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INTRODUCTION
Welcome
Welcome to the Beacon Health Options provider network! As a participant in the Beacon Health Options
provider network, you join a progressive program dedicated to providing quality care for Kansas Members.
We thank you for your participation in our provider network, and we look forward to a long and rewarding
relationship as we work together to provide responsive treatment to our Members. This manual was
developed as a supplement to the Participating Provider Handbook located on our Provider site at
kansas.beaconhealthoptions.com to specifically answer questions from Kansas Providers, and to explain
how we assist with the coordination of the delivery of chemical dependency/substance use disorder care to
covered individuals.
The manual begins with a Kansas overview and describes our policies and procedures as they pertain to our
administrative processes and covered services. Your adherence to the guidelines contained in this manual will
assist you in obtaining timely service authorizations and claims reimbursement. Also included is a glossary of
frequently used terms. Required forms are accessible via the Forms section of the Provider site. If you have
any questions or comments about the material in this guide, feel free to contact our National Provider Line at
(800) 397-1630, Monday – Friday, 8 a.m. – 5 p.m. EST.
Purpose
The Kansas Department for Aging and Disability Services (KDADS) selected Beacon Health Options, Inc. to
serve as a Contractor to manage statewide substance use disorder (SUD) services for Members eligible for
Substance Abuse Prevention and Treatment (SAPT) Block Grant-funded substance use disorder services,
Driving Under the Influence (DUI) funded services and Problem Gambling and other Addictions Fund
(PGAF) services.
Background
Substance use disorder services funded by sources such as the SAPT Block Grant, DUI and Problem
Gambling are overseen by the Kansas Department for Aging and Disability Services (KDADS). KDADS,
through its Health Care Policy Division of Addiction and Prevention Services (AAPS) funds a comprehensive
substance use disorder treatment infrastructure, guided by evidence-based practices, data-driven processes,
and outcomes-based planning and evaluation. To facilitate its oversight, AAPS has developed an information
system called the AAPS Integrated Data System. Through this system, AAPS licenses substance use disorder
providers, provides information regarding grants and reviews the medical necessity of services against the
Kansas definition of medical necessity and the requested level of care against ASAM criteria as contained in
the Kansas Client Placement Criteria (KCPC) System. KDADS in partnership with Beacon Health Options,
also pays claims, captures National Outcome Measures as required by Substance Abuse and Mental Health
Services Administration (SAMHSA), and monitors quality of care.
Providers use the AAPS Integrated Data System to create electronic records, request treatment, and bill for
substance use disorder services. Beacon Health Options will continue to use the AAPS Integrated Data
System and integrate the use of Beacon Health Options’ managed care information systems.
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Evolutionary Process
The KDADS vision for the substance use disorder program, which is informed by the system’s stakeholders,
includes:
1. A member and community-centered philosophy;
2. system collaboration with medical, mental health and substance use disorder prevention delivery
systems;
3. system collaboration with other agencies such as child welfare and the criminal justice system;
4. integration of technology and resources;
5. promotion of fiscal responsibility by leverage of resources and diversified funding;
6. availability and accessibility to the continuum of care in every region; and
7. promotion of continuous quality improvement based on data, research and outcomes.
Using value-based purchasing strategies, the State of Kansas will continue to increase access to high quality
substance use disorder treatment coordinated with physical health and mental health services and will
encourage the development of a managed system of care that promotes long-term health and wellness.
Beacon Health Options Engagement Center
The office is located at the following address:
Beacon Health Options Engagement Center
Core First Bank
100 SE 9th Street, 5th Floor
Topeka, KS 66612
This location serves as the hub for our clinical and administrative activities. To streamline operations, Beacon
Health Options delegates operational authority of our senior management staff located in Kansas. The senior
management staff is accountable for ensuring that Beacon Health Options offers its Kansas members a high
quality of efficient, responsive service.
Online Provider Services
Online provider services are designed to give providers reliable, no-cost access to valuable information, tools
and resources designed specifically for Beacon Health Options’ providers. Beacon Health Options providers
have access to the following online services at kansas.beaconhealthoptions.com.
ProviderConnect: This is a useful tool that allows providers to submit and review claims, check eligibility,
update practice profiles, request inpatient and outpatient care online and view correspondence.
ProviderConnect is easy to use, secure and available 24 hours a day, 7 days a week.
Beacon Health Options Web site: Network specific information is accessible from the Beacon Health
Options Kansas website. This web site houses information specifically for Beacon Health Options’ Kansas
based network providers.
Participating Provider Handbook: This comprehensive online handbook offers quick, easy-to-use references
for most provider questions. Sections include; Administration, Clinical Criteria, Treatment Guidelines and an
extensive Glossary of Terms. Beacon Health Options’ providers are encouraged to review the Participating
Provider Handbook to gain a better understanding of Beacon Health Options’ policies and procedures,
services and administrative processes.
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The Beacon Health Options Provider Handbook Supplement answers questions that are specific to the
Beacon Health Options provider network; it does not replace the Beacon Health Options Participating
Provider Handbook.
Achieve Solutions: This website provides comprehensive information and practical recommendations related
to addiction and recovery, mental and behavioral health, medications, life events, and daily living skills. It is
accessible through the Beacon Health Options website and includes a broad range of content, such as
interactive quizzes and online skill building modules. It is an excellent resource for a provider’s professional
reference. beaconhealthoptions.com/providers/beacon/important-tools/achieve-solutions
Forms: Current forms are posted online and may be downloaded. Beacon Health Options providers are
encouraged to download, complete and submit Beacon Health Options’ Change of Address and W-9 forms
in a timely manner to ensure the most up-to-date information is on file.
Compliance: It is the policy of Beacon Health Options to comply with all local, state, and federal laws
governing its operations; to conduct its affairs in keeping with the moral, legal and ethical standards of our
industry; and to support the government's efforts to reduce healthcare fraud and abuse. Providers can access
articles, frequently asked questions, tools, and resources to stay abreast of Beacon Health Options’ policies
and programs.
Education Center: Beacon Health Options offers many educational opportunities for its providers. The
Education Center includes articles on various behavioral health topics. It also includes registration for online,
telephonic and onsite Provider Forums. Provider Forums offer a wealth of information about Beacon Health
Options’ processes, continuing education credits, best practices and presentations by qualified speakers in the
behavioral healthcare industry. There is no cost to attend. The Education Center also offers additional tools
and resources, including, but not limited to, the following:
1. Preventive Health Member Materials including educational articles, screening tools, and tips on
Depression, ADHD, Postpartum Depression, Anxiety and more great information to share with
Members.
2. The CAGE: An online, self-scoring version of the CAGE (Cut down, Annoyed, Guilty, EyeOpener) self-screening questionnaire. The CAGE alcohol screening tool is brief (four questions),
easy to use and helps determine if an individual has a potential issue related to alcohol use.
The CAGE is a validated instrument and an established standard of assessment. It is anonymous
and can be administered in an interview with a member.
View Practice Profile: This option displays the current information Beacon Health Options has on file for all
network providers. Providers may update profile information via ProviderConnect or by submitting a Change
of Address Form.
ELIGIBILITY
SAPT Block Grant and Eligibility
KDADS published the Treatment Funded Members Eligibility Guidelines in September 2011. This
document identifies the following eligibility guidelines: For further information, visit
www.kdads.ks.gov/provider-home/providers/policies-and-regulations.
1. Documented State of Kansas resident;
2. documented legal U.S. resident; and
3. income is determined to be at or below 200% of Federal Poverty Guidelines (FPG).
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Exceptions to the above:
1. Social Detoxification providers are exempt from determining income or residency guidelines; or
2. Social Detoxification is considered to be an “on demand” service for any person needing that
service.
The KDADS Memorandum of Understanding (MOU) with the Kansas Department of Corrections (KDOC)
states that SAPT Block Grant funds are available for substance use disorder treatment of offenders on postrelease status who meet the eligibility guidelines. It also stipulates that offenders who are assessed to be of
high risk for public safety or those identified as sex offenders are ineligible for SAPT funds.
SERVICES
Covered Services
The table below identifies covered services by fund source.
SAPT Funded Services for SAPT-Eligible Members
Level I - Outpatient
 Individual Counseling
 Group Counseling
Level II – Intensive Outpatient Treatment/Partial Hospitalization
 Intensive Outpatient
Level III – Residential/Inpatient Treatment
 3.1 Reintegration
 3.3 Intermediate
 3.2D Social Detoxification
Auxiliary Services
 Assessment/Referral
 Person-Centered Case Management (PCCM)
 Support Services
 Overnight boarding
 Telemedicine
 Peer support
 Crisis intervention
Services not covered
Mental Health Services-these services are typically offered through Community Mental Health Centers or
private providers.
Temporary Assistance of Needy Families (TANF) funded programs-KDADS receives TANF funding to
provide strength based intensive case management (Solutions Case Management) to TANF cash recipients
with Substance Use Disorder issues.
Third Time DUI Care Coordination-KDADS contracts directly with another contractor for this service.
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Medication Assisted Treatment-There are currently nine (9) methadone clinics in Kansas (located in the four
(4) largest urban areas of the state), that provide non-residential services and support the concept of long
term methadone maintenance or other medication assistance to prevent return to opiate abuse. These are not
SAPT funded programs.
Required Elements of Service System Development and Coordination:
In case of a dispute regarding whether a service is medical, mental health or substance use disorder related,
KDADS will serve as the final decision maker.
For youth who are receiving substance use disorder treatment services, some similar services are available
through other funding streams such as the child welfare or juvenile justice systems. Beacon Health Options,
the youth’s case manager(s), the youth’s natural, foster, or adoptive parents as appropriate and legally
allowable, and others involved in providing services to the youth are required to plan jointly for both the
delivery and funding of services appropriate to the needs of the youth. In case of a dispute regarding whether
a service is the appropriate funding responsibility of Beacon Health Options, child welfare or juvenile justice
systems, KDADS will serve as the final arbiter, based on the following:
1. Whether the service is directed towards achieving youth safety and permanency or community
safety, and whether the service is directed towards addressing the youth’s substance use disorder
treatment;
2. considering the list of covered and required services; and
3. considering the service codes that were used as the basis for the development of the original
capitation payment.
Debarment and Suspension
As part of the Code of Federal Regulations (45 C.F.R. Part 76), all governmental entities receiving funding
from the Federal Government must participate in a government wide system for non-procurement
debarment and suspension. A person or entity who is debarred or suspended shall be excluded from Federal
financial and non-financial assistance and benefits under Federal programs and activities. Debarment or
suspension of a participant in a program by one agency shall have government wide effect. The Secretary of
KDADS is authorized to impose debarment. Before any person or entity enters into an agreement, grant or
contract with Beacon Health Options or KDADS, the “Excluded Parties Lists” shall be researched for
potential debarred persons or entities. To obtain this information, please contact KDADS or the System for
Award Management (SAM). The Excluded Parties List System (EPLS) is now maintained by the System for
Award Management (SAM) at www.sam.gov/portal/SAM/#1.
UTILIZATION MANAGEMENT
Overview
The philosophy at Beacon Health Options is to provide a care management system that offers easy and
immediate access to the most appropriate quality substance use disorder services for members. In addition,
Beacon Health Options has adopted a utilization management system that supports providers in delivering
clinically necessary and effective care with minimal administrative barriers. The utilization management
program encompasses management of care from the point of entry through discharge.
Beacon Health Options believes in macro-management of care as much as possible through the use of
objective, standardized, widely-distributed clinical protocols and outlier management programs. Intensive
utilization management is reserved for high-cost, highly restrictive levels of care and cases that represent
clinical complexity and risk.
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Beacon Health Options’ Clinical Case Managers (CCMs) base their review on clear and concise criteria
developed by the American Society of Addiction Medicine PPC-2R and adopted by Beacon Health Options
to guide level of care, treatment and length of stay determinations. CCMs are trained to match the needs of
members to appropriate services, levels of care and community supports. This requires careful consideration
of the intensity and severity of clinical data presented, with the goal of quality treatment in the least restrictive
environment. The clinical integrity of the utilization management program ensures that members who present
for care are appropriately monitored and that comprehensive reviews of all levels of care are provided.
The documentation of the clinical criteria is placed in the Kansas Clinical Placement Criteria Screening
Instrument (KCPC-SI) and forwarded to Beacon Health Options via the “Service Request/Authorization”
Screen in the KCPC and submitted electronically over Citrix. Those cases that appear to be outside of best
practice guidelines are referred for specialized reviews. These may include evaluation for intensive care
management, clinical rounds, Peer Advisor review or more frequent CCM review.
Beacon Health Options has designed a system of care that is based on principles of quality care, and one that
maintains flexibility in meeting the needs of diverse populations, communities and customers. Beacon Health
Options’ system:
1. Provides easy and early access to appropriate treatment;
2. works collaboratively with providers in delivering quality care according to accepted best practice
standards;
3. addresses the needs of special populations, such as children and the elderly;
4. identifies common illnesses or trends of illness;
5. targets high-risk cases for intensive care management; and
6. emphasizes prevention, education and outreach.
Organizational Structure and Staff Accountability
Beacon Health Options places a high value on the selection, training and performance evaluation of clinical
staff performing utilization management services. All staff involved in clinical care management activities are
clinically licensed and otherwise sufficiently qualifies to perform these duties. Beacon Health Options’
physician Peer Advisors (PA) and Medical Directors are experienced, senior level clinicians, many of whom
remain active in private practice. The majority are Board-certified in their specialty areas and are required to
maintain a current knowledge of behavioral health research findings and nationally recognized practice
guidelines.
The clinical care management staff at our call centers is multidisciplinary and able to manage care in all
general psychiatric, psychiatric subspecialty and substance use disorder areas. Beacon Health Options requires
that CCM’s be fully licensed mental health professionals with a minimum of three years’ prior clinical
experience in a mental health/substance use disorder setting providing direct member care. First-level reviews
are generally conducted by nurses (RN or MSN), or masters-level, or doctoral-prepared licensed behavioral
healthcare clinicians. These clinicians complete all types of reviews for higher levels of care and complex
outpatient reviews, including precertification, concurrent review, discharge planning and care management.
All providers are required to comply with the review process.
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Medical Necessity
It is Beacon Health Options’ policy to authorize payment only for services that are medically necessary and
provided for the identification and treatment of a member’s illness. The Kansas Department for Aging and
Disability Services (KDADS) has defined Medical Necessity as a clinical intervention for an otherwise
covered category of service, is not specifically excluded from coverage, and is medically necessary, according
to all of the following criteria:


Authority
The clinical intervention is recommended by the treating clinician and is determined to be necessary
by the Secretary or the Secretary's designee.



Purpose
The clinical intervention has the purpose of treating a medical condition/substance use disorder.



Scope
The clinical intervention provides the most appropriate supply or level of service, considering
potential benefits and harms to the client.



Evidence
The clinical intervention is known to be effective in improving health outcomes. The scientific
evidence for each existing intervention is to be considered first and, to the extent possible, be the
basis for determinations of medical necessity. If no scientific evidence is available, professional
standards of care are to be considered. If professional standards of care do not exist, or are outdated
or contradictory, decisions about existing interventions are to be based on expert opinion. Coverage
of existing interventions shall not be denied solely on the basis that there is an absence of conclusive
scientific evidence. Existing interventions may be deemed to meet this regulation's definition of
medical necessity in the absence of scientific evidence if there is a strong consensus of effectiveness
and benefit expressed through up-to-date and consistent professional standards of care or, in the
absence of those standards, convincing expert opinion.



Value
The clinical intervention is cost-effective for this condition compared to alternative interventions,
including no intervention. The term “Cost-effective'' shall not necessarily be construed to mean
lowest price. An intervention may be clinically indicated and yet not be a covered benefit or meet the
definition of medical necessity. Interventions that do not meet the definition of medical necessity
may be covered at the choice of the Secretary or the Secretary's designee. An intervention is to be
considered cost-effective if the benefits and harms relative to costs represent an economically
efficient use of resources for members with this condition. In the application of this criterion to an
individual case, the characteristics of the individual member is to be determinative. “Medical
necessity in psychiatric situations'' means that there is medical documentation that indicates that the
person could be harmful to himself or herself or others if not under psychiatric treatment or that the
person is disoriented in time, place, or person.

9|Page

Standard Timelines for Determination of Medical Necessity


Acuity of Need
Members with emergency needs shall be referred to services immediately. Members with urgent,
non-emergency needs shall be assessed within twenty-four hours of a request for services. Members
with non-urgent needs shall be assessed within fourteen calendar days of the date the services are
requested.



Urgent
Non-emergency services for members shall be delivered within forty-eight hours of the date/time of
assessment. Treatment services for non-urgent needs shall be delivered within fourteen calendar days
of the date of assessment.



Special Service Needs
Members who are pregnant women, regardless of member status, shall be provided treatment within
seven calendar days of an assessment. Members who are intravenous (IV) drug users shall be
admitted no later than fourteen calendar days after an assessment, or 120 calendar days after the date
of such request if no program has the capacity to admit the individual on the date of such request
and if interim services are made available to the individual not later than forty-eight hours after such
request.



Geographical Standards
Accessibility for members should be within the community norm for urban and rural populations.
The availability of types of substance use disorder programs will vary from area to area, but access
problems may be especially acute in rural areas.

