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Member Search

Enter the Member ID and Date of Birth to search for the member

STAGINGNNECT

"

Required fields are denoted by an asterisk [ & } adjacent to the labsal.

Verify a patient's eligibility and benefits information by entering search crits

#* Member ID (No spaces or dashes)

Last Mam= |

First Mamse

#Date of Birth | | MDD YY YY)
As of Date |[]5D52[]21 |{MMDD?’VW}
| S=arch |
S 2021 Beacon Health Options™ ProviderConnect v&.01.00

Member Demographics

The next screen will prefill with the eligible members information, confirm you have the correc
srAG"@wm CT

Demographics Enrollment History COB Additional Information F

Member eligibility does not guarantee payment. Eligibility is as of today’s date an



Member !
Member ID
Alternate ID
Member Name
Date of :Birth
Address

Alternate Address
Marital Status

=
1

Work Phone

Relationship
Gender M - Male

Member Participates in Message Center Communication with Providers? No
Mext

View Spectrum Record Dy

Requested Service

Enter all information with an *

STAG,‘I”—.G'-"J: -

Al falds marked with an asterisk (%) are required. Salfect the Reguested Start L
Note: Disabe pop-up Blocker functionality to view alf appropriate finks.

*Requested Start Date (MMDDYYY™Y) ’
05052021 |_;‘-";.|
*Type of Service *Level of Care

| SUBSTANCE USE PSYCHOSOC



*Has the member already been admitted to the facility?
() Yes MNo

These fields prefill based on what was entered on the pr

» Provider

Tax ID Prowvider ID
» Member

Member 1D Last Mame

Attach a Document

Commlete the form below o attach a docurment with this Reguest

The following felds are only required if you are uploading a docurment

*Document Type: Does this Document containtclinic

*Document Description SELECT.

Upload File| dick ro sttach 2 doc

Attached Document:

Back | Next

Notification Form - Initial Request

Reguested Services Header

Hegquested Start Date Meamber Name Frowecer Mame
Type of Request Mermiber 10 Prowader 1D
AL I s
Level of Service Type of Service Level of Care
INPATIENT /HLOC SUBSTANCE USE PSYCHOSOCLAL

= AL feast one contact name and phone nuwmber &5 reguired. Note - Only one of these c

Admmuttirea Phnwsician Dhnne = =



o e = N RS T i

| | I . 1 |

Preparer Phone # Ext

Primary Care Coordination

PCP Contacted Status
| SELECT... ~ |

PCP Contacted Mame Crate Contacted

| i 0 =5

Is the Member n active treatrment with a behavioral health provider?
:---_; YE’S |'----_.:I r"lﬂl |f-:_| Unhﬂ”l’ll

Is there documentation of Member's consent to allow communication with PCP and aft

Diagnosis

Documentation of primary behavioral condition is required. Provisiona/ Won’rga?;g corndition and o
health, substance use, personality, ntelfectual disability) s stronagly recommendad to support cormior
i the members plan andlor summany plan description ncluding covered diagnoses.

Behavioral Diagnoses

Primary Behavioral Diagnosis

* Diagnostic Category 1 * Diagnosis Co
SELECT... ~ |

Additional Behavioral Diagnosis

Diagnostic Category 2 Diagnosis Code
| SELECT... ~ |
Diagnostic Category 3 Diagnosis Code
| SELECT... ~ |
Diagnostic Category <4 Diagnosis Code
| SELECT... ~ |
Diagnostic Category 5 Diagnosis Code
| SELECT... ~ |

Primary Medical Diagnosis

Prirmary medical diagrnosis is required. Select primary medical diagnostic category from dropdown or :

* Diagnostic Category 1
SELECT...

Diagnosis Code

Diagnostic Category 1 is a required field, You can




Diagnostic Category 2 Diagnosis Code
| SELECT... ~ |

Diagnostic Category 3 Diagnosis Code
| SELECT... ~ |

Social Elements Impacting Diagnosis

* Check all that apply

[:] MNone [:] Problems with access to
health care services

[ ] Educational problems [ ] Problems related to interaction
wiflegal system/crime

[ ] Financial problems [ ] Problems with primary support
group

[ ] Other psychosocial and
environmental problems

Functional Assessment

Please indicare the functional assessment ool utilized or select Other to write in other specific tool. £
should be noted in the Assessment Score field.

Assessment Measure

SELECT... ~r Assessment Score

Low = member’s motivation to engage in

ASAM Criteria
treatment and move through the stages

of change

Dimension 1

Intoxication/Withdrawal Potential

( yLow () Medium gD High
Dimension 4 Dimy
Readiness To Change Relapse
["_'::. Loww |::'_'::| Medium |::'_'::| High |::'_'::| Lo

Projected Duration and Frequency of Treatment

Projected Date of Discharge Estimate

=



Please provide any additional infarmation that would be benelficial in processing your request.

