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500 CHAPTER OVERVIEW 
 

REVISION DATES:    03/01/2011, 11/01/07, 04/01/05, 10/01/01 

 

INITIAL  

EFFECTIVE DATE:    10/01/94 

 

This Chapter addresses policies for coordination of AHCCCS covered health care 

services provided to AHCCCS members through Contractors and fee-for-service 

providers.  Care coordination requirements include the following: 

 

1. Primary care provider (PCP) roles, responsibilities, selection and assignment 

 

2. Transition between Contractors, services and programs 

 

3. Children’s Rehabilitative Services (CRS) Care Coordination 

 

4. Member records and release of information protocol. 

 

Note that AHCCCS requires Arizona Long Term Care System (ALTCS) members to 

have both a PCP for acute care services and a case manager for long term care services.  

Refer to Chapter 1600 for ALTCS care coordination requirements and case manager 

responsibilities. 

 

Refer to Chapter 600 for information regarding specific AHCCCS requirements for 

participating providers. 

 

Refer to the AHCCCS Contractor Operations Manual (ACOM) for more information 

regarding AHCCCS member transition policies: 

 

A. DEFINITIONS 

 

 For the purpose of this Chapter, the following definition applies: 

 

 “Day” means a calendar day, unless otherwise specified. 

 

 

B. REFERENCES 

 

1. Title 42 of the Code of Federal Regulations (42 C.F.R.) 422.113 (Special Rules 

for Ambulance Services, Emergency and Urgently Needed Services, and 

Maintenance and Post-Stabilization Care Services) 

 

2. 42 C.F.R. 438.114 (Emergency and Post-Stabilization Services) 

 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap1600.pdf
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap600.pdf
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3. 42 C.F.R. 438.200 et seq (Quality Assessment and Performance Improvement 

Including Health Information Systems) 

 

4. 42 C.F.R. 431.300 et seq (Safeguarding Information on Applicants and 

Recipients) 

 

5. 45 C.F.R., Parts 160 and 164 (HIPAA Privacy Requirements) 

 

6. Arizona Revised Statutes (A.R.S.), Title 36, Chapter 29, Articles 1, 2 and 4 

 

7. A.R.S. § 36-261et seq (Children’s Rehabilitative Services) 

 

8. Title 9 of the Arizona Administrative Code (9 A.A.C.), Chapters 22, 28 and 31, 

Article 2 (Scope of Service) 

 

9. 9 A.A.C. 22, 28 and 31, Article 5 (General Provisions and Standards) 

 

10. 9 A.A.C. 31, Article 16 (Services for Native Americans) 

 

11. AHCCCS Contracts 
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510 PRIMARY CARE PROVIDERS (PCPS) 
 
REVISION DATES:    10/01/15, 10/01/10, 11/01/07, 04/01/05, 12/01/03, 10/01/03, 10/01/01, 

02/01/01 
 
INITIAL  
EFFECTIVE DATE:    10/01/94 
 

A. PCP ROLE AND RESPONSIBILITIES 
 

The primary role and responsibilities of primary care providers participating in AHCCCS 
programs include, but are not be limited to: 

 
1. Providing initial and primary care services to assigned members 

 
2. Initiating, supervising, and coordinating referrals for specialty care and inpatient 

services and maintaining continuity of member care 
 

3. Maintaining the member's medical record. 
 

B. PROVISION OF INITIAL AND PRIMARY CARE SERVICES 
 
The PCP is responsible for rendering, or ensuring the provision of, covered 
preventive and primary care services to the member. These services will include, at a 
minimum, the treatment of routine illness, maternity services if applicable, 
immunizations, Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
services for eligible members under age 21, adult health screening services as 
described in Chapter 300 Policy 310 and medically necessary treatments for 
conditions identified in an EPSDT or adult health screening.  Each EPSDT member 
must receive health screening/examination services as specified in Chapter 400. 
 

C. PCP CARE COORDINATION RESPONSIBILITIES 
 
PCPs in their care coordination role serve as the referral agent for specialty and 
referral treatments and services provided to AHCCCS members assigned to them, and 
attempt to ensure coordinated quality care that is efficient and cost effective.  
Coordination responsibilities include, but are not limited to: 

 
1. Referring members to providers or hospitals within the Contractor network, as 

appropriate, and if necessary, referring members to out-of-network specialty 
providers 
 

2. Coordinating with the Contractor in prior authorization procedures for members 
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3. Conducting follow-up (including maintaining records of services provided) for 

referral services that are rendered to their assigned members by other providers, 
specialty providers and/or hospitals 
 

4. Coordinating the medical care of the AHCCCS members assigned to them, 
including at a minimum: 
 

a. Oversight of drug regimens to prevent negative interactive effects 
 

b. Follow-up for all emergency services 
 

c. Coordination of inpatient care 
 

d. Coordination of services provided on a referral basis, and 
 

e. Assurance that care rendered by specialty providers is appropriate and 
consistent with each member's health care needs. 

 
D. MAINTENANCE OF THE MEMBER’S MEDICAL RECORD 

 
Refer to Chapter 900, Policy 940 (Medical Records and Communication of Clinical 
Information), for information regarding the maintenance of the member’s medical 
record. 
 

E. PCP ASSIGNMENT AND APPOINTMENT STANDARDS 
 
Contractors must make provisions to ensure that newly enrolled members are 
assigned to a PCP and notified after the assignment within 12 calendar days of the 
enrollment notification. Contractors must ensure that PCPs under contract with them 
register with AHCCCS Administration as an approved service provider and receive 
an AHCCCS provider ID number. AHCCCS allows licensed providers from several 
medical disciplines to qualify as PCPs. These medical disciplines include physicians 
and certified nurse practitioners in the specialty areas of general practice, family 
practice, pediatrics, internal medicine and obstetrics and gynecology. In addition, 
physician assistants under physician supervision may serve as PCPs.  There may be 
circumstances when the specialist is the PCP (e.g., a member is designated with 
special health care needs). 
 
Refer to Chapter 600, Provider Qualifications and Provider Requirements, for 
information regarding specific AHCCCS requirements for participating providers. 
 
Contractors are required to keep a current file of member PCP assignments. It is 
critical that each Contractor maintains accurate tracking of PCP assignments in order 
to facilitate continuity of care, control utilization and obtain encounter data. 
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The Contractors will allow the member freedom of choice of the PCPs available 
within their network. If the member does not select a PCP, the member will be 
automatically assigned to a PCP by the Contractor. Contractors must ensure that their 
network of PCPs is sufficient to provide members with available and accessible 
service within the following time frames: 
 

1. Emergency services - within same day 
 

2. Urgent care services - within two days, and 
 

3. Routine care services - within 21 days. 
 
Contractors must develop procedures to ensure that newly enrolled pregnant members 
are assigned to a PCP who provides obstetrical care or are referred to an obstetrician, 
in accordance with AHCCCS policy regarding maternity care (Refer to Chapter 400, 
Policy 410). Women may elect to use a specialist in obstetrics and/or gynecology for 
well woman services. 

 
F. PHYSICIAN EXTENDER VISITS IN A NURSING FACILITY (NF) 

 
Both initial and any or all subsequent visits to an AHCCCS-enrolled member in a NF 
or skilled nursing facility (SNF), made by a physician extender, are covered services 
when the following criteria are met: 
 

1. The physician extender is working in collaboration with a physician, 
 

2. The physician extender is not an employee of the facility, and 
 

3. The source of payment for the SNF/NF stay is Medicaid. 
 
For the purposes of this policy, physician extenders are defined specifically as nurse 
practitioners and physician assistants working within the scope of their practice. 
 

G. MEDICAL RESIDENT VISITS UNDER SPECIFIC CIRCUMSTANCES 
 
Under specific criteria, medical residents may provide low level evaluation and 
management services to members in designated settings without the presence of the 
teaching physician. 

 
Refer to the AHCCCS Contractor Operations Manual, Policy 204 - Teaching 
Physician Reimbursement Option, for a complete discussion of this option. 
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H. REFERRALS AND APPOINTMENT STANDARDS FOR SPECIALTY CARE 
 

Contractors must have adequate referral procedures in place in order to insure 
appropriate availability and monitoring of health care services. Referral procedures 
must include the following: 

 
1. Utilization of a Contractor specific referral form 

 
2. Definition of who is responsible for writing referrals, authorizing referrals, and 

adjudicating disputes regarding approval of a referral (referral to either a 
contracting or non-contracting provider), and 
 

3. Specifications addressing the timely availability of specialty referral 
appointments: 
 
Specialty Appointments 

 
a. Emergency appointments – within 24 hours of referral, 

 
b. Urgent care appointments – within three (3) days of referral, and 

 
c. Routine care appointments – within 45 days of referral (unless specific 

circumstances justify a delay). 
 

