Show Me Healthy Women
Missouri Health Strategic
Architectures and
Information Cooperative
(MOHSAIC) System
Manual




Contents

IMIOHSAIC ..ttt ettt ettt et e bt e st e b e s e e bt e s ae e e be e s st e bt e saneeabeesane e beesnneeneennneens 3
Data Collected and Reported in MOHSAIC .........uuiiiiiiiieccieee st saee e e s rae e snaes 3
ACCESSING IMOHSAIC ...ttt ettt ettt ettt ettt ettt ettt et teeete s et eeeeeteseeesesesesesesesesesennnnnenes 3

MOHSAIC Location and Software ReEqQUIrE€MENTS......cc.uuiviiriiiereiiiieee e 3
Requesting ACCeSS 1O IMOHSAIC. ... .. e ettt te e aeeeesbesebesesesebesesssesnsnsesnnnnes 3
Creating Automated Security Access Processing (A.S.A.P) User Profile.......cccceevvveeveeeieninnnnns 3
Steps to Creating an A.S.A.P USer Profile ....ccccuvveeeiiiiiiiiiieeeee et e 4
REQUESE SIMHW ACCESS .. eeeeiiiieie ettt e e e e e ettt ere e e e e e e e eett e e e e eeeeesassaaaaaaeeeeeessssnnnnaaeeesenes 6
NaVIAtiNG IMOHSAIC ...ttt re e e e e e e e e ta i eeeeeeeeeeetsaaa e eeeessesssnnnnnseeeessensnnnnn 8
LeSSON 1: ThE CHENT ...eeiiiieiieeeee ettt s e st e e s e e s s 8
LeSSON 21 FINANCIAL c..eeiiiiiieiieeee e 15

Show Me Healhty Women FORMS AND FORM Entry in MOHSAIC........ccccceeiiiiieeeiniiieeeeiieeeeae 20

Show Me Healthy Women FOrms OVEIVIEW......ccoocuiviiiiriiiieiiriieeeeesieeeeesiieee e esveeeesssivaee e s 20
Show Me Healthy Women Patient History Form (Green FOrm).....ccocovvveeeeeieeiieiiineeeeneeeenn, 21
Show Me Healthy Women Screening Form (Blue FOrm).....coccveeeieiieiiiivieeeeeeeeiieiiireeeeeeeenn 22
Show Me Healthy Women Breast Form (Purple FOrm).....ccoovveeeeiiiiiiicinieeeeee e, 24
Show Me Healthy Women Cervical Form (Yellow FOrm) ......cccoueeeieiiieeieiiiieeccieee e 26

Show Me Healthy Women Claim ENTry ....cooocviiiiiiiiiieciice et 28
Show Me Healthy Women Client Eligibility .......cooooveeiiniiiiiiiiiee e 28
Claim SUDMISSION ...t et st s e e s e e sanee s 29
How to Complete ‘Reporting ONIY’ PrOCESS .......cooivcurveeeieeeeiieiciireeeeee e eeeeirreeeeee e e s eennaraneees 41
Show Me Healthy Women Screening Report Form ‘Referral Fee’ .......coovveeveiivvievcnrvveennenenn. 42
Show Me Healthy Women Patient History Form (Green Form) Submission ...........ccceee...... 44
Show Me Healthy Women Screening Form (Blue Form) SUubmission ........cccccccuevvuvvveeeneenn. 45
Show Me Healthy Women Breast Form (Purple Form) Submission..........ccccceevcveeiieeennneen. 54

Show Me Healthy Women Cervical Form (Yellow Form) Submission ...........ccccceeeeeiiiieeeenns 55



MOHSAIC

Providers are required to manually enter Show Me Healthy Women (SMHW) data in the
Missouri Health Strategic Architectures and Information Cooperative (MOHSAIC) web
application. MOHSAIC is a program management and public health surveillance tool. It is not an
electronic health record (EHR) and should not be used to gather any information beyond
required data elements used for cardiovascular screening surveillance. Based on data entered,
agency grant activity statements are generated within the MOHSAIC application, making
MOHSAIC data entry the only way WISEWOMAN service delivery providers can access grant
funds.

Data Collected and Reported in MOHSAIC

All SMHW providers must collect and store data on breast and cervical screenings. The program
provides a set of paper forms. Information gathered on paper forms represents all data that
must be reported via MOHSAIC.

Data must be entered within sixty (60) days of providing cardiovascular services to a SMHW
client. If waiting for insurance reimbursement/approval forms, notify the SMHW Regional
Program Coordinator (RPC) and document this in the ‘Comment’ section of the form.

Accessing MOHSAIC

MOHSAIC LOCATION AND SOFTWARE REQUIREMENTS
The MOHSAIC application is located on MDHSS Portal at:
http://webapp01.dhss.mo.gov/SMHW/Default.aspx or
https://webapp02.dhss.mo.gov/SMHW/Default.aspx

Providers do not need to install additional software beyond a web browser. MOHSAIC data
entry is a WISEWOMAN contract requirement; therefore, it is important that MOHSAIC users at
each provider have access to an MOHSAIC-supported web browser.

Requesting Access to MOHSAIC
To apply for access to MOHSAIC, applicants will need to follow the instructions below
requesting access to Show Me Healthy Women.

CREATING AUTOMATED SECURITY ACCESS PROCESSING (A.S.A.P) USER PROFILE
**This step is to be completed only once per user.**

If you have an ASAP profile already and you know your login credentials, please skip to
Step 2 (submitting the request).

