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Codac Behavioral Healthcare
Codac Telehealth Clinical Operations Procedure
	#
	What To Do
	Who Does It?
	Supporting Docs & Tools

	Codac Thundermist Process and Procedure Workflow Document
	Attach object for Workflow document
	Sample patient record in SMART: Pt # XXXXX

	PREADMISSION

	1
	Receives a cell phone call that THC has a Telehealth patient for Codac.
	Codac MA on point for the day
	· Cell phone: XXX-XXX-XXXX
· Voice Mail PW:  XXXX
· Voice Mail No.: *XX

· Thundermist Team Contact Info



	2
	Access Provider schedule and establish appointment time for patient intake / Provider assessment 

Document Provider appointment w/ Codac in SMART when patient admission is finalized and patient record  is available  in SMART
	Codac MA on point for the day
	· Codac Telehealth Provider Schedule
· SMART Telehealth Program: TH Initial Contact




	3
	Request appointment information for patient THC PCP appointment (expectation is 10 days to 3 weeks in the future)

Document THC PCP appointment in SMART when patient admission is finalized and patient record  is available  in SMART
	Codac MA on point for the day
	· SMART Telehealth Program
· SMART Telehealth Program: TH Initial Contact


	4
	Receive from THC in email  a) “Codac First Contact Form,” b) THC summary of patient prescreen w/ documentation of patient verbal consent to contact Codac and PCP appt.

Place the documents in the TelehealthShare folder on the Codac share drive (Z Drive) in the New Patient Folder
Document that forms were received and placed in Share Folder when patient record is available in SMART.
	Codac MA on point for the day
	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· [bookmark: _GoBack]email PW: XXXXXXXXXXX
· CodacSharedDrive\Telehealthshare\Patient Tracking\New Patient  








	5
	Notify Kim Viau that patient is information is ready for pre-admitting a new THC patient in Telehealth

Inform Kim of Codac Provider Name
	· Codac MA on point for the day
· Billing / Telehealth Admission Mgr.
	· Kim Viau – 808-6538
· kviau@codacinc.org 

	6
	Inform Codac Provider of pending appointment and that pre-admission documentation is available on the Codac Share Drive
	· Codac MA on point for the day
· Codac Provider

	· email, phone or SMART IM

(First provider will be Mary Walton )

	7
	Review received forms. 

Create patient record in SMART and pre-admit patient

Upload forms to patient record

Create Share Drive Folder with patient SMART #. Transfer the documents to this folder and delete them from the New Patient Folder.

Notify Codac MA patient SMART ID (email)
	· Billing / Admission Manager
	· email telehealth@codacinc.org
· CodacSharedDrive\TelehealthShare\Patient Tracking\New Patient  
· CodacSharedDrive\TelehealthShare\Patient Tracking\#####  
· Upload forms to patient record folder in SMART
· Internal email to MA

	8
	Receive pt SMART ID in email from Kim and note ID #.

Check Patient ID folder on Share drive.

<END PREADMISSION>
	· Codac MA on point for the day
	· Internal email
· CodacSharedDrive\TelehealthShare\Patient Tracking\#####  

	9
	<NO SHOW FOR INDUCTION>
Inform  Billing Manager and Codac Provider of patient no show
No Further Action Needed
	· Codac MA on point for the day
· Billing / Admission Manager
	· Internal email, phone, IM, face-to-face as appropriate

	INTAKE & ADMISSION

	1
	Receive call that patient is at THC for admission and intake and that Codac required forms for treatment are completed
	Codac MA on point for the day
	· Cell phone

	2
	Inform Codac Provider that patient is at THC
	Codac MA on point for the day
	· Telephone, SMART IM, email or face-to-face

	3
	Receive from THC: a) signed Codac Consent for Medication, b) signed Codac 2-way ROI, c) copy of Pt insurance card, d) copy of pt ID (drive license or other, e) copy of Codac consent to bill insurance.

Notify Kim that forms are in the patient folder so that she can complete the SMART admission and make the patient record available.