~* Narrative Entry (0 of 2000)

|Back| |Save Request as Draftl |Submit

Automated confirmation of number of visits

Review and click Accept at the bottom of the screen

STAG"@GU" NECT

Requested Services Header

Requested Start Date Member Name Provider Name

Prowvider ID

Member ID

T'yvpe of Reguest

INITIAL
Level of Service Tvpe of Service Level of Care
INPATIENT/HLOC SUBSTANCE USE PSYCHOSOC.

If your request is approved, you will receive 4 visits.
If you agree to accept this number of visits, please select "Accept”. If you do not agres

Please be aware that if your request is above the offered number of units, it may be p

..ﬁ.ccept Reject



Automated Results

If the system is able to approve the request (which should be the majority of cases) this will be
If the system is not able to automatically approve the request this screen will showing pending

You can print or upload this approval screen.
***Authorizations will automically prefill with a place of service of 49, please bill these service:

STAGING NN

Determination Statas:

05 G 2021

INFATIENT /HLOC

ABR3

0o ™ T
L WEET Name & Adadress

| PlaceofService | oo | Modl | Mod2 ]

55

ol il e oo e |

05/ 06,2021 - 05,10/ 2021

Ty of Service

SUBSTAMNCE USE

Total Linets For Stk §

Total Units Aa



Substance Use - Continued Stay Review
CoNNECT

=SFUIBSTANCE USE DISORINER RS SN Y

l

PAGE 1of2 I

Requested Services Header

Reqguested Start Date Member Name Provider Mame
Type of Request Mennber ID Prowvider ID

Level of Service Type of Service Lewvel of Care
INPATIENT/HLOWC SUBSTAMNCE USE PSYCHOSODCTAL R

AN fGelals markad it an astenisik ) are negained’,

* AL feast orte COriEaCT Name Brid phone umiber IS repaned.

Admitting Phy=acaan

Phone & Ext
Prepares PFhone 2 Ext
Primary Care Coordination
PCP Conmtacted Status
SELECT... e
PCFR Contacted Mamee Date Contacted

Diagnosis

Documentation of primary behavioral condition /s required. Provisfonal working condition and diagnosis shouw'd
disability) is strongly recommended to support comprehensive care. Authorization (i applicable) does NOT guarant

Behavioral Diagnoses

Primary Behavioral Diagnosis
* Diagnostic Category 1

* Diagnosis Code 1 * Desc
SELECT... vl

Additional Behavioral Diagnosis

Diagnostic Category 2 Diagnosis Code 2 Descript
SELECT... ~ |

Diagnostic Category 2

Diagnosis Code 3 Descripd




Diagnostic Category 4 Diagnosis Code 4 Descripti
| SELECT... ~ |
Diagnostic Category 5 Diagnosis Code 5 Descripti
| SELECT... ~ |

Primaryv Medical Diagnosis

Prirmary medical diagnosis is required. Select primary medical diagnosiic category from dropdown or sefect medical

* Diagnostic Category 1 Diagnosis Code 1 Descripti
| SELECT... ~ |
Diagnostic Category 2 Diagnosis Code 2  Descript
| SELECT... ~ |
Diagnostic Category 3 Diagnosis Code 3  Descript
| SELECT... ~ |

Flease provide any additional information that wouwld be beneficial in processing your request.

~ Marrative Entry {0 of 2000)

Note: Disable pop-up Bfocker fundronality fo view all appropriate inks.

Current Risks

Keay:
0 = None 1 = Mild or Mildly Incapacitating 2 = Moderate or Moderately Incapacitating

*Member” s Risk to Self *Member® s Risk to Others

OO0 O1 O2 O3 ONaA O0 O1 02 O

CIWA CowWs
] Owa ] O wa
F"uISEI:I

FPulse Rate is recormmendsd wihan CTWEA s antered.

* Iz member experiencing symptoms of withdrawal or at risk of experiencing symptoms of

If yes, describe: {0 of 250)




* Has ambulatory Withdrawal Management been considered for placement? ( y¥es (™

* If no, what makes less restrictive placement inappropriate at this ime?

Member reguires medication and has recent history of ] Member has recent
not completing withdrawal management at less management and h:
intensive lewvel of care. withdrawal managen

] Member has co-morbid physical, emotional, behavioral ] Withdrawal manage
or cognitive symptoms of such severity that interventdon more fr

complicate withdrawal management.

* Does member have any significant medical risks that require 24 hour monitoring by a me

If yes, describe: (0 of 250

* Describe member™ s Current Readiness to Change
() Pre-Contemplative () Contemplative

O Action O Maintenance

* Member™ s Living Situation
Please salect most appropriate member s Living Situation 3s it relates fo member s recovery.

() Homelessness () Sodial supperts do not support recovery
@] High risk of abuse or neglect () Secure housing
Nobe: Disable pop-up Blocker functionality to view alf appropriate links.