If you are unsure if you have an ASAP profile, follow the following steps to help
determine that:


http://webapp01.dhss.mo.gov/SMHW/Default.aspx
https://webapp02.dhss.mo.gov/SMHW/Default.aspx

e If you already have an LPHA email account, DHSS health applications and/or DSS
prod/mainframe access, you most likely have an ASAP profile.

e [f you try to create an ASAP profile and you receive a red message indicating the
first and last name are already in use, please contact the ITSD Call Center at 800-
347-0887 for assistance. This most likely means you have an ASAP profile and the
call center can assist with profile updates, password resets, logging into ASAP,

and/or submitting requests.

STEPS TO CREATING AN A.S.A.P USER PROFILE
- Open Internet Browers and enter address

http://webapp02.dhss.mo.gov/asap web/ASAPLogin.aspx

- Click ‘Yes’ to any security messages

Steps Screen Print

1. Click the NEW USER option

/

2. Enter your first name, last name and
last four digits of your SSN.
Enter a Preferred First Name, if
Click the CREATE USERID button.

“First Name:

“Last Name:

Preferred First Name :

sired.
=>

ENTER FIRST NAME, LAST NAME AND LAST FOUR DIGITS OF S.S.N TO CREATE ASAP PROFILE

L 1 ]
L 1 L]

l:rUssd As part of your email Address. exPreferredFirstame Lasth

Middle Initial:
" Last Four Of S.S.N:

3. Make note of your UserID. "USERID:

*Agency:

Your ASAP User ID has suc
User ID is: USERJ &=

LPHA (Local Public Health Agency)
Qthers (Schoaols, Private Providers, etc..)

3. Choose ‘Others (Schools, Private
Providers, etc.)’ for the Agency.

“Agency:

“Local Security Officer:

4. Choose ‘DHSS DIVISION OF
COMMUNITY HEALTH’ for Local
Security Officer County.

5. Choose ‘SHOW ME HEALTHY WOMEN
LSO - (Sandy Hentges)’ for Local
Security Officer.

“Local Security Officer County:

|Cthers (Schools, Private Providers, efc. )| v |
|DIVISION OF COMMUNITY AND PUBLIC HEALTH - DCPH

ISHOW ME HEALTHY WOMEN LSO (MARY NOVINGER)



http://webapp02.dhss.mo.gov/asap_web/ASAPLogin.aspx

profile being successfully created.
Make note of your User ID

6. Type your work street number; it will ADDRESS INFORMATION
provide a drop-down list. Click your *Address Search (Type in your address
address starting with Street Humber)
*Email1 [
7. Enter your e-mail address, telephone *Phane1 L LTI | Ext|
number, and fax number Fax Number I
8. Enter a password
Retype your password
Enter a challenge question. This should
be a question only you know the
answer to. * Password l:l [ Password length between 6-8 ]
Type the response or answer to the G RG] I
challenge question * Challenge Questioh l:l exWhat is your faverite color?
* Challenge Response l:l ‘Bl
Retype the response or answer to the « Retype Response ] e
challenge questions
**|f ASAP did not prompt you to create a
password, your password was automatically set
to first initial of first name, first initial of last
name, and last four digits of your social security
number.**
9. Click the CREATE PROFILE button CREATE PROFILE
10. You should see a message about the PROFILE SUCCESSFULLY CREATED.

Tour AZATP Teer ID has successfully been generated. Tour User [D i TTSERL
Request Access

PLEASE CONTINUE TO NEXT PAGE TO REQUEST SMHW ACCESS----------------




REQUEST SMHW ACCESS

- Open Internet Brower and enter address
http://webapp02.dhss.mo.gov/asap web/ASAPLogin.aspx

- Click ‘Yes’ to any security messages

1. Type the User ID and Password > ASAPLogin
you created in Step A.
he Missouri Department of Health and Senior Senices
urity Access Process(A.S.A.P) site.
2 . CI'Ck the SlG N |N button . uest new access or change existing access for various EXISTING ASAP USERS
alication systems supported by the Department of Health ENTER USER ID AND PASSWORD TO SIGN IN
) LI * ASAP User Id :
**|f ASAP did not prompt you to create a - *Password:
password, your password was automatically (7 TP (g (R T S I e i
set to first letter of first name, first letter of last | ™** ™" FORGOT _FoRGOT  CHANGEUSE
name, and last four digits of your social - - -
security number.**
3. Chpose the ‘Completing for Self Who are yvou completing this ASAP request f
option.
. ¥ CoMPLETING FOR SELF
4. Click the NEXT button.
" COMPLETING FOR OTHER EMFLOYEE
" APPROVE REQUESTS
O yacaTIONS
N NEXT
5. Choose ‘HEALTH APPLICATIONS’
for Area Type. *Area Type: [HEALTH APPLICATIONS ~]
6. Choose “Health Area Type: [SHOW ME HEALTHY WOMEN
‘SHOWMEHEALTHYWOMEN' for o '
Health Area Type. 9 Digit .5.N: | |
7. Choose 'ADD ACCESS' for “Request Type: [ADD ACCESS 7]
Request Type_ Use Ctri+click to choose more than one role
; SMHWFUNDSANDWARRANTSADMINISTRAT!
8. Choose appropriate role from the SMHWMDEADMINISTRATOR (SUBMIT FORM:
Role drop down list. “Role: SMHWMEDICAIDELIGIBILITYPROCESSOR (P

*Hold the Ctrl key to select multiple role(s).
As roles are selected, they will become
highlighted. (Use the scroll bars to scroll up
and down to view the complete list).

