
ABMS - Organized originally in 1933 as the Advisory Board of Medical Specialties, the ABMS (1970), in collaboration with the
American Medical Association (AMA), is the recognized certifying agent for establishing and maintaining standards of
medical specialization and pattern of training.

Accreditation - An evaluative process in which a health care organization undergoes an examination of its policies and
procedures to determine whether the procedures meet designated criteria as defined by the accrediting body, and to
ensure that the organization meets a specified level of quality.

Action - An activity of EmblemHealth or its subcontractor that results in:

Action Appeal - Oral or written request for EmblemHealth to review or reconsider an action by EmblemHealth or its
subcontractor.

Actual Charge - The amount a physician or other practitioner actually bills a patient for a medical service or procedure.

Acute Illness - A physical condition or illness that begins abruptly and requires medical care or restricted activity for a
short period of time (usually three months or less).

Adjudication - The process by which a claim is paid or denied based on eligibility and contract determination.

Admission - Formal acceptance as an inpatient by an institution, hospital or health care facility.

Admitting Physician - The physician responsible for admission of a patient to a hospital or other inpatient health facility.

Adverse Determination - A determination by EmblemHealth or its agents that an admission, extension of stay or other
health care service has been reviewed and, based on the information provided, is not medically necessary.

Allowed Charge - The amount EmblemHealth will reimburse for covered services rendered by out-of-network providers.
Ambulatory Care - All types of health services provided on an outpatient basis.

Ambulatory Care Facility - A medical care center that provides a wide range of health care services, including preventive
care, acute care, surgery and outpatient care in a centralized facility.

Chapter 38: Glossary 

Denial or limited authorization of a service authorization request, including the type or level of service

Reduction, suspension or termination of a previously authorized service

Denial, in whole or in part, of payment for a service

Failure to provide services in a timely manner

Failure of EmblemHealth to act within the time frames for resolution and notification of determinations regarding
complaints, action appeals and complaint appeals

-

-

-

-

-

Provider Manual 
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Ambulatory Surgery - Surgical procedures that do not require an overnight hospital stay. Procedures can be performed in a
hospital or a licensed surgical center. Also called Outpatient Surgery.

American Board of Medical Specialties - Organized originally in 1933 as the Advisory Board of Medical Specialties, the
ABMS (1970), in collaboration with the American Medical Association (AMA), is the recognized certifying agent for
establishing and maintaining standards of medical specialization and pattern of training.

Ancillary Services - Auxiliary or supplemental services (i.e., diagnostic services, physical therapy and medications) used to
support diagnosis and treatment of a patient's condition.

Appeal - Oral or written request from a member or their designee for EmblemHealth to review or reconsider a decision
made by the plan.

Assignment - An agreement in which a patient assigns to another party, usually a physician or hospital, the right to receive
payment from a public or private insurance program for the service the patient has received.

Attending Physician - The physician primarily responsible for the care of a patient during hospitalization. The physician is
licensed, board-certified or board-eligible and qualified to practice in the area appropriate to treat the member's life-
threatening or disabling condition or disease. The attending physician must be a network provider with EmblemHealth or
one to which EmblemHealth has referred the member.

Authorization - Services that have been approved for payment based on a review of EmblemHealth's policies.

Authorized - Services that have been approved for payment based on a review of EmblemHealth's policies.

Balance Billing- Billing a member or other responsible party for the difference between the insurer's payment and the
actual charge.

Behavioral Health  - Conditions that affect thinking and the ability to figure things out that affect perception, mood and
behavior. 

Benefit Plan – A health insurance product offered by a health plan company that is defined by the benefit contract and
represents a set of covered services. Also called a health benefit plan.

Benefit Program - Any HMO (with or without primary care physician referral requirements), POS, Medicaid, Child Health
Plus, Medicare Advantage, ASO or other line of business offered by the EmblemHealth plans.

Benefits - Services available to a member as defined in his or her contract. Benefit design includes the types of benefits
offered, limits (e.g., number of visits, percentage paid or dollar maximums applied) and subscriber responsibility (cost
sharing components).

Benefits Exhausted - When the maximum number of visits for a specific service is reached, further benefits will not be
considered.

Board Certification - A process by which a physician who has been tested for proficiency in a medical specialty or
subspecialty, by a medical specialty board, has passed those tests and been certified as proficient in that medical specialty.

Brand Name Drug - A prescription drug that has been patented and is only available through one manufacturer.

Carelon Behavioral Health (formerly Beacon Health Options)  - Provides managed mental health and substance abuse
(MHSA) programs, workplace services, employee assistance programs (EAP), psychiatric disability management, Medicaid
behavioral health management and child welfare programs for over 23 million lives. Visit the Carelon Behavioral Health
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website at carelonbehavioralhealth.com

Carrier - An insurance company that either administers insurance or self-insures.

Case Management - A program that assists the patient in determining the most appropriate and cost effective treatment
plan, including coordinating and monitoring care with the ultimate goal of achieving the optimum health care outcome.

Centers for Medicare & Medicaid Services - The government agency responsible for administering the Medicare and
Medicaid programs.

Certificate of Insurance - The member's Certificate of Insurance is evidence of coverage under the Group Contract between
EmblemHealth and the member's group. The Certificate of Insurance typically consists of a booklet along with an
Attachment (the "Certificate Attachment" and any applicable riders or amendments). Together these documents describe
the health insurance benefits available to the member from EmblemHealth as well as other important applicable
information to the member's coverage.

Certification- A process in which an individual, institution or educational program is evaluated and recognized as meeting
certain predetermined standards. Certification usually applies to individuals; accreditation to institutions.

Chemical Dependency - The use of one or more drugs for purposes other than those for which they are prescribed or
recommended.

Chemotherapy - Treatment of malignant disease by chemical or biological antineoplastic agents.

Chiropractic Care - An alternative medicine therapy administered by a licensed chiropractor. Chiropractors specialize in
the relief, correction, and prevention of musculoskeletal problems of the spine, peripheral joints and related areas through
manipulation.

Chronic Care - A pattern of medical care that focuses on long-term care of chronic diseases or conditions.

Claim - An itemized statement of health care services and their costs provided by a hospital, physician's office or other
health care facility. Claims are submitted to the insurer or managed care plan by either the plan member or the provider for
payment of the costs incurred.

Claim Form - An application for payment of benefits under a health care plan.

Clinical Decision - A decision about the patient's medical treatment.

Clinical Issue - Information relating to the patient's health.

Clinical Peer Reviewer - A physician who possesses a current and valid license to practice medicine or a health care
professional other than a licensed physician who:

Clinical Professional – A doctor, nurse or other health care professional.

Clinical Rationale - A statement that provides additional clarification of the clinical basis for a non-certification
determination. The clinical rationale should relate the non-certification determination to the patient's condition or

Where applicable possesses a current and valid non-restricted license, certificate or registration or, where no
provision for a license, certificate or registration exists, is credentialed by the national accrediting body to the
profession

Is in the same profession and the same or similar specialty as the health care provider who typically manages the
medical condition or disease or provides the health care service or treatment under review

-

-
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determination. The clinical rationale should relate the non-certification determination to the patient's condition or
treatment plan, and should supply a sufficient basis for a decision to pursue an appeal.

Clinical Review – Occurs when a clinical professional reviews information about a patient's health.

Clinical Review Criteria - The written screens, decision rules, medical protocols or guidelines used by the utilization
management agent as an element in the evaluation of medical necessity and appropriateness of requested admissions,
procedures and services under the auspices of the applicable health benefit plan.

CMS - The government agency responsible for administering the Medicare and Medicaid programs.

COB - When a member is covered by more than one benefit plan, with both providing similar benefits, EmblemHealth
coordinates with the other carrier to ensure appropriate reimbursement. Also called Coordination of Benefits.

COBRA - A federal act that requires an eligible group's health plan to allow employees and certain dependents to continue
their group coverage for a stated period of time following a qualifying event that causes the loss of group health coverage.
Qualifying events include reduced work hours, death or divorce of a covered employee, and termination of employment.
Also called the Consolidated Omnibus Budget Reconciliation Act.

Coinsurance - A percentage of the allowed charge that is payable by the member, not EmblemHealth, for covered services
rendered by an out-of-network provider. After the member has met his or her deductible, EmblemHealth will pay a
percentage of the allowed charge for those covered services in accordance with the member's benefit program. The
member is responsible to pay the remaining percentage of the allowed charge. This remaining percentage is the
coinsurance charge.

Community-based Long-Term Services and Supports  - A range of medical, habilitation, rehabilitation, home care or social
services a person needs over months or years to improve or maintain function or health that are provided in the person’s
home or a community-based setting such as an assisted-living facility. These home and community-based services are
designed to meet an individual’s needs as an alternative to long-term nursing facility care and to enable a person to live as
independently as possible. Also called community-based LTSS.

Complaint - Initial oral or written communication from a member or their designee or provider that expresses discontent
with any aspect of their care or coverage with EmblemHealth. Specifically, it is dissatisfaction with:

Consolidated Omnibus Budget Reconciliation Act - A federal act that requires an eligible group's health plan to allow
employees and certain dependents to continue their group coverage for a stated period of time following a qualifying event
that causes the loss of group health coverage. Qualifying events include reduced work hours, death or divorce of a covered
employee, and termination of employment. Also called COBRA.

Consultation - Services rendered by a physician whose opinion or advice is requested by another physician for further
evaluation or management of the patient.

