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KlcmAft 1!DLD 

VOUCHER PBOGUIl .GtJD)ANCE 


I. PURPOSE 

This guidance has been developed to share common expectaticnsfor 
voucher projects which receive section 329 funds to serve miqrant 
and seasonal farmworkers (MSFWs) and members of their families. 
It specifically communicates expectations about the concepts·•. 
programmatic content, administrative systems, and clinical . 
systems for projects using referrals and "vouchers" as the 
principal means of assuring the provision of primary health,care 
to eligible MSFWs. . 

Many of the technical assistance materials developed for 
community and migrant health centers (C/MHCs) are useful to 
voucher project managers. A bibliography is attached and 
referenced throughout this guidance. Project directors are urged; 
to obtain the most recent list of publications available through 
the National Clearinghouse for primary Care Information. 1 ;. 

There is no single model for a "voucher" project which meets: the 

needs of all service areas. Innovative arrangements are 

encouraged, provided that minimum requirements are met with 

regard to: 


• Governance2 

Medical supervision3 • 

• Administrative systems~ 

• Clinical systems~ 

s 
• Financial systems and Procedures

• Marketing and Promotion of Services6 

II. BACKGROUND 

A voucher project may be warranted in areas where the numbers 
and/or density of MSFWs cannot justify the establishment of a 
migrant health center based on the traditional medical de~ivery 
system model, existing provider org~n~zations cann~t ~al1fY or 
are unwilling to serve as grant rec1p1ents, and eX1st1~g 
providers have the capacity to meet much of the primary healt~ 
care needs of the MSFWs. These areas are generally character1zed 
by limited agribusiness and/or short harvest and should be 

1 
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identi.fiaba as suitable for·.vouchering through ,a review of the 
state profiles. 7 Before selecting the voucher program option, 
all alter.natives should fi.rs.tbe evaluated and vouchers used as 
the last resort. The costs of establishing and staffing migrant 
health centers (MHCs) for short periods of time may render the 
medical model health center unfeasible. The reduced numbers of 
MSFWs call1be more efficiently served by contracting with local 
health resources. 

Voucher projects must be prepared to address the same special 
problems of migrants as those served by Migrant Health centers 
(MHCs) (e.g., language and cultural barriers, environmental 
sanitation and occupational health'hazards, poverty, limited 
transportation, etc.).8 Because of the limited periods of time 
that migrants are in the area, it will be critical that the 
project have an organized outreach program to advise the migrants 
of the availability of services and to reassure them concern2ng 
ease of access. Projects should coordinate their activitie~ 
fully with those of the established public health departments and 
the programs they offer (TB, diabetes, perinatal, crippled 
children, etc.), other programs serving migrants (e.g., Migrant 
Education, Migrant Head Start), WIC, section 330 funded CHCs, 
local mental health and substance abuse programs, social service 
organizations, including child protective services, etc. 9 : 

Because the funding for migrant health has never been adequate to 
pay for all levels of care needed by all eligible beneficiaries, 
priority must be given to assuring access to primary care. 
Voucher projects are expected to meet all MHC regulations and 
directives, except as specifically waived or interpreted in this 
document. Section 329 grant recipients which operate as 
traditional medical model MHCs for part of the year and as 
voucher projects for another part of the year, or which operate 
medical model MHCs at one location and voucher projects at other 
locations, must meet all of the requirements which apply to ~he 
traditional medical model MHC. 

Many of the expectations for traditional medical model MHCs are 
inappropriate for voucher projects. This document addresses the 
most important of these modified expectations. Voucher proj:ects 
should discuss, with PHS Regional Office staff, opportunities to 
improve efficiency and effectiveness which would require waiving 
of specific requirements. Exceptions can be made on an 
individual project basis when clearly warranted. 

2 
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:tn...MODELS 07· voucmm.. PBOGR1tKS 

Three prototypical types can be identified ..aJ1lCIlg those cu:c::au:l:ly 
receiving MHP support: 

• 	 Services Coordinator Model 

Nurse Staffed Model 


• 	 Midlevel Practitioner Staffed Model 

Anyone of these types or combinations may be appropriate, 
depending on the needs, local resources and the type of 
organization administering the grant. 

A. 	 Services Coordinator Model 

This 	is the most basic system model and is used when 
anticipated patient volume is very low. It is characterized 
by the absence of on-site medical personnel. Clients with 
health problems are referred to public health programs or 
private providers in the local community, and the voucher 
project provides needed outreach and other support services, 
such 	as transportation and translation services, for each 
referred encounter. Designated local providers are selected 
based upon their credentials, accessibility, and agreement 
to accept a fee schedule set by the project (often the 
Medicaid or other highly discounted rate). The key 
functions of this type project are: 

Administrative Functions 

Determining farmworker eligibility status 

• 	 Establishing and maintaining a referral system, 
including establishing contractual arrangements for 
accepting referred patients and voucher payments when 
appropriate' 

Maintaining a tracking system of clients served, which 
at a 	 minimum includes chief complaint, referral 
destination, referral follow-through, and voucher 
reimbursement (services, charges, payments), if 
applicable 	 .. 

Clinical Functions 

• 	 Referring patients to appropriate providers 

• 	 Provision of support services to facilitate the 
clients' obtaining care and assisting clients in 
follow-up care required by providers 

3 



• 	 Moni.toring and facilitating patient .compliancewi:tD. -the 
physician's instructions, including arranging for 
follow-up visits 

e:Establishing criteria for se.lecting 
'physicians/dentists/nurse practitioners/physicians 
assistants to serve as referral providers and conduct 
utilization review functions for retention 

. i 

Marketing/Promotion Functions 

e 	 Resource development, coordination with other local. 
programs and providers .. 

• 	 Educating providers on MSFWs' lifestyles, health 
problems, and cultural considerations in providing 
treatment 

• 	 Marketing the availability of health care to MSFWs and 
their families to ensure a greater market penetration 
and timely receipt of necessary care 

Financial 

e 	 Processing and paying bills (some programs may use the 
state Medicaid system) 

• 	 Monitoring and ensuring provider compliance with any 

contractual agreement, costs of care, etc. 


• 	 Internal fiscal management, including purchasing, 

payroll, cash management, etc. 


B. 	 Nurse Staffed Model 

This system incorporates all the functions of the Services 
Coordinator model but also directly provides nursing care 
and case management services. A Public Health Nurse (PHN), 
or other licensed nurse with training and interests in 
dealing with community health problems, acts as the 
screening and referral agent for all or portions of the 
season. The nurse provides triage, monitors changing needs 
and ensures the efficient use of resources. Depending upon 
the nurse practice regulations of the State, the nurse may 
provide on-site selected health care treatments for minor 
complaints, health education, and preventive services. ~ If 
treatment is provided on site, medical records for all: 
treated patients must be maintained. 1o Each medical record 
will consist of the following components: history, vital 

4 



siqns~problem list, medication list , treatment. plan, .la).:) 
and X-ray. reports and medical consultation reports, as 
app%opriate. The three key functions for the nurse stafied 
mod~, Administrative, Marketing/Promotion, and Financial 
and Marketing are similar to those described for the 
services coordinator model. 

Clinical functions would include the following under .this 
model: 

Clinical Functions 

• 	 Direct provision of selected health care and preventive 
services according to protocols 

• 	 screening, triage, and referring patients to 

appropriate providers 


.• 	 Maintenance of a medical record system 

Provision of support services to facilitate the 
clients' obtaining care, and assisting clients in 
follow-up care needs required by providers 

• 	 Monitoring and facilitating patient compliance with the 
physician's instructions, including arranging for 
follow-up visits 

• 	 Providing limited nursing quality assurance and 

contract provider utilization review functions 


C. 	 Midlevel Provider staffed Model 

This system is similar to the Nurse Staffed Model except 
that a nurse practitioner or physician assistant provides 
triage and treatment on site, as directed by established 
treatment protocols approved by the supervising physician 
and permitted by state law. The key functions for this 
model are similar to those for the Nurse Staffed Model, but 
with the following additions: 

Added Clinical Functions 

• 	 Triage and appropriate treatment as per protocols 

• 	 Provision of a comprehensive quality assurance program 
for services provided on-site, and a utilization review 
system for monitoring the appropriateness of services 
provided by contract providers receiving vouchers 

5 
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Added,~inancial Funct±cns 

• . Billing, credit and. collection for services provided on 
. site (in most states a midlevel provider will be able 
,to bill Medicaid and some other third parties when 
, providing covered benefits, such as EPSDT, to eligible 
patients) 

These models represent three approaches to designing an entry 
point into the migrant health care system. In many cases the 
voucher project staff may operate out of county health 
departments, other federally funded clinics, satellite or free
standing clinics, or temporary quarters set up in the field 
expressly for short term use. 

Program models may be combinations of the three presented above 
or may be different types at different times of the year. 
Flexibility in mandating procedures required by voucher projects 
is essential, within the constraints of setting certain minimal 
requirements to ensure achievement of legislative objectives and 
protecting MSFWs from substandard care. 

IV. GOVERNANCE 2,4 

Consumer input will be dependent upon the model, complexity, and 
type of organization in which the voucher project is housed. A 
voucher project housed in a state health department would view 
consumer input different from one based in a federally-funded 
free standing clinic. Voucher projects serving migrants in areas 
without MHCs, and for which only small numbers of migrants reside 
for brief periods of time, may be excluded from the requirements 
in 42 CFR, Subpart F, 56.601 for governing board composition 
specified in 56.304. Qualifying grantees, referred to as 
"programs" rather than MHCs, may utilize MSFW representation on 
advisory councils as meeting requirements for consumer input. 

The above exception notwithstanding, MSFW involvement in the 

design and operation of voucher programs is essential. An 

appropriate representation mechanism must be established. 

Advisory councils and consumer boards represent such mechanisms. 


V. MANAGEMENT AND FINANCE 4,11 

Given the different options available, voucher program management 
structure should be determined by the complexity of the modal, 
length of the time period during which services are provided, and 
the mariner in which services are provided. Management should be 

6 
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guided hy the-program's mission and goals. 