9. Choose appropriate role from the =]
Other Role/Report Type dropdown
list. Choose SMHWPROVIDER
(****For Use By SMHW Provider)
ONLY.

10. Optional: Type in any comments

11. Type in the Effective Date

SMHWMEDICALPROCESSOR (PFROCESS FOI
SMHWPROVIDER (***FOR USE BY SMHW PF
SMHWPROVIDERADMINISTRATCOR (MAINTAI

|NONE v

Comments:

* Effective Date [MM/DD/

or Additional
(_JYES ® NO



http://webapp02.dhss.mo.gov/asap_web/ASAPLogin.aspx

12. If not entering data for additional
Providers, leave defaulted to ‘NO'.

13. To select other Providers, select
‘YES’ and pick the county and the
agency from the the dropdown list

Do you enter Data for Additional

Agencies? @¥Es ONo
To pick additional Agencies ,Choose the respective County
“County: ADAIR - 001 3
*Agency: ADAIR GOUNTY HEALTH DEPARTMENT v
[ADD ADDRESS City State Zin
1001 5 JAMISON KIRKSVILLE MO 635010000

14. Click the ‘I Agree’ button.

15. Click the ‘Submit Form’ button.

|, THE UNDERSISHED, AH EMPLOVEE OF THE STATE OF MISS0URI OR AUTHORIZED U
UMDERSTAND THAT APPROVAL AND ASSIGMMEMT OF THE REQUSTED |0 OR APPROV
EHABLES ME TO ACCESS THE RESOURCES WHICH, BY L&, MUST BE UTILIZES ORNLY
ASEIGHED DUTIES. THEREFORE, | AGREE TO MAKE NO INQUIRIES OR UPDATES WHICI
PERFORMANCE OF My OFFICIAL DUTIES. | UNDERSTAND THAT STATE AND FEDERAL ¢
NFIDENTIALITY OF INFORMATION AMD FPROWIDE FENALTIES FOR UNAUTHORIZED A

TO DIVULGE OR SHARE MY PASSWORD WITH ANYONE.

ADDITION, | AGRE

Muhmit Farrm |

A message should appear stating the
request was successfully completed

Tou have successfully completed your request form Press the button below to view a printer fiiendly copy of vour request for
your recerds. Please do not send the print copy for Request process.

Print a copy of the completed form for
agency records.

> Printer Friendly Copy

FILL OUT ANOTHER ACCESS FORM

If you experience any problems or have questions while using the ASAP system, please notify
the DHSS ITSD Call Center using one of the following methods:

Telephone: 573-751-6388 or 1-800-347-0887

Email: Support@health.mo.gov

When an existing MOHSAIC user no longer needs access for WISEWOMAN data entry, an
agency must report to WISEWOMAN program staff within 15 days.




Navigating MOHSAIC
LESSON 1: THE CLIENT

MOHSAIC HELPFUL TIPS:
1. Use Internet Explorer
2. Check Compatibility setting

3. Check text size for screens with overlapping words or adjust
zoom setting if needed

4. Turn off Pop-Up Blockers (MOHSAIC uses pop-up screens
for data information)

Steps to Access the MOHSAIC Application and Log onto the SMHW Application
Log-in Process
Open the Internet browser and enter the Web address on the address line:
https://webapp01.dhss.mo.gov/SMHW/Default.aspx or
https://webapp02.dhss.mo.gov/SMHW/Default.aspx.
= |f thisis the first time to login, a password must be established:
= Use the username and assigned password provided to you by e-mail from
SMHW, when approved. User name is usually the first five letters of last name
and first name initial. Initial password is first and last name initials and last four
digits of SSN.
= C(Click on ‘Change Password.’
= |f you do not login to MOHSAIC for 30 days, the system will ‘lock out.” You must
call the ITSD Help Desk at 800-347-0887 to unlock and enter new password.
= After a password is established, the program will ask to change your password
every 30 to 60 days. This can be numbers, letters, or a combination, as desired.
Password requires six (6) to eight (8) characters and one numeric value.
Once logged in, your agency name will appear and stay constant throughout the application.
Click the ‘Login’ button to proceed.



https://webapp01.dhss.mo.gov/SMHW/Default.aspx
https://webapp02.dhss.mo.gov/SMHW/Default.aspx

O am

C =

How to Look up SMHW Medicaid Status in MOHSAIC
1) Sign in to MOHSAIC
2) Click on the Client Tab then, click on View Medicaid Information:



3) Click on Change Client:

4) The Client Search box will open. Type in Last Name, First Name, DOB and Gender & click on
Search. You must complete all boxes or it will not search for names.



5) Click on the Client’s name in blue, the box will display Please wait... and then should
disappear to display the MOHSAIC screen with MEDICAID coverage information.

6) You should be able to view the Client’s Medicaid coverage information. This info comes
directly from DSS and is usually refreshed daily. This MoHealthnet coverage information is also
what providers can access in eMOMED.



In this example you can see Minnie Mouse has ME Code 05 with a start day of 4/1/16 & no end
date. So, as of 4/1/16 her MoHealthnet coverage is active and she is not eligible for SMHW.

What the DHSS SMHW RPC sees on this screen is the same as what the SMHW provider would
see in MOHSAIC as well.

How to Edit/Change a Client Name in MOHSAIC

1) Pull up the client in MOHSAIC that needs a name change in the CLIENT-Submit New
Forms/Billing Screen.

