has demonstrated 
that this approach results in positive treatment outcomes and high client satisfaction.” 
 
In 2006, SMC embarked on a Recovery Initiative that includes education and awareness efforts regarding recovery as it 
applies to mental health issues, promotion of a recovery environment within the SMC LME and the SMC service delivery 
system, and establishment of peer support programs and opportunities for Peer Support Specialists to work in the system.  
The intent is to have Peer Support Specialists employed in positions that include working as part of the Recovery Team at 
the Balsam Center for Hope and Recovery, working in the community as part of the Assertive Community Treatment 
Teams or within the Psychosocial Rehabilitation programs, providing Peer Bridge services to individuals transitioning 
back to home from hospital stays and/or providing Wellness Recovery Action Plan groups in each of the counties within 
our catchment area.  In order to support this initiative and the introduction of the new role of Peer Support Specialists 
within the system, it is critical for Providers to embrace, support and facilitate movement towards the key concepts of 
recovery, including: Hope, Personal Responsibility, Education, Self-advocacy and Support. 
 

All providers within the Qualified Provider Community will eventually be required to receive formal training in  
Recovery as part of the Comprehensive Training Program that is under development.    
 
With regard to Best Practice Supports and Services, the State Plan 2003 provides the following information: 

“There is remarkable consensus around ‘best practice’ supports and services for adults with severe and persistent 
mental illness.  Those best practice services that have empirical evidence of efficacy are considered to be 
evidence-based practice.  A national project supported by the Robert Wood Johnson Foundation has developed a 
series of evidence-based practice (EBP) tool kits.  The EBP tool kits include sections for administrators, 
practitioners, consumers and families.  They include training modules and they include evaluation instruments to 
assess fidelity to the model of practice.  It is the intent of the Division that the services identified through the EBP 
tool kits are a priority.  As soon as the tool kits are available to providers, the Area Authorities should utilize the 
tool kits in the development of these services, provide training based on the tool kits and utilize the evaluation 
tools through the Area Authorities quality improvement responsibility to insure fidelity to the model of service 
throughout the provider community.” 

 
Services for which EBP tool kits are available are: Medication Management, Illness Self-management, Integrated Dual 
Disorder Treatment, Supported Employment, Family Psycho-education and Assertive Community Treatment. 
 
SMC has been able to purchase all of the above tool kits and can make them available to providers, on a limited loan 
basis, for review.   

Link to Adult Mental Health – Best Practice:  
http://www.dhhs.state.nc.us/mhddsas/announce/commbulletins/commbulletin007.pdf . 

 
Link to Recovery resource: 

http://www.mentalhealthrecovery.com/’  
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Link to additional information about EBP Toolkits: 
http://mentalhealthpractices.org 

 
Evidenced-Based Practices 

“Quality and accountability involve the adherence to evidence based practice (EBP) and fidelity to those specific 
program models that are shown to produce consistently cost effective results.  Without model fidelity, an organization 
risks not achieving the positive outcomes demonstrated in the research.  In fact growing evidence finds that even some 
of the most popular and well-disseminated programs are not evidence-based and in fact can be counter productive.”
 DHM/DD/SAS State Plan 2005 

 
Evidenced-based practices (EBPs) are practices that have been: 

�¾ Shown to be efficacious and to produce meaningful outcomes in controlled research studies 
�¾ Replicated by other researchers 
�¾ Documented to describe the model and how the service is provided 
�¾ Replicated in real-life treatment settings 

 
Community Support Service (or Community Support Team or ACTT) becomes the “umbrella” service in which most 
EBPs will be delivered in the enhanced services model.  North Carolina has identified six EBPs for severe mental illness: 
 
1. Wellness (Illness) Management and Recovery:  A broad set of strategies designed to help individuals with serious 

mental illness collaborate with professionals, reduce their susceptibility to the illness, and cope effectively with their 
symptoms.  Recovery occurs when people with mental illness discover, or rediscover, their strengths and abilities for 
pursuing personal goals and develop a sense of wellness. 

 
2. Family Psycho-Education:  The provision of information, clinical guidance and support to families of seriously 

mentally ill consumers.  Psycho-Education can be provided in single-family and multi-family groups.  The format is 
structured and pragmatic to assist people with developing skills for handling problems posed by mental illness.  Over 
time, practitioners, family members and consumers form a partnership as they work toward recovery. 

 
3. Assertive Community Treatment Team (ACTT):  A comprehensive community-based model for delivering 

treatment, support and rehabilitation services to adults with severe mental illness.  A team of professionals assumes 
direct responsibility for providing the specific array of services needed by a mental health consumer, for as long as 
they are needed. 

 
4. Supported Employment:  A well-defined approach to helping people with disabilities participate as much as possible 

in the competitive labor market, working in jobs they prefer with the level of professional help they need.  Supported 
Employment programs for persons with mental illness typically provide individual placements in competitive 
employment—that is, community jobs paying at least minimum wage that any person can apply for—in accord with 
client choices and capabilities. 

 
5. Integrated Dual Disorders Treatment:  Promotes ongoing recovery from co-occurring severe substance abuse and 

severe mental illness by providing service agencies with specific strategies for organizing and delivering services.  
Co-occurrence is common—about 50 percent of individuals with severe mental disorders are affected by substance 
abuse.  Dual diagnosis is associated with a variety of negative outcomes, including higher rates of relapse, 
hospitalization, violence, incarceration, homelessness and serious infections such as HIV and hepatitis. 

 
6. Medication Management Approaches in Psychiatry (MedMAP):  MedMAP is designed to involve consumers, 

family members/supporters, practitioners, program leaders, and the public mental health authority in a united effort to 
practice medication prescribing in the interest of recovery of the consumer. MedMAP provides guidelines and 
algorithms that were developed using research and evidence to help the agencies, practitioners, and consumers 
achieve the best possible recovery outcomes. Currently established as an EBP only for schizophrenia, it is likely that 
in the near future this approach will be expanded to include the pharmacological treatments for other mental illnesses. 
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Information and Traini ng on Evidenced-Based Practices 
 
1. Southern Regional AHEC (www.SouthernRegionalAHEC.org ; (910) 678-7226) in conjunction with other Regional 

AHECS throughout the state is presenting a series of trainings on North Carolina Evidence Based Practices between 
February and June 2006. 

2. The North Carolina Evidence Based Practices Center (http://www.ncebpcenter.org/home.htm) was created by the 
Southern Regional AHEC with support of the Duke Endowment to be a comprehensive resource center for 
organizations involved in implementing evidence based mental health practices in treating the severely mentally ill.   

3. The Substance Abuse and Mental Health Services Administrations’ (SAMHSA) Center for Mental Health Services 
has “toolkits” for EBPs on their website: (http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/).  
Five excellent evidence-based practice toolkits can be downloaded: 

a. Illness Management and Recovery 
b. Assertive Community Treatment 
c. Family Psychoeducation 
d. Supported Employment 
e. Co-occurring Disorders:  Integrated Dual Diagnosis Treatment 
f. Assertive Community Treatment 

 
Case Management:  Special Obligations for Contracted Providers 
 

 
 

Contracted CAP-MR/DD Case Management Criteria  
 

�¾ Providers of unlicensed services, i.e., case management, must be provider agencies, such as those described in 
Category B of NCAC 10A 27G of the North Carolina Administrative Rules. 

�¾ All provider agencies must receive compliance verification by SMC  to provide unlicensed services. 
�¾ All Category B providers will be subject to the incident reporting and routine monitoring requirements identified 

in Senate Bill 163.  The Quality Management Department of SMC  will establish a routine monitoring schedule 
for each provider and will work closely with the provider to provide technical assistance and support in assuring 
that the provider agency is in compliance with all NC Administrative Rules and General Statutes.  The frequency 
and intensity of monitoring activities will be determined by the provider agency’s profile with respect to sentinel 
events, such as complaints and incidents, as well as results of routine quality assurance monitoring. 

�¾ Provider agencies contracting for case management must be willing to provide services to all individuals referred 
by SMC within the provider’s established geographical areas.  It will not be acceptable for a provider to deny 
services to an individual based on the individual’s involvement with other providers for other services.  However, 
according to the CAP Manual and the Targeted Case Management Service definition, a provider may not 
provide Case Management to a consumer for whom that same provider is providing other services. 

�¾ Provider agencies contracting for DD case management must track their own case management qualifications.  At 
any point requested, provider agencies contracting for case management must submit verification of case manager 
training and qualifications to provide CM services. 

�¾ Provider agencies are required to provide training to DD case managers prior to their assignment to a DD 
consumer.  Training needs to incorporate the rules and regulations of all funding sources.  Various reference 
manuals will be needed and are available on line at www.dhhs.state.nc.us/mhddsa.   

�¾ Case managers are expected to work with consumers, families, providers, SMC , and communities to maximize 
the potential of each individual to pursue as much independence as possible in residential, vocational and social 
activities. 

�¾ The Case Manager assigned by the contractor will be available for first response crisis management, or the 
Contractor will make arrangements for back-up on-call services. 
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Section X    Communication 

 
Smoky Mountain Center to Provider 

 
The SMC Access Center routinely calls provider agencies, selected by consumers during STR, to schedule appointments.  
When SMC’s Access Center calls to schedule an appointment for enhanced benefit services, the provider needs to have 
one contact person with the ability to make the appointment while the Access Center and the consumer are on the phone. 
 
E-mail and the Smoky Mountain Center website (http://www.smokymountaincenter.org) are the main communication 
tools SMC uses to communicate general information to the Qualified Provider Community.  Examples of e-mailed 
communications are:  
 

�¾ Training announcements 
�¾ Forum notices and/or minutes 
�¾ Policy and procedural changes 
�¾ Interest Survey and/or general service needs 
�¾ RFP announcements 
�¾ LME staff changes 

 
On the SMC website providers can access a variety of important information, including Area staff contact information, 
procedural information, a copy of this manual, Request for Proposal (RFP) information, provider information, and much 
more. SMC recommends checking our website frequently for useful and important information.  The LME also utilizes 
other means to communicate with providers such as hard copy mail, quarterly provider forums, and personal staff contact.   
 

