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Health Home Serving Children  
Core Services Requirements and Billing Policy #HH0017 

Questions and Answers 

 
General Requirements 

Q. Given the increase in requirements, do the caseload ratio recommendations for all 
acuities remain the same? 
A. Yes 
 

Q. Requesting DOH reconsideration and thoughtful crosswalk with other policies. The 
Comprehensive Assessment policy only requires an initial to be in-person, but no 
subsequent ones do. To our knowledge, the CANS policy does not require an in-person 
modality. 
A. For the Children’s Health Home program, the requirements have always been the 

same, at least one in-person when conducting the comprehensive and the CANS 
assessments. The CANS and HCBS assessments must be complete in-person with 
the family. 

 
Q. These changes reference contacts with the caregiver; is it safe to assume that caregiver 

is synonymous with medical consenter? 
A. Contacts are with the member; the policy has been updated to outline Member vs. 

Caregiver (Medical Consenter) Contact. 
  

Q. If the member request can override the in-person requirements entirely, or in part, there 
needs to be a field to indicate that, so that the billing goes through.  Is this something 
that the member can request on a per visit or month to month basis?  Or do they request 
it during the annual assessment to cover the following year?  Or at the IDT to cover until 
the next IDT? 
A. MAPP HHTS has fields that will capture telehealth vs. in-person. The 

member/caregiver should be educated how care management will be performed 
based upon the requirements of the acuity of the member and the needs of the 
member. The member/caregiver can indicate how they would like their in-person 
meetings to occur at any time. The CM must document in the member’s record each 
time there is a telehealth visit and when the member/caregiver communicated this 
information. Each time the CM meets with the member/caregiver, there should be 
verification how visits will occur. 
 

Q. Assessments- our current policy states assessments and plans of care must be done in 
person and given they can be done over a series of days/visits, we need to see at least 
one in person, not all of them have to be in person given some of the work has to be 
done at the office with the computer. Is this still acceptable?  
A. Yes, at least one in-person contact is required when conducting assessments.  

 
Q. Will there be a limit of how many months a CM can bill at a reduced rate if the # of core 

services for the acuity aren’t provided? 
A. If the level of core interventions required monthly per the CANS-NY acuity 

continues to not be met, then the care management agency and Health Home 
should re-evaluate the member’s acuity to ensure their care management 
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needs are being met. Billing at a rate lower than the member’s acuity for 
extended periods of time will be monitored.  

 
Q. For Medium Acuity, if the CANS is not completed during the first or second 

month of enrollment, the member’s acuity level may not be determined until the 
third month of enrollment (depending on the enrollment date). The low acuity rate 
can be billed for the first two months, if the CANS is not complete, but if the 
member’s acuity is determined to be medium and an in-person visit is not 
conducted in months 2 or 3, then can the HH bill the medium acuity rate for 
months 2 and 3?  
A. Telehealth should only be used when it is appropriate to meet the needs of the 

member. It is recommended for the first three months of enrollment, that the care 
manager conduct in-person visits with the member/family to build a rapport and 
complete member assessments. If the in-person visits are not completed during each 
of the first three months of enrollment for Early Development/Intense, only the 
Low/Standard acuity rate can be billed (as long as all the core requirements for low 
acuity are met). 

 
Low/Standard Acuity 

Q. For Low acuity, can you confirm 1 contact w/ member per quarter is to be in person but 
that the member/caregiver can waive that in person to telehealth as often as they want, 
essentially never requiring the care manager to be in person with the member?  
A. Correct, except that an in -person visit is required annually to complete the annual 

assessment. At least one quarterly (or every third month) member contact is 
required, which may be provided via telehealth, at the request of the 
member/caregiver. Telehealth should only be used when it is appropriate to meet the 
needs of the member.  
 

Q. We are interpreting once per quarter, as 1 in person within a 3-month time period…so 
really, they can go 2 months without member contact and on the 3rd month must be in-
person, correct? 
A. Not quite. Quarterly member contact does not have to be in-person for low acuity. 

Member contact is required once per quarter, which may be provided via telehealth, 
if requested by the member/caregiver and if appropriate to meet the needs of the 
member. There can be two months per quarter without member contact, but two core 
services per month must still be provided.  

