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Telligen Provider Review Training
Psychiatric Residential Treatment Facility (PRTF)
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Housekeeping #Tellig o’

= Questions
= Enter all questions into the chat during the presentation

= Live Q&A at the end of the presentation (mics can be unmuted)

= Survey
= Registrants will be sent a survey via email following today'’s training
= Telligen welcomes your feedback and suggestions on future training opportunities

= Feedback

— Send complaints, grievances and feedback to the Provider Help Desk via
Email: msmedicaidum@telligen.com or Toll-Free Phone: 855-625-7709




Agenda )rTelligen@

d Welcome & Introduction
d DOM Mental Health Team (Casey Dittus)

d Compliance & Reporting

d Foundation & Key Terms

d Building the Authorization Request (in Qualitrac)
d Review Process

A Provider Actions & Next Steps

O Resources & Support




Contact & Support

Education Manager - Primary Point of Contact
Charity A Jones, MoL,BA
chjones@telligen.com

Book 1 on 1: Book with Charity

Website: https://msmedicaid.telligen.com/

Mississippi Call Center & Provider Help Desk
= Emaqil: msmedicaidum@telligen.com
» Toll-Free Phone: 855-625-7709
= Fax: 800-524-5710

Portal Registration Questions

= Email; gtregistration@tellisen.com
= Toll-Free Phone: 855-625- 77

_

3 Telligen’
Program Manager

Claudia Collins, MSN, RN, CCM, CHCQM, CMCN

Assistant Program Manager
Cassandra Bullock, bHA, MHA, CEHRS

Quality Program Director
Roxanne Coulter, BsN,RN,CPM
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DOM Mental Health Team

Casey Dittus & Camille introduction
Mental Health Services contact information
Brief overview of DOM support role
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Quality of Care Concerns
and Issues

Roxanne Coulter, BSN,RN
Quality Director




Overview )rTellig o’

What is Quality-of-Care (QOC)?

What are Quality-of-Care concerns or issues?
Quality of Care Quick Reference Guide
Telligen’s responsibilities

PRTF's responsibilities




Quality of Care Concerns or Issues #Tellig or’

What is Quality-of-Care?

= Providing health care that is safe, effective, patient-centered, timely,
efficient, and equitable, while consistently achieving the best possible
outcomes, respecting patient needs, values, preferences, and minimizing
waste or harm.

A Quality-of-Care concern or issue arise when providers do not meet
acceptable standards or care or negatively impact safety, effectiveness,
patient-centeredness, fimelines, equity, or does not respect patient needs,
values, preferences, or does not minimizing waste or harm.
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Quality of Care Concerns or Issues )rTellig or’

Examples of Quality-of-Care concerns or issues

= Sentinel Events
— Death by self-inflected injurious behavior
— Sexual abuse/assault of a beneficiary, staff member, visitor, or vendor
— Physical assault of a beneficiary, staff member, visitor, or vendor
— Elopement

— Fall resulting in fracture, surgery, casting or traction, neurological injury, death or
permanent harm

» Hospital Acquired Conditions

— Fractures, dislocations, intracranial injured, crushing injuries, burns, other injuries, poor
glycemic conftrol

=  Medication Errors




Quality of Care Concerns or Issues )rTellig or’

Incomplete, inaccurate or missing documentation

= Delayin tfreatment

=  Aggression/violence peer to peer or toward a staff member
= Harm to self

= Contraband/lllegal substance found

= Allegations of abuse or mistreatment

= |njury from restraint or seclusion

O AR Y uVa




Quality of Care Quick Reference Guide )rTellig o

Telligen’s Quick Reference Guide provides definitions and
examples related to Quality-of-Care

To request a copy of the Quick Reference Guide, contact
Roxanne Coulter via email at rcoulter@telligen.com




Quality-of-Care Telligen Responsibilities #Tellig o

Telligen is responsible for monitoring the Quality-of-Care rendered DOM beneficiaries

All prior authorization requests and concurrent stay review requests are monitored

Telligen's Quality Director is responsible for the following:

= Reviewing PRTF incident reports

» Conducting investigations

= Requesting medical records (providers have 30 days to submit records from the date of the request)
=  Reviewing investigation reports, final incident reports, and actions taken

= Notifying the provider of findings

= [ssuing corrective action plans (CAP) if indicated

= Notifying provider when CAP is accepted and case closed

= Referring to DOM if immediate jeopardy of beneficiary

» Referring suspected fraud, waste or abuse to DOM'’s Office of Program Integrity



Quality-of-Care PRTF Responsibilities #Tellig o

Psychiatric Residential Treatment Facility's (PRTF) are responsible for the following:

=  Completing the DOM required PRTF Incident Report Form

=  Submitting the Incident Report Form, tfimely

=  Submitting another Incident Report Form with the results of the final incident investigation
— Only if the initial submission Incident Report Form did not include the final results

=  Submitting documentation/records to the Telligen Quality Director upon request
— Providers have 30 days to submit records
— Provider may request a submission extension in writing

= Complete the corrective action plan (CAP) within the required timeframes, if indicated

= Notify Quality Director if issues arise related to CAP

=  Collaborate with the Quality Director on completion of CAP if indicated or necessary

. AT T ava



Contact Information )rTeIIig o’

= Telligen Quality Director
— Roxanne Coulter at rcoulter@telligen.com

= Telligen Sr. Program Manager
— Claudia Collins at ccollins@telligen.com

= Telligen Assistant Program Manager
— Cassandra Bullock at cbullock@tellligen.com
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Compliance & Reporting




Monthly Census Report ))STellig o’

In accordance with MS Administrative Code Part 207, Chapter 4, Rule 4.12: Special
Procedures, G., 3.