Consumer - An individual person who is the direct or indirect recipient of the services of the organization. Depending on
the context, consumers may be identified by different names, such as "member," "enrollee," "beneficiary," or "patient." A
consumer relationship may exist even in cases where there is not a direct relationship between the consumer and the
organization. For example, if an individual is a member of a health plan that relies on the services of a utilization
management organization, then the individual is a consumer of the utilization management organization.

Continuing Care Services Program - Utilization review activities performed by a utilization management agent that include

A determination made by the plan, other than a determination of medical necessity or a determination that a service
is considered experimental or investigational

Treatment experienced through the plan, its providers or contractors

Any concern with the plan, its benefits, employees or providers.

-

-

-
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Continuing Care Services Program - Utilization review activities performed by a utilization management agent that include
evaluation of requests for prior approval where necessary for covered services.

Contraception - The process by which pregnancy is prevented by either barring conception of an embryo or the
implantation of an embryo in the uterine wall.

Contract - A legal agreement between an individual member or an employer group and a health plan that describes the
benefits and limitations of the coverage.

Contract Holder - The individual in whose name a contract is issued or the employee covered under an employer's group
health contract. The contract holder can enroll dependents under family coverage.

Contractor - A business entity that performs delegated functions on behalf of the insurer or managed care organization.

Coordinated Care - The evaluation of the medical necessity, appropriateness and efficiency of the use of health care
services, procedures and facilities under the provisions of the applicable health benefit plan. It is sometimes called
utilization review or utilization management.

Coordination of Benefits - When a member is covered by more than one benefit plan, with both providing similar benefits,
EmblemHealth coordinates with the other carrier to ensure appropriate reimbursement. Also called COB.

Copay - The fixed dollar amount members must pay for certain covered services. It is generally paid to a network provider
at the time the service is rendered. 

Copayment - The fixed dollar amount members must pay for certain covered services. It is generally paid to a network
provider at the time the service is rendered.

Cost Sharing - A general term for the deductible, copayment and coinsurance provisions in the member's plan.

Covered Service – A medically necessary service for which a member is entitled to receive partial or complete coverage
under the terms and conditions of the benefit program, is within the scope of the practitioner's practice and the practitioner
is authorized to render pursuant to the terms of the agreement.

Covering Physician - A licensed doctor of medicine or osteopathy who has an agreement with a network provider to
provide covered services to members when the network provider is not available.

Cultural Competence - Understanding the values, beliefs and needs associated with an individual’s age, gender identity,
sexual orientation, and/or racial, ethnic or religious background. Cultural competence also includes a set of competencies
required to ensure appropriate, culturally sensitive health care to persons with congenital or acquired disabilities.

Custodial Care - Maintenance care of a patient that is designed to assist the patient in daily living and not primarily
provided for the treatment of an illness, disease or condition. Custodial care includes but is not limited to help in walking,
bathing and feeding.

Customary Charge - The amount customarily charged for the service by other physicians in the area (often defined as a
specific percentile of all charges in the community), and the reasonable cost of services for a given patient after medical
review of the case. Also called customary and reasonable (C&R) and usual, customary and reasonable (UCR).

Date of Service - The date a service was rendered.

Deductible - A portion of eligible expenses that an individual or family must pay during a calendar year before
EmblemHealth will begin to pay benefits for covered services.

Delegation - The process by which the organization permits another entity to perform functions and assume responsibilities
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Delegation - The process by which the organization permits another entity to perform functions and assume responsibilities
covered under these standards on behalf of the organization, while the organization retains final authority to provide
oversight to the delegate.

Denial of Benefits -A rejection of an entire claim or part of a claim.

Dental Care - The treatment of the oral cavity.

Department of Health and Human Services  - The US government's principal agency for protecting the health of all
Americans and providing essential human services. Also called the DHHS.

Dependent - An individual other than the subscriber who is eligible to receive health care services under the member's
Certificate of Insurance. Generally, dependents are limited to the subscriber's spouse and eligible children.

Designee - A person authorized by the insured to assist in obtaining access to, or payment to, the insured for health care
services. If the insured has already received health care services and has no liability for payment of services, a designee will
not be authorized for the purpose of requesting an external appeal.

DHHS - The US government's principal agency for protecting the health of all Americans and providing essential human
services. Also called the Department of Health and Human Services.

Diagnostic Test - A test or procedure ordered by a physician to determine if the patient has a certain condition or disease
based upon specific signs or symptoms demonstrated by the patient. Such diagnostic tools include radiology, ultrasound,
nuclear medicine, laboratory or pathology services.

Direct Payment - Individual subscribers who are billed and pay premiums directly to the insurer or managed care
organization.

Disabling Condition - Any medically determinable physical or mental impairment that can be expected to result in death or
has lasted or can be expected to last for a continuous period of not less than 12 months and renders the member unable to
engage in any substantial gainful activities.

Disabling Disease - Any medically determinable physical or mental impairment that can be expected to result in death or
has lasted or can be expected to last for a continuous period of not less than 12 months and renders the member unable to
engage in any substantial gainful activities.

Discharge Date - Date the patient left the hospital.

Disease Management - A coordinated system of preventive, diagnostic and therapeutic measures intended to provide cost-
effective, quality health care for a patient population who have or are at risk for a specific chronic illness or medical
condition.

DME - Medical equipment, goods, implements and prosthetics that are prescribed for patient care, usually in an outpatient
setting. Examples of such equipment include hospital beds, wheelchairs and walkers.

Durable Medical Equipment - Medical equipment, goods, implements and prosthetics that are prescribed for patient care,
usually in an outpatient setting. Examples of such equipment include hospital beds, wheelchairs and walkers.

Effective Date - The date on which the coverage of an insurance policy goes into effect at 12:01 am.

Elective Surgery - Surgery for a condition not considered an emergency.

Eligibility - A determination of whether or not a person meets the requirements to participate in the plan and receive
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coverage under the plan.

Eligible Expense - The total dollar amount allowed by EmblemHealth for a covered service. Eligible expenses are set forth
in EmblemHealth's Schedule of Allowances.

Emergency Care (Emergent) - See Emergency Condition.

Emergency Condition - Means a medical or behavioral condition, the onset of which is sudden, that manifests itself by
symptoms of sufficient severity, including severe pain, that a prudent layperson, possessing an average knowledge of
medicine and health, could reasonably expect the absence of immediate medical attention to result in (a) placing the
health of the person afflicted with such condition in serious jeopardy, or in the case of a behavioral condition, placing the
health of such person or others in serious jeopardy; (b) serious impairment to such person's bodily functions; (c) serious
dysfunction of any bodily organ or part of such person; or (d) serious disfigurement of such person.

Emergency Medical Condition - See Emergency Condition.

Emergency Medical Services and Surprise Bills Law - means legislation (passed in the 2014-2015 New York State budget)
which provides for greater transparency of out-of-network charges and network participation as well as safeguards against
“surprise bills” from out of network providers. Also called Out-of-Network Law.

Enrollee - An individual enrolled and eligible for coverage under a health plan contract. Also called a member.

EOB - A form sent to the enrollee after a claim for payment has been processed by the health plan. The form explains the
action taken on that claim. This explanation usually includes the amount paid, the benefits available, reasons for denying
payment and the claims appeal process. Also called Explanation of Benefits.

EPO - A health care benefit arrangement that is similar to a preferred provider organization in administration, structure and
operation but does not cover out-of-network care. Also called an Exclusive Provider Organization.

Exclusion - Specific conditions or circumstances not covered under the benefit agreement or Certificate of Insurance. It is
very important to consult the benefit contract to understand what services are not covered benefits.

Exclusive Provider Organization - A health care benefit arrangement that is similar to a preferred provider organization in
administration, structure and operation but does not cover out-of-network care. Also called an EPO.

Expedited Appeal - Oral or written request to review or reconsider an initial adverse determination when waiting for a
standard decision could seriously harm the enrollee's life, health or ability to regain maximum function. For pre-service
expedited requests, the practitioner may act on behalf of the member. Also called a fast track appeal.

Experimental and Investigational - Treatment, procedure, drug, biological product or medical device that has not been of
proven benefit for the particular diagnosis or treatment of the particular condition or is not generally recognized by the
medical community, as reflected in the published peer-reviewed medical literature, as effective or appropriate for the
particular diagnosis or treatment of the particular condition.

Expiration Date - The date indicated in an insurance contract as the date coverage expires at 12 midnight.

Explanation of Benefits - A form sent to the enrollee after a claim for payment has been processed by the health plan. The
form explains the action taken on that claim. This explanation usually includes the amount paid, the benefits available,
reasons for denying payment and the claims appeal process. Also called an EOB.

External Appeal - Written request for an independent entity that has been certified by the State to conduct a review of a
denial of coverage, based on lack of medical necessity or that the service requested is experimental and investigational.

Facility - A hospital, ambulatory surgical facility, birthing center, dialysis center, rehabilitation facility, skilled nursing
facility or other provider certified under New York Public Health Law. A hospice is a facility. An institutional provider of
mental health substance abuse treatment operating under New York Mental Hygiene Law and/or approved by the Office of
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mental health substance abuse treatment operating under New York Mental Hygiene Law and/or approved by the Office of
Alcoholism and Substance Abuse Services is a facility.

Facility-based Long-Term Services and Supports - A range of medical, social or rehabilitation services a person needs
over months or years to improve or maintain function or health that are provided in a long-term care facility such as a
nursing home (not including assisted-living residences). Also called facility-based LTSS.

Fee-For-Service - A payment method in which the insurer reimburses the member or provider directly for each covered
medical expense.