 
Early Development/Intense Acuity 

Q. For Medium acuity and the telehealth allowances, how is a year measured? Is it 
calendar year or rolling year? 
A. Rolling year, from the CANS completion date that determined Early 

Development/Intense acuity. 
 

Q. For medium acuity, the member needs to be seen in-person for the first three months of 
enrollment.  What about a member who is in and out of a pended status?  When they get 
re-engaged, do they need to be seen in-person the first 3 months from the start of each 
enrolled segment, or should they be tracking those 3 months from the initial enrolled 
segment? 
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A. Any member who has been in pended status, who has transferred to a new CMA, or 
has not had regular contact with the care manager, at least one in-person contact 
should always be done to re-engage the member and caregiver and then telehealth 
can resume upon request of the member/caregiver. 

 
Q. The guidance document discusses the requirements for newly enrolled members to have 

in-person contact within the first 90 days, after which telehealth contact modalities may 
commence. Are the requirements for existing members the same? 
A. No, only for new members or members who are moving from a pended status. 

 
Q. After the first three months, at the request of the member/caregiver, member/caregiver 

contact may be delivered via telehealth two times per month. Is this saying the member 
can waive the in person for a telehealth visit for 2 months in a row and then the 3rd 
month must have an in person OR is it saying every other month must be an in person? 
A. No more than 2 months in a row can telehealth occur before an in-person is required. 
 

Q. What happens if the 2 telehealth contacts are made but the month the in-person is 
supposed to occur quarterly does not occur, can we continue 2 more months of 
telehealth? 
A. If the quarterly in-person visit is missed, then only the low acuity PMPM can be 

billed, if the low/standard acuity core requirements are met, in the final month 
of the quarter and in subsequent months until an in-person contact is made. 

 
Complex Acuity 

Q. For high acuity, does the second monthly member contact have to be in-person or are 
other contact types permissible?  
A. Each month, at least one member contact must be in-person, the other required 

member contact can be via telehealth at request of the member/caregiver and if 
telehealth is appropriate to meet the needs of the member. 
 

Q. In-person requirements for Complex Kids says, “at the request of the member/caregiver, 
one of the monthly member contacts may be delivered via telehealth.” Does this mean 
that family encounters need to be in-person AND telehealth, or can it be 1 in-person and 
a phone call with the caregiver?  
A. One must be in-person with the member and the other required in-person can be 

conducted by telehealth at the request of the member/caregiver. A telehealth contact 
with the caregiver would not count as one of the required two contacts with the 
member, except in very limited circumstances, which must be documented. 

 
Q. For the former High group, it states one monthly in person member contact required – 

does this mean that we do not have to have eyes on the child to bill? 
A. Except in very limited circumstances, which must be documented, for the member 

contact requirement to be met, the member must be present. Please see Member 
vs. Caregiver (Medical Consenter) Contact section of the policy. 
 

Q. One monthly in-person member contact is required. At the request of the 
member/caregiver, one of the monthly member contacts may be delivered via telehealth. 
Is this saying that the 2 member contacts per month should both be in-person but at the 
request of the member, 1 of those can be telehealth, which means at least 1 in person is 
still required? (So now the family still has to meet in person and via telehealth and then 
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one collateral contact as well) Or is it saying 2 member contacts per month, one has to 
be in-person but the member can request that one in person be telehealth? 
A. Two member contacts are required for Complex acuity, one must be in-person with 
the member and one can be telehealth per the request of the member/caregiver, and the 
third core service is required that does not need to be with the member or in-person. 

  
IDT Requirements 

Q. Are the quarterly IDT intended to be comprehensive provider meetings? 
A. All IDT members and caregivers should be invited to the meeting and along with all 

involved providers/professionals, and those identified by the member/caregiver. If a 
provider/professional is unable to attend, the HHCM should obtain information 
regarding the member/family situation and if there are any changes, issues, and 
update on services to be reviewed in the meeting and with the member/caregiver. 

 
Q. Technical enhancements on front-end of respective care management portals will likely 

be necessary to accommodate flagging of IDT to trigger Billing Logic. 
A. At this time, the IDT meeting does not trigger any billing logic. It is requirement that 

needs to be documented in the case record. 
 