Information regarding the number of times seclusion or restraint have been
employed by a facility must be included each month as part of the facility’s
census report to the UM/QIO.

Submission Requirements:

= Due by the 5th business day of the following month

= Submit via email tfo;: MSPRTF@Telligen.com
= _Monthly Census Report

Y - A




Monthly Census Repori %Telli gen’

Psychiatric Residential Treatment Facility Medicaid Monthly Census Report

PRTFs must submit monthly census reports to Telligen, the designated UM/QIO for Mississiopi Division of Medicaid. The census indicates any Medicaid beneficiary at the facility for any amount of time during
that month, Medicaid ID, admit date, seclusions/restraints used for that beneficiary during that month, anticipated d/c date, and actual d/c date (as applicable). The report for the preceding month
should be submitted to Telligen no later than the 5th of the following month. Submit Report to: MSPRTF@TELLIGEN.COM. If no Medicaid beneficiaries are present in the facility during the reporting month,

please submit with “"None" indicated in the Medicaid Beneficiary field

PRTF Name: Provider #:
Phone Number: Fax #:
Census Month: Report Date:
Medicaid Beneficiary Name Medicaid ID AdmitDate | #ofSeclusions |  #of Restraints | Anficipated D/C Date |  Actual D/C Date _"“"""3‘22:’:'“””
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Serious Incident Reporting )\)"Tellig or’

In accordance with MS Administrative Code Part 207, Rule 4.15: Reporting Requirement
B.

Serious incidents must also be reported to the appropriate agencies or entities according
to applicable state and federal regulations. These include but are not limited to: 6.
Utilization Management and Quality Improvement Organization (UM/QIO) for the Division
of Medicaid.

Submission Requirements:

Initial Incident Report due within 24-48 hours of the incident
Follow-up Updates due every 10 business days until the investigation is completed
Submit via email fo: MSPRTF@Telligen.com

Serious Incident Reports
' . LV VA




Serious Incident Reporting )TTeIIi gen’

Office of Mental Health Programs

MISSISSIPPI DIVISION OF e
MEDICAID Jackson, M 30201
— 601-359-9545

FAX: 601-359-6294

Psychiatric Residential Treatment Facility (PRTF)
Incident Report Form — Confidential

Please submit completed form via EMAIL to MSPRTF@TELLIGEN.COM
SECTION | = REPORTING FACILITY AND REPORTING PERSON

PRTF Name: Form Completed By:
Address: Title: Investigator
City, State, ZIP: Phone Number:

Risk Manager: Case # (if applicable):
Phone Number: Date faxed to DOM:

SECTION Il — RESIDENT INFORMATION
Indicate if the resident/s involved are MS Medicaid beneficiaries and list their name/s below. List only the initials of any

non-MS Medicaid residents. This information has been disclosed to you from records
0 MS Medicaid [J Non-MS Medicaid Beneficiary whose  confidentiality ~has  been protecied.

e Statutes/regulations prohibit you from making further

Beneficiary disclosure of it without the specific written consent of the

person to whom it pertains, or as otherwise permitted by
such regulations. A gencral authorization for the release

Resident Name/Initials: of medical or other information is not sufficient for this
VICTIM: purpose. The Federal Rules restrict any use of this

information to criminally investigale or prosecute any
SUSPECT: alcohol or drug paticnt (42 CFR Part-2).

£ Y uVa




Serious Incident Reporting )TTeIIi gen’

SECTION Il = INCIDENT INFORMATION

Date Incident Occurred: Date Resident Reported to Staff:
Day of Week Incident Occurred: _ M _ T _W _TH _F _ S _SU
Type of incident (Check all that apply): Staff Involved:
[OJSerious Injury/illness requiring attention by in-house Name:
medical staff Name:

[0 Serious Injury/illness requiring outside medical Name:
attention Name:

O Injury resulting from physical restraint/seclusion Name:

O Harm to self )

O Physical assault by resident Witnesses:

[ Sexual contact by residents i

O Sexual assault Namef

[J Contraband found that could cause harm (illegal ::;‘::
substances, lighter, etc.) Name;

[0 Substance use on facility grounds/supervised trip

O Elopement Where Incident Occurred:

[J Medication error requiring medical attention ] PRTE
O Suicide Attempt [ School
O Suicide 0 Community

O Mistreatment or allegations of mistreatment including
but not limited to abuse, neglect, emotional harm, or
sexual exploitation by staff

[J Death

[JOther (Explain):

J Home
] Other (Explain):

£ Y uVa
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Serious Incident Reporting )TTeIIi gen’

SECTION IV- NARRATIVE DETAILS
Describe the injury, condition or circumstance of the incident and the activities taking place immediately prior to the
incident. Identify all participants (resident, staff, etc.) and their involvement in the incident. Please be comprehensive
but concise in explaining who, when, where, why, how, and what was heard and/or observed:

SECTION V- PLAN TO RESOLVE (IMMEDIATE AND LONG TERM)

i i n internal inv ion? Yes No
Updated reports should be submitted every 10 busmess daxs until the investigation is complete using the Incident
Report Update Form