Provider to Smoky Mountain Center 
 
It is best to contact Area staff via Microsoft Outlook email, or telephone.  Please see the “Who to Contact for Answers” 
section of this manual for Area staff contact and email address information.   
 
The provider is responsible for communicating any e-mail address changes to the LME.  Providers are also responsible for 
informing LME in the event the provider is under any type of professional investigation, such as those associated with 
licensure, insurance, Medicaid/Medicare, neglect, criminal, or other.  In addition, as specified in the written contract, each 
provider has the responsibility to notify Smoky Mountain Center about the following: 
Licensure – The Contractor and all individuals providing services on its behalf under this contract will at all times 
maintain required licenses, accreditations, certificates, and/or necessary qualifications for itself and the individuals 
providing the services as may be required by North Carolina and Federal statutes, rules, regulations, and laws.  The 
Contractor and all individuals providing services on its behalf agrees to notify the Area Program immediately of any 
change in the status of such licenses, accreditations, certifications, and/or qualifications. 
 
Insurance Coverage – The Contractor agrees that certificates of insurance will be furnished to the Area Program within 
30 days following the effective date of this contract and on an annual basis within 10 days of each anniversary date of this 
contract.  If the Contractor changes insurance carriers during the performance period of this contract, the Contractor will 
provide satisfactory evidence to the Area Program that the Contractor will be insured to the full extent specified above for 
the entire performance period of this contract, under the new policy, the old policy, or a combination of the old and new 
policies. 
 
Critical Incidents  – Some providers are responsible for reporting critical incidents.  See Critical Incident Monitoring and 
Death Reporting information in this manual for details. 
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Communication with the UM Department 
�x Remember to use the new forms and the BUI System to submit most information to SMC. 
�x Access Specialists in the Access Center handle calls in our telephone queue and should not receive calls on their 

individual phone extensions. Please do not attempt to contact individual Care Managers or Access Specialists 
regarding referrals, or other matters, but call the queue (select option #3) and ask the person that takes your call to 
assist you. Send messages to UM@smokymountaincenter.com. 

�x Care Managers may be reached at 1-866-990-9712. 
 

Provider to Provider 
 

From time to time consumers select new providers prior to officially ending services with their current provider.  Smoky 
Mountain Center supports and encourages courtesy contact between providers when receiving a referral on a consumer 
that already has an open SMC record.  Please make sure the proper consents for the release of information are in place 
before providing this professional courtesy.  Recognizing the clinical value of transitioning and closure, it would be 
important to encourage the consumer in that regard.  SMC attempts to contact providers when there has been such a 
change, in order to facilitate medical record and clinical closure.  

 
 

Electronic Bulletin Board 
 

Smoky Mountain Center has created an electronic bulletin board which is located on our website and is available for 
providers to use.  In order to post or view information on this bulletin board you must have a valid username and 
password.  Once you log-in on SMC’s website, you will notice a tab on the left-hand side of the homepage entitled 
“Bulletin Board.”  When you select this tab it will take you to the bulletin board where providers will have access to the 
“Provider Forum” and the “Public Forum.”  Only those individuals who work for an agency with whom SMC has a 
contract and/or MOA will have access to the “Provider Forum.”   
 
We hope this will be a useful tool for you in which you can post information about job openings, upcoming trainings, 
services needed or available for clients, and other work-related information that you wish to share with fellow providers.  
Please be sure that you do not post any client-specific information.  Sometimes we receive resumes of persons looking 
specifically to work in positions within the provider community rather than with SMC.  With the consent of these job 
applicants, we may also use this bulletin board to post resume information of such individuals.   
 
Postings to this bulleting board will be monitored regularly by SMC to ensure the appropriateness of all communications.  
Any posting deemed unsuitable by SMC (e.g., inappropriate language, breach of confidentiality, unprofessional 
information) will be removed and those involved will be warned of this and could possibly lose their access to this 
feature.   
 
Please do not hesitate to contact the Provider Relations Department if you have any questions or need help using the 
bulletin board.   
 

Consumer Choice 
 
Consumers are offered a choice of community providers at access and throughout their treatment, with the exception 
noted below for adult mental health services in Jackson, Haywood, and Cherokee counties.  Consumer choice is offered 
whenever there is a change in service need and additional supports are authorized, or if a consumer is dissatisfied with 
their current provider. Providers who complete assessments for the LME are required to offer choice to consumers as part 
of the person-centered planning process. Choice is documented in the consumer’s record. These requirements are covered 
in the assessment training. 
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Recovery Education Program 
 
Recovery Education Program 
Smoky Mountain Center has made an arrangement with Meridian Behavioral Health Services and New River Behavioral 
Healthcare to provide all of the mental health and substance abuse services to state-funded adult consumers in certain 
counties through Recovery Education Centers (REC). Details and implications of this arrangement are outlined below. 
 
Meridian Behavioral Health Services is the exclusive provider of state-funded services to adult MH/SA consumers in 
Haywood, Jackson, Macon and Cherokee Counties.  New River Behavioral Healthcare is the exclusive provider of state-
funded services to adult MH/SA consumers in our Northern and Central Regions including Alleghany, Ashe, Avery 
Watauga, Wilkes, Alexander, Caldwell and McDowell Counties.   

 
Recovery Education Centers 

 
A Recovery Education Center (REC) is a place where individuals can become students in the study of their own wellness.   
In an environment more like a community college than a traditional treatment clinic, individuals who experience mental 
illness and substance abuse challenges are invited to: 

�¾ Socialize over coffee with other students in the student lounge 
�¾ Attend courses, seminars, workshops and other offerings which focus on various wellness topics. 
�¾ Access the REC library and media center to learn more about recovery from mental health/substance 

abuse issues or embark on a program of self-study to acquire new skills 
�¾ Participate in REC community activities such as book clubs and poetry readings 
�¾ Util ize REC community bulletin boards, such as “ride boards” and “volunteer boards” 

 
The intent in creating the Recovery Education Centers is to provide an “educational milieu” which promotes recovery as 
an area of expertise that can be studied and mastered.     
 
Through continuous focus on the key recovery concepts of hope, education, personal responsibility, self-advocacy and 
peer support, individuals are supported in moving beyond their diagnoses into a life that has meaning and purpose.   
 
We believe that, in addition to being a proven tool for individual empowerment, an educational approach focused on 
wellness and recovery has powerful potential to reduce the stigma typically associated with mental illness and substance 
abuse.   

 
Upon referral to the Recovery Education Center, individuals will be given the opportunity to meet with one of the 
Recovery Educators to discuss their goals and develop a Recovery Education Plan.     
 
The Recovery Education plan will identify the specific courses that the individual would like to attend to assist them in 
meeting their goals as well as any self-study programs or other educational components that may be helpful.  At the end of 
each semester, the student will again meet with a Recovery Educator to review their accomplishments and plan their 
schedule for the next semester.   Semesters will typically close with ceremonies that celebrate student accomplishments. 
 
 
 

 
 

Contract Documents 
 
As previously mentioned, when providers receive a purchase-of-service agreement, each contracting provider also 
receives a Business Associate Agreement. A brief explanation of these documents and options follows. 
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Purchase-of-Service Agreement: The Contract 
 
The Contract used by Smoky Mountain Center includes exact information as set forth in the Contract established by the 
state of North Carolina.  A sample contract can be viewed at  
http://www.smokymountaincenter.org/documents/providerinfo/Sample_2006-2007_Contract.pdf 
 

 
The Business Associate Agreement 

 
Smoky Mountain Center requires each provider, contract provider agency or other business associate with whom it 
contracts to sign a Business Associate Agreement.  This agreement allows for the exchange of protected health 
information (PHI) between SMC and its contract providers, as allowed by applicable confidentiality regulations.  The 
business associate agreement is required by the provisions of the HIPAA privacy rule (Health Insurance Portability and 
Accountability Act of 1996), section 164.502(e).  The privacy rule permits a covered entity (the contract provider or 
agency) to share or disclose protected health information to a business associate (Smoky Mountain Center) who performs 
a function or service on behalf of the covered entity.  
 
Protected Health Information (PHI) is defined as individually identifiable health information including all information, 
data, documentation, and materials, including without limitation, demographic, medical and financial information, that 
relates to the past, present, or future physical or mental health or condition of an individual; the provision of health care to 
an individual; or the past, present or future payment for the provision of health care to an individual; and that identifies the 
individual or with respect to which there is a reasonable basis to believe the information can be used to identify the 
individual.  This definition applies to health information in any form, including paper record, oral communication, audio 
recording and electronic information.   
 
The Business Associate Agreement used by Smoky Mountain Center can be found at the end of this section.  Some 
provisions of the Business Associate Agreement are outlined below. The business associate (Smoky Mountain Center) 
agrees: 

1. To use or disclose protected health information  for the sole purpose of meeting its obligations as required by 
the contract between the two parties, as required by applicable law, rule or regulation. 

2. To protect the information according to the same laws and regulations as the covered entity.   
3. To take reasonable steps to ensure that its employees act in accordance with the agreement. 
4. To make reasonable assurances that any disclosure of protected health information that it should be required 

to make, will also be held confidentially and used only for the purpose for which it was disclosed.     
5. To implement appropriate safeguards to prevent use or disclosure of protected health information other than 

as permitted in the Business Associate Agreement. 
6. To report to the covered entity any use or disclosure of protected health information that is not in 

compliance with the terms of the Business Associate Agreement.  Additionally, the business associate 
agrees to mitigate, as practicable, any harmful effect that could result from improper use or disclosure of 
protected health information. 