A•.: 	 Management and Financial PoliCY and Procedures; 

A policy and procedure manual regarding administration, 
financial management, and marketing/promotion of services 
should include, at a minimum, the following elements: 

1. 	 Administration 

• 	 Process of establishing MSFW eligibility (who-, 
when, where and how done) 

• 	 Mission statement of the program 

• 	 Organization chart which includes key positions 
and their relationships 

• 	 List of program committees, membership and meeting 
schedule 

• 	 Task inventory or job description for each 
individual assigned to the administrative section 
dealing with the voucher program 

• 	 Pertinent personnel policies governing hiring, 
performance evaluation, salary, vacation, sick 
leave, other fringe benefits, and procedures for 
disciplinary actions 

-	 Hours of operation of the service site 

• 	 Patient/client flow chart 

-Description of referral tracking system and 
related data collection. Appendix A to this-; 
guidance describes the use of referral and 
authorization forms and how they are used in-:a 
tracking system 

• 	 Procedures and documentation for authorization of 
reimbursable care (see Appendix A for descriptions 
of an acceptable system) 

2. 	 Financial Management 

• 	 Brief description of the program's accounting 
system, including payroll, purchasing, cash 
management and banking 

7 
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• 	 Description of, bi11jng precesses (by contract 
providers to the program and by the program to 
.patients and third party· payers, if amidl:eveJ. 
provider is employed), and examples of forms and 
information which must accompany each bill (see 
Appendix A) 

• 	 Fee schedules for contract providers and for 
medical services delivered by a midlevel provider, 
if employed (to include copayment or sliding rate 
scale, if applicable) 

• 	 Systems and procedures for contract provider bill 
review and payment 

• 	 System for timely monitoring of obligations ·and 

payment amounts against the budget 


• 	 Agreement with state Medicaid agency or other 
fiscal agent, if either is used to process ana pay 
bills 

3. 	 Marketing and Promotion of Services 

• 	 Plan for delivery of health education, both to 

promote use of the services and to improve the 

health practices of MSFWs 


• 	 Procedures for directly contacting migrants in 

camps, if applicable, to encourage their use of 

the services 


• 	 Procedures for providing growers with information 
about the services and how eligible MSFWs can 
access the voucher project services 

• 	 Materials for dissemination to crew leaders, 

camps, or distribution through other types of 

services providers, churches, posting in public 

places, public services announcement on local 

radio, etc., advising MSFWs of the services and 

how to access them 


• 	 Plan for coordination with other health and 

nutrition programs 


• 	 Plan for increasing the sensitivity of local 

providers to the health problems of migrants, 

increasing access to providers by migrants, and 

recruiting qualified providers 


8 
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B. 	 .Reporting Requirements: 

V01lCber projects which;,: do not directly deliver medical care 
may not have to comply-with all of the Bureau of Primary 
HeaLth Care Common Reporting Requirements (BCRR) ,which apply 
to MHCS.'4 The following minimum BCRR apply: Tables 1, 2-A, 
3 and, 8 must be fully completed. Table 6 lines 1 through 
13, ,are also to be submitted. Voucher proj ects which employ 
or staff midlevel providers or physicians for delivery of 
cara, even if only for several months out of the year, must 
submit full BCRR reports. Exceptions to certain of the 
reporting requirements may be approved by Regional Office 
staff, in consultation with the Central Office, for 
services coordinator and some nurse staff model voucher 
projects. Special circumstances and definitions for voucher 
'project preparation of BeRR reports are described below~' 

• 	 Generally, a mUlti-site MHC must "unduplicate" the:~ 
users seen at its various satellite clinic sites before 
completing Tables 1 and 2A. When a voucher project's 
service sites are located far enough apart that a 
farmworker may work in the service area of first one 
and then another of the service sites, establishing a 
temporary residence in each site (e.g., migrates for 
purposes of engaging in seasonal farm work), the 
project need not unduplicate users across service sites 
when preparing Tables 1 and 2A. Note that in gll cases 
the "within service site" user count must be 
unduplicated. This exception generally applies to: 
State-wide projects, but may also apply to other 
voucher projects serving large areas through multiple 
entry points 

Voucher projects which triage and refer a client to a 
contract physician may count the referral visit as an 
off-site, non-staff physician visit for purposes of 
Table III, regardless of whether the project pays for 
the visit, the physician bills Medicaid or other third
party payor, the patient pays the physician, or the 
physician sees the patient without charge. Provision 
of triage, support services (transportation and 
translation, for example) and follow-up services will 
be essentially the same, regardless of source of 
payment 

Note that delivery of services by several types of" 
"other health" providers during a single visit to a 
voucher project service site can result in multiple 
"other health" encounters. See page III-6, of the:BCRR 
Manual14 • Because a major portion of the budget of 

9 
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,some voucher: projects is all.ocated to .. other hea-l:t:.h." 
. providers, an accurate count or ,the encounters 

,: generated by these providers is essential. 

• 	 Although most service coordinator '.or nurse staf£ed 
voucher projects will have little 'or no information to 
enter in Table 7, it should be. submitted. Voucher 
Programs may choose a subset of appropriate Migrant. 
Health Clinical Measures after consulting with the.. ; 
Regional Office. For further information refer to ...,the 
Clinical Measures section of this document.' 

C. Medical Records 10 

A medical record is initiated on all new patients entering 
the system. All such records are to be filed and maintained 
according with accepted ambulatory health care standards. 

For services coordinator models the client record will 
contain minimal medical information: the date(s) the client 
was seen, the chief complaint(s), disposition (referral: 
destination, date of appointment, and follow-through 
information). A copy of the case summary and bill forwarded 
from the provider should be included in the record as soon 
as received. For the nurse and midlevel provider models the 
medical record will contain the same information as for. the 
Services Coordinator Model, plus any information regarding 
symptoms, history, and vital signs. Any provisional 
diagnoses and treatment should also be recorded, together 
with the treatment plan for the patient, referral details, 
and follow-up schedule. 

D. Reimbursement, Billing, Health Care Costs: 5,12 

MSFWs frequently are not eligible for Medicaid and cannot 
afford the costs of necessary medical care. Given the 
limited resources available, the voucher program must obtain 
maximum value for each dollar spent and can only serve as 
"last dollar coverage." This can be accomplished through: 

• 	 Full utilization of and. coordination with other 

subsidized or low cost health related services 

providers (e.g., WIC, CHCs, local health department 

programs, etc.) 


• 	 Obtaining third party reimbursement when av~ilabl~ and 
assisting those MSFWs who are eligible to apply for 
such coverage, including application for the maximum 

10 
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aLlowable period of retroactive coverage 

• 	 Use of cost sharing based on; ability to pay (e..9-, 
sliding fee scale and" wher~ appropriate, use of a 
nominal minimum fee) 

• 	 obtaining the lowest possible fee rates from ~la]j£ied 
providers used for referrals (some providers may accept 
a few patients at no cost, may accept the Medicaid 
reimbursement rates, or may accept all MSFW patients 
for a capitation or flat rate fee for all patients.seen 
during designated "migrant clinics" held at the 
physician's office or the voucher project service site) 

• 	 Bills are forwarded directly to the project which 
processes them and pays the provider directly 

• 	 Bills are forwarded to the project which authorizes 
payment and then transmits them to the Medicaid or .. 
other fiscal agent 

• 	 Bills and a copy of the voucher authorization are sent 

directly by the provider to the Medicaid or other . 

specified fiscal agent, with a copy of the billing' 

information and case summary sent to the project 


All bills or billing notices submitted to the project should 
be accompanied by a copy of the authorization form and a 
case or discharge summary. The case summary will include as 
a minimum the tentative or final diagnosis, treatment 
services, prescriptions, instructions to patient and any 
necessary follow-up requirements. 

Voucher projects must have clearly defined parameters: that 
govern reimbursement rates for all health care for which the 
project is liable. Only services specifically authorized 
through advance issuance of a voucher should be the 
respon~ibility of the project, and then only to the extent 
of negotiated reimbursement rates. It is recommended that 
vouchers\contain wording indicating a cap on the maximum 
liability of the project for care provided to the referred 
patient. A 1992 review of several existing voucher projects 
disclosed payment caps ranging from $30 to $150 per user. 
To assist in cost containment, voucher projects should 
assist MSFWs to obtain Medicaid coverage when they are . 
eligible. contracts with providers receiving voucher 
payments should include a requirement that the provider'bill 
Medicaid if retroactive eligibility is established. Voucher 
projects must monitor situations in which a patient is 
likely to become eligible for Medicaid and advise pro~iaers 

11 
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- whDhav.e rendered -serv:ices. within the retroactive ccve:raqe 
per.icd.: Virtually all pregnant MSFWs and younq children 
will.- _qualify for Medicaid eliqibility, but if only present 
in :the -area for a few months, they may not be able to obtain 
eli~ib~lity before moving on. Projects should meet with 
officia-ls administering the Medicaid eligibility system to 
determine if eligibility determinations can be expedited. 

When MSFWs present at a voucher program site with a current 
Medicaid card from another state, referral providers can and 
should bill that state's Medicaid program. Although billing 
other state Medicaid programs is generally not a problem for 
hospitals, private practice physicians maybe reluctant to 
do so because the costs of occasionally submitting a claim 
to a distant State may exceed the reimbursement rate. 
Voucher projects can facilitate interstate billing by 
identifying home base states from which most migrant 
patients come, and then obtaining descriptions of interstate 
procedures and billing forms which apply to each of these 
States. When referring a patient with out-of-state Medicaid 
eligibility to a local contract provider, send a copy of the 
billing procedure and forms together with the referral form. 

E. Patient Eligibility« Fee Schedules« Collection: 5,12: 

All patients must have their beneficiary status confirmed 
prior to authorization for reimbursed care or for receipt of 
direct care if the project employs a nurse or midlevel 
provider. Self declaration of agricultural worker, 
migratory status, and income level may be used, but the 
project has the option of requiring documentation when 
appropriate. Reasonable rules for "deeming" eligibility may 
be used (e.g., all those residing in a migrant farmworker 
camp may be deemed to be qualified migratory agricultural 
workers when it has previously been established that most do 
qualify). Bills for unauthorized care are not to be 
processed. All referrals must be logged and tracked by the 
administrative staff. 

12 
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.Voucher proj ects which:.provide direct hea.l.th care servi.ces 
are' required by regulation to have a fee. schedule and a 
cor.responding sliding schedule of discounts -based on .abi:J.:ity 
to pay. The full discount must apply to. those whose inccme 
is below the most recent OMB Poverty Guidelines, althcaq.h a 
nominal f'ee may be collected for specific services (e.q_, 
each office visit, each prescription, etc.). Where 
feasible, it is recommended that a nominal minimum fee be 
collected in order to provide some income to the project, 
deter unnecessary care, and eliminate the stigma of "free 
care." At no time should the patient's ability or inability 
to pay be a barrier to the provision of care. The amount 
determined as a nominal fee for off site-visits should be in 
line with the economic capabilities of the service 
population. 

Payment records and appropriate cash management practices 

must be maintained. All voucher projects should have a 

written credit and collection policy. 


F. Fiscal: 5 

It is beyond the scope of this document to describe minimum 
requirements for acceptable accounting systems and financial 
management practices. Such requirements are described in 
detail in reference 5 of the bibliography, and are outlined 
in the current Bureau's Program Expectations for community 
and Migrant Health Centers. However, it is emphasized that 
full financial accountability is expected for migrant health 
funded projects and that an accepted system by all referral 
providers is also warranted. To ensure accuracy in 
processing bills and to monitor obligations, projects should 
maintain a current file of all eligible providers and a log 
of outstanding referrals (those for which full and complete 
bills have not yet been paid). The referral log should also 
specify the name of the patient and the chief complaint. It 
is recommended that the project estimate each outstanding 
bill and regularly monitor estimated cumulative obligations 
against the available budget. 

G. Marketing Health Services: 6 

MSFW populations generally do not seek health care as 
frequently as their level of need would indicate. There are 
a number of factors that contribute to this deficit, well 
documented elsewhere. 7,8 Enhancing the level of ~ealth .care 
provided to this population requires projects to make a 
conscious effort to both market their services to the target 
population and to systematically remove deterrents to the 

13 
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see.kinq·o£·· .care by migrants_. This o£ten requires that 
project staff visit migrant camps and approach the tar.qet 
populati.on directly concerning services. Distribution o£ 
information to growers, crew chiefs',: and to other prcgr.a:ms 
serving migrants (Migrant Education, WIe, JTPA, soc~ 

. service agencies, etc.) concerning the availability o£ 
services should also help maximize the demands for services. 
Coordination and sharing of outreach services with other 
migrant-related services is strongly encouraged. 

H. 	 Quality Assurance 

Voucher programs are required to operate and maintain 
quality assurance programs in accordance with regulatory 
requirements. References found in Appendix C may be.used to 
enable programs to address this issue. 