Clinical Criteria
The clinical criteria used by Beacon Health Options to make admission, level of care and continuing
treatment decisions reflect Beacon Health Options’ philosophy and clinical values. These criteria consist of
the Kansas Clinical Placement Criteria which are approved by Beacon Health Options’ Corporate Executive
Medical Management Committee (EMMC) and Clinical Advisory Committees.
Source of Kansas criteria: The American Society of Addiction Medicine standards (ASAM): In order to
correctly apply ASAM criteria, Beacon Health Options has also adopted the ASAM PPC-2 criteria published
by the American Society for Addiction Medicine (ASAM).
Treatment Guidelines
Beacon Health Options utilizes The ASAM Criteria to inform all determinations and recommendations for
courses of treatment. ASAM recognizes client engagement on a continuum of care rather than in distinct
levels of care. CCMs and Peer Advisors work in collaboration with providers to recognize the whole health of
a member, including both physical and behavioral health concerns. While clinical criteria may not be met for a
requested level of care, the provider is still responsible to address all areas of concern identified in the KCPC
screening instrument. This may be by providing direct intervention themselves or making referrals to
appropriate agencies that can assist the member directly.
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Access to Care/Referral Decision
Beacon Health Options’ care management system provides multiple channels of access to care for members.
Ease of access to appropriate care is central to our philosophy and clinical values. A member or provider may
access the care system through any of the following avenues:
1. Twenty-four (24) hour toll-free emergency care/clinical referral line;
2. direct certification of all levels of care through referral by a Beacon Health Options’ CCM;
3. in-person evaluations by network providers with assessment completed in the KCPC Web-based
application; or
4. emergency services through freestanding psychiatric hospitals, medical hospitals with psychiatric
units, emergency rooms or crisis response teams. Prior to initial determination of medical
necessity, the CCM or customer service staff checks the member’s eligibility status and benefit
plan. If eligibility information is not available, in non-urgent/emergent situations the CCM will
send a verification request to Beacon Health Options’ Eligibility department who will create a
member ID and current benefits based on the most recent KCPC.
CCMs will work with members who are in need of urgent/emergent care regardless of eligibility status.
If a member is no longer eligible for benefits, the CCM will refer the member to appropriate community
supports and programs, such as local or state-funded agencies or facilities, sliding scale discounts for
continuation in outpatient therapy, or explore benefit exchanges with the insurer/payer. This coordination is
intended to appropriately transition the member to other care and guard against patient abandonment.
If a call is received from a member requesting care, the CCM conducts a brief screening to assess whether
there is a need for urgent or emergent care. Wherever possible, potential SAPT funded members will be
referred to a RADAC, to complete a KCPC screening and eligibility verification. Beacon Health Options’
staff makes referrals to appropriate network providers, taking into account member preferences such as
geographic location, hours of service, cultural or language requirements, ethnicity, type of degree the provider
holds and gender.
Review of Inpatient or Higher Levels of Care
All inpatient and alternative level of care programs (this does not include outpatient therapy rendered in a
provider’s office or outpatient therapy in a clinic or hospital setting) will be subject to the review
requirements described in this section. Prior to beginning treatment, the provider must contact Beacon
Health Options:
1.
2.
3.
4.

For notification;
to confirm benefits and eligibility;
to provide clinical information regarding the member’s condition and proposed treatment; and
for authorizations or certifications.

CCMs/Referral Line Clinicians are available 7 days a week, 24 hours a day, 365 days a year to provide
assessment and referral and conduct certification reviews. Except for in cases where the service is classified as
“On-Demand”, precertification is the preferred type of review for higher levels of care; however, providers
are expected to ensure the safety of members and may request certification of emergency care within 24
hours of an admission to an inpatient unit. Precertification review is conducted with the requesting provider
or his/her delegate, and decisions are based on ASAM clinical criteria for the specified level of care. If a
course of treatment is determined to be medically necessary, the certification will be for a specific period of
time and level of care commensurate with the member’s clinical condition.
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If prior to the end of the initial or any subsequent certification, the provider proposes to continue treatment,
he or she must submit a continued stay review in the KCPC system via Citrix to Beacon Health Options for a
review and recertification of medical necessity. It is important that this review process be completed more
than 24 hours prior to the end of the current certification period.
The CCM conducts the continued stay review (CSR) with a focus on continued severity of symptoms,
appropriateness and intensity of treatment plan, member progress and discharge planning. This is
accomplished by reviewing the CSR summary in the KCPC and when indicated, in discussions with the
provider or appropriate facility staff. The clinical information is documented and certified according to
ASAM clinical criteria in the KCPC. Cases not meeting clinical criteria require Peer Advisor (PA) intervention
via the peer review process. Any questionable or absent treatment plans, discharge plans or questions related
to the quality and appropriateness of care being delivered are also referred to a Peer Advisor for review.
Clinical Review Process
Our partnership with providers is dependent upon a cooperative effort to review care prospectively.
Providers must notify Beacon Health Options through the KCPC or by phone for Inpatient Services prior to
admitting a member to any level of care with the exception of “On Demand Services” such as services to
pregnant women or women with children and for social detoxification. Criteria for admission to “On
Demand” Services will be established after admission through the submission of the KCPC to Beacon Health
Options for review. In all cases, providers are encouraged to contact Beacon Health Options by KCPC,
through Provider Connect, or by phone prior to initiating any treatment to verify member eligibility and
preauthorization requirements. When a request for services is received, once it is established that the member
is eligible for SAPT benefits, the CCM gathers the required clinical information, references the appropriate
criteria set, and determines whether the requested care meets medical necessity criteria. The CCM may certify
levels of care and treatment services that are specified as available under the specific benefit plan (e.g.,
residential, partial hospitalization, intensive outpatient, or outpatient).
Care is certified for a specific number of services/days for a specific time period. CCM’s have some flexibility
in the certification limit, based on an individual member’s clinical needs and provider characteristics.
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Kansas Authorization Timeframes: Utilization Management Guidelines
Authorization Method
Unit Initial Authorization Timeframe
Review of KCPC
Day 3-5 days (This is an on demand service
followed by Telephonic
with the request submitted to Beacon with
Review or via Transfer
a minimum the first 3 dimensions of the
of Level in KCPC
KCPC completed)
Level III.3/III.5
Review of KCPC
Day 7-14 days with CSR based on Medical
followed by Telephonic
Necessity up to 14 days
Review or via Transfer
of Level in KCPC
Level III.1
Review of KCPC
Day 30 days with CSR based on Medical
followed by Telephonic
Necessity up to 30 days
Review or via Transfer
of Level in KCPC
Level II.1
Review of KCPC
Day Adults & Adolescents- 45 days authorized
for a 12 week period to accommodate
delayed start
Level I
Review of KCPC
Unit Between 40 to 60 hours of treatment,
depending on severity, over 6 months to
accommodate delayed start
Person Centered Case
KCPC Assessment
Unit Up to 80 units for a service period equal to
Management*
primary treatment. Can be billed under
SAPT for Medicaid beneficiary
Overnight Boarding rate
KCPC Assessment
Day One day for each day in level 3 treatment
for each child when child
services when the child is present with
is present with Mother
mother. Can be billed under SAPT for
who is in level III services*
Medicaid beneficiary.
Support Services*
KCPC Assessment
Unit Up to 80 units for a service period equal to
primary treatment. Includes both
transportation and translation services.
Can be billed under SAPT for Medicaid
beneficiary. Not available under DUI
funding
Peer Support Services*
KCPC Assessment
Unit Up to 80 units for a service period equal to
primary treatment. Can be requested as
group or individual or both
Assessment
KCPC Assessment
Unit Up to 1 unit. Provider needs to verify
there is not a valid open KCPC file prior
to creating a new one
Service
Level III.2-D