Document that the forms were received when the patient record is available in SMART

If forms are NOT complete, contact Thundermist. CODAC CANNOT TREAT WITHOUT A COMPLETE SET OF SIGNED FORMS.
	Codac MA on point for the day
Billing / Admission Manager

	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· CodacSharedDrive\TelehealthShare\Patient Tracking\#####
· SMART Telehealth Program:  TH MA Intake Note
· Kim Viau – 808-6538
· kviau@codacinc.org 











	4
	Receive forms. 

Conduct insurance verification.

Check the forms for completion and document that forms were received and insurance verification completed.

Upload forms to SMART case record

Admit the patient in SMART.

Document that forms were received / insurance checked / and patient admitted

Notify MA that patient record is activated
	Billing / Admission Manager

	· CodacSharedDrive\TelehealthShare\Patient Tracking\#####
· SMART Telehealth Program : TH Admission Forms Completed
· Internal email

	5
	Inform Codac Provider that patient is at Thundermist.

(During this time the THC NCM should be conducting the initial assessment with the patient. When the assessment is complete the THC NCM will send a copy of the assessment to the Codac Telehealth email address)
	Codac MA on point for the day
Codac Provider

	· Telehealth Camera / Call Directory:
Thundermist
THCWoonsocket
THCWestWarwick
THCSouthCounty
 
Codac
Providence
Cranston
East Bay
Eleanor Slater
Pawtucket
Wakefield

	6
	Receive the THC NCM assessment via the Codac Telehealth email address

Upload the Patient Assessment to SMART

Verify the THC Telehealth Camera location (Woonsocket, West Warwick, South County)

Notify the Provider that the documentation is received and the patient is ready and confirm the THC site for the Provider.

Place a copy of the Assessment on the Share Drive
	Codac MA on point for the day
Codac Provider
	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· SMART patient case record STORED IMAGES tab
· CodacSharedDrive\TelehealthShare\Patient Tracking\#####



	7
	Review THC NCM assessment. 

Call Telehealth Camera at appropriate THC location

Conduct Provider evaluation as appropriate to the patient needs determined by Codac Provider.

Document Patient evaluation / service in SMART

(If patient is referred to another program other than Codac THC Telehealth, document evaluation and referral as appropriate > END TELEHEALTH)
	Codac Provider
	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· Telehealth Camera / Call Directory
· CodacSharedDrive\TelehealthShare\Patient Tracking\#####
· SMART Telehealth Program : 
TH Provider Initial Assessment


	8
	Upload the THC NCM assessment document to Patient SMART record

Document summary of actions taken in SMART

<END TELEHEALTH>

Engage with Provider as needed.
	Codac MA on point for the day
	· SMART Telehealth Program : 
TH Case Management


	9
	Complete initial evaluation and prescribe as appropriate.

Forward documentation of evaluation and prescription to THC using REPLY function in encrypted email from THC sent to Codac.
	Codac Provider
	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· Telehealth Camera / Call Directory
· SMART Telehealth Program : 
TH Provider Initial Assessment


	10
	Intervene and follow up as needed for patient until medication protocol is complete.

(NOTE: Patient is expected to be Codac Telehealth for 2 to 4 weeks. Additional interventions on the part of the Codac Provider and the Codac MA may be needed.)

As appropriate, document additional interventions in SMART & transmit copies of documentation to THC > END TELEHEALTH
	Codac MA on point for the day
Codac Provider
	· Encrypted email from THC to Codac email account: telehealth@codacinc.org
· Telehealth Camera / Call Directory
· SMART Telehealth Program :  TH Provider Follow Up 15 Min or TH Provider Follow up 25 Min
· SMART Telehealth Program :  TH Case Management


	11
	Track patient in SMART.

Document billable interventions as appropriate in Codac – THC spreadsheet tracker.

Include patient information in bi-weekly billing and reconciliation calls.