Describe any corrective action taken to prevent future incidents (including changes to behavior care plan, treatment
plan, or medication regimen, etc.):

If mistreatment or allegations of mistreatment by staff, actions taken (training, suspension, termination, etc.):

£ Y uVa
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Serious Incident Reporting

SECTION VI- INDICATE WHCH OF THE FOLLOWING AGENCIES AND INDIVIDUALS HAVE BEEN INFORMED

Check all that apply and provide:

[J Parent/Legal Guardian

[J MS Department of Human Services (DHS)

[0 MS Department of Health (MDH)

[ Disability Rights Mississippi (DRM)

[0 Medicaid Fraud Control Unit, Attorney General
(MFCU)

[0 Center for Medicare/Medicaid Services (CMS)
[0 DMH Office of Incident Management

Name:
Name:
Name:
Name:
Name:

Name:
Name:
Name:

Date:
Date:
Date:
Date:
Date:

Date:
Date:
Date:

SECTION VIl = ATTACHMENTS

Are there attachments included with this report?

__Yes

No

£ Y uVa



Serious Incident Reporting %Telli gen’

Compliance & Record Maintenance -

= Reports must be complete, accurate, and timely
= Providers must maintain supporting documentation and records
= Failure to comply may result in compliance review, Corrective action,

Additional oversight

. AT T ava
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Eligibility Verification
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Eligibility Verification o ert

Why Eligibility Verification Matters
= Confirms active Medicaid coverage for the date of service
= Helps avoid denials by ineligibility or coverage lapses

= Provides important details on benefit plans, managed care assignments,
and any limitations.




Verify Eligibility o ert

Always verify eligibility before submitting an authorization request
Always verify eligibility before providing services

Resources

Eligibility Verification

MESA Portal for Providers

Eligibility, Benefit Usage, and Retro Job Aid

O AR Y uVa




Eligibility Verification P ert

Medicaid Provider Portal

’J msEsb lIDCVE}ilj Search Medicaid: _ Q

Eligibility | Claims | Care Management | Patient Health History | Files Exchange | Resources | Contact Us

Home Friday 01/30/2026 02:10 PM CST

Provider Name Role IDs

Location Taxonomy
Eligible Programs CCO Affiliations _
& User Details $9 Sign Up to Receive News
Welcome [ —
) =l Secure Correspondence

» My Profile -

MEDICAID ENTERPRISE SYSTEM ASSISTANCE




Eligibility Verification o ert

Enter the Member ID or enter two of the following:

SSN
DOB
Member’'s Full Name

Enter the Begin Date and the End Date

Eligibility Verification Request

Click here for Coverage Descriptions

* Indicates a required field.
Enter the member information. If Member ID is not known, enter 2 of the following: SSN, Birth Date, Member Name.

Note: Click on the Reset button to perform a new inquiry

Member ID | | Last Name | | First Name

ssve [ | BithDateo | |[&]
“Begin Dateo Endpates | |




Beneficiary Record Summary ﬁﬂTelli gen’

Authorized Rep Name WA Authorized Rep Phone # /A
Verification Response 1D 2413400008

Exoand Al | Collacse Al

The Medicaid Provider Portal returns
- p— —— eligibility verification information for the
member including the following:

Coverage Effective Date End Date Add Date Last Update Date
ot peta = Head of Household
S — e » Authorized Rep Name

= Authorized Rep Phone #

e ey e e e e e = Demographic Details,
— — » Benefit Details
Lok Proidr Lokt Provkdr Plooe Berett e hecveome | endome » Managed Care Details
» Lock-In Details
K i e e T T » Living Arrangement Details, and EPSTD
— details.
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Review Timings
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Review Timing

#Telligen‘p

Review Timing

Definition

When It's Used

Examples

Key Considerations

Prospective

Review conducted

before services are

provided or patient
is admitfted

When seeking prior
avuthorization for
scheduled or planned
services

Therapy eval request
Scheduled outpatient
imaging

Elective surgeries

Must be approved
before service
begins o avoid
denial

Concurrent

Review conducted
during ongoing care

For ongoing medical
necessity during an
active admission or
treatment episode

Inpatient hospital stay
Rehab requiring
extended length of stay

Submit clinical
updates before
current auth ends

Retrospective

Review conducted
after the service has
been provided

When prior or
concurrent review due
to eligibility coverage

change

Recoupment from MCO
or other Insurance
nofification

Requires justification
and documentation
to avoid denial

_

e
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Provider & Facility Information




Providers Panel: Provider and Facility Information #Telli gen’

The Provider's Panel is used to identify all required provider and facility
information associated with the requested services.

This information tells us:
= Who ordered the service

= Who is responsible for the member’s treatment
= Where the service is being rendered

All required fields must be completed accurately to avoid processing delays or
a technical denial.

. AT T ava



6.1 Providers Panel: Provider and Facility Information )rTeIIigen(@

Treating Physician: The Treating Physician is the provider who is clinically responsible for the member’s
treatment during the admission or course of care and oversees tfreatment decisions. For best results,
search using the active Gainwell Provider ID number and select the active record.

Treating Facility: The Treating Facility is where the services are being rendered. This should reflect the
physical location providing care. For best results, search using the active Gainwell Provider ID number
and select the active record.

Ordering Provider: The Ordering Provider is who ordered, prescribed, or certified the requested service.
This is the provider authorizing the need for services. Must match supporting clinical documentation. For
best results, search using the active Gainwell Provider ID number and select the active record.

