
NEW YORK STATE 

DEPARTMENT OF SOCIAL SERVICES 

40 NORTH PEARL STREET, ALBANY, NEW YORK 12243-0001 

MARY JO BANE 
Commissioner 

rSS-403TH; (Rev. 9/89) 
Transmittdl NO: 92 LCM -123 

Date: August 1 4 ,  1992 

Division: Medical Assistance 

TO: IrocdL District Cumnissioners 

SUBJECT: Child/Teen Health Plan 

V: Child/Teen Health Plan (available on-line) 

This is a d e r  that your district has a a-Lild/Teen H e a l t h  Plan on 
f i l e  with the State which w a s  s u h i t t e d  in 1985. In accordance with 
Department Regulations, 18 NYCXR 508.2 (a),  revisions o r  to your 
initial plan must be Sut-anitted in writing for  State approval. 

I f  your plan is out of date and no longer ref lects  your districtt s 
activities, ccwplete the attached form and mail to: Bartwra Meg Frankel, 
New York State Department of Social Services, Division of Medical 
Assistarme, 40NorthPearl Street, Albany, NewYork 12243. Youmayalso 
obtain a copy of your plan on f i l e  by writirq to this address. Assistarme 
w i t h  plan cap le t ion  w i l l  be pruvided a t  the  F'all Regional C/TEP Trauung 

* .  

Sessions. 

Please remmber that EFSIYI' (C/TEP) is a lllanlated service. Only section 
11-E of the plan, tracking and fol lm-q,  represents an optional function. 
A l l  other functions are requFred and mst be prwided by local district or  
corrtiact s ta f f .  

Questions rqmibg th is  transnittal, t?zulmJ a .  

o r  the plan s h a d  be 
addressed to Sardy Hann a t  (518) 486-4168, user I.D. #OR4050. 

J' Ann A. Costarrtino & -i- 
Division of Medical Assistance 

cc: c/TEP Coordinators 
w/attachmerrt 

AN EQUAL OPPORTUNITYIAFFIRMATIVE ACTION EMPl O Y F R  



N a m  of Cortnty Comp1eti .q Plan: 

Name of Person Completing Plan: 

Title of Person rcwp1eti.q Plan: 

Date of Plan Completion: 

I. General Inionnation 

1. The average number of individuals in this ccunty eligible for the 
child/Teen H e a l t h  Plan (C/WP) is 

Identify source of information: 

2. The admhktrative responsibility for C/THP in this agency is 
placed in: 

Senrices 
Medicdl Ass- 
Im=ameMaintenance 
Contract w i t h  separate agency 
O t h e r  (-lain) 

3 .  The campsition of the C/"MP Unit is as follcrws: (Include job 
titles and indicate approximate percentages of tine spent on C/THP 
functions.) 

4 .  A t t a c h  an organizational chart shuwing C/THP a m t i o n  in 
relationship to your district's organizational structure in  
g-• 

5. A t t a c h  a diagram or fl- shawing the process by which a client 
is informed, requests anl receives C/THP Services framyour . . 
agencY- Mmumtmtive Units (i-e. M.A., Irrtdke) ard jab 
t i t les /ps i t ions  of staff involved should be s h m .  (Narrative 
description is acceptable). 



11. Plan Cclrax,nerrtS 

Please bxi icate for each of the following plan requirements the actions 
this agency initiate ( s )  : 

A. Iderrtif ication of Medicaid-eliff file Children 

Plan Re&remmt  - T W y  arw3. o n q o i q  identification of Child/Teen 
H e a l t h  Plan eligibles. Iderrtifiotion entails c b h m x q  

* .  
the =, 

addresses, birth dates, case nams and numbers, and eligibili ty 
status of the poplation 0-21 years of age. Eligibles who must be 
identified include ADC, MA-only, HR, Foster Care  ard SSI. 