Dental Appointments 
 

a. Emergency appointments - within 24 hours of request, 
 

b. Urgent appointments - within three (3) days of request, and 
 

c. Routine appointments - within 45 days of request. 
 

Maternity Care Appointments 
 

a. First Trimester appointment - within 14 days of request, 
 

b. Second Trimester appointments - within seven (7) days of request, and 
 

c. Third Trimester appointments - within three (3) days of request 
 

d. High Risk Pregnancies - appointment within three days of identification of 
high risk by the Contractor or maternity care provider, or immediately if 
an emergency exists. 
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4. Specifications regarding Contractor staff responsible for: 

 
a. Monitoring member compliance with referral appointments, 

 
b. Monitoring primary care provider receipt of specialist/consulting reports, 

 
c. Monitoring Early and Periodic Screening, Diagnosis and Treatment 

related referrals, and 
 

d. Monitoring behavioral health referrals. 
 

5. Specifications and procedures for linking specialty and other referrals to the 
financial management system; such as through the prior authorization process. 

 
Refer to Chapter 400 for family planning services information. 
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520 MEMBER TRANSITIONS 
 

REVISION DATES:    03/01/2011, 11/01/07, 04/01/05, 10/01/01, 02/01/01, 07/22/96 

 

INITIAL  

EFFECTIVE DATE:    10/01/94 

 

Contractors must identify and facilitate coordination of care for all AHCCCS members 

during changes or transitions between Contractors, as well as changes in service areas, 

subcontractors, and/or health care providers.  Members with special circumstances (such 

as those listed below) may require additional or distinctive assistance during a period of 

transition.  Policies or protocols must be developed to address these situations.  Special 

circumstances include members designated as having “special health care needs” under 

Policy 540 of this Chapter, as well as members who have: 

 

1. Medical conditions or circumstances such as: 

 

a. Pregnancy (especially women who are high risk and in third trimester, or 

are within 30 days of their anticipated delivery date) 

 

b. Major organ or tissue transplantation services which are in process 

 

c. Chronic illness, which has placed the member in a high-risk category 

and/or resulted in hospitalization or placement in nursing, or other 

facilities, and/or 

 

d. Significant medical conditions (e.g., diabetes, hypertension, pain control 

or orthopedics) that require ongoing specialist care and appointments. 

 

2. Members who are in treatment such as: 

 

a. Chemotherapy and/or radiation therapy, or  

 

b. Dialysis. 

 

3. Members with ongoing needs such as: 

 

a. Durable medical equipment including ventilators and other respiratory 

assistance equipment 

 

b. Home health services 

 

c. Medically necessary transportation on a scheduled basis 

 

d. Prescription medications, and/or 
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e. Other services not indicated in the State Plan, but covered by Title XIX for 

Early and Periodic Screening, Diagnosis and Treatment eligible members. 

 

4. Members who at the time of their transition have received prior authorization or 

approval for: 

 

a. Scheduled elective surgery(ies) 

 

b. Procedures and/or therapies to be provided on dates after their transition, 

including post-surgical follow-up visits 

 

c. Sterilization and have a signed sterilization consent form, but are waiting 

for expiration of the thirty-day period 

 

d. Appointments with a specialist located out of the Contractor service area, 

and 

 

e. Nursing facility admission. 

 

A. Notifications Required Of Contractors 

 

1. Relinquishing Contractors must provide relevant information regarding 

members who transition to a receiving Contractor.  The Enrollment Transition 

Information (ETI) form must be transmitted for at least those members with 

special circumstances, listed in this policy, who are transitioning enrollment to 

another Contractor.  There are three  specific ETI forms: 

 

a. Exhibit 520-1 is used by the acute care Contractors. 

 

b. Exhibit 520-2 is used by the Children’s Rehabilitative Services (CRS) 

when transitioning a member who is turning 21 years of age. 

 

c. Chapter 1600, Policy 1620, Exhibit 1620-9, is used by ALTCS 

Contractors. 

 

2. Relinquishing Contractors who fail to notify the receiving Contractors of 

transitioning members with special circumstances, or fail to send the completed 

ETI form, will be responsible for covering the member's care resulting from the 

lack of notification, for up to 30 days. 

 

Note:  CRS will notify the AHCCCS Contractor in writing 90 days prior to the  

               member’s 21
st
 birthday to ensure continuity of care.  CRS is not financially  

               responsible for an AHCCCS member on or after his/her 21
st
 birthday.   

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap1600.pdf
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3. Contractors must also provide protocols for the transfer of pertinent medical 

records, as discussed in this policy, and the timely notification of members, 

subcontractors or other providers, as appropriate during times of transition. 

 

4.Receiving Contractors must provide new members with their handbook and 

emergency numbers as specified in Contract and ACOM Policy 404. 

 

5.Receiving Contractors must follow up as appropriate for the needs identified on 

the ETI form. 

 

B. AHCCCS Transition Policies 

 

AHCCCS has specific policies for member transition issues including, but not limited 

to: 

 

1. Transition to an ALTCS Contractor from an acute care Contractor 

 

2. Transition to an acute care Contractor from an ALTCS Contractor 

 

3. County to county transitions 

 

4. Transition to an acute care or ALTCS Contractor by a CRS member who is 

turning 21 years of age 

 

5. Transition of members hospitalized during an enrollment change 

 

6. Transition during major organ and tissue transplantation services 

 

7. Enrollment changes for members receiving outpatient treatment for significant 

conditions 

 

8. Transfer and interim coverage of prescription medications 

 

9. Disposition of durable medical equipment, orthotics, prosthetics and other 

medical supplies, and 

 

10. Transfer of medical records  

 

C. Transition to ALTCS 

 

If a member is referred to and approved for ALTCS enrollment, the acute care 

Contractor must coordinate the transition with the assigned ALTCS Contractor to 

assure that applicable protocols are followed for any special circumstances of the 

member, and that continuity and quality of care is maintained during and after the 

transition. 

http://www.azahcccs.gov/shared/Downloads/ACOM/PolicyFiles/400/404.pdf
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Refer to Chapter 1600, Policy 1620 of this Manual for ALTCS Contractor 

responsibilities in the transition process. 

 

D. Transition To Acute Care Contractor From ALTCS Contractor 

 

If a member is determined through Pre-Admission Screening (PAS) reassessment to 

no longer need long term care through ALTCS or the ALTCS-Transitional program, 

and the member is determined eligible for acute care enrollment, he/she will be 

transitioned to an acute care Contractor.  The ALTCS Contractor will receive a prior 

plan list for members that are being disenrolled.  The ALTCS Contractor uses this list 

to identify members needing an ETI form completed and forwards it and any other 

appropriate information to the acute care Contractor.  The member's ALTCS case 

manager must be involved in the transition process in order to assure that continuity 

and quality of care for the member is maintained.   

 

Acute care Contractors must implement protocols for the special circumstances that 

members transitioning from ALTCS may experience.  The following protocols must 

be included: 

 

1. Conduct a comprehensive evaluation to determine the treatment and service 

regimen. The member must continue receiving the ALTCS treatment and 

service regimen until that determination is made.  The exception is for ALTCS 

services that are not covered by acute care Contractors (e.g., attendant care or 

home delivered meals, etc.).  The evaluation must encompass each service the 

member is currently receiving through the ALTCS Contractor.   

 

2. Develop an individualized treatment plan based on the member's needs, past 

progress and projected outcomes, utilizing information gathered from the 

comprehensive evaluation, the PAS, the care plan, medical history, and 

information obtained from the ALTCS case manager. 

 

E. County To County Transitions 

 

1. Acute care Contractors are responsible for coverage of emergency services for 

members included on their member roster on the date the service was provided.  

This applies to members who have moved out of the acute care Contractor 

service area. 

 

2. If an ALTCS member moves out of a service area, but not out of the state, the 

ALTCS Contractor(s) may remain responsible for all services, dependent upon 

whether the member is institutionalized or receiving home and community 

based services. 

 

3. If a Contractor has service areas in multiple counties of the State and a member 

moves to a new service area that the Contractor serves, the member will remain 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap1600.pdf
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enrolled with that Contractor.  The Contractor is responsible for informing the 

members in writing that any change in address must be submitted to the 

member's eligibility determination agency, at which point eligibility will be 

reevaluated. 