Medical Director (Hospice Review Only): The Medical Director, can be the Treating Physician, at the
facility. For best results, search using the active Gainwell Provider ID number and select the active
record.

Key Reminder: All Treating Physician, Treating Facility, Ordering Provider and/or Medical Director must be
an enrolled and active Mississippi Medicaid Provider. All required provider fields must be completed
accurately. Missing or incorrect provider information may delay processing or result in a technical denial.

. LR Y uva




Federal Regulation 42 CFR § 455.410 P -

All Provider and Facilities entered info the Providers Panel MUST be
active and enrolled Medicaid Providers.

In accordance with Federal Regulation 42 CFR § 455.410, “The
State Medicaid agency must require all ordering or referring
physicians or other professionals providing services under the State
plan or under a waiver of the plan to be enrolled as parficipating
providers.”

O\ A ARV VA
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Documentation
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Documentation #Telli gen’

Clinical documentation tells the clinical story of the member.
Documentation must clearly describe the following.

Diagnosis,

Onset of symptoms

Current clinical presentation
Progression of the condition

Documentation must directly support medical necessity criteria.

. AT T ava



Clinical Documentation-Acceptable Documents )*PTeIIi gen’

Acceptable: The following methods are acceptable when corrections or
updates are needed.

Original clinical documentation directly from the provider

Single line through the error with inifials and date noted

A new version clearly labeled “Corrected” with a new signature and
date

Clinical information must be documented in office visit notes or other
medical record documentation.

Required Identifiers
All clinical documentation must include at least two member identifiers

_




Clinical Documentation- Not acceptable )*PTeIIi gen’

Not acceptable: The following documentation practices are not
acceptable and may result in a Request for Information (RFI) or
denial.

= White-out or scribbled corrections

= Overwritten or scanned changes without proper signatures

= Word documents submitted without official company
letterhead or identifying information

= Handwritten notes on cover sheets, telephone calls, or other
fax pages that are not reflected in office visit notes will not
constitute actionable information for clinical decision making

_
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Building the Authorization Request
(in Qualitrac)




Telligen Provider Portal - Required sections %Tellig or’

Member Search/Member Hub
Authorization Request Section

Dates of Service Panel

Eligibility

Supporting Information

Providers & Provider Organization Visibility
Diagnosis, Procedures & Modifiers
Assessments (GAF, Seclusion & Restraints)
Documentation

0 0Nk~



1. Member Search/Member Hub #Tellig o’

Qualitrac  stage ® o » a(Qa-u = @ = O~
~—_

Required fields are marked by an asterisk (*).

1 R F ro m th e D q s h b oq rd , C I ic k o n Me m b e r s eq rc h Scheduled Tasks UM Scheduled Tasks Eligible Member Tasks Case/Request/Claim Search Qutreach Queue Transmission Errors

Y Client: % Columns:

Mississippi v Search Q 4 selected ~

Results may be limited. If you do not find the result you are looking for, please add more search criteria. }

2. Search for the Member using Medicaid ID, or
by Ndme Gnd DCﬂ'e Of Bil‘i‘h il D Last Name First Name Date Of Birth

MS100324926 MISQUITA HAZEL 10/1711978

3. Click on the Member File to access the T B —
Member’s Hub .

y AN AStersk (*)
& Labs

Z* Immunizations

4. Under Utilization Management Section B
Click on “Add” to start a new request e 4

& Utilization Management




2. Authorization Request Section #Tellig or’

Start building your request by completing the following fields:
= Date Request Received: This date is the date you are submitting the request.
= Review Type: PRTF
= Place of Service: PRTF
= Type of Service: Residential Treatment
= Timing: Select the appropriate timing for the request (prospective, concurrent, or
retrospective)

Authorization Request

Date Request Received * Review Type * Place of Service * Type of Service *

02/17/2025 10:29 am i Psychiatric Residential Treatment Fac v Psychiatric Residential Treatment Cer v Residential Psychiatric Treatment v
Timing *
‘ Prospective V‘




3. Admission & Discharge Section #Tellig or’

1. Admission Date must align with: Review Timing selected (Prospective, Concurrent,
Retrospective) and Clinical documentation submifted

2. Admission Type: must reflect actual level of care and scenario

3. Admission Source: must accurately reflect where the member is coming from

Admission and Discharge

Admission Date *

MM/DDIYYYY i

Admission Type * Admission Source

(T | 't Rt
v

Non-Health Care Facility Point of Origin (Physician Referral)|

Emergency

Urgent Clinic

Elective Transfer from a Hospital (Different Facility)

Newborn Transfer from a SNF or Intermediate Care Facility (ICF)
Trauma Transfer from Another Health Care Facility

Information not available Emefgency Room (ER)

Involuntary
Court/Law Enforcement
Court Committed
Information Not Available
Voluntary
{ Transfer from Ambulatory Surgery Center

. AT T ava




4. Eligibility Coverage

Providers must verify eligibility prior to submission and prior to services.
The coverage panel should align with their beneficiary record.