ASAM Criteria

o O

Please indicate risk rating along the 6 dimensions of the ASAM Criteria. A risk rating of 0 indicates full functioning and no i

Dimension 1 Dimension 2

Acute Intoxication andfor Withdrawal Potential: Biomedical Conditior
O Ot 02 O3 O O8Ot ()¢
Dimension 4 Dimension 5
Readiness to Change: Relapse, Continued |
NAA is only applicable fo detoxification. N4 is oy applicab)
OD Ol OZ OB O4A O4B ON,-'.Q OD O] OI

Please provide any additional ASAM information.

~Marrative Entry (0 of 2000)




|Back| |Save Request as DIEIHZ| |Submit|




ng Beacon Health Options ProviderConnect.

Your inbox is empty

-
Im

-
1]

v
b

e ease in which you can interact with us by developing online communications solutions. Using |
ng laws.



rria belowe.

:t member information selected.

‘rimary Care Provider

1d is provided by our clients.



Eligibility
Effective Date
Expiration Date

COB Effective Datel?

Subscriber

Subscriber ID

Subscriber Name

isable Member Communication

Jare to bagin. Plaase review the Member's benelfit coverage before creating this reqgun

Level of Service

INPATIENT/HLOC/SPECIALTY

*=Type of Care *Admit Date (MMDDY
IAL REHAB R DETOX L 05052021




Admit Time (HHmm)
0000

evious screen

Provider Last Mame

o
T
-
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First MName Date

pction is Only required if documents are uploaded to accompany the request.

cal information about the Member? Yeg v Mo

v |

et Delete Click o dalete an attachad documen

Werhor 10
Sawve Request as Draft

NPT # for Authorizaton

SELECT...

Type of Car Authornzed User

REHAB DETOX

m

ontacts needs to be filled in

Attendina Phvsician



e  n ot e

Utilzation Rewview Contact

nly required if the PCP was contacted and

status selected

ercare providers?

agrnosis sfiould be documented i necessary. Docurmentaiion of secondary co-occurrring befiavioral
ehensive care. Authorization (7 applicable) does NOT guarantee payment of benefits for these saervice

*_Description After entering the Code the Description will prefill
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Description Blue Headers are hyperlinks with information

L

Ly
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Drescription

L

[ |

Description

L
I

L

Ly
LA

Drescription

L

sefect medical diagnosis code and description.

LU

1 Drescription

L
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[ ] Housing problems
(Mot Homelessness)

[ ] Occupational problems

D Unknown

lscessment score for specific tool

Secondary Assessment Measure

| | SELECT...

L

[l

L

Assessim




Vengor ID

MPI # for Authorization
| SELECT... w|

I IIll

I'vpe of Care Authorized User
IAL REHAB DETOX

2, please select "Reject” and you may enter your modified request,

snded for additional clinical review



the next screen.
and it will go to a clinical represenative for review.

5 with a place of service of 49. Should you need a different place of service code listed you will
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Member DB Subscmiber Manmee

Tyvpe of Request

INMITIAL

Subrmsseon Date

05,/ 006,203 1
Level of Care Type of Care
PSYCHOSODCLAL REHABILITATION IEME T O

NPT # for Authorizatc

M A

[ Mod3 | Mods | Senvicedlass | Descriptiod

SOP STRUCTURED OUTPA

P62 1-1-9 Froom 050620021 To OS5/ 1070021

thorized This Episode For 050621-1-9



Vendor 1D

MPI 2 for Authorization

- SELECT... :

Type of Care Authonzed Liser

[EHAEB DETOX

Artending Pivwysacian

Ultrlizatesn Review Corbact

"be documented i necessary. Pocumentation of secondary co-oocurring befiavioral conditions that impact or are 2 it
tee payrment of banelfits for these services. Coverage is subject to alf fimvits and exdusions outiined fn the members plan

ription

Lo]y]




1 32 = Severe or Severely Incapacdtatng l'IfA=M:rI:Assessned|

3 (O N/A

*pPeychosis/ Hallucinations! Delusions

o0 Ol O2 (O3 (ONA




adical team? O Yag O Mo

|

Sodial supports engaged in active substance use () Sodal isolation

Social supports are supportive of recovery () Secure social network O Other
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IFBOE

Enter or Review Referrals

= Review Referrals

nter Bed Tracking Information

earch Beds Openings

figwy My Recent Authonzatron Letters

ProviderConnect allows yvou to accomplish an array of daily tra
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or ID

of Birth (MMDDYYY™Y)

Pl e =



conditions !f)atﬁad‘ i

= Coverage s

o are a focus of treatrment (mental




j Problems related to the social
environment

_ ] Homelessness

_ ] Medical disabilities that impact diagnosis or must be
accommodated for in treatment

1ent Score




.



1eed to call and adjust the authorization prior to billing claims.
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Phone # Ext
Phone 2 Ext
Faoc

zcus of freztment (mental health, substance use, personality, intellectual
andyor summany plan description induding covered diagnoses.






i and 4B. N/A is only applicable to detoxification.

and Complications:

bllows the actual ASAM assessment

_:jl M/A
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