I. 	 CLINICAL SERVICES 

A. Arrangements for Clinical Care: 

All contractual agreements or memoranda of understanding 
with local health providers must address provisions for. 
authorization of services on a reimbursable basis, _ 
transmittal of billing and other information, and quality 
assurance, to specifically include the following points. 
See Appendix B for further discussion of the content of a 
provider contract or memorandum of understanding. 

• 	 Credentials of the provider and requirements that the 
provider notify the project if the license or other 
credential is suspended or otherwise discontinued 

• 	 Acceptance of the negotiated fee schedule or otner rate 
See Section 4 

• 	 Manner and format of bills submitted to the proj~ct or 
fiscal agent 

• 	 Agreement to bill Medicaid if the patient is Medicaid 
eligible 

• 	 Normal hours and provisions for contact after hours 

• 	 Maintenance of medical records and the extent of 
information to be forwarded to the voucher project: 
(beyond that required for billing) , 

• 	 Manner in which medical information is to be 

V
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.ttansferred among providers 

• 	 Manner in which outpatient tests or hospital inpatient 
.care:: will be authorized 

Manner in which treatment follow-up and further 
referral will be provided 

Any health provider utilized by the project must possess a 
valid license in the state where he/she is employed. To the 
extent feasible, contract providers should be board 
certified in their specialty and have admitting privLleges 
at a local hospital(s). 

It is critical that contracts or agreements with local 
providers include a provision that a case summary (to 
include as a minimum the tentative or final diagnosis, 
treatment services, prescriptions, instructions to patient 
and any necessary follow-up) and a copy of billing . 
information be forwarded to the voucher project, even if the 
project does not directly process the bill. 

In some cases it may be feasible to enter into more for.mal 
arrangements with a CHC to serve as a provider for MSFW 
clients drawn from a portion of the voucher project's 
service area. Generally, the voucher project would continue 
to provide outreach and various support services and:operate 
the entry point through which eligible MSFWs access 
services. This should not, however, prevent MSFWs frolll~. 
directly accessing the CHC. 

Financial arrangements between voucher projects and CHCs 
represent a potentially troublesome area since the CHC is 
obligated to see all patients, regardless of their ability 
to pay. However, the voucher project seeks special 
arrangements and priority in appointments for migrants 
refer~~d to the CHC. It is therefore possible, although not 
desira~le nor suggested, for a voucher project to reimburse 
the CHC\for a portion of the costs, if the migrant patient 
does no~ have a third party payment source. 

A possible arrangement would be for the voucher project to 
reimburse the CHC for the sliding fee schedule amount which 
the CHC would have charged the patient, up to the equivalent 
amount which the voucher project would have paid to private 
practice physicians. Since the voucher project will screen 
the migrant for eligibility and income, it will facilitate 
intake if the CHC merely accepts this information from the 
voucher project, bills the project for the applicable 
sliding fee, and sees the referred migrant on a priority 
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basis. 

Given-:·.-,.the limited resOU%'Ces, available to voucher models y 

rands- should be targeted to areas that do not benefit £rem a 
CHC -presence. 

B. Medical Supervision: 3,11 

Regardless of the model adopted, all voucher projects must 
have provision for medical input. For the services> 
coordinator model where the organization does not directly 
employ any health professionals, arrangements with a 
physician to serve as medical director or advisor to the 
project may be sufficient. The principal responsibility of 
the medical advisor for a services coordinator project would 
be to supervise the selection process for referral providers 
(supervision of a structural quality assurance program) and 
to participate in the utilization review committee. If 
nurses or midlevel providers are employed by the project, an 
agreement for a "supervising" physician is essential. The 
supervising physician approves of protocols, supervises 
medical audits to assure compliance with protocols, 
participates in quality assurance and utilization review 
committees, and determines that the project staff is 
operating in compliance with state nursing and medical 
practice laws. 

C. 	 Clinical Policy and Procedures: 

At a 	 minimum, clinical policy and procedures for voucher 
programs should include the following: 

• 	 Standard procedures for handling medical emergencies 
(staff training in CPR, arrangements for transfer to a 
hospital, etc.) 

• 	 criteria for determining when a referral is to be made, 
what type of referral is needed, together with the 
procedures and forms to use for local referrals, 
referrals to home base providers, and referrals to 
distant specialists unfamiliar with MSFWs' health 
problems and lifestyles 

• 	 Qualifications and criteria for selection of 

contract/agreement providers. Appendix B of this 

guidance outlines essential features of a provider 

contract or memorandum of understanding 


• 	 procedures for clients or medical providers to contact 
staff on weekends and evenings 
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Lists, of referral providers, .types of problems' handled, 
hours of operation, language capabilities, etc. 

-Quality assurance program (if a services coordinator 
program, the quality assurance program may be liJnited 

, 	to a review of the qualifications of the referral. 
providers and appropriateness of their utilization 
patterns, referral follow through, costs, and 
completeness of billing information) • Appendix C ox 
this guidance provides additional detail on quality 
assurance programs for different model voucher projects 

If the program employs a licensed nurse, it must have, in 
addition to the above: 

Nursing protocols, both for on-site clinic visits and 
when services are provided at labor camps or in homes 
(to include screening and referral decisionmaking) 

• 	 Nursing formulary 

• 	 Charting procedures 

• 	 Medical record system description, to include secure 
storage, confidentiality provisions, maintenance 
program, and procedures for handling inquiries for. 
medical record information (if the project is operated 
for less than 12 months of the year provision must.be 
made for emergency access to records and for timely 
response to provider inquiries during the off season) 

• 	 Inventory of disposable supplies kept on hand 

• 	 Appointment and scheduling system 

• 	 Quality assurance program component for in-house 
services See Appendix C 

If the project employs midlevel providers, it must atso have: 

screening, diagnosis and treatment protocols 

• 	 Emergency protocols for addressing the immediate. needs 
for patients brought to the service site in dire 
distress, handling of ingestion of toxic substances, 
and other protocols for responding to other life 
threatening emergencies [ 

• 	 Procedures for exercise of medical supervision, 
including reviews to assure compliance with protocols 
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and. :for quality of:care 

• CUrrent formulary, if appropriate 

• Provider schedule if providers work on rotation or 
split shift, including backup physicians, if di:f:ferent 

D. Appointments, Screening: 4,11 

All proj ects must maintain a scheduling and appointment.': 
system to organize and structure the delivery of care. 
However, allowance shall be made for acute walk-ins or other 
unscheduled needs. An appointment log should be maintained 
to document.arrangements for translation, transportation, 
follow-up services and verify bills. Log entries should 
include the patient's name, date seen by the program, 
patient complaint, referral physician or destination, date 
and time of appointment(s), whether the referred encounter 
occurred, and any follow-up requirements. 

In the nurse and midlevel provider models scheduling is. more 
critical, since some level of care is to be provided on 
site. Voucher projects should arrange for some evening and 
weekend hours, both for operation of their access point~ and 
by one or more of the contract providers who will see MSFW 
patients at those hours so that time away from work can· be 
minimized. Office appointments made by community health 
workers or nursing staff during visits to the migrant camps 
should be coordinated with the office staff. All non
emergency care provided off site should be scheduled and 
logged in by the administrative staff, regardless of the 
voucher model. 

A typical medical complaint would be treated as follows: by a 
services coordinator model project. Appendix A provides 
additional information on the types of forms used and their 
information content: : 

1. 	 Patient presents self and describes chief complaint to 
coordinator at entry point 

2. 	 Coordinator verifies beneficiary status and logs 
patient into program 

3. 	 Coordinator selects contract physician and calls 
office, describes complaint and makes appointment for 
the patient. Usually a family, general practice, 
internal medicine, pediatrician, or OB-Gyn physician 
will be used, unless the complaint can be handled by 
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:a.t:her public heaLth programs (county. health depa:rtment 
prenatal program._ b~ood pressure screening, family 
planning), or the physician's office staff indicate 
,that the complaint warrants immediate referral to a 
,specialist (e. g., orthopedic problem). A referral form 
:is then prepared, which identifies the patient, the 
pomplaint, and any other relevant information which 
wilL facilitate the visit. 

If the referral is ·to a provider with whom the program 
has an agreement for reimbursement and the patient does 
not have a third party payment source, the referral 
form will also serve as a voucher authorizing 
reimbursement for services. Reimbursement for a single 
office visit may be provided or, in some cases, the 
project may authorize continuing care with multiple 
visits, as needed, with notification to the program 
after each visit has occurred 

4. 	 Sufficient information is obtained to complete the 
referral and authorization form. An appointment, slip 
is prepared and given to the patient, together with a 
copy of the referral and authorization form 

5. 	 Any support services needed to keep appointments and 
necessary to receive quality health services (examples 
are transportation or translation services) should be 
assessed, documented and arranged for 

6. 	 The service-site log is updated to include date and 
time of appointment, provider, complaint, and any 
special requirements (e.g., transportation, translator, 
etc. ) 

In cases where it is feasible, the initial contact with the 
client can be done at the migrant camp, in the client's 
home,,(jr in the fields, in order to expedite treatment for 
any MSFW who has limited access to the entry point or no 
transportation. 

For a voucher project which employs a nurse or midlevel 

provider, the above sequence would also include: 


• 	 A brief history and recording of vital signs in the 

medical record 


• 	 In the event of a referral, preparation of a .referral 

and authorization envelope to be initiated if 

additional medical documentation is useful to the 

referral physician and is available. This might 
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..include case history, vital signs', medications 
prescribed, pr.evious laboratory and x-ray test resul.ts, 

.',and provisional nursing diagnosis by the on-site .health 
provider 

• 	 Provider notification of the project by phone or 
written correspondence if he or she desires to follow 
the patient. The bill is sent, as specified in the 
contract, with a copy of the billing information and 
case summary forwarded to the voucher project service 
site for updating of the medical record and services 
log 

• 	 If additional follow-up care is needed scheduling a 
follow-up appointment with the appropriate health 
provider or, if the follow-up care can be provided by 
project staff, an appointment is made with project, 
health staff for additional services. 

E. 	 Referral: 

Although local systems for delivery of health care using 
vouchers will vary, certain information is necessary to 
consider when designing referral forms and reimbursement 
authorization. Appendix A describes a minimum data set. 
necessary for such forms. 

F. Follow-Up Care: 

The voucher project is responsible for scheduling and/or 
confirming follow-up care with health providers. Upon 
completion of the authorized visit(s), if further follow-up 
care is required, the local physician either calls and 
notifies the project of the need or mails a notice to the 
program, allowing adequate time for scheduling. Voucher 
programs are encouraged to utilize the Migrant Health center 
Directory to network with migrant health centers and other 
organizations receiving section 329 funds. Directories:: can 
be obtained through the Clearinghouse for Primary Care 
Information, (703) 821-8955, extension 248. 

Voucher projects should document in their grant applications 
that a review of client records and information from 
referral physicians indicate that on all occasions when':, a 
contract physician advised the project of a positive PAP 
smear, need for immunization, or diagnosis of hypertension, 
the project made an attempt to contact the client to ar.range 
for follow-up care. If the client intake form indicates a 
customary source of primary care in his or her home base, 
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the project should make eff.orts: to 'communicate findirn;s. and 
need to that provider if the migrant cannot be reached 
before departure from the project service area. 

G. Emergency Care: 

The project should address emergency care requirements and 
assure that at least one local hospital in the service area 
will accept MSFW emergency patients. A local physician with 
privileges at the hospital of choice should also be enlisted 
to act as the ER and admitting physician when the program 
seeks to expedite care. 