Fee Schedule - The fee determined by the insurer to be acceptable for a procedure or service that the physician agrees to
accept as payment in full.

FIDA Demonstration - A Medicare-Medicaid alignment initiative developed to better serve individuals eligible for both
Medicare and Medicaid (Medicare-Medicaid enrollees). Also called fully-integrated duals advantage demonstration.

FIDA Plan - A managed care plan under contract with the Centers for Medicare & Medicaid Services and the State to provide
the fully-integrated Medicare and Medicaid benefits under the FIDA demonstration. Also called fully-integrated duals
advantage plan.

Final Adverse Determination  - Final determination made on a first level utilization review appeal, where an initial adverse
determination has been upheld.

First Tier Entity - Any party that enters into a written arrangement, acceptable to the Centers for Medicare & Medicaid
Services, with a Medicare Advantage organization or applicant to provide administrative services or health care services for
a Medicare-eligible individual under the Medicare Advantage program.

Formulary - A list of preferred pharmaceutical products that health plans, working with pharmacists and physicians, have
developed to encourage greater efficiency in the dispensing of prescription drugs without sacrificing quality. Also called a
Drug Formulary.

Full-Time Student - A dependent enrolled at an accredited institution of learning. The student's principal residence, when
not away at school, must be the same as the parents.

Fully-Integrated Duals Advantage Demonstration - A Medicare-Medicaid alignment initiative developed to better serve
individuals eligible for both Medicare and Medicaid (Medicare-Medicaid enrollees). Also called FIDA demonstration.

Fully-Integrated Duals Advantage Plan - A managed care plan under contract with the Centers for Medicare & Medicaid
Services and the State to provide the fully-integrated Medicare and Medicaid benefits under the FIDA demonstration. Also
called FIDA plan.

Generic Drug - A drug that is the pharmaceutical equivalent to one or more brand name drugs. Such generic drugs have
been approved by the Food and Drug Administration as meeting the same standards of safety, purity, strength and
effectiveness as the brand name drug.

Grievance - A request to change an adverse determination that was based on administrative policies, procedures or
guidelines.

Grievance Procedure - A complaint process whereby the member or the member's duly authorized representative may
seek review of benefit determinations or other determinations made by EmblemHealth or a delegate relating to the
member's health plan.

Group Contract - The Agreement EmblemHealth has with the member's group to provide health insurance.

Group Number - This number identifies the subscriber's employer or Union Benefits Fund.

Health Care Provider - A professionally licensed individual, facility or entity giving health-related care to patients.
Physicians, hospitals, skilled nursing facilities, pharmacies, chiropractors, nurses, nurse-midwives, physical therapists,
speech pathologist, laboratories are providers. All network providers are health care providers, but not all providers are
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speech pathologist, laboratories are providers. All network providers are health care providers, but not all providers are
network providers.

Health Insurance Portability and Accountability Act  - A federal act that protects people who change jobs, are self-
employed or have pre-existing medical conditions. The act standardizes an approach to the continuation of health care
benefits for individuals and members of small group health plans and establishes parity between the benefits extended to
these individuals and those offered to employees in large group plans. The act also contains provisions to ensure that
prospective or current enrollees in a group health plan are not discriminated against based on health status and protects
the confidentiality of protected health information of members. Also known as HIPAA.

Health Maintenance Organization  - An organization that provides comprehensive health care coverage to its members
through a network of doctors, hospitals and other health care providers. Also called an HMO.

Health Professional - An individual who: (1) has undergone formal training in a health care field; (2) holds an associate or
higher degree in a health care field, or holds a state license or state certificate in a health care field; and (3) has professional
experience in providing direct patient care.

HIPAA - A federal act that protects people who change jobs, are self-employed or have pre-existing medical conditions.
The act standardizes an approach to the continuation of health care benefits for individuals and members of small group
health plans and establishes parity between the benefits extended to these individuals and those offered to employees in
large group plans. The act also contains provisions to ensure that prospective or current enrollees in a group health plan
are not discriminated against based on health status and protects the confidentiality of protected health information of
members. Also known as the Health Insurance Portability and Accountability Act.

HMO - An organization that provides comprehensive health care coverage to its members through a network of doctors,
hospitals and other health care providers. Also called a Health Maintenance Organization.

Hold Harmless – when a practitioner/provider renders services to an EmblemHealth Member under the participating
network agreement, Hold Harmless means that he/she/it will not bill, charge, collect a deposit from, seek compensation,
remuneration or reimbursement from an EmblemHealth Member, or persons acting on a Member’s behalf (other than the
Payor), for such services. Such Hold Harmless agreement includes but is not limited to, non-payment by or insolvency of
the Payor, as well as breach of the participating network agreement by the Payor. This provision does not prohibit the
practitioner/provider from: (1) collecting copayments, coinsurance or deductibles as specifically provided in the Member’s
benefit plan; (2) fees for Non-Covered Services delivered on a fee-for-service basis to Members; and (3) continuing services
solely at the expense of the Member, provided the practitioner/provider has informed the Member in advance, and in
writing, that the Payor will not cover or continue to cover such specified services and the Member has agreed, in writing, to
be financially responsible for such continuation services.

Home Health Care - Health care services rendered to a member in their home in lieu of confinement in a hospital or skilled
nursing facility. Care must be under the supervision of a registered professional nurse. This type of care may include
physical, occupational or speech therapy, medical supplies and medication prescribed by a doctor.

Home Infusion Therapy - The administration of intravenous drug therapy in the home. Home infusion therapy includes the
following services: solutions and pharmaceutical additives; pharmacy compounding and dispensing services; durable
medical equipment; ancillary medical supplies; and nursing services.

Hospice - A facility or service that provides care for the terminally ill patient and support to the family. The care, primarily
for pain control and symptom relief, can be provided in the home or in an inpatient setting.

Hospital - An institution that provides inpatient services under the supervision of a physician, and meets the following
requirements:

Provides diagnostic and therapeutic services for medical diagnosis, treatment and care of injured and sick persons
and has, as a minimum, laboratory and radiology services and organized departments of medicine and surgery

-
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ID Card - A card that allows the subscriber to identify himself or his covered dependents to a provider for health care
services.

ID Number - A unique number that identifies the member's enrollment with EmblemHealth. EmblemHealth's claims are
processed by this number. Also known as Member ID Number.

Identification Card - A card that allows the subscriber to identify himself or his covered dependents to a provider for health
care services.

Identification Number - A unique number that identifies the member's enrollment with EmblemHealth. EmblemHealth's
claims are processed by this number. Also known as Member ID Number.

IDT - The group of individuals who provide person-centered care coordination and care management to participants in a
FIDA plan. Each participant will have an interdisciplinary team (IDT). Each IDT will be comprised, first and foremost, of the
participant and/or his or her designee, and the participant’s designated care manager, primary care physician, behavioral
health professional, home care aide, and other providers either as requested by the participant or his or her designee or as
recommended by the care manager or primary care physician and approved by the participant and/or his or her designee.
The IDT facilitates timely and thorough coordination between a FIDA plan and the IDT, primary care physician and other
providers. The IDT makes coverage determinations. Accordingly, the IDT’s decisions serve as service authorizations, may not
be modified by a FIDA plan outside of the IDT, and are appealable by the participant, their providers and their
representatives. IDT service planning, coverage determinations, care coordination and care management are delineated in
the participant’s person-centered service plan and are based on the assessed needs and articulated preferences of the
participant. 

Independent Practice Association - An organization comprised of individual physicians or physicians in group practices
that contracts with the managed care organization on behalf of its member physicians to provide health care services. Also
called an IPA.

Initial Adverse Determination  - Initial determination made by a utilization management agent for a denial of a service
authorization request on the basis that the requested service is not medically necessary or an approval of a service
authorization in a amount, duration or scope less than requested.

Infertility - The inability to conceive or an inability to carry a pregnancy to a live birth after a year or more of regular sexual
relations without the use of contraception.

Infusion Therapy - Treatment accomplished by placing therapeutic agents into the vein, including intravenous feeding.
Such therapy also includes enteral nutrition that delivers nutrients into the gastrointestinal tract by tube.

In-Network – The use of providers who participate in the health plan's provider network. Many benefit plans encourage
enrollees to use network providers to reduce the enrollee's out-of-pocket expense.

Inpatient - Service provided after the patient is admitted to the hospital. Inpatient stays are those lasting 24 hours or more.

Has an organized medical staff which may include, in addition to doctors of medicine, doctors of osteopathy and
dentistry

Has bylaws, rules and regulations pertaining to standards of medical care and service rendered by its medical staff

Maintains medical records for all patients

Has a requirement that every patient be under the care of a member of the medical staff;

Provides 24-hour patient services

Has in effect agreements with a home health agency for referral and transfer of patients to home health agency care
when such service is appropriate to meet the patient's requirements

-

-

-

-

-

-
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Inpatient Care - Treatment provided to a patient who stays overnight (24 hours or more) in a hospital or other facility.

Interdisciplinary Team - The group of individuals who provide person-centered care coordination and care management to
participants in a FIDA plan. Each participant will have an interdisciplinary team (IDT). Each IDT will be comprised, first and
foremost, of the participant and/or his or her designee, and the participant’s designated care manager, primary care
physician, behavioral health professional, home care aide, and other providers either as requested by the participant or his
or her designee or as recommended by the care manager or primary care physician and approved by the participant and/or
his or her designee. The IDT facilitates timely and thorough coordination between a FIDA plan and the IDT, primary care
physician and other providers. The IDT makes coverage determinations. Accordingly, the IDT’s decisions serve as service
authorizations, may not be modified by a FIDA plan outside of the IDT, and are appealable by the participant, their providers
and their representatives. IDT service planning, coverage determinations, care coordination and care management are
delineated in the participant’s person-centered service plan and are based on the assessed needs and articulated
preferences of the participant. 