Document as appropriate in SMART
	Billing / Admission Manager
	· SMART Telehealth Program: TH Case Management or Billing Notes Tab
· Conference call

	12
	At completion of patient THC-Telehealth Treatment, DISCHARGE  the Patient from Codac Telehealth. 
Document as appropriate in SMART > END TELEHEALTH
	Billing / Admission Manager
	· SMART Telehealth Program: TH 
· Conference call

	13
	NO SHOW FOR PCP APPOINTMENT

Inform  Billing Manager and Codac Provider of patient no show for PCP appointment.

Go to step 12 and DISCHARGE
	· Codac MA on point for the day
· Billing / Admission Manager
· Provider
	· Internal email, phone, IM, face-to-face as appropraite








1. If the patient is a NO SHOW for the PCP Appointment, Thundermist may refer the patient to Codac for treatment. At that time, the patient will NO LONGER be a THC patient. The patient would be considered a new admission into an appropriate treatment program, i.e. methadone, COE Suboxone, OBT Suboxone, or Drug Free depending upon intake assessment and physical.

2. If the patient calls a Codac site regarding their medication during the period of treatment in Telehealth with Thundermist, the patient should be directed to call:
	Kayla Jimenez
	Patient Care Coordinator
	kaylaj@thundermisthealth.org
	401-615-2800 ext. 2310



Kayla will determine the appropriate action to be taken and coordinate this with the Codac Telehealth team.
Inform Hillary Torres or Stacey Oritiz, Codac Providence, that a call was received and redirected to Thundermist.
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All initial contact with the patient and with CODAC about the induction will be through Kayla Jimenez (401-615-2800 ext. 2310), our patient care coordinator. Kayla will arrange the appointment times for the induction. If for some reason Kayla is not available, then the contacts will be the Nurse Care managers (see next paragraph).

For the inductions and subsequent appointments, the contacts are the Nurse Care Managers. This is site specific. Emma Romano (401-615-2800 ext.2396) is for West Warwick. Missy Jesuino (401-767-4100 ext. 3227) is in Woonsocket.

The whole cast of characters:

		Person

		Role

		Email

		Phone



		Mike Adamowicz

		MAT Director

		MichaelA@thundermisthealth.org

		401-767-4100 ext. 3063



		Lauren Deguire

		MAT Therapist

		LaurenD@thundermisthealth.org

		401-767-4100 ext. 3068



		Linda Cardolillo

		MAT Therapist

		LindaC@thundermisthealth.org

		401-615-2800 ext.2383



		Emma Romano

		MAT NCM in West Warwick

		EmmaR@thundermisthealth.org

		401-615-2800 ext.2396



		Missy Jesuino

		MAT NCM in Woonsocket

		MelissaJ@thundermisthealth.org

		401-767-4100 ext. 3227



		Kayla Jimenez

		Patient Care Coordinator

		kaylaj@thundermisthealth.org

		401-615-2800 ext. 2310



		Amber Castellone

		Peer Recovery Specialist

		AmberC@thundermisthealth.org

		401-598-6091
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	Page 1

Codac Behavioral Healthcare

Telehealth Provider Schedule

					06.17.2019

		Provider

		Days

		Time

		Location

		Appointment Information



		Mary Walton

		Tuesday, Wednesday



Friday



Monday 





Thursday



		8:00 AM to 1:00 PM



8:00 AM to NOON



9:00 AM to NOON





8:00 AM to NOON

		Providence



Providence



2nd South County

4th South County



1st Cranston

2nd East Bay

3rd Pawtucket

		Cell Phone: 203-494-5005 





		Backup on call

TBD
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Codac Behavioral Healthcare

Telehealth Initial Contact Form



		SSN   Click here to enter text.

		DATE   Click here to enter a date.



		LAST 

NAME  Click here to enter text.

		FIRST 

NAME   Click here to enter text.

		MI   Click here to enter text.

		DATE OF BIRTH  Click here to enter a date.



		STREET

ADDRESS   Click here to enter text.



		CITY   Click here to enter text.

		STATE   Click here to enter text.

		ZIP Click here to enter text.