H. Quality Assurance: 3,5,11 

Each voucher project must arrange for health care, financial 
and management quality assurance. Appendix C to this 
guidance provides additional details for health care quality 
assurance for different models of voucher projects. For 
medical quality assurance in nurse or midlevel staffed 
voucher projects the medical director/advisor will usually 
take the lead in designing a review process which covers the 
following items: 

• 	 structure and maintenance of medical records. Medical 

records for voucher projects which employ nurse or 

midlevel providers must include: 


intake (registration) and consent forms (both for 
treatment and for release of information) 
progress notes, including complaint, diagnosis and 
treatment plan 
vital signs for each illness related visit seen by 
a nurse or midlevel provider 
history and physical (if indicated) 
problem list 
laboratory, X-ray, special study and consult 
reports (should be easily referenced and have been 
reviewed by the provider prior to inclusion into 
the record) 
medication list 
any drug sensitivity or life threatening medical 
condition will be clearly stamped and/or color 
coded on the front cover of the record 
all records kept in accordance with the Privacy 
Act of 1974 
all chart entries dated and signed to include the 
providers' professional discipline 

• 	 selection process for local referral physicians or 
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.other providers 

• 	 utilization review .ofreferral provider case summaries 

• 	 Nurse and midlevel provider adherence to. ,protocols 
(treatment protocols will be on file for all midlevel 

. providers), particularly for the use of 

. pha~aceuticals, referrals, and follow-up 

• 	 Process for adherence to clinical indicators, outcome 

measurements, and medical audit procedures 


• 	 compliance with all applicable state nursing and 

medical practice laws. 


The project is also subject to external audits as deemed 
necessary by the Migrant Health Program. These reviews may 
be called with minimum advance notice and will focus on the 

. fOllowing issues in depth: 

• 	 formulary content and drug utilization 

• 	 case management and follow-up 

• 	 provider credentials 

• 	 program utilization by patients 

• 	 any other areas impacting upon the project's ability to 
provide access to quality primary health services 

Although service coordinator model voucher projects are not 
expected to perform clinical effectiveness studies or to 
determine compliance with clinical indicators, 
appropriateness of referrals and utilization review studies 
of contract service providers should be conducted at least 
annually by voucher project staff, with assistance of their 
medical advisor. 
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I.. Clinical Measures 

A set of clinical performance measures f.or migrant health .' 
ce,nters has been .. developed~· These measures are bas~ci on the 
concepts that dev.elop~d the c,linical measures for commmj ty 
health centers and include recommendations from a work group 
of migrant health center clinicians and Bureau of Pr.imary 
Health Care clinicians. For detailed information on 
clinical measures for migrant voucher programs, refer' to the 
Clinical Measures Workbook, Part II15 • 

;.t 

".: 
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The following paragraphs describe the functions of a referral and 
authorization form and suggest a minimum data set necessary for 
performance of each. Also attached to this appendix is an 
example of a referral and authorization form designed by one of 
the voucher projects. The example is not necessarily the best 
for use at other projects, but did work well within the context 
of other information sources and the services delivery model used 
by the project which contributed this form. 

1. Contents 

Services Coordinator Model. Forms and procedures to support the 
referral process and the payment for services in a lay services 
coordinator staffed voucher project must capture all of the 
documentation needed for the following functions: 

• 	 Documenting the referral and facilitating the support 
process for a successful referral 

• 	 Facilitating patient intake and action by the referral 
provider 

• 	 Tracking of clients seen, complaints, disposition, and 
follow-through 

Fiscal control and payment by the voucher project 

• 	 promoting continuity of care and facilitating follow
through and follow-up on provider instructions to the 
patient and recommendations for additional care 

• 	 Performance of quality assurance and utilization review 

• 	 optimization of use of resources 

Data elements which should be a part of the referral and 
authorization form, or collected on a registration form which can 
be linked to the referral form, in order to support the above 
functions in a services coordinator staffed voucher project are 
indicated below. Items which usually appear on a registration 
form rather than a medical provider referral form are indicated 
with 	an n*,. , 
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.:Patient identification, contact information, and 
demographic characteristics 
'- Name and local address 

Arrangements to facilitate contact·· (name of crew 
leader, camp phone, directions for finding 
residence, other contact person, etc.) 

.Downstream or homebase address* 
Downstream/homebase customary source of primary 
care * 
Date of birth, sex, race and ethnicity 

• 	 Family structure and minimal information on each 
member* 

• 	 MSFW eligibility and third party coverage information 
- Seasonal farmwork as principal emp1 oyment* 

Self 
other family member 
Migration for purpose of seasonal farmwork in past 
24 months* 
Self 
Other family member 
Former migrant farmworker who no longer en9ages in 
seasonal farmwork due to age or disability 
Family size and family income (for comparison. with 
OMB poverty guidelines 
Any current/recent Medicaid coverage (if so, in 
which state) 
Information for determining eligibility for Medicaid 
in current state* 

Any other third party coverage 


(Note: collection of information regarding eligibility criteria 
for other programs serving migrants should be included when 
shared outreach or intake is contemplated, or in order to 
facilitate cross-referrals --- such information might. incLude 
whether mor~ than 50 percent of the patient's income was derived 
from seasonal farmwork, whether migration occurred across the 
school district boundary within the past 12 months, or past 5 
years, etc., depending on the different definitions and criteria 
for eligibility used by the other programs) 
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• 	 cm::tent visit information 

Date of encounter 


- Chief complaint or need 
'.;- Other current problems/needs 
,:- Consent for treatment and consent for release o£ 

information (both by the voucher project to the 
referral provider and by the referral provider back 
to the project) 

• 	 Disposition 
Referral provider and reason for referral 
Appointment time and date, if applicable 
Voucher information (control number, limitations: on 
reimbursement, limitations on further care) 
Authorized signature and date 

Special 	information helpful to referral provider and to 
project 	staff 

Support needs of patient for transportation, 
translation, etc. 

Environmental considerations (work, residence, 
pesticide exposure, etc. as likely to be relevant) 
Other (previous recent encounters and referrals~ 
etc. ) 

• 	 Section for reporting by referral provider 
Date and place of encounter 
Diagnoses 
Services (diagnostic, treatment) provided 
Instructions to patient (include prescriptions) 
Recommendations for followup care (include criteria 

for revisits) 
Charge and request for payment, or indication of 
third party billing 

• 	 section for administrative use by project 
Appointment/referral completed 
Follow-up ;-equirements and plan, if any 
Date feedback from referral provider received 
Payment authorization/record (may also indicate
amount) 

Nurse Staffed Model. Functions for the nurse staffed voucher 
project include all of those listed above for the services 
coordinator staffed model, plus a formal patient assessment and 
care plan functions. It is recommended that nurses' notes fellow 
a SOAP format (subjective, objective,'assessment, and plan). 
Data elements necessary for the patient assessment and plan 
functions include: 
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'Subj ective (.eJ.aborateon the chief· complaint, 
symptoms, and history) 

Objective (vita~ signs, laboratory tests, and physic 
al examination, etc~) 

-. Assessment (conclusions based on subjective and 
objective data) 

Plan 	(direct services, referral, and followup, as 
applicable) 

Based on the assessment, the nurse will specify a plan. This may 
take the form of a decision to provide direct nursing care (apply 
a cold compress to a bruise, for example) and/or refer the 
patient to a contract provider. If referred to a contract 
provider, the plan must be modified after feedback is received 
from the provider to incorporate specified follow-up needs. 

Midlevel Provider staffed Project Model. The midlevel provider 
staffed project will perform all of the above functions, plus 
administer a sliding fee schedule and perform third-party billing 
for covered medical services delivered on-site. The information 
necessary for billing must then be collected. Insurance billing 
information generally consists of the following: 

• 	 Name and address of insured and relationship to patient 

• 	 Insurance group and policy number, Medicaid or Medicare 
number 

• 	 Employer, if Workers compensation (WC) or if commercial 
insurance provided by an employer 

• 	 Name and address of carrier if WC or private insurance 

• 	 Diagnoses -- some insurance requires that diagnoses be 
coded according to the International Classification of 
Diseases, 9th Revision, Clinical Modification (ICD-9
CM) 

• 	 Date and place of service 

• 	 Procedures performed (carriers may require procedures 
coded, usually according to the latest edition of CPT-4 
published by the American Medical Association, or the 
Health Care Financing Administration Common Procedures 
Coding System, HCPCS, for Medicare and Medicaid) 

• 	 provider identification 

• 	 charges (the amount charged may have no relationship to 
the amount "allowed" by the carrier) 
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2. cl.±ent::-orPatient Rec;l.st%ation 

The low volume of visits to some voucher prcj'ects may be SUCh. 
that it is appropriate to use the referral form also for patient 
registration. The registration information' should include Ul. of 
the identification, demographic, and contact information lLsted 
above under the services coordinator model information needs•. 
The registration form, or supplementary family registration ~orm, 
should include at least minimal information on all other fa.miJ.y 
members. 

When 	 establishing Migrant Health Program eligibility, note that 
projects may accept self declaration of seasonal farmworker 
status, migratory status, and income. 

Registration forms must capture information regarding customary 
source of primary care, if any, in the patient's home base area, 
as well as how to contact the migrant both during the present 
stay 	in the voucher project service area, and during the winter 
season. 

Registration forms should also include collection of a signature 
authorizing the release of medical information necessary for 
medical care or processing of payments. 

3. Documenting and Facilitating Referral 

Each 	voucher project must conduct the following functions:, 

• 	 Maintain a tracking system of clients seen, chief 
complaint, whether services provided on-site or, if 
referred off-site, referral destination, referral 
follow-through, and voucher reimbursement (services, 
charges, and payments). 

• 	 Provide the referral provider with information which 
facilitates the visit (relevant registration 
information, complaint and assessment, if available, 
and any special circumstances which may be relevant to 
the diagnosis and treatment decisions) 

• 	 Note the special needs of the client for support 
services, such as transportation and translation•. 

• 	 Maintain a log of referrals outstanding (those for 
which full and complete bills have not yet been paid). 

To control the paperwork it will be helpful if the referral form 
and voucher authorization are a single form. If a multipart form 
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is used, a ccpy· of the referral fo;m' containing the above 
information and retained by the voucher project service site can 
serve as a voucher log, a system £or tracking whether 
appointments were followed through, and for tracking ob~.igat:tcns. 
Prenumbered forms with the clinic copy filed sequentially in'a 
suspense folder are often used by voucher projects to accomp~ish 
these functions. The referral provider can complete the form 
after the visit, send one copy back to the project and insert the 
other copy into a medical record as a substitute for registration 
and encounter reports. 

4. Fiscal control 

Fiscal control in a voucher project requires a system to ensure 
that: . 

• 	 Payment is made only for authorized referrals and 
services 

• 	 Payment is made only for Migrant Health Program (MHP) 
beneficiaries 

• 	 Third party payment sources are used instead of MHP 
funds whenever possible 

• 	 A sliding schedule of discounts based on ability-to pay 
is used to obtain full or partial payments from 
patients 

Payment amounts to providers are in accordance with 
negotiated fee schedules 

• 	 Duplicate payment for the same service is prevented 

• 	 obligations for authorized referral services not" yet 
reimbursed are monitored against the remaining budget 

The necessary data elements to be included on the referraL and 

voucher form in order to perform the above functions include: 


Information collected or entered by project 
intake/referral staff 

Signature of person authorized to make the referral 
Specification of what services are authorized
Name, beneficiary status, and ID number, if 

applicable, of patient 
Source of payment (other third party or vQucher 

program),' 
Financial classification, if applicable (for sl~ding 

fee schedule) 
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A: sequentially. assigned unique referral or billing 
.nnmher 

• 	 Information collected or entered by contract· provider 
Date and location of encounter 
services provided 
Charges 

• 	 Information entered by project financial or 
administrative staff 

Date all information required for reimbursement.: 
received 

Amount of reimbursement by project allowed for 
authorized services 

Date sent to payments office 

The system should include maintaining a copy of the 
referral/voucher form in a suspense file until the bill is 
received, matching the bill with the correct voucher 
authorization and removing it from the suspense file, checking 
the voucher for correct authorization, comparing the billed 
services against what was authorized, checking the amount t~ be 
reimbursed against the fee schedule, and insuring that the 
patient does not have a third party payment source. Note that a 
patient 	hospitalized may often receive retroactive Medicaid 
eligibility dating back 90 days. Contracts with providers should 
therefore include agreement that they will bill Medicaid, or 
other third party payment sources, when and if eligibility is 
discovered or determined retroactively (if they have already 
received payment from the voucher program, they must issue a 
credit) . 