 

The eligibility agency will send the address change to AHCCCS and the 

AHCCCS member file will be automatically updated with the correct address 

and enrollment locator code.  There may be a different capitation rate in the new 

service area for that Contractor.   

 

4. Contractors are responsible for the facilitation of enrollment transfers and 

ensuring that services for members are not interrupted. 

 

F. Transition To An Acute Care/ALTCS Contractor By A CRS Member Who Is 

Turning 21 Years Of Age 

 

AHCCCS special needs members who are under the care of CRS must be transitioned 

to an acute care/ALTCS Contractor on their 21
st
 birthday.  As a relinquishing 

Contractor, CRS must: 

 

1. Initiate a transition plan by the age of twenty (20) years which is ongoing until 

the member leaves the CRS program. The transition plan must: 

 

a. Establish a plan that is age appropriate and addresses the current transition 

needs of the member (i.e., health condition management, developmental 

and functional independence, education, social and emotional health, 

guardianship, transportation) 

 

b. Ensure families, members, and their primary care providers are part of the 

development and implementation of the transition plan 

 

c. Document the transition plan in the medical record 

 

d. Provide family and member with a copy of the transition plan 

 

e. Establish a timeline for completing all services the member should receive 

through CRS prior to his or her twenty-first birthday 

 

f. Review and update the plan and timeline with member and family prior to 

official transition to adult provider 

 

g. Advise the member’s primary care provider of the discharge and ensure 

coordination of the services with the adult primary care provider. 
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2. Coordinate the transition plan with the appropriate entity: 

 

a. AHCCCS acute care or ALTCS contractors or 

 

b. IHS and Tribal entities upon discharge from a CRS clinic and/or discharge 

from the CRS program. 

 

3. Submit the CRS ETI form (Exhibit 520-2) to the receiving (acute care or 

ALTCS) Contractor transition coordinator 90 days prior to the member’s 21
st
 

birthday 

 

4. Include medical records as appropriate 

 

5. Coordinate with the receiving AHCCCS Contractor utilization management 

staff, hospital staff and PCP when the member is in the hospital on his/her 21
st
 

birthday, and 

 

6. Be accountable for all other timeframes and processes noted in this policy as 

applicable. 

 

G. Members Hospitalized During An Enrollment Change 

 

1. The Contractor will make provisions for the smooth transition of care for 

members who are hospitalized on the day of an enrollment change.  The 

provisions must include protocols for the following: 

 

a. Authorization of treatment by the receiving Contractor on an 

individualized basis. The receiving Contractor must address contracting 

for continued treatment with the institution on a negotiated fee basis, as 

appropriate. 

 

b. Notification to the hospital and attending physician of the transition by the 

relinquishing Contractor.  The relinquishing Contractor must notify the 

hospital and attending physician of the pending transition prior to the date 

of the transition and instruct the providers to contact the receiving 

Contractor for authorization of continued services.  If the relinquishing 

Contractor fails to provide notification to the hospital and the attending 

physician relative to the transitioning member, the relinquishing 

Contractor will be responsible for coverage of services rendered to the 

hospitalized member for up to 30 days.  This includes, but is not limited 

to, elective surgeries for which the relinquishing Contractor issued prior 

authorization. 

c. Coordination with providers regarding activities relevant to concurrent 

review and discharge planning must be addressed by the receiving 
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Contractor, along with the mechanism for notification regarding pending 

discharge. 

 

d. Transfer of care to a physician and/or hospital affiliated with the receiving 

Contractor.  Transfers from an out-of-network provider to one of the 

receiving Contractor providers cannot be made if harmful to the member's 

health and must be determined medically appropriate.  The transfer may 

not be initiated without approval from the relinquishing Contractor 

primary care provider, or the receiving Contractor Medical Director. 

 

Note: Members in Critical Care Units, Intensive Care Units and Neonatal 

Intensive Care Units require close consultation between the attending 

physician and the receiving Contractor physician.  If a member is admitted 

to an inpatient facility while still assigned to the relinquishing Contractor, 

and discharged after transition to the receiving Contractor, both must work 

together to coordinate discharge activities. 

 

2. The relinquishing Contractor will be responsible for coordination with the 

receiving Contractor regarding each specific prior authorized service. For 

members known to be transitioning, the relinquishing Contractor will not 

authorize hospital services such as elective surgeries scheduled less than 15 

days prior to enrollment with the receiving Contractor.  If authorized to be 

provided during this time frame, the service for the transitioning member will be 

the financial responsibility of the Contractor who authorized the service. 

Note:  CRS must notify the AHCCCS Contractor in writing 90 days prior to the 

member’s 21
st
 birthday to ensure coordination of care.  CRS is not financially 

responsible for an AHCCCS member on or after his/her 21
st
 birthday.   

 

H. Transition During Major Organ And Tissue Transplantation Services 

 

1. If there is a change in Contractor enrollment, both the relinquishing and 

receiving Contractors will be responsible for coordination of care and coverage 

for members awaiting major organ or tissue transplantation from the time of 

transplantation evaluation and determination through follow-up care after the 

transplantation surgery. If a member changes Contractor enrollment whole 

undergoing transplantation at an AHCCCS-contracted transplant center, the 

relinquishing Contractor is responsible for contracted components or modules of 

the service up to and including completion of the service modules that the 

member is receiving at the time of the change.  The receiving Contractor is 

responsible for the remainder of the module components of the transplantation 

service. 

 

2. If a member changes to a different Contractor while undergoing transplantation 

at a transplant center that is not an AHCCCS-contracted provider, each 

Contractor is responsible for its respective dates of service.  If the relinquishing 
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Contractor has negotiated a special rate, it is the responsibility of the receiving 

Contractor to coordinate the continuation of the special rate with the respective 

transplant center. 

 

I. Enrollment Changes For Members Receiving Outpatient Treatment For 

Significant Medical Conditions 

 

1. Contractors must have protocols for ongoing care of active and/or chronic "high 

risk" (e.g., outpatient chemotherapy, home dialysis, etc.) members and pregnant 

members during the transition period.  The receiving Contractor must have 

protocols to address the timely transition of the member from the relinquishing 

primary care provider (PCP) to the receiving PCP, in order to maintain 

continuity of care. 

 

2. The receiving Contractor must address methods to continue the member's care, 

such as contracting on a negotiated rate basis with the member's current 

provider(s) and/or assisting members and providing instructions regarding their 

transfer to providers affiliated with the receiving Contractor. 

 

3. Receiving Contractors are also responsible for coordinating the transition of 

pregnant women to maintain continuity of care.  Pregnant women who 

transition to a new Contractor within the last trimester of their expected date of 

delivery must be allowed the option of continuing to receive services from their 

established physician and anticipated delivery site. 

 

J. Transition Of Medically Necessary Transportation 

 

Service delivery locations may necessitate changes in transportation patterns for the 

transitioning member. Contractors must have protocols for at least the following: 

 

1. Information to new members on what, and how, medically necessary 

transportation can be obtained 

 

2. Information to providers on how to order medically necessary transportation. 

 

Refer to Chapter 300 for complete information regarding transportation service 

coverage. 

 

Refer to Chapter 800 for complete information regarding FFS transportation 

coverage. 

 

 

 

 

 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap800.pdf
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K. Transition Of Prescription Medication Services 

 

Contractors must address the issues of dispensing and refilling prescription 

medications during the transition period, and develop protocols for at least the 

following: 

 

1. Relinquishing Contractors must cover the dispensation of the total prescription 

amount of either continuing or time-limited medications, if filled before 

midnight on the last day of enrollment.  The relinquishing Contractor must also 

provide sufficient continuing medications for up to 15 days after the transition 

date. 

 

2. Receiving Contractors must address prior authorization of prescription 

medication and refills of maintenance medication within 14 days of the 

member's transition. 

 

3. The relinquishing Contractor must provide notice to the receiving Contractor 

primary care provider of transitioning members who are currently taking 

prescription medications for medical conditions requiring ongoing use of 

medication, such as, but not limited to, immunosuppressant, psychotropic and 

cardiovascular medications, or unusually high cost medications. 

 

Note: CRS will notify the AHCCCS Contractor in writing 60 days prior to the 

member’s 21
st
 birthday to ensure coordination of care.  CRS is not financially 

responsible for a member’s medications on or after his/her 21
st
 birthday.   

 

Refer to Chapter 300 for complete information regarding prescription medication 

coverage. 