		PHONE # (H)  Click here to enter text.

		(C)   Click here to enter text.

		OK TO 

SAY CODAC ? Yes    ☐          No     ☐



		SOURCE: Thundermist Telehealth

		



		PRIMARY

SUBSTANCE: Opiates

		PREGNANT: Yes  ☐      No   ☐      NA ☐



		EMERGENCY

CONTACT:    Click here to enter text.



		IF MINOR: NAME OF 

RESPONSIBLE ADULT/

GUARDIAN   Click here to enter text.

		PHONE #   Click here to enter text.



		RELATIONSHIP

TO PATIENT:    Click here to enter text.



		INSURANCE: Yes  ☐       No ☐

		SELF PAY:  ☐



		NAME OF

INSURANCE    Choose an item.

		POLICY #   Click here to enter text.

(Recipient ID)   Click here to enter text.



		NAME OF PRIMARY

CARDHOLDER:   

Click here to enter text.

		RELATIONSHIP

TO PATIENT:

Click here to enter text.

		POLICY  HOLDER

DOB:

Click here to enter a date.



		



FOR CODAC USE



		Deductible:

Click here to enter text.

		Authorization #:

Click here to enter text.

		Effective Dates of Authorization:

Click here to enter text.



		Copay: 

Click here to enter text.

		Type of Authorization (Assess/Indiv./Group):

Choose an item.



		Phone #/Contact:

Click here to enter text.

		Comments/Additional Info: Click here to enter text.





		Admission/

Intake   Date:Click here to enter a date.

		Time:Click here to enter a date.

		Initials:Click here to enter text.



		SMART ID #: Click here to enter text.

		Date SMART

Admit Completed: Click here to enter a date.

		By: Click here to enter text.
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Codac Behavioral Healthcare

Authorization to Release Information Pertaining to Telehealth Treatment



		Patient Name:______________________________

		Date of Birth:____________________________________



		Please check mark  the name of your insurance provider below:



		☐  Blue Cross

		☐  Cigna Health Plan

		☐  Neighborhood Health



		☐  Tufts

		☐  United Healthcare

		☐  Medicaid



		For the sole purpose of determining, arranging for, and garnering payment for treatment services             I _________________________________________  hereby authorize Codac, Inc to

                          (patient name)



		

Obtain From and Release To  the above identified Insurance provider the following information:



		Presence in Treatment

		Treatment Plan

		Benefits Eligibility

		Payment



		Medication Interventions

		Demographic Information

		Demographic Information

		Diagnosis



		Health Condition & Status

		Mental Health Conditions & Status

		Other: ___________________________________________



		Information inclusive of HIV testing, psychiatric notes and/or venereal disease, and/or other sensitive information related to my treatment: Yes ________    No________    (Patient must initial yes or no. This must be completed for this release to be valid.) 



		This consent is subject to revocation by the patient named above or the other authorized person signed below at anytime except to the extent that the insurance provider named above and/or Codac have already taken action in reliance on it.



		

If not previously revoked, this consent will terminate upon:  Discharge from Codac Telehealth



		

		

		



		_____________________________________

		

		_______________________________________



		Patient’s Signature (or authorized person)

		

		Relationship to Patient (If person is not the patient)



		

		

		



		_____________________________________

		

		_______________________________________



		Witness (Thundermist Staff)

		

		Date



		



		The information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR part 2) effective.  The Federal rules prohibit you from making any further disclosure unless expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR, part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.



		



		A patient may revoke this authorization at any time either by written or verbal statement.



