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APPENDIX 7

PROVIDER COMPLAINT COMMUNICATION INSTRUCTIONS


The Provider Complaint Communication (DA-16) form is used to record and report complaints about Home and Community Based Services (HCBS) providers or their employees or Consumer-Directed Services (CDS) personal care attendants from (or on behalf of) the HCBS participant to the Department of Social Services (DSS) Missouri Medicaid Audit and Compliance (MMAC) Unit.  Provider policy or contract, violation of statutes, or codes of state regulation (CSR) may be the basis for the complaint (see Policy 8.05).  

As the designee of the Division of Senior and Disability Services, the Third Party Assessor (TPA), shall utilize the DA-16 when TPA staff become aware of any complaints against an HCBS Provider.  The TPA shall complete and forward this form to the Central Registry Unit (CRU) within two (2) business days.   

NOTE: This form is not to be utilized to report abuse, neglect, or exploitation (ANE) of an eligible adult to the Central Registry Unit (CRU).  If the TPA becomes aware of a situation rising to the level of ANE, the TPA shall make a hotline report.  See policy 8.00 for ANE reporting procedures.
NUMBER OF COPIES:  

One copy shall to be completed.

INSTRUCTIONS:
1. DATE:  Enter the date the form is being completed.

2. REGION:  Enter the appropriate HCS/designee region.

3. DHSS STAFF OR DESIGNEE:  Enter the name of the individual filling out the form. 

4. TELEPHONE: Enter the office telephone number of individual listed in field 3.

5. E-MAIL:  Enter the e-mail address of the individual listed in field 3.  

6. PROVIDER NAME:  Enter the name of the provider serving the client.

7. PROVIDER NUMBER(S):  Enter the Medicaid provider number. 

8. SERVICE TYPE(S):  Indicate the type(s) of service the participant receives. 

9. DATE(S) OF ALLEGED INCIDENT(S):  Enter the date (or approximate date when exact date is unknown) of the incident which precipitated the complaint.

10. PARTICIPANT NAME:  Enter the name of the participant making the complaint or on whose behalf the complaint is being made.

11. DCN:  Enter the corresponding DCN of the participant listed in field 10.

12. PROVIDER EMPLOYEE(S), IF KNOWN:  As applicable, enter the name of the provider employee, if known, about whom the complaint is being made.

13. INDICATOR(S):  Enter the situation listed in policy 8.05 that best fits what is occurring. 

For example:  HIPAA violation or provider employee using participant’s car.

14. DESCRIPTION OF PROBLEM:  Enter a description of the complaint.
15. DHSS (OR DESIGNEE) SUPERVISOR NAME:  Enter the name of the Supervisor submitting the complaint.

16. DATE:  The Supervisor shall enter the date this form was submitted.

17. TELEPHONE:  Enter the office telephone number of the individual listed in field 15.

18. E-MAIL:  Enter the email address of the individual listed in field 15.

DISTRIBUTION:
HCS staff:  The DA-16 shall be completed by the DHSS staff and emailed to their HCS Supervisor for review.  Upon completion of the review, the Supervisor shall email a copy to CRU.  Enter ‘provider complaint’ in the subject line of the email.
CRU:  When a DA-16 is received from either HCS staff or the designee, CRU shall review the complaint prior to submitting to MMAC.  When the DA-16 comes from HCS staff, CRU shall email a copy to the designee for the electronic case record.  
NOTE: If the complaint is specific to PACE services, CRU shall mail a copy of the form to MO HealthNet Division (MHD); Attention: PACE Program Coordinator.
DHSS designee:  The DA-16 shall be completed by the designee and emailed to their Supervisor for review.  Upon completion of the review, the Supervisor shall email a copy to CRU.  Enter ‘provider complaint’ in the subject line of the email.  Utilizing the Case Activity screen in the HCBS Web Tool, a case note shall be added to the participant’s case that states:  “Participant concern reported for submission to CRU”.  The date the DA-16 is completed shall also be noted. 
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