AMPM CHAPTER 500, CARE COORDINATION REQUIREMENT

% H C C C S AMPM PoLICY 520, ATTACHMENT A,

=" Arizona Health Care Cost Containment System ENROLLMENT TRANSITION
INFORMATION (ETI) FORM

! Exhibit revised to include all appropriate fields for physical and behavioral health services. Form combines the two
separate Acute and CRS forms and those forms are replaced with this one form Exhibit 520-1




AMPM CHAPTER 500, CARE COORDINATION REQUIREMENT

% H C C C S AMPM PoLicy 520, ATTACHMENT A,

-* Arizona Health Care Cast Containment System ENROI—LMENT TRANSITION
INFORMATION (ETI) FORM

2

1. 1| Member Name | AKA Telephone

2. 2| AHCCCSID # | DOB Male [ Female [
3. 3| Rate Code | County Name & #

4. 4| Relinquishing Contractor /RBHA

5. 5| Receiving Contractor/RBHA

6. 6| Medicare Part A [—Part B | Other Insurance | Plan -1D #

7. ¥| ALTCS Application Pending Yes [1 No [J | Date

8. 8| Diagnosis | Secondary Diagnosis

9. 9/ PCP Name | PGP-Telephone

10. | High Risk Yes (] No (I | Explain Risk

10.11| Pregnancy EDC | Maternity Care-Provider | Telephone

— s e — Sl

11.12| Special Medications \ Injectiblelnjectable  Yes
|| OrganiFissue | Type | Date ‘Eacility

13.14] Catastrophic Reinsurance Yeso Noo \ Diagnosis

14.15| Specialist Name Type Telephone

—1 ——SpecialistName —<—Fype —Telephone
15.16| Out-of-Area-Appeintment  _Yes [] Provider Telephone

16:17| Outpatient Services___Yes [1 No [] Provider Telephone

17.18| Out-Patientt Adult Physical Nuomber# of Vvisits fineeceived-for Ceurrent Ceontract Yyear
18.19] Home Health  Yes [INo [/ | Provider | Telephone

19.20] Home Health Services

20:21| Case Management Yes [ No\[ | Please Explain

22. | Case Manager Name Telephone

21:.23| Inpatient'tRTFCS- -Yes Facility Name Telephone

24. | SNF___ VYes []_No Facility.Name Telephone#-of Days
25. ;of SNFE Days used/beQEiit ves

26. | Residential® _““\.Yes Facility Name Telephone

22.27 ,&dr;]'ittir;g Diagnosis

28. Admission Datex' ALTCS Dental Benefit Used($)

2 Innatiant Traatmantc
2329 AdmissionBateAL TCS Dental Benefit Used ($)° | Expected Discharge Date
—2 —blomberementontDonslbone uens
24730, CRS Diagnosis(s)

inie(s

25 hBehavioral Health Yes 1 No [ Provider RBHA———18-20— \Telephone
32. "COI __Yes[] No [! Court of Jurisdiction

2 Revised to expand for Administrative Simplification and to clearly indicate fields needed

®Revised —11-3 APC correction from RTC to residential

* Revised —11-3 APC to place admission date in #28 rather than #29

® Revised —11-3 APC correction to add dollar sign to signify the amount is to be tracked here
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=" Arizona Health Care Cost Containment System ENROLLM ENT TRANSITION
INFORMATION (ETI) FORM

33. | Special Assistance (SM1) Yes [INo [J |Contact%eslai—nName&Relation—and Telephone:!

26:34| BH-Guardian_Yes [INo Name Telephone
35. | Respite Hrs Used?