 

L. Disposition Of Durable Medical Equipment, Orthotics, Prosthetics And Other 

Medical Supplies During Transition 

 

Contractors must address the disposition of durable medical equipment (DME) and 

other medical equipment during a member's transition period and develop protocols 

that include the following: 

 

1. Non-customized DME 

 

a. The relinquishing Contractor must provide transitioning members with 

DME for up to 15 days after the transition date or until the receiving 

Contractor supplies the service.  The receiving Contractor must supply 

necessary DME within 14 days following the transition date. 

 

b. To facilitate continuity of services, the receiving Contractor is encouraged 

to: 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf
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i. Negotiate and/or contract for continued services with the member's 

current provider, and/or 

ii. Provide instructions and assistance to new members on how to 

transfer to a DME provider who belongs to the new Contractor 

network. 

 

c. The receiving Contractor must assess medical necessity of DME if 

equipment was rented by the relinquishing Contractor. 

 

2. Customized DME: 

 

For purposes of this Policy, customized DME is defined as equipment that has 

been altered or built to specifications unique to a member’s medical needs and 

which, most likely, cannot be used or reused to meet the needs of another 

individual. 

 

a. Customized DME purchased for members by the relinquishing Contractor 

will remain with the member after the transition.  The cost of the 

equipment is the responsibility of the relinquishing Contractor. 

b. Customized DME ordered by the relinquishing Contractor but delivered 

after the transition to the receiving Contractor will be the financial 

responsibility of the relinquishing Contractor. 

 

c. Maintenance contracts for customized DME purchased for members by a 

relinquishing Contractor will transfer with the member to the new 

Contractor.  Contract payments due after the transition will be the 

responsibility of the receiving Contractor, if they elect to continue the 

maintenance contract. 

 

3. Augmentative Communication Devices (ACDs) 

 

A 90 day trial period is generally necessary to determine if the ACD will be 

effective for the member, or if it should be replaced with another device. 

 

If a member transitions from one Contractor to another during the 90 day trial 

period, one of the following will occur: 

 

a. If the ACD is proven to be effective, the device remains with the member.  

Payment for the device is the responsibility of the relinquishing 

Contractor.  The cost of any maintenance contract necessary for the ACD 

becomes the responsibility of the receiving Contractor, if they elect to 

continue the maintenance contract, or 
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b. If the ACD is proven to be ineffective, it is returned to the relinquishing 

Contractor.  The receiving Contractor must reassess the member's medical 

condition and purchase a new device if it is determined to be potentially 

effective in meeting the member's needs. 

 

Note:  If the member has had the ACD for more than a 90 day trial period, 

the customized DME process in section 2 applies. 

 

Refer to Chapter 300 for additional information regarding DME. 

 

M. Medical Records Transfer During Transition 

 

Medical records must be forwarded when there is significant consequence to current 

treatment, or if requested by the receiving primary care provider (PCP) or specialty 

provider.  The cost of copying and transmitting of the medical record information 

specified in this policy will be the responsibility of the relinquishing PCP unless 

otherwise noted. 

 

To ensure continuity of member care during the time of enrollment change, 

Contractors must have the following procedures in place to ensure timely medical 

records transfer: 

 

1. Procedure to be used by the relinquishing Contractor PCP to transfer member 

records to the receiving Contractor PCP. 

 

2. Procedure regarding: 

 

a. The portions of a medical record to copy and forward to the receiving 

Contractor PCP.  The relinquishing PCP must transmit at least those 

records related to diagnostic tests and determinations, current treatment 

services, immunizations, hospitalizations with concurrent review data and 

discharge summaries, medications, current specialist services, behavioral 

health quarterly summaries and emergency care.   

 

b. A defined timeframe for the receipt of medical records by the receiving 

PCP (i.e., on the date of transfer, after hospital discharge, prior to 

transfer). 

 

3. Maintaining confidentiality of each member's medical records.  In accordance 

with Federal or State laws and Court orders, Contractors must comply with the 

Health Insurance Portability and Accountability Act (HIPAA) requirements and 

42 C.F.R. 431.300 et seq. 

 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf
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4. Transfer of other requested medical records, exceeding the requirements of this 

policy, including resolution of payment for copying and transmitting medical 

record data. 

 

Refer to Policy 550 of this Chapter, Chapter 600 and Chapter 900 for additional 

AHCCCS requirements related to medical records and confidentiality. 

 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap600.pdf
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap900.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

EXHIBIT 520-1 

 

ACUTE CARE 

ENROLLMENT TRANSITION INFORMATION FORM 
 

 

 

 

 

 



 

EXHIBIT 520-1 

ACUTE CARE ENROLLMENT TRANSITION INFORMATION FORM 

1 Member Name AKA Telephone 

2 AHCCCS ID # DOB Male  •         Female  •  

3 Rate Code County Name & # 

4 Relinquishing Contractor 

5 Receiving Contractor 

6 Medicare   Part  A •      Part  B 

•  

Other Insurance Plan # 

7 ALTCS Application Pending     Yes  •      No  •  Date Branch 
 

8 Diagnosis Secondary Diagnosis 

9 PCP Name PCP Telephone 

10 Pregnancy EDC Maternity Care Provider Telephone 

11 High Risk     Yes •      No  •  Explain Risk 

12 Special Medications 

13 Organ/Tissue Transplantation    Yes □     No □     Stage Member is in                                          Stages Completed 

14 Catastrophic Reinsurance     Yes □     No □     Diagnosis 
 

15 Specialist Name Type Telephone 

16 Specialist Name Type Telephone 

17 Out-of-Area-Appointment     Yes  •      

No  •  

Provider Telephone 

18 Outpatient Services Provider Telephone 

19 Outpatient Services Provider Telephone 

19

A 

Out-Pt Adult Physical therapy 

Services 

Number of visits received for current contract year     

20 Home Health     Yes  •      No  

•  

Provider Telephone 

21 Home Health Services 

22 Case Management     Yes  •      No  •  Please Explain 
 

23 Inpatient  Yes  •    No  •       Hospital  •    

SNF  •  

Facility Name Telephone 

24 Admitting Diagnosis 

25 Inpatient Treatments 

26 Admission Date Expected Discharge Date 

27 Number of Inpatient Days/benefit year 
 

28 CRS Diagnosis(s) 

29 CRS Clinic(s) 
 

30 Behavioral Health   Yes  •    No  •  RBHA  •      18-20  •  Provider Telephone 

31 Respite Hours Utilized  
 

32 DME Vendor 

33 Type of DME Equipment Own  •      Rent  •  

34 Requiring Supplies      Yes  •      No  •  Type 
 

35 Ongoing Medical Transportation     Yes  •      No  •  Mode 

36 Date Transportation Needed Destination 
 

37

3 

Person Completing Form Telephone 

38 Date  of  Notification to Receiving Contractor 

39 Behavioral Health or Nursing Facility Services since 

10-1 

Behavioral Health Nursing Facility 

40 Number of Days in Nursing Facility 
 

This information is considered CONFIDENTIAL and disclosure is governed by applicable Federal, State, and Agency regulations.  Information on this form is current as of this notification date.  This 

form must be completed for all members requiring transition services in accordance with AHCCCS policies:  No changes or revisions to this form are permitted without written approval from 

AHCCCSA. Rev 10/01/2011, 10/01/2010, 4/2005, 4/1998. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

EXHIBIT 520-2 

 

CHILDREN’S REHABILITATIVE SERVICES 

ENROLLMENT TRANSITION INFORMATION FORM 

(TO BE USED BY CRS STAFF ONLY) 
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CRS ENROLLMENT TRANSITION INFORMATION FORM   - PAGE 1 OF 2 

 

CRS SITE 

PHOENIX   

ST. JOSEPH  

BANNER DESERT  

PHOENIX CHILDREN’S  

FLAGSTAFF  YUMA  

TUCSON  

TUCSON MEDICAL   

UNIVERSITY MEDICAL  

Member Name AKA Phone 

Member Address 

AHCCCS ID # 

 

Medical Record # 

DOB 

Male        Female    

Legal Guardian Name Phone 

Address 

Receiving AHCCCS Contractor 

Medicare Part A    Part B  

 

Yes     No   Unknown   

Other Insurance Carrier Plan # 

ALTCS / DD Application Pending  

Yes       No  

Date Branch 

Diagnosis Secondary Diagnosis 

CRS DIAGNOSES 

 

1. 

 

3. 

 

2. 