Q. Please clarify the requirements, especially for a 3-month IDT review. Does this review 
with the IDT then trigger the requirements for a plan of care member review, thus 
exceeding the yearly requirement set forth by NYSDOH? 
A. The IDT meeting’s purpose is to ensure communication and collaboration among all 

team members and discussion about the services, strengths, and needs of the 
member to ensure member needs are addressed in a comprehensive manner. The 
POC services can be reviewed to discuss progress made or additional needs, but do 
not require a full POC review. If the IDT meeting brings up new information or 
needed changes to the POC, then a POC review should occur similarly as a 
significant life event.  
 

Q. IDT meetings are listed under the in-person requirements section of the guidance 
document; requesting clarification to determine if IDTs will still be permissible via 
telephonic options. 
If an IDT meeting is required quarterly, every 6 months, or annually in order to bill, then 
they need a field to indicate the date of the IDT meeting, and the date the next one is 
due for billing to continue.  With a clear definition of what the IDT meeting looks like and 
how it gets documented. 
A. Billing is not impacted by the IDT and the policy outlines who should be in 

attendance and that remote technology is allowable. 
 

Q. Concern as this has been a measure across the state that has not performed well, and 
now we are implementing a different cadence per acuity/complexity.  If we did not 
perform at the minimum standard of at least one IDT a year, how does DOH propose HH 
satisfaction with this measure on a more frequent basis. 
A. Based upon acuity there should be more intensive services and interaction with the 

member/family due to the identified higher needs of the member. Collaboration and 
communication with professional and family is critical and foundational to care 
management. 
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Q. IDT’s were a huge challenge before this for many agencies, what are the consequences 
if families refuse/decline them in the intensity they are required for both high and 
medium acuity? 
A. If the member/caregiver declines to have an IDT, then it needs to be documented in 

the case record. However, the CM can still have an IDT with the involved 
providers/professionals and if the member/caregiver cannot attend, gather the 
appropriate information to inform care planning and to share with the 
member/caregiver. The member and caregiver should be informed of the purpose of 
the IDT and to ensure collaboration and coordination among their service providers. 
 

Q. We need a broader definition and examples of IDT meetings to know what is acceptable. 
The goal is to ensure that the identified needs/goals are consistent across the board, 
and providers can have their needs/goals incorporated in the Plan of Care.  
A. This is being outlined in the updated POC policy. 

 
Q. You have the IDT listed as in-person requirements which we have always said (at least 

the family/member/CM as others are virtual or provide written feedback often) but for 
billing purposes, are we to withhold billing for a month of service if the IDT doesn’t take 
place? If so, which month of service… the 6th or 7th month from the last IDT (as an 
example for medium acuity)? 
A. Billing is not impacted by the IDT. The policy does allow for remote technology to be 

utilized or in the case where a professional cannot attend, the CM can obtain 
information and present it at the IDT. 
 

Q. Is the IDT and HFW Child and Family Team Meeting the same?  Not sure if it's similar, 
but just a language difference for the HFW program. 
A. The IDT and HFW Child and Family Team Meeting are the same. 

 
Telehealth 

Q. For telehealth, if a member has not made such a request, but then missed their 
scheduled in person visits and has an unscheduled phone call…is that considered a 
request to do telehealth?  Or does it need to be documented as a member preference in 
advance? 
A. For the Medically Fragile up to six-month waiver, it must be provided and approved 

ahead of time on the required form.  
For an in-person requirement per acuity, in regards to a missed appointment, if the 
member/caregiver indicates that they prefer a telehealth appointment, as long as it 
meets the member’s acuity and telehealth allowable requirements, it could count. 
 

Q. When they say telehealth – does this mean the service has to be delivered on a verified 
telehealth platform or just virtually viewing the person (“face to face”)?  
A. Telehealth should be delivered via audio-visual modalities and may be delivered via 

telephonic/audio only when audio-visual technology is not available. When utilizing 
technology conferencing tools including audio, video and/or web, the care manager 
must ensure security protocols and precautions are in place to safeguard the 
member’s Protected Health Information (PHI). It is the responsibility of the care 
manager to assist the member/caregiver with procurement of telehealth equipment, if 
needed. Care managers must also adhere to general Medicaid telehealth guidance 
when delivering services via telehealth, which requires that services be based on the 
best interest and needs of the member, not that of the provider nor for the 
convenience of the provider. 
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Q. If the child’s only HCBS service is HHCM for waiver enrolled FO1 kids, are they still 

required to do that in person? And if they have the MED F waiver in place?  
A. Telehealth is not a permissible modality for HCBS at this time; however, the 

telehealth requirements for HHCM apply even for FO1 kids who are not receiving 
any HCBS and allowable for the medically fragile in-person waiver. HHCM does not 
have to be provided in person just for this reason. 
 

