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Modernizing Continuum of Care (MCC)

Overview of entering an Admission and Discharge

As of January 2, 2018, Hospice, Skilled Nursing Facility (SNF), Hospital, State Psychiatric Facilities (SPF)
PACE and MI Choice providers are required to enter admission and discharge information directly in
CHAMPS. The following are steps on the basics of entering an admission and discharge within CHAMPS.

Please note there are additional business rules based on Provider Specialty that could apply and are not
covered in this document.

1. Steps for entering an Admission
2. Steps for entering a Discharge

Entering an Admission:

1. Select the Billing NPI from the domain dropdown

2. Select the appropriate profile based on the provider specialty: Hospital Admission, Hospice
Admission, NF Admission, SPF Admin, PACE Enroliment or Ml Choice Enrollment. In the
examples we have used the Hospital Admission profile

3. Click Go

| @}nps |

CHAMPS Full Access
CHAMPS Limited Access

Prior Authorization Access
Provider Enrollment Access
View Provider Enrollment

© CNSI 2012

4. After logging into CHAMPS
5. Click Member tab
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6. Select Program Enrollment/Admission

@nmps < My Inbox Provider~ Member v >
_ | ELIGIBILITY INQUIRY Note Pad

» Provider Portal Eligibility Inquiry w
NPI: il PROGRAM ENROLLMENT/ADMISSION Name:
2 | Latestupdaty Program Enrollment/Admission fifmmme——e 7 =~ Calondar A

System Notification 8 September 2017
4 13:01 &

fhee « @9 @ § S one e Ay e et . B o et a— Rl
P ote woete G S o W AD Ve be, w etw e " Mo Tu We Th Fr Sa Su
1

ey @ oM. Se —AMIPN e e e e e e R g, 4|5 |6 |7

" 12 13 14 15

LI 25 | 26 | 27 | 28 | 29
- Today -
My Reminders -~
Filter By J ®co Bsave Filters ¥ My Filters™
Alert Type Alert Message Alert Date Due Date Read
D AV AV Av AV AV

No Records Found !

7. Within the roster list page click the Add Enrollment/Admission button

Note: Throughout the entire admission/enrollment process all fields marked with a red asterisk (*) are required.

—
< My Inbox~ Provider~ Claims~ Reference v Member~ >

NotePad @ External Links~ * My Favorites~ &P

> Provider Portal » Member Enrollment Admission List

[ IeRl © Add Enrc ission =
Member Enrollment/Admission List »
Filter By v Filter By v Filter By &
Active ||| @G0 Bysave Filters ¥ My Filters™
Transaction ID Member ID First Name Last Name Start Date End Date Status Created By User Type Created Date Modified Date
Actions AV AV AV AV AV AV AV AV AV AV AV
Action ﬂ 08/01/2017 12/31/2999 COMPLETED Claims, Uat Provider 11/22/2017 11/22/2017
Action v 08/12/2017  12/31/2999  COMPLETED Process, Interface State 09/25/2017 10/0412017
Action ﬂ 09/25/2017 12/31/2999 COMPLETED Process, Interface State 09/30/2017 10/01/2017
Action [v] 07/24/2017 121312999  COMPLETED Process, Interface State 09/27/2017 0912712017
Action v 07/17/2015  12/31/2999  COMPLETED Process, Inierface Stale 09/23/2017 0912412017
Action v 08/1312013  12/31/2999  COMPLETED Process, Interface State 10/2312013 0912212017
Action v 0509/2016  12/31/2999  COMPLETED Process, Inierface Stale 09/13/2017 0911912017
Action ﬂ 02/24/2017 12/31/2999 COMPLETED Process, Interface State 09/16/2017 09/16/2017
Action v 06/30/2017  12/31/2999  COMPLETED Process, Inierface Stale 09/14/2017 0911512017
Action ﬂ 11/19/2015 12/31/2999 COMPLETED Process, Interface State 09/10/2017 09/10/2017
View Page: | 2 ®co | | i Page Count SaveToxLS Viewing Page: 1 &« Firs <Pev |9 Next | |3 Last
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8. Enter the 10 digit Medicaid ID number, all the member demographic information will pre-populate
a. If entering an admission for a member who has no Medicaid ID number all information will be
required
9. Click Next

Note: The navigation bar on the left will indicate where the user is in completing the admission or discharge.