		Such revocation will be noted by patient Signature______________________ and Date __________ which will be witnessed by a Thundermist Employee Signature ______________________________

and Date __________.  The revocation will become effective immediately for any release not already made under the terms of the previously signed authorization. If verbally revoked by telephone or other means indicate the Date __________ and Time __________ (AM/PM) notification was received and by Name _____________________________________.
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Codac Behavioral Healthcare

Authorization to Release Information Pertaining to Telehealth Treatment



		Patient Name:______________________________

		

Date of Birth:____________________________________



		For the sole purpose of Telehealth encounters with a designated Codac Provider



		I _________________________________________  hereby authorize Codac, Inc to



		Obtain From and Release To  Thundermist  the following information:



		Health Care Summary (Most recent physical, med list, problem list)

		Lab / Bloodwork

		Progress Notes

		Toxicology Screen Results



		Discharge Summaries

		Billing information including deductible pays and self-pays

		 ☐ Other: 

__________________________________________________



		



		Information inclusive of HIV testing, psychiatric notes and/or venereal disease, and/or other sensitive information related to my treatment: Yes ________    No________    (Patient must initial yes or no. This must be completed for this release to be valid.)





		This consent is subject to revocation by the patient named above or the other authorized person signed below at anytime except to the extent that Thundermist and/or Codac have already taken action in reliance on it.



		

If not previously revoked, this consent will terminate upon:  Discharge from Codac Telehealth



		

		

		



		Click here to enter text.		

		Click here to enter text.

		Patient’s Signature (or authorized person)

		

		Relationship to Patient (If person is not the patient)



		

		

		



		Click here to enter text.		

		Click here to enter a date.

		Witness (Thundermist Staff)

		

		Date



		



		The information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR part 2) effective.  The Federal rules prohibit you from making any further disclosure unless expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR, part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.



		



		A patient may revoke this authorization at any time either by written or verbal statement.



		Such revocation will be noted by patient Signature______________________ and Date __________ which will be witnessed by a Thundermist Employee Signature ______________________________

and Date __________.  The revocation will become effective immediately for any release not already made under the terms of the previously signed authorization. If verbally revoked by telephone or other means indicate the Date __________ and Time __________ (AM/PM) notification was received and by Name _____________________________________.
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Consent to Medicate with an Approved Narcotic



ACKNOWLEGEMENT OF RECEIPTS:

I have read this form or have had it read to me   I have received answers to any questions I had about this form and the policies and information it contains.

The following forms are included below: 

CONSENT TO MEDICATE WITH AN APPROVED NARCOTIC

MULTIPLE OPIOID TREATMENT PROGRAM ENROLLMENTS

PATIENT CLEARANCE

PRESCRIPTION POLICY 

Agency: CODAC, Inc.

Medical Director Name:  Susan Hart, MD

I hereby authorize and give voluntary consent to the CODAC and/or any appropriately authorized designees the Medical Director may select to prescribe the drug buprenorphine in the treatment for my dependence on opioids or other drugs.

The procedures to treat my condition have been explained to me, and I understand that it will involve my taking the prescribed buprenorphine as directed by the CODAC medical provider, which will help control my dependence on opioids.

It has been explained to me that buprenorphine is a narcotic drug which can be harmful if taken without medical supervision.  I further understand that buprenorphine is addictive medications and may produce adverse results.  The alternative method of treatment, the possible risks involved, and the possibilities of complications have been explained to me and I still wish to receive buprenorphine due to the risk of my return to opioids.

 I understand that by engaging in the Codac Telehealth treatment program I am consenting to receive a short term medical intervention provided by a CODAC medical provider. Following a treatment evaluation with a CODAC prescriber, I may receive a prescription for buprenorphine if the prescriber determines that this is an appropriate treatment for me. That prescription will be for a brief interim period until I keep a scheduled appointment with a primary care physician (PCP) at Thundermist.

I understand that I may withdraw from this treatment program and discontinue the use of any medication at any time and I shall be afforded detoxification under medical supervision. 

I agree that I shall inform any medical provider who may treat me for any medical problems that I am enrolled in a buprenorphine treatment program since the use of other medications in conjunction with buprenorphine prescribed by the treatment program may cause interactions and/or harm.

I also understand that during the course of treatment, certain conditions may make it necessary to use additional or different procedures than those explained to me.  I understand that these alternate procedures shall be used when in the medical provider’s professional judgment, it is considered advisable.