 
If the covered entity becomes aware or has knowledge that the business associate is not acting in accordance with the 
provisions of the Business Associate Agreement, the covered entity is required by the provisions of HIPAA to “take 
reasonable steps to cure the breach or end the violation”.  If such efforts are not successful in ending a known breach, the 
covered entity must terminate the Business Associate Agreement (which would result in termination of the provider 
contract) if feasible, and/or report the problem to the Secretary of the U.S. Department of Health and Human Services, 
which could result in significant criminal or civil fines or penalties for one or both parties of the agreement.  Accordingly, 
the Privacy Officer at Smoky Mountain Center must investigate any reports of suspected or known HIPAA violations or 
breaches of confidentiality.  The Privacy Officer must consider the severity of the privacy incident, then take steps to 
determine how to end the breach or violation, mitigate any harmful effects, and require corrective action or sanctions to 
prevent this type of occurrence in the future.  The Privacy Officer must document all privacy incidents and the 
investigation/outcomes process.   
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[Please note: According to the HIPAA definition of covered entity, both Smoky Mountain Center and its providers 
could both be considered as covered entities.  However, for purposes of this agreement and its role as custodian of 
the medical record, Smoky Mountain Center is considered as the Business Associate.  Employees of Smoky 
Mountain Center and all of its contract providers and staff have the ethical and legal duty to protect the 
confidentiality of the consumers whom they jointly serve.] 
 
 
A complete sample TPA contract can be viewed at  
http://www.smokymountaincenter.org/documents/providerinfo/Sample_TPA_Contract.pdf 
 
A separate Medicaid Billable TPA is also available for providers of certain Medicaid services who do not yet have their 
Medicaid number to bill directly.  For more information, please see Section VI  of this manual and the link below.  A 
complete sample Medicaid Billing TPA can be viewed at  
http://www.smokymountaincenter.org/documents/providerinfo/Sample_Medicaid_TPA_Contract.pdf  
 

 
Court-Ordered Services 

 
Court-ordered services are processed through the SMC system similarly to other requests for service, although payment 
arrangements may differ from other services.  Consumers are referred by the LME to appropriate contracted providers 
based upon medical necessity, level of care criteria, and payer source.  Please be certain that referrals for these special 
assessments are received from the LME and not directly from courts or other agencies in order to obtain payment through 
the LME. 
 
Consumers court-ordered for Driving While Impaired (DWI),  Multidisciplinary,  Forensic,  Domestic Violence 
Intervention Program (DVIP), or  Sexual Abuse Intervention Program (SAIP) assessments will be referred by SMC to the 
appropriate provider based upon that consumer’s indication of medical necessity, level of care criteria, and payer source.  
Payer sources for court-ordered assessments may differ from other services; e.g., consumers are expected to pay for DWI 
assessments themselves, and forensic assessments are paid through a special state fund source. 

 
 
 
 

Direct Enrollment  
 
Please remember that we are messengers, and not creators, of the direct enrollment information we share.  We share 
information related to decisions made at the state level regarding reform. Our disposition is to seek and share credible 
information of importance to our provider community, and to find ways to partner with you in a way that enhances 
services and choices that are available for consumers in our area.  It is important to continue to look at the Division 
and DMA websites along with our own for relevant updates, as changes continue to occur. 
 
Thus far, verification from DMA regarding direct enrollment and billing includes the following points:  
 
�¾ INDIVIDUAL LICENSED CLINIC IANS AND BEHAVIORAL HEALTH SPECIALTY GROUPS MUST BE 

DIRECTLY ENROLLED.  
�¾ SMC will NOT be able to bill for Medicaid services with the SMC Medicaid number for any service rendered by 

providers required to be directly enrolled.    
�¾ Provider organizations with a physician and all other Medicaid providers need to be directly enrolled.   
�¾ Providers should contact DMA directly with any specific questions relating to their unique situation. 
�¾ For Health Choice consumers there is NO provider direct enrollment with the Division of Medical Assistance 

(DMA).  In providing services for Health Choice individuals, providers must continue to get authorizations as 
appropriate from Value Options.  Also, Blue Cross Blue Shield (BCBS) must continue to be billed for services to 
Health Choice individuals. 
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�¾ The SMC Medicaid number (3404901) can ONLY be referenced on Medicaid billings for a child that is screened and 
referred by SMC.  Since adults can be self-referred, they do not require a referral number. SMC is provided paid 
claims data quarterly by EDS.  We are obliged to review that data, and to insure our number is used appropriately as 
indicated above.  If there are consumers on the list not screened and referred by SMC (i.e. no screening in Entity by 
SMC), we must report such violations to the program integrity section of the Division for their disposition. 

 
If you are enrolled, or have made timely application for enrollment, you may continue to utilize either the unmanaged 
visits or existing authorizations from Value Options. Authorizations from Value Options are client specific and do not 
need to be reissued because of a change in who is doing the billing.  Providers are responsible when providing a service, 
as to their eligibility to receive payment. Providers are responsible for working directly with Value Options. 
 
If you have questions about enrollment, it is important to direct those questions to DMA.  We are glad to assist in seeking 
answers, but it is extremely important that you do not relate to us in place of your need to relate directly to those state 
agencies you will be dealing with as you become an enrolled provider.  Do not look to us as THE source of information.  
There are many items of importance where we may not have been provided with current information.   We will however 
continue to seek information, including answers to questions that come our way, and to share credible information, as we 
know it. 
 
Providers should check our website, www.smokymountaincenter.org but also the Division of MH/DD/SA website, 
www.dhhs.state.nc.us/mhddsas, and the DMA website, www.dhhs.state.nc.us/dma, relating to training information about 
new service definitions.  It is important you make use of these training opportunities, especially if you have any intention 
of becoming an enhanced provider.   
 
There are important and significant requirements to meet as an organization in order to provide these enhanced 
services.  We encourage all of you to consider options of either becoming an enhanced provider, or forming an agreement 
or partnership with another enhanced provider to provide services for them.  
 
Direct enrolled providers must use your own consent form for Medicaid consumers.  Providers cannot continue to use 
SMC consent forms, but may use structure and format and content from our form in developing your own. 
 
All direct enrolled providers are required to have a 24/7-crisis response plan in place.  It is not acceptable to DMA for the 
provider to simply use a message when not available that directs consumers to the ER or to the SMC crises number.  
 

 
 
 

Emergency Assessment Protocol for MH/DD/SAS Providers 
 
It is important that consumers have access to emergency assessment and intervention in their local community during 
regular working hours. Increasingly, consumers will seek out private providers because the LME no longer has a 
substantial local presence. To maximize positive outcomes for consumers and avoid unnecessary confusion among 
providers and the LME, it is necessary to develop a protocol for providing crisis services in the local community. 

 
Principles 

 
1. Individuals with MH/DD/SA challenges often require more than scheduled treatment visits with a provider. They 

may have emergency or “unscheduled” service needs which require a timely response. 
2. All consumers of State and Medicaid MH/DD/SA services should have a crisis plan and should know how to 

contact their primary provider when they have a crisis.  
3. It is preferable that individuals are able to contact their primary service provider, who is familiar with their needs 

and crisis plan, when they are experiencing a crisis. If the individuals specific provider is not available, it is 
preferable that a provider with access to the record and crisis plan respond. 

4. When an individual’s service provider is not available to respond to a consumer in active treatment, an emergency 
assessment may be requested of any qualified provider who is available. 
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5. While consumers always have free choice among available providers who are qualified to serve them, it is 
generally preferable that individuals do not change provider while in the midst of a crisis. 

6. The LME is always available to provide emergency screening and assessment at the Balsam Center for Hope and 
Recovery as needed. Community Clinicians provide emergency services in the community as a safety net. 

 
If a consumer contacts a local provider seeking services, by phone or face-to-face, the provider will collect basic 
information to determine the following:  

�¾ Is the consumer seeking MH/DD/SA services? (How may I help you?) 
�¾ If the individual is requesting MH/DD/SA services, do they appear to be in crisis?  
�¾ Is the individual in active treatment with a provider? 

 
Perhaps the individual only needs information about services, in which case they may be referred to the SMC 800 line. If 
the consumer may be a danger to self or others, an emergency assessment will need to be completed. If the consumer is in 
active treatment, the provider may attempt to contact the primary provider to assist the consumer (the 800 line can assist 
with this linkage). The provider is encouraged to consult with emergency services or centralized STR on the 800 line as 
needed. The LME may refer a consumer in crisis to an available and willing provider for an emergency assessment. To 
ensure payment, the LME must approve, in advance, emergency assessments under this procedure. Where there are no 
available providers, LME emergency services will make other arrangements as appropriate. 