QHnmps < My Inbox~  Provider  Claims~  Referencew  Memberw >
1 - Q auickFind [ NotePad @ External Links~ % My Favorites~ @ Print @ Help

» Mylnbox > Member Enroliment Admission List

= NP Provider Name: X Close

D Rt iiemEten Member Information A

*Program Type “NPI/Provider ID: Provider Name:

GENERAL HOSPITAL j

Medicaid ID SSN “Date of Birth

Medicaid ID MM/DD/YYYY =
*First Name Middle Name “Last Name
*Gender Marital Status

ST [v] [--seLecT--- v|

10. This is the Admission/Enrollment Information screen which needs all information as it relates to
the admission being completed.
11. Click next

@mmps ¢ Mylnbox~  Provider~  Claims~  Reference=  Member~ »
1 - Q QuickFind [ NotePad (@ ExternalLinks~ 7 My Favorites~ @ Print @ Help
Mylnbox 3 Member Enroliment Admission List
= NPI: Provider Name: XClose
) L SR ©  Admission/Enrollment Information -
& Admission Information
“Date of Admission/Enrollment Hospital Case Number
]
“Type of Facility I the Individual Anticipated to have Out-of-Pocket Medical Expenses?
Select v Yes ONo
“Facility Contact Person “Facility Phone Number
“Is the Individual Expected to Move to Community? "Is the Individual Expected to Return Home within 12 months of Facility
OiYes ONo. Admission Date?
Yes ONo
“Is this Admission Likely to be 30 days or Longer? Estimated Length of Stay (in Months)
Yes ONo Select v
Primary Diagnosis Code Secondary Diagnosis Code
“Has this patient already been discharged from this facility? Comments
OYes ONo
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12. Optionally enter Responsible Party Information if different than the beneficiary/patient.
13. Click Next

—
@nmps < My Inbox~  Providerv  Memberv >
I

Q quickFind [ NotePad @ ExternalLinks~  J My Favorites~ #iPrint @ Help

Provider Portal » Member Enroliment Admission List
= NPI: Provider Name: XClose
B Member Information o A
1 Admission Information @ | Responsible Party Information
First Name Middle Name Last Name
Relationship to Patient Phone number

Select j

14. Address Information will pre-populate when a Medicaid ID number is entered in the member
information screen

15. Click Next

16. Click Add to enter any additional address information
Note: Address information must be entered for submitting an admission for a patient who has no Medicaid
ID number.

@l:mmps < My Inbox ~ Provider~ Claims = Reference = m >

F 3

Q QuickFind |§ NotePad (@ ExternalLinks~ 7 MyFavorites~ @& Print @ Help

7= Provider ID Provider Name: XClose
B Member Information % Address Information .
4 Admission Information L]
Address Type Address. Actions.
Home MI, MACKINAC, 49745 r3

& Responsible Party Info []

B8 Address Information o
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17. Select the address type and enter the required asterisked information
18. Click Validate Address

19. Click Save

20. Click Next

—
(nmps < My Inbox~ Provider~ Member~ >

Q quickFind [ NotePad @ ExternalLinks~ % My Favorites~ @i Print @ Help

> Provider Portal > Member Enrollment Admission List
= NP Provider Name: XClose
B Member Information % | Address Information A
48 Admission Information (]
Address Type Address Actions
& Responsible Party Info (] ©Add
& Address Information
*Address Type:
Select Address Type j
AddressLinel: | Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3. City/Town: *oTHER v
State/Province: " OTHER v County OTHER v
Country: TUNITED STATES  [v] Zip Code:

21. Enter the prior facility information if applicable
22. Click Next

@nmps < My Inbox~ Provider~ Member~ >
3

Q quickFind [§ NotePad (@ ExternalLinks~ % My Favorites~ @i Print @ Help

» Provider Portal » Member Enrollment Admission List
= NP Provider Name:! XClose

Rl esyuoaicy @ Previous Provider/Facility Information A
4 Admission Infermation (]