 

4. 

PCP Name PCP Phone 

Medical High Risk  

Yes      No  

Explain Risk 

Case Management Referral? 

Yes      No  

Explain Risk 

Special Medication (dosage / quantity) 

SPECIALIST INFORMATION 

Specialist Name 

Provide Adult Care (over 21): Yes     No  

Type Phone 

Specialist Name 

Provide Adult Care (over 21): Yes     No  

Type Phone 

Specialist Name 

Provide Adult Care (over 21): Yes     No  

Type Phone 

Specialist Name 

Provide Adult Care (over 21): Yes     No  

Type Phone 

Specialist Name 

Provide Adult Care (over 21): Yes     No  

Type Phone 
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Specialist Name 

Provide Adult Care (over 21):  Yes     No  

Type Phone 

Out-of-State-Appointment  

Yes     No  

Provider Phone 

Future Appointments   Yes     No  

Date:  _____________________ 

Provider Phone 

Future Appointments   Yes     No  

Date:  _____________________ 

Provider Phone 

Future Appointments   Yes     No  

Date:  _____________________ 

Provider Phone 

Ancillary Services 

Willing to follow Yes     No  

Provider Phone 

Ancillary Services 

Willing to follow Yes     No  

Provider Phone 

Home Health Yes     No  Provider Phone 

HOME HEALTH SERVICES 

Hospital    Facility Name Phone 

DME Vendor (orthotic, prosthesis) Own     Rent  

DME Vendor (w/c) Own     Rent  

DME Vendor (other) Own     Rent  

Requiring Supplies Yes    No  Type 

Date of Notification to Receiving Contractor 

Behavioral Health  Yes     No  Medical Records Attached?  Yes     No  

 

 

ADDITIONAL COMMENTS:   

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

Contact Person:  ____________________________________Telephone Number:  ___________________ 

 

 

 

 

 

 

 

 

 

 

 

Initial Eff. Date:   4/1/2005 
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530 MEMBER TRANSFERS BETWEEN FACILITIES 
 

REVISION DATES:    11/01/11, 11/01/07, 04/01/05, 05/01/04, 10/01/01 

 

INITIAL 

EFFECTIVE DATE:    10/01/94 

 

A. TRANSFERS FOLLOWING EMERGENCY HOSPITALIZATION 

 

1. Transfers initiated by the Contractor between inpatient hospital facilities may be 

made when the following conditions are present: 

 

a. The attending emergency physician, or the provider actually treating the 

member, determines that the member is sufficiently stabilized for transfer 

and will remain stable for the period of time required for the distance to be 

traveled 

 

b. The receiving physician agrees to the member transfer 

 

c. Transportation orders are prepared specifying the type of transport, 

training level of the transport crew and level of life support, and 

 

d. A transfer summary accompanies the member. 

 

2. Transfer to a lesser level of care facility may be made when one or more of the 

following criteria are met: 

 

a. Member's condition does not require full acute hospital capabilities for 

diagnostic and/or treatment procedures 

 

b. Member's condition has stabilized or reached a plateau and will not benefit 

further from intensive intervention in an acute care hospital. 

 

3. The attending emergency physician or the provider actually treating the member 

and the Contractor Medical Director or designee are responsible for determining 

whether a particular case meets criteria established in policy.  In the event of a 

request for a decision by AHCCCS on the transfer of a particular member, 

AHCCCS will apply the criteria listed in this subsection and Arizona Revised 

Statute 36-2909(B). 



CHAPTER 500 

 CARE COORDINATION REQUIREMENTS 

 POLICY 530 

 MEMBER TRANSFERS BETWEEN FACILITIES 

 

 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM  530-2 

AHCCCS MEDICAL POLICY MANUAL 

B. NEONATE TRANSFERS BETWEEN ACUTE CARE CENTERS 

 

Acutely ill neonates may be transferred from one acute care center to another, given 

certain conditions.  The chart that follows provides the levels of care, conditions 

appropriate for transfer, and criteria for transfer. 

 

LEVEL OF CARE 
TRANSFER CRITERIA 

FROM TO 

PRIMARY 
SECONDARY 

1. The nursing and medical staff of the sending hospital 

cannot provide: 

a. The level of care needed to manage the infant 

beyond stabilization to transport, or 

b. The required diagnostic evaluation and 

consultation services needed. 

2. Transport orders are prepared which specify the type 

of transport, the training level of the transport crew 

and the level of life support. 

3. A transfer summary accompanies the infant. 

TERTIARY Same as above 

SECONDARY 

TERTIARY Same as above 

PRIMARY Same as below 

TERTIARY 

 

TERTIARY 

(RARE) 

1. The sending and receiving neonatalogists (and 

surgeons, if involved) have spoken and have agreed 

that the transfer is safe. 

2. The infant is expected to remain stable, considering 

the period of time required for the distance to be 

covered. 

3. Transport orders are prepared which specify the type 

of transport, training level of the transport crew, and  

4. A transfer summary accompanies the infant. 

SECONDARY Same as above 

PRIMARY Same as above 
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540  OTHER CARE COORDINATION ISSUES 

 

REVISION DATES:  10/01/14, 10/01/13, 11/01/11, 11/01/07, 04/01/05, 10/01/03, 10/01/01, 

02/01/01, 10/01/97 

  

INITIAL  

EFFECTIVE DATE:  10/01/1994 

 

A. OTHER CARE COORDINATION ISSUES 

 

Other care coordination issues which require policies include, but are not limited to: 

 

1. Member problem resolution, 

 

2. Members presenting for care outside the Contractor’s provider network, and 

 

3. Members with special health care needs. 

 

 

B. MEMBERS PRESENTING FOR CARE OUTSIDE THE CONTRACTOR’S PROVIDER 

NETWORK 

 

Contractors must establish procedures for assisting members when they present to a 

non-contracted provider, including, but not limited to a: 

 

1. Specific Contractor contact person for assistance, 

 

2. Telephone number to obtain Contractor information, and 

 

3. Electronic and hard copy (if requested) provider directories. 

 

C. MEMBERS WITH SPECIAL HEALTH CARE NEEDS 

 

Definition    
 

Members with special health care needs are those members who have serious and 

chronic physical, developmental or behavioral conditions requiring medically 

necessary health, and related services of a type or amount beyond that generally 

required by members.  A member meeting the following criteria will be considered as 

having special health care needs if a medical condition: 

 

1. Lasts or is expected to last one year or longer, and 

2. Requires ongoing care not generally provided by a primary care provider. 
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AHCCCS has determined that the following populations meet this definition: 

 

1. Acute Care: 

 

a. Members who are recipients of services provided through the Arizona 

Department of Health Services/Division of Behavioral Health-contracted 

Regional Behavioral Health Authorities, and 

 

b. Members diagnosed with HIV/AIDS. 

 

c. Children’s Rehabilitative Services (CRS) 

 

d. Members enrolled with the CRS Contractor. 

 

2. Arizona Long Term Care System (ALTCS): 

 

a. Members enrolled in the ALTCS program who are elderly and/or those 

with physical disabilities, and  

 

b. Members enrolled in the ALTCS program who have developmental 

disabilities. 

 

Contractors may choose to identify as members with special health care needs any 

other members who they determine meet the definition.  If a Contractor designates 

additional members or groups of members as meeting the definition, the Contractor 

shall be required to identify those members and the services they receive for purposes 

of any State or Federal reporting requirements. 

 

Contractor Requirements   
 

Contractors must implement mechanisms to assess each member identified as having 

special health care needs, in order to identify any ongoing special conditions 

requiring treatment or regular care monitoring. The assessment mechanism must 

identify appropriate health care professionals.   

 

The Contractor shall share with other entities providing services to that member the 

results of its identification and assessment of that member’s needs. 

 

For members with special health care needs requiring a specialized course of 

treatment or regular care monitoring, the Contractor must have procedures in place to 

allow members direct access to a specialist (e.g., through a standing referral or an 

approved number of visits) as appropriate for the member’s condition and identified 

needs. 
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D. COORDINATION OF URGENT RESPONSE FOR CHILDREN INVOLVED WITH DCS 

 

AHCCCS considers the removal of a child from his/her home to the protective 

custody of the Department of Child Safety (DCS) to be an urgent behavioral health 

situation. Any child who has experienced a removal by DCS is at risk for negative 

emotional consequences and future behavioral health disorders. The urgent response 

process is to help identify the immediate behavioral health needs of children and 

address the trauma of the removal itself.  For members who are eligible for behavioral 

health services through the Arizona Department of Health Services (ADHS), the 

urgent response process is specified in the ADHS/DBHS Provider Manual Section 3.2 

Appointment Standards and Timeliness of Services. The purpose of this Policy is to 

describe the urgent response process for members who are eligible to receive 

behavioral health services through the CRS Contractor. 