IPA - An organization comprised of individual physicians or physicians in group practices that contracts with the managed
care organization on behalf of its member physicians to provide health care services. Also called an Independent Practice
Association.

Itemized Bill - A bill from a provider that itemizes all charges for services rendered needed to process for payment.

LDSS – A city or county social services district as constituted by Section 61 of the New York State Social Services Law (SSL).
Also called a Local Department of Social Services.

License - A permit (or equivalent) to practice medicine or a health profession that is: 1) issued by any state or jurisdiction in
the United States and 2) required for the performance of job functions.

Life-threatening Condition or Disease - A condition or disease that has a high probability of death, according to the
current diagnosis of the attending physician.

Limitation - Specific circumstances or services listed in the contract for which benefits will be limited.

Local Department of Social Services  - A city or county social services district as constituted by Section 61 of the New York
State Social Services Law (SSL). Also called a LDSS.

MA - Acronym for Medicare Advantage. An alternative to the traditional Medicare program in which private plans run by
health insurance companies provide health care benefits that eligible beneficiaries would otherwise receive directly from
the Medicare program.

MA Organization - A public or private entity organized and licensed by a State as a risk-bearing entity (with the exception of
provider-sponsored organizations receiving waivers) that is certified by the Centers for Medicare & Medicaid Services as
meeting the Medicare Advantage contract requirements. Also called Medicare Advantage organization.

Mail Order Pharmacy Program - A program that offers drugs ordered and delivered through the mail to plan members.

Mailing Address - The address designated by the member for all correspondence.

Managed Care - Any form of health plan that uses selective provider contracting to have patients seen by a network of
contracted providers and that requires prior approval of certain services.

Managing Entity – An entity contracted with EmblemHealth to perform various services including utilization review,
credentialing and claims processing. Also called delegates and carve outs..

Medicaid - A jointly funded federal and state program that provides hospital and medical coverage to the low-income
population and certain aged and disabled individuals.

Medical Care - Professional services rendered by a physician for the treatment or diagnosis of an illness or injury.
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Medical Director - A doctor of medicine or doctor of osteopathic medicine who is duly licensed to practice medicine and is
an employee of, or party to a contract with, a utilization management organization, and has responsibility for clinical
oversight of the utilization management organization's utilization management, credentialing, quality management and
other clinical functions.

Medical Emergency - A medical or behavioral condition with a sudden onset that manifests itself by symptoms of sufficient
severity, including severe pain, that a prudent layperson possessing an average knowledge of medicine and health could
reasonably expect the absence of immediate medical attention to result in:

Medically Necessary - Health care that is rendered by a hospital or a licensed or certified provider and is determined by
EmblemHealth to meet all of the criteria listed below:

The fact that a provider has prescribed a service or supplies care does not automatically mean the service or supply will
qualify for reimbursement under the EmblemHealth plan. To be eligible for reimbursement by EmblemHealth, all covered
services must meet EmblemHealth's medical necessity criteria, described above.

Medically Fragile Child (MFC)  - Defined as an individual who is under 21 years of age and has a chronic debilitating
condition or conditions, who may or may not be hospitalized or institutionalized, and meets one or more of the following
criteria:

(1) is technologically dependent for life or health-sustaining functions,

(2) requires a complex medication regimen or medical interventions to maintain or to improve their health status and,

(3) is in need of ongoing assessment or intervention to prevent serious deterioration of their health status or medical
complications that place their life, health, or development at risk. Chronic debilitating conditions include, but are not
limited to, bronchopulmonary dysplasia, cerebral palsy, congenital heart disease, microcephaly, pulmonary hypertension,
and muscular dystrophy.

Medically Necessary with respect to Medicaid members means health care and services that are necessary to prevent,
diagnose, manage, or treat conditions in the person that cause acute suffering, endanger life, result in illness or infirmity,
interfere with such a person's capacity for normal activity, or threaten some significant handicap. For children and youth,
medically necessary means health care and services that are necessary to promote normal growth and development and
prevent, diagnose, treat, ameliorate, or palliate the effects of a physical, mental, behavioral, genetic, or congenital
condition, injury, or disability.

Medicare - A nationwide insurance program for the disabled and people age 65 and over, created by the 1965 amendments
to the Social Security Act and operated under the provisions of the Act. It consists of two separate but coordinated

Placing the health of the person afflicted with such condition in serious jeopardy, or in the case of a behavioral
condition placing the health of such person or others in serious jeopardy

Serious impairment to such person's bodily functions

Serious dysfunction of any bodily organ or part of such person

Serious disfigurement of such person

-

-

-

-

It is provided for the diagnosis or direct care or treatment of the condition, illness, disease, injury or ailment.

It is consistent with the symptoms or proper diagnosis and treatment of the medical condition, disease, injury or
ailment.

It is in accordance with accepted standards of good medical practice in the community.

It is furnished in a setting commensurate with the member's medical needs and condition.

It cannot be omitted under the standards referenced above.

It is not in excess of the care indicated by generally accepted standards of good medical practice in the community.

It is not furnished primarily for the convenience of the member, the member's family or the provider.

In the case of a hospitalization, the care cannot be rendered safely or adequately on an outpatient basis or in a less
intensive treatment setting and, therefore, requires the member receive acute care as a bed patient.

-

-

-

-

-

-

-

-
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to the Social Security Act and operated under the provisions of the Act. It consists of two separate but coordinated
programs, Part A and Part B.

Medicare Advantage - An alternative to the traditional Medicare program in which private plans run by health insurance
companies provide health care benefits that eligible beneficiaries would otherwise receive directly from the Medicare
program. Also known as MA.

Medicare Advantage Organization - A public or private entity organized and licensed by a State as a risk-bearing entity
(with the exception of provider-sponsored organizations receiving waivers) that is certified by the Centers for Medicare &
Medicaid Services as meeting the Medicare Advantage contract requirements. Also called MA organization.

Medicare Part A - This part of Medicare provides benefits for hospitalization, extended care and nursing home care to
Medicare beneficiaries with no premium payment for qualified individuals.

Medicare Part B - This part of Medicare provides medical surgical benefits for Medicare beneficiaries for a modest
premium.

Member - An individual and each of his or her eligible dependents, including Medicare beneficiaries who are enrolled or
participate in a benefit program and who are entitled to receive covered services from the practitioner pursuant to such
benefit program and the terms of the practitioner's agreement.

Member ID Number - A unique number that identifies the member's enrollment with EmblemHealth. EmblemHealth's
claims are processed by this number. Also known as ID Number.

Member Services - The department responsible for helping members with problems and questions.

Mental Health - Conditions that affect thinking and the ability to figure things out that affect perception, mood and
behavior.

Mental Health Care - The provision of mental health and substance abuse services.

National Committee for Quality Assurance - A nonprofit organization that performs quality-oriented accreditation reviews
of HMOs and similar types of managed care plans. Also called NCQA.

NCQA - A nonprofit organization that performs quality-oriented accreditation reviews of HMOs and similar types of
managed care plans. Also called the National Committee for Quality Assurance.

Network - The group of physicians, hospital and other medical care providers that a specific plan has contracted with to
deliver medical services to its members.

Network Facility - A facility that is part of EmblemHealth's provider network and has signed an agreement to provide
covered services to its members. Sometimes, network facilities are referred to as participating facilities.

Network Hospital - A hospital that is part of EmblemHealth's provider network and has signed an agreement to provide
covered services to its members. Sometimes, network hospitals are referred to as participating hospitals.

Network Provider - A physician, hospital or other provider who has signed an agreement to covered services to
EmblemHealth plan members. A network provider is a member of the EmblemHealth network of network providers
applicable to the member's certificate. Therefore, they are sometimes referred to as participating providers. Payment is
made directly to a network provider. Please consult the EmblemHealth Directory or go online to search for network
providers.

New York City Department of Health and Mental Hygiene  - A public agency that works to control the spread of infectious
diseases, monitor the health of New Yorkers and create an environment that protects and promotes health by using
regulations, education and advocacy and providing direct health services. Also known as NYCDOHMH.
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New York State Department of Health  - The state regulatory agency that certifies reimbursement methods and rates to
hospitals and reviews HMO activities in the state of New York. Also called NYSDOH.

No Fault- A law in several states including New York State requiring all registered motor vehicles to be covered by personal
injury protection insurance. Under this law, a person's own motor vehicle insurance company pays for expenses relating to
an accident regardless of who caused the accident.

Non-Certification - A determination by a utilization management organization that an admission, extension of stay or other
health care service has been reviewed and, based on the information provided, does not meet the clinical requirements for
medical necessity, appropriateness, level of care or effectiveness under the auspices of the applicable health benefit plan.

Non-Participating Partner - A non-participating partner is a non-par individual practitioner that shares the same TIN# or
NPI# and specialty and location as a participating (aka regular) partner (i.e., when a covering practitioner treats a
member). These non-par partners sometimes see EmblemHealth patients as an advising or covering physician. These are
also referred to as substitute physicians.

Non-Participating Provider- A health care provider, such as a physician, skilled nursing facility, home health agency or
laboratory, that does not have an agreement with EmblemHealth plans to provide covered services to members. Also called
an Out-of-Network Provider.