 
 

Emergency Assessment 
 
The purpose of an emergency assessment is to collect information necessary to help a consumer in crisis. It is not the 
same as an intake assessment, although for a new or inactive consumer, the emergency assessment may include an intake 
to initiate services. For those providers using Entity, the screening client profile pages 1-4 should be completed. For 
providers who do not use Entity for their documentation, they may fax their documentation to emergency services at 828-
454-9242. An emergency assessment should include the following elements: 
 

�¾ Basic demographics 
�¾ Presenting MH/DD/SA problem 
�¾ Mental status 
�¾ Medical issues (including high blood pressure, diabetes, liver disease and relevant history) 
�¾ Medications 
�¾ Treatment history (current or inactive provider?) 
�¾ WRAP or crisis plan (what are the consumer preferences?) 
�¾ Relevant psychiatric history (including hospitalization)  
�¾ Suicide (current suicidal ideation or intent as well as history of suicide attempts or gestures) 
�¾ Relevant SA history (including recent use, substance, amount, duration, detox history, and withdrawal 

history) 
�¾ Relevant family history 
�¾ Basic diagnostics 
�¾ Motivation (willing to comply with voluntary treatment) 
�¾ Family supports 
�¾ Potential for safety plan 
�¾ Status: Emergent, Urgent or Routine 

 
After completing an emergency assessment, the provider should report findings to SMC Emergency Services. The 
emergency services clinician will need the information above to assist with next steps. The outcome of the assessment and 
consultation with emergency services may lead to any of the following outcomes: 
 

�¾ Higher level of care – voluntary (referral to Balsam, Inpatient, Detox) 
�¾ Petition for involuntary commitment – The individual is a danger to self or others and unwilling to comply 

with treatment. This may be done by family, the provider, or anyone with knowledge. 
�¾ Crisis intervention (mobile crisis where available) 
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�¾ Safety plan with outpatient follow up (intake or referral to provider of choice). Referral for diagnostic 
assessment if indicated 

�¾ No MH/DD/SA services needed 
 

Authorization, Documentation and Payment Related to Emergency Assessments 
 

1. Emergency assessments/interventions requested or approved by the LME for a consumer not in treatment with the 
provider or the provider’s agency should be coded 90801, H0031 or H0001 as appropriate. 

2. For both Medicaid and State funded consumers, providers can not bill more than one assessment per 6 months per 
consumer. However, if the consumer is assessed by a different provider, an additional assessment can be billed. 

3. Providers conducting an emergency assessment/intervention with a consumer active with their agency should 
provide the service under Community Support or another clinical home service, not as a 90801, H0031 or H0001. 

4. If the LME requests or approves an emergency assessment for a consumer who is not in active treatment with any 
provider, an intake assessment should be completed, including all required documentation for an intake 
assessment. If the consumer is indigent, it will be reimbursed through State funds. 

5. The provider should directly bill Medicaid of Medicaid eligible individuals. 
6. Although most consumers referred for an emergency assessment will be target population, and may need a 

diagnostic assessment, the diagnostic assessment is generally not appropriate for an emergent situation. Therefore, 
for emergency referrals under this agreement, the LME will be requesting an emergency assessment, not a 
diagnostic assessment.  

7. For clients new to the system, once the crisis has stabilized, emergency services or Access may determine 
presumptive eligibility, offer choice, and authorize a further assessment as needed. This may result in a request for 
diagnostic assessment. 

 
The LME is committed to ensure providers are paid for completing emergency assessments on behalf of the LME. This 
includes the following: 
 

1. A State funded (non Medicaid) consumer in active treatment with another provider 
2. A Medicare or Medicaid/Medicare consumer seen by a provider who is not Medicare enrolled or eligible.  

 
Assessment Description 

Emergency Assessment Crisis assessment/intervention for a consumer not in service 
with the organization of the provider conducting the service.  

Evaluates crisis needs, provides or facilitates crisis intervention, 
and makes recommendations for follow-up services.  Service 

must be requested by the LME.  [Service Code:  90801, H0031 
or H0001] 

 
 

Procedure: 
 

1. The emergency assessment should be approved by the LME’s Emergency Services or Access Center. 
2. The LME will refer emergency assessments to enhanced provider organizations, unless no such organization is 

available. 
3. The assessing provider should code the service as described above. 
4. The rate for an emergency assessment is determined by the service code used. 
5. Documentation: The State service records manual and service definition define the documentation requirements 

for the service provided. Documentation required by emergency services for an active client is a screening client 
profile pages 1-4 (for Entity users) or the equivalent documentation (data elements above) faxed to emergency 
services. 

6. Clients who are not in active treatment should have a full intake assessment. 
7. The LME will do “look behind” periodically to see that above conditions are met. Services are subject to payback 

if procedures are not followed. 
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8. Providers are encouraged to contact the LME Provider Relations department at 1-866-990-9712 if there are any 
adjudication problems for assessments provided according to this procedure. 

 
 

Outpatient Commitments 
 
It is the policy of Smoky Mountain Center to facilitate care through our provider network for consumers who have been 
placed on Outpatient Commitment status in compliance N.C. General Statutes. Smoky Mountain Center is ordered by a 
District Court Judge to monitor Mental Health and Substance Abuse Outpatient Commitments on consumers who have 
been placed under Outpatient Commitment status.  Outpatient Commitments are orders mandating that consumers receive 
services in the community, to assist with preventing further hospitalization.  Typically, an Outpatient Commitment is 
ordered when a consumer is receiving inpatient care, and is being discharged to outpatient care.  Mental Health Outpatient 
Commitments are always for 90 days, but can be a combination of Inpatient and Outpatient Commitment times (for 
example, 14 days inpatient and 76 days outpatient).  Substance Abuse Outpatient Commitments are always for 180 days.   
 
Outpatient Commitments are ordered to compel a person to receive outpatient services in the community, as a least 
restrictive alternative to inpatient care.  They are typically utilized for consumers who fail to engage in outpatient services 
voluntarily, and who are potentially dangerous to themselves or others as a result of not engaging in services. 
 
Outpatient Commitment allows the individual to be treated in the community by a local treatment provider.  A crucial 
component of the treatment is that the respondent is ordered to attend appointments during the term of the outpatient 
commitment. Providers are responsible for making reasonable attempts to engage the consumer in services and to notify 
the LME if a consumer is not responding to outreach efforts. The level of risk (mental health, substance abuse history, 
level of dangerousness to self or others, etc.) should determine the intensity and frequency of outreach efforts. If an 
individual does not follow through with treatment, a transport order, signed by the magistrate, may be ordered and the 
local Sheriff’s department will bring the consumer to the LME for evaluation within 24 hours. At that time LME staff will 
determine if it is necessary to re-petition for mental health outpatient commitment or return to facility where treatment 
was provided at time of outpatient commitment if the individual is on Substance Abuse Outpatient Commitment. The 
appointment of counsel for an indigent respondent is in the discretion of the court. 
 
Process: 
In order to track Outpatient Commitments, SMC has developed a process, from receiving notification of the Outpatient 
Commitment to filing a commitment change. 
 

1. UM staff receives an Involuntary Commitment Order from the Clerk of Court. 
2. UM staff logs the Outpatient Commitment in the Outpatient Commitment Tracking Log. 
3. UM staff notifies the Community Based Clinician in the county of the consumer’s residence, including outpatient 

services information, such as the consumer’s treatment provider and known appointments scheduled. 
4. The Community Based Clinician notifies the provider that the consumer is on an Outpatient Commitment. If the 

consumer does not have a provider, the Community Based Clinician will make efforts to contact the consumer, 
link to services and notify the provider of the consumer’s Outpatient Commitment status. 

5. UM staff will monitor treatment at least monthly. 
6. If the consumer is not compliant with services, the provider will notify the Community Based Clinician who will 

assist the service provider in linking the consumer to services. 
7. The Community Based Clinician notes the consumer’s compliance status and any follow-up efforts in the 

electronic medical record. A minimum of three attempts will be made to link the consumer to a clinical home. 
8. UM staff will note compliance on the Outpatient Commitment Tracking Log. 
9. If a consumer does not respond to outreach efforts by the provider and the Community Based Clinician, the 

identified Clinical Home will file a transport order and notify Emergency Services. 
10. If the consumer’s status changes during the period of the Outpatient Commitment, such as moving out of the area, 

no longer requiring Outpatient Commitment, the Community Based Clinician completes the Notice of 
Commitment Change form located on the Division of MH/DD/SAS website under forms/publications and submits 
it to the appropriate parties. (Original sent to the Clerk of Court where the order originated, a copy to Clerk where 
Commitment is supervised and copy for LME medical record).   
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Interpreting Services Procedure 
 
SMC is responsible for ensuring that sign language users have access to programs and services. Access may be through 
sign fluent providers or through providers with assistance of a sign language interpreter.  The Provider Relations 
Department of SMC is responsible for informing providers of the availability of funding to support sign language 
interpreting services for SMC consumers. Additional information on sign language interpreting may be found at 
http://www.dhhs.state.nc.us/mhddsas/deafservices/index.htm. 
 

�¾ The Provider is responsible for paying the interpreting service and submitting a copy of the invoice to the 
Accounts Receivable Department of SMC. 

 
�¾ The Division’s Interpreting Reimbursement Fund will reimburse SMC to the extent funds are available.  The rate 

for reimbursement is as follows:    
 

Service                            Rate 
a.  Periodic Services    $30.00   per hour 
b.  Substance Abuse Support Groups         Actual 
c.  Day Services                 $20.00   per hour 
d.  Mileage     $  0.405 per mile 
 

�¾ The provider will be reimbursed by SMC upon receipt of funds from the Division, if available.  If a provider has 
concerns about remaining fund availability in any fiscal year, they can send SMC Fiscal Department an estimate 
of the hours needed and SMC will have the Division look at the remaining budget at that time.    

 
 

Medical Records Information 
 
 
 

 
Medical Record Release 

 
Please be advised that as of October 1, 2006, SMC will not release service records unless the records belong to SMC.  
Under the Third Party Administrative (TPA) Services agreement, SMC serves as the custodian of the Provider’s Entity 
service records.  As the custodian, SMC is responsible for assuring that the Provider has ready access to its Entity records, 
including hard copies of such if the Provider lacks the technical ability to print them.  However, SMC’s responsibilities as 
the custodian of the Provider’s Entity records do not extend to the release of such records.  That responsibility lies with 
the Provider as the owner of the record. 
 