27-36| DME Vendor Telephone Date

37. | Type of DME Equipment®® Telephone
28.38| Fype-of BME-EquipmentMedical \Vendor Own [1 Re

39. | Other Care Needs
29 40| Ongeing-Non-Emergency Medical Transportation—= Yes Mode
30.41| Date Transportation Needed Destination

3142 Person Completing Form
32.43| Date -of -Notification to Receiving Contractor

m ) : 111 1al o I AL :
Rohaviaral Haoalth ar Nurcina Eacility | Rohaviar

I ; - - i

This information is considered CONFIDENTIAL and disclosure is governed by applicable Federal, State, a e ulatic formation on this form is current as of this
notification date. This form must be completed for all members requiring transition services in accordance olicie o changes or revisions to this form are

permitted without written approval from AHCCCSA.

Revised: 07/01/2/816, 10/01/2011, 10/01/2610, 4/2005, 04/1998-

® Revised —11-3 APC correction to add in place of ‘explain’

" Revised —11-3 APC correction to add in place of ‘explain’

8 Revised —11-3 APC correction to remove ‘BH’ from guardian field

® Post APC change Moved to new line

10 Revised —11-3 APC correction to switch #36 and 37 for better order
! Revised —11-3 APC correction to update as NEMT




AMPM CHAPTER 500, CARE COORDINATION REQUIREMENT

AMPM PoLicy 520, ATTACHMENT A,
ENROLLMENT TRANSITION
INFORMATION (ETI) FORM

HHCCCS

** Arizona Health Care Cost Containment System

1. | Member Name | AKA Telephone
2. AHCCCS ID # | DOB Male [ Female [
3. | Rate Code | County Name & #

4. Relinquishing Contractor /RBHA

5. Receiving Contractor/RBHA

6. | Medicare Part A(IPart B (] | Other Insurance | Plan ID #
7. ALTCS Application Pending Yes [1 No [ | Date

8. Diagnosis | Secondary Diagnosis

9. | PCP Name | Telephone
10. | HighRisk Yes (] No (I | Explain Risk

11. | Pregnancy EDC | Maternity Provider Telephone
12. | Special Medications Injectable™¥es [1 No [’
13. | Transplant Yeso Noo \ Type \ Date Eacility

14. | Catastrophic Reinsurance Yeso Noo \ Diagnosis

15. | Specialist Name \ Type Telephone
16. | Out-of-Area-Appt  Yes [ No [ Provider Telephone
17. | Outpatient Services Yes [ No [ Provider Telephone
18. | Out-Patient Adult PT Yes [1 No [] # of Visits in Current Contract Year

19. | Home Health Yes [INo [ \ Provider \Telephone
20. | Home Health Services

21. | Case Management Yes [I No [I | Please Explain

22. | Case Manager Name Telephone
23. | Inpatient Yes [INo [] | Facility Name Telephone
24. | SNF Yes [INo [] Facility Name Telephone
25. | # of SNF Days used/benefit year

26. | Residential Yes [INo | Facility Name Telephone
217. Rdmitting Diagnosis

28. | Admission Date

29. | ALTCS Dental Bengfit Used\($) Expected Discharge Date

30. | CRS Diagnosis(s)

31. | Behavioral Health Yes [ No 1 Provider \Telephone
32. | COT Yesll mNo [! Court of Jurisdiction

33. | Special Assistance (SMI) Yes [INo [1 | Contact Name & Relation: Telephone:
34. | Guardian, Yes 'No [ | Name Telephone
35. | Respite Hrs Used

36. ¢"“DMEVendor Telephone Date

370 Type of DME"Equipment Telephone
38. ' Medical Foods Yes [INo [ \Vendor Own [ Rent [
39. | Other Care Needs

40. "I"Nen-Emergency Medical Transportation Yes [1 No [J | Mode

41. | Date Transportation Needed | Destination

42. | Person Completing Form \ Telephone

12 Included form without redline changes




AMPM CHAPTER 500, CARE COORDINATION REQUIREMENT
:% H C C C S AMPM PoLIcY 520, ATTACHMENT A,
' "..Arizolw Health Care Cost Containment System ENROLLMENT TRANSITION

INFORMATION (ETI) FORM

| 43. | Date of Notification to Receiving Contractor

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 AHCCCS.

Revised: 07/01/16, 10/01/11, 10/01/10, 4/05, 04/98