Previous Service Location

Select Facility j
& Responsible Party Info )
& Address Information (V] Previous Provider/Facility Admission/Enrollment Date Previous Provider/Facility Discharge/Disenroliment Date
Previous Facility Info [ ] MM/DD/YYYY [

Previous Provider/Facility NPI/Provider ID Previous Provider/Facility Name

Previous Provider/Facility Contact Person Previous Provider/Facility Contact Phone Number
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23. Click View TPL if hyperlinked to review the other insurance information on file for the beneficiary

24. Click Next

—
Qunmps ¢ Mylnbox~  Provider~  Claims~  Referencev  Member~ >
1 = Q QuickFind [ NotePad @ ExternalLinks~ % My Favorites~ @ Print @ Help

MyInbox Member Enroliment Admission List
7= Provider ID: Provider Name: XClose

O FEm B liEmiED @ Other Insurance Information A
& Admission Information @ | Other Insurance Available: View TPL i mme—m—_— s
& Responsible Party Info © Type of Insurance Insurance Company Policy Number  Group Number  Beneficiary Identifier Policy Holder Employer Name Policy Holder Name
& Address Information [ ©Add
B Previous Facility Info (V]

25. To create a lead for the MDHHS TPL Department to review a policy and payer:

26. Click Add

—
My Inbox~  Providers  Member~ >

QHanS <
b &

Provider Portal

Q QuickFind | NotePad @ External Links~ % My Favorites~ & Print

© Help

Member Enroliment Admission List

= NP Provider Name: XClose
O FEm B liEmiED @ Other Insurance Information A
& Admission Information © | Other Insurance Available: View TPL
& Responsible Party Info © Type of Insurance Insurance Company Policy Number  Group Number  Beneficiary Identifier Policy Holder Employer Name Policy Holder Name
& Address Information [ ©Add
B Previous Facility Info (V]
Next

I Insurance Information [>]

www.Michigan.gov/MedicaidProviders
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27. Select the type of insurance
28. Enter policy holder information
29. Click Save

30. Click Next

—
QHﬂmPS < My Inbox~ Provider~ Member~
3

Q quickFind [§ NotePad (@ ExternalLinks~ % My Favorites~ @i Print @ Help

> Provider Portal > Member Enrollment Admission List
= NPI Provider Name:! XClose

e Information @ Other Insurance Information ~
& Admission Information @ | Other Insurance Available: View TPL
& Responsible Party Info ° Type of Insurance Insurance Company Policy Number  Group Number  Beneficiary Identifier Policy Holder Employer Name Policy Holder Name:
& Address Information o ©Add
Previous Facility Info (]
I} Insurance Information

*Type of Insurance:

= SEECTE— v
Policy Holder First Name: Policy Holder Last Name:
Policy Holder SSN: Policy Holder Date of Birth
L]
| vsae || x cancel

31. At this time the Upload Documents page is not being used
32. Click Next

Qunmps < My Inbox~  Provider~  Member~
8

Q auickFind i NotePad (@ ExternalLinks~ Y My Favorites~ @ Print @ Help

> Provider Portal » Member Enroliment Admission List
= NPI Provider Name:| R Close
B Member Information (] Upload Documents A
& Admission Information [
Type of Document D Descripton
©Add

& Responsible Party Info

& Address Information

Previous Facility Info

0O 6/ 0 0

I Insurance Information

IB) Upload Documents

(]
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33. Place a check next to both the member and provider certification boxes
Note: The fields for signature and date cannot be modified as these fields need to be completed once the
admission notice is printed

34. Type the provider representative completing the admission

35. Click Submit

@namps ¢ Mynbox-  Provider~  Member~

QuauickFind | Note Pad @ Extornal Links = % My Favorites > @ Print © Help.

