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Dear Substance Abuse Treatment Provider,

The Ohio Department of Medicaid (ODM) wants to ensure that Drug Court participants who are enrolled in Medicaid receive Medicaid-covered MAT, as well as available additional services and benefits (e.g., transportation, care management, assistance with accessing community resources, etc.).  This form was developed by the Ohio Department of Mental Health and Addiction Services and ODM for providers to use for Medicaid-eligible patients participating in the MAT Drug Court programs in Allen, Butler, Clermont, Clinton, Cuyahoga, Franklin, Gallia, Hamilton, Hardin, Hocking, Jackson, Lake, Lorain, Lucas, Mahoning Marion, Mercer, Montgomery, Stark, Summit, Trumbull, and Warren counties between January 1, 2016 and June 30, 2017.  This form must be submitted for current Medicaid recipients who are enrolled in Medicaid, whether in the fee-for service (FFS) program or a Medicaid managed care plan (MCP), including Buckeye, CareSource, Molina, Paramount or United.  
The purpose of the communication form is to inform Medicaid FFS or the Medicaid MCP of the recipient’s enrollment in or completion of the drug court program, initiate and maintain coverage of MAT, and facilitate care management activities between the drug courts, behavioral health providers, and the MCPs.   Instructions for completing and submitting the communication form are outlined in Part A below.  Part B provides guidance to the integrated care team (drug courts and providers) to assist with facilitation of care management activities between all entities involved in the care of the drug court participant.  Part C provides Medicaid FFS and MCP contact information. 

A. Instructions for Completing and Submitting the MAT Drug Court Program Communication Form:     

1. Verify Medicaid eligibility monthly, including payer (Medicaid FFS or MCP).
a. Through the Ohio Medicaid provider portal, link from http://medicaid.ohio.gov/PROVIDERS.aspx.   
b. Call the ODM Interactive Voice Response (IVR) System at 1-800-686-1516.
c. Use the 270/271 Eligibility Inquiry/Response transaction set.

2. Complete Section 1 or 3 of the communication form, sign section 2 as indicated below, and submit the form to the payer using the fax numbers specified on the form.

3. Submit the communication form to Medicaid FFS or the applicable MCP in the following circumstances:
a. at the initiation of treatment (prescriber signature required);
b. change in payer source (prescriber signature required); 
c. change in prescriber (prescriber signature required);
d. change in dose or product (prescriber signature required); or
e. no longer participating in the MAT Drug Court Program (no signature required). 

B. Coordinating Care Management and Communication with MCPs
A critical aspect of this effort is efficient and effective care management and communication between all clinical providers (both treating and prescribing), drug courts, and MCPs.  In order to accomplish this, it is imperative that there is timely communication and coordination of care between all entities.  While the communication form is required to inform Medicaid FFS and the MCP of an individual’s participation status and need for coverage of medication assisted treatment, the providers and the MCPs are expected to establish communication pathways and/or methods to share critical data points, including but not limited to the following:    
a. Contact information for the patient’s care managers, as applicable (behavioral health services provider, MCP, and court-appointed case worker).
b. Pertinent elements of the treatment plan (initial and updated) – including the MAT and counseling sessions.
c. Patient adherence to the treatment plan.
d. Pertinent patient-level data (e.g., emergency department visits, hospitalizations, missed appointments, physical health, etc.). 
e. Participation in care conferences to discuss the patient’s care, as needed, which may be accomplished via conference calls or in person.
f. After-care plan to the MCP when patients graduate/complete the program.

