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~= ChildjTeen Health Plan (available on-line) 

'Ihis is a remirx:ler that your district has a ChildjTeen Heal th Plan on 
file with the state which was submitted in 1985. In acx::ordance with 
Deparbnent Regulations, 18 NYCRR. 508.2 (a), revisions or anen::lment.s to your 
initial plan must l:::e submitted in writin;J for state approval. 

If your plan is out of date ani no lanJer reflects your district's 
activities, complete the attached form ani mail to: Barbara Meg Frankel, 
New York State Deparbnent of Social Services, Division of Medical 
Assistance, 40 North Pearl street, Albany, New York 12243. You ma.y also 
obtain a copy of your plan on file by writin;J to this address. Assistance 
with plan completion will l:::e provided at the Fall Regional Cj'lliP Trainin:J 
Sessions. 

Please rem:miber that EPSIJI' (Cf'lliP) is a man:1ated service. only section 
II-E of the plan, trackin:] ani follc::,.,,-up, represents an optional function. 
All other functions are required ani nust l:::e provided by local district or 
contract staff. 

<:uestions regarc:lin;J this transmittal, trainin;r or the plan should l:::e 

addressed to Sarrly Hann at (518)486-4168, user I.D. #OFM050. 

cc: Cj'lliP Coordinators 
w/attadnrent 

J _J 1 .(M'-d-~ 
Costantino 

comrrd ssioner 
Di vision of Medical Assistance 

AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPI OYFR 



Child/Teen Heal th Plan 

Nane of County Comple~ Plan: 

Nane of Person Completing Plan: 

Title of Person Comple~ Plan: -------------------

03.te of Plan Completion: ----------------------

I. General Infonnation 

1. 'Ihe average number of in::li viduals in this county eligible for the 
Child/Teen Health Plan (Cj'IHP) is _____ _ 

Identify source of information: ______________ _ 

2. 'Ihe administrative responsibility for Cj'IHP in this agency is 
placed in: 

Services ----Medical Assistance ----
Incolre Maintenance ----____ contract with separate agency 

____ other ( explain) 

3. 'Ihe carrposition of the Cj'IHP Unit is as follows: (Include job 
titles arxi in::licate approximate percentages of tine spent on Cj'IHP 
functions. ) 

4. Attach an organizational chart showing Cj'IHP administration in 
relationship to your district's organizational structure in 
general. 

5. Attach a diagram or flowchart showing the process by which a client 
is info:rnm, requests arxi receives Cj'IHP services from your 
agency. Administrative Units (i.e. M.A., Intake) arxi job 
titles/positions of staff involved should be sha..m. (Narrative 
description is aa:::eptable) . 
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II. Plan Cqrnponents 

Please in:ticate for each of the follc:Ming' plan requireroonts the actions 
this agency initiate(s): 

A. Identification of Medicaid-eligible Children 

Plan Requirement - T.i.nely an:i on-goin;J identification of ChildjTeen 
Heal th Plan eligibles. Identification entails abtainirg the names, 
addresses, birth dates, case names an:i numbers, an:i eligibility 
status of the pq::ulation 0-21 years of age. Eligibles who must be 
identified. include AOC, MA-only' HR, Foster care an:i SSI. 

Identification of eligibles is acx::amplished through the follc:Ming' 
efforts: (check all which apply) 

1. Identification of AOC, HR, MA-only 

a. Drily receipt by the Cj'IHP Unit of the 
WMS Authorization tsS-3209 for cases 
with eligibles 

b. Completion of the tsS-2400, 
Request for ChildjTeen Health 
Plan Services at initial application 
an:i transmittal to the ChildjTeen 
Health Plan Unit. 

c. Completion of the automated tsS-2400, 
available through BICS. 

d. local Automated Identification 

o receipt of COIIp.lter printout with complete 
li.stirg of all Cj'IHP eligibles 

o receipt of separate nonthly printouts for 
up-datin;J cases (additions, deletions, 
closm;s) 

e. other (~lain) ________________ _ 
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2. Identification of Special 1:q)ulations 

a. SSI 

o receipt of SOX tapes 

o receipt of r:ss-3209 

o receipt of manual 1~ of SSI eligil::lles 

o other (explain) ______________ _ 

b. Foster care 

o receipt of r:ss-3209 

o receipt of a manual 1~ of all MA-eligil::lle 
foster children from responsil::lle Unit within 
HJ~ 

o other (explain) ______________ _ 

3. Identification of Target Populations 

a. Newborns 

o special agreements for direct notification 
by hospitals 

o issuance of CINS to :newborns with tickler 
file in:licatirx:; ~ date of delivery 

o other (explain) ______________ _ 

b. Pregnant WoJren 

o referrals from other agencies 

o referrals from other tntlts within I.ISS 

o other (explain) ______________ _ 
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c. other populations targeted by the state 