Q. Is there guidance on how they should be documenting in the record that the member 
prefers telehealth?  In the billing examples provided, it mentions if a member waived in-
person requirements. Earlier in the policy it mentions a form to waive in-person visits, but 
that appears to just be for the Med Frag population, so would be looking for guidance as 
to how this should be documented in the record. 
A. To waive in-person contacts for up to six months for children who are medically 

fragile, the required form must be completed and approved.  
 
For member contacts that are permitted to be provided via telehealth at the request 
of the member/caregiver without a waiver, the care manager must maintain 
documentation in the member’s record that outlines the conversation with the 
member/caregiver about the delivery of care management services and the 
preference of the member/caregiver to conduct the visit via telehealth. This should 
be documented in a progress note of their preference for each telehealth contact 
along with other required telehealth documentation. 
 

Q. Can we attain clarification about billable contacts with caregivers. For example, there is 
a provision to provide telehealth for all acuity levels but there are many families where 
the child is too young or developmentally delayed to participate. Can the contact be with 
the caregiver? I saw a provision about contacts being allowed with youth without 
caregiver, which is logical, but it didn’t include the alternative which seems like a 
mistake.  
A. Contacts with the caregiver can be considered a core service, but if the member is 

not also present, the contact cannot be considered a member contact, except in very 
limited circumstances. Members enrolled in the Health Home program due to mental 
health needs must participate in the care management visit for the contact to be 
considered member contact. Caregiver contact can be considered member contact 
only when the member is not capable of understanding their plan of care and 
meaningfully participating in care management services. The care manager must 
maintain documentation in the case record indicating why the member could not 
participate.    
 

Q. High Acuity Example: CM sees child & parent on 5/5 in person, parent ask for telehealth 
instead of second visit, but child is unavailable or unable to participate in the telehealth 
contact, does that mean a second in person contact will be needed? If High Acuity is not 
going to be flexible to the above, this will mean a drastic reduction in caseload. Have the 
rates accounted for this? In previous waivers, seeing even 10 kids twice a month was 
almost impossible and completed burned out the workforce. 
A. As noted in the previous questions, the member must participate in the telehealth 

appointment if able to understand and meaningfully participate or is enrolled in the 
Health Home program for mental health needs. 
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Q. If a CM is using telehealth or just audio if the family is unable to accommodate video, for 
the member contact, are we able to say the policy of “with the member” applies when 
age appropriate as a young child/infant won’t engage on the phone. Per policy, 
“Contacts with the caregiver can be considered a core service, but if the member is not 
also present, the contact cannot be considered a member contact.”  
A. Contacts with the caregiver can be considered a core service, but if the member is 

not also present, the contact cannot be considered a member contact, except in very 
limited circumstances. Members enrolled in the Health Home program due to mental 
health needs must participate in the care management visit for the contact to be 
considered member contact. Caregiver contact can be considered member contact 
only when the member is not capable of understanding their plan of care and 
meaningfully participating in care management services. The care manager must 
maintain documentation in the case record indicating why the member could not 
participate.    
 

Medically Fragile 
Q. If a waiver allows us to bill med frag cases without in person contact for 6 months, there 

needs to be a field somewhere to indicate that a kid is med frag, and that they have the 
waiver (with a start date and end date). 
A. In the monthly billing questionnaire, there are questions regarding the chronic 

condition in which the CM can indicate medically fragile. Otherwise, the required 
number of contacts per acuity is needed indicating whether it was in-person or 
telehealth. There is no billing blocks or logic regarding the medically fragile 6 months 
of telehealth nor surrounding whether the contact was in-person or telehealth. 
 