Identification of eligibles is acamplished thraugh the follcrwing 
efforts: (check all which apply) 

1. Identification of ADC, HE?, MA-only 

a. Daily receipt by the C/?IIP U n i t  of the 
NNS Authorization C6S-3209 for cases 
w i t h  eligibles 

b. Cmpletionof theDSS-2400, 
Request for Child/Teen Health 
Plan Services a t  initial application 
and transmittal to  the Child/Teen 
H e a l t h  Plan U n i t .  

c. Cmpletion of the aukmated ES-2400, 
available througfi BIG. 

o receipt of amputer printout w i t h  q l e t e  
listing of all C/?HP eligibles 

o receipt of separate monthly printcuts for 
updating cases (additions, deletions, 

e. O t h e r  (explain) 



2. Identification of Special Populations 

a. SSI 

o receipt of SDX tapes 

o receipt of E-3209 

receipt of manual listing of SSI eligibles 

0 Other (explain) 

o receipt of a manual listing of all MA-eligible 
fostex children frcan responsible Unit within 

0 Other (explain) 

3. Identification of Target Foplations 

o special a- for direct notification 
by hospitals 

o issuance of CUE to newborns w i t h  tickler 
file indicating eqected date of delivery 

0 other (explain) 

b. Pregnant- 

o referrals frcan other agencies 

o referrals fmn other units within 

0 other (explain) 



c. Other popllatians targeted by the State 

d. Other popllations targeted by this district (describe 
pqulation(s) and IIlethods of idartif ication) 

Plan - All eligible individuals (identified in sect. 
11-A) or  their families must be informed orally and/or informxi in 
writing within 60 davs of eligibili ty determination of the 
availability of Wd/Tee.n Health Plan Services. In addition, 
written notification must be pravided to all Child/Teen Health Plan 
eligible families a t  least annually. 

Informing eligibles is accxarp?lished through the folluwing efforts: 
(check dL1 which apply) 

1. Written materials are: 

o distritruted a t  the time of application 

o distritruted a t  the t h  of re-application 

o mailed w i t h  the natice of eligibili ty 
determination 

o mailed w i t h  Public Assistance check 

o mailed to C p  eligible SSI recipients w i t h i n  
60 days of identification 

o d e d  to foster parent when applicable 

o d d  to institutions and child-caring agencies 

o locally developed (attached for State approval) 

Annual written notification is fulfilled by: 

o New York State of Social 
Sexvices d - c u t  



2. O r a l  Informing 

Indicate for m w  and re-apen cases: 

0 which staff  perfom the oral informing? 

o When does oral informing take place? 

New Cases -Cases 

A t  applicatian 
Ist Recert. 
Other 

o Where does this infoming normally take Place? 

US3 Office 
Satell i te Office 
Client' s Hcane 
H e a l t h  Facility 

New Cases Re-0w.n Cases 

Other (explain) 

o Elements covered in the informing interview (check all 
which apply) 

o value of preventive health care 

o availability of C / I W  examinations 

o eplanation of other d c a l  ard dental 
saxices available 



o availability of transportation an3 
schedul- assistance 

o other supprt services available 

o services are free 

o managed care options 

o Other (explain) 

Informins the Handicamed. Illiterate. or  non-Emrlish swakhq 

The local social services district is responsible for 
providing q r o p r i a t e  notification t o  individuals (i. e. blind, 
deaf and those who cannat read or understard the English 
language) who may have pmblenr; the usual C / I W  
presentation. 

Appropriate info* methods are used for 
a l l  populations (explain or attach copies 
of materials 

-lain any special procedures you may folluw to inform these 
ppulations: (Attach separate pages i f  necessary) 

0 rlwborns 
0 Pregnarrt - 
o local district d e s i g ~ t e d  populations 
o state designated populations 



Qlild/Teen Health Plan Examinations - Medid/Dental 
Plan Reauirement - Assistance w i t h  a r r a n g m  for a C/THP 
examination shall be provided when requested. Recipients must be 
provided the m, addresses and phone rnrmbess of available 
participathg providers. (Medical., DerrtdL, Optical, etc.) 
Transportation and support sexvices Illust be offered and provided 
when requested. 

1, The followiq procedures are in place: 
(&eck all wfiidl apply) 

o C/?I-fP examinations ard other necessary 
medical services are offered 

o listing of available C/THP examination 
providers is lMintained and made 
available to recipients 

o listing of available dental providers is 
mhtahed and mde available t o  
recipients 

o listing of available optical providers is 
maintained and made available to 
recipients 

o listing of available specialty providers is 
maintained and mde available to 
recipients 

o appointments are arranged when assistance 
is requested 

o transportation and other scrpport services are 
rautinely offered and provided when requested 

0 other (elplain) 



Diaqnosis and Treatrnerrt 

plan - When the C m  examination Wcates the need 
for further evaluation ard/or treatment, follmmxp care or a 
referral must be p d d e d  wi thou t  delay. (Within 6 mrrrths of the 
date of C p  exam request a t  a Illaximum.) 