2) Then, Select View/Edit Client Information

Current Client. LINDSAY, JENNIFER 2708
CLIENT PROVIDER FINANCIAL ADMINISTRATIVE
WSUEMIT NEW FORMS / BILLING

W MPIC DR LEBANDOM, MO 65530-4985 County: LACLEDE (417) T15-0878

Show Instructions

Cliant ;.I;r;: ||JNDSF|Y. JEMMIFER .,| » View/Edit Clhent Information
Addrass
[z7088 oLvWFIC DR | ESM 4o3e45A780 Sax FEMALE
DOB  3/15/1%75 Raca WHITE
[ | DEN  OAATADA Ethnicity  NOM HISPANIC
Ciby, Stat=
| iy, e [Lesancn ~]. [mo | [escacaees | ‘Phomi -[718]-[0879 [ e phona

| | ) Regular Billing () Direct Billing

Referring " r|
Pravider

S

I
Ilmvider”
|

Service
dame/Addrass

[Form Type/Version
el oo ¥

v [ Create Form || Close

Warsion




3) When this Screen (also linked to DSS) comes up, scroll to the bottom and Click EDIT.

4) Then Click on ADD PARTY NAME (DO NOT try to EDIT/DELETE a Client Name)



5) In the “Client Information” pop up box that appears, select Name Type-PRINCIPAL , enter in
the Correct Last Name, First Name, and Middle Name (if applicable), then hit- Apply Changes.

Edit Basic Demographic Information Required fields ara denoted by *

NAME ID MNAME TYPE PRIMARY PREFIX FIRST NAME MIDDLE NAME LAST NAME SUFFIX
ECIT DELETE 1476343057 PRINCIPAL YES JENMNIFER LINDSAY

Add Farty Name

==

SEX DATE OF BIRTH™ DATE OF DEATH

| FEMALE V| 3151975

DEPARTMENT CLIENT MUMBER (DCN)

99987626

PRIMARY LANGUAGE *

@®4Client Information

‘9 Name Type: [PRINCIPAL W Primary: -

SECONDARY LANGUAGE —~ .
O Prefix:
+ | Last Name: EXlE | First Name: |J=nniFER
(OF
Middla Name: | |
Reads Primary Language LINK
Suffix:
Writes Primary Language LMK J':'!DD""" ChEH"IQES | Cancel
Race *
= [ |

6) You should now see the new correct name appear at the top of the Screen as Name Type

“Principal” along with all previous names used in the system. Then Scroll to the bottom and
Click “SAVE".



7) You should now see the Correct Last Name in the submit screen Box. This Name will appear

on all Future forms entered but will NOT change the name to forms previously entered with a
different Name.

FSUBMIT NEW FORMS | BILLING BUTEW MEQICATD TNEQIMATION BUIEW MONTHIY ACTIVITY BEPORT

Show Instructions

Client Mame | A wiew/Edit Cllent Information
/ E,5,,,,| SMITH, JENNIFER | ?
Addrass
[ 27088 oLVMPIC DR | 55N 1734455788 Sex FEMALE
DOB  3/15/1973 Race WHITE
| | DCN ARAATAZR Ethnicity ~ MON HISPANIC
City, State =
tr S [LzBANON *]. [mo ~] |essae4ees | phone 417 -[532].[5797 [ e Phone

| | ) Regular gilling ) Direct Billing

Provider | N |

Referming | ,.l
Provide

‘ Service

Name/Addrass

FormType/Version
L e

| 'Il"er:ion| b

| Create Fomm || Close |

8) NOTE: Any forms already entered and viewable in REVIEW PAY STATUS will still show the
OLD last Name. When you search for the client forms in REVIEW PAY STATUS- Search by the
new Primary/Principal name to pull up all forms associated with that client. If you try to search
for forms with the old last name it may not give you any results.

**Client Names/DCN/SSN’s are false and for example only**

LESSON 2: FINANCIAL
Provider Contract Information
When clicking the ‘Provider Contract Information’ the financial information is automatically

displayed. This screen tracks and displays the amount of funding given, amount billed, amount
paid, and amount available.

The billed amount subtracts from the amount available upon submission.

If this information does not correspond with your records, contact the SMHW billing

coordinator at 866-726-9926. SHMW encourages you to monitor/track your funds through your
internal system.



Daily Summary of Forms Submitted

Click on the ‘Daily Summary of Forms Submitted’ and then click on the month and day to
display. Click the arrows on the month bar to change the month and then select the day to
display. This will display the client’s financial information by type, date and amount.

Clicking on ‘Display Full List to Print’ will display the screen for sending to the default printer.
Clicking on the ‘Print Listing’ button will generate a print job. Choose the printer on the print

screen and click print. If a printout is not needed, click the ‘Close’ button to return to the main
screen.

Stat

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISS
s
FINAMCIAL
FOAILY SUMMARY OF FEEVIEW PAY STATUS OFFPROVIDER COMTRACT
FORMS SUBMITTED EoRME IMFORMATION

Show Instructions

Summary of Forms
Trovider arne: AMNOMN COUNTY HEALTH DEPARTMENT Close I

< Aprl 2008 = Select a Highlighted Date to Display Forms for
Sun Mon Tue Wed Thu Fr Sat thiz Prowider for the Selected Date
1 2 3 4 5
& 7 8 % 10 11 1
13 14 13 16 17 18 1
20 21 22 23 24 23 26

27 28 2% 30




REVIEW PAY STATUS OF FORMS
Searching for all records submitted or for a specific client is possible. There are four form status
types:

e Submitted by Provider,

e Approved,

e Released to Finance for Payment, and

e Check Mailed

Each indicates a different step in the review and payment process.