1. Confirm active Medicaid coverage for dates of service

2. Review benefit plan and service limitations

3. Identify Third Party Liability (TPL), if applicable

4. |dentify EPSDT Indicator, if applicable (toggle yes or no)

Coverage [as} *te Law Matrix #, Client Profile

A Member Not Eligible

This member appears to either not meet eligibility requirements or has multiple coverage plans. We cannot confirm eligibility for the entire span of care. Please provide rationale for continuing with this request

#Telligen‘p

Mo (e v
[T r—— e
Aot s e Aot g e
Vet Rmpra 10 3456555
ot

Group Section Plan Start Date End Date

No Coverage Found

Medicare Indicator ~

Third Party Liability = EPSDT Indicator ~

I — A v OYes @
Aute 1

<
7

<




5. Supporting Information )rTeIIi gen’

Requests submitted through Qualitrac must be identified as PORTAL submissions.

= Select PORTAL from the dropdown menu.

Supporting Information

Request Source Submission Method * @ Submission Method is a required field Claim Number

Savings Case Id

Savings Authorization #
Phone

o)
Mail
Fax
Email

Download From Third Party m

Primary ~ Name ionship = EEEEEREIEEERe cor

Personal Representative

Phone Type Address Action

O AR Y uVa




6. Entering Physician and Facility Information by NPI ﬁﬂTellig or’

Select Add to open the provider search window

Search for the provider or facility by entering one of the following:
= NPl number, or Medicaid Provider ID (entered in the Other ID Number field)
= Select Search to display matching results.

Providers * € Back

NPI Number @ Other ID Number & Last / Organization Name First Name

1831679638
C State Zip Code Taxonomy
v v

Search using NPPES @ OFF Q Search

Shiow & entries Search: |
Name 4 NPl Primaz Numbe: Other ID Type Address Phone Primary Taxonomy Source
n FAITH AND FRIENDS HEALTHCARE STAFFI 1831679638 000600344 1831679638 Q Clinic# 1 Provider File
Addr: 130 S Church St Ste B

Florence, MS 39073

n FAITH AND FRIENDS HEALTHCARE STAFFI 1831679638 009154281 1831679638 Clinic # 1 Provider File
Addr: 130 S Church St Ste B

Florence, MS 39073
Showing 1 to 2 of 2 entries

Previous | 1 | MNext
Best Practice: Providers MUST verify that the provider's name, address, and Medicaid Provider ID is
correct before selecting the provider from the list.

Failure to verify may result in an authorization applied to the WRONG Provider




Entering Physician and Facility Information by Medicaid Provider ID Tellig en’

Select Add to open the provider search window.
= Enter Medicaid Provider ID in the “Other ID"” number search field
= After entering the information, select Search to locate the correct physician or

facility.
= Click the Primary Number to add appropriate provider from the list.

Providers *

& Back

NPI Number ©@ Last / Organization Name

Taxonomy

city

Show| 10 v |entries
Other ID Type Address

Name “ NP1

WILLIS, WALTER 1346286598

Clinic #: 1
210 Hospital Cir

000113996 &
Addr: Hospital Ci

Choctaw, MS 39350
Previous 1 Next

000113396

Showing 1 fo 1 of 1 entries

Best Practice: Providers MUST verify that the provider's name, address, and Medicaid Provider ID is
correct before selecting the provider from the list.
Failure to verify may result in an authorization applied to the WRONG Provider

T ey e




7. Diagnosis Panel #Telli gen’

Steps to Search

1. Select the search method (Code or Term) using the radio button.

2. Enter the diagnosis code or keyword in the search box.

3. Click Search.
» Select the correct diagnosis by clicking the radio button to the left of the code.
e Click Submit (or Submit and Add Another if multiple diagnoses must be entered).

@ Search By Code
O Search By Term

Search By Code

(o )

Show| 10 +  entries

Search: | ‘

& Code Description

@ G40.82 EPILEPTIC SPASMS
Showing 1 to 1 of 1 entries

Previous E‘ Next

Cancel

If you need to remove a
Bescription = diagnosis entered in error, use the

DEPENDENCE ON OTHER ENABLING MACHINES & DEVICES (o) a tFGSh C.:Gn Icon IOCEOTed O.n.The
right side of the diagnosis line.
EPILEFTIC SPASMS (o) o

T 2w Vava




8. Procedure(s) Panel #Telli or’

The Procedures Panel is where you will enter the procedure code information required for this
review. Select Add to open the procedure search window.

Steps to Search
1. Select the search method (Code or Term) using the radio button.
2. Enter the procedure code or keyword in the search box.
3. Click Search.
» Select the correct procedure by clicking the radio button to the left of the code.
» Click Submit (or Submit and Add Another if multiple procedure (s) must be entered).

Procedures

Modifiers Tooth Number(s) Tooth Quadrant(s) Tooth Surface(s) aty. Frequency Cost Action

Mo Procedures Suppiied

T If you need fo remove a

procedure code entered
—— = . in error, use the trash can
icon located on the right
side of the diagnosis line.

T ZER7 Viava

s Cofe Descripton NOS ‘Additional Clincal Information Modifiers Tooth Number(s) “Tooth Quadsan(s)

1 208 BHVAL HEALTH, LONG-TERM CARE RES WRCOMSBD-DIEM




8. Procedure Panel- Modifier ﬁTelli gen’

Once the system populates the procedure code results, use the radio button to select the
correct procedure. After selection, the Modifiers & Units section becomes available for
completion.