NYCDOHMH - A public agency that works to control the spread of infectious diseases, monitor the health of New Yorkers
and create an environment that protects and promotes health by using regulations, education and advocacy and providing
direct health services. Also known as the New York City Department of Health and Mental Hygiene.

NYSDOH - The state regulatory agency that certifies reimbursement methods and rates to hospitals and reviews HMO
activities in the state of New York. Also called the New York State Department of Health.

Occupational Therapy - Treatment to restore a physically disabled person's ability to perform activities such as walking,
eating, drinking, dressing, toileting and bathing (activities of daily living).

Ordering Physician - The physician or other provider who specifically prescribes the health care service being reviewed.

Out-of-Network - The use of health care providers who have not contracted with the health plan to provide services.
Depending on the member's contract, out-of-network services may not be covered.

Out-of-Network Benefits - Reimbursement for covered services provided by out-of-network providers and suppliers. Out-
of-network benefits are generally subject to a deductible and coinsurance and, therefore, have higher out-of-pocket costs.
Depending on the member's contract, out-of-network services may not be covered.

Out-of-Network Facility – A facility that does not have a participation agreement with EmblemHealth or another
EmblemHealth plan to provide facility services to persons covered under EmblemHealth.

Out-of-Network Hospital - A hospital that does not have a participation agreement with EmblemHealth or another
EmblemHealth plan to provide hospital services to persons covered under EmblemHealth.

Out-of-Network Law – See Emergency Medical Services and Surprise Bills Law .

Out-of-Network Provider - A health care provider, such as a physician, skilled nursing facility, home health agency or
laboratory, that does not have an agreement with EmblemHealth plans to provide covered services to members. Also called
a Non-Participating Provider.

Outpatient Care - Treatment provided to a patient who is able to return home after care without an overnight stay in a
hospital or other inpatient facility.
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Outpatient Surgery - Surgical procedures that do not require an overnight stay in the hospital or an ambulatory surgery
facility. Such surgery can be performed in the hospital, a surgery center or physician office.

Participating Facility - A facility that is part of EmblemHealth's provider network and has signed an agreement to provide
covered services to its members. More commonly referred to as a network facility.

Participating Hospital - A hospital that is part of EmblemHealth's provider network and has signed an agreement to
provide covered services to its members. More commonly referred to as a network hospital.

Participating Provider - A physician, hospital or other provider who has signed an agreement to covered services to
EmblemHealth plan members. A participating provider is a member of the EmblemHealth network of providers applicable
to the member's certificate. Therefore, they are more commonly referred to as network providers. Payment is made directly
to a participating provider. Please consult the EmblemHealth Directory or go online to search for participating providers.

PCP - A family physician, family practitioner, general practitioner, internist or pediatrician who is responsible for delivering
or coordinating care. Also called a primary care physician.

Physical Therapy - Treatment involving physical movement to relieve pain, restore function and prevent disability following
disease, injury or loss of limb.

POS - A type of health benefit plan that allows enrollees to go outside the health plan's provider network for care, but
requires enrollees to pay higher out-of-pocket fees when they do. Also called Point of Service.

Postpartum Visit - During the postpartum visit, that must occur within 21 – 56 days following delivery, an assessment of the
mother’s blood pressure, weight, breasts, abdomen and a pelvic exam is conducted to determine the mothers physical
health status and general well-being following childbirth.

PPO - A health plan that offers benefits in-network and out-of-network. In-network services are available to enrollees at
lower out-of-pocket cost than the services of non-network providers. In addition, PPO enrollees may self-refer to any
network provider at any time. Also called a Preferred Provider Organization.

Pre-Existing Condition - A pre-existing condition is any disease, symptom or condition present on the first day of coverage
and for which medical advice or treatment was recommended or received during the six-month period prior to the
enrollment date.

Preferred Provider Organization - A health plan that offers benefits in-network and out-of-network. In-network services
are available to enrollees at lower out-of-pocket cost than the services of non-network providers. In addition, enrollees may
self-refer to any network provider at any time. Also called a PPO.

Premium - A prepaid payment or series of payments made to a health plan by purchasers and often plan members for
health insurance coverage.

Prescription - A written order or refill notice issued by a licensed medical professional for drugs available only through a
pharmacy.

Prescription Drugs - Drugs and medications required by law to be dispensed by written prescriptions from a licensed
physician.

Preventive Care - Comprehensive care emphasizing prevention, early detection and early treatment of conditions, and
generally including routine physical examinations and immunization.

Primary Care Physician - A family physician, family practitioner, general practitioner, internist or pediatrician who is
responsible for delivering or coordinating care. Also called a PCP.
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Prior Approval - The process of obtaining advanced approval of coverage for a health care service or medication. The
request for services is reviewed to assess medical necessity and appropriateness of elective hospital admissions and non-
emergency outpatient services before the services are provided. Also called pre-authorization or pre-certification or pre-
determination.

Provider- A medical practitioner or covered facility recognized by EmblemHealth for reimbursement purposes. A provider
may be any of the following, subject to the conditions listed in this paragraph:

A provider must be licensed or certified to render the covered service. The covered service must be within the scope of the
Provider's license or certification.

Provider Network - A set of providers contracted with a health plan to provide services to the enrollees.

Provider Number - The seven-digit identification number issued to the provider by EmblemHealth. This is the tax
identification number issued to the provider by the Internal Revenue Service. 

Quality Improvement - The process to objectively and systematically monitor and evaluate the quality, timeliness and
appropriateness of covered services, including both clinical and administrative functions, to pursue opportunities to
improve health care and to resolve identified problems in any of these services.

Radiation Therapy- Treatment of disease by X-ray, radium, cobalt or high energy particle sources.

Reconsideration - A request for inpatient review, made while the member is still in the facility, of a case that was denied on
the basis of medical necessity.

Referral - A recommendation by a physician that an enrollee receive care from a specialty physician or facility.

Retrospective Adverse Determination - A determination for which utilization review was initiated after health care

Doctor of medicine

Doctor of osteopathy

Dentist

Chiropractor

Doctor of podiatric medicine

Physical therapist

Nurse midwife

Certified and registered psychologist

Certified and qualified social worker

Optometrist

Nurse anesthetist

Speech-language pathologist 

Audiologist

Clinical laboratory

Screening center

General hospital

Any other type of practitioner or facility specifically listed in the member's Certificate of Insurance as a practitioner
or facility recognized by EmblemHealth for reimbursement purposes

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-
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Retrospective Adverse Determination - A determination for which utilization review was initiated after health care
services were provided. Retrospective adverse determination does not mean an initial determination involving continued or
extended health care services or additional services for an insured undergoing a course of continued treatment prescribed
by a health care provider.

Retrospective Review - A review done after services are completed (usually as part of a claim or appeal), that ensures the
care given was medically necessary.

Rider - A provision added to a contract whereby the scope of its coverage is increased or decreased.

SDOH - The state regulatory agency that certifies reimbursement methods and rates to hospitals and reviews HMO activities
in the state of New York.

Second Opinion - The voluntary option or mandatory requirement to visit another physician or surgeon regarding diagnosis,
course of treatment or having specific types of elective surgery performed.

Service Area - The geographic area in which a health plan is prepared to deliver health care through a contracted network
of participating providers.

Service Authorization Request - A request by the member or their provider (on the member's behalf) to have a service
provided. This includes a:

Skilled Nursing Facility  - A licensed institution (or distinct part of a hospital) that is primarily engaged in providing
continuous skilled nursing care and related services for patients who require medical care, nursing care or rehabilitation
services. Also called a SNF.

SNF - A licensed institution (or distinct part of a hospital) that is primarily engaged in providing continuous skilled nursing
care and related services for patients who require medical care, nursing care or rehabilitation services. Also called a skilled
nursing facility.

Specialist Physician - A physician who performs specialized services.

Specialized Services - Services provided by specialists, not by the PCP. For example, an allergist (who treats allergies) or a
radiologist (who uses X-rays for diagnosis and treatment) are specialists.

Speech Therapy - Treatment of the correction of a speech impairment that resulted from birth, disease, injury or prior
medical treatment

Subscriber - An active member enrolled under an EmblemHealth group Certificate or an individual enrolled under a direct
payment contract. A "retiree" may also be a subscriber under a group Certificate.

Substance Abuse - The use of one or more drugs for purposes other than those for which they are prescribed or
recommended.

Surprise bill – means a bill for health care services, other than emergency services, received by: (1) an EmblemHealth
Member for services rendered by a non-EmblemHealth participating physician at an EmblemHealth participating hospital or
ambulatory surgical center, where a participating physician is unavailable or a non-participating physician renders services

Request for referral

Request for non-covered service

Request for prior authorization for coverage of a new service

Request for concurrent review for continued, extended or additional services than what is currently authorized.

-

-

-

-

Page 17 of 25



ambulatory surgical center, where a participating physician is unavailable or a non-participating physician renders services
without the Member's knowledge, or unforeseen medical services arise at the time the services are rendered, or (2) an
EmblemHealth Member for services rendered by a non-participating provider, where the services were referred by an
EmblemHealth participating physician to such non-participating provider without the explicit written consent of the
Member acknowledging that the participating physician is referring the Member to a non-participating provider and that the
referral may result in costs not covered by the Plan.

A surprise bill does NOT mean a bill for services when a participating physician is available and the EmblemHealth Member
opts to obtain services from a nonparticipating physician.