Provider Name:

B Member Information

o ol &
>

4 Admission Information Certification

& Responsible Party Info Member Certification
I certify that the information furnished by me in applying for skilled iy facility, other long term care. or hospital services under Michigan Public Acts 321 of 1966, 280 of 1939, and 368 of 1978 s correct. Further, |
dectare and hereby affirm that | to the facility Section above. the namels) and address (es) of all parties liable or who may be liable. in whole o in part. for payment of
care received in the named facility. Byxcq)hmm:eslrmebyammummndlmymtmil nd records for f the respective liability and / or liabilities of all parties
responsible, in whole or in part, for the payment of services received in this facility. | hereby authorize and assign directly to the named facility any or all benefits | may be entitied to and otherwise payable to me for the
period of service in this faciity.

@ Address Information

@ Previous Facility Info

B Insurance Information

o 0 00 o

& Upload Documents

Signature of Member/Authorized Representative Date

*Member/Authorized Representative First Name. *Member/Authorized Representative Last Name

Provider Certification

in m.!;: with the Michigan Medicaid Provider Manual, Eligibility Chapter, [ the y's. or his or her authorized representative’s, signature on file. The
information entered i, to the best of my knowledge, accurate and complete as of the date this form was completed.

Provider Signature Date

*Provider First Name *Provider Last Name

36. After clicking submit you will receive a confirmation summary page
a. If all the information is correct click OK
b. If not click cancel and correct the information
Note: Providers are not be able to modify an admission or discharge record once submitted. Provider Support would
need to be contacted if any corrections need to be made.

Summary
| Program Type: General |
Hospital
{ Medicaid 1D: Member Name
Date Of Admission/Envollment: 01/01/2017 Date Of Discharge/Disenroliment:

| 1fthe Summary information s accurate, click OK to Submit.else click Cancel to return to the form to make corrections

© cancei || v ok |
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37. Click Print so the beneficiary or authorized representative and provider representative can sign

38

39.

the admission notice.

a. ltis the providers responsibility to retain the admission notice in the beneficiaries record

@WS € Myibox-  Providers  Member~

ickFind W Note Pad @

= NPE Provider Name: b 1
| B Member Information Certification []
& Admassion Information

| Member Cortitrcatron
| =
| & Responsible Party Info | cotity that the information furnished by me in applying for skilled nursing facility, other long term care, or i Acts 321 0f 1966, 260 of 1939, and 368 of 1978 s corract. Further, |
[y — dect. I have disclosed named in the Admission Inforamtion the nameds) and address los) of who . in whole or in part. for payment of
| . ! Ihareby authorize the named facility to release all information and records for purposes of determining the respective liabiity and | or abilities of all parties
| = Previous Faciity Info tesponsible, in whole or in part. for the payment of services receive in this facility | hereby o1 all benefits | may bo entitied to and otherwise payablo ta me for the
| pariod of sarvica in this facilty
| I insurance Information
e — Sagnature of Member /Authorized Representative Date
( * Member/Authorized Representative First Name *MemberAuthorized Representative Last Narme.
| Provider Cartification
| @
| Inaccordance with the Michigan Medicaid Provider Manual, Eligibility Chapter, | completed the information on this form and will maintain the beneficiary's, or his or her authorized representative’s, signature on file The
| [ 5. 1o the best of my accurate the date this form was completed

Provider Signature Date

“Provider First Name *Provider Last Name

After clicking print the admission notice will pop-up as a PDF. (see below)
Click print from the PDF version to complete

‘ **Sample admission notice™ ‘

DHHS MICHIGAN MEDICAID MEMBER ENROLLMENT ADMISSION

Applicant Information

NPI:
PROVIDER MAME: Hospital Provider

Member Information

Program Type: GENERAL HOSPITAL Medicaid ID:

SSN (Last 4 Digits). Date Of Birth: 01/011950
First Name: Last Name:

Middie Name: Gender Male

Marital Status: Never Married

Admission/Enroliment Information

Date of Admission/Enroliment: 03/01/2017 Hospital Case Number:

Type of Facility: Hospital Estimated Length of Stay (in Months): 8

Faciity Address:

Facility Contact Person: Amanda Facility Contact Phone Humber: (517) 999-9999
Primary Diagnosis Code- Secondary Diagnosis Code:

Is the Ingividual Expected to Move to Community 7 : NO

Is the Ingividual Anticipated to have Out-of-Pocket Medical Expenses? : NO

Is this Admission likefy to be 30 days or longer? : YES

Is the Ingividual Expected to Return Home within 12 months of Facility Admission Date 7 NO
Has this patient already been discharged from this faciity 7 : NO

Discharge/Disenroliment Information

Type of Discharge/Disenrolment: Date of Dischargs/Disenrolment
Reason:

Remarks:

Discharge fo: Name of facility (If Applicable}.
Address:

City: County:

State: Country:

Postal Code:

Respensible Party Information

First Name: Middle Name:
Last Name: Relationship to Patient:
Phone Number:

Address Information

ADDRESS TYFE Home

ADDRESS :
ieneficiary Name Medicaid ID

(I 1
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40. Click Member Enrollment Admission List hyperlink or Close to return to the roster list page

(SHémps < Myimbox-  Providers  Member~ s

Note Pad @ External Links~ % My Favorites ~ Print @ Help

> Provider Portal

NPI: Provider Name:

|
B Member Information Certification A
& Admission Information
Member Certification

b}
& Responsible Party Info I certify that the information furnished by me in applying for skilled nursing facility, other long term care, or hospital services under Michigan Public Acts 321 of 1966, 280 of 1939, and 368 of 1978 is correct. Further, |
Y — declare and hereby affirm that | have disclosed to the facility named in the Admission Inforamtion Section above, the namels) and address (es) of all parties liable or who may be liable. in whole o in part. for payment of

care received in the named facility. By accepting services, | hereby authorize facility to release all i ion and records for purposes of determining the respective liability and / or liabilities of all parties
@ Previous Facility Info responsible, in whole or in part. for the payment of services received in this facility. | hereby authorize and assign directly to the named facility any or all benefits | may be entitled to and otherwise payable to me for the

period of service in this facility.
D Insurance Information

8 Upload Documents Signature of Member/Authorized Representative
“Member/Authorized Representative First Name “Member/, ized Representative Last Name
Provider Certification
‘“

In accordance with the Michigan Medicaid Provider Manual, Eligi

lity Chapter, | completed the information on this form and will maintain the iary's, or his or her i ignaty file. The
information entered is, to the best of my knowledge, accurate and complete as of the date this form was completed.

Provider Signature Date

Signature -

*Provider First Name “Provider Last Name
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Entering a Discharqge:

1.
2.

Provider Relations

Select the Billing NPI from the domain dropdown
Select the appropriate profile based on the provider specialty: Hospital Admission, Hospice

Admission, NF Admission, SPF Admin, PACE Enroliment or Ml Choice Enrollment. In the
examples we have used the Hospital Admission profile

Click Go

| @nmps |

©CNSI 2012

o s

After logging into CHAMPS

Click Member tab
Select Program Enrollment/Admission
@mps < My Inbox ~ Provider ~ Member v >
- Te— CCf R Gt Mighumsee 65 G
Provider Portal Esigibility Inquiry
NP W PROGRAM ENROLLMENT/ADMISSION Name:
S | Latestupdate Program EnrolimentAdmission sifimmmmm—" # | catendear -
System Notificauon
Y 13:01
[ nw © W9 G Brmpis Pw MY e et o b e wta— e v
P oty e . B g W AD Nt Bmy e w W 88 e Mo Tu We Th Fr Sa Su
1
Lty e . Be PN . e e ens b e e e, 4 s 7 IEH
" 13 14 15
18 20 21 2
(L) 25 2 277 28 29
- Today -
# My Reminders L
Filter By ﬂ Qco [Bysave Filters ¥ My Filters~
Alert Type Alert Message Alert Date. Due Date Read
G AY AY Av AY AY

No Records Found !
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7. Within the Roster list page, next to the Member ID needing to be discharged, from the action

column select Discharge/Disenroll.