If you are requesting any of these services in addition to a main modality of care (i.e. Reintegration, Outpatient etc.) the service
periods must match and therefore the units authorized may be adjusted to accommodate the primary modality of care.
As indicated above, Beacon Health Options’ policy is to prospectively review and approve all requests for
services. We recognize that under some circumstances providers may deliver care before requesting a review
by Beacon Health Options. When a provider requests a review for services that have already been delivered
(retrospective review), Beacon Health Options will first determine whether such a retrospective review (e.g.,
emergency admission, members’ failure to indicate appropriate benefit coverage) is necessary and appropriate,
and if so, may request needed medical records from the provider.
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In cases where a retrospective review request is not justified, services may be reviewed and administratively
denied. Administrative exceptions to this policy may be made for extenuating circumstances, determined on a
case-by-case basis, or based on contractual requirements. If the admission meets the criteria for emergency
admission, a medical necessity determination can be obtained retroactively within 24 hours of the admission.
Review Format
The medical necessity determination process is driven by the ASAM criteria contained in the KCPC system.
The provider must submit the KCPC evaluation and service request to Beacon Health Options for the initial
authorization and for all Continued Stay reviews. Upon receipt of the KCPC, a Beacon Health Options Care
Manager will review the assessor’s submitted KCPC and any associated releases for medical necessity. When
necessary the care manager will complete a telephonic review based on the KCPC information and summary
submitted to Beacon Health Options. It is the responsibility of the provider to be available for this telephonic
review. Beacon Health Options must render a determination within a predetermined period of time. If the
provider is unavailable to provide additional information or clarification during a telephonic review, Beacon
will make a determination based on the information available.
Transfer from level, Open Continued stay reviews, Continued stay reviews, and Initial Assessments will all be
managed by Beacon Health Options with appropriate file transfers completed based on the submission
through the KCPC and with all necessary releases of information. To ensure safety through adequate
discharge planning for members, no member who has been receiving substance use disorder services in a
twenty-four-hour treatment setting should be discharged from that setting until a discharge plan has been
developed that provides appropriate follow-up care and treatment which is available and accessible to that
member. A safe and appropriate living arrangement shall be an integral part of that discharge plan. Discharge
planning should begin at the point of admission to a twenty-four-hour treatment setting, and the provider
shall identify, as early as possible, the need for involvement of the court or other agencies. It is the
responsibility of the provider to coordinate this follow up care with all subsequent treatment providers. The
last treating provider remains responsible to coordinate this care until the member has engaged with another
provider. This includes situations where the member has left treatment services against staff advise and then
contacts the provider for follow up care.
AUTHORIZATIONS
Requesting Authorizations
Beacon Health Options providers are to submit authorizations using the Kansas Client Placement Criteria
(KCPC) system which is based on the medical necessity criteria identified by American Society of Addiction
Medicine (ASAM). KCPC refers to the standardized, computer-based assessment tool which gathers
biopsychosocial information for a member utilizing criteria established by ASAM for determining the level of
treatment a member needs. Beacon Health Options staff reviews an authorization submitted via the KCPC
and makes a medical necessity decision and returns an approval or denial.
Providers will continue to submit the minimum data set on the KCPC (as designated by the blue diamonds)
on all members for the purpose of collecting data maintained on the KDADS information system.
This minimum data set does not include member identifying information and provides critical information
for state planning and advocacy.
Note: Authorization of services is not a guarantee of payment. Payment depends on a number of factors
including member eligibility and provider contract status.
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Precertification
Precertification is required for all services; however, Beacon Health Options shall permit members to selfrefer (i.e. access services without prior authorization) under the following circumstances for Covered Services:
Members shall be able to access all outpatient services without a referral up to a pre specified initial
authorization limit when the KCPC is completed and submitted by the provider. In addition, social
detoxification services, and any service for any woman who is pregnant or has dependent children, can be
accessed without a referral up to a pre-specified initial authorization service limit when the KCPC is
completed and submitted by the provider. For services above that limit, members shall obtain prior
authorization.
Clinical Department Hours of Operation
Licensed clinicians are available 24-hours a day, 7 days a week, 365 days a year including nights, weekends,
and holidays. It is imperative that in the event of emergent care, providers contact Beacon Health Options as
soon as possible, but no later than 24-hours after the emergent contact/session/admission.
Authorization Process
Providers are encouraged to start with the Beacon Health Options system “Provider Connect” to verify a
member’s enrollment and eligibility.
The member look-up screen requires the following elements:
“Unique ID+ (last 4 digits of the social security number)”






Member ID
Last Name
First Name
Date of Birth
As of Date

Once the member’s eligibility has been established, the provider or RADAC should proceed with the
assessment or CSR to request the needed service. If the member search shows the member is enrolled but
not eligible, then the provider should call the Beacon Health Options Access line for further information on
accessing service authorization. This step is created to eliminate the risk of duplicate KCPC assessments
when a member has an open file at another provider location.
KCPC Assessment and Request for Services
There must be a completed assessment in place to request services. If an assessment has been completed by
another agency or RADAC then the file can be obtained from Beacon Health Options with the submission
of a member signed release of information sent to Beacon Health Options. Only a member can sign the
release of information. This process for release of information applies for Transfers from Level (TFL), and
Open Continued Stay Reviews (OCSR). The assessment must cover all six dimensions of the KCPC and the
criteria summary page. The KCPC help section is an excellent guide for assistance on completing the KCPC.
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Requesting Services
When requesting authorization for services you must first have a completed assessment which allows access
to the service request/authorization screen in the KCPC. In the summary notes section of the KCPC request
for services, you should enter any and all information you believe was not captured elsewhere in the KCPC.
Additionally, you should indicate if this request is for another provider or a transfer from level. From the
Request for Services / Authorization screen complete the following steps:
1. Choose the modality.
2. Enter the Service Period Start Date.
3. The Service Period Start Date must be on or after the screening date, except for Social Detox
(which can be up to 48 hours prior to the screening date).
4. The Service Period End Date and Continued Stay Review Date will be defaulted based on the
level of care. The Continued stay review date may be changed if necessary.
5. A primary counselor may be chosen from the Primary Counselor drop down list. If the desired
counselors name is not in the list, you will need to close the service request form, add the
counselor in the Primary Counselor Screen, then go back into the service request. The primary
counselor chosen may be used when billing modalities in the Treatment Billing System.
6. Providers should enter the number of units requested (Beacon Health Options will authorize).
Non-funded member service requests are automatically authorized.
7. Only Providers can access the provider notes section, and only Beacon Health Options can
access the Beacon Health Options notes section.
8. Click Save to save the entry.
9. If the member is going to be in more than one type of care at the same time, they should be
added here. Click the Add button to get a fresh screen, and click Save when done.
10. A funded member service request can be edited until it is authorized by Beacon Health Options.
The screen will be locked after authorization.
11. If a mistake is made, Beacon Health Options may make changes after authorization.
12. When all services for the service period have been completed, choose Return. The file will be
"Marked to Send" automatically.
Beacon Health Options will review the service request when submitted and based on the criteria make a
determination or notify the provider if the services cannot be authorized. The provider will be notified
through the KCPC and will be able to track the information on the authorization in Provider Connect.

16 | P a g e

KCPC movement of member files between funded treatment providers including discharge/transfer from
level and continued stay reviews.
There is a difference between a discharge from a provider location and a discharge from the KCPC system. A
provider can discharge a member from their agency and leave the KCPC open so that the member can access
treatment services at another provider in Kansas. This is not called a discharge in the KCPC system,
regardless of whether you consider the member discharged from your facility. To leave the KCPC treatment
episode open and active for referral to a different provider there are two options:
1. Transfer from Level to New Provider (TFL to NP) This is only to be used if you are referring
the member to a different substance use disorder provider at a DIFFERENT Level of Care (i.e.
moving from Level 1 at the current provider to L2.1, L3.3, L3.1 or L3.2D at a new provider); or
2. Continued Stay Review to New Provider (Often called an Open CSR to NP or OCSR to NP).
This is to be used only if you are referring the member to a different substance use disorder
provider at the SAME Level of Care (i.e. Level 1 to Level 1).
These options are not interchangeable. The TFL is to be used only when the Level of Treatment
is being changed while the OCSR is to be used only when the Level of Treatment is remaining
the same.
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You can leave an OCSR to NP open in the KCPC system if you are recommending that the member access
substance use disorder treatment on his/her own or with the help of a case worker or care manager after they
reach their next residential placement. This does not mean community self-help groups like AA, NA etc.; it is
only used if you are recommending treatment at a licensed treatment provider.
If a provider knows where the member is going after they leave that agency, their counselor needs to facilitate
coordination of care and referral between their agency and the next. The information regarding who the next
provider will be needs to be included in the treatment recommendations on the TFL to NP or the OCSR to
NP. When this is received on the Beacon Health Options worklist in the KCPC system, it will be reviewed
and will be approved or denied based on the clinical evidence presented.
When it is approved, Beacon Health Options will send approval to the next treatment provider per your
documentation. Once the TFL or the OCSR are approved by Beacon Health Options, the episode will
become inactive in the transferring provider’s local system. If it is denied, the transferring provider will be
asked in the return documentation to enter the corrected activity that is necessary to move the file. If a
member episode is left open in the centralized statewide database through the use of an OCSR to NP or a
TFL to NP and the member does not access further treatment, the episode file will be automatically
discharged after a set amount of time.
Medical Necessity and Adverse Determinations
If the clinical information does not meet medical necessity for services then, upon review by a physician, the
care will not be certified and the provider will be notified through the KCPC and by mail that the requested
services will not be reimbursed. The member will also receive a letter informing them that the requested
services were not authorized to be covered under the requested funding source. Following a denial, the
member may request an appeal directly or through their provider, acting as an agent for the member.
For the guide on seeking an appeal of a service denial, please see the section titled Member Rights and
Protections on page 24. This will provide the complete description of the Appeal Policy and Procedure. It is
important to note that a denial from Beacon Health Options is a determination whether or not the requested
services will be covered or not under the requested funding stream. Beacon Health Options does not dictate
the admission criteria for providers. Further, should medical necessity for continued services not be met, the
provider has an obligation to either provide additional services under another funding stream or coordinate
the implementation of the member’s discharge plan. A denial should never result in an immediate discharge
without referral or coordination, this would be considered client dumping. As such, this type of action would
be a violation of both contract and licensing standards.
CLAIMS
Note: There is a separate instruction manual for billing information.
When submitting Block Grant Reimbursement Requests please follow the same procedures that should be
used when submitting regular Fee for Service Claims. Please note that unless identified specifically, the terms
“Claims” and “Block Grant Reimbursement” are used interchangeably. A clean claim is a UB-04 or CMS1500, submitted by a provider for medical care or health care services rendered to a covered Member which
accurately contains information including, but not limited to:
1.
2.
3.
4.
5.

