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Tier Four Application
Healthy Connections Medical Home
In an effort to incentivize the Patient Centered Medical Home (PCMH) model of care in the State of Idaho, the Healthy Connections program will reimburse providers based upon their level of PCMH implementation.  This application will be reviewed and evaluated.  
To be considered a Tier Four Healthy Connections Medical Home provider, please complete this form and return with supporting documentation to the Healthy Connections Consolidated Unit by e-mail at HCCR7@dhw.idaho.gov or fax to 1-888-532-0014. 
	Service Location Name:            

Service Location Address:              

City:            State:         Zip:             

Pay to Name:          

Pay to Name:          

Pay to Mailing Address:         

City:            State:              Zip:             
 
	Phone:       
Fax:           

Pay to NPI #           


1. Clinic contact person for questions regarding this application:

Name:          


Phone:      


Email:       
2. Clinic contact person for PCMH practice transformation:

Name:          


Phone:      


Email:         
3. Clinic Electronic Medical Record (EMR):

Name:          


Version if applicable:      
4. Please indicate number of providers by type and specialty:

a. Provider Type (FTE):


b.   Provider Specialty (FTE):  

    Physicians



          Family Medicine
        
    Psychology

    Nurse Practitioners


          Internal Medicine

    Social Work

    Physician Assistants

          General Pediatrics

    Diet/ Nutrition

      Other Providers (which provide 
            OB/GYN


    Psychiatry
billable services)

      

            Other Clinic Staff
5. Average patient panel size:
a. Per primary care provider:       
b. Number of patient visits per year for all providers:       
c. Number of patients who made at least one visit to the clinic last year:       
Tier Four Healthy Connections Medical Home provider must meet all of the following mandatory requirements:
The provider must continue to meet the following requirements currently included in your Healthy    Connections Coordinated Care Agreement (no further documentation required).
1. Monitor and manage care
2. Provide preventive, routine and urgent care
3. Coordinate care and provide referrals  for designated services
4. Management and documentation of patients medications 
5. 24/7 after hours access to a medical professional for purposes of referral to services
Mandatory Tier Four Healthy Connections Medical Home requirements:

1. The PROVIDER must meet one of the following expanded patient access option  and submit supporting documentation:

a. 46 hours of access to primary care for patients 

i. Proof that clinic is open to see patients 46 hours or more per week

b. Nearby Service Location with expanded patient access to primary care and shared EMR within same organization 

i. Submit Nearby Service Location Request form found in the form section at www.healthyconnections.idaho.gov


c. A patient portal which offers the following mandatory features:

· Two-way communication (electronic messaging)

· Request appointments

· Request medication refills

· One or more additional enhanced feature such as:

· Access to lab results

· Access to imaging results

· Access to visit summaries 

i. Documentation Required:

a. Portal Policies and Procedures or other documentation that includes clinic’s expected response time to portal inquiries

b. Screenshots of “live patient portal” demonstrating mandatory features.

d. Telehealth -  remote healthcare services, with documentation to include:

i. A description of the clinics intent to use Telehealth to enhance access to care.

ii. Policies and procedures

iii. Description of emergency procedures for potential/probable emergent situations

iv. Description of equipment and capabilities to include security features and HIPAA compliance

v. Hours of availability and frequency of use

vi. Example of Contract(s) or Memorandum of Understanding with remote providers

e. Other – must be approved by the Department 
2. A Physician Champion’s primary role is to service in a leadership capacity promoting and implementing changes to transform to the PCMH model of care.  They are knowledgeable of PCMH and committed to lead and support the staff during the transformation as well as providing leadership to sustain the effort. PROVIDER must identify a physician to lead the Patient Centered Medical Home practice transformation effort.

Physician Champion Name:          


Phone:      


Email:           
3. Care Coordination is an essential component of the patient centered medical home that requires appropriately trained staff and additional resources, such as health information technology, to provider coordinated care through a team-based model.  PROVIDER employs adequate dedicated care coordinator staff or equivalent support for care management of individuals with chronic illnesses.  Please submit supporting documentation to include a job description and the amount of time committed to care coordination activities on a weekly basis.  

4. PROVIDER shall submit proof of achieving Level 2 or Level 3 NCQA recognition, URAC, JC, AAAH or other nationally recognized Patient Centered Medical Home accreditation

5. PROVIDER shall submit documentation demonstrating an established bi-directional connection to the Idaho Health Data Exchange (IHDE) with demonstrated share relationship

6. PROVIDER regularly measures their performance for quality improvement, using established benchmarks for comparison.  Provider takes necessary actions to continually improve services/ processes.  As an attachment, please describe how you integrate Quality Improvement activities into your  PCMH model, to include the following information:

a. High level overview of the program, including policies and procedures in place for a minimum of three months.

b. A description of Quality Improvement activities performed to measure service delivery and/or clinic processes.
c. Explanation of how the program is supported and who participates in QI efforts.  Please include names and credentials.

By signing this form, I attest our clinic meets the above Tier Four Healthy Connections Medical Home requirements.




Date


Signature

Person Completing This Form:      
Date Completed:      
Contact Telephone Number:      
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