+ Code Description

- T2088 ﬁ BHVAL HEALTH. LONG-TERM CARE RES WIROOMABO-DIEM

Showing 116 1of 1 entries
Moddfiers

Modifier 1

Procedure Details

day(s)

Frequency Frequency Qualifie

Total Cost Allowed Amount

(oL Bl Submit and Add Another m

Modifiers are not always required in Qualitrac. However, if the claim will be billed with a

modifier based on coding guidelines and/or billing practices, the authorization must
reflect the same modifier(s).




9. Assessment Requirements ﬁsTelli gen’

Per Mississippi Administrative Code Title 23, Part 207, Chapter 4:.Rule 4.8 —
Assessment and Evaluation; Rule 4.7 — Active Treatment, providers are required to

document and report:

= Number of Seclusions
= Number of Restraints
= Member's functional status (GAF Score)

Assessment

Number of Seclusions *
Number of Restraints *

Global Assessment of Functioning Score (GAF) *
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10. Documentation: Required Documentation »rTeIIi gen’

= |nifial Treatment Plan within 24 hours of admission
= Signed Treatment Plan

= Signed ISP

= Psychological Diagnosis

= Psychological/Psychiatric Evaluation (within 30 days of admission)that includes:

= Diagnostic evaluation (medical, psychological, social, behavioral, developmental)
Assessment of immediate and long-term therapeutic needs

Assessment of personal strengths and liabilities

Measurable goals and objectives with tfimelines

Integrated program of therapies and actfivities

Signed Progress Notes (especially if patient has received prior PSR services)

Documentation

Show 10 | entries Search:

Name Category Topic Date Added v Uploaded By Action

No data available in table

Showing 0 to 0 of 0 entries

___ O A Y uVa




Complete the Submission ﬁTelli gen’

Providers may add comments to the review prior to subbomission.

. Comments may be used to provide clarifications, explanations, or context
that support the authorization request.

. Comments are optional and are not required to submit or complete the
review.

Submit Review

Commen s

Commenis

#l




Complete the Submission )TTeIIi gen’

Enter your Username in the attestation field to certify that the information submitted
is accurate and complete to the best of your knowledge.

Select Submit to send the review to Telligen for processing.

User Attestation

A | certify...

« that the submitled informalion is frue, accurale and complete to the best of my knowledge

« Ihat the submitted information s supporled within the pafient’s medical record,

« lhat | understand that any deliberale misrep tation of any information in this medical review may subject me lo liability under civil and criminal laws.
« that [ understand an approval of a medical authorzation request by Telligen does not guarantee payment for services

« | agree to nolify all involved parfies of the oulcome of this authorization request

Acknowledging User *

Enter usemame

N

_
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Case Review Process




Review Process — What Happens After Submission %" Telligen’

Case Review Process
= Case is assigned to a Review Coordinator (RC)
= Clinical documentation is reviewed for medical necessity aligned
with PRTF requirements

= |f all review criteria is complete, an outcome is rendered:
Approved

Partial Denial- which is a limited approval

Clinical Denial

Administrative Denial

Tech Denied or

ONR




Request for Information (RFI) ﬁsTellig o’

If documentation is incomplete: Case is pended (paused) and A Request for Information (RFI) is issued
outlining what is needed.

Providers have 10 business days to respond to a Request for Information (RFI).

Notification Methods (Portal Users)
= The submitter will receive an email notification indicating that additional information is required

= RFI task will populate in the Qualitrac system (Portal)

Notification Methods (Alternative Methods: Fax or Mail)

= Telligen will notify the Provider by original method received (Fax or Mail) indicating
that additional information is required.
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Request for Information (RFI) }rTellig o’

You have ONE opportunity to submit all requested information.

Once submitted:
= The case returns for review
= The reviewer will render an outcome based on the information provided

Required Actions
= Do NOT submit a new case to provide additional information
= Always respond using the RFI task
= Upload ALL requested documentation at one time

Failure to respond to an RFl request will result in a Tech Denial.
= Technical Denialis an Administrative Denial for Missing Information

N S
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Review Outcomes
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Review Outcome Definition

)\PTeIIigen‘E

| Ouvfcome | WhatitMeans | CommonReasons | __Provider Next Steps

Approved medical & administrative
i requirements met

Partial Denial  -Mited approval; some
denied

Clinical Denial Denied based on medical

necessity
Administrative  Denied for non-clinical .
Denial reasons .

Tech Denied
(Admin Denial)

System Generated denial
due to no response to RF

Outcome Not .
Rendered No decision rendered .
(ONR) .

Documentation complete &
criteria met

Units exceed criteria or limits

Criteria not met per evidence-
based guidelines

Eligibility

Untimely Submission
Duplicate Request
Service Not Covered

Provide not respond to the RFI
task by uploading a response

Provider Request
Incorrect Review Type
Incorrect Review Timing

Proceed with services

Review denied services
carefully

Review denial rationale

Review denial rationale
and proceed
appropriately

Submit a change request
to reopen for
reconsideration

Submit a new case, if
applicable

Not applicable

Reconsideration (1st-level
appeal)apply to denied
portion

Reconsideration (1st-level
appeal)

Reconsideration (1st-level
appeal)

Reconsideration (1st-level
appeal)

Not eligible for
Reconsideration (1st-level

appeal)




Reconsideration Process (After Technical Denial) )\rTeIIigen‘E

Reconsideration requests for Technical Denials can only be submitted through the via Fax,
email or Provider Help Desk. Reconsideration requests will be processed once all
necessary documentation is received, and providers will be notified of the outcome.