Member’s name and date of birth; and
covered Member’s identification number; and
date(s) and place of service or purchase; and
services and supplies provided; and
ICD-10 code; and
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6.
7.
8.
9.
10.
11.
12.
13.

CPT-4 code (CMS 1500 form); and
revenue Code for UB-04 (CMS1450) form (primarily for hospital-based services); and
provider’s name, address and tax identification number; and
provider’s National Provider Identifier (NPI); and
Taxonomy Code (on claims submitted electronically); and
provider’s license number; and
provider’s charges; and
other information or attachments that may be mutually agreed upon by the parties in writing.

In addition, the claims must be free from defect or impropriety (including lack of required substantiating
documentation) or circumstance requiring special treatment that prevents timely payment. If additional
information is required, the provider agrees to cooperate by providing any information reasonably requested
for the purpose of consideration and in obtaining necessary information relating to coordination of benefits,
subrogation, and verification of coverage and health status.
All billings by the provider will be considered final unless adjustments or an appeal request is received by
Beacon Health Options within 60 calendar days from the date indicated on the Explanation of Benefits form
sent by Beacon Health Options on behalf of payer. Reimbursement is based upon certification for services
covered under the Member’s benefit plan and the Member’s eligibility at the time of service.
Timely and accurate processing of claims is important to Beacon Health Options. Following the instructions
below will facilitate efficient processing of your claim within acceptable timeframes.
1. Clean claims must be submitted on one of the two national industry standard billing forms.
NPI – National Provider Identifier – is the single provider identifier, replacing the different
provider identifiers currently used for each health plan with which you do business. This
identifier, which implements a requirement of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), must be used by most HIPAA covered entities, which
are health plans, health care clearinghouses, and health care providers that conduct electronic
business for which the Secretary had adopted a standard (i.e. standard transactions).
2. Center for Medicare and Medicaid Services/CMS-1500 (formally known as HCFA- 1500); or
Uniform Billing Form/UB04 (CMS-1450) or HCFA-1450.
3. Completed claims forms may be mailed to:
Beacon Health Options
P. O. Box 1850
Hicksville, NY 11802-1850
ATTN: KS Claims
4. Time Limit for Filing Claims and Block Grant Reimbursement Requests
A. Block Grants – Initial claims/requests for block grant reimbursement must be submitted
by the tenth (10th) calendar day of the month following the date of service to be
considered for reimbursement. Initial block grant requests submitted beyond the tenth
(10th) calendar day of the month following the date of services may be zero
paid/initially denied (for timely filing) on the Beacon Health Options provider summary
voucher (Explanation of Benefits, EOB).
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B. Claims Involving Third Party Liability (TPL) must be submitted within ninety (90) days
of the date of the other carrier’s Explanation of Benefits (EOB), or notification of
payment / denial. Initial claims involving TPL that are submitted beyond ninety (90)
days from the date of service may be zero paid/initially denied (for timely filing) on the
Beacon Health Options provider summary voucher.
5. Incomplete Claims or Block Grant Reimbursement Requests
A. Claims may be “zero-paid/initially denied” by Beacon Health Options in the case of
incorrect or incomplete required data elements.
B. Beacon Health Options may notify the provider, via the provider summary voucher
(EOB), of those data elements requiring completion or correction. The required data
elements and other claim submission requirements are outlined below.
6. A separate claim form must be submitted for each rendering provider of service.
7. In order to submit claims for Block Grant reimbursement, the provider must have a specific
contract with Beacon Health Options for the Block Grant services.
8. The service location must be submitted on all claims. Beacon Health Options will use this
address information in conjunction with the NPI to select the appropriate provider record for
processing the claim on our system.
9. Itemized bills are required. All pertinent information is necessary to process a claim promptly
and accurately. Please make sure to include the following elements when submitting a claim:
A. Dates of service should be listed individually on CMS-1500 claim forms (NO DATE
SPANS).
B. Valid ICD-10 diagnosis codes (NOTE: ICD-10 diagnosis codes are required for
electronically submitted claims).
C. Rendering provider and provider billing information, including tax identification number
entered in appropriate areas of UB04 and CMS 1500 forms.
D. Appropriate and valid place of service codes with correlating appropriate and valid CPT
codes (and Revenue codes, when billing on a UB04 (CMS-1450).
E. Accurate Member information including Member identification number, Member name
and Date of Birth. Please do not use nicknames.
10. Authorization and claim must match: The services billed must correspond to the care that was
authorized. In order for payment to occur, the procedure/revenue code and dates of service
must match those authorized.
11. Claims Payment - For paper claims received the use of scanning by means of Optical Character
Recognition (OCR) technology allows for a more automated process of capturing information.
This technology enables Beacon Health Options to shorten turnaround time and improve
quality. The following elements are required to take advantage of this automated process.
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If you do not follow the guidelines, your claim will still be processed, however, it will require
manual intervention and may take longer to process.
A.
B.
C.
D.
E.
F.
G.
H.
I.
J.

Use machine print; and
use original red claim forms; and
use black ink; and
print claim data within the defined boxes on the claim form; and
use all capital letters; and
use a laser printer for best results; and
use white out or correction tape for corrections; and
submit any notes on 8 1/2” x 11” paper; and
use an eight-digit date format (e.g., 10212006); and
use a fixed width font (Courier, for example).

Claims and Block Grant Submission Policy
1. Beacon Health Options will process claims for dates of service on or after July 1, 2007.
2. If claims are not being submitted electronically, original paper claims for covered services must
be submitted directly to:
Beacon Health Options
P. O. Box 1850
Hicksville, NY 11802-1850
ATTN: KS Claims
Note: Copies of claims and faxed claims will not be accepted as an initial claim.
3. Detailed instructions on required data elements for completing the claim forms are outlined
below.
4. Beacon Health Options accepts claims submitted electronically; please see below.
5. Please refer to your provider agreement for the covered services that you have been contracted
for, and the definition of services included in the reimbursement rates.
6. Block Grant claims should be submitted with the Member ID Number issued in the KCPC.
7. Claims must be submitted with valid and complete ICD10 diagnosis codes. Claims submitted
with any other diagnosis code may be zero paid/initially denied on the Beacon Health Options
provider summary voucher (EOB).
8. Before any payments can be made to any provider or facility, the minimum of a completed W9
Form must be on file with Beacon Health Options.
Electronic Media Claim Submission (EDI and Single Claim Submission)
The Single Claim Submission feature is a web-based method of submitting one (CMS-1500) claim at a time to
Beacon Health Options. This method of submitting claims is recommended for a small provider office that
would submit no more than 20 claims at a time. If you need assistance in obtaining the Beacon Health
Options Payer ID for your Clearinghouse please call (888) 247-9311.
EDI Claims Link for Windows is an electronic claim submission process developed by Beacon Health
Options and is free to providers who wish to submit electronic claims to Beacon Health Options. Beacon
Health Options will accept the following HIPAA compliant claim files:
1. Files programmed by the Provider’s IT Department; or
2. files submitted using Beacon Health Options’ EDI Claims Link for Windows software; or
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3. claims submitted using Beacon Health Options’ Single Claim Submission process.
Note: Please see the Beacon Health Options Provider Guide to using Single Claim Submission, available
on the www.beaconhealthoptions.com website, under “Providers”
The following information is required from the provider prior to submitting claims electronically:
1. Completed Account Request Form; and
2. Intermediary Authorization Form (if using a billing agent or clearinghouse); and
3. files must be HIPAA compliant (if using EDI Claims Link for Windows software, this software
is HIPAA compliant); and
4. must submit a test file to verify accurate information is included in the file.
MEMBER RIGHTS AND PROTECTION
Members are Not Held Liable
Members are not to be held liable for the following situations:
1. Non-payment/Beacon Health Options shall provide that its Members are not held liable for the
covered services provided to the Member, for which the Contracting Agencies does not pay
Beacon Health Options.
2. Non-payment to provider/ Beacon Health Options shall provide that its Members are not held
liable for the covered services provided to the Members, for which the Contracting Agencies or
Beacon Health Options does not pay the provider that furnishes the services under a contractual,
referral, or other arrangement.
3. Beacon Health Options shall provide that its Members are not held liable for payments,
including Beacon Health Options’ debts, in the event of Beacon Health Options insolvency.
4. For payments for covered services furnished under a contractual, referral, or other arrangement,
to the extent that those payments are in excess of the amount the Member would owe if Beacon
Health Options provided the service directly (i.e. no balance billing by providers.)
5. Obtaining a second opinion from an AAPS certified professional within the network or outside
of the network.
Grievance and Appeals System Requirements
Beacon Health Options has established a grievance system including written policies and procedures that
meet the following requirements:
1. Provides members reasonable assistance in completing forms and other procedural steps, not
limited to providing interpreter services and toll-free numbers with TTY/TDD and interpreter
capability.
2. Acknowledges receipt of each grievance and appeal.
3. Ensures that decision makers on grievances and appeals were not involved in previous levels of
review or decision-making and are health care professionals with clinical expertise in treating the
Member’s condition or disease if any of the following apply:
A. an appeal of a denial based on lack of medical necessity;
B. a grievance regarding denial of expedited resolution of an appeal; or
C. any grievance or appeal involving clinical issues.
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4. Provides the following grievance, appeal, and fair hearing procedures and timeframes to all
providers and subcontractors at the time they enter into a subcontract:
A. The Member’s right to a State Fair Hearing, how to obtain a hearing, and right to
representation at a hearing; and
B. The Member’s right to file grievances and appeals and their requirements and
timeframes for filing; and
C. The availability of assistance in filing; and
D. The toll-free numbers to file oral grievances and appeals; and
E. The Member’s right to request continuation of benefits (as defined in 42 C.F.R. §
438.420(b)(1)) during an appeal or State Fair Hearing; if Beacon Health Options Action
in a State Fair Hearing is upheld, the Member may be liable for the cost of any
continued benefits; and
F. Any State-determined provider appeal rights to challenge the failure of the organization
to cover a service; and
G. The Member’s right to designate in writing a representative to file a grievance on his/her
behalf. A provider acting on behalf of the Member and with the Member’s written
consent may file a grievance; and
H. The Member’s right to request an expedited appeal without fear of retaliation.
Procedure
1. Receipt of Grievance
A. The Grievance Coordinator receives the grievance orally or in writing. Upon receipt of
the grievance and verification that the grievance was filed timely, the issue is entered into
the Beacon Health Options database. Beacon Health Options makes available
reasonable assistance for the member with completing forms and taking other
procedural steps. This includes, but is not limited to, providing interpreter services and
toll-free numbers that have adequate TTY/TTD and interpreter capability.
B. The Grievance Coordinator logs the grievance in the database documenting the date
received, name of the grievant and nature of the grievance.
The Grievance Coordinator acknowledges all written or verbal grievances with an
acknowledgement letter within five (5) business days of receipt. The acknowledgement
letter includes the Beacon Health Options address and phone number and the expected
date of resolution.
C. The Grievance Coordinator works toward resolution with other Beacon Health Options
staff as necessary, such as:
I.
II.
III.
IV.