As the owner of the record, the Provider is responsible for the following:  

�¾ verifying the legitimacy of any Authorization for the Release of Information; 
�¾ determining the appropriateness of releasing the records when the requestor is a client or the person legally 

responsible for a client; 
�¾ charging a processing fee (optional); 
�¾ obtaining a hard copy of the records; 
�¾ verifying the completeness and accuracy of the records; 
�¾ mailing, faxing, or otherwise releasing the records; and, 
�¾ filing the authorization form and documenting the release of the record. 
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Providers who are not able to print Entity records should submit a valid request to 
customerservice@smokymountaincenter.com for a printout of the records needed.  Upon receipt of the printed records 
from SMC, the provider is responsible for verifying the completeness and accuracy of the records prior to releasing them. 
 
As the owner of the record, the Provider is also responsible for responding directly to subpoenas and court orders 
concerning the Provider’s records, including those that are in Entity.  The Provider is responsible for the following: 

�¾ obtaining a hard copy of the record (if unable to print from Entity, requesting a printout of the record by 
submitting a valid request to customerservice@smokymountaincenter.com); 

�¾ certifying that the record is true and correct; 
�¾ determining whether or not the court will be asked to refrain from ordering all or part of the record into evidence 

due to the sensitive nature of the record or any part of it; 
�¾ appearing in court and explaining to the court, if necessary, that the record includes information of such a 

sensitive nature that it should not be released; and, 
�¾ releasing the record only upon the issuance of an appropriate court order. 

 
Please contact Stephanie Gibson at 828-454-1098 ext. 2904 if you have any questions. 

 
 
 
 
 
 

Access to Entity Records 
 
Smoky Mountain Center has conducted a review of issues involved in providers accessing consumers’ Entity medical 
records.  The following procedures for providers that purchase use of the Entity medical record for their consumers are 
effective immediately: 
 

�¾ Access to a consumer’s Entity record is given to contracted organizations that purchase use of the Entity 
medical record.  All employees of such organizations that have active, valid Entity log-ins and passwords can 
view the consumer’s record.  

�¾ When the LME conducts STR and the consumer or guardian chooses a provider that uses Entity, the Access 
Center will automatically give the provider access to that consumer’s Entity record.  

�¾ When STR is conducted by someone other than the LME and a referral is made to a provider that uses Entity, 
that provider should call the SMC Helpdesk (828-586-5501 x1499) and request access to the consumer’s 
Entity record.  

�¾ When an active consumer is referred to a provider that uses Entity, the provider should call the SMC 
Helpdesk and request access to the consumer’s Entity record.  

�¾ When a provider that uses Entity terminates services to a consumer, the provider should call the SMC 
Helpdesk and request to have their access to the consumer’s Entity record terminated.  

�¾ When a provider that uses Entity needs to view the Entity record of a terminated consumer (e.g., for audit 
purposes) the provider should call the SMC Helpdesk and request access to the Entity record.  When access to 
the Entity record is no longer needed, the provider should ask the Helpdesk to again terminate their access to 
the record.  

�¾ Providers may not have access to consumers’ Entity records for the purpose of viewing another provider’s 
records.   
o A provider that needs access to information from another provider’s Entity record should submit an 

Authorization to Disclose Records signed by the consumer or guardian to the other provider.  The latter 
provider will then need to print the records or submit a print request to 
customerservice@smokymountaincenter.com in order to provide a hard copy of the records requested.   

o Two Entity providers that have both participated with a consumer in developing a common PCP and that 
are simultaneously serving the same consumer may view each other’s Entity record for that consumer.  
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�¾ All providers using the Entity medical record are reminded of their legal and ethical responsibility to follow 
HIPAA and other privacy laws and regulations that allow access to treatment records only with proper 
authorization and for legitimate health care operations.  

 
Medical Record and Form Requests 

 
In order to expedite processing of requests for Entity printouts and paper forms, please make these requests as follows. 
 

To request a printout from Entity, please send an e-mail to customerservice@smokymountaincenter.com with the 
following information: 
 
�¾ Your name, provider name, provider address, and phone #. 
�¾ SMC client record # and client date of birth.  Do not send the client’s name or any other identifying 

information via e-mail. 
�¾ The part of the record that is needed.  Please be specific. 
�¾ If you want to pick up the printout in person at the Area office, include a statement to that effect. We will call you 

when it is ready to be picked up.  If you do not want to pick it up, it will be mailed to you at your provider 
address.  We are not able to fax it due to the volume of requests. 

 
To request forms, please send an e-mail to customerservice@smokymountaincenter.com with the following 
information: 
 
�¾ Your name, provider name, provider address, and phone #. 
�¾ Form or forms and number of each needed. 
�¾ If you want to pick up the forms in person at the Area office, include a statement to that effect. We will call you 

when it is ready to be picked up.  If you do not want to pick them up, they will be mailed to you at your provider 
address. 

 
You should receive confirmation of your e-mail request before the end of the next working day.  Please allow adequate 
time for processing and mailing. 

 
 
 

Medical Records Responsibilities 
 
Please see information at http://www.dhhs.state.nc.us/mhddsas/announce/medicalrecordsownership1-31-05memo.pdf 
for additional, general (non-Entity related) medical records responsibilities.     
 

Person-Centered Plans and Service Notes 
 
This is a reminder to providers of some important requirements associated with person-centered plans and service notes.  
This information is derived from the following sources:  a) the Division of Mental Health, Developmental Disabilities and 
Substance Abuse Services Person-Centered Planning Instructions, updated 8-2-06; b) the Service Records Manual, 
APSM-45-2, effective 9-1-03; and c) feedback received from the Audit Report for the Smoky Mountain area issued by the 
Division of Mental Health, Developmental Disabilities and Substance Abuse Services on March 30, 2006. 
 

�¾ The provider must ensure that the service plan is individualized to meet clients’ current needs.  A truly 
individualized service plan is founded on a thorough interview process that determines the long range outcomes 
desired by the person/family.  The long range outcomes give rise to short range goals, i.e., measurable objectives 
needed to achieve the long range outcomes.  The short range goals must be based on two key considerations:  a) 
preferences, i.e., “What is important TO this person?”, and b) supports, i.e., “What is important FOR this 
person?” 
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�¾ The provider must ensure that goals have interventions specific to the individual’s needs.  The 
supports/interventions/services required to achieve the short range goal must be based on the Supports component 
of the interview process, i.e., “What is important FOR this person?”  Again, individualization requires a thorough 
interview process. 

 
�¾ The provider must ensure that service notes focus on treatment issues/staff interventions.  Service notes must 

include the following: a) the purpose of the contact as it relates to a goal in the service plan; b) a description of the 
intervention/activity; and, c) assessment of the consumer’s progress toward goals.  The description of the 
intervention/activity must be sufficiently detailed to reflect treatment for the duration of the service.  The service 
note must be individualized per day, i.e., the documentation must be sufficiently detailed to reflect changes in the 
interventions/activities and in the consumer’s progress toward goals from one day to the next. 

 
�¾ The provider must ensure that all electronic service notes are written and signed per the Service Records Manual, 

APSM-45-2, 9-1-03.  Providers who use Entity or any other electronic medical record system must comply with 
the general requirements pertaining to the completion and signing of service notes.  Documentation must be 
signed by the person who delivered the service.  The completion of a service note to reflect services provided 
must be documented within 24 working hours.  If  a service note is documented after the required 24 working 
hours, the entry must be noted as a “late entry”. 

 
Please contact Charley Barry at extension 1121 if you have any questions. 

 
Medical Guidelines 

 
 
 

Psychiatric Memorandum of Agreement (MOA) 
 

Beginning June 1, 2007, the Smoky Mountain Center began working through a Memorandum of Agreement for 
providers who serve consumers that also utilize Smoky Mountain Center’s psychiatric services.  A draft of this document 
was reviewed in the quarterly provider meeting on March 30, 2007.   
 
The purpose of this agreement is to ensure the quality and integration of care provided to consumers receiving psychiatric 
services (medication evaluation and management) from the LME and clinical home enhanced services, or primary therapy 
services, from the Contractor. This agreement establishes the terms under which consumers of the contractor may receive 
psychiatric services from the Area Program. 
 
Questions about the psychiatric MOA can be directed to Doug Trantham at 828-586-5501 ext 1226 or 
doug@smokymountaincenter.com. 
 

Continuity of Care 
 
The service provider is expected to collaborate with other treatment providers, including psychiatrists, if the consumer is 
receiving medication management.  The treating psychiatrist may require various levels of interaction with the provider 
based upon the consumer’s need and best practices.   
 

Psychiatric Evaluation/Assessment 
 
The goal of this function is to determine appropriate and necessary care through continuous evaluation of each individual's 
needs. An initial psychiatric evaluation may be authorized to determine a diagnosis; when it appears that medications are 
indicated for treatment; or to assess for an inpatient/inpatient alternative level of care.  Sufficient data is collected to 
provide the criteria necessary to support the diagnosis.  Physicians/nurse practitioners/physician assistants assess 
individual needs and treatment needs when significant changes occur in the individual’s status or diagnosis.  
 
The initial evaluation shall include:   
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�¾ The presenting problem(s) as described by the consumer, and as observed by the practitioner;  
�¾ The history of illness and prior treatment;  
�¾ The family history of mental illness; 
�¾ The individual's cognitive, educational, and social development (children);  
�¾ The need for family involvement or other significant individuals in care;  
�¾ Adaptive behavior and assessment of physical health status;  
�¾ Identification of problems that are life threatening or indicate severe personality disorganization/deterioration;  
�¾ Substance abuse complications including the age of onset, duration, patterns, types of substances used, and 

consequences of use; 
�¾ A mental status examination;  
�¾ A written description of the diagnostic formulation and diagnostic impression 
�¾ If substance abuse is present, the diagnosis shall appropriately include its reference; 
�¾ If specifying a "rule-out" diagnostic impression, document additional assessment/testing; 
�¾ Prognosis, and;  
�¾ Treatment recommendations, including the scope of service, frequency of review, a recommended length of stay, and 

the expected outcome of treatment. 
 