Handling of sliding fee discounts varies among voucher projects. 
Some apply the schedule at time of issuing the voucher form, 
collecting a token or discounted fee. still others may negotiate 
with the provider for a reimbursement level that anticipates 
collection of a minimum fee at the time the vouchered service is 
delivered. 

5. continuity of Care 

Assuring continuity of care may be problematic at the services 
coordinator staffed project, since there may be no staff person 
with health or social services training. Thus, a lay person may 
serve as the care coordinator, or case manager, and may not be 
well equipped to perform the coordination and communications 
functions among different medical care providers. For a nurse or 
midlevel staffed voucher proj ect, the nurse or midlevel prov:ider 
performs triage, directly provides some care on-site, 'serves as a 
gatekeeper to referral providers, authorizes additional services 
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and ravisi.ts, and coordinates subsequent referrals to speci.aJ.ists 
or hcspi~ization. 

The voucher program guidance' includes a variety of requirements 
which will contribute to continuity of care, including: 1) roles 
for nurses in a nurse/voucher system, 2) contract physician or 
other proyider information flOW, and 3) information retent~ by 
the mi~t health project. Specific requirements for nurse or 
midlevelprovider staffed voucher projects are: 

• 	 Voucher projects will forward with the referral farm 
pertinent information from the medical record to 
facilitate diagnosis and treatment. 

• 	 Referral log entries will include whether or not the 
physician encounter occurred and, if appropriate, 
follow-up requirements. 

• 	 Agreements with providers should require that the 
physician notify the project by phone or written 
correspondence if he or she desires to follow the 
referred patient, regardless of subsequent payment:. 
source. 

• 	 The nurse will assist clients in follow-up care needs 
prescribed by providers. 

• 	 Voucher project staff will monitor patient compliance 
with follow-up visits and treatment programs. 

contractual agreements with local health providers: must 
include a provision that a case summary containing the 
diagnosis, treatment, prescriptions, patient 
instructions, and any requirements for follow-up will 
be forwarded to the project with the bill. 

• 	 A copy of the case summary and bill forwarded by the 
provider should be included in the medical record 
maintained by the voucher project as soon as received. 
Case summaries should be reviewed to be sure that if 
continuing care is required, a treatment plan is given, 
including referral details and follow-up schedule. If 
additional follow-up care is needed which is beyond the 
capabilities of the project, the project should 
schedule follow-up appointments with appropriate health 
providers. 

The data elements included on the referral form should' assist and 
guide providers and nursing personnel in meeting the above 
requirements. The necessary data elements for these functions 

33 


http:ravisi.ts


BPHC 	 policy Information Notice: #94-7 

were outllnedin Section 1:, above. Si.mi~arly, the provider"s 
case summary must be sufficiently complete so that the nurse can 
communicate what was done,' and why, to any subsequent provider. 
Timeliness is critical to this communication process. 

6. Quality Assurance and utilization Review 

Appendix C to this guidance describes minimum requirements £er 
quality assurance and utilization review functions in voucher 
projects. The discussion in the following paragraphs is limited 
to the requirements on the referral and authorization form fer 
information to support performance of quality assurance and 
utilization review. 

The first action which is subject to quality assurance program 
(QAP) review is that of the decision whether or not to make a 
referral to a contract provider and, if so, to which provider. 
Even services coordinator staffed entry points will require that 
a reason for the referral be documented. For nurse or midlevel 
provider staffed voucher projects, documentation must be 
sufficiently complete to assess adherence to protocols for 
conduct of triage, referral, and for direct provision of services 
when appropriate. 

The second component for review is that of the utilization by the 
referral provider. If the voucher project reimburses 
additionally for diagnostic tests and procedures, the 
appropriateness of each, given the complaint and symptom of the 
patient can be screened using utilization review (UR) criteria. 
A SOAP visit record and case summary must be reasonably complete 
to serve as the basis for UR. 

The third component for QAP review is that of the follow-through 
by the voucher project staff. Timely receipt of information from 
the contract provider are required for appropriate follow-through 
actions by project staff to take place. 

7. Resource Use optimization 

The optimization of the use of resources refers to the allocation 
of functions between nursing or midlevel provider staff and ~ 
referra~ providers, and the selection from among referral .' 
providers to make the most appropriate referral. optimization 
will therefore depend upon: -

• The needs of the patient 

• 	 What is permissible under the State Nurse Practice.: Act 
or applicable laws for other midlevel providers 
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• 	 ~ity of the referral provider or the voucher ~ect 
to offer the complement of support services to assure 
,that MSFWs follow-through with the treatment 
requirements 

• 	 Ability and willingness of the voucher project' stafx to 
take the responsibility for follow-up care 

Resource optimization decisions are subject to utilization 
review, and continuous monitoring or periodic retrospective 
reviews should be performed in order to improve decisionmaking. 

8. Examples of Referral/Authorization Forms 

One of the combined nurse and voucher projects which come close 
to meeting the full array of information needs for the referral 
form and bill submission system, is that used by the former 
Illinois Migrant Health Project operated by the Illinois Migrant 
council (this proj ect is now operated by the community Health·· , 
Partnership of Illinois). Copies of the two sides of the form' 
used by IMC appear in Exhibits 1 and 2. A four part form was 
used with one copy filed at the IMC clinic in a suspense f~lder. 
The other three copies go with the client to the contract 
physician's office. After the physician sees the patient and 
completes the form, one copy was sent to the IMC clinic 
immediately, one copy was retained for the physician's records, 
and one copy was sent with the periodic billing to the IMC~clinic 
for processing. 

Although an excellent form it does lack a space for inserting 
information on the special support needs of the migrant patient 
and doesn't prompt the nurse to supply relevant medical history 
information. The form also lacks information on third party 
payment and beneficiary status. However, the system within which 
the form was used provided positive tracking of each referral, 
assurance that the referral was accomplished and authorization. 

In addition to the information contained on the form used by IMC, 
projects should consider additions in Section I which prompt the 
nurse to provide: 1) special support service needs, and 2) 
pertinent medical history or other information from the medical 
record which will facilitate diagnosis and treatment. section II 
should have a prompt added for "patient instructions. 1I We. also 
recommend addition of a line in the administrative section for 
noting beneficiary status and third party payment information. 

Although expensive to print, four part pre-numbered fo~s are 
worth the price. The distribution of the form copies should be 
the same as applied to IMC's forms. The voucher project staff 
should "approve" vouchers for payment after receiving the case 
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'. 

\"'~"" CLIENT VOUCHER and REfERRAL FORM ~~~ * Ct... \ /oj I C.- ADD P-E"5S ~ ~ ~~ e 
-.J 

t"••IIII",OI.<I ~,~P60 (P!l..I"'~") \-'te::-R.G N'.? :1001 

Re.erred To: Client ,
SCIt ___

Street Client 1.0. No. I 

I 
City Zip Address !Phone Birtn Date Phone 

\ i\ppl Date TIme Head 01 House \ 
!\ 

Is I Present COmplamts: (S) 
E I 


i
C I 
IT I 

I I0 Nursing Assessment ,0) BP Temp flulse Other 

N 


1 

S 
E 
C 

T 

I 
o 
N 

II 

Signature Date TIme 

Dther_____Doctor's Findings: (0) B? iemp Pulse 
\ 

\ 

! 
I 

DiagnOSIs (A) 

Treatment PrOVlCle!!: (P) 


Follow-UD you would like prOVIde!! by IMe SlaH: 


Signature Dale Time 

ATTENTION PROVIDER this vouCher IS valid for one (I ) client VISIt lor whICh Ine Charges are S30,OO or less anu IS VOla 15 days atter Issue. 

AUTHORlZAnON FOR MEDICAL ani! DENTAL CARE: I herelly aUlhOnze any meolcal or dentaf care consloereo bV tne stalt at Ihe illinoIS 
Migranr HeaJlh Proiect andlOr their contracted IIhyslCial1Slllenllst$ IQ be In mv or memaers ot my famIly s best Interest and authOnze ute 
release of any ,"Iormatlon acQUIred In tile course 01 mv reglstrallon. examtn3110n or Irealment. 

AUTORIZACION PARA ATENCIDN MEDICA Y DENTAL: Aulonzo CU31QUlef alenelon medIca 0 dental conslderaoa oor el Illinois Miqrant Healtll 
Project oDor sus me<!ICOSI11emlstas contralaOOs en el melor mleres oe ml 13mlila 0 mla. y aUlonzo oremr CUalQUler tnlormaaon o\)lel\IOa 
ourame ml reglstraclOn, examtnactOn 0 Iratarntento. 

Client's Signature Date 01 Issue ---- \! e {b 
VouCller Issue<! bY Oa\e oUssueY ~~___ 

PlEASE SeE REVERse SIDE FOR DETAILEO INSTRUCTIONS. COPY O1STRIBUTION and HEALTH STAFF FOllOW-UP 
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'l!:D:I13IT 2 

GENERAL INSTRUCTIONS 
1. 	 This Client Voucher anc Relerral Form aUlhOfllCS :;crvlces lor wllich the charges are·S.::lO.QQ or 

less ana IS vOla 15 cays alier.lssue. PIC?ase contact \tiC IIhnols Migran.\. Health Project at the 
phone numbenndicated on the tace lor approval 01 charges In excess at S30.00. 

2. 	 The illinOis Migrant Health Project nas no lundll1g tor hosDitallzalion or extensive diagnostic 
testing and, therelore. villi not be responsible lor Ihese costs. Clients 10 need of elCtenoed 
health services shOuld be reterred back 10 :he IHinols Migrant Council for assistance In secur· 
ing benelits from otner agencies sucn as Public Ald. A notallon tor recommended follow-up 
care should be maae unoer Section II on tne lace at this Voucher ana Referral Form. 

COpy DISTRIBUTION 

1. 	 The. top Ihree C3) CODles at the Client Voucher and Referral Form are taken by the chent 10 the 

health Drovider's ott ice Cwhlle. yellow ana PinK copies). 


2. 	 Plp-ase complete Section II and return tne white CODY Immediately to the Illinois Migrant Health 

Project. 


3. 	 Retain the yellow copy for your records. 

4. 	 AttaCh the Dink CODY to your standard billing When suomlttlng voucners for payment. CSee Bill· 

ing Instructions.) 


BILLING INSTRUCTIONS 

,. Please submit the pink copy of this VOUCher and Referral Form along With your standard billing 


to the "Bill to" address on the face of this Client Voucner and Referral Form on a monthly baSis 

by the 10lh ollhe following month, (e.g., for services rendered in July, bills must be submitted 

by August 10th). 


2. 	 Belore Dayment can be received. :)eclJon II "Doclor'S Findings," of this Client Voucher must be 

completed. 