Information pertaining to Buprenorphine medication prescriptions is not protected by the Federal Confidentiality Rules: 42 CFR Part 2, Confidentiality of Alcohol and Drug Abuse Patient Records. While your medical information is protected, information pertaining to prescriptions filled at commercial pharmacies is not protected by 42 CFR Part 2. Commercial pharmacies in Rhode Island (and many states) are required to submit information about certain medications to a secure database called the Prescription Monitoring Program (PMP) run in Rhode Island by the Department of Health. Suboxone and Subutex are among the medications submitted to the PMP by your pharmacy. The principle purpose of the PMP is that it enables and encourages medical providers to review the selective prescription history of their patients for both safety and coordination of care.  Medical providers and authorized medical CODAC staff who register with the PMP are required to confirm that they are only reviewing the prescription information of their own patients, which enables them to make better-informed decisions regarding medications for your care. Information obtained from this inquiry may result in discussions with you regarding safe and appropriate care.

IF PATIENT IS UNDER 18 YEARS OF AGE

The risks of the use of buprenorphine have been explained to (me/us) and (I/we) understand that buprenorphine is a medication in which long term studies are currently be conducted and that information on its effects in adolescents is incomplete. It has been explained to (me/us) that buprenorphine is being used in the treatment of minors because the risk of return to the use of opioids is great enough to justify the treatment.

(I/we) declare that participation in the Codac Telehealth buprenorphine program is voluntary on the part of the patient and parent(s)/guardian(s)  I understand that buprenorphine treatment may be discontinued at any time at request or that of the patient or guardian.  

FOR FEMALE PATIENTS OF CHILDBEARING AGE:  

If I am or become pregnant, I understand that I must tell my medical provider immediately so that I can receive Subutex (buprenorphine only), appropriate care and referrals.  I understand that there are ways to maximize the healthy course of my pregnancy while I am in opioid pharmacotherapy.  I also understand that buprenorphine is transmitted to the unborn child and will cause physical dependence. I certify that no guarantee or assurance has been made as to the results that may be obtained from buprenorphine treatment.  With full knowledge of the potential benefits and possible risks involved, I consent to buprenorphine treatment, since I realize that I would otherwise continue to be dependent on opioids.



MULTIPLE OPIOID TREATMENT PROGRAM ENROLLMENTS

I acknowledge that I AM NOT CURRENTLY ENROLLED in any other opioid treatment program in Rhode Island or in any other state, meaning I am not receiving methadone, buprenorphine or Vivitrol from another treatment provider. (This does not apply to patients transferring from another treatment program).

I acknowledge that while I am receiving treatment at a CODAC opioid treatment program, I am not, and cannot be, enrolled in a similar program in Rhode Island or in any other state.

PATIENT CLEARANCE

I give CODAC, Inc. my permission to contact all opioid treatment providers to confirm that I am not currently attending any other treatment programs at the time of my first buprenorphine dose with CODAC.

I also give all of the above programs permission to request this information. This release is only for admission purposes, and will become null and void upon receipt of this information.

I further release CODAC and its employees from any liability arising from the release of information to such persons / agencies, provided the said release of information is done substantially with applicable law.

I also understand that I may revoke this consent in writing at any future time and that it will automatically expire one year after it is signed or when patient is discharged from Codac Telehealth. I have read carefully or consent has been read to me, and I understand the above statements and voluntarily consent to disclose the above information and / or medical records to CODAD and/or Thundermist.

PRESCRIPTION POLICY

It is our policy to inform CODAC of prescription and over the counter medications. CODAC considers all medications during treatment, particularly ones that interact with buprenorphine and potentially cause side effects that may compromise treatment or patient safety. You may be asked to sign a release of information for the prescribing provider(s) to coordinate care

Inability to speak with other providers or use the PMP may prohibit our ability to provide care.  I understand that if CODAC cannot access the PMP or contact medical prescriber listed above, CODAC reserves the right to deny treatment or refuse continued treatment. 



________________________________________		________________________________

Patient’s Signature						Date
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