Urgent Care - Services received for an unexpected illness or injury that is not life threatening but requires immediate
outpatient medical care that cannot be postponed. An urgent situation requires prompt medical attention to avoid
complications and unnecessary suffering or severe pain, such as a high fever.

Utilization Management - A review to determine whether covered services that have been provided or are proposed to be
provided to a member, whether undertaken prior to, concurrent with or subsequent to the delivery of such services are
medically necessary. Also called Coordinated Care.

Utilization Management Agent – A person who performs utilization management under a contract with EmblemHealth on
behalf of EmblemHealth (also known as a Delegate) and Emblem Health.

Utilization Review - A formal evaluation (prospective, concurrent or retrospective) of the coverage, medical necessity,
efficiency or appropriateness of health services and treatment plans. Also called Coordinated Care.

Waiting Period - A period of time an individual must wait to become eligible for insurance coverage.

Workers’ Compensation - Insurance carried by employers to cover occupation-related injuries or conditions incurred by
the employees.

 

The following definitions apply to the Medically Fragile Children population

Advocacy: The spirit of this work is one that promotes effective parent/caregiver-professionalsystems partnerships.
Advocacy in this role does not include legal consultation or representation. It is defined as constructive, collaborative work
with and on behalf of families to assist them to obtain needed services and supports to promote positive outcomes for their
children.

Behavioral Health(BH): Refers to mental health and/or SUD benefits and/or conditions. Behavioral Health Service (BH
Service): Any or all of the services identified in Table 2 (Medicaid State Plan and Demonstration Benefits for all Medicaid
Managed Care Populations under 21) of this document.

Behavioral Health Professional (BHP):  An individual with an advanced degree in the mental health or addictions field who
holds an active, unrestricted license to practice independently or an individual with an associate’s degree or higher in
nursing who is a registered nurse with three years of experience in a mental health or addictions setting. BHPs, as described
in Section 3.2 (Personnel) of this document, will be specified as either a NYS or United States (U.S.) BHP. When specified as
an NYS BHP, the individual must hold an active, unrestricted license to practice independently in NYS or be a registered
nurse in NYS. When specified as a U.S. BHP, the individual may meet the licensure requirement with an active, unrestricted
license to practice independently or be a registered nurse in any state in the U.S. Caregiver/legal guardian: The adult or
adults that have the legal decision making and consent authority for the child or youth in care/services. This may include
the parent(s), OCFS, LDSS, etc.

Community First Choice Option (CFCO):  Enhanced services and supports for eligible individuals who need assistance with
everyday activities due to a physical, developmental or behavioral disability. These services and supports address activities
of daily living, instrumental activities of daily living, and health-related tasks through hands-on assistance, supervision
and/or cueing. Medicaid recipients must meet HCBS setting requirements and institutional LOC criteria, as well as other
eligibility criteria, to be eligible for CFCO services. CFCO services must be provided pursuant to a Person-Centered Service
Plan. More information is available
at https://www.health.ny.gov/health_care/medicaid/redesign/community_first_choice_option.htm.

Credentialed Alcoholism and Substance Abuse Counselor (CASAC):  Credentialed Alcoholism and Substance Abuse
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Credentialed Alcoholism and Substance Abuse Counselor (CASAC):  Credentialed Alcoholism and Substance Abuse
Counselor as defined by OASAS in 14 NYCRR Part 853. 12 The term Behavioral Health Professional (BHP) is also used to
describe certain direct services providers (i.e., not a Managed Care Plan employee). When referencing a crisis intervention
provider, for example, BHPs include: Psychiatrist, Physician, Licensed Psychoanalyst, LCSW, LMSW, Licensed Mental Health
Counselor, Licensed Psychologist, Licensed Marriage and Family Therapist, or Nurse Practitioner with
experience/background in treatment of mental health and/or SUDs. For other rehabilitative services where specifically
noted, a BHP may include a Creative Arts Therapist, Physician Assistant, Licensed Practical Nurse and Registered
Professional Nurse.

Certified Recovery Peer Advocate-Family: OASAS-certified peer support specialist with special “Family” training and
designation.

Certified Recovery Peer Advocate-Youth: OASAS-certified peer support specialist with special “Youth” training and
designation.

Child and Adolescent Needs and Strengths assessment — New York (CANS-NY):  Validated, structured, child/youth
assessment tool comprised of domains relevant to determining a child/youth’s and family’s strengths and needs. This tool
is used to assist with care coordination for members enrolled in Health Homes. The CANS-NY will also be used to determine
certain child/youth populations’ HCBS eligibility. For more detailed information on eligibility, refer to Attachments A and B.

Child/Adolescent/Youth: Individuals under age 21. Children’s Medicaid Redesign Team:  A subcommittee of the MRT
commissioned by Governor Andrew Cuomo in an effort to restructure the Medicaid program. The Children’s subcommittee
participated in the development and design of the children´s MRT initiatives. For more information
visit: https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/child_mrt.htm

Children’s Continuous Episode of Care:  A course of ambulatory health or behavioral health treatment, other than
ambulatory detoxification and withdrawal services, which began prior to the effective date of the Children’s Expanded
Benefit Inclusion in which a service under the NY OMH Serious Emotional Disturbance Waiver (0296.R03.00), NY Bridges to
Health for Children w/Serious Emotional Disturbance Waiver (0469.R01.00), NY Bridges to Health for Children
w/Developmental Disabilities Waiver (0470.R01.00), NY Bridges to Health for Children who are Medically Fragile
(0471.R01.00), or NY Care at Home I/II (4125.R04.00) Waivers had been provided at least twice during the six months
preceding the Children’s Expanded Benefit Inclusion date by the same provider to an Enrollee under the age of 21 for the
treatment of the same or related health or behavioral health condition.

Children’s Specialty Services: Services to address mental health, physical health, and/or substance use disorders,
including: Early Periodic Screening, Diagnostic, and Treatment Services, and health and behavioral health; services as
defined in 18 NYCRR Part 507 and authorized by the State to be provided by designated treatment providers pursuant to
rules and regulations of the State for individuals under the age of 21; and Children’s Home and Community Based Services.

Collateral: A person who is a member of the child/youth’s family or household, or other individual who regularly interacts
with the child/youth and is directly affected by or has the capability of affecting his or her condition, and is identified in the
treatment plan as having a role in treatment and/or is necessary for participation in the evaluation and assessment of the
child/youth.

Complex Trauma: Complex Trauma is a single qualifying eligibility condition for Health Home and is part of the LON target
criteria for HCBS for the Abuse, Neglect and Maltreatment or Health Home complex trauma population. The definition of
Complex Trauma was developed in partnership with the Substance Abuse and Mental Health Services Administration
(SAMHSA) 18 and the National Child Traumatic Stress Network (NCTSN), www.nctsn.org. The definition of complex trauma is
as follows:

A. The term complex trauma incorporates at least:

1. infants/children/adolescents’ with exposure to multiple traumatic events, often of an invasive, interpersonal nature,
[1] and

2. the wide ranging, long-term impact of this exposure.

B. The nature of the traumatic events:

1. Often is severe and pervasive, such as abuse or profound neglect;

2. Usually begins early in life;
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3. Can be disruptive of the child’s development and the formation of a healthy sense of self (with selfregulatory,
executive functioning, self-perceptions, etc.);

4. Often occur in the context of the child’s relationship with a caregiver; and

5. Can interfere with the child’s ability to form a secure attachment bond, which is considered a prerequisite for healthy
social-emotional functioning.

C. Many aspects of a child’s healthy physical and mental development rely on this secure attachment, a primary source of
safety and stability.

D. Wide-ranging, long-term adverse effects can include impairments in:

1. Physiological responses and related neurodevelopment,

2. Emotional responses,

3. Cognitive processes including the ability to think, learn, and concentrate,

4. Impulse control and other selfregulating behavior,

5. Self-image,

6. Relationships with others, and

7. Dissociation. Complex trauma information, tools, and forms (including Complex Trauma Exposure, Assessments and
Eligiblity Determination forms) can be found at the Department of Health’s website.

Court-Ordered Services: Services the Plan is required to provide to enrollees pursuant to orders of courts of competent
jurisdiction, provided however, that such ordered services are within the Plan's benefit package and reimbursable under
Title XIX of the Federal Social Security Act, SSL 364-j(4)(r).

Crisis Plan: A tool utilized by providers for children/youth in order to assist in: reducing or managing crisis-related
symptoms; promoting healthy behaviors; addressing safety measures; and/or preventing or reducing the risk of harm or
diffusion of dangerous situations. The child/youth/family will be an active participant in the development of the crisis plan.
With the [1]) 19 family’s consent, the crisis plan may be shared with collateral contacts also working with that
child/youth/family who might provide crisis support or intervention in the future. Sharing the crisis plan helps to promote
future providers' awareness of and ability to support the strategies being implemented by the child/youth/family. Cultural
Competency: An awareness and acceptance of cultural differences, an awareness of individual cultural values, an
understanding of how individual differences affect those participating in the helping process, a basic knowledge about the
client’s culture, knowledge of the client’s environment, and the ability to adapt practice skills to fit the individual or family
cultural context.

Days: Refers to calendar days except as otherwise stated.