3. 	 Payment cannot Oe guaranteed lor' bills suOmitted more rnan 45 days after tne date of issue on 

Ihe Client Voucher and Referral Form. 
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P.BDVlDER CON'l'RAC'l'S',:;' AlmHBKORANDA OF UNDERSTANDING 

It is vital that details of how referrals will be made, 
information and communications flow, billing procedures and 
reimbursement rates, and other expectations between a voucher 
project and each local health care provider to which the project 
will refer patients be produced as a written document. This 
document can then be used as an attachment to, or the wording 
incorporated into, a contract or memorandum of understanding 
between the project and provider. In some communities ver.bal 
agreements and a hand shake may commonly be used, but such 
agreements are subject to misinterpretations, lack continuity if 
either party leaves the community or expires, and are cumbersome 
to communicate to other staff of either party's organization. 

This appendix outlines the recommended features of a complete 
agreement between a voucher project and a local provider. The 
recommended set of items to be covered should include the 
following areas which should be incorporated within or as an' 
attachment to the formal document. 

• 	 Legal name/description of the parties to the agreement 

• 	 Certifications and representations 

Purpose (intent of agreement) 

• 	 Period of time during which the agreement shall apply 

• 	 What the voucher project will do for provider in regard 
to: 

making appointments for referred patients 
~ transmitting patient information to the provider 

demographic and contact information 
,--complaint and relevant background, including special

\. needs 
third party billing information, if applicable 
forms for reporting outcomes, followup, and for 
billing project 
consent for treatment and for release of information 
providing support services (such as a translator) 
reimbursing the provider for authorized services at 

an agreed upon rate 
facilitating patient application for Medicaid: and 

other payment sources 
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Expectations by th.e:project of the provider: 
Maintain a current valid license and authorize 

. credentials verification 
",- Advise on a timely basis if license/credential is 

suspended or discontinued 
Accept referred patients on a timely basis 

. - Provide project with a case summary on a timely 
basis detailing diagnoses, treatments, patient 
instructions, and followup care needs 
Bill third party, including Medicaid for services 
rendered during period of retroactive eligibility 
credit project for such recoveries 
Accept negotiated reimbursement rates and 
limitations 
If an institution (CHC, hospital, local health 
department), the institution will operate a quality 
assurance program in accordance with state, Federal, 
or JCAHO requirements -- advise the project if the 
institution's quality assurance program is 
determined to be inadequate by the licensing, 
certification, or funding organization. 
Facilitate inpatient or specialist referrals 
necessary for referred patients 

• 	 Termination of agreement. Events which cause an 
automatic termination. Advance notice for voluntary 
termination 

• 	 How modifications to this agreement may be made 

• 	 Relationship of provider to project (independent 
contractor or provider, not as employee of the project) 

• 	 Procedures for emergency contacts during evenings and 
weekends 

• 	 Maintenance of records and participation in utilization 
review process 

Representatives for each party (who and how to contact) 

• 	 Other requirements (any clauses which the project is 
required to include in contracts, such as 
nondiscrimination, etc) 

• 	 Date and signatures of the parties 

Exhibits 3 and 4 represent examples of formats for a memor~ndum 
of understanding and a contract used by current voucher projects. 
These documents can be made very compact by referring to an 

40 




BPHCPol.i.cy-Information Nod.ce: :#94- 7 

attached ,detailed description of for.ms, in£ormation flow" pm::i.ent 
flow and billing expectations. Exhibit 3 is a memorandum ox 
understanding between PROTEUS, a statewide voucher project y and 
local contract providers. This document includes most, but'not 
all of the items listed above. It is supplemented by giving the 
provider an instruction manual for use of the referral and 
voucher authorization form and a description of PROTEUS' migrant 
health project other systems and procedures. Exhibit 4 is an 
agreement (contract) between Northwest Michigan Health services, 
Inc. (NMHSI) and a local pharmacy (the pharmacy name, owner, 
address, and phone number have been deleted from the copy). 
contents of the pharmacy contract include most of the relevant 
items listed above, plus an indemnification clause which protects 
NMHSI from liability claims resulting from activities of the 
pharmacy. 

Indemnification clauses, or clauses which specify that the 
relationship of the provider is that of independent contractor 
and not as employee or agent of the voucher project, will not 
protect the project against being sued if a patient is injured by 
acts or omissions of the contract provider. However, they . 
provide defense and a basis for apportioning any subsequent 
settlement or judgement to the provider rather than the project 
if there is no contributory negligence by the project. 

Because of the diversity of arrangements which exist, we have not 
attempted to provide a draft idealized provider contract. A wide 
variety of other formats for contracts and memorandums of 
understanding are in use by current Voucher projects. It is~ 
recommended that each voucher project consult their attorney: 
regarding proposed draft contracts before signing them. 
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·BIB I BXT. 3 

"'EMOlUNUUM OF UNDF.RSTANDtNG 

This document constitutes a Memorandum o,r U~derst~ndinl!' betw~en 

PIlOTEUS EMPLOYMENT OPPORTUNtTtES. INC. 

and 

A. 	 PUIlPOSE 

The parties identiCied above enter into this Memorandum of Understanding 
for purposes or carrying out the mission and provisions of the Iowa Mi
~rant Health Project. 

B. 	 LIMITATIONS 

1. Both pArties shall undertake the performance described herein abid
in~ by their respective corporate bylaws and policies and complying with 
all applicable local. state, and federal laws. 

C. 	 DUP..ATION 

The Memorandum of Understanding shall be in eCfect for the period start 
in~ February 1, 1992, and endin~ January 31, 1993. The period of op
eration lRay be modified upon mu.tual, written consent. 

D. 	TERM1NATION 

It either party desires to terminate this Memorandum of Underst~nding, 
it may do so upon 10 days written notice to the other party. 

E. 	MODIFICATIONS 

Each party reserves the right to 1R0dify this a~reemenl at any time. 
Modifications shall become addenda to the original Memorandum or Under
standing and shall bear signatures of the two parties. 

F. 	REPRESENTATIVES 

1. Each party shall provide a primary contact person acting on behalr 
of their principals in the perCormance of this a~reement. 

a. 	For Proteus. the primary contact person will be Ruben Garza, 
Director of Migrant Health, or Terry Y. Meek, Executive 
Director. 

b. 	 For the primary contact person 
will be 
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2. Pro.teus will pc-oyide Il list of project staff who will he RS3-hr;neo 
to carry out Pc-oject task. 

G. STATEMENT OF WORK 

Proteus shall do the rollo.inC: 

t. Provide information about the Micrant Health Project 
ofrlcials, or contractors, arriliated with 
Information may be conveyed through meetings, ~osters, brochures. 0 r 
other means deemed suitable. 

2. Outreach and determine eligibilIty of migrant and 

farmworkers (MSFWs). 


3. Conduct an initial assessment of the MSFW to determine health needs 
and appropriateness of referral. 

4. Follow prearranged system for referral of MSFWs to 

health program. 


5. Arrange and/or provide transportation of MSFWs as necessary. 

G. Arrange &.nd/or pc-ovide t.r::.r.sllO.l~ull !. .... vicc;s ~.ar .:.c ~~SFi'l (or ..ny 
and all appointmen~s scheduled. 

1. Provided Collow - up with the MSFW to assure understanding and rol
low through of instructions, care and/or medications. 

8. Reimburse for costs chArged at 
Title XiX rates as authorized through a Proteus voucher up to a maximum 
or $60 per calendar year per MSFW. 

9. Assist the farmworker to facilitate additional means or payment for 
necessary medical costs. 

10. Shall refer significant treatment And emergencies to a hospital 

emerltency room. 


shalt do the rollo.in~: 

1. W"rk with Proteus Migrant lIelllth Project Staff to develop II refer
ral system. 

Z. Makp. a good faith effort to serve MSFWs in a timely manner AS they 
are referred by Proteus. 

3. Provide Proteus with necessary (allow-up dor.umentalion on referred 
t.lSFWs. 

4. Work with Proteus staff in the coordination of linkages to other 
community health resources which might also serve the MSFW'population. 
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5. Submit timely statements to Proteus hased on the prenrran~ed slid-
in~ fee schedule. available insurance. Proteus' voucher allowance. etc. 

Ruben Garza, Director oC Migrant Health Date, 
Proteus 

Slgnature and Title Date 
Provider 
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EXla13:tT 4 

Page 1 of 't 

NORTHWEST MICHIGAN HEALTH SERVICES, INC. 
PHARMACEUTICAL SERVICE AGREEMENT 

This Ag~eemen~ 1S between Northwest Michlgan Health Servlces, Inc. 
(he~elnafter referred to as NMHSI) and 

PHARMACY 

(hsrelnafter referred to as Participatl.ng Pharmacy)., 

WHEREAS, NMHSI, a Michigan non-profit corporation, has been organized 

to make comprehenslve prlmary health care services avaiLable to 

migratory farm workers and thsl.r dependents as provlded by Section 329 

of the PubliC Health SerVices Act: 


WHEREAS, NMHSI has included, as a part of its health care se~vices, 


certaln outpatient pharmaceutical services renaered to Clients through 

participatlng pharmacles; 


WHEREAS, NMHSI desires to arrange for the dispensing of outpatient 
presct'lPtion meaications and pharmaceutical serVlces to Clients through 
participating pharmacies; 

WHEREAS, NMHSI ana Participating Pharmacy deSire to promote high 

standards of phamaceutical cnre on a cost effective basis; 


I~HEREAS, Particlpating Pharmacy desi~es to dispense such outpatient 

prescrlption medications and provlde charmaCeUtlcal serVlces to NMHSI 

Clients subject to the terms and condltions hereafter sec forth in this 

Agt"eementj 


WHEREAS, this document, entitled NMHSI Pnarmaceutlcal Service 

Agt"eement, wlll be recognlZeO as an offering of pat"ticipa~ion up to the 

time of executlon by both pat"tles, at which time lt will become a lega! 

and bindlng contract; 


Now, therefct'e. in conslderaticn of the mutual covenan~s hereln 

contalnea, tne parties do hereoy agree as follows: 


1.0 OBLIGAT!ONS Or THE PARTICIPATING PHARMACY 

t.l Partlclpacing Pharmacy agt"ees to: 

a. Provlde pharmaceutical set"Vlces to NMHSI Clients when ordered 
by a w~ltten or verbal prescrlption from an NMHSI employed 
Physlclan and a completed NMHSI "PHARMACY REFERRAL" fo~m. An 
NMHSI "PHARMACY REFERRAL" form 1S included as a part at: this 
agreement and is !ncorporateo into this ag~eement by reference. 
Particloating Pha~macy attention 1S speCifically directed to the 
ATTENTION PHARMACIST: notes at the bottom of the NMHSI "PHARMACY 
REFERRAL" form. 

b. Bill NMHSI by retu~n!ng the plnk cooy of all NMHSI "PHARMACY 
REFERRAL" forms reCe!ved from NMHSI Clients together with the 
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Participating Pharmacy's standard itemi.zed bill. to the address 
provLded at the top of the rsfst"rnl forms. If rsferral forms 
havl.ng different addresses at"e received, a separate billing is to 
be sent to each address. Gills are to be provLded to NMHSI 
monthly or more often. Payment wlll not be rendered for 
pharmaceutical services which have not been authOrlzed through the 
issuance of an NMHSI "PHARMACY REFERRAL" form, 1.S., billings must 
be accompanled by the plnk copy or NMHSI's ~efe~ral form. 