Provider Relations
Claims Department
Clinical Operations
Regional Offices

D. If a potential Quality of Care issue is identified, the case is forwarded to the Director of
Quality Management, or designee, for oversight and investigation.
E. If a resolution cannot be completed within 14 calendar days, the grievant is contacted
either telephonically or in writing prior to the 14th day and is advised of the status of the
grievance.
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I.

II.

The resolution timeframe may be extended up to 14 calendar days if the
member requests the extension or if Beacon Health Options demonstrates that
there is need for additional information and the extension is in the member’s
interest.
For any extension not requested by the member, Beacon Health Options shall
give the member written notice of the reason for the extension within 2
working days of the decision to extend the timeframe.

F. The written resolution response to the member contains all required information
including but not limited to:
I.
II.
III.

All information considered in the investigation of the grievance;
Findings and conclusions based on the investigation; and
The disposition of the grievance.

G. The Grievance Coordinator updates the grievance database to include the resolution
date of the grievance and the disposition.
2. Reporting, Tracking, and Trending
A. The Director of Quality Management, or designee, is responsible for ensuring the timely
resolution of grievances through regular review of the tracking database.
B. Grievances are tracked according to the following categories:
I.
II.
III.
IV.
V.
VI.
VII.
VIII.

Access to Care/Services
Clinical Issues
Care Disruption Issues/Terminations of Care
Claims/Invoice Issues
Formulary Issues
Quality Issues
Utilization Review Issues
Other categories as needed

C. The Director of Quality Management, or designee, reviews all grievances on a monthly
basis to identify patterns.
I.
II.

Action plans are developed as issues are identified; and
Patterns of poor quality are forwarded to the Beacon Health Options Clinical
Quality Compliance Committee as necessary.

D. The Grievance Coordinator provides the Beacon Health Options Clinical Quality
Compliance Committee with monthly summary reports for review and
recommendation.
E. The Director of Quality Management submits grievance reports to the KDADS, as
required by contract.
3. All documentation related to the grievance is maintained through the grievance file in accordance
with confidentiality requirements.
A. Beacon Health Options documents the following information, (but not limited to):
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I.
II.
III.
IV.
V.
VI.
VII.

Date of filing of grievance; and
Name, identifier, and nature of the grievance; and
Date of the acknowledgment letter; and
Dates of decision to extend the timeframe as well as KDADS approval and
member notification; and
The determination made including the date of the resolution, the title(s) of the
personnel and credentials of any clinical personnel who participated in each
determination; and
Date the resolution letter is mailed to the grievant; and
All correspondence between Beacon Health Options and the grievant, including
notices of final resolution and all other pertinent information.

B. The grievance file is released to the member (or their representative) upon request as
permitted by federal and state confidentiality laws and regulations.
Appeal Policy
Members or their designated representatives have the right to initiate the appeal of any adverse medical
necessity determination up to 30 thirty calendar days from the date on the Notice of Action letter. A provider
or facility, acting on behalf of the member, as confirmed in writing, may file an appeal of any adverse medical
necessity determination. Appeal requests can be made orally or in writing; however, an oral request to appeal
shall be followed up by a written, signed appeal.
As part of the appeals process, a member, designated representative, provider, or facility rendering service
can submit written comments, documents, records, and other information relating to the case. Beacon Health
Options takes all such submitted information into account in considering the appeal regardless of whether
such information was submitted or considered in the initial consideration of the case.
Appeal considerations are conducted by health professionals (Peer Advisors) who:
1.
2.
3.
4.

Are clinical peers;
hold a current active, unrestricted license to practice medicine or a health profession;
if medical doctors, are board-certified;
are in the same profession and in a similar specialty as typically manages the medical condition,
procedure, or treatment as mutually deemed appropriate; and
5. are neither the individual who made the original non-certification, nor the subordinate of such
individual.
Members may file a State Fair Hearing at any stage of the appeal process up to 30 calendar days from the
Notice of Action. Kansas does not require Members to exhaust the Beacon Health Options appeal process
before Members may requests a State Fair Hearing. Appeal records are maintained for at least ten years.
Appeal Definitions
1. Standard Appeal - The first review of a medical necessity adverse determination conducted at the
request of a member, designated representative, or the Provider of Record by a Beacon Health
Options’ Peer Advisor (PA) who is neither the individual who made the original noncertification decision nor the subordinate of such an individual for the purpose of determining
medical necessity for authorization.
2. Initiation of Appeal Process – A valid appeal is initiated when:
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A. The member, provider, facility rendering service, or the member’s designated
representative has requested the appeal with written confirmation, if not a request for
expedited appeal;
B. The request includes at least the member’s name or identification number and the dates
of service for which a denial of services or claims payment for services is the subject of
the appeal request; and
C. The request is received within 30 calendar days of the date on the Notice of Action.
3. Clinical Peer - A physician or other health professional who holds an unrestricted license and is
in the same or similar specialty as typically manages the medical condition, procedures, or
treatment under review. Generally, as a peer in a similar specialty, the individual must be in the
same profession, i.e., the same licensure category as the ordering provider.
4. Expedited Appeal - An expedited appeal is a request to review a decision concerning admission,
continued stay, or other behavioral healthcare services for a member who has received urgent
services but has not been discharged from a facility, or when a delay in decision making might
seriously jeopardize a Member’s life, health, or ability to attain, maintain, or regain maximum
function.
5. Provider of Record – The physician or other health care provider that has primary responsibility
for the care, treatment, and services rendered to the member or the health care facility where
treatment is requested on an inpatient or outpatient basis.
6. Retrospective Appeal - A review of relevant medical record documentation by a Beacon Health
Options’ Peer Advisor who is neither the individual who made the original non-certification
decision, nor the subordinate of such an individual, after a member has been discharged from the
level of care or service under review.
Appeal Procedure
Initiation of Appeal Process
1. Providers and members are informed verbally and in writing about their rights of appeal and the
appeal process, both standard and expedited, after an adverse determination is made.
2. Providers, facilities, members or designated representatives may request a clinical appeal either
verbally or in writing up to 30 calendar days after receipt of notification of a clinical noncertification. Oral requests to appeal shall be followed by a written, signed appeal. An appeal by
the Provider on behalf of the Member must be confirmed in writing by Member.
3. When Beacon Health Options receives a timely appeal request, the appropriate staff person
verifies the type of appeal requested by referencing the clinical record and opens an appeal
record, which is maintained either in electronic or paper-based format. The appeal record
includes at a minimum:
A.
B.
C.
D.