C.    Contact information for Medicaid MCPs and FFS:

	
	General Issues/Questions regarding Drug Court Participants
	Care Management Contacts for Drug Court Participants

	Buckeye Health Plan
	Meera Patel-Zook
(866) 246- 4356  Ext 24187
MZook@centene.com
	Laura Paynter, Cenpatico Clinical Manager/Medical Management
(866) 246- 4356   Ext. 24446
LPAYNTER@cenpatico.com  

	CareSource
	Greg Rose
(937) 531-2382
Gregory.Rose@caresource.com
	Shannon Steele 
(937) 531-3291 Shannon.Steele@careSource.com

	Molina Healthcare of Ohio
	Molina Pharmacy Department
(800) 642-4168 option 1 then option 2
mhopharmacydepartment@molinahealthcare.com
	Emily Higgins, Director of Behavioral Health
(614) 212-6298
Emily.Higgins@MolinaHealthcare.com
Backup: Shirley Johnson
(614) 212-6309
Shirley.Johnson@MolinaHealthcare.com 

	Paramount Advantage
	Pharmacy Department
(800) 891-2520, Option 2 then Option 1
phcpharmhelpdesk@promedica.org
	UCM (800) 891-2520 or (419) 887-2520

	United Healthcare Community Plan of Ohio
	Janine Kudla
(517) 852-0842
Jkudla@uhc.com
Backup: Jeanne Cavanaugh
(248) 331-4277
Jeanne_m_cavanaugh@uhc.com

	Michael H. Mesewicz 
(614) 410-7358 
Backup: Sara C. Fischer 
(614) 410-7543


	Medicaid Fee-for-Service
	Pharmacy Department
(614) 752-3068
Medicaid_Pharmacy@medicaid.ohio.gov 
	N/A




Medication Assisted Treatment (MAT) Drug Court Program
Communication Form for Medicaid Recipients
This communication form is only to be used for Ohio Medicaid fee-for-service (FFS) and Managed care plan (MCP) recipients participating in the MAT Drug Court Program.  Please complete Section 1or 3, sign Section 2 as indicated and submit to the applicable payer to initiate Vivitrol and Buprenorphine based MAT and care management activities. It may take up to 24 hours from receipt of this form to initiate coverage of the Buprenorphine based MAT (in lieu of prior authorization).

SECTION 1 – COMPLETE FOR INITIATION OF TREATMENT, CHANGE IN PAYER SOURCE, CHANGE IN PRESCRIBER, OR CHANGE IN PRODUCT/DOSE
Select payer: Choose an item.	(Payer’s fax number is provided to submit form)
Member Name: Click here to enter text. 			DOB: Click here to enter a date. 
Member Address: Click here to enter text. 		Member Telephone #: Click here to enter text.  
MMIS or Member ID #:_Click here to enter text.
	 	Date of Submission: Click here to enter a date. 
Prescriber and/ or Treatment Center Name:_ Click here to enter text.
		
Prescriber/Treatment Center Telephone #: Click here to enter text.     County: Choose an item.
Medication-Assisted Treatment:		☐Vivitrol			☐Buprenorphine	
For Buprenorphine treatment:
Buprenorphine Product/Dose:  Choose an item.	 
· Note: Subutex should be used only if the patient is pregnant or has an allergy to naloxone.  
Dosing Directions: Click here to enter text.	
· Note:  Buprenorphine maximum dose is 16 mg per day, with the exception of up to 24 mg per day when an addiction psychiatrist or addictionologist was consulted.      	
Prescribing physician’s DATA 2000 waiver ID ("X-DEA" number): Click here to enter text.	 

SECTION 2 – PRESCRIBER SIGNATURE REQUIRED FOR INITIATION OF TREATMENT, CHANGE IN PRESCRIBER, CHANGE IN PAYOR, OR CHANGE IN PRODUCT/DOSE
I attest that the patient is actively participating in the MAT Drug Court Program.  I also attest that adherence to the Ohio Department of Mental Health and Addiction Services' Medication-Assisted Treatment Low Dose Protocol for Buprenorphine and Suboxone is being followed.  (Reference Ohio Administrative Code rule 4731-11-12)

Prescriber Signature___________________________________________Date:____________________

SECTION 3 – COMPLETE WHEN RECIPIENT HAS CHANGE IN PROGRAM PARTICIPATION STATUS
Member Name: Click here to enter text.   		DOB: Click here to enter a date.
The above person is no longer a participant in the MAT Drug Court Program effective: Click here to enter a date.


January 12, 2016