c. The price billed for each p~esc~iption is to be equal to the 
acqUisition cost of the medication dispensed plus a profess~onal 
dispensing fee. The medication acquisition cost shall be 
calculated by Pa~ticipat~ng Pha~macy based upon ave~age ~holesale 
p~ice (AWP) less 10%. Average wholesale p~ice for pu~poses of 
this ag~eement shall mean the p~evailing medication prlce charged 
to Pa~ticipatinq Pharmacy by the medication wholesaler, nat to 
exceed AWP as repo~ted by the Ame~lcan Drugglst Redbook. The 
professlonal dispensing fee shall be $3.75 for each prescription 
order or refill thereof. 

d. The Participating Pha~macy shail look solely to NMHSI for 
payment of cove~ed services and wLll accept reLmbursement from 
NMHSI as payment in full fo~ covered services provlded by 
Participating Pharmacy to NMHSI Clients. Partlclpating Pharmacy 
~ill not bill NMHSI Clients for any covered servlces. No copayment 
~s requested or allowed. 

e. Acknowledge that nothing hereln shall be construed to requlre 
a Partlclpatlng Pharmacy to dlspense any prescrlptLon medication 
if, ~n the pharmaCist'S professLonal judgement, such medicatLOn 
should not be dispensed. 

f. Allow a duly authorized NMHSI agent, upon reasonable notice or 
request, free access dur~ng regular busLness hours to the boOkS, 
invOLces, and prescrLption files of the Pat"tl.cipatl.ng Pharmacy as 
may be t"easonably necessary for verificatLon of LnformatLon 
relevant to the performance and adminLstrntlon of this Agreemen~~ 
including a complete aucLt of the recorcs of the PartiCLpatlng 
Pharmacy If deemed necessary by NMHSI. UerificatLon may be made 
at any time during the term of thlS Agreement, and up to one (1) 
year followLng its terml.natlon. 

2.0 OBL!GATIONS Or NORTHWEST MICHIGAN HEALTH SERVICES INC. 

2.1 NMHSI agrees to: 

a. Work cooperatlvely wlth the Particlpatlng Pharmacy to 
resolve lssues which may arlse from tlme to time concernlng the 
renderlng of pharmacy serVlces to NMHSI Clien~s under the terms of 
thls agreement. 

b. Within 21 days of the .eceLpt of a properLy completed and 
submitted bilL, rende~ pnyment to the Particlpat~ng Pharmacy. 
To be consldered comclete, a billing mus~ conSLS~ of the 
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Pa~ticipating Pha~macy's standard itemized billing statment and 
the pl.nk copl.es,'or all NMHSI "PHARMACY REFERRAL" forms aut:hor-lzlnry 
the the dispensl.ng of medications belong billed on the st:atement. 

3.0 SYMBOLS AND TRADEMARKS 

3.1 A Participating Pharmacy shall have the right to deSl.gnate and 
make public reference to its status as a partiCipating NMHSI prOVider 
provided, however, that the Participating Pharmacy Shall not use the 
NMHSI name or its trademark for any service promotion or advertls~ng 
unless f1rst approved in writing in advance by NMHSI. 

3.2 NMHSI shall have the ~ight to deSignate and make oral and 
published reference to Participating Pharmacy as a pa~ticipating 
provider for NMHSI, provided, however, that NMHSI shall not othe~1se
use the name or Participating Pharmacy in any other way unless first 
approved 1n writing in advance by the Participating Pha~macy. 

't.0 TERMINATIQN: 

a. This Agreement may be terminated by either pa~ty wl:thout -cause 
by giving thirty (30) days written notice to the othe~ party. 
During such thirty (30) day notice period, the Pa~ticipatl.ng 
Pharmacy shall be required to pe~form its obligations ~n 
compliance Wl.th the NMHSI Pha~maceut~cal Servlce ~greement. 

b. Each party acknowledges the rlght of the other to tnformNMHSI 
Clients of termlnation of this Agreement. 

S.O M1SCELLANEDUS: 

S.l Except as hereLnafter provlded, this Agreement shall insure to the 
benerit and be binding upon the successors and assignees of each party 
her-etc. 

5.2 Par-tlcipating Pharmacy shall indemnify and hold NMHSI harmless 
against and from any and all liability, lasses, damages, claims or 
costs due to or arising out of any personal injury or death or property 
damaged caused by or- resulting from the activities and ope~ations of 
Pa~ticipating Pharmacy; except that the provisions of this paragraph 
shall not apply with respect to any liability. suits, claims, demands 
or costs arising from any wl.llful or negligent act or oml.ss~on of; 
NMHSI or any agent, contractor, or employee of NMHSI. othe~ than 
Partlcipating Pharmacy. 

5.3 ~ny notice required to be given pursuant to the terms or 
provlslons of this Agreement shall be in wri.ting ami sent by certified 
mall, return recelpt requested, postage prepald, to: 

NMHsr: Dale Reimer, Execut~ve Director 
Northwest Michlgan Health Servlces, Inc. 
10767 Traverse Highwa~, Suite B 
Traverse City, nt ~968~ 
Phone: (616) 9't7-1112 
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Pharmacy 

"t9"tSS 
Phone: (616) 

6.0 ACCEPTANCE Of NMHST PHARMACEUTICAL SERUICE AGREtMENT 

6.1 The inclusive dates during which this agreement .shall be in ef"f"ect 

are April 1, 1992 through March 31., 1993. 


6.2 The um::1erslgned pat"ties being duly auChorized'to enter- lnto 

contt"acts fot" their respective entities, do hereby agree to the terms 

and conditions of this contC"act. 


FOR NMHSI: 

WITNESS au. hands and seals, this ____ day of ,1992 


Signed, Sealed and Delivered in PC"esence of, 


its______________________________ 

FOR PARTtCIPATING PHARMACY: 

_____ day ofWITNESS our hands and seals, thlS ,1992 

Signed, Sealed and OeliveC"ed in PC"esence of, 

its______________________________ 

(PROWRITE\fILES\PHARMCON.92) 
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PHARMACY REFERRAL 

Copy distribution 
NORTHWEST HICltIGAN HEALnI SERVICES, INC. Wht. - Kep~ byci1nlc 

10767 Travers. Highway, Suite B Yel. - Kellt by Pharmacy 
Traverle City, Michigan 49684 Pink - Returned with 

947-0351 Pharmacy 8ill 

?ha~ACY _________________________________ 
Date Void afur 


? at ient I s Name ___________________________________ 
 I. D. Number 

No. of Refills . ~!dication(s) Remaining 
Rx Ii X Coat S 

2. Rx Ii 	 X Coat S 

Rx Ii 	 X Coat $ 
~. ----------------------
/,lrErrrrOn PHARMACIST: 

- Pleaae use generic drugs unlesa contra1ndi~Ated by physician. 
- Each fo~ is valid for no more than 3 prescriptions. Do not add preecriptions beyond 

those liated by N.H.K.S.I. staff • 
• Do not diapenle more than a I-month supply of any medication unle•• author1:ted by 

N.H.K.S.I. ataff • 
• 	 Please complete this form and return it along with an ltemi~ed atatement to the. 

above addreaa. 

J8 
Illuer's S1~nature 
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APPENDIX C 

QUALITY ASSURANCE AND UTILIZATION REVIEW PROGRAMS 

FOR VOUCHER PROJECTS 


The comprehensiveness and detail of health care quality assurance 
programs appropriate for voucher projects vary with the services 
delivery model. statewide voucher projects which concurrently 
operate geographically distant service sites which differ in ' 
delivery models may need to design separate quality assurance 
programs (QAPs) for each such site. This appendix to the Migrant 
Health Voucher Program Guidance outlines the required components 
of QAPs designed for each of the three prototypical delivery : 
system models currently in use by voucher projects, and describes 
methods which may be used to implement these QAPs. It is not 
intended that these examples deter any project which may wish to 
undertake a more rigorous QAP, or to exploit unique local 
circumstances which offer an opportunity to provide exceptionally 
detailed quality control. The examples described here represent 
minimum requirements for an acceptable QAP, given the services 
delivery model employed. 

Services Coordinator Staffed Delivery Model 

Because the services coordinator staffed voucher project does not 
directly deliver health services, quality assurance depends 
primarily on selecting and contracting with competent and 
qualified medical and dental providers. There will be a ne,ed for 
services coordinator staffed projects to include the following 
components in their QAP: 

A plan for assuring that the credentials of physicians 
and dentists selected as contract providers meet federal 
requirements 

Assuring that other types of providers utilized are in 
compliance with state and local licensing requirements 

• 	 Provision of written protocols for making referrals, and 
a system for assuring that decisions to refer clients to 
contract providers are consistent with these protocols 

• 	 A plan for conducting utilization review of services for 
which voucher payments are made 

• 	 A plan for obtaining feedback from the MSFWs served by 
the project (generally through representation on the 
governing or consumer advisory board, and through 
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periodic formal assessment of client satisfaction) 

It is recommended that each voucher project establ~sh a Q~ty 
Assurance committee to take responsibility for developing and
implementing the QAP. Membership on the QAP should include the 
Medical Director and other appropriate clinicians. 

The QAC for a project which is in operation only 4 months or less 
each year should meet early in the season, sample and audit 
records for compliance with QAP guidelines, provide corrective 
feedback, and schedule the monitoring of effectiveness of the 
corrective actions. At the conclusion of the season, the 
committee should meet again, conduct the QAP audit, then review 
and revise the QAP, policy and procedures, etc., as appropriate, 
to lay foundations for quality improvements in the subsequent 
season. projects in operation for more than 4 months should also 
schedule a meeting early in the season, another within at least 3 
months after the first meeting, and again after the conclusion of 
the season. Year round voucher projects should schedule quality 
assurance committee meetings at least quarterly. The QAC should 
present its findings to the full Board of Directors at least 
annually. 

Provider Credentials 

All contract physicians and dentists must have a valid license to 
practice in those state(s) in which they will provide services to 
referred clients of the voucher project. It is vital that the 
project also learn on a timely basis if a provider's license is 
suspended or terminated. Agreements with physicians and dentists 
should include a clause in which the provider attests that he or 
she is currently licensed in specified states, and that he or she 
will immediately notify the project if the license is suspended 
or terminated. 

For providers that have privileges at the local hospital, the 
hospital must also perform credential reviews and may be willing 
to share these findings with the project. 

Institutional providers, such as the local hospital, federally
funded CHC, or county health department, have their own internal 
quality assurance programs required by regulatory agencies, 
funding agencies, and third party payors such as Medicare. 
Having the institutional providers attest to their . 
Medicare/Medicaid provider status, licensure, etc., and agree~ng 
to notify the voucher project if any such status is revoked or 
suspended, will suffice for project QAP applied to these 
providers. 
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Client Assessment and Referral Protocois 

It is not intended that lay services coordinators make medica~ 
decisions regarding the care of a migrant that requests services. 
However, such staff must be ab~e to triage clients, and either 
make decisions about emergency, urgent, or deferrable care, or 
know how to obtain he~p with such decisions. This process should 
be documented in the policy and procedures manual for the 
project. Moreover, at least annually client encounter records 
should be sampled and reviewed for adherence to the protocols for 
assessment and referra~. 

