“HIGHMARK ¥

WHOLECARE

Look at
the whole
picture.

I1t's what we do.

We are committed to improving the provider experience
so that you and your staff can continue to provide best in

class care to your patients and our members.




e
Post Discharge
Food Program

o —

—
|| Food Box W
Program

—

f

~
Health Literacy
— Programs with
Libraries

_ —

( STEM and Teen )
Workforce

—{ Program with
Boys and

Girls Club

—

(

(- .
Transportation W

Program
~
Education
— and Employment
Programs
_ —

{ La Conexién }

Wholecare
Resource Center

—[Housing Programj

AHN Healthy
Food Center

*

EPSDT - Early and Periodic Screening, Diagnostic and Treatment

GECAC - Greater Erie Community Action Committee

' Clinical Programs|

{ EPSDT* J Hyptertension
Program

- [ Pediatric {: Nurse Line }—
Obesity
Obesity Pro rom}-
a Pediatric [ Y 9
Shift Care

{: Wellness ]——
i
Wellness Coach W
Nutrition

=
Wellness Coach W
Diabetes

\__ -

=
Care Connections

Respiratory
Program

( Asthma Progrom]

[ COPD Program ]

Lancaster EMS
Paramedics

—

LGH

—

Regional
Community Health
Teams

N

Field-Based
Pharmacists

J___J \ J__J _J

Physician
Pharmacy
Alliance

f
L

J

hProvider Based
Public Health

Dental Hygiene
Practitioner

L

—

rCommunh‘y Hedl’rh]

Worker

—

Community
Based Navigators

|

( GECAC* j

[ AAA*

)

( Dasher

)

AAA - Area Agency on Aging
HNHU - High Need High Utilizer

—

( AHN Enhanced
Pain Model

—

.

10-Session w
Integrated PH-BH
Pain Management
Model

— _/

[ Opioid Use W
Disorder Centers
of Excellence

\_ .

_fOpioid Integ rq’red}

Care Team (OICT)

rPH-BH Integrated
Care Plan

—

—

University of w
Pittsburgh PERU
Provider Training

\_ _—

(" Provider SBIRT
Workflow Support

—

O Psychiatric
Collaborative
Care Model
Provider
Development
and Support

\_ —

—
County Level w
Coordination
Advancing
Provider PH-BH

L{ Maternity ]

Integration Goals

\_ —

[ MOM Matters j
( Doula Progromj
. R

Maternity
Evidence Based
Home Visit (EBHV)

\__ /

Maternity W
Health Homes

\_ —

Dasher

Regional Regional
Based Teams Based Teams
_{ Telephonic CM ] {: Telephonic CM )—
—[i Peds HNHU* J {i AAA* }

—{ CHW Program ] [ Hospital }
Based CM
\{ Medtronic J
[ Interim j
Healthcare

Part of our multidisciplinary Delivery System Transformation Team’s (DSTT)

new strategy is to enhance provider and practice connectivity to our programs
and services. Our goal is fo improve the information shared with our providers,
increase access to and navigation of clinical information and programs through
print and online portals, and work with you and your staff to make it easier to refer
patients to our programs and services.

In short, our goal is to facilitate linkage to our services at the point of care with a
simple call, fax, or referral form and bridge the gap between the provider and
payer. Together, we can improve access to programs and services and impact
quality and care for our shared population.

Our Guide to Clinical Services is a snap shot overview of the clinical programs
that we offer in the following eight categories: Social Determinants of Health
(SDoH), Pediatrics, Population Health, Community Based Programs/Initiatives,
Behavioral Health (BH) and Substance Abuse, Women'’s Health, High Cost High
Utilizers (HNHU) and Transitions of Care (TOC).



Our Case Management
teams can help connect you
and the member to the myriad

of services and programs |
that we have to offer at |
the point of care. |

Allow us to work with you and the member to:

e Address and assist with SDoH needs (food
insecurity, transportation, housing coordination,
and education and employment counseling)

* Assist with education and access
to vaccinations

» Connect the member fo health and
wellness programs (smoking cessation
and many disease and lifestyle

management programs)

* Provide access to our 24-hour Nurse Line

» Connect the member to community-
based programs

* Connect the member to behavioral health
and addiction services

» Connect expectant and new moms to
maternity programs

If you or a staff member are questioning the
eligibility of a member, would like more information
on one of our programs, or would like fo discuss a
member with one of our Case Managers, please

call one of our hotlines at:

Medicare Assured Members
1-855-805-9420 (TTY 711)
8 a.m. - 8 p.m., Monday - Friday

Medicaid Members
1-855-805-9408 (TTY 711)
8 a.m. - 8 p.m., Monday - Friday

Or you could fax a Member Outreach Form
to our Case Management Department at
1-888-225-2360.
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Member Outreach Form

| The information in this box is re
| Member Name:
|

|
_—
‘ Parent/Guardian Name:

‘777777 .
[PCP Name -
|

_
| PCP Contact Person

Member is being referred for the following:

quired. Please complete all lines.
[ Date of Last Screening (for Members less 1

e of Last Screening (for Memb, an 21 Years O) | Gateway Health 1D Noraber,——
‘ 9 embers less than 21 Years OId) | Gateway Health ID Number: N
TR;q?o;sﬁp:ﬁ S
T e ——————
| Provider ID Number

-—
‘ PCP Contact Phone Number

| Date of Birth:

“ Age:

TPEoFe]EmEEn -

-—
Date Sent to GHP

(Gateway Health wi ember fo educate, to assist with schedu "9 appointments and transportation as needed.
Gat Health will call the member o educat, t h sched: I i

U Referring Office Call Back

Name:
_— OO
Phone Number:
-_—

U overdue for screening

Last Screening Date:
_—

Q Behind on immunizations
-_—

_— OO O
-_—

 chronic no show for appointments or follow up care

Date of missed appointments:
_—
Reason for appointments:
_—

-_— @O OO

Q Member Education
_

e

O Test Results (e.g. Elevated Lead Levels)

Date of last Draw:
-_—

Result of last Draw:
Date script was given for Blood Lead Level:

_—

O overdue for screening
Last Screening Date:
-_—

O Referral Services

Referred for:
Physician:

Practice:

Phone Number:

Specialty:

1 Additional Information
-

_—

Fax to: Case Management De, nt (888) 2252360 | If you have questions concern ng the use of this form, call the Case Management
nt Department (88!
. (888) 225-2360 | If you have questions s

, se Manag,

or privileged. The nformation is infended only fo the use of the
uments should be.

on the contents of th sender immediately
by telephone e, ricty prohibited. I this e v
¥ telephone immediately o arrange for e refunn, n(lheorvgmﬂ!do:umpsmsm:ec:s'rhwsﬁ S omporamission

24-Hour Nurse Line

Help is just a phone call away! A registered
nurse is ready to take the time fo understand
your patients personal health needs and assist
you with your patients after office hours.

Medicare Assured Members
1-855-805-9420 (TTY 711)
8 a.m. - 8 p.m., Monday - Friday

Medicaid Members
1-855-805-9408 (TTY 711)
8 a.m. - 8 p.m., Monday - Friday

Health benefits or health benefit administration may be provided by or through Highmark Wholecare, coverage
by Gateway Health Plan, an independent licensee of the Blue Cross Blue Shield Association (“Highmark Wholecare”).