Treatment Monitoring and Medication Review 
 
Psychiatric service treatment and medication monitoring shall occur through routine medication reviews.  Medication 
review frequency shall be determined by the needs of the consumer but shall occur at least quarterly.  The defined 
frequency shall be documented in the treatment record. 
 
The responsible physician/nurse practitioner/physician assistant shall complete a summary note of the review at the 
completion of the appointment. The review note shall include current mental status, current medications, review of 
medication side effects, consumer's report of progress/complaints, and a summary of treatment recommendations/changes. 
 
Prescription Medication 
 
Medication must be prescribed by the order of a physician/nurse practitioner/physician assistant licensed by the North 
Carolina Medical Board.  Medications shall be prescribed according to common standards of medical practice. 

 
�¾ Any prescription considered to be outside of common standards of medical practice, including experimental 

medications or dosage, must be approved by the Medical Director and supported by documented rationale.  Such 
cases shall be submitted for peer review.  If approved, the practice may be authorized for similar future cases, which 
will not require peer review and may be added to the formulary. 

�¾ Medication should not be used for punishment, for the convenience of providers or family members, or as a substitute 
for other appropriate treatment. 

�¾ Medications shall be prescribed with quantities and refills that do not put the consumer at risk.  Physicians/nurse 
practitioner/physicians assistant may select on-site administration of medications for persons who are at risk of 
overdosing, and who are not complying with directions/treatment, or when medications have a potential for abuse by 
the consumer. 

�¾ Medication orders/prescriptions should be written if at all possible, but telephone orders may be given to a registered 
nurse (RN) or medication certified licensed practical nurse (LPN) in emergency situations and when it can be 
documented that the consumer is complying with other treatment efforts. If a RN or LPN is not available, the 
physician/nurse practitioner/physicians assistant must phone the medication order directly to a pharmacy.  Phone 
orders must be written and signed within twenty-four (24) hours or the next business day. Phone orders should not be 
routinely called in and should not serve as a replacement for missed appointments. 

�¾ Medication should be prescribed carefully if there is a history or suspicion of substance abuse.  When such abuse is 
suspected or anticipated, a specific plan should be developed to meet the consumer's needs, which can include varying 
levels of supervision and limiting amounts of medication given to the consumer at one time.  A physician/nurse 
practitioner/physician assistant may elect not to prescribe medication for an individual who is abusing substances if 
this is considered to be in the best interest of the consumer. 
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In addition, if administering medications to clients, providers must maintain a Medication Log on a daily basis for any 
prescription or over-the counter medication administered.  Each provider who administers medications must sign off on 
each medication administration event.  Medication Logs must be submitted to the Area Program.  In the event of an error 
in medication administration, providers must immediately report the error to a physician or pharmacist.  The medication 
error must also be reported to the Area Program by completing an incident report.   

 
Poly-Pharmacy 

 
Poly-pharmacy is defined as prescribing more than one psychotropic medication to treat one distinct symptom or clearly 
related set of symptoms.  Rationale for use of more than one psychotropic medication should include the target symptoms 
each medication or combination of medications is supposed to relieve.  For example, "Medication A is prescribed to 
elevate depressed mood and Medication B is prescribed to relieve accompanying anxiety" or "The combination of 
Medication C and Medication D has been shown to be more effective for the observed signs of depressions and psychosis 
than one medication alone."  Documented rationale is sufficient for any combinations supported by common standard 
medical practice. 
 

Frequent Changes of Medication 
 

Rapid and frequent changes from one medication to another, such as more than three (3) times in one month, except in the 
case of adverse reactions, must be avoided.  If such changes are justified clinically and documented in the record, the 
consumer must be carefully counseled regarding the changes.  The treatment record should provide evidence of consumer 
education regarding the needed change and should indicate a request for the previous medications to be returned to ensure 
appropriate disposal.  Cases of physicians/nurse practitioners/physicians assistant who routinely change medications 
before an appropriate trial period of the medication is allowed may be subject to Peer Review. 

 
Drug Management and Indigent Medications 

 
Efforts should be made to ensure that consumers have the ability to access medications that are prescribed.  In the event 
that a consumer does not have insurance or other means to pay for prescriptions, use of low cost medications, use of 
indigent drug programs through pharmaceutical companies, temporary use of samples, and use of community resources 
such as DSS are encouraged.  

 
 
 

Out-of-Network Prescriptions/Care Coordination Requirements 
 

In crisis situations, consumers who are not residents of the Smoky Mountain Center seven county catchment area should 
receive any services that are felt medically necessary including prescription of medication.  In these instances, efforts 
should be made to refer the follow-up care of the consumer to the appropriate provider agency with the assistance of 
emergency services and/or the local care manager. 

 
 
 
 
 

Guidelines for Providers Referring Consumers to Psychiatrists and Physician Extenders 
 
Patients must be referred by a community provider, physician or care manager. 
 
Information needed from community providers who refer patients for psychiatric evaluation: 
�¾ Referral question, i.e.,  “evaluate depression and need for medication”, “clarify diagnosis of bipolar disorder”, etc. 
�¾ The provider’s initial evaluation and a summary of care/update if the initial evaluation is more than 2-3 months old. 
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Information needed from physicians who refer patients for psychiatric evaluation: 
�¾ Referral question, i.e., “evaluate depression and need for medication”, “clarify diagnosis of bipolar disorder”, etc. 
�¾ Clarify need for consultation versus transfer of care 
�¾ List of current medications and history of prior medication treatment/response if available 
�¾ If available, pertinent laboratory, other test results (i.e.,  EEG, CT scan) 

 
During ongoing care of patients working with a therapist, what information is needed from the therapist? 
 
�¾ Regular updates on treatment progress (every 3-6 months depending on frequency of services) 
�¾ Reporting noncompliance in taking medications 
�¾ Concerns about drug/ETOH use, abuse and/or relapse 
�¾ Noncompliance with attending therapy appointments 
�¾ Exacerbation of symptoms 
�¾ Target symptoms for therapy and what therapeutic modality is being used so the medical provider can support 
 
If  the community provider uses Entity for their medical records, then much of the above information should be available.  
If the provider does not use Entity as their medical record, the provider must ensure the information is communicated to 
the medical provider either in writing or verbally. 
 
 

 
 
 

Medicare Part D Recommendations 
 
Please see Dr. Michael Lancaster’s recommendations to physicians who work with Medicare patients.  The information 
can be viewed at : http://www.dhhs.state.nc.us/mhddsas/medicare-d/medicare-d111805memo.pdf 
 
 

Provider Responsibilities Related to Care and Relational Contracting 
 

 
Collaboration and Coordination of Care 

 
As described earlier, communication, collaboration and coordination of care are the cornerstone of the System of Care 
philosophy as well as any truly integrated approach to service delivery.  At the heart of mental health reform is a strong 
commitment to moving away from the “layering” of fragmented or isolated services towards the assurance that care is 
coordinated, well-integrated, and outcome-oriented.  With this in mind, the Provider maintains responsibility for 
participating in Child and Family teams as well as providing general case support, in the form of communication and 
collaboration with other professionals and individuals involved in supporting the consumer.  In light of considerations 
regarding travel and scheduling, this participation can take many forms as appropriate to the situation and the needs of the 
individuals involved.  However, it is important that providers within the SMC provider community understand that the 
responsibility for providing treatment includes the support and collaboration activities involved in an individual’s care.   
 
 

Emergency Response 
 
Providers are ethically and contractually responsible for providing a reasonable level of responsiveness to the emergent 
needs of their clients. This includes having a plan for responding to client’s unscheduled needs and informing all clients of 
such a plan.  SMC does have a 24/7/365 emergency response system; however, Providers should view this system as 
back-up support rather than rely on it as the sole means for responding to clients in crisis. Often, hospitalizations and more 
restrictive interventions can be diverted if an individual has the opportunity to have contact with someone that they know 
and trust.  Additionally, crises can often provide valuable therapeutic opportunities to coach individuals through the 
application of new skills or to facilitate the implementation of a crisis plan.  Providers also often have insight and 
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information about their clients that are essential to assuring that an individual is adequately supported through a crisis or 
that preferences are honored.    When a client contacts the Emergency Services staff in crisis, the Provider may be notified 
by Emergency Services in order to coordinate an opportunity for the client to be seen by the Provider within an emergent 
timeframe.  SMC has established a Best Practices model that allows a consumer in crisis to have telephonic 
response within 15 minutes and, if needed, face to face emergency response within 2 hours by the first responder 
located within their clinical home.  Providers are encouraged to incorporate these Best Practices in their crisis 
response policies.  At a minimum, providers of services requiring First Responder capabilities should establish 
crisis response policies and procedures that assure 24/7 capacity for telephonic response within 1 hour and face-to-
face emergency response within 2 hours.  In cases where an involuntary petition is necessary, it may be most 
appropriate for the Provider to file the petition with the magistrate, particularly when the Provider has had the most recent 
direct contact with the client.  In cases where a provider anticipates that a client may require an assessment for 
hospitalization during a time that a Provider is unavailable, the Provider should contact SMC Emergency to provide 
information about the potential need.  Providers should be aware that hospitalization and Emergency Service utilization 
rates will likely be performance indicators identified in the Provider Profiles. 

 
Selective Denials 

 
When a Provider becomes a member of the SMC Qualified Provider Community, the Provider identifies the services that 
they would like to provide.  Services are then added to the Providers contract.  At this point, Providers are expected to 
accept referrals for the services that they provide without demonstrating any tendencies towards selectivity on 
considerations other than those that might be related to scope of expertise or capacity.  Denial rates by Providers above an 
established threshold will likely be another performance indicator identified in the Provider Profiles and Management 
Reports.  Providers may request to be excused from an aspect of care or service.  All requests shall be in accordance with 
current contract provisions.  Requests for voluntary reductions or changes in privileges/service areas shall be submitted to 
the Provider Relations Department in writing at which time the  Service by Location Details and Slot Manager in BUI 
should be updated by the provider accordingly. 
 