My Inbox + Provider»  Claims=  Reference »

Qunrnns <
1

Member Enre

m © Aoo Enrolmentiadmission

Member Enroliment/Admission List

Member =

Note Pad @ Exter nks

Filter By ﬂ Fiter By ﬂ Filter By |
Transaction ID Member ID FirstName. Last Name Start Date End Date Status Created By  User Type
Actions av av av av av av av av av
07202017 12312999 COMPLETED claim, su Provider
. e/Disenroll s mm— 100172017 12/31/2999 COMPLETED claim, su Proviger
3
Details OTOVENT 12812999 COMPLETED claim, su Frovicer
View Eligibility
0701207 12812999 COMPLETED Claims, Uat Froviger
Action ™| 02042016 12312999 COMPLETED Claims, Uat Provider
Action ~| 1113012016 123112999 COMPLETED Claims, Uat Provider
Action ﬂ 00172017 1213172999 COMPLETED - WAITIN MA Claims, Uat Provider
Action ﬂ 010172017 12191/2989 COMPLETED - WAITING FOR MA Claims, Uat Provider
Action ™| 08/05/2017 12312089 COMPLETED Claims, Uat Provider
Action ﬂ 01/0572017 1213112999 COMPLETED Claims, Uat Provider
View Page: 2 ©ce | WPageCount | (@ saveToxs Viewing Page: 1

8. Select the type of discharge from the dropdown
9. Enter the required asterisked information

10. Click Submit

@nmps <

My Inbox = Provider Claims v

Reference =

Member~

NotePad @ External

% My Favorites ~

~
Active ||| @G0
Bsave Fitters. ¥ My Filters™
Created Date Modified Date
av av
132017 132017
1017 1aem7
132017 RABEI
110372017 110372017
X217 110372017
11032017 11032017
10312017 10312017
0312017 1003172017
0252017 10252017
10252017 10262017
« < ¥ Ned | Last

% My Favorites~ ¥ Print

© Help

» Mylnbox > Member Enroliment Admission List

Provider Name:

%Close

Discharge/Disenrollment Information

*Type of Discharge/Disenroliment I

*Date of Discharge/Disenrollment

arge Information

VLN-Voluntary

DTH-Death
IVLN-Involuntary

MM/DD/

Remarks

EESHIEEE

Discharge to

Select

Address Line 1-

Address Line 3:

State/Province:

Country:

Name of facility (If Applicable)
4
The Address Information is conditionally required. Please complete if known.

Address Line 2

(Enter Street Address or PO Box Only}
City/Town
* OTHER ﬂ County:
“UNITED STATES [V Zip Code:

* OTHER ¥

OTHER v

€ Validate Address

MCC Overview-Admission and Discharge — 3/27/18

www.Michigan.gov/MedicaidProvide

Page 12 of 13



http://www.michigan.gov/MedicaidProviders

—
mDHHS Provider Relations

Michigan Department o Health e Human Services

11. After clicking submit you will receive the confirmation summary page
12. Click Ok

a. If all the information is correct click OK

b. If not click cancel and correct the discharge information

Summary
Program Type: General
Hospital
Medicaid ID: Medicaid Name:
Date Of Admission/Enrollment: 08/16/2015 Date Of Discharge/disenrollment: 01/01/2017

If the Summary information is accurate, click OK to Submit, else click Cancel to return to the form to make corrections

@ Cancel © Ok

13. Click Member Enrollment Admission List hyperlink or Close to return to the roster list page

C«:_Hnmps < Myinbox-  Provider~  Member~ >
2 -

B NotePad @ External Links~ % My Favorites~ /& Print @ Help

> Provider Portal >[Member Enrollment Admission List

= NP Provider Name:

Discharge/Disenrollment Information

- *Type of Discharge/Disenrollment *Date of Discharge/Disenrollment
B Discharge Information 9
a4

IVLN-Involuntary 01/01/2017 8
"Reason Remarks

Facility Closure j

Discharge to Name of facility (If Applicable)

Select ~

The Address Information is conditionally required. Please complete if known.

Addresslinel: Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: *oTHER ™
State/Province: | OTHER ™ County: OTHER ™
Country:  "UNTEDSTATES Y] ZipCode: - € vaicato Addross

’
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