Demonstration: The four BH demonstration services already included under the 1115 demonstration in managed care and
will be expanded to children enrolled in managed care:

Department of Health (DOH):  https://www.health.ny.gov/health_care/managed_care/

Developmental Disability: A child having a DD as defined by OPWDD which: is attributable to intellectual disability,
cerebral palsy, epilepsy, neurological impairment, familial dysautonomia or autism; is attributable to any other condition
found to be closely related to intellectual disability because such condition results in similar impairment of general
intellectual functioning or adaptive behavior to that of intellectually disabled persons or requires treatment and services
similar to those required for such children; is attributable to dyslexia resulting from a disability described above; originated
before the child turns 22 years old; has continued or can be expected to continue indefinitely; and constitutes a substantial
handicap to such child’s ability to function normally in society.

Outpatient addiction services,

Residential addiction services,

Licensed Behavioral Health Practitioners, and

Crisis Intervention.

-

-

-

-
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handicap to such child’s ability to function normally in society.

Developmental Milestones:  Markers across lifespan that are typically assessed throughout childhood. Milestones include
physical, emotional, cognitive, social, and communication skills. Early and Periodic Screening.

Diagnostic and Treatment (EPSDT): Provides comprehensive and preventive health care services for children under age 21
who are enrolled in Medicaid. EPSDT is key to ensuring that children and adolescents receive appropriate preventive,
dental, mental health, developmental, and specialty services.

Essential Community Behavioral Health Providers:

Essential Community Behavioral Health Providers include the following:

A) State-operated providers of ambulatory mental health services, service providers;

B) State-operated providers of Behavioral Health Home and Community Based Services;

C) Opioid Treatment Programs;

D) OMH licensed outpatient clinics licensed to treat children ages 0-5 years;

E) Comprehensive Psychiatric Emergency Programs that serve children;

F) OMH licensed inpatient psychiatric services for children located within hospitals licensed under Article 28 of the New
York State Public Health Law; and

G) Hospitals designated under Mental Hygiene Law § 9.39 serving children. Evidence-Based Practice (EBP): The Institute of
Medicine (IOM) defines "evidencebased practice" as a combination of the following three factors:

(1) best research evidence,

(2) best clinical experience, and

(3) consistent with patient values.

These factors are also relevant for child welfare. The State has adopted the IOM's definition for EBP with a slight variation
that incorporates child welfare language: best research evidence, best clinical experience, and consistent with family/client
values. This definition builds on a foundation of scientific research while honoring the clinical experience of child welfare
practitioners, and being fully cognizant of the values of the families served. Family: Family is defined as the primary
caregiving unit and is inclusive of the wide diversity of primary caregiving units in our culture. Family is a birth, foster,
adoptive or self-created unit of people residing together, with significant attachment to the individual, consisting of adult(s)
and/or child(ren), with adult(s) performing duties of parenthood/caregiving for the child(ren) even if the individual is living
outside of the home. Family Member: Parent, grandparent, sibling, aunt, uncles, etc. that is biological, foster/adoptive or
invested in the care of the child/youth.

Family of One: A commonly used phrase to describe a child that becomes eligible for Medicaid through use of institutional
eligibility rules for certain medically needy individuals. These rules allow a budgeting methodology for children to meet
Medicaid financial eligibility criteria as a “family of one,” using the child’s own income and disregarding parental income.
Family Peer Advocate: OMH certified peer support specialist.

First Episode Psychosis (FEP):  Members with FEP are individuals who have displayed psychotic symptoms suggestive of
recently-emerged schizophrenia. FEP generally occurs in individuals age 16–35. FEP includes individuals whose emergence
of psychotic symptoms occurred within the previous two years, who remain in need of mental health services, and who have
a diagnosis of schizophrenia, schizoaffective disorder, schizophreniform disorder, psychotic disorder not otherwise
specified (DSM-IV), or other specified/unspecified schizophrenia spectrum and other psychotic disorder (DSM-5). The
definition of FEP excludes individuals whose psychotic symptoms are due primarily to a mood disorder or substance use.

Healthcare Effectiveness Data and Information Set (HEDIS):  The set of performance measures used in the managed care
industry, developed and maintained by the National Committee for Quality Assurance (NCQA).

Health Home Care Management:  Health Home is a care management service model for individuals enrolled in Medicaid
with complex chronic medical and/or behavioral health needs. Health Home care managers provide person-centered,
integrated physical and behavioral health 13 Institute of Medicine, 2001.

Crossing the quality chasm: A new health system for the 21st century. Washington, DC: National Academy Press 21 care
management, transitional care management, and community and social supports to improve health outcomes of high-cost,
high-need Medicaid members with chronic conditions. In April 2016, New York State received CMS approval to expand and
tailor the Health Home model to serve children under 21 beginning in the Fall of 2016. As defined and implemented by the
Medicaid State Plan, Health Home care management includes the six core functions, and the provision of required care
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Medicaid State Plan, Health Home care management includes the six core functions, and the provision of required care
plans for HCBS. The six core functions include:

1. Comprehensive Care Management

2. Care Coordination and Health Promotion

3. Comprehensive Transitional Care

4. Enrollee and Family Support

5. Referral to Community and Social Supports

6. Use of Health Information Technology to Link Services. All children receiving HCBS are eligible for Health Home care
management under the children’s 1115 MRT waiver amendment in addition to children eligible for Health Home under the
Medicaid State Plan. For children who opt out of Health Homes, the Plan or a State Designated Entity for FFS enrolled
children will conduct the HCBS assessment, plan of care (POC) development and ongoing monitoring of the Plan of Care.
Home Setting or Community Setting: The setting in which a child primarily resides or spends time, as long as it is not a
hospital nursing facility, Intermediate Care Facility (ICF), or psychiatric nursing facility.

Note: this is distinguished from an HCBS. State Plan services, including the new EPSDT OLP and Rehabilitation services as
well as Clinic Services, do not have to comply with the HCBS settings rule, 42 CFR 441.301 and 530. Inpatient Classified
Settings: Medicaid compensable 24 hour levels of care that NYS has classified as inpatient, including but not limited to,
acute psychiatric inpatient facilities, psychiatric RTFs, and Chemical Dependence RRSY. Level of Care for Alcohol and Drug
Treatment Referral (LOCADTR): LOCADTR is developed and updated, as appropriate, by OASAS and is the clinical LOC tool
that assesses the intensity and need of services for an individual with an SUD. It is to be used in making all initial and
ongoing LOC decisions in NYS. For more information, please visit: https://oasas.ny.gov/treatment/health/locadtr/index.cfm

Level of Care (LOC) populations:  See Attachment A for a description of HCBS eligibility criteria for LOC population meeting
institutional admission criteria. Level of Need (LON) populations: See Attachment B for description of HCBS eligibility criteria
for LON population at-risk of institutionalization.

Licensed Practitioner of the Healing Arts (LPHA): An individual professional who is licensed practicing within the scope of
their State license including: Physician, Psychiatrist, Licensed Psychoanalyst, Registered Professional Nurse, Nurse
Practitioner, Clinical Nurse Specialist, Licensed Clinical Social Worker (LCSW), Licensed Marriage and Family Therapist,
Licensed Mental Health Counselor, Licensed Psychologist, Licensed Master Social Worker (LMSW), Clinical Nurse Specialist,
and Physician Assistants. The licensed professional is responsible for 22 ensuring that the diagnosis, recommendation,
referral, supervision, and/or care provided is within their scope of practice under current state law.

Local Department of Social Services (LDSS):  Each County has an LDSS that provides or administers the full range of
publicly funded social services and cash assistance programs. In NYC, these departments are named the Human Resources
Administration and Administration for Children’s Services. Medicaid Managed Care Organization (MMCO): MCOs certified by
NYS to manage health and BH services for Medicaid beneficiaries who are not also eligible for Medicare. MMCOs also
include HIV Special Needs Plans (HIV SNPs).

Medically Fragile Children: The NYS Office of Health Insurance Programs (OHIP) has historically defined Medically Fragile
as children who have a chronic debilitating condition or conditions, who may or may not be hospitalized or institutionalized,
and meet one or more of the following criteria: is technologically dependent for life or health-sustaining functions; requires
complex medication regimen or medical interventions to maintain or to improve their health status; or is in need of ongoing
assessment or intervention to prevent serious deterioration of their health status or medical complications that place their
life, health or development at risk. Chronic debilitating conditions include, but are not limited to: bronchopulmonary
dysplasia, cerebral palsy, congenital heart disease, microcephaly, pulmonary hypertension, and muscular dystrophy. All
health plans must comply with MFC requirements for any MFC child.

Medically Fragile Level of Care (LOC) Population:  A child under age 21 with a documented physical disability following
state demonstration protocols. A LPHA who has the ability to diagnose within his or her scope of practice under state law
has determined in writing that the child, in the absence of HCBS, is at risk of institutionalization. The LPHA has submitted
written clinical documentation to support the determination. The child has received a face-to-face assessment and been
found to meet hospital or nursing facility admission criteria. The child is eligible to receive LOC HCBS services including
CFCO services if CFCO requirements are met. Medical Necessity: New York law defines “medically necessary medical,
dental, and remedial care, services, and supplies” in the Medicaid program as those “necessary to prevent, diagnose,
correct, or cure conditions in the person that cause acute suffering, endanger life, result in illness or infirmity, interfere with
such person's capacity for normal activity, or threaten some significant handicap and which are furnished an eligible person

Page 22 of 25

https://oasas.ny.gov/treatment/health/locadtr/index.cfm


such person's capacity for normal activity, or threaten some significant handicap and which are furnished an eligible person
in accordance with state law” (N.Y. Soc. Serv. Law, § 365-a).