 

In all cases where DCS notifies the CRS Contractor within five days of physical 

removal of the child, the CRS Contractor must implement the urgent response process 

within 72 hours from initial contact by DCS, unless the CRS Contractor and DCS 

have mutually arranged an alternative timeframe for coordinating a response based on 

the best interests of the child.  If notification is received after the fifth day of removal, 

the CRS Contractor, in collaboration with the DCS Specialist, has the discretion to 

initiate an urgent response or schedule the child for a regular intake appointment, 

depending on the specific circumstances surrounding the referral. If the DCS 

Specialist has initiated behavioral health services through the ADHS Behavioral 

Health System, the CRS Contractor may authorize continued services with the 

behavioral health provider that has established a treatment relationship with the child 

until a safe transition to a contracted behavioral health provider can be completed.  

The CRS Contractor must assist DCS in identifying AHCCCS members enrolled for 

behavioral health services through the CRS Contractor.  

  

The urgent response process shall include: 

 

1. Contact the DCS Specialist to gather relevant information such as the outcome 

of the DCS Safety Assessment, the reason for the removal, how-when-where the 

removal occurred, any known special needs of the child, any known supports 

for the child, current disposition of siblings, any known needs of the new 

caregiver, etc. 

 

2. Conduct a comprehensive assessment identifying immediate safety needs and 

presenting problems of the child.   At this time, trauma issues such as grief and 

loss should be addressed.  In addition, the assessment process is expected to 

consider an extended assessment period to more accurately identify any 

emerging/developing behavioral health needs that are not immediately apparent 

following the child’s removal.   

 

3. Stabilization of behavioral health crises and offering of immediate services. 
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4. The provision of behavioral health services to the child with the intention of 

reducing the stress and anxiety that the child may be experiencing, and offering 

a coherent explanation to the child about what is happening and what can be 

expected to happen in the near-term. 

 

5. The provision of needed behavioral health services to the child’s caregiver, 

including guidance about how to respond to the child’s immediate needs in 

adjusting to foster care, behavioral health symptoms to watch for and report, 

assistance in responding to any behavioral health symptoms the child may 

exhibit, and identification of a contact within the behavioral health provider 

network.  

 

6. Provide the Department of Economic Services (DES)/DCS Case Manager with 

findings and recommendations for medically necessary covered behavioral 

health services for the initial Preliminary Protective Hearing, which occurs 

within five to seven days of the child’s removal.  

 

7. If the child is placed with temporary caregivers services should support the 

child’s stability by addressing the child’s behavioral health needs, identifying 

any risk factors for placement disruption and anticipating crisis that might 

develop. Behavioral health services must proactively plan for transitions in the 

child’s life. Transitions may include changes in placement, educational setting, 

and/or reaching the age of majority.   

 

PRIOR AUTHORIZATION REQUESTS FOR THE CRS PROGRAM  

 

When a standard prior authorization request is received by CRS for members in the 

CRS Partially Integrated Behavioral Health and CRS Only coverage types CRS will 

perform a service coverage review which must be completed no later than 14 calendar 

days from receipt of the request.  For an expedited request, the determination must be 

completed no later than three business days from receipt.  If the service meets 

coverage criteria related to the member’s CRS diagnoses or the member’s behavioral 

health diagnoses in the case of a member in the CRS Partially Integrated Behavioral 

Coverage type, CRS will promptly authorize the service and notify the requesting 

provider.  If the service does not meet coverage criteria, CRS will issue a Notice of 

Extension (using the AHCCCS template letter) to the member and provider 

and  promptly forward to the applicable Contractor (CMDP, DDD, or the American 

Indian Health Plan) all relevant information within the 14 day time period (unless the 

request is expedited where the three business day timeframe applies) CMDP, DDD, 

or the American Indian Health Plan will then issue a coverage determination for the 

prior authorization request no later than the time period indicated in the Notice of 

Extension.  If the service request is denied, reduced, limited, or suspended, CMDP, 

DDD or the American Indian Health Plan will follow the Notice of Action 

requirements outlined in the ACOM Chapter 414. 
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E. REQUEST FOR REVIEW PROCESS (DISPUTE) 

 

If the CMDP, DDD or the American Indian Health Plan disagrees with a CRS 

coverage decision, they shall provide the medically necessary service and initiate a 

“Request for Review” to the CRS Contractor or designee.  The following shall be the 

process for resolving the Request for Review: 

 

1. CMDP, DDD or the American Indian Health Plan shall submit the service 

request and all accompanying/relevant documentation to the CRS Chief Medical 

Officer or designee with a request for secondary review and determination 

within 30 days of the receipt of the CRS denial decision.  

 

2. The CRS Chief Medical Officer or designee shall issue a written decision to the 

CMDP, DDD or the American Indian Health Plan no later than ten working 

days from the date of the receipt of the Request for Review. 

 

3. All CRS decisions shall advise CMDP, DDD or the American Indian Health 

Plan that they may file a request for review with the Office of Administrative 

Legal Services (OALS) at AHCCCS within 30 days of receipt of the CRS 

decision in the event that CMDP, DDD or the American Indian Health Plan 

continues to disagree with the CRS decision. 

 

4. If AHCCCS determines that the service should have been provided by CRS, the 

CRS Contractor shall be financially responsible for the costs incurred CMDP, 

DDD or the American Indian Health Plan in providing the service.  
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550 MEMBER RECORDS AND CONFIDENTIALITY 

 

REVISION DATES:    11/01/2011, 11/01/07, 04/01/05, 10/01/01, 02/01/01, 10/01/97 

 

INITIAL  

EFFECTIVE DATE:    10/01/94 

 

All AHCCCS providers and Contractors must protect member information in accordance 

with Federal and State laws, Rules, AHCCCS policies and AHCCCS contracts. 

 

Consistent with 9 A.A.C. 22, Article 5, AHCCCS, Contractors, providers and non-

contracted providers must safeguard the privacy of records and information about 

members who request or receive services from AHCCCS or its Contractors. 

 

Information from, or copies of, medical records may be released only to authorized 

individuals, and processes must be in place to ensure that unauthorized individuals cannot 

gain access to, or alter, medical records. 

 

Original and/or copies of medical records must be released only in accordance with 

Federal or State laws or Court orders.  Contractors and providers must comply with the 

Health Insurance Portability and Accountability Act (HIPAA) requirements and              

42 C.F.R. 431.300 et seq. 

 

Refer to Chapter 900 (Policy 940) for a complete discussion of member records and 

member information for Contractors.   

 

Refer to Chapter 600 for more information regarding release of information. 

 

Refer to Chapter 700 for member medical record information regarding members who 

receive Medicaid direct services through their school system. 

 

 

http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap900.pdf
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap600.pdf
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap700.pdf
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560 CRS CARE COORDINATION AND SERVICE PLAN (SP) MANAGEMENT 
 

REVISION DATES:  10/01/13 

 

INITIAL 

EFFECTIVE DATE:  3/1/2011 (Coordination content of the ADHS Contractor Policy & 

Procedure Manual transitioned to the AMPM) 

 

Description 

 

This Policy defines the processes for development and management of a comprehensive 

Service Plan for Children’s Rehabilitative Services (CRS) members.  The CRS 

Contractor is responsible for ensuring that every member has a Service Plan initiated 

upon notice of enrollment; and updating the Service Plan as the member’s health 

condition or treatment plans change.  Additionally, the CRS Contractor is responsible for 

ensuring that Care is coordinated according to the Service Plan and in cooperation with 

other State Agencies, AHCCCS Contractors with which the member is enrolled, and 

Community Organizations to allow for mainstreaming of members as specified in the 

CRS contract. 

 

Amount, Duration and Scope   
 

A. CARE COORDINATION FOR CRS CONTRACTORS 

 

1. The CRS Contractor must establish a process to ensure coordination of care for 

members that includes: 

 

a. Coordination of CRS member health care needs through a Service Plan, 

 

b. Collaboration with providers, communities, agencies, service systems, 

members, and families, 

 

c. Provide service coordination, and communication, designed to manage the 

transition of care for a member who no longer meets CRS eligibility 

requirements or makes the decision to transition to another AHCCCS 

Contractor after the age of 21 years. 

