Maryland’s Human Services Agency

REQUEST FOR PROPOSALS (RFP)
REHABILITATIVE CLAIMS SUBMISSION AND PROVIDER REVIEWS
OBF/GMD/13-001-S

Amendment No. 2

May 31,2012

Prospective Offerors:

This amendment is being issued to amend certain information in the above named RFP. All information
contained herein is binding on all Offerors who respond to this RFP. Specific parts of the RFP have been
amended. The changes are listed below. New language has been double underlined and marked in bold (i.e..

v

L.

) and language that has been deleted has been marked with a strikethrough (i.e. werd).

Section 3.5.2.3 Security Requirements for Electronic Submission of Claims:

Amended B. 1 Geimae&ehaﬂekl}m{—A%msmmAlrejeet-Maﬁa&s—sh& DHR

minis ntr er hll:

TABLE OF CONTENTS - Section VI Appendicies
Added Attachment J — Sample Attendance Sheet and Instructions
Added Attachment K — Provider Review Tool

SECTION VI. APPENDICIES
Added Attachment J — Sample Attendance Sheet and Instructions
Added Attachment K — Provider Review Tool

Should you require clarification of the information provided in this Amendment, please contact me via email at
aun .htut mar land. ov or by telephone at (410) 767-7775.

By:
Aung Htut
Procurement Officer
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OBF/GMD 13 001S

Rehabilitation Option Services Attachment K
Review For Federal and State Requirements

Facility Provider ID Review Date:
Client Name: Client MA ID
Facility Type: TFC  /RGH

Client Information

Claim Date From Claim Date To
Admission Date Discharge Date
Initial

Assessment

Date:

Reviewer to verify documentation in support of the requirements listed below is maintained in the
reci ient’s file and is effective for the claimin eriod.

1. Assessment identifying an eligible diagnosis and completed by a LHSP? Y N
Date Completed
Name and credentials of LHSP
Document(s) maintained as evidence of Assessment

Documentation the recipient received the prescribed services Y N
Date Completed
Document(s) maintained as Service Documentation

2. Written, dated & signed Individual Treatment Plan addressing the recipient’s eligible
diagnosis, completed within 30 days of admission & prescribedbya LHSP Y N
Date Completed . New Admission Y N
Name and credentials of LHSP
Document(s) maintained as evidence of ITP

3. Written, dated & signed Treatment Plan U dates assessing the resident’s progress in
response to treatment. Completed at least every 3 months & signed by the case manager
Y N
Date Completed . New Admission Y N
Name and credentials of Staff
Document(s) maintained as evidence of Treatment Plan Updates
( Please note the last 6 Treatment Plan dates) , ’

Form: Rehab Provider Review Tool
Revised 8/10 1 of2



Rehabilitation Option Services OBF/GMD 13-001S
Review For Federal and State Requirements Attachment K

4. Docs the Plan of Care/TSP inelude a statement regarding the elient’s funetioning level?
Y N
5. Does the Plan of Care/TSP include a statement regarding the services necessary to meet the

client’s needs? Y N

0. Does the Plan of Care/TSP identify specifie goals as related to the child’s treatment or
services?
Y N

7. Does the Plan of Care/TSP contain information regarding the amount, duration, and scope
of services/ Y N

oL

. Does the Plan of Care/TSP identify who is responsible for providing the services? Y N

Comments

REVIEWER’S SIGNATURE DATE

Reviewer's Name (please print)

Form: Rehab Provider Review Tool
Revised 8/10 2o0f2