The name of the requestor;
Date of request;
Names of member, provider and facility rendering services;
Copies of all correspondence between the member, provider, or facility rendering
service and Beacon Health Options regarding the appeal;
E. Dates of appeal reviews, documentation of actions taken, and final resolution; and
F. Minutes or transcripts of appeal proceedings (if any).
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4. Within five working days of receipt of the appeal, the date of appeal request is acknowledged in
writing, and the requestor is informed of what information, if any, is required to conduct the
appeal, and timeframes for submission. In addition, the requestor is informed that the member,
provider, or facility rendering service can submit any written comments, documents, records and
other information relating to the case. Before and during the appeal process, the Member and/or
the Member’s representative may request to review the Member’s case file, including clinical
records, and any other documents. Beacon Health Options shall also provide a reasonable
opportunity for allegations of fact or law to be presented in person as well as in writing.
5. When a request for an appeal of adverse determination is received orally, a one-page appeal form
is sent to the appealing party at the time receipt of the appeal is acknowledged.
6. When an appeal is requested, but requested information is not received within the decision
timeframe, the appeal is conducted based on whatever information is available and a decision is
rendered within appropriate timeframes.
7. When the appeal process has been initiated within time standards, the Medical Director or
designee assigns the case to an appropriate Peer Advisor, or to the appropriate external review
body as indicated, to conduct the review based on the type of appeal.
Standard Appeal
1. Upon being assigned a case for appeal review, a Beacon Health Options Peer Advisor undertakes
a full investigation of the substance of the appeal, including aspects of the clinical care involved.
The Peer Advisor considers all documents, records, or other information submitted by the
member, provider, or facility rendering care (regardless of whether such information was
submitted or considered in the initial consideration of the case), and the clinical criteria and
treatment guidelines used by Beacon Health Options. The Peer Advisor processes the appeal
request as required (i.e. peer to peer conversation, or clinical peer review of the submitted
documentation).
2. Based on consideration of all pertinent information, including relevant criteria and guidelines, the
Peer Advisor makes a determination to reverse (i.e., overturn) the original adverse determination
in whole or part, or to uphold the original adverse determination.
3. When the appeal review is completed, the Peer Advisor or designee verbally informs the
provider of the decision including the length of authorization and the level of care authorized,
and/or any alternatives/ recommendations, which are clinically appropriate. The Member’s UM
record is updated to reflect the substance of the appeal and the actions taken.
4. The Clinical Appeal is completed as expeditiously as the Member’s health condition requires, but
no later than the14 calendar days from the date appeal request was received.
5. Written notification of the appeal decision is sent within the determination timeframe for all
Standard and Expedited Appeals.
6. Members may request an extension of 14 days for standard appeals if they need more time to
submit information.
7. Beacon Health Options may request an extension of 14 days to complete a standard appeal
resolution. The need for additional information and extension of time must be justified, show
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how the delay is in the Member’s interest, and requires the approval of Kansas Social and
Rehabilitation Services (KDADS).
Expedited Appeal
1. An expedited appeal may be requested when the provider indicates, or Beacon Health Options
determines, that following the standard appeal time frame could seriously jeopardize the
Member’s life or health or ability to attain, maintain, or regain maximum function.
2. The Member or provider may file an expedited appeal either orally or in writing. No additional
Member follow-up is required.
3. Beacon Health Options will inform the Member verbally of the limited time available for the
Member to present evidence and allegations of fact or law, in person and in writing, in the case
of an expedited resolution.
4. The expedited appeal will be completed and notice provided as expeditiously as required by the
Member’s condition, but, no later than 3 business days after the appeal is received.
5. Members may request an extension of 14 days for standard appeals if they need more time to
submit information.
6. Beacon Health Options may extend the timeframes by up to 14 calendar days, with approval by
KDADS. Beacon Health Options must show that there is need for additional information and
show how the delay is in the Member’s interest. Beacon Health Options will notify the Member
of the reason for the extension.
7. If Beacon Health Options denies a request for expedited resolution of an appeal, efforts will be
made to provide Member with prompt oral notice and written notice will follow within 2
calendar days. Furthermore, the appeal will be transferred to the standard appeal timeframe.
Member may file a grievance in response to this decision.
Retrospective Appeal
1. When a member is discharged from the service or level of care under consideration prior to an
initiation of the appeal process, the treating provider and/or the member has the right to request
a Retrospective Appeal.
2. The member, provider of record or the facility rendering services is informed of the relevant
medical record documentation needed to conduct the appeal review and the timeframe within
which the documentation must be received.
3. A Beacon Health Options’ Peer Advisor reviews the record to determine medical necessity of
the services or days that were not certified as a result of the Peer Review decision. Such
retrospective review shall be based on written screening criteria established and periodically
updated with appropriate involvement from physicians, including practicing physicians, and
other health care providers.
4. This review is completed within 14 calendar days of the initiation of the appeals process. Written
notification is issued to attending or ordering provider, facility and patient within the 14 calendar
day determination timeframe.
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5. The same 14-day extension requests as presented in the Standard appeal process may be applied
in the Retrospective Appeal process.
For all types of appeals, Peer Advisors document their decision in the UM record, legibly if in hard copy, and
according to Engagement Center standards, which include at a minimum:
A.
B.
C.
D.
E.
F.

Timeliness information and data source of review;
Clinical criteria supporting the decision;
Clinical rationale to support the decision;
Identification of contact and time;
Determination and reason for the determination; and
Name and credentials of the clinical peer.

State Fair Hearing
Beacon Health Options notifies members of their rights to a State Fair Hearing at the time the Notice of
Action is given, as well as, at the time of decision for Standard or Expedited Appeals. Beacon Health Options
provides assistance to the member or the member’s representative in accessing the fair hearing process, to the
extent necessary.
1. Members may file a request for a State Fair Hearing at any stage of the appeal process and are
not required to exhaust the Beacon Health Options appeal process first.
2. The State Fair Hearing can be requested up to 30 calendar days from the date of the Notice of
Action. Furthermore, a Member may seek a State Fair Hearing if not satisfied with Beacon
Health Options’ decision in response to an appeal.
3. A State Fair Hearing request must be made in writing, signed, and sent to the Office of
Administrative Hearings, 1020 S Kansas Avenue, Topeka, KS 66612-1311. Fair Hearing Request
forms can be accessed at www.oah.ks.gov.
Continuation of Benefits
1. Services to the Member will be extended during an appeal if all of the following criteria are met:
A. The appeal is filed on or before the later of:
I.
II.

Ten calendar days of the Notice of Action; or
The intended effective date proposed in the Notice of Action; and

B. The appeal involves the termination, suspension, or reduction of a previously authorized
course of treatment; and
C. The services were ordered by an authorized provider; and
D. The authorization period has not expired; and
E. The Member requests continuation of benefits.
2. The benefits shall be continued until one of the following occurs:
A. Member withdraws the appeal; or
B. Ten calendar days have passed since the date of the appeal resolution letter when the
initial adverse decision is upheld (unless the member requested a Fair Hearing with
continuation of benefits); or
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C. State Fair Hearing decision is issued that is averse to the Member; or
D. authorization expires or authorization service limits are met.
3. Beacon Health Options may recover the cost of the continuation of services furnished to the
Member while the appeal was pending if the final resolution of the appeal upholds the adverse
determination.
Notifications
1. Beacon Health Options shall provide written notice of resolution for standard and expedited
appeals within the decision timeframe.
2. Written resolution notice shall include:
A. The results and date of the appeal resolution; and
B. For a decision not wholly in the Member’s favor:
I.
II.
III.
IV.
V.

The right to request a State Fair Hearing; and
How to request a State Fair Hearing; and
The right to continue to receive benefits pending a hearing; and
How to request the continuation of benefits; and
Notice that Member may be liable for costs of any continued benefits if the
action of Beacon Health Options is upheld in hearing; and

C. That in the State Fair Hearing the Member may represent him/herself or use legal
counsel, a relative, a friend, or a spokesperson; and
D. The specific regulations that support, or the change in federal or State law that requires
the Action; and
E. An explanation of the individual’s right to request an evidentiary or State Fair Hearing in
some cases, if the Action is based on change in law.
Monitoring and Reporting
1. Engagement Center staff monitors the appeals process to ensure all appeal requests are
responded to within contractual guidelines and that all applicable appeal rights are made known
to the appropriate individuals.
2. Compliance with appeal decisions and notification policy and procedures is tracked and reported
monthly to the Engagement Center Quality Management Committee and to the Corporate
Quality Council on a quarterly basis.
3. Engagement Center staff maintains a monthly log of all appeals, including State Fair Hearings.
The log minimally includes:
A.
B.
C.
D.
E.
F.
G.
H.