 

d. Appropriate notification of pending discharge from the CRS program as 

described in Policy 520 of this Chapter. 

 

B. SERVICE PLAN MANAGEMENT FOR CRS  

 

1. The Service Plan (SP) serves as a working and guiding document for integrating 

the multiple treatment plans, including behavioral health, into a document that 
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the CRS member and/or family understand. The SP identifies desired outcomes, 

resources, priorities, concerns, and strategies to meet identified goals. 

 

2. The SP shall identify the immediate and long-term healthcare needs of each 

newly enrolled member with an action plan. The comprehensive SP must be 

developed within 60 calendar days from date of the first CRS appointment and 

contain all the required elements. 

 

3. The CRS Contractor must modify and update the SP when there is a change in 

the member’s condition or recommended services. This will occur periodically 

as determined necessary by the member, family, or provider. 

 

4. The CRS Contractor must identify a care coordinator responsible for ensuring 

implementation of interventions and the dates by which the interventions must 

occur and identifies organizations and providers with whom treatment must be 

coordinated. 

 

5. The SP required elements consist of the following: 

 

a. Member demographics and enrollment data. 

 

b. Medical diagnoses, past treatment, previous surgeries (if any), procedures, 

medications, and allergies.  

 

c. For CMDP and DDD members, CRS covered medical diagnoses, past 

treatment, previous surgeries (if any), procedures, medications and 

allergies. 

 

d. The member’s current status, including present levels of function in 

physical, cognitive, social, and educational domains. 

 

e. The member’s or family’s barriers to treatment, such as member’s or 

family’s ability to travel to an appointment. 

 

f. The member or family’s strengths, resources, priorities, and concerns 

related to achieving mutual recommendations and caring for the family or 

the child. 

 

g. Services recommended to achieve the identified objectives, including 

provider or person responsible and timeframe requirements for meeting 

desired outcomes. 

 

h. The CRS Contractor must identify an interdisciplinary team, including 

but not limited to, care coordinator, Registered Nurse (RN), medical 
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director, behavioral health provider if applicable, and PCP to develop, 

implement, and update the SP as needed. 

 

C. SPECIALTY REFERRAL TIMELINES FOR CRS CONTRACTORS 

 

The CRS Contractor must have a policy and procedure that ensures adequate access 

to care through scheduling of appointments to specialists within 45 days of the date of 

a referral request.  For urgent requests the timeframe for an appointment is 72 hours. 
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570 COMMUNITY COLLABORATIVE CARE TEAMS 

REVISION DATE: 07/01/15, 03/01/14, 10/01/13 

INITIAL 

EFFECTIVE DATE: 03/01/2012 

Background 

AHCCCS recognizes there are a select few Title XIX, Arizona Long Term Care Services/ 

Division of Developmental Disabilities (ALTCS/DDD) individuals who are often 

involved with and challenge every service system due to the complexity of their needs.  

This policy is designed for ALTCS/DDD members who demonstrate inappropriate sexual 

behaviors and/or aggressive behaviors, who have been unresponsive to traditional 

ALTCS and Behavioral Health services and who have: 

1. A co-occurring behavioral health condition, or

2. A co-occurring physical health condition

The goal of this policy is to improve health outcomes for this population by developing 

specifically designed expert teams called Community Collaborative Care Teams (CCCT) 

to coordinate care.   

CCCT members and their respective agencies will be able to demonstrate and model the 

following guiding principles:  

1. Agree to shared responsibility by coming together with the member and their

family supports or guardian and share in the responsibility of how to best serve

the member’s needs.  This includes a shared service plan if applicable.

2. CCCT members have administrative buy in and support at upper levels of their

agencies as demonstrated by administrative and executive leaders devoting

“face time” to meetings and assembling teams when necessary for resolution or

innovative strategic planning.

3. CCCT members are willing and empowered to be creative when planning for

service delivery including the development of creating something new that does

not exist in either system.

4. Agencies agree to provide appropriate training of staff and family members

including trainings that help each staff and family members understand the

language of the system, including their basic mission, philosophies and methods

of service delivery.
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5. CCCT members and their respective agencies demonstrate close 

communication, especially when expert help is needed. Leaders at the 

Integrated Regional Behavioral Health Authority (Integrated RBHA) or 

Regional Behavioral Health Authority (RBHA), Department of Economic 

Securities/Division of Developmental Disabilities (DES/DDD) Region/District 

Level and leaders at the DDD Central Office and Arizona Department of Health 

Services/Division of Behavioral Health Services (ADHS/DBHS) level are 

committed to maintaining close communication when expertise, decision 

making and funding issues arise. Leaders also address requests for assistance 

when resolutions or innovative strategies are needed from other agencies.  

 

6. Agencies and team members support a multi-disciplinary team membership for 

the purpose of planning, delivering, and evaluating services at all levels.  

Membership includes, yet is not limited to, the member, family members, legal 

guardian, DDD Support Coordinator, Behavioral Health Provider, Primary Care 

Provider, representatives of other agencies serving the member, and any other 

persons important in the member’s/family’s life and who are invited to 

participate by the member/family. The multi-disciplinary team members work 

to use the best of each system to enhance member care.   

 

The goal of collaboration is to provide a structured, therapeutic environment for members 

who have multi system involvement due to multiple diagnoses and/or complexity of 

needs, in order for them to live safely and successfully in the community while 

minimizing the risk to themselves and others.  The Integrated RBHA/RBHA/DDD CCCT 

will establish processes to determine the coordination of natural supports, community 

resources/services and Medicaid covered services that are necessary to achieve the 

highest level of functioning for these members.  The Integrated RBHA/RBHA/DDD 

CCCT will make service delivery and placement recommendations to the respective 

providers, member and their guardian. Recipients of these activities should experience 

the following benefits:  

 

1. Health and safety,  

 

2. Personal power and choice,  

 

3. Personal value and positive recognition by self and others,  

 

4. A range of experiences which supports members’ participation in the physical 

and social life of their communities,  

 

5. Good relationships with friends and relatives, and  

 

6. Competence in managing their daily activities and pursuit of personal goals 

 

7. Placement stability, 
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8. Reduced hospitalizations and emergency department visits, and 

 

9. A decrease in behavioral issues that disrupt their lives and living environment 

 

A. PURPOSE 

 

The purpose of this policy is for ADHS/DBHS and DES/DDD to establish mutual 

Community Collaborative Care Teams to communicate, collaborate, and coordinate 

services, supports and fiscal management to address the complex behavioral, medical and 

developmental needs of TXIX ALTCS/DDD members with co-occurring behavioral 

health or physical conditions. These individuals typically require services from multiple 

payer sources and present challenges in receiving care through different entities.  This 

policy addresses the requirements for ADHS/DBHS and DES/DDD to establish CCCT 

teams that will be responsible for recommending the cost effective care for an identified 

member(s) covered by this policy.   

 

B. POLICY 

 

1. Role of ADHS/DBHS Community Collaborative Care Team Members 

 

a. Ensure each Integrated RBHA/RBHA assigns specific staff to serve on an 

Integrated RBHA/RBHA/DDD CCCT at the Integrated RBHA/RBHA 

level.  At a minimum, an Integrated RBHA/RBHA/DDD CCCT will 

include the Director of Clinical Operations or designee, a Network 

Management Administrator or designee and the Health Plan Liaison. 

 

b. Ensure that the team members screen the Integrated RBHA/RBHA/DDD 

CCCT referral information submitted to the team by a behavioral health 

provider or the DDD Regional/District representative and make placement 

and service delivery recommendations to the providers involved in the 

member’s care. 

 

c. Ensure that the team communicates with the behavioral health provider 

and DDD Regional/District representative during the process of reviewing 

the referral information to ensure continuous communication regarding the 

process and the status of the member’s care.  Upon acceptance of the 

referral, the Integrated RBHA/RBHA/DDD CCCT will make service 

delivery and placement recommendations including decisions regarding 

fiscal responsibility, if appropriate, no later than 60 days from the date of 

referral.  The Integrated RBHA/RBHA/DDD CCCT will make 

recommendations based on their collective expertise, resources and the 

guiding principles listed in this policy. If the Integrated 

RBHA/RBHA/DDD CCCT does not accept the referral, the team notifies 
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the referral source why the referral does not meet the criteria for the 

Integrated RBHA/RBHA/DDD CCCT. 