Searching for a client will display all forms submitted for that client and the pay status. Click on
‘Form Status’ to view all clients under the criteria or click multiple items to display all the
selections. (Example: ‘Check Mailed’)

Entering the date range will display all forms status for the range. Click the ‘Search’ button to
display results.

State o

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MH!

FINAMCIAL

FOAILY SUMMARY OF WREVIEW Pa&Y STATUS OFFPROVIDER CONTRACT
FORMS SUBMITTED FORMS IMFORMATION

choy Instructions

Pay Status of Forms

Proviter Name: ([SHANMON COUNTY HEALTH DEPARTMENT

Last: First:
Client Name: || I

Form Status:
o st I7 Submitted By Prowider F Fpproved

Unich
|7 Releazed oﬁ' ance For Payment ¥ Check higiled
st ange: M d Date:l

Searchl M Close |




REVIEW PAY STATUS OF FORMS, CONTINUED

The ‘Form Type’ and ‘Total Amount Paid’ columns show in blue. Clicking on either one brings up
the form or the claim screen to review. The claim screen form is ‘read only’.

FDATLY SUMMARY OF

FINAMCIAL

FREWVIEW PAY STATUS OFFEROMIDER COMNTRACT

FORMS SUBMITTED FORMS INFORMATION

SHOW ME HEALTHY MI

Provider Marme:

ISHANNON COUNTY HEALTH DEFARTMEMT

Client Mame: I

Last:

First:

Form Status:

Uncheck Al

p Submitted By Prowvider

p Released To Finance For Payment

p Approved

¥ Check hiailed

“dsit Date Fange: Begin Date: I

End DOate: I

Search I Clearl

Cliert Name
=t Time of visit

ROSES, MEREY

Originzl
Wisit Da

04 GRO0E Soreening

ARAITTED BY FROVIDER

Status  Wvarrant Date




REVIEW PAY STATUS OF FORMS, CONTINUED
Clicking on the ‘Amount Billed’ link will display the detailed information for that client and date.
This form is ‘read only’.

MENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOURI
User. BET.

FINANCIAL

AT SUMMARY OF ¥REWIEW PAY STATUS OFRERCVIDER COMTRACT
FORMS SUBMITTED FORMS INFORMATION

Show Instruckions

CLAIM DETAILS

Client Name : ROSES,MERRY Form Type : SCREENING
Yisit Date 4/16/2008 Wisit Type : Initial
Begin Date : 4/16/2008 End Date : 4/16/2008
Tatal Amount Total Amount

Billed : #0.00 E £0.00

SERYICE DETAILS

Service Type Fund for Payment

OFFICE OUTPT MEY

Total Amount Billed on Services: §0.00 Tatal Amount Paid on Services:  §0.00

Close

CPT™ anly Copyright 2004 Ammerican Medical Assaciation. All rights Reserved. No fee schedules, basic unit, relative values ar related
listings are included in CPT™. AMA does not directly or indirectly practice redicine or dispense medical services, AMA assurnes no liability
for data contained herain,

I] Done ’_ ’_ I_ I_ ’_ |‘_~i Local intranet

Address questions and general assistance requests to the central office staff by calling
SMHW/WISEWOMAN at 866-726-9926.

Direct specific questions or concerns with MOHSAIC to the ITSD Help Desk 800-347-0887 or by
e-mail at support@health.mo.gov.



mailto:support@health.mo.gov

SHOW ME HEALHTY WOMEN FORMS
AND FORM ENTRY IN MOHSAIC

Show Me Healthy Women Forms Overview

All forms needs to be kept in the patient’s file. Other forms that need to be included in the file,

not listed below, include: Eligibility form, proof of age-photo ID, and proof of income-tax
form/paycheck status.

All forms are available on the web at:
http://www.health.mo.gov/living/healthcondiseases/chronic/showmehealthywomen/forms.php.

Direct any form related questions to the provider’s Regional Program Coordinator (RPC).


http://www.health.mo.gov/living/healthcondiseases/chronic/showmehealthywomen/forms.php

SHOW ME HEALTHY WOMEN PATIENT HISTORY FORM (GREEN FORM)

The Patient History Form (green colored form) should be completed by each client at the initial
screening visit and at every annual screening thereafter. The provider should enter the green
colored form into MOHSAIC when reporting the initial screening visit and update the
information each year as needed.

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES P. O. Box 570
BUREAU OF CANCER AND CHRONIC DISEASE CONTROL Jefferson City, MO 65102-0570
SHOW ME HEALTHY MISSOURIANS/SHOW ME HEALTHY WOMEN (573) 522-2845

PATIENT HISTORY
(TO BE COMPLETED BY CLIENT AND REVIEWED ANNUALLY)

ENROLLMENT SITE/SATELLITE CLINIC (IF ANY) DATE GF VISIT (MM/DD/TYYY)
NAME (LAST, FIRST, MIDDLE INITIAL} MAIDEN NAME
E-MAIL ADDRESS HOME PHONE NO WORK PHONE NO CELL PHONE NO
() () ()
STREET ADDRESS CITY/STATE 2ZIP CODE COUNTY
DATE GF BIRTH (MM/DD/YYYY) SOCIAL SECURITY NUMBER (OPTIONAL) WHAT IS THE PRIMARY LANGUAGE SPOKEN IN YOUR HOME?