1. C p  exam providers are responsible for pruviding 
or arranging for all neesary  fo1lm-q care 

2. Lrxal district staff  assist w i t h  making q@ntmmk 
when requested 

3.  Resource l ist ing of other MMIS participating providers 
is IMirltained 

Trackina and F o l l m w  (Optional) 

?he local district may maintah a system which wwld enable them to 
tmck and d t o r  C p  services for individual recipients. 

1. Tracking is acamplished by: (check as applicable) (optional) 

. . o minbmmg a tickler f i l e  
o maintaininga logbook 
0 COmpeTtercasema~gement  
o other (explain) 

2 .  The agency notifies the follcwiq inlividuals when due for 
periodic C p  examinations: (Optional) 

o all C p  participants 
o target papulations 
0 newbornsthroughfirstyear 
o other populations (list i f  applicable) 

3.  Client failure to keep ~rpoinbmts: (optional) 

o Widers are encouraged to contact the C p  
Unit or appropriate local district staff i f  
appoin.tmerrts are broken 

o Client cxxmseling is provided by C/?HP Unit or 
other appropriate staff 

o Client remirders are issued to encxxlrage 
rescheduling of appointmerrts 



0 Other (explain) 

4. In addition, the agency tracks for 
periodic examinations according to the 
periodicity schedule. ( O p t i d )  

5. Recipient utilizatim of medical sesvices is 
revised for receipt 
direct contact wi th :  

o provider 
o client 
o client's family 
o other (explain) 

6. Irdividual recipient's health care record 
is nrairrtained and rcffltinely updated.  (Optional) 

F. Coordination w i t h  Related Prwranrs 

Plan Rea- - The lccal district nu& make god faith efforts 
to locate providers who w i l l  furnish services not covered under 
Medicaid. An attempt should be made to locate providers whose 
services are furnished a t  l i t t l e  or no expense to recipients. 

1. Referrals are made to ather appropriate agencies 
and/or pmviders for clients w i t h  specific needs. 

2. These agencies/providers indlude: (check those w h i c h  apply) 

0 WIC 
0 CcxnrtyHealthDepAnmt 
o Head Start 
0 Other (list) 

G. EnC0uracri.m Client Lnvolvement in the C/?HP and Preventive Health 
Care 

Plan Reauirement - LDcal district C/TW staff should emphasize the 
value of preventive health care for C m  eligibles and their 
families. 

Client education is acmnplished through the folluwing: 

o Ongoing contacts w i t h  client which emphsize 
appropriate use of the health care system 



o colmmity outreach efforts 

0 Healthfairs 

o Hinuan services interagency meetings 

o Public sesvice 

T.V. 

Radio 

N e w s p a p e r  

0 care P- 

o Other (explain) 

Continuins Care Providers (Cotionall 

. . C m t m u m g  care p m i d e r  a ccnrgprehensive health care provider 
who enters into a formdl agreerrrent w i t h  the Medicaid agency to 
provide a t  least the follcrwing contmuq . . care sesvices: 
screening, diagnosis and treatmmt; maintenance of consolidated 
health history, including informtion fram other providers; 
physician services as needed; and reports required by the Medicaid 
agency. 

1. The agency has C/?HP eligibles enrolled in continuing care 
art3ngements such as: 

o H e a l t h  Maintermme Organizations (m) 
Prepaid Plans 

I f  yes, Name of Plans Number of Enrollees 

o Other m g e d  care prcgraxs (indicate n a ~  
of program and number of enrollees) 



plan R- - The local district must assemble an outseach 
advisory ccuncil w h i c h  will meet at least annually to develop and 
b t o r  a plan for inc=reasing recipient ard provider participation 
in C/?HP. 

1. Establishment of C p  Advisory council (date) 

a. Month of Anrrual Advisory 
council 11y3etings (date) 

b. Additional meeting dates (Optional) 

2. Makers of Advisory Cauncil (list agency, organization, 
provider group, etc.) 