Mental Health Parity and Addiction Equity Act (MHPAEA)14:  The Paul Wellstone and Pete Domenici Mental Health Parity
and Addiction Equity Act of 2008 (MHPAEA) is a federal law that generally prevents group health plans and health insurance
issuers that provide mental health or SUD benefits from imposing less favorable benefit limitations on those benefits than on
medical/surgical benefits. In March 2016, the CMS published the final rule addressing the 14
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/mhpaea_factsheet.html 23 application
of certain requirements set forth in MHPAEA to coverage offered by MMCOs, Medicaid Alternative Benefit Plans, and
Children’s Health Insurance Programs. https://www.gpo.gov/fdsys/pkg/FR-2016-03-30/pdf/2016-06876.pdf

Natural Supports: Natural supports are individuals and informal resources that a family/caregiver can access, independent
of formal services. These supports are a significant source of culturally relevant emotional support and caring friendships
for children and families. Natural supports can be shortterm or long-term and are usually sustainable and available to the
child and family/caregiver after formal services have ended. Natural supports can include, but are not limited to, family
members, friends, neighbors, clergy, and other acquaintances.

Non-Physician Licensed Behavioral Health Professional (NP-LBHP): NP-LBHPs include individuals licensed and able to
practice independently for which reimbursement is authorized under the Other Licensed Practitioner section of the
Medicaid State Plan.

Non-physician NP-LBHP include: Licensed Psychoanalysts, LCSW, Licensed Marriage & Family Therapists, and Licensed
Mental Health Counselors. NP-LBHPs also include the followingindividuals who are licensed to practice under supervision or
direction of a LCSW, a Licensed Psychologist, or a Psychiatrist: LMSW. Note: Psychiatrists, Licensed Physician Assistants,
Licensed Physicians, Psychologists, and Licensed Nurse Practitioners are licensed practitioners, but not referred to as NP-
LBHPs.

Office of Alcoholism and Substance Abuse Services (OASAS):  https://oasas.ny.gov/

Office of Children and Family Services (OCFS):  https://ocfs.ny.gov/main/

Office of Mental Health (OMH):  https://www.omh.ny.gov/omhweb/about/

Office for People With Developmental Disabilities (OPWDD):  https://www.opwdd.ny.gov

Person-Centered Care: Services that are family-driven, youth-guided and reflect a child and family’s goals and emphasize
shared decision-making approaches that empower families, provide choice, and minimize stigma. Services must be
designed to optimally treat illness, improve clinical and psychosocial outcomes, and emphasize wellness and attention to
the family’s overall well-being and the child’s full community inclusion.

Plan: the MMCO.

Plan of Care (POC): The written plan that describes the type, level and duration of services and care necessary to treat the
assessed needs for children/youth. Preventive Care: The are or services rendered to avert disease/illness and/or its
consequences. There are three levels of preventive care: primary, such as immunizations, aimed at preventing disease;
secondary, such as disease screening programs aimed at early detection of disease; and tertiary, such as physical therapy,
aimed at restoring function after the disease has occurred. Commonly, the term “preventive care” is used to designate
prevention and early detection programs rather than treatment programs.

Provider Agreement: Any written contract between the Plan and a participating service provider to provide medical care
and/or services to Plan enrollees.

Recovery-Oriented: Services should be provided based on the principle that all individuals have the capacity to recover
from mental illness and/or SUDs. Specifically, services support the acquisition of living, vocational, and social skills and are
offered in home and community-based settings that promote hope and encourage each person to establish an individual
path towards recovery.

Regional Planning Consortium (RPC): A Regional Behavioral Health planning Consortium, which is comprised of theLocal
Government Unit(s) in each region, representatives of mental health and Substance Use Disorder service providers, child
welfare system, peers, families, Health Homes, and MCOs. The RPC works closely with State agencies to guide policy as it
relates to Medicaid Managed Care in the region, problem-solve regional service delivery challenges, and recommend
provider training topics.

Resilience: The principle that children/youth have qualities that equip them and/or can be strengthened to help them
manage through the effects of adversity or trauma and help them to cope, survive, and even thrive. Serious Emotional
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manage through the effects of adversity or trauma and help them to cope, survive, and even thrive. Serious Emotional
Disturbance (SED): A designated mental illness diagnosis according to the most current edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) for a child or adolescent who has experienced functional limitations due to
emotional disturbance over the past 12 months on a continuous or intermittent basis. The functional limitations must be
moderate in at least two of the following areas or severe in at least one of the following areas:

A. To be eligible for HCBS SED LON, see Attachment B. To be eligible for Health Home due to SED, SED is a single qualifying
chronic condition for Health Home and is defined as a child or adolescent (under the age of 21) that has a designated
mental illness diagnosis in the following DSM categories15 as defined by the most recent version of the DSM of Mental
Disorders AND has experienced the following functional limitations due to emotional disturbance over the past 12 months
(from the date of assessment) on a continuous or intermittent basis. DSM Qualifying Mental Health Categories* 15 Any
diagnosis in these categories can be used when evaluating a child for SED. However, any diagnosis that is secondary to
another medical condition is excluded.

Functional Limitations Requirements for SED Definition of Health Home - To meet definition of SED for Health Home, the
child must have experienced the following functional limitations due to emotional disturbance over the past 12 months
(from the date of assessment) on a continuous or intermittent basis

Ability to care for self (e.g., personal hygiene; obtaining and eating food; dressing; avoiding injuries); or

Family life (e.g., capacity to live in a family or family like environment; relationships with parents or substitute
parents, siblings and other relatives; behavior in family setting); or

Social relationships (e.g. establishing and maintaining friendships; interpersonal interactions with peers, neighbors
and other adults; social skills; compliance with social norms; play and appropriate use of leisure time); or

Self-direction/self-control (e.g., ability to sustain focused attention for a long enough period of time to permit
completion of age-appropriate tasks; behavioral self-control; appropriate judgment and value systems; decision-
making ability); or

Ability to learn (e.g., school achievement and attendance; receptive and expressive language; relationships with
teachers; behavior in school). To be eligible for HCBS SED LOC, see Attachment

-

-

-

-

-

Schizophrenia Spectrum and Other Psychotic Disorders

Bipolar and Related Disorders

Depressive Disorders

Anxiety Disorders

Obsessive-Compulsive and Related Disorders

Trauma- and Stressor-Related Disorders

Dissociative Disorders

Somatic Symptom and Related Disorders

Feeding and Eating Disorders

Gender Dysphoria

Disruptive, Impulse-Control, and Conduct Disorders

Personality Disorders

Paraphilic Disorders

-

-

-

-

-

-

-

-

-

-

-

-

-

Ability to care for self (e.g., personal hygiene; obtaining and eating food; dressing; avoiding injuries); or

Family life (e.g., capacity to live in a family or family like environment; relationships with parents or substitute
parents, siblings and other relatives; behavior in family setting); or

Social relationships (e.g., establishing and maintaining friendships; interpersonal interactions with peers, neighbors
and other adults; social skills; compliance with social norms; play and appropriate use of leisure time); or

-

-

-
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Single Case Agreement (SCA): An agreement between a non-contracted provider and the MMCO in which the provider is
reimbursed for the care for one specific child’s case. Start-up date: The date the Plan will begin providing health services
described in this document. Substance Use Disorder (SUD): A diagnosis of an SUD is a pathological pattern of behaviors
related to the use of a substance. The diagnosis of SUD is based on criteria defined in the DSM and can be applied to all 10
classes of drugs including: alcohol; cannabis; hallucinogens; inhalants; opioids; sedatives, hypnotics, anxiolytics;
stimulants; tobacco; and other (or unknown) substances. Teaching Family Home: A home which provides specially trained
teaching parents who provide individualized care for up to four children/adolescents with SEDs at a time in a family setting.

Transition Aged Youth (TAY):  Individuals under age 23 transitioning into the adult system from any OMH, OASAS or OCFS
licensed, certified, or funded children’s program. This also includes individuals under age 23 transitioning from State
Education 853 schools (these are operated by private agencies and provide day and/or residential programs for students
with disabilities).

Trauma: Affects a child’s sense of safety, ability to regulate emotions, and capacity to relate well to others. Trauma is
defined as exposure to a single severely distressing event or multiple, chronic, or prolonged traumatic events as a child or
adolescent that is often invasive and interpersonal in nature. Trauma-Informed: Trauma-informed services are based on an
understanding of the vulnerabilities or triggers experienced by trauma survivors that may be exacerbated through
traditional service delivery approaches so that these services and programs can be modified to be more supportive and
avoid re-traumatization. All programs should engage all individuals with the assumption that trauma has occurred within
their lives (SAMHSA, 2014).

Treatment Plan: A treatment plan describes the child’s condition and services that will be needed for that Episode of Care,
detailing the practices to be provided, expected outcome, and expected duration of the treatment for each provider. The
treatment plan should be culturally relevant, trauma-informed, and person-centered.

Voluntary Foster Care Agency(VFCA): A foster care agency responsible for the temporary custody and care of
children/youth placed in foster care either by order of a court (involuntary) or because their parents are willing to have
them cared for temporarily outside the home (voluntary). As of December 2016, there were 93 VFCAs operating in NYS.

Self-direction/self-control (e.g., ability to sustain focused attention for a long enough period of time to permit
completion of age-appropriate tasks; behavioral self-control; appropriate judgment and value systems; decision-
making ability); or

Ability to learn (e.g., school achievement and attendance; receptive and expressive language; relationships with
teachers; behavior in
school). https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/4_29_2015_
children_webinar.pdf(p. 16 and 17).

-

-
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