O English O Spanish O Other

NUMBER OF HOUSEHOLD MEMBERS INSURANGE COVERAGE: MEDICAID DCN/MEDICARE NUMBER
O None 0O Mo HealthNet O Medicare O Private
Race: (must be answered, choose all that apply) Ethnicity: (must be answered.)
b (1) white Are you of Hispanic origin? O Yes O No
O (2) Black or African American
O (3)Asian
O  (4) Native Hawaiian or Other Pacific Islander Highejt grade of 5|Chto'?l %ompietje_d (circltﬁ one)t_
O (5) American Indian or Alaskan Native (. S equivalent if educated in another nation
O (6)Other 12 3 4 5 6 7 8 9 10 11 12 13 14 15 16
O (7) Unknown (please avoid using)
How did you hear about the Show Me Healthy Women program? What type of transportation did you use to get to your clinic
(please choose only one) appointment? (please choose only one)
g (;) z:'ll)’.smlan O (8) Health Ca.re Provider O () Bus
. EB; Tellr:\c’iSion O (9) Health Fair 3 O (2) ACTVan
! O (10) Health Coalition O (3) OATS Bus
O (4) Radio O (1) Outreach Worker O )
. . (4) Taxi
O (5) Printed Ad O (12) Relative/Friend )
. K O (5) Personal Vehicle
O (6) Bilboard O (13) Other Location O (6 Relative/Friend
O (7) Bus Sign (specify) (6) Relative/Frien
O (7) SMTS
O (8) Other
Date of last Pap Test ! / Date of Last mammaegram / /
MM [an] Yryy MM oD YYYY
Do you now smoke cigarettes? O Everyday 0O Some days O Not at all O Don't know
Name and telephone numbers of two people who can always reach you:
NAVE HOME PHONE WITH AREA CODE WORK PHONE
( ) )
NAME
HOME PHONE WITH AREA CODE WORK PHONE
¢ ) ( )

MO 580-1800 {12/14}) Ch. D-3




SHOW ME HEALTHY WOMEN SCREENING FORM (BLUE FORM)

The Screening Report Form (blue form) should be submitted at the initial, rescreen, an annual
screening for all client’s participating in SMHW. Document the first mammogram a client
receives on the screening form.







SHOW ME HEALTHY WOMEN BREAST FORM (PURPLE FORM)
Breast Diagnosis and Treatment Form (purple form) should be completed for all clients with
abnormal breast cancer screening results that require further diagnostic procedures and/or

treatment.







SHOW ME HEALTHY WOMEN CERVICAL FORM (YELLOW FORM)

Cervical Diagnosis and Treatment Form (yellow form) should be completed for all clients with
abnormal cervical cancer screening results that require further diagnostic procedures and/or

treatment.







Show Me Healthy Women Claim Entry

Before submitting any claims, application for access to MOHSAIC must be made. Approval for
access will be granted within approximately one week. Please see MOHSAIC section of this
manual (starting page 3) for further instructions.

SHOW ME HEALTHY WOMEN CLIENT ELIGIBILITY




CLAIM SUBMISSION

Entering or Viewing a Client

The main screen for the SMHW program appears. To enter or view a client:
e Click on the ‘Client’ link on the menu bar
e Choose ‘Submit New Forms/Billing’

C D ¢




Client Search
In ‘Submit New Forms/Billing’ screen under the ‘Client Information’ section, choose either to
‘Search and Select’ or ‘Register a New Client.’

Type the Social Security Number (SSN) with no spaces or hyphens; the Departmental Client
Number (DCN) or the last and first name of the client separated by a comma (Example: Doe,

Jane). Do not click return — wait until drop down menu appears.

If the screen returns more names than the screen will hold, use the scroll down bar to see the

full screen. If there are more than 15 names on the screen use the double arrow at the bottom

of the screen to proceed to the next search result screen.

State of Missour
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[ fEmT: cted
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Update Client Infarmation
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Address I 55N Ben
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e O - |




Searching for Current Client

If the client name appears, then select the correct name by clicking on it. Verify the name by
checking the date of birth (DOB) and DCN number, if available. The client may be in the system
with multiple names. Choose the name of the client as she presents to you. If not available,
select one and then correct with ‘Update Client Information.’

The client information screen will display the client demographic information. If any
information is missing, add the correct information in the ‘Update Client Information’ screen.

If the client name is not in the database, this screen will say ‘No Results Found’. Press the tab
key to continue.

State of Missourl

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOURIANS
Current Client: None Selectad
CLIENT PROVIDER ANCIAL AD . bevelonme

SUBMIT MEW FORMS / BILLING ®YIEW MEDICAID INFORMATION

Show Instructions

lient Information

Client Mame |jane, d08|

Addrezs

PartyID

| JAMET, DOE M 12345678 378223108

JAMET, DOE M 12345678 378223116
‘ City, State Zip

bmvider Inform

Provider
Servic

‘ Nanma.l"At:h:lress|| =

l:orm Type /Version
| Type|| =]
| Versionll =] Create Form | Close |
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Adding a New Client
If the client name does not appear, then hit the ‘enter’ or ‘tab’ key and the message to add a
new client appears. Click the ‘OK’ button and proceed to the ‘Add Person’ screen.

=

The search will check the MOHSAIC and DSS databases. If the client name is not in the system,
the screen appears with the ‘No results found matching search criteria.’ Click the ‘Create New
Client on MOHSAIC’ link.