Q. Are the Med Frag billing requirements supposed to go live on December 1st as well? 
A. Yes, everything in the policy is effective as of December 1, 2024   

 

Q. For MED F Waiver it states the member must be receiving services in home from 2 other 
providers. Does the state mean 2 distinct services, or can it be 2 providers of the same 
service (like PDN and a child has around the clock care and may have 2 or 3 different 
nurses in the home throughout the month)?   
A. If there are two providers in the home, even providing the same service, this can 

count towards the policy requirement: “The member receives at least two in-person 
services per month in the home”  
 

Q. If the HHCM has a MED F Waiver in place for a high acuity child, are they still able to bill 
at a lower rate if they don’t meet all the MED F waiver requirements for additional core 
services?  
A. Yes, if they meet the core service requirements for the lower acuity level. 

 
High Fidelity Wraparound 

Q. Four contacts with the member/caregiver, including one Child and Family Team Meeting 
(CFTM). At least two of the monthly contacts must be in person with the 
member/caregiver. At the discretion of the member/caregiver, two of the 
member/caregiver contacts may be via telehealth. 
Is this saying the member/caregiver can waive the 2 in person contacts for telehealth or 
that 2 in person + 2 telehealth will suffice for the 4 contacts? 4 contacts means 4 in 
person, but now with the option to waive 2 for telehealth, right? 
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A. Four completed core services per month, including one Child and Family Team 
Meeting (CFTM). Two contacts must be with the member and two contacts may be 
with the caregiver. At least two member/caregiver contacts per month must be in 
person, and at the request of the member/caregiver, up to two contacts per month 
may be via telehealth.  
 

MAPP HHTS: 
Q. How will MAPP know what rate code to provide for a member in a given month? The 

policy talks about how HHs can bill at a lower rate if they met the core service 
requirements for a lower acuity but didn't meet the requirements for the acuity for that 
member.  How MAPP will know if they met those core service requirements for the 
member's acuity if there isn't any logic built in to look at the in-person and telehealth 
counts. Our billing system uses the rate code that we get back from MAPP to know what 
rate to bill, so it is unclear how MAPP will know which rate to send back to us.   
A. The provider is responsible for knowing what rate the member qualifies for per acuity 

and then submitting either ‘Y’ (if member met min requirements of their assigned 
acuity) or the indicator for a lower rate.  
 
EXAMPLE: If the member did not receive the minimum services required for their 
CANS acuity but met a lower level of CANS acuity minimum requirements, the 
provider should put the following values in the Core Service Provided field to shift 
their member from their CANS Acuity to the rate code they can bill under based on 
services provided in the billing month: 

• ‘H’ (didn’t meet HFW min req, but meets Complex min req) = 1866 Health 
Home Services - Children (High) 

• ‘M’ (didn’t HFW or Complex min req, but meets Early Development/Intense 
min req) = 1865 Health Home Services - Children (Med) 

• ‘L’ (didn’t HFW, Complex, Early Development/Intense, but meets 
Low/Standard min req) 1864 Health Home Services - Children (Low) 

• If a member did not receive any level of minimum required services in billing 
month, Core Service Provided = ‘N’ 

 
Q. It looks like MAPP will be calculating the appropriate rate code for a given month based 

on the number of in-person and telehealth visits reported on the monthly Billing 
Questionnaire and the member's acuity, but if they've waived in-person visits, then how 
will MAPP know which rate code to apply if the CMA is reporting 0 in-person visits?  Will 
we be reporting up to MAPP if a member has completed the in-person opt-out form? 
A. MAPP HHTS allows a response whether the contact with the member was by 

telehealth or in-person without any billing blocks. The number of in-person 
requirements per acuity must be noted within either the in-person and or telehealth to 
allow for billing for the acuity of the member.  

 
Q. Will MAPP be having all of this logic built in and then have MAPP determine the 

appropriate rate code based on the in-person and telehealth counts that are submitted in 
the BSQ?   
A. As outlined above and in provided slides is the MAPP’s logic and the MAPP release 

will be released in September 2024. 

MAPP Health Home Tracking System Release 4.6 System Changes & 
Enhancements - August 9, 2024 (PDF) 

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/mapp/docs/mapp_hhts_release_4_6.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/mapp/docs/mapp_hhts_release_4_6.pdf
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MAPP Health Home Tracking System Release 4.5 System Changes & 
Enhancements - May 1, 2024 (PDF) 

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/mapp/docs/mapp_hhts_release_4_5.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/mapp/docs/mapp_hhts_release_4_5.pdf