0 state issued outreach Report 

d. other populations targeted by this district ( descriJ:::e 
population(s) am nethods of identification) 

B. Informim 

Plan Requirement - All eligible in:lividuals (identified in Sect. 
II-A) or their families nrust be info:rnai orally anj/or info:rnai in 
writin;J within 60 days of eligibility determination of the 
availability of <lrild,/Teen Health Plan services. In addition, 
written notification nrust be provided to all Orild/I'een Health Plan 
eligible families at least annually. 

Infonnin;J eligibles is accamplished through the followin:;J efforts: 
(check all which apply) 

1. Written materials are: 

o distributed at the tine of application 

o distributed at the tine of re-application 

o mailed with the notice of eligibility 
determination 

o mailed with Public Assistance check 

o mailed to C/1.HP eligible SSI recipients within 
60 days of identification 

o mailed to foster parent when applicable 

o mailed to institutions am child-carin;J agencies 

o locally develq;ed (attached for state approval) 

o state developed/published 

Annual written notification is fulfilled by: 

o New York state Cepa.rtm:mt of Social 
Sel:vices mail-out 

0 I.ocal district mail-out 
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2. Oral Infonrt;im 

In:licate for r'ell ani re-open cases: 

o Which staff :r;.erfo:an the oral informin;;? 

PA 
MA 
Services 
C/IHP 
other 

New cases Re-Open cases 

(identify) _______________ _ 

o When does oral informin;J take place? 

New cases 

At application 
1st Recert. 
other 

Re-Open cases 

o Where does this informin;J nonrally take Place? 

I.ffiS Office 
Satellite Office 
Client's Hane 
Health Facility 

New cases Re-Open cases 

other (explain) ______________ _ 

o Elenents covered in the informin;; inteI:view (check all 
which apply) 

o value of preventive health care 

o availability of C/IHP examinations 

o explanation of other naiical am. dental 
services available 

o where ani hC1.o1 to obtain services 



-6-

o availability of transportation an:l 
sc.hedulil'g assistance 

o other support services available 

o services are free 

o managed care options 

o other ( explain) 

3. Documentation of infonning 

Signed ffiS-2400 

other ( explain) 

4. Informing the Harx:licapped. Illiterate. or non-English spe.aJd.m 

'!he local social services district is responsible for 
provic:lin:3' appropriate notification to in:lividuals (i.e. blirrl, 
deaf an:i those who cannot read or urrlerstani the English 
lan::,uage) who ma.y have problems ~ the usual Cj'lliP 
presentation. 

Appropriate info~ methods are used for 
all populations (explain or attach copies 
of materials 

5. Informing Target Ig;,ulations 

Explain arrt special procedures yoo may follow to inform these 
lX)pUlations: (Attach separate pages if necessary) 

o newborns 
0 pregnant WClllV=l1 

o local district designated pop.llations 
o state designated pop.llations 
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C. Child/Teen Heal th Plan Examinations - 'Medical/Dental 

Plan Requirement - Assistance with arrargin] for a C/IHP 
examination shall l:e provided when requested. Recipients 1IIl.lSt l:e 
provided the names, addresses an:i ~ numbers of available 
participatirq providers. (Medical, Dental, Optical, etc. ) 
Transportation an:i support services m:JSt l:e offered an:i provided 
when requested. 