Providers must submit requests within 10 business days using one of the following methods:
Email: msmedicaidum®@telligen.com
Phone: 855-625-7709
Fax: 800-524-5710

Required Action:
= Submit a Change Request Form
= Enter “Tech Denial” as the Reconsideration Reopen Reason
= |Include all required documentation from the original RFI

If the case is reprocessed, you will receive your Reconsideration outcome.
If it is unfimely to submit a reconsideration request, the Provider will need submit a new
case with correct documentation.

_




Ovutcome Not Rendered (ONR) Details }\)"Tellig or’

ONR - no determination made on the case
= No letteris generated
= Reconsideration (1st-level appeal) rights DO NOT apply

ONR reasons

= Provider Request —provider contacts Telligen and requests the review to be
cancelled. Action: Provider will need to submit a change request form requesting
cancelatfion and reason.

= |[ncorrect Review Type — provider submits a review under the incorrect review
type. Action: Provider will need to submit a new case with the correct Review
Type

= |[ncorrect Review Timing — provider submits a request with the incorrect review
timing. Action: Provider will need to submit a new case with the correct Review

Timing
| S
S Ve
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Provider Actions & Next Steps




Appeal Rights Timely Submission }rTellig or’

Providers and/or members have the right to appeal an adverse determination.
1st-Level Appeal: Reconsideration

=  Areconsideration is the first-level appeal.

=  Providers and/or members have 10 business days from the date of the outcome
letter to submit a reconsideration request.

= |f the reconsideration is denied, the determination is final for the provider.

= Providers do not have additional appeal rights beyond reconsideration.

1st-Level Appeal: Reconsideration requests must be submitted using one of the following
methods

»Qualitrac Portal (http://myqualitrac.com)

»Fax: 1-800-524-5710
=Mail: Telligen UM Department, 715 S Pear Orchard Rd, Ste 400, Ridgeland, MS 39157

. AT T ava




Qualitrac (15t Level Appeal)

To submit a 1st-Level Appeal: Reconsideration

= Go fo the Utilization Management panel in the member hub
»= Click on the blue ellipsis within the denied case to open the

action menu
= Select 15t Level Appeal from the menu

& Utilization Management

Show [10 ¥ | entries Search:
Status Case ID Review Type  Timing T’E"g';“hrs_ -:::ﬁhn';ﬂ Req. Start » Req. End Outcome Action
; JOHN HOPKINS
Request Is Acute Medical : WILSON MD, 2
Sampiete 812 i Refrospective o o MOORE CL 0210412019 02/08/2019  Denied

Showing 1 o 1 of 1 enfries

MAC ‘ View Request

1=t Level Appeal
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Appeal Rights Timely Submission }\)"Tellig or’

Beneficiary Appeal: State Fair Hearing - Division of Medicaid (DOM)

If a decision is made to reduce, deny, suspend, or terminate covered services provided to a
Medicaid beneficiary, and the beneficiary disagrees with the decision, the beneficiary and/or the
beneficiary’s legal representative must request a hearing within thirty (30) days of the notice of
adverse action. See Part 300, Chapter 2, Rule 2.7, All Hearing Requests, for more information.

Beneficiary Appeal: State Fair Hearing must be submitted to:
Division of Medicaid
Attn: Office of Appeals
c/o Director of Appeals
P.O. Box 2222
Jackson, MS 39225
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Change Request
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Submitting a Change Request Form #Tellig or’

Change Request Form
= Must be submitted within 90 days of the approval date listed on the outcome letter
» Fax 800-524-5710 or email: MSMedicaidUM@Telligen.com

Change Request Form are used to request simple modifications to an approved authorization.

» Correct Date — a correction of less than a 2-day difference at the start or end of the
approved certification period

= Minor Administrative Updates (with supporting documentation)
= Correcting provider information
=  Adding appropriate modifiers
= Cancelling an ONR or approved PA request to submit a new case with corrections

. AT T ava




Submitting a Change Request Form )rTeIIig or’

Change Requests ARE NOT for:
= Adding or removing CPT codes
» Extending services dates past the current authorization
= Reconsideration (1st-level appeal)
= Denied claims (including technical denials)
» Updates to claims that have already been paid

Resource: Change Reqgquest
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Extension of Services
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Submitting an Extension Request ﬁsTellig or’

Providers may request to extend a beneficiary's stay beyond the initially
approved authorization period. A Continued Stay must be submitted
prior to the current authorization end date.

Extension of Service:
= Ensures continuity of care and quality of care
= Provides medical justification based on clinical criteria
=  Must be submitted before the current auth end date

=  Maintains compliance with Mississippi Medicaid regulations and avoid claim
denials due to lack of prior approval

. AT T ava



Submitting a Continued Stay Review (extension request) #Telli gen’

Step 1: Access Qualitrac
Log into your Qualitrac provider account.

Step 2: Select Patient Case e
Locate and select the existing patient case i R o L oo - e
requiring an extension. s
Step 3: Initiate Continued Stay e j
. n . . Satus Gxi0 Request I Roeview Type Timing Treating Prov/Phys. Treating Faciity Req. Start y RegEnd Qutcome. Acton

Click on the "Request Contfinued Stay Review. == o - _
Step 4: Upload Supporting Documentation pw o same e = pa g

S — o i i e - - (jariww:ed Stay Review
Step 5: Update your Assessment (seclusion, - e - s o . s |

Nt Submined 20 o Theapy Servess et 8242008 ::T |
restraints and GAF score i s - e s : :

o ey vos E ™

Step 6:Complete InterQual process

Step 7: Submit Request

Reminder: Submit extension requests prior to expiration of current authorization.