A QuickClientAdd -- Web Page Dialog

Add Person
Shaow Instructions
Client
Last Mame * CORRECT First Mame # IMa
Middle Mame
Suffix Prefiz
Date of Birth #* 3/21/19852 Gender * FEMALE
Ethnicity * MOMN HISPAMNIC S5H
Face * /—ﬁHEWHIPPEWﬁ
Search | jof g Hew Client on MOHSAIS | Maodify Search cel
Mo resflts found matching search criteria. -

\/




ADDING NEW CLIENT, CONTINUED

The ‘Client Information’ screen is displayed. The next step is to enter the address and telephone
number. Then proceed to the ‘Provider Information’ section or view Medicaid information.

EPAR- MENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSO
Current Client: REAL, GET Mo Address Found Mo Phone Information Found Lzer:
CLIENT
SUBMIT MEW FORMS / BILLING B IEW MEDICAID IMFORMATION

Show Instructions

e ]

P |REAL SET = 5 Update Client Information
1= amme 4 M
[
Add'ESS“ SSM  555-66-5551 Sex FEMALE
DoBR 12/12/1951 Race WHITE
I [mlsfy] 63045647 Ethnicity MoM HISPAMIC
- T State Zip Phone I - I - I I Mo Phone

>

T
N —rcuider Lo COUNTY HEALTH DEPARTMENT Referring Provider
I
s s IDREGDN COUNTY HEALTH DEPARTMENT - 110 GREY JONES STREET, EMINENCE, MO 65465 -
MarefAddress

[Form Typesversion
Tome| =
wersion (| =1 Create Form I Close |

E_'] Ciare ’— ’— I— ’— ’—| « Local intranet




Address Verification
If the system does not recognize the address, ‘Address Verification” will pop up. If the address is

correct, enter the county and click “save.” Or, change the address to a valid address and click
save.

If the county and address match the database, the pop-up box will turn orange. If not, and both

fields are correct, call SMHW at 866-726-9926 to request an address fix. Normally this fix will be
done overnight.




Checking for Medicare/Medicaid

If the client name is not on Medicaid, the screen will be empty. The ‘View Medicaid
Information’ is transferred from the DSS database. This screen is ‘read only’. The screen will
display the current client at the top of the screen.

If a client name is displayed at the top of the screen and is on Medicaid, the screen will be filled
in.

State of Missourl
DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOURIA
Usar BETA

CLIENT

SUBMIT MEW FORMS /BILLING WTJIEW MEDICAID IMFORMATICN

Client - ROSES, MERRY Change Client

Client's Medicaid Status
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Begin Date End Date Program Level Of Care ME Code
1

Client's Managed Care({Medicaid Only)

Plan Begin Date End Date Plan Number
1

Close
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This screen shows all of the client and guardian (if applicable) information as well as the

managed care information. If there is an open date but no close date, the client is on some sort
of assistance.

i
MENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOURIA
Lger BETA

CLIENT PROYIDER FINANCIAL ADMINISTRATI¥E Dewvelopment
SUBMIT MEW FORMS fBILLING FUIEW MEDICAID IMFORMATION

Client's Medicaid Status

Status a Status Date
Parent/Guardian Medicaid Case Information
DCM 1805328885 Status &
Telephone
Address 1 1007 IMTL AWE BOX 605
Address 2
City JOPLIM State MO Zip 64801
Client's Medicaid Dates
Begin D Program Level Of Care ME Code
=) 0z 5/28,/2006 AC
/1/2002 5/28,/2006 AC
Q/1/2002 5/28/2006 AC

1
Client's Managed Care(Medicaid Only)

Plan jgin Date End Date Plan Number

v

Cloze

l_l_ l_l_l_ |l:g Lacal infranst

Please remember when pulling up or entering another client under client demographics, verify
the client address and other personal information is correct. We have encountered several
forms that were entered for a different client, but only the client name was changed. This leads
to duplicate records in the system and results in errors on the data submitted to CDC. Until a
software programming change is complete, please make sure the date of birth and SSN are
correct for the client form being entered.



Entering Provider and Form Type Information

On the ‘Provider Information’ section, select either ‘Regular’ or ‘Direct Billing’. If ‘Direct Billing’
is selected, a referring provider must be entered. Type in the provider’s name and select the
appropriate provider. If ‘Regular Billing’ is selected, a referring provider is not necessary.

When entering information in this section is complete, proceed to the next section — ‘Form
Type/Version.’

This screenshot has two points to consider. When a form is selected, the version will populate
with available demographics. During the first few months of the new grant year, there could be
multiple versions (such as current and previous grant year). By default, the software
automatically selects the version based on the current date. To enter a form with a date of
service from a previous grant year, select a different version from the ‘current’ version drop
down box.

JEPAR ¢ ANI UR R SHOW ME HEALTHY MISSOU
3 nt Client: DOE, JANE & 1 = BV ANSTO IT%, MO E4108 Mo Phone Information Found
CLIENT PROVYIDER p ) A Develon
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\/

Show Instructions
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Il:lient Information

Client Marne | DOE, JANE £ - ? Update Client Information
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Provider Information
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I
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ENTERING PROVIDER AND FORM TYPE INFORMATION CONTINUED
Under the gray heading, ‘Form Type/Version’, click on the correct form ‘Type’ for the submitted
information:
e Breast Diagnosis and Treatment (purple)
Cervical Diagnosis and Treatment (yellow)
Patient History (green)
Screening Reporting Form (blue)
WISEWOMAN Form (pink)

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOU

Current Client: PERSON, NOTA 83835838 RANDOM STREET JACKSON, KS 65109 County: ADAR (458) 8569-5238
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City, Stat
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Provider Information
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Name/Addrass
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[

Create Form I Close |
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G i o - I

ENEENETT=




ENTERING PROVIDER AND FORM TYPE INFORMATION CONTINUED

Click on the correct form ‘Version’: (‘Forms for Services Provided On or After June 30, 20_ _.).
Dates must correspond with the service dates being submitted. Click on the correct form
‘Version’ for the submitted information:

Forms for Services Provided On or After June 30, 2018

State of Missourl

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOL

Current Client: PERSON, NOTA 28888888 RANDOM STREET JACKSON, KS 65109 County: ADAIR (458) B69-5236
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Filling Out a Form

The name is displayed before entering the data. The form on the screen is the same as the
paper form. Fill in the form and click the ‘Submit’ button at the bottom of the screen to
submit/save.