 
 

Promotion of Positive Relationships 
 
Providers and LME staff must remain sensitive to the confusion that the shift in delivery of mental health services has 
caused for our consumers, families, community members and stakeholders. Consumers may experience frustration, 
confusion and skepticism as they learn to navigate a new system as well as the roles of all the various members of the 
SMC service delivery system.  In this process, consumers will often look to all of us for cues about how to process their 
experience and will be closely observing the nature of our relationship for information regarding the predictability and 
effectiveness of services in the future. Each of us has an ethical responsibility to assure that, during out contact with 
consumers, we maintain the focus on that which is most helpful, supportive and therapeutic for them.   

 
General Ethical Standards for Providers 

 
Members, including providers and staff in the SMC community, are expected to adhere to ethical standards held in 
common by each discipline. Minimally, all members must abide by the following basic principles: 
 
�¾ Providers must respect the dignity and worth of each individual, striving for the protection and preservation of 

fundamental human rights and rights to mental health treatment per Public Act 258 of 1974, as amended. 
�¾ Providers shall respect the confidentiality of all consumer’s information as defined by the Health Information 

Portability and Privacy Act as well as SME Board policies.  Providers shall take special care to protect the best 
interest of the consumer.  Providers shall not access confidential information of relatives, friends, acquaintances, etc.  
When a consumer’s condition indicates a clear and imminent danger to the consumer or others, the provider must take 
reasonable action. 

�¾ Provider’s shall not engage in activities that seek to meet the member’s need at the expense of the consumer.  
Dual/exploitative relationships with consumers must be avoided, such as providing service to relatives and/or friends, 
engaging in sexual intimacy, or borrowing money.  The vulnerability of a consumer shall not be exploited.  
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Relationships with former consumes are prohibited prior to one (1) year post-discharge and are discouraged 
thereafter.    

�¾ Providers shall not give or accept monetary gifts in any circumstances and non-monetary gifts in excess of $25.00 
from consumers or agencies connected with the performance of the provider’s job function.   

�¾ Providers are expected to uphold the integrity of the issue of choice for consumers.  Provider’s shall not engage in 
practices intended to sway consumer choice such as soliciting consumers by promising “bonus” services or offering 
“referral fees” to potential staff who agree to “bring” their current clients with them.   It is also not acceptable for 
providers to deny services to an individual based on the individual’s involvement with other providers for other 
services, unless that service is “bundled” into a service definition as a package.      

�¾ It is unethical to use the provider’s affiliation with SMC to recruit consumers for a private practice or for church or 
political party membership. 

�¾ Providers shall accurately represent their competence, education, training and experience. 
�¾ Providers shall make a continuous effort to improve professional skills by: submitting to supervision, review and 

evaluation; being guided by the findings; participating in in-service/continuing education; seeking 
consultation/supervision when their skill level or personal objectivity is questionable or the scope of practice is 
exceeded. 

�¾ Providers shall not misrepresent their services, qualifications or position to consumers.  They shall fully inform 
consumers as to the purpose, nature, scope and progress of treatment seeking the consumer’s full participation in the 
process. 

�¾ Providers shall maintain cultural competency in the ethnic and cultural groups served. 
�¾ Providers in supervisory positions must be aware of the limitations of staff they are supervising, helping them to 

acquire knowledge and skills for their professional development.   Supervisory staff shall not ask staff to carry out 
responsibilities outside those they are privileged, trained or licensed to perform. 

�¾ Providers shall protect the integrity of the clinical decisions made in consumer’s treatment, independent of any 
financial compensation/risk. 

�¾ Providers shall not compromise or reduce the public trust in mental health professionals through their actions.  
Practices that are inhumane, illegal, or discriminatory are not permissible.  Provider members shall be of good moral 
character. 

�¾ Providers shall demonstrate a regard for their colleagues through understanding areas of competence of other 
professionals, making use of all professional and technical resources that serve the best interests of the consumer, 
assigning proper credit to the professionals involved in an action, and by reporting known ethical violations of other 
staff/colleagues to the SMC Quality Management Department. 

�¾ Providers shall abide by SMC Clinical Guidelines.  Therapy techniques, which are not approved by SMC or are 
considered experimental, are not permitted.  Research is not permitted without the approval of SMC’s Quality 
Assurance Committee. 

�¾ Providers must inform SMC of conditions that may be potentially disruptive or damaging, or limiting to clinical 
effectiveness. 

�¾ Providers shall strive to assist SMC in the provision of quality services. 
�¾ Acceptance of a contract implies that the Provider is in agreement with the general policies, standards and best 

practice guidelines and ethical standards of SMC as presented in this manual. 
�¾ Providers shall not offer consumers “bonus” services if they will sign with the provider (i.e., offering to provide 

services beyond the billed and reimbursed services at no cost to the consumer.) 
�¾ Providers shall not offer referral fees to case managers or other collaterals for referrals to their agencies. 
�¾ Providers cannot influence consumers with regard to the choice made to select a provider or refuse to continue 

delivering services to a consumer or family based on their selection of service providers. 
 

Provider Responsibility For Advance Notice of Adverse Actions 
 
The provider shall be responsible for notifying consumers of appeal rights upon suspension, reduction or termination of 
services.  Prior to implementing services, the provider shall give Medicaid consumers a copy of the Medicaid Appeal 
Rights pamphlet.  They shall provide non-Medicaid consumers with a copy of their appeal rights as well. The provider is 
responsible to maintain copies of appeal rights information, and to insure distribution of such materials to consumers prior 
to implementation of services. 
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Recipient Rights Appeals 
 

Consumers/guardians have the right to appeal a denial, reduction, suspension or termination of a service. The Smoky 
Mountain Center Local Management Entity will actively involve the consumer/guardian in the development of their 
service plan. LME staff will work with consumer/guardians to resolve any conflicts that arise in the service planning and 
authorization process. In the event that the consumer/guardian disagrees with a service authorization decision, it is the 
policy of the LME to inform the consumer/guardian of their right to appeal, and to provide assistance as needed.  
 
Complete information regarding the SMC disputes and appeals process – which will address denial of initial access, 
denial of hospitalization, and the notice process for suspension, reduction or termination of existing services – is 
forthcoming.  Explicit information concerning second opinion denials upheld for initial access and hospitalization is forth 
coming, as is information regarding denial of additional services and the ability to pay/fee determination appeal process.  
Providers and SMC staff are expected to distribute the materials on the appeals process and to be available to help 
consumers through the process.  Customer services staff are also available to support consumers through this process.  
 
 
 
 
Provider Screening, Triage & Referral (STR) 
 
Screening, Triage & Referral (STR) is the process for obtaining information necessary to direct new consumers to 
appropriate services.  All consumers that receive enhanced Medicaid services or any state-funded services must receive 
STR.  Until now, STR has been conducted solely by Area Authorities or LMEs.  In order for there to be “No Wrong 
Door” for persons seeking MH/DD/SA Services, the Division has developed procedures whereby endorsed providers may 
begin conducting STR effective October 1, 2006. 
 
Following are the requirements for providers that choose to conduct STR: 
 

�¾ Performing STR is strictly voluntary for providers—they may choose whether to do so or not.  There is no 
payment for providers choosing to conduct STR. 

 
�¾ Providers may conduct STR for consumers requesting services that they do not offer, or they may assist those 

consumers in contacting the LME for STR. 
 

�¾ Professionals conducting STR must meet the state requirements to be Qualified Professionals (Qs) or higher. 
 

�¾ STR requires triaging the clinical urgency (emergent, urgent or routine) of persons requesting services and 
linking them with appropriate services within the required timeframes (two hours for emergent, 48 hours for 
urgent, and seven calendar days for routine). 

 
�¾ Organizations conducting STR must forward information to selected providers about the referral in a HIPAA 

and 42CFR-compliant manner, and must promptly provide STR data to the LME in the format required by the 
LME. 

 
�¾ Providers receiving state-funded referrals from another provider that conducted STR will need to contact the 

LME for authorization before seeing the consumer. 
 

�¾ Smoky Mountain Center has developed an STR form, located in the SMC BUI system, to be used by any 
providers choosing to conduct STR and will provide training on the STR process to any contracted provider 
that decides to conduct STR via the Smoky Mountain Center website. 

 
�¾ Prior to rendering any state-funded service including assessment, the provider of the service (not STR) must 

submit service authorization requests to SMC via the BUI system. Authorizations cannot be issued prior to 
receiving STR information.   
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�¾ Authorizations cannot be issued prior to receiving STR information.  

 
�¾ Providers who have been trained and choose to conduct STR must provide their STR information to the 

provider they are referring to for services via fax, mail or hand delivery, as well as to SMC via the BUI 
system.   

 
If you have additional questions, please contact um@smokymountaincenter.com . 

 
 

Requests for Proposals 

Smoky Mountain Center may issue a request for proposal (RFP) as a means of divesting programs, or as a means of 
developing specialized programs within the community.  Requested information will include but not be limited to: 
Timetables and deadlines, Program Scope and Descriptions, Description of Procurement Process, Content requirements, 
Information on rating scale used in making decision, Notification Protocols and  
Contact information. 
 
RFP’s will always be advertised on the SMC web site.  Advertisements will be in local papers as needed and as 
appropriate.  Advertisements in papers outside the area may occur as needed and as appropriate. 
 
RFP’s will be awarded based upon timelines, guidelines, and content requirements being met.   An SMC committee 
reviews all RFP proposal submissions.  Communication protocols are followed to inform applicants of award outcomes. 
 