The Beacon Health Options ID number for the member;
The Level of Care originally denied;
The provider;
The date the appeal was received;
The type of appeal requested;
The date the appeal was completed;
The outcome of the appeal; and
The number of days required to complete the appeal.
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4. Beacon Health Options submits appeals reports to KDADS summarizing each appeal handled
during the quarter.
QUALITY MANAGEMENT
Role of Participating Providers
Beacon Health Options’ providers are informed about the Quality Management Program via the Beacon
Health Options Provider Handbook, provider newsletters, website information, direct mailings, seminars and
training programs. Many of these venues provide network providers with the opportunity to provide input
into the QM Program. Opportunities for provider participation and input into the QM Program also include
representation on a number of National and Beacon Health Options Engagement Center level committees
(for details on committee participation contact the Beacon Health Options Topeka Engagement Center at 1866-645-8216.) Through these venues, participating providers:
1. Provide input into the Beacon Health Options Clinical Criteria;
2. Provide peer review and feedback on proposed practice guidelines, clinical quality monitors and
indicators, new technology and any critical issues regarding policies and procedures of Beacon
Health Options;
3. Review QI activities and make recommendations for improvement plans to improve quality of
clinical care and service;
4. Review, evaluate and make recommendations for the credentialing and re-credentialing of
network providers; and
5. Review, evaluate and make recommendations regarding sanctions that result from provider
performance issues.
Scope of the Beacon Health Options Quality Management Program
The Beacon Health Options Quality Management Program monitors and evaluates quality across the entire
range of services. The program is intended to ensure that the structure and processes in place lead to desired
outcomes for both members and providers. The scope of the QM Program includes:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

Clinical Services/Utilization Management Programs;
Quality Improvement Activities/Projects;
Outcome Management;
Network Management/Provider Relations Activities;
Satisfaction Surveys;
Clinical Treatment Record Evaluation;
Service Availability and Access to Care;
Practitioner and Provider Quality Performance;
Member and Provider Grievances;
Member Rights and Responsibilities;
Member Safety Issues;
Clinical and Administrative Denials and Appeals;
Quality Indicator development and monitoring; and
Cultural Competency.
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Confidentiality
Beacon Health Options’ employees routinely maintain as confidential all information collected relating to past
and present members, including identity, as well as personal information. Protected Health Information (PHI)
is maintained on a confidential basis in accordance with all applicable regulatory requirements. Beacon Health
Options ensures that all such information obtained during the utilization management process is used solely
for the purposes of utilization management, quality management, disease management, discharge planning,
case management and claims payment. All Beacon Health Options’ employees are required to sign a
statement of confidentiality at the time of employment and every annual evaluation thereafter.
All Beacon Health Options’ employees, providers and delegated entities are expected to safeguard the
confidentiality of Utilization Management (UM) and Treatment Records information related to both enrolled
and dis-enrolled members.
Beacon Health Options maintains information systems to collect, maintain, and analyze information
necessary for utilization management that incorporates adequate safeguards to ensure the confidentiality and
security of UM and Treatment Records as well as a plan for secure storage, maintenance, tracking and
destruction of member-identifiable clinical information.
All requests for authorizations for disclosure of information are reviewed and responded to in accordance
with Beacon Health Options’ policy, as well as all applicable laws and regulations. Members are entitled to
receive copies of any information pertaining to themselves, on request, subject to limits placed by state and
federal guidelines, and an evaluation of any potential risk of harm to the member entailed by such disclosure
of information.
Confidential information may include, but is not limited to:
1.
2.
3.
4.
5.
6.
7.

Protected Health Information (PHI);
certification of mental health treatment;
claims processing information;
utilization review;
peer review;
appeals; and
quality assurance.

Individuals engaged in quality improvement activities maintain the confidentiality of the information used in
such activities. All written reports, records or any work product or communication related to quality
improvement activities are considered privileged and confidential information. Except when specific
reference is necessary to meet the goals of the QM program, reference to individual providers or members
are redacted to safeguard the person’s identity.
Periodic re-training efforts reinforce the importance of confidentiality. All members and providers who
participate on Beacon Health Options’ committees must also demonstrate their understanding of Beacon
Health Options’ confidentiality policies and procedures by signing confidentiality statements prior to
committee participation. Participating provider contracts are explicit in regard to treatment record
confidentiality requirements.
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Quality Improvement Activities/Projects
The primary goal of Beacon Health Options’ QM Program is to continuously improve member care and
services. Through data collection, measurement and analysis, aspects of care and service that evidence
problems can be targeted for corrective action. Data collected for quality improvement projects and activities
are related to key indicators of quality that focus on high-volume diagnoses or services and high-risk
diagnoses, services, or special populations. Data are statistically valid, reliable and comparable over time.
Annual Quality Management Work Plan
Annually, Beacon Health Options develops a QM Work Plan addressing the quality and safety of clinical care
and the quality of service. The QM Work Plan includes QM goals and objectives, areas of focus, and
identifies specific QM related activities scheduled for the upcoming year. Scheduled activities include target
date for completion and responsible party as well as the tracking of previously identified issues and planned
evaluation of the QM program.
Annual Evaluation of Quality Management Plan
The Quality Management Program is reviewed and evaluated annually. The evaluation consists of a
comprehensive summary of the accomplishment of objectives, committee activity, quality improvement
activities and indicators. The evaluation assesses the effectiveness in improving quality of care and service
delivered by Beacon Health Options.
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GLOSSARY OF TERMS
Abuse, Balance Billings or Inappropriate Billing
Providers agree that in no event, including, but not limited to, nonpayment by Beacon Health Options or
payer, insolvency of Beacon Health Options or payer or breach of the provider/facility agreement with
Beacon Health Options, shall the provider bill, charge, collect a deposit from, seek remuneration or
reimbursement from, or have any recourse against a Member, for health care services provided pursuant to
this agreement.
American Society of Addiction Medicine (ASAM)
The nation's medical specialty society dedicated to educating physicians and improving the treatment of
individuals suffering from alcoholism and other addiction (www.asam.org/).
Contracted Provider
Any hospital, skilled nursing facility, extended care facility, individual, organization or licensed agency that has
a contractual arrangement with an insurer for the provision of services under an insurance contract.
Coordination of Benefits (COB)
A provision which requires that when a Member is covered by two or more group health plans, payment will
be divided between them so the combined coverage will pay up to 100% of eligible expenses; most group
plans contain this provision. The claim is sent to the primary carrier first, and then their explanation of
benefits is sent with the claim to the secondary carrier.
Coordination of Care
The process of coordinating care among behavioral health care providers and between behavioral health care
providers and physical health care providers with the goal of improving overall quality of a Member's health
care.
Co-payment
That portion of a charge for services that must be paid by a Member and is not covered by the Member's
benefit program. Providers are not allowed to bill Members for charges not covered by the Member's benefit
plan aside from any applicable copayments and deductibles.
Covered Services
Substance use disorder services which are within the scope of the Member’s benefit plan.
Deductible
That portion of a charge for a covered service that must be paid by a Member before any insurance coverage
applies.
Eligibility
The determination that an individual meets the requirements to receive health care benefits as defined by the
payer.
Emergency
A psychiatric emergency exists when an individual with a defined DSM 5 or ICD-10 diagnosis is in significant
distress, is significantly dysfunctional and is in real and present danger to him/herself or others. An
emergency also exists when there is an immediate and severe medical complication as a consequence of the
psychiatric illness or its care. A psychiatric emergency requires immediate direct intervention by a licensed
mental health professional who will accept responsibility for emergency evaluation and disposition.
A psychiatric emergency does not necessarily require an Inpatient level of care but does require adequate
security and medical support to evaluate and treat the psychiatric emergency without risk to the individual or
others. (This is a general definition for reference purposes only. Please see your provider contract for the
definition appropriate to your contract.)
Fraud
Intentional perversion of truth in order to induce another to part with something of value or to surrender a
legal right. An act of deceiving or misrepresenting. Abuse and Inappropriate billing could evolve into fraud.
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Kansas Client Placement Criteria (KCPC) System
KCPC refers to the standardized, computer-based assessment tool which gathers biopsychosocial
information for a Member utilizing criteria established by ASAM for determining the level of treatment a
Member needs.
Member
Any individual who is covered by a benefit plan. May also be referred to as beneficiary or enrollee.
Mental Health or Substance Use Disorder Condition or Mental Disorder
A nervous or mental condition that is:
1. A clinically significant behavioral or psychological syndrome or pattern associated with:
A. a present distress or painful symptom; or
B. a disability or impairment in one or more important areas of functioning; or
C. a significantly increased risk of suffering death, pain disability or an important loss or
freedom; and
D. is a condition listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM
5).
Participating Provider or Provider
A participating provider is a practitioner, group practice, program or facility whose credentials, including, but
not limited to, degree, licensure, certifications and specialists, have been reviewed and found acceptable by
Beacon Health Options to render services to Beacon Health Options’ Members and agrees to accept the
plan's pre-established fee, or reasonable charge, as the maximum amount which can be collected for the
service rendered, aside from any applicable and consistently applied co-payment.
Substance Use Disorder
Impairment in social and occupational functioning resulting from the pathological and "compulsive" use of a
substance. The concept is closely related to the definition of substance dependence, which has similar
symptoms of impairment but may include evidence of physiological tolerance or withdrawal.
Typical symptoms include failure to fulfill major role obligations at work, school or home; recurrent use of
the substance in situations where such use is physically hazardous; substance related legal problems and
continued use even though it causes or exaggerates interpersonal problems.
Utilization Management (UM)
The process of evaluating the necessity, appropriateness and efficiency of health care services against
established guidelines and criteria. Evaluation of the necessity, appropriateness and efficiency of the use of
health care services, procedures and facilities. UM usually includes new actions or decisions based on the
overall analysis of the utilization.
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