 

d. Ensure Integrated RBHA/RBHA members of the Integrated 

RBHA/RBHA/DDD CCCT utilize their clinical expertise in making 

recommendations for specific behavioral health services that can address 

the complex behavioral health needs of these members.  At a minimum, 

the service array  must include   

 

i. a professional functional analysis,  

ii. a jointly developed behavioral plan,  

iii. a physical assessment to rule out medical issues  that may be 

contributing to behavioral problems,  

iv. a member specific crisis plan, 

v. the necessary training and coaching of family and staff  to ensure 

successful implementation of the behavioral plan,  

vi. well defined outcome measures (e.g., use of a Goal Attainment Scale 

that defines attainable goals that are specific for the individual), and  

vii. a jointly determined placement plan    

 

e. Other service recommendations may include but are limited to trauma 

related issues, sexual offending behaviors and aggressive behaviors, 

depending on the member’s needs. 

 

f. Ensure that the Integrated RBHA/RBHA/DDD CCCT conducts necessary 

data collection and data analyses on the outcomes of each member 

referred to the team to demonstrate the effectiveness of the CCCT process.  

 

g. Ensure that the Integrated RBHA/RBHA/DDD CCCT meets, at minimum, 

monthly and as necessary to fully address the needs of those members 

deemed appropriate for referral to the Integrated RBHA/RBHA/DDD 

CCCT team. 

   
2. Role of DES/DDD for Community Collaborative Care Team Members 

 

a. Ensure each DDD Region/District assigns specific staff to serve on an 

Integrated RBHA/RBHA/DDD CCCT at the Region/District level.  At a 

minimum, an Integrated RBHA/RBHA/DDD CCCT will include the 

Regional/District Support Coordination Program Manager or designee, an 

Area Program Manager/Resource Manager or designee and the Health 

Plan Liaison.  

 

b. Ensure that the team members screen the Integrated RBHA/RBHA/DDD 

CCCT referral information submitted to the team by a behavioral health 

provider or the DDD Regional/District representative and make placement 
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and service delivery recommendations to the providers involved in the 

member’s care. 

 

c. Ensure that the team communicates with the behavioral health provider 

and DDD Regional/District representative during the process of reviewing 

the referral information to ensure continuous communication regarding the 

process and the status of the member’s care.  Upon acceptance of the 

referral, the Integrated RBHA/RBHA/DDD CCCT will make service 

delivery and placement recommendations including decisions regarding 

cost sharing, if appropriate no later than 60 days from the date of referral.  

The Integrated RBHA/RBHA/DDD CCCT will make recommendations 

based on their collective expertise, resources and the guiding principles 

listed in this policy. If the Integrated RBHA/RBHA/DDD CCCT does not 

accept the referral, the team notifies the referral source why the referral 

does not meet the criteria for the Integrated RBHA/RBHA/DDD CCCT. 

 

d. Ensure that the DDD members of the Integrated RBHA/RBHA/DDD 

CCCT utilize their expertise in making recommendations for specific 

services that can address the complex behavioral and medical needs of 

these members. At a minimum, the service array must include  

 

i. a professional functional analysis, 

ii. a jointly developed behavioral plan,  

iii. a physical assessment to rule out medical issues that may be 

contributing to behavioral problems, 

iv. a member specific crisis plan,  

v. well defined outcome measures (e.g., Goal Attainment Scale that 

defines attainable goals that are specific for the individual), and  

vi. a jointly determined placement plan. Additionally, recommendations 

may include but are not limited to, home and community based 

services, DDD Transition Homes, DDD Group Homes that have 

experience in serving members with complex needs, primary care 

providers, and/or other specialty health care providers. 

 

e. Ensure that the Integrated RBHA/RBHA/DDD CCCT determines that 

services provided under TXIX are  cost effective and determines which 

placement (institutional facility or a home and community based setting) is 

appropriate consistent with   current AHCCCS Medical Policy Manual 

Chapter 1600-III Cost Effective Study Standards. 

 

f. Ensure that the Integrated RBHA/RBHA/DDD CCCT conducts necessary 

data collection and data analyses on the outcomes of each member to 

demonstrate the effectiveness of the CCCT process. 
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g. Ensure that the Integrated RBHA/RBHA/DDD CCCT meets, at minimum, 

monthly and as necessary to fully address the needs of those members 

deemed appropriate for referral to the Integrated RBHA/RBHA/DDD 

CCCT. 

   

3. Identifying a member for the Community Collaborative Care Team 

 

Certain TXIX ALTCS members who are receiving services from ADHS/DBHS 

and DES/DDD may be referred to an Integrated RBHA/RBHA/DDD CCCT. 

These members may exhibit disruptive and potentially life threatening 

behaviors, such as sexually inappropriate and/or aggressive behaviors, which 

are likely to have a serious effect on their daily life, family relationships, 

residential placements, and employment or educational options.   

 

Furthermore, members referred to the Integrated RBHA/RBHA/DDD CCCT 

may have proven difficult to serve over time in community-based settings. The 

provision of community-based services or identification of a suitable 

community-based placement may have been found to be challenging or 

unachievable for these members in the past due to some, but not necessarily all 

of the following: 

 

a. Frequent visits to emergency department for non-emergency conditions 

 

b. Frequent calls to 911 for police or paramedic intervention 

 

c. Frequent arrests and jail time or law enforcement contact 

 

d. Frequent admissions to and/or longer lengths of stay in psychiatric or 

medical facilities for potentially avoidable reasons 

 

e. Loss of placements due to behaviors, including, yet not limited to, 

threatening/aggressive behaviors toward peers and/or staff 

 

f. Frequent changes in residential setting  

 

g. Frequent elopements 

 

h. Frequent life threatening behaviors to self and/or others 

 

i. Significant destruction of property 

 

j. Negative peer relationships 

 

A member may also have medical conditions that are chronic and complex to 

the degree that they have a serious effect on his/her daily life. 
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4. Referring a member to a Community Collaborative Care Team 

 

Any behavioral health provider or DDD Regional/District representative may 

refer a member for consideration to an Integrated RBHA/RBHA/DDD CCCT.   

The Integrated RBHA/RBHA/DDD CCCT must have a referral process that 

facilitates a timely and professional consultative process and fulfills the 

requirements of this policy.  

 

At minimum, information for each Integrated RBHA/RBHA/DDD CCCT 

referral shall include:  

 

a. member demographic data,  

 

b. guardian information,  

 

c. contact information such as spouse/significant other, family member, 

guardian as needed,  

 

d. other agency involvement and contact information,  

 

e. medical health plan information including AHCCCS Health Plans and 

Medicare enrollment, 

 

f. clinical information including:  

 

i. current diagnoses,  

ii. current and past medications,  

iii. substance abuse history,  

iv. medical history including current medications and providers,  

v. reasons for referral and needs to be addressed ( i.e., behavioral, 

medical and developmental) that have presented significant 

challenges for serving the member successfully in the community 

  

C. TREATMENT SERVICES COORDINATION PROCESS 

 

In all cases, it is expected that the Integrated RBHA/RBHA/DDD CCCT reach a 

consensus regarding the provision of relevant supports and services for a member, 

including each agency’s responsibility of the amount, duration and frequency of services.  

 

In the exceptional situation when the Integrated RBHA/RBHA/DDD CCCT is unable to 

reach consensus regarding the appropriate service array, fiscal arrangements and/or 

placement options for the member, the team may request assistance from the DDD 

Region/District Program Manager and the Integrated RBHA/RBHA Operations Director 

or Medical Director. 
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In such instances, the following steps will be taken: 

 

1. The DDD Region/District Program Manager and the Integrated RBHA/RBHA 

Operations Director or Medical Director will assemble a team of appropriate 

staff (e.g. Resource Manager, Network Administrator, Clinical Team Lead, and 

Case Management Administrator) to reach consensus on all unresolved issues. 

 

2. If the team is unable to reach resolution, the DDD Region/District Program 

Manager and the Integrated RBHA/RBHA Operations Director or Medical 

Director will request assistance from the ADHS/DBHS Assistant Director and 

the DDD Deputy Assistant Director or their designees. 

 

3. If the ADHS/DBHS Assistant Director and the DDD Deputy Assistant Director 

are unable to reach resolution, the issues will be elevated to the ADHS/DBHS 

Deputy Director and the DDD Assistant Director for resolution. 

 

4. AHCCCS may be consulted, throughout the treatment services coordination 

process, on issues related to Medicaid coverage.  

 

Although this policy is meant to promote and encourage collaboration between agencies, 

it does not at any time prohibit a member from exercising their appeal rights. 
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