To fill in the forms use the mouse, tab key, or the space bar. To use the mouse, click on the
drop down arrow and then select the appropriate choice. If using the mouse for buttons, just

click inside the circle. All forms work the same way.

If content of the drop down box is known, then tab to the empty field and type the first letter.
The word will appear.

Tab to the next field.
When tabbing and encountering a square radio button, hit the space bar to fill it in.

Tabbing to a radio button will automatically fill in the circle when highlighted.

State of Missouri

MENT OF HEALTH AND SENIOR SERVICES SHOW ME HEZ
Current Client: BROWH, MARY  23220WO0WASHIMGTOMN  UMIORSYILLE, MO 90210 Mo Phone Information Found
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provider Bobll Number - [23730993701 - 416 MARKET STREET, ALTON, MO BSE06
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How To COMPLETE ‘REPORTING ONLY’ PROCESS
EXAMPLE: A client who is eligible for SMHW diagnostic services is referred from an outside
provider. The client has had a breast or cervical screening/diagnostic that is suspicious for
cancer. Cancer diagnosis by a tissue biopsy is unconfirmed.

= Verify client eligibility

= Have client sign SMHW Client Eligibility Agreement form

= Complete green History form

= Enter data into MOHSAIC from green History form




SHOW ME HEALTHY WOMEN SCREENING REPORT FORM ‘REFERRAL FEE’
If a SMHW provider performs additional breast/cervical procedures, enter the data and check
the appropriate visit type.

If no SMHW screening services are provided by a SMHW provider, check the appropriate ‘Visit
Type’ and check the ‘Referral Fee’ box if requesting the $20 referral fee. Provider
reimbursement is for the referral fee only, not an office visit.

Report any other outside diagnostic procedures completed prior to enrollment on the
appropriate diagnostic form as ‘Reporting Only’ and report SMHW follow-up procedures as
usual.




An error message may appear at the bottom of the screen after the ‘Submit’ button is clicked. If
this happens, the system will require form correction before proceeding. Upon form correction,
click the ‘Submit’ button again and the system will proceed to the next screen.

After the successful submission of the form the ‘Submit Form’ screen will again be displayed. If
you wish to continue with this client for additional forms, return to ‘Submit New Form/Billing.’

To search for another client, type over the current name and the new search result screen will
appear. Select the new SSN and the screen will refresh with the new client name and
information.

x af
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Submit Cancel ”
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SHOW ME HEALTHY WOMEN PATIENT HISTORY FORM ( GREEN FORM) SUBMISSION




SHOW ME HEALTHY WOMEN SCREENING FORM (BLUE FORM) SUBMISSION




Blue Screening Form Visit Types
Initial Screening



Annual Screening

Initial CBE Only



Annual CBE Only

Rescreen Visit



Screening Form (Blue Form) Reporting Only- Client with Abnormal PAP Referred to
SMHW for Colposcopy












Screening From (Blue Form) Mammogram Only



SHOW ME HEALTHY WOMEN BREAST FORM (PURPLE FORM) SUBMISSION




SHOW ME HEALTHY WOMEN CERVICAL FORM (YELLOW FORM) SUBMISSION

E. CERVICAL CIAGNOETIC PROCEDURES

- Epecialst Conssltation r
Yellow Cervical Form |— e
*  GYN Specialist Consult may be e MDDV
completed for abnormal Pelvic sl MBS
exam results noted at screening Foypesiomy MpRAYY
exam. |” carvical picpsy [l i need further di

Colpscopy entered for abnormal
PAP results (follow ASCCP
guidelines)

Polypectomy] (Cervical biopsy)
entered for removing suspicious
cervical polyp.

Final Dx/Work up Complete
entered & Final Dx date, or

If Dx work up not completed- Lost
to Follow up entered. ** Need
specific contact attempt
dates/type.** RPC must be
notified after at least 2 attempts to
contact client are unsuccessful.
Treatment start date, type,
treatment facility entered if client
diagnosed with CIN2, CIN3 or
Invasive Cervical Cancer.

[ Endocenical Biopsy [ | Endometrial Biopsy {Can only be reimbursed with cenvical biopsyi

| LEEP or Cold Knife done for DIAGNOSTIC purposes
requires Prior Authorization from SMHW- Contact
your RPC. LEEP/Cold Knife are typically Treatment
after Colposcopy Dx of CIN2,3 results.

Final Diagnosis Date MWDDAYYY (Inchudes lost to follew-up, refused, and imeconcilable)

Diagnostic results with ) require treatment

D. CERVICAL TREATMERT

If client has biopsy pathology dx of CIN2, CIN3 or Invasive Cervical Cancer- submit BCCT app.
Client should also start treatment within 60 days of colposcopy/polypectomy biopsy date.
Enter any info regarding BCCT submissions and dx/tx follow up scheduled in COMMENTS.
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