CSR Required Documentation ﬁTelli gen’

Documentation from the physician stating why continuation is needed
Three (3) most recent Progress Notes

Updated signed treatment plan with goals

D/C Plan

Documentation m

Show 10 | entries Search: ‘

Name Category Topic Date Added v Uploaded By Action

Showing 0 to 0 of 0 entries
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Discharge Tasks
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Completing Discharge Task }rTellig or’

Completing the discharge task ensures the case is properly closed, authorized dates
align with the actual discharge date, and downstream systems and claims process
accurately. Incomplete discharge tasks may result in system errors, overlapping
authorizations, claim delays, or compliance issues.

1. Discharge Documentation - Complete discharge disposition that includes the date
of discharge

2. Upload Discharge Orders/Documentation - Medications, freatments and procedures
must be dated and signed

3. Completing the Task: Once all the information has been entered in the panels, the
submitter can complete the process by clicking the “Close Case” button at the
bottom of the page.

‘
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Completing Discharge Task ﬁsTelli gen’

1. From the Home Screen:

v' Navigate to the
Utilization Management
section.

v' Click on Start Task.

2. Search for Your Case:
v Under Case ID column,
enter your Case Number
and press Enter.

3. Openthe Case:
1. Click the blue ellipsis
menv (three dofs) next
to the case.

4. Select Start fo open the case.

\ Utilization Management

m
© Start Tasks Q Search £ Portal

ledTasks  Elighble MemberTasks  MemberSearch  CaselRequestiClaim Search  Outreach Queve  Transmission Emors

O Filtered Scheduled Tasks
You ate currently seeing a fitered view of the Scheduled Tasks that are nomnally visble to you. I you would ke 1o remove the Rers and sea allofthe tasks, please select he clear fiters bution below.

B8 View Calendar |V Clear Fiters 9 Columns Selected «

Task Type Task Category Task Status Last Name First Name CaselD Attempts Task Scheduled Date

- . o
Dissharge Status F [ 4068160 Ireyloes 0 08/19/2025 1200 am
Showing 110 1 of 1 entries (fitered from 10,000 total entries) Previous T| Next
|

© Copyright 2025 Teligen. Al Rights Reserved. Tesms of Usa Privacy Poley: Assessibity Peicy.
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Discharge Details )rTellig or’

Dlscharge Info
Is the Patient still in the Hospital? " Actual Discharge Date * Discharge Disposition * @ Discharge Disposition is a required field
No v MM/DDIYYYY "

1 - Discharged to home/self care "routine charge”.

2 - Discharged/transferred to other short term general hospital for inpatient care.

3 - Discharged/transferred to skilled nursing facility "SNF" with Medicare certification in anticipation of covered skilled care
4 - Discharged/transferred to intermediate care facility “ICF".

5 - Discharged/transferred to another type of institution for inpatient care "including distinct parts”.

6 - Discharged/transferred to home care of organized home health service organization.

7 - Left against medical advice or discontinued care.

9 - Admitted as an inpatient to this hospital

10 - BCBS/COC Definition = Discharged - No longer covered by Medicaid

11 - BCBS/COC Definition = Discharged - Transferred to Another Category of Service

20 - Expired

30 - Still patient.

40 - Expired at home "hospice claims only”

41 - Expired in a medical facility such as hospital SNF ICF or freestanding hospice. "Hospice claims only”
42 - Expired - place unknown "Hospice claims only”

43 - Discharged/transferred to a federal hospital

50 - Hospice - home

51 - Hospice - medical facility "

61 - Discharged/transferred within this institution to a hospital-based Medicare approved swing bed v

£ Y 44




Discharge Details Telligen'

Documentation [+ aa |
Shﬂw‘ 10 ~ ‘ entries Search:
Name Category Topic Date Added v Uploaded By Action
06/16/2025 B
02/18/2025 ]
02/18/2025 B
08/23/2024 -}
08/23/2024 -]
Showing 1 to 5 of 5 entries Previous II' Next
. Call Processing m
Show \m—v\ entries Search:|
Date v User Caseld Org. Name Caller Name Call Type Result Caller Type Phone Email Reason Notes

No data available in table

Showing 0 to 0 of 0 entries Previous Next

© Copyright 2025 Teliigen. All Rights Reserved. Terms of Use. Privacy Policy. Accessibilty Poficy.
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Website Tour
Q&A
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Questions
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Contact & Support

Education Manager - Primary Point of Contact
Charity A Jones, MoL,BA
chjones@telligen.com

Book 1 on 1: Book with Charity

Website: https://msmedicaid.telligen.com/

Mississippi Call Center & Provider Help Desk
= Emaqil: msmedicaidum@telligen.com
» Toll-Free Phone: 855-625-7709
= Fax: 800-524-5710

Portal Registration Questions

= Email; gtregistration@tellisen.com
= Toll-Free Phone: 855-625- 77

_

3 Telligen’
Program Manager

Claudia Collins, MSN, RN, CCM, CHCQM, CMCN

Assistant Program Manager
Cassandra Bullock, bHA, MHA, CEHRS

Quality Program Director
Roxanne Coulter, BsN,RN,CPM
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