Service Definitions – Current  
 
For service descriptions effective March 20, 2006, refer to the Service Definitions Manual on the Division website or see 
http://www.dhhs.state.nc.us/mhddsas/servicedefinitions/servdef3-27-06rev.pdf  
 

 
 

Transportation Responsibilities of Certain Providers 
 
Listed below is the link to the Division’s Enhanced Services Implementation Update #16 (posted on the Division website 
and the Communication Section of the SMC website, SMC Communication #91).  The Smoky Mountain Center 
interpretation of this update follows. 
  
We recognize most of the Enhanced Services are community based, and as part of such services, we of course expect 
providers to go where the consumer is, and/or provide transportation for consumers as required per definitions in carrying 
out such services, and as clarified in this update.  Specifically our disposition related to transportation for consumers in 
programs such as Intensive Outpatient Treatment Programs (IOPT) and Psychosocial Rehabilitation Programs (PSR’s) is 
clarified here.  We understand the responsibility of providers to offer transportation in the county where such programs 
are offered.  This may involve reasonable pick up points in getting consumers to and from the program, and may not 
necessarily mean door to door transportation for all consumers.  Also, when programs are offered to persons in other 
counties, we expect persons in those counties desiring to participate, to either find transportation to the program site, or 
get to the pick up points within the county where transportation is available.  If services such as individual therapy are 
provided beyond typical program hours, we do not expect the provider to offer specialized transportation for such 
services. 
 
We remind you that you need to interpret these updates as you find appropriate, and may desire to contact the Division of 
MH/DD/SA Services or the Division of Medical Assistance for further clarification.  The interpretation above is the one 
we will use as we review and monitor services. 
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http://www.dhhs.state.nc.us/mhddsas/servicedefinitions/servdefupdates/implementationupdate16-10-20-

06.pdf 

 

 
WF/CPS Process  

 
DSS Child Protective Services Guidelines 

 
The Division of Mental Health, Developmental Disabilities and Substance Abuse Services (the Division) has designated 
the WF/CPS Substance Abuse Initiative to provide early identification of substance abuse disorders that will affect a WF 
consumer’s ability to secure and maintain employment.  Further, the Division has designated families who are under Child 
Protective Services investigative assessment or who have been substantiated for abuse, neglect or dependency or are in 
need of child protective services as a substance abuse target population for substance abuse treatment services.  To 
facilitate the access and engagement of these families in substance abuse treatment services, as directed by the Division, 
the LME and DSS have entered a Memorandum of Agreement regarding service provision to identified consumers.   
 
The purpose of this document is to define the role of the provider when providing services to a WF/CPS consumer. 

 
 
 

Confidentiality  
 

The parent’s or caretaker’s signature on the Release of Confidential Information form should be obtained as soon as 
possible.  This allows the DSS social worker, the LME staff, and the WF/CPS provider to exchange information.  If the 
Release of Confidential Information form is not signed by the parent or caretaker, the CPS/WF provider and the LME 
staff are prevented from disclosing information to DSS about the parent or caretaker.  DSS staff members are expressly 
prohibited from re-disclosing information to anyone unless the parent/caretaker signs another release form permitting such 
disclosure.  
 
The attached Release of Confidential Information form complies with federal confidentiality laws relating to drug and 
alcohol records and HIPAA requirements.  The Release of Confidential Information form also lists the information that 
the CPS/WF provider may share with the DSS social worker.  
 
The CPS social worker must explain to the parent/caretaker the nature of the information to be disclosed, including 
information about the involvement with DSS Children’s Services, attendance at the assessment interview and the status of 
any treatment that may be recommended.  It is important that the parent or caretaker initial each category of information 
he/she is willing to have the provider disclose so that the provider may share that specific information.  Once the form is 
signed and initialed, the CPS social worker should refer the parent/caretaker to the CPS/WF provider for further 
assessment. 
 

 Referral Process 
 

CPS referrals to the Community-Based Clinician (CBC) for assessments should take place prior to the completion of the 
Family Services Case Plan, Part A, Service Agreement. The CBC shall complete the appropriate screening and then shall 
provide all relevant information to the provider in order to facilitate the substance abuse assessment.  This information 
shall include any information relating to the reasons the family is in need of involuntary services and the specific 
indicators and rationale for the substance abuse referral.  The Family Strengths and Needs Assessment and Family Risk 
Assessment must be attached to the referral information.  Once the SA assessment and treatment recommendations are 
completed, the CPS social worker should include the substance abuse treatment recommendations in the Family Services 
Case Plan, Part A, Service Agreement. 
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WF/CPS SA Assessment Tools 
 

The assessment tool used as part of the SA clinical evaluation is the Substance Use Disorder Diagnostic Schedule IV 
(SUDDS IV).  There is no specialized training necessary to administer this instrument.  Administering this instrument 
results in a substance abuse or dependency diagnosis or no diagnosis.  In addition to the SUDDS-IV, the assessor must 
also administer a drug screen.   
 

 Diagnosis of Substance Abuse or Dependency 
 

When the CPS/WF assessment results in a diagnosis of substance abuse or dependency, the CPS/WF assessment provider 
and CPS social worker should confer about the treatment recommendations.  The treatment recommendations should be 
included in the Family Services Case Plan, Part A, Service Agreement.   
 
The WF/CPS assessment is paid for with substance abuse funds (SAPTBG) if the consumer does not have Medicaid.  
Method of payment for substance abuse treatment would include Medicaid, the consumer’s insurance or SAPTBG funds. 
Please see section 7 “Treatment of Substance Abuse Consumers with Substance Abuse or Dependence Diagnoses” for 
SAPTBG requirements. It should be noted that women, pregnant women and IV drug users have additional requirements 
under the Block Grant. 
 
The CPS social worker, CPS/WF ongoing treatment provider and CBC need to confer on a regular basis so that the CPS 
social worker can be kept up-to-date on how the parent/caretaker is progressing in treatment.  If any of the parties has 
reason to believe that the child’s safety is at risk, a CPS report must be made. 
 
 

 Referral to Ongoing Treatment Services 
 

When the assessment is completed, the assessor will collaborate with UM ACCESS/STR Dept. to refer the consumer for 
ongoing treatment services as indicated by the Level of Care criteria.  The substance abuse treatment referral is based on 
medical necessity criteria for substance abuse services.   
 
The CPS/WF ongoing treatment provider is responsible for care coordination and Community Support services as 
authorized.  CPS/WF ongoing treatment provider services include: 
 

�x Collaborating with DSS to ensure transportation and child care are available for a parent/caretaker to receive 
services; 

�x Community Support services 
�x Tracking and monthly reporting to the CBC of the provision and progress of treatment services; 
�x Reporting to county CPS social workers information that relates to the consumer’s treatment plan; 
�x Interagency staffing and training with county CPS social workers; 
�x Providing outreach and engagement services to families; 
�x Providing ongoing collaboration and consultation with CPS about families being jointly served. 

 
 
 
 

Procedure for High Risk Care Coordination for Adjudicated Youth or Adults  
 

Per Implementation Bulletins #45, “effective August 1, 2008 for consumers who are less then 21 years of age and who are 
actively involved (including Dependency or Delinquency status) with the Department of Juvenile Justice or the adult 
criminal court system, service requests must include an attestation on the Person Centered Plan (PCP) signature page that 
the provider has (a) met with the child and family team, and, (b) conferred with the clinical staff of the applicable LME, to 
conduct intensive care management, care coordination, or inter-agency care coordination. Providers may submit with the 
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request any additional information resulting from such meetings that will inform the determination of medical necessity. 
Applicable requests lacking such attestation where a reference to court involvement is otherwise evident in the request 
documentation will be returned to the provider as incomplete requests.” 
 
The steps for High Risk Care Coordination for Adjudicated Youth or Adults are the following: 
 

6. The Provider will contact the local Community Based Clinician (CBC) for case consultation and care 
coordination. (Contacting the Care Manager for technical assistance on completing the PCP is not sufficient to 
meet this requirement).   

 
7. The CBC will review the most recent PCP and any additional information necessary to support the consumer and 

their family in meeting their treatment needs. 
 

8. The CBC will document all contacts in the integrated service note section of BUI.  
 

9. The CBC will complete a Care Review Form which will be scanned into BUI. The Care Review Form can be 
provided to the Provider for the Provider’s reference.  

 
10. If consultation indicates need for more intensive person centered planning, the CBC may provide support for the 

Provider at the Child & Family Team or for the TASC Care Manager.  CBC Child & Family Team participation is 
a priority for children receiving Intensive In Home or at risk for out of home placement. 

 
 
 
 
 
 
 
Section XI    Glossary of Terms 
 
 
Definitions included in this section are primarily for clarification of terms used in the body of this Agreement, it’s 
attachments and manual. However many of these definitions are also used in existing state and LME documents and are 
included here to be helpful but are not to be considered comprehensive.   Where similar definitions apply to multiple 
terms, the terms are grouped. Broad categories are defined with specific elements detailed as a part of the entire definition. 
 
ACCESS – An array of treatments, services and supports is available; consumers know how and where to obtain them; 
and there are no system barriers or obstacles to getting what they need, when they are needed. 
 
ACCESS SPECIALIST - The access specialist is a qualified mental health professional who has specific training in 
telephonic screening and referral, discharge planning, and case management. The access specialist will process initial 
requests for service, schedule assessments, and authorize care under the on-site supervision of an Emergency Services 
Professional (ESP). 
 
ACCREDITATION  – Certification by an external entity that an organization has met a set of standards. 
 
ACT-Assertive Community Treatment 
 
ADULT - means a person 18 years of age or older, unless the term is given a different definition by statute, rule, or 
policies. 
 
 
ADMINISTRATIVE SERVICES - means the services other than the direct provision of MH/DD/SA services (including 
case management) to eligible or enrolled persons, necessary to manage the MH/DD/SA system, including but not limited 




