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INFORMATIONAL NOTICE FOR DIALYSISCENTERS
TO: Dialysis Centers serving the Counties of: Boone, Carroll, DeKalb, DuPage, Grundy, JoDavies,
Kane, Kankakee, Kendall, Lake, Lee, McHenry, Ogle, Stephenson, Whiteside, Will, and
Winnebago

RE:  Non-Emergency Transportation Services Prior Approva Program (NETSPAP)

The Illinois Department of Public Aid has contracted with First Transit, Inc. to administer the Non-
Emergency Transportation Services Prior Approval Program (NETSPAP) in the counties listed above.

Effective with trips on, or after, February 1, 2004, participants residing in any of the counties listed above
must obtain prior approval for al non-emergency medical transportation from First Transit. The
Department of Human Services' local officesin these counties will no longer handle prior approval
reguests for non-emergency medical transportation services.

The participant, medical provider or transportation provider may call for the prior approval of single trips,
such as hospital discharge. Transportation providers CANNOT make arrangements for standing orders.
ONLY MEDICAL PROVIDERS CAN MAKE ARRANGEMENTSFOR STANDING ORDERS.
Currently, standing orders are limited to five medica treatments. renal dialysis, behaviora health
services, chemotherapy, radiation therapy, and physical therapy.

Non-emergency transportation must be:

For an eligible participant;

For department approved medically necessary care;

Provided by an enrolled transportation provider;

Prior approved by First Transit;

To the nearest medical provider that meets the participant’ s needs; and

Provided in the least expensive mode that meets the participant’ s medical needs on the date of
service.

Questions regarding this notice should be directed to the Bureau of Contract Management at
1-217-524-7478. Billing questions should be directed to the Bureau of Comprehensive Health Services at
1-217-782-5565.

Anne Marie Murphy, Ph.D.
Administrator
Division of Medical Programs

E-Mail: dpawebmaster@mail.idpa.state.il.us Internet http://www.dpaillinois.com/
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Attachment to Non-Emergency Transportation Services Prior Approval Program (NETSPAP) Noticeto Dialysis Centers

Prior Approval Process: The process for non-emergency prior approval for standing orders through First
Transit is outlined as follows:

1. Therequest for transportation must be made in writing and faxed to First Transit, using the
attached Standing Order Request form completed and signed by a medical provider.

First Transit, Inc.
Fax number: (312) 327-3855
Toll-free Telephone number: (877) 725-0569

2. Therequest must be made to First Transit at |east two business days (excluding weekends and
holidays) prior to the trip.

3. If atransportation provider that meets the participant’s medical needsis not available, First
Transit will provide assistance in selecting an appropriate transportation provider.

4. The participant, or the requesting party, is responsible for arranging transportation with the
transportation provider. The transportation provider may phone First Transit to obtain the
referral number.

5. Transportation providers will receive an approval |etter from the department that lists all trip
codes approved by First Transit.

Exceptions — There are two exceptions to the above process:

1. Residents of Long Term Care Facilities. Transportation for a participant who residesin along-
term care facility will NOT need prior approval by First Transit. The facility will arrange
necessary transportation and the transportation provider will bill the department directly.

2. DCFSWards. Special procedures are used to approve non-emergency medical transportation for
children who are in the care and custody of the Illinois Department of Children and Family
Services (DCFS). Only DCFS Medical Liaisons may make non-emergency medical
transportation arrangements for DCFS wards. If you have any questions regarding non-
emergency medical transportation for a DCFS ward, please contact the child’s DCFS caseworker
or DCFS at 1-800-228-6533.

On behalf of the department, First Transit conducts a program of random sampling of medical providers,
participants and transportation providersto verify the validity of transportation requests.

First Transit would like the opportunity to explain the process for making requests for standing
ordersin greater detail. A First Transit representative will be contacting your facility in the
immediate future to schedule a time during the weeks of January 12 and January 19, 2004 to
meet with designated staff from your facility for this purpose.



Attachment to Non-Emergency Transportation Services Prior Approval Program (NETSPAP) Notice to Dialysis Centers

]
FIrSt '"ans't(" NETSPAP STANDINGORDER REQUEST [, [ ]
_ ALL BLANKSMUST BE ACCURATELY COMPLETED. FORMS SENT
129N Narthtranch Site219 TO FIRST TRANSIT WITH BLANK SPACES OR INSUFFICIENT OR |[_] APPROVED
Chicap, lllinds 60622 INACCURATE INFORMATION CANNOT BE PROCESSED ] s
(877) 7250889 Voice (312) 327-3856 Fax ] Denied
] Denial Reason
) o ) Returmed Incomplete
Requesting Organization Information Reference #
YOURFAX Dete You Initiated Your Phone
NUMBER ——— ThisRequestt ——mmM8M8 — Number:  ( )
Your Organization Name:
Your Name - Must metch signature below: Your Relationship to Participant:
Physician Name: Phone:
Recipient Information
Recipient Name: RIN:
(=) (Frst)
Trip Information
Appointment Days:
Behavioral M:n|:| Tue|:| V\ed|:|
Heslth Services )
Beginning Date:(This request period)  UP TO AND INCLUDING 2 MONTHS Thu Fi SBID SJHD

|:| Dialysis |:| '?érsa?yl Chenotherapy |:| %:231

Beginning Date:(This request period)  UP TO AND INCLUDING 6 MONTHS

Pick Up Location Narme: Phone:

Pick Up Location Address:

Pick UpTime ——______ Appaintrrent Time; ——————— Retun Time:

Pick Up Gity: Courty: State: Zip Code:
Drop Off Location Name: Drop Off Location Address:

Drop Off City: County: State: Zip Code: Phone:

Describe the reason the recipient can not use bus or train transportation:

Name of Transportation Provider Requested:

| EVEL OF SERVICE REQUESTED: (I\/UST BE THE LEAST EXPENSIVE APPROPRIATE TRANSPORTATION REQUIRED
TO ACCOVIVODATE  THE PATIENT 'S CURRENT MEDICAL CONDITION )

|:|BUS/TRNN DSER\/ICECAR |:|ALSNVBU_N\CE DNEDICARW—EELCHAIR
PRIVATE AUTO |:| NON-EMPLOYEE ATTENDANT |:| BLS AVBULANCE |:| MEDICAR STRETCHER
TAX |:| OXYGEN/SUPPLIES |:| PROVIDER EMPLOYEE ATTENDANT
NON-EMPLOYEE ATTENDANT

Comments: Please specify primary and secondary diagnosis as well as any other pertinent information regarding the patient's physical status.

| understand if | have given false information or intentionally failed to disclose informetion, | may be subject to prosecution, crimingl, civil, or both. | certify,
under penalty of perjury, that | have obtained the informetion on this form fromthe recipient and the informetion provided is accurate, to the best
of my knowledge, and that | will natify Frst Transit of any changes in the informetion set forth above within 10 days of my beconing aware of such changes.

DCFS Medical LiaisorvMedical Professional's Signature and Title (must metch requesting person above.) Title
(Please cirde applicable one)

R&03
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