Clients and potential clients should be advised that the voucher 
project does not provide emergency care, and migrants and those 
working with migrants provided with instructions on how to call 

o· for an ambulance, and directions to hospital emergency rooms· in 
the area. This information should be widely disseminated so' that 
valuable time is not lost when a true medical emergency arises. 
It is advisable that the services coordinator have received 
training in CPR and at least the basic Red Cross course in first 
aid, or equivalent. Examples of medical emergencies includa the 
following (this is not an exhaustive list): 

Bleeding which cannot be stopped 

Difficulty breathing 

Convulsions 

Compound fractures 

Eye injuries 

Fever of 104 degrees or more 

Heat stroke 

possible miscarriage or imminent delivery 

Vomiting of blood 

Loss of consciousness 

Severe abdominal or chest pain 


Once a medical emergency has been ruled out, the procedure for 
client assessment should be completed, a provider appropriate to 
the assessment findings selected, and the provider contacted to 
arrange an appointment. 

Protocols should govern selection of the appropriate provider 
type as well as the urgency of the appointment. Presenting 
complaints, selection of referral provider, timing of 
appointment, and subsequent diagnosis and treatment should be 
audited against the assessment and referral protocols to identify 
service coordinator needs for additional training. It is 
recommended that a random sample of at least 20 client· encounters 
be included in each record audit. 
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utilization Review 

Because o,f', the potential costs to the project when a contract 
provider ,recommends that a referred patient receive a diagnostic 
test not included in the office visit reimbursement rate, 
requests that the patient be recalled in a few days, or when the 
contract provider recommends sending the referred patient to a 
specialist, there is a need for utilization review (UR). Each 

'voucher project's service coord'inators will perform both 
concurrent (continuous) UR through the process of arranging 
followup care, issuing vouchers, and approving vouchers for 
payment, and should arrange for retroactive UR at least annually 
(usually at the end of the peak season). 

However, retroactive UR at the end of the season should involve' 

the Medical Director or Advisor and should be developed to 

include the following steps: 


1. 	 Select records for review only from those patients for which 
two or more vouchers were paid for services provided within a 
prescribed time of one another (no more than 30 days). A 
sample of 20 such patients' patterns of care should be 
examined for the audit. 

2. 	 Under the supervision of the Medical Director or Advisor, 

screen the sample records and identify any for which the 

utilization patterns do not follow explicit parameters

considered to be routine (e.g.,' patients with a diagnos,is of 

diabetes should have blood sugar measured). The Medical 

Director would then review those which do not meet the 

explicit screens. 


3. 	 If the Medical Director identifies questionable or potential 
problems, a meeting with the contract provider for each such 
case should be arranged. Often the outcome of such a case 
review will be the identification of poor documentation by 
the provider. However, questionable recalls, or suspect re
referrals or tests, may be identified. 

Consumer Satisfaction 

Representation of the MSFW users on the governing board or 

consumer advisory board provides a mechanism for users of the 

project to giv7 feedback regarding their,satisfactio~ with 

services. It ~s also recommended that e~ther a cont~nuous or 

periodical survey of user satisfaction be conducted. 


Exhibit 5 is an example of a consumer survey questionnaire (this 
survey is administered annually to at least 20 clients of each of 
the service sites operated by Proteus Employment opportunities, 
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Inc., the statewide voucher project grantee in Iowa). 

Nurse staffed Delivery Hodel 

Voucher project- service sites· which are staffed by a nurse (LPN 
or RN) will perform all of the functions of the. services 
coordinator model, plus provide some nursing services directly. 
consequently, the QAP for a nurse staffed voucher project must 
include all of the above described components, plus the review of 
nursing services against nursing.protocols.The periodic nursing 
audits (at least annual) should be used to identify opportun~ties 
for improving both the performance of nursing services and the 
documentation of these services.in patient medical records. : 

.. .; 

Voucher project grantees which are state health departments will 
be subject to the nursing service audits performed by the health 
department. The description of the quality assurance program 
developed for all health department nurses should be incorporated 
into.the project policy and procedures manual. Exhibit 6 is an 
example of a nursing protocol used by Proteus for patients 
presenting with a comp~aint of back pain. Exhibit 7 is an 
example of the quality review worksheet used by Proteus when 
auditing nursing services. 
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o 
~.,r;;;., PRqrgPS KIGltAR'r tmAL'!'R PRQJECT 

C!.n:N'r SA:rISF.A.CTION S'CRVE'Y 

ENC'OESTA de SAXISF.Ac:CION de los C!.IZltnS 


Site/Localidad 	 Oate/Fecha de BOY~~~~~_______________
Oate of B~/Fecna de 	 __________________Nac~en~ 	 S~Sexc 

Please share your opinion about this Health Procp:am by circl.inq the wore 
that cames c.losest 1:Q how you fee.l. 00 not wri1:e your name on this fom 
Elea!! you Iotant us to know Iotho '"'lOU art!. Theaesurveys nll l:em.a.;i.n con
f.1.dent.ia.l.. Thank you for your 1:i.me. 

Favor de da.:nos su opinion de este Proqra:ma de Sa.l.uc1 ci.:cu.land.o la 
pa..la.bra que mas co:r:esponde a su opinion. No ponga su nom.brt! en esta. 
fopn!! a menos que Ud. quie;!! que se sepa. ::stas encuesu..s se qua:r:tia.ran 
en conii.anza. Gl:acl.a.s por su va.li.oso tiem.po. 

N/A • doesn't apply 1:0 your experience 

N/A - no cQrresponde a su experi.encia 


1. 	 Time spent ....ai.ting to see the lUqrant Heuth Nurse or aealth Aide. 

'roo long ReAsonable Sbor1: H/A 


'rie.m.p pasado esparando ver a la enfex:mera del Proteus Kiqrant 
Reuth. 
Desmasiado Razonable Poco H/A 

2. 	 'rime spent ....ai.ting to see the doctor in h.is/her office. 

'roo long ReAsonable Sbor1: H/A 


Tiempo pasado esperando ver al (la) doctor(lI.) en su oficina. 
Oesmasiado Razonable Poco N/A 

J. 	 Time spent wai.ting 1:0 qet an appointment with the doctor. 

Too long Reasonable Short N/A 


Tiemp pasado 'esperando una ci1:a con el (la) doctor (a). 

Oesmasiado Razonable Poco MIA 


" • 	 The ca;re and i.o.struCti.ons qiven to you by the Migran1: Health Nurse 
or aealth Ai.de. 
Unsatisfactory Satisfactory Very Good N/A 

La Atencion y las ins~rucciones que le dio la enfermera del Proteus 
M.iq:an~ Health. 
Insa~~sfactor~as Sa1:isfac~or~as Huy buena. N/A 
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~~ Sa~isfac~ion Survey - Page Two 

S. 	 The care given ~o you by ~e doc~cr. 
Unsa~fac~ry Sa~isfa~cry Very Good N/A 

La a~encion m~ca que le dio e1 (la) doc~or (a). 

Insa~isfac~ria Sa~factoria Hay buena MIA 


6. 	 The assistance given ~o you by tile l?ro~eus !U.grant Health Staff. 

t1D8a'd.:sf~:y Sa~factcry Very Good· RIA 


La ayacia que le d..i.o la asistenu de la enfexmera. 

Insatisfac~ria Satisfa~oria Hay buena RIA 


7. 	 Proteus Ki.grant Health Project office hours: 

Inconvenien~ Acceptable Convenient N/A 


Horas de oficina del Proqrama de Salud del Proteus Ki.grant Health 

Project: 

Inconvenientes Aceptables Convenientes MIA 


a. 	 Maistance you received from our suff with o1:.her health problems. 

(Public Aid, WIC, referrals, etc.) 

Unsatisfactory Satisfactory Very Good N/A 


Ayuda que Ud.recibio de nues~ personal con o~s problemas de 

salud (Asi.s~enci.a Publica, los cupones de la leche, etc.). 

!nsa~isfac~cria Satisfac~oria Hay buena N/A 


Please place an ~ next: to the five services you and your family need 
!!!Sm:S. 


Favor de poner una ~ al lade de los ~ servicios que ~ necesita Ud 

y su f~ia. 


Doctor visits/Visitas con el (la) doctor(a). 

Medication/Medicinas 


____ BLrth Con~ol (?~y Planning)/Con~cl de 1a natalidad 


_ Medical Care du:inq Preqnancy/Atencion medica durante el em.ba.ra%o 


Dental Care/Atencion dental 

Nutrition Info:mation and WIC/lnfo:macion sobre la ccmida y -los 
cupones de 1a leche
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.,. Client Sat:i.sfact.ion Sw:Tey - Paqe T!ttee 

Someone to ul.kto about personal. and fam.i.l.y prcl:!lem.s/Con 'qcJ.en 
habl..u: de los problemas pe.r:sona.l.es y fam.i.l..i.a.res 

'l'J;an:s.l.at.icn Serv'.ice~/Se.rv:i.ciQa de in1;e:rp:::e1;s 

____ 'l'J;ansporat.ion Se:vices/Servic.iQs de transpar1;e 

____ Home/camp visits/VLsitu en casa y al. campo 

____ Eye glasses/Lantes o Anteojos 

____ Other/Cero (be specific/expliquel ________________________________ 

Please use the rest of this form for any comments you think will help us 
impl:ove our services. 

Favor de usa: el. reato de esta forma para otres comentarios que nos 
ayudaran a mejorar nues~s servicios. 
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JallIBIT 6 

PRO'rEUSEHPI..OnmN'.r OPPORTCNI:rUS. INC. 

P.S.P. Section P.S.P. No. Page 11 


NURSING PROTOCOLS 13.11 of 13 


Subject Date Effective c.rcss-Reference 

BACt PADi 4/1/9l 

13.11.1 SOBJEc:rrvE: 

1. 	Client verbal hi.story of cause, onset, and 

duration and type of symptoms 


a. 	If worx related, send to employer for 
workmen's Compensation 

2. 	Client management of symptoms 
3. 	Predisposing factors (arthritis, conqenitalor 


systemic disease) 

4. 	Numbness and/or weakness 
5. 	Trauma 

13.1l.2 OBJEc:rIVE: 

l. 	Assess range of motion, gait, and posture 
2. 	Assess for flank pain; check t~pera~ure 

13.ll.3 NURSING ASSESsm:N'r (DIAGNOSIS) 

13.ll.4 REFER TO CO~ PROVIDER 

13 .ll .5 c:I.IDT ED~ON AND FOu.oW-UP 

1. 	Restrict activities as ordered 
2. 	Bedrest as ordered; use of bed board; position for comfort 
3. 	Instruct client on proper body mechanics 
4. 	Take medication as ordered; exclain side-effects 
5. 	Back exercises and prevention measures as ordered 
6. 	Refer back to physician if pain becomes worse or condition 

does not improve in 3-4 days. 
7. 	Follow-up at home/office or by telephone 

Proteus Standard Practice 
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EXH,Bl:T 7 
QUALITY ASSURANCE MIGRANT RN REVIEW SHEET 

site 
R.N. 

Date of Encounter B.D. Sex Age_ 

Date of Audit Presenting problem(s) being 
assessed: 

Nursing Care 
Presenting nursing problem and/or diagnosis documented on 
referral and/or narrative 

YES NO N/A 

Nursing assessment completed 
Comment: 

Nursing assessment (diagnosis) consistent with 
subjective and objective data 
Comment: 

Follow-up appropriate 

Comment: 


Referral to contracted provider consistent with 

protocol for nursing diagnosis 

Comment: 


Client education documented 

Comment: 


Client education consistent with 

Nursing protocol 

Comment: 


Minimum health maintenance schedule 

completed 

Comment: 


Individual client checklist utilized 
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COllllIlent: 

Page 2-Quality Assurance Migrant Review Sheet 

Individual care plan utilized for 
chronic conditions 
Comment: 

Appropriate loges) used 
Comment: 

SOAP utilized 
Comment: 
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