1. 'Ihe foll~ procedures are in place: 
(check all which apply) 

o C/IHP examinations an:i other necessary 
medical services are offered 

o list.in;; of available C/IHP examination 
providers is maintained an:i made 
available to recipients 

o list.in;; of available dental providers is 
maintained an:i made available to 
recipients 

o listin;J of available optical providers is 
maintained. an:i made available to 
recipients 

o list.in;; of available specialty providers is 
maintained. an:i made available to 
recipients 

o appointments are arrarged when assistance 
is requested 

o transportation an:i other support services are 
routinely offered an:i provided when requested 

o other ( ~lain) 
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D. Diagnosis and Treatment 

Plan Requirement - When the C/IHP examination i.n:licates the need 
for further evaluation arrljor treat:IIEnt, follow-up care or a 
referral must be provided without delay. (Within 6 m:mtl1s of the 
date of C/IHP exam request at a max:iim:un. ) 

1. C/IHP exam providers are responsible for providin;J 
or arrargin;J for all necessa:ry follow-up care 

2. I.Deal district staff assist with makirq appointm:mts 
when requested 

3. Resource listin;J of other MMIS participatin;J providers 
is maintained 

E. Tracking and FollCM-up (Optional) 

'!he local district may maintain a system which would enable them to 
track arxi IIDnitor C/IHP services for in:lividual recipients. 

1. Trackin;J is accamplished by: (check as applicable) (optional) 

o maintaininq a tickler file 
o mainta.inin;;J a leg book 
o computer case management 
o other (explain) 

2. '!he agency notifies the foll<:Min;J i.n:li viduals when due for 
pericx:lic C/IHP examinations: (Optional) 

o all C/IHP participants 
o target populations 
o newbo:rns through first year 
o other populations ( list if applicable) 

3. Client failure to keep appoint:IIEnts: (optional) 

o Providers are encouraged to contact the C/IHP 
Unit or appropriate local district staff if 
appointnents are broken 

o Client counselin;J is provided by C/IHP Unit or 
other appropriate staff 

o Client remin:iers are issued to encourage 
resc.hedulin;J of appointroonts 
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o other ( explain) 

4. In addition, the agency tracks for 
periodic examinations ac:x::x:>~ to the 
periodicity schedule. (~anal) 

5. Recipient utilization of nail.cal savices is 
reviewed for receipt of folic::1.'1-Up care through 
direct contact with: (~anal) 

o provider 
0 client 
o client's family 
o other (explain) 

6. Imi vidual recipient's heal th care record 
is maintained am routinely up-dated. (Optional) 

F. coordination with Related Programs 

Plan Requirement - 'Ihe local district must make gocx:i faith efforts 
to locate providers who will furnish savices not covered un:ier 
Medicaid. An attempt should be made to locate providers whose 
savices are furnished at little or no e:KpeI'lSe to recipients. 

1. Referrals are made to other appropriate agencies 
an::1jor providers for clients with specific nee:JS. 

2. 'Ihese agencies/providers include: (check those which apply) 

o WIC 
o County Heal th Departmant 
o Head start 
o other (list) 

G. Encouraging Client Involvement in the C/'IlfP and Preventive Health 
care 

Plan Requirement - local district C,l'IHP staff should emphasize the 
value of preventive health care for C,l'IHP eligibles am their 
families. 

Client education is ac:xxxrplished through the followin;J: 

o Ongoi.n;, contacts with client which emphasize 
appropriate use of the health care system 
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o Community outreach efforts 

o Health fairs 

o Human services interagency meetin'Js 

o Public service anna.mcem::mts 

T.V. 

Radio 

Newspaper 

o Managed care programs 

o other (explain) 

H. Continuing care Providers (Optional) 

Continuing care provider means a o:imprehensive health care provider 
who enters into a formal agreem:mt with the Medicaid agency to 
provide at least the follc:Mir:q c::ontinuin; care services: 
sc:reenin:J, diagnosis an:i treabrent; ma.intenance of consolidated 
heal th history, incl\.ldin;J information from other providers; 
physician services as needed: arrl reports required by the Medicaid 
agency. 

1. 'Ille agency has C/IHP eligibles enrolled in continu.in; care 
arrangements such as: 

o Heal th Maintenance Organizations (HM)s) 
Prepaid Plans 

If yes, Name of Plans Number of Enrollees ---- -----

o other managed care programs ( in:ticate name 
of program an:i number of enrollees) 
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I. C/'IRP Advisory Council 

Plan Requirement - 'llle local district nrust assemble an outreacil 
advisory council 'Whicil will meet at least annually to develop an::1 
m:mitor a plan for increasirg recipient an::1 provider participation 
in Cj'IHP. 

1. F.stablish!oont of Cj'IHP Advisory Council (date) 

a. Month of Annual Advisory 
Council meetirgs ( date) 

b. Additional meetirg dates (Optional) 

2. Members of Advisory Council (list agency, organization, 
provider group, etc. ) 


